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Abstract 

 

Objectives: To investigate second-year medical students’ change in 

comfort level after a disabilities-focused interactive session, with 

regards to disability etiquette and greeting, interviewing, and 

examining patients with disabilities.  

 

Setting: The University of Arizona College of Medicine, Phoenix 

Campus, doctoring suites. Students interacted in a clinical setting with 

volunteers with disabilities, including volunteers with blindness, 

deafness, mobility impairment, and language impairment. Students 

received 3 surveys during the study duration: the first before the 

event, the second after they had prepared for the event with didactic 

materials, and the third after the event.  

 

Participants: 46 second-year medical students participated in the 

event, and 29 students completed all surveys.  

 

Methods: Survey data was analyzed using paired t-tests wherever 

possible, with P <0.05 being interpreted as significant.  
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Results: Comfort level for disability etiquette and greeting, 

interviewing, and examining patients with disabilities improved 

significantly for patients with blindness, deafness, mobility 

impairment, and language impairment. Although this change was 

significant for most measures from pre-event to post-event, it was 

significant for every measure from post-materials to post-event.  

 

Conclusion: A pre-clinical disabilities event in which second-year 

medical students interact with people with disabilities is effective in 

increasing student comfort level.  
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Introduction 

Background 

 Nearly 53 million people--or between 1 in 5 and 1 in 6 people--

living in the United States (US) experience some level of disability.1 In 

a population with an ever-increasing fraction of elderly individuals, the 

statistics for people living with disabilities will continue to grow. In 

fact, the percentage of the population in the US with disabilities grew 

from 11.7% in 1970 to 20.6% in 1994.2 Although people with 

disabilities (PWD) encompass a robust proportion of the population, 

they experience many difficulties within the medical system. PWD cite 

difficulties in communication, existence of misinformed perceptions, 

and a lack of knowledge about assistive technology. These deficits have 

a pejorative effect on the doctor-patient relationship and treatment 

outcomes.3  

 Many researchers have focused their efforts in achieving long-

standing improvement in the medical treatment of PWD by focusing on 

medical school education. While some US medical schools have 

augmented their disability and rehabilitation curricula, many US 

medical schools do not comprehensively cover the subject.4 In the 

recent years, multiple studies at US medical schools and residencies 
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have shown improvement in student or resident knowledge, 

communication, and comfort after focused disabilities training.5-7 A 

recent study at the University of South Carolina School of Medicine 

focused on third-year students taking their family medicine objective 

structured clinical exam (OSCE). Students’ overall performance was 

measured, and student scores were compared for PWD versus patients 

without a disability. Researchers found that students performed better 

in many indices, including history, physical exam, lab tests, and 

interpersonal skills, when they were examining non-disabled patients. 

Brown et. al. concluded that a greater emphasis on disability training 

should be created in medical education.8  

 

Significance 

 At The University of Arizona College of Medicine - Phoenix 

campus, students learn physical exam and interview skills through a 

Doctoring curriculum during the pre-clinical (first and second) years. 

The pre-clinical years offer a safe environment to learn, make errors, 

and receive feedback in a controlled and constructive manner. Hence, 

the pre-clinical years are an opportune time for students to build their 

foundation for hands-on disabilities education.  
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 Per our most recent literature search, it is not yet documented if 

a pre-clinical disabilities event is an effective way to teach student 

about disabilities and leave a long-last impression. Evaluation of a pre-

clinical disabilities event can add to the existing body of literature, 

which supports the inclusion of disability curricula in medical school. 

Also, a pre-clinical event explores the question of whether early 

exposure to disabilities allows for positive changes in student comfort 

level. It may be possible for students to create a strong foundation for 

working with PWD, allowing for subsequent confidence and increased 

knowledge during the clinical years can be built.  

