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Abstract 

 Many communication barriers exist between Deaf patients and their hearing primary 

health care providers (HCPs). Several studies have identified these barriers, which include 

language differences; use of ineffective means of communication by hearing HCPs; lack of 

education about communicating with Deaf patients; inability to operate assistive equipment; and 

insensitivity. These barriers are present throughout the health care process and prevent this 

patient population from obtaining vital health information. This Honors thesis offers best 

practice recommendations to enhance communication between Deaf patients and primary 

hearing HCPs within the context of a hypothetical medical office. A plan for implementation and 

evaluation of the proposed recommendations is outlined, along with a budget that accounts for 

necessary personnel and equipment.  
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CHAPTER ONE 

Purpose 

The purpose of this Honors thesis is to present a plan to promote effective 

communication between hearing health care providers (HCPs) and Deaf adult patients in a 

primary care setting. Culturally Deaf adults are a unique linguistic and cultural minority, facing 

communication barriers at each step of care in primary care. The next section provides 

background information about Deaf culture and American Sign Language (ASL) to enhance 

understanding of the communication barriers that these patients encounter. An estimate of the 

amount of Deaf people in the United States is also provided, as well as an overview of the 

importance of effective communication in a primary care setting.  

Deaf Culture and American Sign Language 

For many years there has been a distinction made between the meaning of the word 

“Deaf” (capitalized) versus “deaf” (not capitalized). The term “deaf” is a broad term that refers 

to “an audiologic lack of hearing” (Padden, 1989, cited in Steinberg et al., 2006, p.260). On the 

other hand, “Deaf” refers to the cultural community of individuals that communicate using 

American Sign Language (ASL) (Padden, 1989: in Steinberg et al., 2006). Both groups consist of 

individuals with varying degrees of hearing loss and linguistic abilities (Witte & Kuzel, 2000). 

Involvement in the Deaf cultural community delineates these individuals into either 

classification.  

In addition, the Deaf population is further subdivided according to the age at which an 

individual becomes deafened. According to Barnett and Franks (2002), prelingually deafened 

individuals lose their hearing before age three and their main means of communication is sign 

language. They usually consider themselves to be part of the Deaf community and view their 
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hearing loss as “a unique trait linking them to others like themselves” rather than a pathological 

condition (Witte & Kuzel, 2000, p.17). In contrast, postlingually deafened individuals (aka late-

deafened individuals) become deafened after early adulthood and their main means of 

communication is English (Barnett & Franks, 2002). Normally, they do not consider themselves 

to be a part of the Deaf community and do not use ASL (Meador & Zazove, 2005). Oftentimes, 

they identify their hearing loss as pathological rather than a defining feature that includes them in 

a community (Witte & Kuzel, 2000). The recommendations in this paper are mainly intended for 

members of the Deaf community who are prelingually deafened and communicate primarily 

using ASL.    

In her writings about Deaf culture, Padden (2005) states that “culture itself captures a 

sense of commonality within a group of people” (p.2). Like other cultures around the globe, 

those who belong to the Deaf culture share a similar language and history (Padden; on National 

Public Radio, 2005). Furthermore, Deaf individuals have made significant contributions to 

numerous areas of study, such as art, education, and medicine. For example, authors Padden and 

Humphries are Deaf researchers who have made significant contributions to existing knowledge 

about Deaf culture and the origins of ASL. The Deaf community also has its own unique social 

structure. An individual’s status in the community can be determined by their origins, where they 

went to primary and/or secondary school, and the extent to which they participate in the 

community (Jones, Renger, & Kang, 2005).  

 Certainly, American Sign Language (ASL) is an achievement of Deaf individuals. 

Contrary to popular belief, ASL is not modeled after English, but has unique linguistic 

differences that evolved over time within the Deaf cultural community (Padden & Humphries, 

1988). Some obvious differences between the two languages are presented here, though the 



 
 

 

9

specific complexities of grammar and syntax (such as verb types and noun placement) are not 

discussed.  

 According to Berry and Stewart (2006), ASL “communicates ideas, not individual 

words” (p.511). In fact, a sentence of spoken English can often be expressed with a single sign in 

ASL. Furthermore, words with two different meanings in spoken English, such as “right,” have 

two different signs in ASL (Perlmutter, n.d.). At the same time, some English terms (particularly 

health terms) cannot be translated into ASL. Indeed, researchers have found that some Deaf 

individuals are unfamiliar with terms such as “allergy” and “nausea” because no signs exist for 

these words (Meador & Zazove, 2005). While non-verbal communication is important in 

conveying the meaning of sentences in spoken English, it is especially important in ASL. For 

example, a facial expression in a signed conversation differentiates a statement such as “She was 

there” from the question “Was she there?” (Perlmutter, n.d.). Furthermore, ASL sentence 

structure is not ungrammatical, but is simply different from that in spoken English. For example, 

“in ASL, the English sentence ‘You need surgery in May’ could be interpreted as ‘You (in) May 

need surgery’” (Meador & Zazove, 2005, p.219). Overall, ASL is a language in its own right that 

requires careful study outside of the context of the English language to attain comprehension and 

mastery.   

 In summary, “deaf” (not capitalized) and “Deaf” (capitalized) individuals have varying 

degrees of hearing loss and linguistic abilities. Individuals affiliated with the Deaf cultural 

community are considered to be “Deaf” and they most often use American Sign Language (ASL) 

as their main means of communication. Prelingually deafened individuals, who lose their hearing 

before age three and primarily use ASL to communicate, usually consider themselves to be a part 

of the Deaf cultural community. Postlingually deafened individuals, on the other hand, lose their 
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hearing after early adulthood and continue to use English as their primary means of 

communication. Usually, they do not consider themselves to be a part of the Deaf cultural 

community. Certainly, Deaf individuals are part of a vibrant culture with its own experiences, 

achievements, social structure, and language. American Sign Language, the primary language of 

the Deaf community, has a distinct syntax and vocabulary that was not derived from the English 

language. Rather, it is a unique achievement of the Deaf community.   

The Deaf Population in the United States  

According to the Survey of Income and Program Participation (SIPP) of 2001, about 

1,000,000 people in the United States identify themselves as being functionally deaf. 

Functionally deaf individuals are defined as individuals who are deaf or cannot hear normal 

conversation with a hearing aid (Mitchell, 2006). About 200,000 people who took the SIPP 

survey in 2001 actually defined themselves as “deaf.”   