 

Aims/Goals/Hypothesis 

 We aim to analyze data on medical student comfort in caring 

for PWD collected at each stage the Doctoring and Disabilities 

event, which occurred during 2010’s Capstone for second year 

medical students at The University of Arizona College of Medicine - 

Phoenix campus. This event occurred as the final class of the second 

year curriculum. Survey data were collected as part of the Capstone 

curricular experience, which was a mandatory part of the second-

year curriculum. The survey series collected data on student 
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comfort level with regards to disability etiquette and greeting, 

interviewing, and examining patients with disabilities. The purpose 

of this analysis is to help us to determine the impact of each 

element of the program on student comfort level for interacting 

with PWD. To do this, we compared the students’ baseline comfort 

level results to their comfort level results after receiving didactic 

materials related to the care of patients with disabilities. Then, the 

surveys were gathered after students had gone through the 

interactive session with patients with various disabilities, and 

these results were compared to both the pre-event results and the 

post-materials results.  We feel that analysis and publication of the 

outcomes of this program may encourage other schools to 

implement similar programs as part of their curricula.   

 We hypothesized that second year medical students’ 

comfort toward working with PWD would increase after a disabilities 

event was conducted during the Capstone curriculum in 2010.  
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Research Materials and Methods 

 

Participants: 

Medical students at The University of Arizona College of Medicine, 

Phoenix Campus, class of 2012, were participants in this study.  

 

Demographic Characteristics: 

Of 46 medical students who participated in the event, ages ranged 

from 21-35, with an average age of 27. Of the 46 participants, 29 

students completed all 3 surveys (63% of survey responses eligible for 

inclusion in data analysis). Of the 29 completed surveys, 12 were male 

participants and 17 were female participants. Students had a diverse 

educational background, ranging from art and music to engineering 

and basic sciences. All participants had at least four years of college 

education before matriculation into the MD program. 

 

Educational context: 

Medical education at The University of Arizona College of Medicine, 

Phoenix Campus, is a four-year program in which basic science 

instruction is delivered mainly in the first two years in a systems-
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based format, followed by clinical experiences in the third and fourth 

years. Additionally, during the first two years, students learn 

Doctoring skills in a biweekly physical exam and medical interview 

course that utilizes preparatory reading, formal lecture, multimedia 

tools, standardized patient encounters, video-recorded interaction, and 

one-on-one feedback from observing physicians. The Doctoring 

curriculum follows the basic science curriculum and is reflective of its 

content. The Doctoring and Disabilities Event took place after students 

had completed the full two years of the Doctoring course. The event 

was created to teach students about caring for PWD in a structured 

and safe clinical environment. It was approved by the curriculum 

committee in 2010 as a new addition to the curriculum, and 

participation was made mandatory for students. The event was 

delivered through a combination of instructional approaches, which 

included a PowerPoint Presentation with disability-focused 

multimedia, scholarly articles, team-based learning, immediate 

physician feedback, and immediate patient volunteer feedback.  
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Description of Disabilities and Doctoring Event: 

1. Preparation for event: students were required to review the 

following materials before the event: multimedia PowerPoint 

presentation; culturally competent language document; learning 

objectives with event description, instructions, and resources; 

YouTube video of young woman with expressive aphasia; and 

Sports Illustrated article about disability (see Appendix for listing 

or article sources).  

2. Event structure: The event included medical student, volunteers 

with disabilities, and attending physicians. The class was randomly 

divided into two groups of 23 students, and students attended one 

of two nights of the event.  Students were divided into groups of two 

or three, and performed medical histories and physical 

examinations during the patient encounters. There were four 

general categories of PWD: mobility impairments, deafness, 

blindness, and language impairment. Specifically, the event 

included volunteers with congenital deafness, acquired deafness, 

congenital blindness, progressive blindness, acquired blindness, 

paraplegia, tetraplegia, aphasia, and cerebral palsy. In addition, 

the experience included patient aids, interpreters, and assistive 
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animals in order to best portray a true office visit and ensure that 

the patients and students could properly communicate with each 

other. Patients and interpreters were recruited from the local 

community and volunteered their time for a total of 3 hours each 

night. The volunteers were given instructions on delivering 

feedback to the students. Attending physicians from the medical 

school faculty volunteered their time and were given the same 

preparation materials as the students. These physicians came from 

specialties including family medicine, physiatry, and internal 

medicine/pediatrics.  The physicians observed the students by video 

from the on-site control room, and delivered feedback in-person 

after each patient encounter.  The students spent a total of 10 

minutes interviewing and examining the volunteers, with another 5 

minutes allotted for feedback from the volunteers and physicians.  