 Consequently, the results from the SIPP can only be regarded as estimates. The survey 

does not collect information about the cause of hearing loss, age of onset of hearing loss, or 

language preference, which would enable researchers to determine whether or not a person 

defines themselves as part of the Deaf culture or simply hard-of-hearing. Moreover, to many 

individuals, deafness “is not only an audiological condition but also a social label” (Mitchell, 

2006, p.113).  This could affect how the questions were answered in the SIPP. For example, 

someone who is prelingually deafened but does not use sign language as their primary means of 

communication may not define themselves as being part of the Deaf culture, as this group uses 

sign language as their primary means of communication. Thus, they may label themselves as 

something other than “Deaf” (Mitchell, 2006). Overall, the results from the SIPP cannot be taken 
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as absolute numbers due to the lack of specificity of the questions and differing interpretations of 

the questions by participants.  

Communication in Primary Care Settings 

It is often challenging to promote effective communication between hearing primary 

health care providers (HCPs) and Deaf patients. Communication is defined as “an interactive 

process of transmitting information between two or more entities” (Townsend, 2008 p.102). 

Interpersonal communication is defined as communication between two individuals, such as 

between a HCP and a patient (Potter & Perry, 2006). Achieving clear, understandable 

interpersonal communication between the HCP and patient is a key component of effective 

health care delivery. The HCP may be relaying important information to the patient, as well as 

vice versa during health assessments or medical examinations. This communication can increase 

the patient’s general health knowledge or reduce anxiety in a stressful situation. The 

consequences of poor communication between the HCP and their patients can have serious 

consequences ranging from missed appointments to life-threatening medication errors.  

The potential for poor communication is increased when the HCP and patient do not 

share the same language or culture (Barnett, 2002). Indeed, “unambiguous and full 

communication [between the HCP and patient] is essential for successful diagnosis, treatment, 

compliance and aftercare” (Reeves & Kokoruwe, 2005, p.95). There is consistent evidence that 

Deaf patients are often dissatisfied with HCP’s communication skills (Steinberg et al., 2006). 

Recommendations for improving hearing HCP/ deaf patient communication are abundant in the 

literature and there have been some interventions to address the problem. For example, there 

have been some efforts to teach medical students about Deaf culture and communication with 



 
 

 

12

Deaf patients (Barnett, 2002). However, there are no reports of projects designed to improve 

communication between hearing primary health care providers and Deaf patients.  
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CHAPTER TWO 

 This chapter reviews key studies about communication between culturally Deaf adults 

and hearing health care providers (HCPs). These studies consistently identify communication 

barriers at each point of the health care process. Study participants and researchers offer 

important recommendations for overcoming these communication barriers to improve 

communication and provide equal access to health information. The literature review is preceded 

by an overview of relevant aspects of the Americans with Disabilities Act of 1990. This 

information is provided to support the legal as well as ethical imperative for accommodating the 

communication needs of culturally Deaf adults.    

Deaf Individuals and the Americans with Disabilities Act of 1990 

 Due to the fact that Deaf individuals constitute a minority in society and have their own 

language, the use of an interpreter is often required to function in a predominantly hearing world, 

especially during medical examinations and procedures. The Americans with Disabilities Act 

(ADA) of 1990 outlines the rights of individuals with a disability (such as hearing loss) 

regarding employment and use of public facilities. Covered entities (facilities that are mandated 

to follow ADA guidelines) include the “professional office of a health care provider” and 

hospitals, which are considered to be public accommodations because they participate in 

commerce (42 U.S.C. §12181(7)(f)). According to the ADA:  

 No individual shall be discriminated against on the basis of disability in the full and equal 

 enjoyment of the goods, services, facilities, privileges, advantages, or accommodations of 

 any place of public accommodation by any person who owns, leases (or leases to), or 

 operates a place of public accommodation (42 U.S.C. §12182(a)).  
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The law states that discrimination can include failing to provide reasonable accommodation to 

assist individuals with a disability, which includes “the provision of qualified readers or 

interpreters” (42 U.S.C. §12111(9)(b)). Public accommodations (such as a medical office) must 

provide reasonable accommodations to people with disabilities unless the provision of this 

accommodation results in undue hardship, which is defined as “an action requiring significant 

difficulty or expense” (42 U.S.C. §12111(10)). Thus, the ADA requires medical institutions 

(such as hospitals and medical offices) to provide reasonable accommodations (i.e. interpreters 

or assistive devices) to patients with disabilities (i.e. hearing loss) during medical examinations, 

unless the institution can prove that it is too expensive or too difficult to implement.   

 These provisions have been in effect for almost 20 years. Yet, research indicates that non-

compliance with this law and, as a result, poor communication between Deaf patients and their 

hearing primary health care providers (HCPs) continues to be a problem today.  

Literature Review  

 This section reviews five key studies about the communication experiences of Deaf 

adults in health care settings. These studies illustrate that communication barriers exist in every 

stage of the health care process, from making an appointment to follow-up.  

 Witte and Kuzel (2000) interviewed 14 Deaf individuals about “typical and memorable 

experiences” during health care visits (p.18). Participants were 55 years or older with hearing 

loss before age 10 and were divided into two focus groups. The researchers facilitated the focus 

groups and an interpreter from a local Deaf organization translated the discussion into spoken 

word via tape recorder. Along with asking about health care experiences, the researchers also 

asked participants to think of “specific strategies for improving the quality of health care for 
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Deaf patients” (Witte & Kuzel, 2000, p.18). After the tapes were transcribed, the authors 

analyzed the data. 

 During the focus groups, the participants discussed numerous barriers they faced during 

their health care visits, from making the appointment to talking with their health care provider 

(HCP). The participants often had a difficult time scheduling appointments because their 

physicians’ office did not utilize a TTY (also known as a teletypewriter or telecommunication 

device for the deaf) or relay service to communicate with their Deaf patients. Even if these 

methods were available at the office, HCPs often did not know how to use either one properly. 

The participants in this study also had difficulties in the waiting room. In fact, “despite informing 

the receptionist of their deafness, some of the participants were not informed it was their turn to 

see the physician…” (Witte & Kuzel, 2000, p.19). Hearing patients would see the physician 

before the study participants because they were unable to hear their name being called.  