3. Wrap-up:  at the conclusion of the event, all volunteers and 

physicians spoke to the group of students as a whole to share final 

feedback, advice, and reflections.  
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Surveys and Data Collection 

 Surveys were administered as a part of the curricular event at 

three time points—before any disabilities education, after the students 

had independently read and prepared for the event, and after the 

interactive portion. The surveys were administered in order to 

evaluate the effectiveness of the event, and responses across the 

surveys were made anonymous, as each student chose a unique 

identifier number [see Appendix for survey text]. This number was 

used to link the results of each survey. Students were asked to 

evaluate their personal comfort level with different aspects of 

disabilities using a Likert scale ranging from 1 to 10, with 10 being 

‘Complete Comfort’ and 1 being ‘Lowest Comfort.’ Scores were 

compared between the three time points. 

 All results were entered into an Excel database with double 

entry.  

 

Data Analysis: 

Demographic, disabilities experience, and preparation level data were 

analyzed to identify general characteristics of the student participants. 

Data for closed-ended items were expressed as mean and standard 
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deviation. These data were analyzed to assess the degree of change in 

comfort level from baseline, to post-materials, to post-event. Student 

self-ratings were compared using paired t-tests wherever possible, and 

Wilcoxon Signed-Rank Test if the data were not normally distributed. 

The means were calculated and variables were assessed for normality. 

Analyses were done excluding participants with incomplete data and 

again including all responses, regardless of completeness. Quantitative 

data was assessed using STATA statistical software package, version 

10.0 (College Station, Texas). A P-value of < 0.05 was interpreted as 

statistically significant.  
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Results 

 

Reliability 

 Due to the small sample population, it was necessary to show 

that the questionnaire was reliable. We measured the internal 

consistency of the closed-ended questions by using the Cronbach alpha 

statistic. Our instrument has showed very high reliability (a = 0.9504), 

which can allow for more confidence in the data.  

 

General Results 

 50 unique survey sets were collected from 46 student volunteers 

enrolled in the second-year allopathic medicine program at The 

University of Arizona College of Medicine, Phoenix Campus. The 

number of surveys was greater than the number of students because of 

missing student-tracking information. Data were analyzed separately, 

both using complete (29 surveys) and incomplete (50 surveys) data 

sets, and no significant difference was found between the two data 

sets. Therefore, the results presented here represent only the complete 

surveys. Additionally, no significant difference was found between 

males and females. The data were not analyzed for age ranges, due to 
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the narrow age range of medical students. Because the survey required 

three different completed surveys to assess for change over time, 

students who failed to fill out any form completely or who missed an 

entire form were excluded.  

 The results below are divided into three categories: pre-event, 

post-materials, and post-event. Pre-event is defined as the time before 

students had any exposure to or knowledge of the disabilities training. 

Post-materials represents the time after the students had 

independently prepared for the event, using online lectures and 

reading materials. Post-event represents the time after the students 

had completed the patient interaction.  

 

Pre-Event to Post-Materials 

 As seen in Table 1 below, students had a significant increase in 

comfort level for all categories of disability etiquette and interviewing 

patients with deafness. However, students experienced a significant 

decrease in subjective comfort for interviewing and examining patients 

with blindness, and greeting and interviewing patients with mobility 

impairment. There was a trend for decreasing comfort for other 

activities, including greeting patients with blindness, examining 
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patients with deafness, greeting and examining patients with language 

impairment, and examining patients with mobility impairment. 

Overall, 9 of 16 measures showed a decrease in comfort, whether 

significant or a trend. 
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Table 1: Pre-Event to Post-Materials Changes 

 