 Communication with their hearing health care providers was the main topic of 

conversation among the participants. Many individuals in this study had negative experiences 

while utilizing health care services because doctors would use complicated terminology and 

would not take the time to make sure their instructions were understood (Witte & Kuzel, 2000). 

Participants also questioned the availability of experienced interpreters and expressed fears that 

requesting an interpreter would negatively affect their relationship with their physician. Privacy 

was also an issue that sometimes affected a participant’s decision to hire an interpreter, as well as 

worries that information from the HCP was being filtered by the interpreter (Witte & Kuzel, 

2000). Overall, the participants of this study also advocated HCP education to improve the 

quality of health care currently available to the Deaf community.  
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 Ubido, Huntington, and Warburton (2002) conducted a study with 30 deaf women to 

learn whether or not they had experienced communication difficulties with their health care 

providers. The entire experience of participants, from making appointments to seeing their 

hearing primary health care provider (HCP), was examined. Data was collected during two focus 

groups. One group consisted of 13 elderly women over age 65 years who were hard-of-hearing 

and wore hearing aids. Another group consisted of individuals “who had all been deaf from birth 

or early childhood, and were aged between 20 and 50 years” (Ubido et al., 2002, p.249). An 

interpreter was present at the group meeting for Deaf participants and translated the findings onto 

a tape recorder. Finally, a postlingually deafened individual conducted an interview with two 

women who were recently deafened.   

 Information from these discussions were used to create a questionnaire which asked 

additional participants about sociodemographic variables, type of deafness, experiences with 

obtaining and utilizing healthcare, and their level of health knowledge (Ubido et al., 2002).103 of 

these questionnaires were sent out to randomly selected Deaf and hard of hearing women 

registered in Cheshire, England; 38 were returned. Moreover, 129 questionnaires were 

distributed to the leaders of Deaf organizations and to social workers with Deaf clients in 

Cheshire, who in turn distributed them to Deaf women; 100 questionnaires were returned. Data 

from 134 surveys were analyzed, with four surveys excluded because they were incomplete. It is 

important to note that 44 women reported that they had lost hearing at birth or before five years 

of age and 38 women reported that they were profoundly deaf (Ubido et al., 2002).   

 The results of the study revealed similar communication problems to those reported in the 

United States. The researchers also found that only 7% of their study population could fully 

understand what their health care provider was saying if they attended their appointment without 
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the aid of an interpreter (Ubido et al., 2002). In addition, the group discussions revealed that 

many of the participants’ health care providers had a negative and condescending attitude 

towards Deaf patients, which negatively affected their health care experiences. Use of medical 

jargon and lack of education as to how to communicate with Deaf or hard-of-hearing patients 

were also cited as communication barriers. Overall, the participants in this study reported a lack 

of health knowledge, especially about sexuality and childbearing (Ubido et al., 2002). Though 

this study was conducted in England, which has a completely different healthcare system than 

the United States, it appears that Deaf individuals in both countries encounter similar problems 

when utilizing health care and obtaining health information. Indeed, “the main problem [is] that 

of communication – of not being able to understand what [is] being said” (Ubido et al., 2002, 

p.252).   

 Certainly, “with television, radio, computers, newspapers, and health professionals 

relying on spoken or written English, a limited number of Deaf individuals can benefit from 

health-related information as typically provided” (Jones, Renger, & Kang, 2007, p. 186). In 

previous studies, the average English reading level for Deaf adults has been cited in the range of 

third to fourth grade (Jones, Renger, & Firestone, 2005). This is particularly pronounced in 

prelingually deafened adults. While some Deaf patients can obtain necessary information by 

using methods such as writing notes and lip-reading during appointments with their hearing 

primary health care provider (HCP), others find it difficult to understand their HCP without the 

assistance of an interpreter.  

 Steinberg, Barnett, Meador, Wiggins, and Zazove (2006) conducted a study in which 91 

male and female Deaf individuals were interviewed about their health care experiences in a 

series of four two-hour semi-structured focus groups in Rochester, NY, Ann Arbor, MI, and 
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Philadelphia, PA. Deaf and hearing researchers lead the focus groups. Certified interpreters, also 

present at the groups, recorded the content of the discussions into a tape recorder. This 

information was translated to typed transcripts, which were analyzed by the researchers.  

 During the focus groups, “participants described both positive and negative experiences 

with health care, although there were more categories of negative experiences” (Steinberg et al., 

2006, p.266).  In general, participants felt that lip-reading and note-writing were ineffective 

modes of communication during appointments with their HCP.  Lip-reading presented 

difficulties due to the potential of physical barriers (such as surgical masks) and multiple persons 

present during the exam. Note-writing was difficult due to use of unfamiliar medical vocabulary 

by the HCP, the illegible handwriting of the HCP, and the language barrier between the HCP and 

Deaf patient. In addition, the participants felt that family members did not serve as adequate 

interpreters during their appointments, due to privacy issues and a feeling of being ignored 

during the examination (Steinberg et al., 2006).  

 In general, a mistrust of HCPs was a common theme amongst the study participants. This 

was mainly due to poor attempts at communication on the part of the hearing staff and a sense 

that they treated Deaf patients differently. For example, one participant in the study talked about 

the time when she asked her husband’s physician about hiring an interpreter to work at his office 

because he treated more than one Deaf patient. According to the woman, the physician’s 

response was “’ The day I have to hire an interpreter is the day that I stop having deaf patients’” 

(Steinberg et al., 2006, pp.262-263). Other participants cited instances in which their physicians 

did not comply with their requests for an interpreter or refused to pay, despite mandates by the 

ADA. At the same time, some participants were not aware of the provisions of the ADA and 

failed to request an interpreter (Steinberg et al., 2006).  
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 Overall, a majority of the participants had negative health care experiences. They 

believed they had missed out on obtaining important health information because their HCPs 

utilized undesirable methods of communication or would avoid communication all together 

(Steinberg et al., 2006). In the end, the participants of the study recommended that HCPs receive 

education about communicating effectively with Deaf patients during a course in school or on 

the job. It is important to note that during this study, some participants reported positive health 

care experiences. These individuals had seen physicians who took the time to communicate with 

their deaf patients or had physicians who were proficient in American Sign Language (ASL). 

Positive experiences with interpreters during medical appointments were also noted (Steinberg et 

al., 2006). 

   In a study conducted by Steinberg, Wiggins, Barmada, and Sullivan (2002), researchers 

interviewed 45 Deaf women with a post-secondary education level at a national and a regional 

conference. 20 Deaf women were interviewed in small focus groups, conducted in ASL, at the 

national Deaf Women United meeting in Rochester, NY, and 25 Deaf women participated in 

focus groups at the state meeting for Deaf in the Northeast. The focus groups assessed the 

participants’ knowledge of women’s health and health vocabulary; barriers to access of health 

information; and health care experiences and concerns (Steinberg et al., 2002). The researchers 

wrote their own field notes during the discussions and the groups were videotaped. Deaf and 

hearing researchers analyzed the data.  

 The researchers found that many of the Deaf women in the study desired more health 

information, but were not able to obtain it from their hearing health care providers. They often 

had to resort to obtaining necessary health information from Deaf friends, Deaf or signing family 

members, or going without. Moreover, the participants often had difficulties finding an 
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experienced interpreter to assist them during appointments or procedures and often had to resort 

to less effective forms of communication, such as lip-reading and non-ASL gestures (Steinberg 

et al., 2002). The researchers believe that the language barrier between hearing and Deaf 

individuals attributed to the study population’s knowledge deficit. Indeed, many women in the 

study felt that “they did not have the same access to and exchange of health information as do 

hearing women…” (Steinberg et al., 2002, p.733). Overall, the researchers found that the 

discussions from the focus groups, “documented a lack of health care knowledge and inadequate 

access to informational resources” (Steinberg et al., 2002, p. 732). 

 Finally, Iezzoni, O’Day, Killeen, and Harker (2004) conducted a study that examined the 

views of 26 hard-of-hearing and Deaf individuals on eight topics:  

 overall health care quality, access to primary care, access to specialized services, 

 communication, accessibility experiences in physicians’ offices, training physicians about 

 disability accommodations, suggestions for designing accessible health care settings, and 

 disseminating our results among persons with disabilities (p.356).  

Group interviews were conducted to obtain data in February and May of 2001. Two groups were 

conducted in Boston, Massachusetts and two groups were conducted in Washington, DC. The 

moderator of the Deaf groups was Deaf and these groups were conducted entirely in American 

Sign Language (ASL). Two interpreters translated the dialogue for the hearing researchers and 

the participants were filmed (Iezzoni et al., 2004). The moderator of the hard-of-hearing groups 

was a hearing researcher and Real Time technology was utilized to enhance comprehension and 

participation. Audio recordings of the groups were transcribed and analyzed by the hearing 

researchers (Iezzoni et al., 2004).   
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 During the group interviews, both Deaf and hard-of-hearing participants reported 

dissatisfaction with past experiences with hearing health care providers (HCPs). They felt that 

“some physicians do not adequately respect patients’ intelligence, motivation, and desire to 

understand and participate in their health care” (Iezzoni et al., 2004, p.357). Some Deaf 

participants believed that this was due to a lack of education on the part of the doctors about 

Deaf culture and the semantics of ASL, while some hard-of-hearing participants felt that their 

physician did not take their hearing loss seriously (Iezzoni et al., 2004).  

 In addition, many participants also felt that physicians do not know how to communicate 

with Deaf and hard-of-hearing patients. For example, even when attempting to allow the Deaf 

patient to lip read, some physicians would unconsciously talk too fast or turn their heads while 

talking (Iezzoni et al., 2004). Finally, both the Deaf and hard of hearing participants cited 

numerous instances in which inadequate communication had negative consequences. One 

participant said that he had to undergo major surgery, but was not informed about the procedure 

beforehand and had no idea what was happening. Another participant received no education from 

her doctor about what she would experience during her first Pap smear and she would not return 

for subsequent exams as a result (Iezzoni et al., 2004). Both participants experienced a great deal 

of anxiety and fear because their doctor failed to communicate important health information at 

the appropriate time. On the whole, the participants in this study felt that many HCPs were not in 

touch with the needs of the Deaf and hard-of- hearing population.  

Summary of Problems 

 Participants from the studies described above identified problems that impair 

communication between Deaf patients and their hearing primary health care providers (HCPs). 

Participants had trouble making appointments because their HCP’s office did not have a TTY, 
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did not know how to utilize the relay service, or did not know how to operate a TTY. When the 

participants arrived at their appointments, they were often anxious and embarrassed because they 

were unable to determine when their name was called in the waiting room.  

 Participants of the studies identified a need for educating both the office staff and HCP 

about communicating with Deaf individuals. The HCPs described in the studies often did not 

accommodate their communication style to this population of patients. Note-writing and lip-

reading were cited as ineffective forms of communication that were often used during 

appointments. Professional interpreters, cited as being helpful to participants during 

appointments, were often difficult to obtain. The language barrier and low-English literacy level 

of participants made transmitting health information by traditional means (i.e. spoken and written 

English) difficult for HCPs. Finally, office staff members and HCPs often had a negative, and 

condescending attitude towards Deaf patients that further hindered any attempts at 

communication. 

 Participants often went away from their appointments in confusion because their HCPs 

failed to take the time to communicate information and answer questions. In many of the studies, 

impaired communication between the Deaf patients and primary hearing HCPs had serious 

consequences and increased mistrust of health care workers and organizations. Overall, the most 

common consequence was that the participants in the studies failed to receive important health 

information from their HCPs.    

 Designing practice settings to eliminate communication barriers that Deaf patients 

normally encounter in a health care setting is necessary for effective communication with their 

hearing primary HCPs. It is not only an ethical imperative, but a legal requirement as well. The 
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following chapter presents a proposal for a “Deaf friendly” primary care setting, eliminating 

barriers to communication at every step in the health care process. 
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CHAPTER 3 

 This chapter presents a prototype for a “Deaf friendly” primary care practice, eliminating 

communication barriers at every stage of the health care process. The first section presents a 

hypothetical primary care setting, with detailed descriptions of the physical environment and 

staff members. Next, the proposed plan for creating a Deaf friendly practice is presented, from 

making appointments to the waiting room, the actual visit with the HCP, and follow-up. The 

proposed best practice plan is followed with implementation and evaluation plans. Finally, the 

estimated costs of implementing the best practice plan for a Deaf friendly primary practice are 

outlined. 

Best Practice Setting 

 The following best practice recommendations are designed for a typical office of a 

hearing primary health care provider (HCP) in the United States. This HCP could be a medical 

doctor, physician’s assistant, or a nurse practitioner. For the purpose of this paper, this office is a 

typical urban general medical clinic with an NP (me) and two doctors as the primary HCPs. I 

will have a dual role of Principal Investigator and will implement the best practice 

recommendations. I will hire a research assistant, preferably a graduate nursing student who is 

working towards a Doctorate of Nursing Practice degree, to help me with this project. Two 

individuals work at the front desk, where they schedule appointments, organize charts, answer 

phones, and conduct other office business. Three nurses support the primary care staff by 

conducting initial assessments of the patients’ health status. The clinic has a small waiting room, 

a front office area, and three exam rooms. In each exam room, there is one computer with an 

LCD monitor and the entire office has high speed internet. The office hours are Monday through 

Friday, 8AM to 5PM. While a majority of the patients are hearing, there are an increasing 
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number of Deaf and hard-of-hearing patients that are being referred to this clinic. Thus, our 

clinic needs to make some changes to accommodate this growing population.  

Proposed Solutions and Implementation Plan: Purchasing and Installing Equipment 

 This section presents proposed interventions to address communication barriers at each 

stage of the health care practice, in keeping with evidence presented in the prior chapter. It is 

estimated that it will take approximately two months to purchase and obtain necessary equipment 

before the best practice recommendations can be implemented. The research assistant will be 

hired during this time period.  

Table 1 Summary of Best Practice Recommendations and Actions 

Health System Communication Accommodation Implementation 
Making appointments and 
communication between visits 

- TTY 
- Relay system  
- Culturally sensitive 
communication by staff 

- Purchase TTY  
- Principal Investigator trains self 
on how to work TTY and relay 
system  
- Saturday staff training session 
(cultural sensitivity and 
equipment)  

Waiting room  - Flashing pagers 
- Culturally sensitive 
communication by staff 

- Purchase flashing pagers  
- Research Assistant trains self 
on how to work flashing pager 
system 
- Saturday staff training session 
(cultural sensitivity and 
equipment) 

During appointment and 
follow-up  

- Video Relay Service (Deaf) 
- Pocketalkers (hard-of-hearing) 
- Health information resources 
for Deaf patients handout 
- Culturally sensitive 
communication by HCP  
 
 

- Principal Investigator 
establishes account with Sprint  
- Purchase Pocketalkers and web-
cam  
- Research assistant and Principal 
Investigator set up VRS 
equipment  
- Research Assistant assembles 
rolling computer cart and places 
computer on cart 
- Research assistant trains self on 
how to operate Pocketalkers and 
VRS 
- Research Assistant creates 
handout  
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Making Appointments and Communication Between Visits 

 After all equipment has been ordered and received, one month will be spent installing all 

equipment and preparing for the Saturday training session. Initially, one TTY will be installed in 

the front office area to enable Deaf patients to make appointments from home. As the Principal 

Investigator, I will learn how to operate the TTY by reading the operating manual. I will also 

learn how to operate the relay system so that Deaf patients can still be reached in the event that 

the TTY breaks or is unavailable. The relay system enables a person with a TTY to communicate 

with another individual who does not have a TTY. According to Berry and Stewart (2006), the 

relay system “enables the deaf person to teletype a hearing operator, who in turn acts as an 

intermediary with the medical office” (p.511). A national number, 711, is used to facilitate this 

process, which can be initiated by either the Deaf patient with the TTY or the hearing office 

worker without a TTY (Berry & Stewart, 2006).  

Waiting Room 

 After the Deaf patient has checked in with the office staff, he or she will be given a pager 

device, similar to that given out at a busy restaurant. A control panel at the front desk will enable 

this device to buzz and/or flash lights when it is the patient’s turn to see the doctor (RestTech, 

2008).  Three Pocketalkers will also be purchased to assist hard-of-hearing individuals during 

their appointment. A microphone that connects to the Pocketalker “picks up sounds and boosts 

them” at the volume set by the user, who listens through headphones or a headset (Williams 

Sound Corp, 2008, p.12). This device will be distributed to eligible patients when they check in 

with the office staff. My research assistant will be in charge of learning how to operate the pager 

system and Pocketalkers.  
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During Appointment and Follow-Up 

 If the patient requires an interpreter to attend his/her appointment, the front office worker 

will contact the patient’s preferred interpreting agency or will contact the state interpreter 

registry (Berry & Stewart, 2006). However, if the patient does not prefer to have an interpreter 

attend the appointment in-person, the video relay service (VRS) will be used. According to Berry 

and Stewart (2006), videoconferencing “has the advantage that interpreters are available 24 

hours a day, 7 days a week, 365 days a year,” unlike onsite interpreters (p.514). Basically, a 

hearing person dials the number for their VRS provider’s call center. A hearing operator 

connects them to the Deaf individual’s videoconferencing number. The operator is able to see the 

Deaf person sign via videoconferencing equipment or a web cam, and he or she verbally 

translates the message to the hearing caller. In turn, the operator also translates the hearing 

caller’s messages into ASL via videoconferencing equipment (Sprint Nextel, 2008).  

 At the hypothetical medical office, the VRS provider will be Sprint Nextel. Calls can be 

made over a high speed internet connection, so a web cam will be used instead of 

videoconferencing equipment (Sprint Nextel, 2008). I will establish the account with Sprint. The 

research assistant will install a web cam and video relay software on a computer in one of the 

exam rooms. Moreover, the research assistant will also assemble a rolling computer cart and will 

place the computer on this cart. This will enable the monitor to be positioned to maximize the 

patient’s view of the VRS call center operator. The research assistant will also figure out how to 

operate the VRS.  

 At the end of each appointment, the HCP will give the Deaf patient a sheet of paper that 

lists Deaf friendly resources for obtaining health information. This will include websites such as 

www.deafmd.com, which provides Deaf individuals with signed information about various 
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health topics. The list will also include Deaf friendly resources for after-hours care. The research 

assistant will compile pertinent resources to create this list. The TTY or VRS can be used to 

make any follow-up phone calls to Deaf patients. 

Implementation Plan: Training and Preparations 

 Certainly, the staff must receive training if these best practice recommendations are to be 

implemented. After all equipment is installed and necessary preparations have been made, one 

mandatory training session will be held for all clinic staff. This training session will occur on a 

Saturday for approximately five hours (8AM to 1PM). The staff will be informed about this 

training at least one month in advance. For the first hour of the training session, I will develop a 

PowerPoint presentation about Deaf cultural sensitivity. This will include information about how 

to request an interpreter, what information to obtain when the appointment is scheduled (i.e. best 

way to contact the patient and problem they have), and the dos and don’ts of communication 

with Deaf patients. During the following hour, I will arrange for two members of the local Deaf 

community to talk about their experiences with health care providers. In addition, they will offer 

suggestions for communicating effectively with Deaf patients. An interpreter, preferably with at 

least five years experience, will be present to translate.   

 Finally, the staff will receive training about using all of the new equipment during the 

final three hours of the training session. I will train the staff on how to use the TTY and the relay 

system, while my research assistant will show the staff how to operate the pager system, the 

Pocketalkers, and the VRS. The staff will be able to try out the equipment and will be able to 

practice the communication techniques they learned with the two Deaf presenters. All staff, the 

Deaf presenters, and the interpreter will receive monetary compensation for attending this 

mandatory training session. 
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 These interventions will improve communication between Deaf patients and their hearing 

primary health care providers, which will enable important information to be conveyed between 

both parties. Furthermore, the interventions will also decrease the frustration, anxiety, and 

embarrassment that Deaf individuals often feel during their medical appointments. In turn, this 

will increase the likelihood that the patient will obtain medical care on a regular basis and will 

become more knowledgeable patients. Finally, these interventions will prevent violations of the 

Americans with Disabilities Act, which will decrease the likelihood of complaints and 

subsequent malpractice lawsuits that could be costly to the clinic.  

Figure 1 Estimated Timeline for Implementation of Best Practice Recommendations  

Task(s) Estimated Duration of Time 

- Purchase/obtain equipment  
- Hire research assistant  
 

2 months 

- Install equipment  
- Prepare for Saturday training session  
 

1 month 

- Saturday training session 
 

5 hours 

- Check functionality of equipment  
 

30 minutes (q1 month)  

- Mock health care process evaluation 
 

6 hours (q6 months) 

 

Evaluation of Implemented Best Practice Recommendations 

Training 

 A brief evaluation will be conducted immediately following the Saturday training 

session. Before the session adjourns, the staff will be asked to fill out a brief (and anonymous) 

training session evaluation form. Questions on the form will include: 

• What did you like about the training session? 
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• What would you change about the training session?  

• Do you feel that the training increased your knowledge about communication with Deaf 

and hard-of-hearing individuals? Explain.  

• Do you have any suggestions, comments, or concerns about the assistive devices or 

interacting with Deaf patients? 

Answers from this evaluation will be used to improve future refresher courses about culturally 

sensitive communication with Deaf patients and operating the assistive devices in the office.  

Equipment 

 I will check the equipment to determine if everything is functional every month. This 

should take approximately 30 minutes. Repairs and replacements will be ordered as needed.   

Staff Competency  

 The first evaluation of the entire intervention will occur six months after the Saturday 

training session. One of the Deaf community members who attended the training session will be 

invited to participate in a mock health care process evaluation at the office on a Saturday from 

8AM to 2PM, which will be mandatory for all staff members. The Deaf individual will call the 

office from their home (preferably using a TTY) at 8:30AM to make a fake appointment. S/he 

will also call back with a question about the appointment time or what s/he needs to bring. At 

10AM, this individual will come in to the office as if s/he is coming for a real appointment. An 

interpreter, preferably with at least five years experience, will arrive at this time to provide 

assistance as needed. S/he will be present during the fake appointment so that staff can practice 

interpreter etiquette and to assist with communication as needed. All staff members will interact 

with this “patient” at any point during this mock health care process evaluation. For example, the 

front office staff will interact with the “patient” either when s/he makes an appointment or when 
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s/he calls to ask a question. They will also check her/him in at the fake appointment time. The 

nurses will each assess the “patient” for five minutes and the doctors will each have a 10 minute 

appointment with the “patient.”  

 All staff members will be observed by the Principal Investigator and research assistant 

during the mock health care process evaluation. Every staff member will be required to 

demonstrate competency with the equipment that they use most often when communicating with 

Deaf patients. They will also be required to demonstrate competency in utilizing culturally 

sensitive communication techniques (i.e. facing the patient, not covering mouth when speaking, 

etc.).  

 After all staff members have been evaluated by the Principal Investigator and research 

assistant, the “patient” will evaluate the staff using the same form as the researchers. An 

interpreter will be present to translate any questions or comments about the evaluation process. 

Overall, the performance of each staff member will be evaluated using three forms: one from the 

Principal Investigator, one from the research assistant, and one from the “patient.” The research 

assistant will compile the evaluation results for each staff member and I will use the results to 

determine the competence of the staff members. Subsequent refresher courses will be organized 

after the mock health care process evaluation as needed, depending upon the evaluation results 

and with any new additions to the staff. Everyone involved in the mock health care process 

evaluation will receive monetary compensation for their time. See Appendix A for an example of 

the evaluation form that will be used by both the researchers and the “patient.”  

 Certainly, evaluation of the staff by the researchers and the “patient” will enable the 

implemented recommendations to be modified so that they will better accommodate Deaf 

patients in the future. Moreover, communication with Deaf patients cannot be enhanced if the 
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staff members do not understand how to properly operative the assistive devices in the office and 

do not utilize culturally sensitive communication techniques. The staff members are the key 

agents of change, so it is necessary to determine whether or not they need more training to 

accommodate their Deaf patients in the future.  

Proposed Budget 

Personnel: $4,357.28 

Principal Investigator/NP (1)     

• [Salary: $36.02/hr (PayScale, 2009)]  

• Installation of Equipment: $36.02/hr x 6 hrs = $216.12 

• Research and Development: $36.02/hr x 3 hrs = $108.06  

• Training: $36.02/hr x 5 hrs = $180.10 

• Evaluation: $36.02/hr x 9 hrs =  $324.18 

Research Assistant (1) 

• [Salary: $17.36/hr base pay + 36% employee related expenses (ERE) = $23.61/hr 

(J.F. Bouck, personal communication, April 2, 2009)]  

• Installation of Equipment: $23.61/hr x 9 hrs = $212.49 

• Research and Development: $23.61/hr x 2 hrs = $47.22 

• Training: $23.61/hr x 5 hrs = $118.05 

• Evaluation: $23.61/hr x 9 hrs = $212.49  

Doctors (2)  

• [Salary: $73.00/hr  (PayScale, 2009)]  

• Training: $73.00/hr x 5 hrs (2) = $730.00 

• Evaluation: $73.00/hr x 6 hrs (2) = $876.00  



 
 

 

33

 

Nurses (3)  

• [Salary: $22.17/hr (PayScale, 2009)]  

• Training: $22.17/hr x 5 hrs (3) = $332.55 

• Evaluation: $22.17/hr x 6 hrs (3) = $399.06 

Front Office Staff (2)  

• [Salary: $12.04/hr (PayScale, 2009)]  

• Training: $12.04/hr x 5 hrs (2) = $120.40 

• Evaluation: $12.04 x 6 hrs (2) = $144.48 

Deaf Participants (2) 

• [$50.00/study visit (Research Institute Administration, 2008)] 

• Training: $50.00/study visit x 1(2 participants) = $100.00 

• Evaluation: $50.00/study visit x 1(1 participant) = $50.00 

American Sign Language Interpreter (1) 

• [Salary: $23.26/hr (Pay Scale, 2009)] 

• Training: $23.26/hr x 4 hrs = $93.04 

• Evaluation: $23.26/hr x 4 hrs = $93.04  

Equipment: $1,762.91 

1 TTY: Uniphone 1140 Voice Carry Over TTY UTI-1140  

• $279.00 + $12.50 (shipping) = $291.50  

1 LRS Coaster Call Kit with 10 pagers, 1 transmitter, 1 charger  

• $999.99 + $18.92 (shipping) = $1,018.91  
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3 Williams Sound PKTD1E08 Ultra systems with earclip style headsets 

• $119.88 + $9.00 (shipping) x 3 = $386.64  

Sprint Nextel Account  

• = $0.00 

Sprint Nextel VRS software 

• = $0.00  

1 Logitech Quickcam Pro 5000 Webcams  

• $55.77 + $10.09 (shipping) = $65.86  

Other: $182.38  

1 package of OfficeMax Multipurpose Paper, 500 8 ½” by 11” sheets  

• $6.49 + $7.95 (shipping) = $14.44  

1 Quartet Adjustable Plastic Duracart 24""W x 16-42""H x 18""D 

• $159.99 + $7.95 (shipping) = $167.94 

Total for all categories: $6,302.57  

Budget Justifications 

 The time estimates for the training and research in this project are based on the time I 

think it would take myself to complete these tasks. Therefore, these times could vary for each 

person involved. For example, my research assistant might take three hours instead of two hours 

to figure out how to operate the pager system. Time estimates provide a general idea about the 

time commitments and costs involved with this project. 

 

 

 



 
 

 

35

Personnel   

Principal Investigator/Nurse Practitioner (± 23 hours commitment)  

• During this intervention, I will not only be responsible for my normal nurse 

practitioner duties, but I will also be the Principal Investigator. As the Principal 

Investigator, I will be responsible for installing the TTY and determining how to 

operate the TTY. It is estimated that these tasks will take about three hours. I will 

also be responsible for figuring out how to operate the relay system, which is 

estimated to take about two hours. I will also set up the VRS account on the 

Sprint website, which will only take about one hour. Once all of the equipment is 

in place, I will prepare a PowerPoint presentation for the Saturday training 

session. Creating the PowerPoint is estimated to take about three hours and the 

training session will last five hours. Finally, the mock health care process 

evaluation will last six hours. Checking equipment functionality for 30 minutes 

each month equates to three hours of work in a six month period (this is reflected 

in the evaluation category).  

Research Assistant (± 25 hours commitment)  

• The research assistant (RA) will be a graduate nursing student working to obtain a 

Doctorate of Nursing Practice degree. The RA will be responsible for figuring out 

how to operate the pager system, the Pocketalkers, and the VRS. This is estimated 

to take about six hours. In addition, the RA will also install the web cam and 

download the VRS software, which should take about two hours. One hour will 

be devoted to assembling the rolling computer cart. S/he will also research Deaf-

friendly resources for health information to put on the handout that will be given 
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to Deaf patients. This is estimated to take about two hours. The RA will help the 

Principal Investigator lead the Saturday training session, which will last five 

hours. Finally, the mock health care process evaluation will last six hours and the 

RA will also compile data from the evaluation forms. This will require another 

three hours.  

Doctors (2) (± 11 hours commitment) 

• Along with their normal duties, the doctors are responsible for attending the 

Saturday training session, which will last five hours. They will also attend the 

mock health care process evaluation, which will last six hours.   

Nurses (3) (± 11 hours commitment)  

• Along with their normal duties, the nurses are responsible for attending the 

Saturday training session, which will last five hours. They will also attend the 

mock health care process evaluation, which will last six hours.   

Front Office Staff (2) (± 11 hours commitment)  

• Along with their normal duties, the front office staff is responsible for attending 

the Saturday training session, which will last five hours. They will also attend the 

mock health care process evaluation, which will last six hours.   

Deaf Participants (2) (± 10 hours commitment) 

• Both Deaf participants will be paid per study visit. The total time involved in the 

two study visits is 10 hours for the Deaf participant who participates in both the 

training session (four hours) and the evaluation (six hours). For the other Deaf 

participant, who will only attend the training session, the time commitment is four 
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hours. The participants only participate in four out of five hours of the training 

session because the first hour is solely devoted to staff education.  

American Sign Language Interpreter (1) (± 8 hours commitment)  

• The American Sign Language Interpreter will be present for four hours of the 

Saturday training session. Otherwise, her services are only required during the 

period of time that the Deaf individual is at the office for the mock appointment 

on the day of the evaluation. This should last approximately four hours.   

Equipment 

TTY/TDD (1)  

• I chose to purchase the Uniphone 1140 Voice Carry Over TTY UTI-1140 because 

it can be used as both a TTY and a regular telephone (Harris Communications 

Inc., 2009). This would enable this device to be used both for Deaf and hearing 

patients. This dual purpose would also ensure that the TTY is plugged in and 

ready if a Deaf patient happens to call the office. This form of communication is 

compliant with HIPAA regulations (Federal Communications Commission, 

2004).  

Pager system (1 kit)  

• The LRS Coaster Call Kit was chosen because it includes 10 pagers, 1 transmitter, 

and 1 charger. The pagers can vibrate, flash, and glow. They also have a range up 

to one mile (RestTech Solutions, 2008). There are enough pagers to serve 

numerous Deaf and hard-of-hearing patients at once, and they could eventually be 

used to maintain the privacy of hearing patients as well. 
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Pocketalkers (3) 

• The Williams Sound PKTD1E08 Pocketalker Ultra systems were chosen because 

the device is portable, comes with an earpiece and TV adapter cord, and has a 

sensitive microphone that blocks out extraneous sounds (AudioLinks Services, 

2008). Three Pocketalkers were purchased to accommodate multiple hard-of-

hearing patients at one time.  

Sprint Nextel VRS account and software  

• I chose to use Sprint Nextel as the VRS provider because you can make calls, 

establish an account, and download VRS software for free from their website 

(Sprint Nextel, 2008). The website is also easy to navigate and provides ample 

information about VRS operation. Their services do not require video relay 

equipment and they are available 7 days a week, 24 hours a day, 365 days a year 

(Sprint Nextel, 2008).  

Webcam (1)  

• I opted to purchase the Logitech Quickcam Pro 5000 Webcam because it is one of 

the types of webcams that works with the Sprint VRS software (Sprint Nextel, 

2008). It also has a built in microphone and is a digital video camera 

(Amazon.com, Inc., 2009). One webcam will be purchased to accommodate a 

computer in one exam room. This form of communication is compliant with 

HIPAA regulations (Federal Communications Commission, 2004).   
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Other 

Computer paper (1 package)  

• Computer paper is necessary to create the list of Deaf-friendly resources of health 

information that will be distributed to Deaf patients at the end of their 

appointments. Deaf patients do not usually constitute a majority of patients in the 

average primary care practice, so more paper can be purchased as needed. This 

paper can also be used to create the evaluation forms. OfficeMax Multipurpose 

Paper (500 8 ½” by 11” sheets) was chosen because it can be used for both 

copying and printing (OMX Inc., 2009).  

Quartet Adjustable Plastic Duracart 24""W x 16-42""H x 18""D (1 cart)  

• Placing the computer that will be used for the VRS on a rolling computer cart will 

enable patients to position the cart so that they can visualize the VRS call center 

operator on the computer monitor. This particular cart has three shelves that can 

be adjusted to six different heights and has four wheels (OMX Inc, 2009). The 

cart with a smaller maximum height was chosen because the patients using the 

VRS will most likely be sitting down and will not be at their full height.   

Conclusion 

 The estimated cost for the first nine months of this study is approximately $6,302.57. 

Without the costs of purchasing and installation, the estimated annual cost for sustaining these 

changes is approximately $4,198.50. This does not include any costs associated with potential 

refresher courses, equipment repairs, or purchasing more equipment. As expensive as this may 

seem, implementing these best practice recommendations for one year is actually less expensive 

than not making changes and thus failing to comply with the ADA guidelines. For example, in 
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the 2008 fiscal year, individuals with hearing impairment received $1,163,440 for damages 

resulting from ADA violations, excluding money obtained from litigation (U.S. Equal 

Employment Opportunity Commission, 2008). In one case that was settled outside of court, a 

health care company that managed several hospitals had to pay a married couple $26,000 in 

damages due to a failure to accommodate Deaf and hard-of-hearing patients and visitors. They 

also had to make changes to their facility in accordance with ADA guidelines (U.S. Department 

of Justice, 2008).  

 These examples support the assertion that implementing the best practice 

recommendations presented in this paper will minimize extraneous costs. The implemented 

recommendations will address the needs of Deaf and hard-of-hearing patients and will improve 

communication between these patients and their hearing primary health care providers (HCPs). 

This will increase patient satisfaction among this population and decrease the likelihood of 

complaints that could eventually turn into costly settlements or malpractice lawsuits. In addition 

to saving money, implementing the best practice recommendations in this paper will enable Deaf 

and hard-of-hearing patients to become more knowledgeable patients. HCPs will be able to 

convey important information to Deaf patients and Deaf patients will understand what is 

happening during every stage of the health care process.  

 Thus, it is the responsibility of health care providers to ensure that all of their patients 

receive the same level of care, even if they are hearing impaired. A number of communication 

barriers exist that prevent Deaf individuals from obtaining adequate health care and health 

information, including use of a different language (American Sign Language) and a low English 

literacy level. As demonstrated in this paper, these barriers can be surmounted through the 
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addition of assistive devices and education about culturally sensitive communication in a medical 

setting. 
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Evaluation of Staff Competency: Assistive Devices and Communication 
(Check box next to appropriate staff member) 

 
 Front Office Worker (TTY, relay system, Pocketalkers, pager system, culturally sensitive communication)  

 
Check one of the following statements: 
 
____ Operates devices with no assistance and prompting  
 
____ Requires assistance and prompting to operate devices 
 
____ Unable to operate devices, even with assistance and prompting 
 
Check one of the following statements: 
 
____ Utilizes at least 1 culturally sensitive method of communication with Deaf patient (i.e. facing patient when talking, 
talking to patient rather than interpreter, not covering mouth while talking, etc.)  
 
____ Does not utilize culturally appropriate methods of communication  
 
Comments: 
 
 

 RN (TTY, relay system, video relay system, culturally sensitive communication) 
 
Check one of the following statements: 
 
____ Operates devices with no assistance and prompting  
 
____ Requires assistance and prompting to operate devices 
 
____ Unable to operate devices, even with assistance 
 
Check one of the following statements: 
 
____ Utilizes at least 1 culturally sensitive method of communication with Deaf patient (i.e. facing patient when talking, 
talking to patient rather than interpreter, not covering mouth while talking, etc.)  
 
____ Does not utilize culturally appropriate methods of communication  
 
Comments: 
 
 

 MD (TTY, relay system, video relay system, culturally sensitive communication)  
 
Check one of the following statements: 
 
____ Operates devices with no assistance and prompting  
 
____ Requires assistance and prompting to operate devices 
 
____ Unable to operate devices, even with assistance 
 
Check one of the following statements: 
 
____ Utilizes at least 1 culturally sensitive method of communication with Deaf patient (i.e. facing patient when talking, 
talking to patient rather than interpreter, not covering mouth while talking, etc.)  
 
____ Does not utilize culturally appropriate methods of communication  
 
Comments: 
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