 Pre-Event 

Average 

Comfort Level 

and Standard 

Deviation 

Post-Materials 

Average 

Comfort Level 

and Standard 

Deviation 

P Value 

Blindness    

Greeting 6.71 ± 2.04 6.41 ± 1.66 0.4626 

Interviewing 7.66 ± 1.63 6.72 ± 1.71 0.0031* 

Examining 7.32 ± 2.12 6.17 ± 1.83 0.0106 

Etiquette 4.55 ± 2.89 5.79 ± 1.74 0.0216 

Deafness    

Greeting 5.38 ± 2.69 5.72 ± 1.77 0.4555 

Interviewing 4.17 ± 2.41 5.48 ± 1.79 0.0041 

Examining 6.07 ± 2.53 5.76 ± 1.75 0.5760 

Etiquette 4.38 ± 2.53 5.48 ± 1.77 0.0194 

Language Impairment    

Greeting 6.07 ± 2.09 5.59 ± 1.84 0.2994 
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Interviewing 4.76 ± 2.01 5.24 ± 1.66 0.2535 

Examining 6.83 ± 2.12 6.03 ± 1.68 0.0689 

Etiquette 4.24 ± 2.18 5.48 ± 1.66 0.0111 

Mobility Impairment    

Greeting 8.69 ± 1.31 7.31 ± 1.69 0.0001 

Interviewing 8.90 ± 1.14 7.48 ± 1.86 0.0004 

Examining 6.72 ± 2.36 6.55 ± 2.03 0.6574 

Etiquette 5.72 ± 2.70 6.59 ± 1.72 0.0976 

* Because data were not distributed normally, Wilcoxon  Signed-Rank 

Test was used.  
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Pre-Event to Post-Event 

As seen in Table 2 below, the vast majority of students experienced a 

significant increase in comfort level when comparing pre-event to post-

event. Students did not show a significant increase in comfort level for 

examining patients with blindness, and greeting or interviewing 

patients with mobility impairment.  
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Table 2: Pre-Event to Post-Event Changes 

 

 Pre-Event 

Average 

Comfort Level 

and Standard 

Deviation 

Post-Event 

Average 

Comfort Level 

and Standard 

Deviation 

P Value 

Blindness    

Greeting 6.71 ± 2.04 7.97 ± 1.50 0.0009 

Interviewing 7.66 ± 1.63 8.14 ± 1.46 0.0640* 

Examining 7.32 ± 2.12 7.48 ± 1.62 0.7143 

Etiquette 4.55 ± 2.89 7.93 ± 1.58 < 0.0001 

Deafness    

Greeting 5.38 ± 2.69 8.07 ± 1.46 < 0.0001 

Interviewing 4.17 ± 2.41 8.07 ± 1.56 < 0.0001 

Examining 6.07 ± 2.53 7.76 ± 1.38 0.0018 

Etiquette 4.38 ± 2.53 8.21 ± 1.50 < 0.0001* 

Language Impairment    

Greeting 6.07 ± 2.09 7.93 ± 1.53 0.0008 
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Interviewing 4.76 ± 2.01 8.00 ± 1.58 < 0.0001* 

Examining 6.83 ± 2.12 7.97 ± 1.66 0.0149* 

Etiquette 4.24 ± 2.18 7.93 ± 1.65 < 0.0001* 

Mobility Impairment    

Greeting 8.69 ± 1.31 8.59 ± 1.30 0.7167 

Interviewing 8.90 ± 1.14 8.41 ± 1.43 0.0748 

Examining 6.72 ± 2.36 7.66 ± 1.74 0.0365 

Etiquette 5.72 ± 2.70 8.24 ± 1.57 0.0001* 

• Because data were not distributed normally, Wilcoxon  Signed-

Rank Test was used.  
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Post-Materials to Post-Event 

As seen in Table 3 below, the data universally showed a significant 

increase in comfort level when comparing post-materials to post-event. 
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Table 3: Post-Materials to Post-Event Changes 

 

 Post-

Materials 

Average 

Comfort 

Level and 

Standard 

Deviation 

Post-Event 

Average 

Comfort 

Level and 

Standard 

Deviation 

P Value 

Blindness    

Greeting 6.41 ± 1.66 7.97 ± 1.50 < 0.0001 

Interviewing 6.72 ± 1.71 8.14 ± 1.46 < 0.0001 

Examining 6.17 ± 1.83 7.48 ± 1.62 0.0001 

Etiquette 5.79 ± 1.74 7.93 ± 1.58 < 0.0001 

Deafness    

Greeting 5.72 ± 1.77 8.07 ± 1.46 < 0.0001 

Interviewing 5.48 ± 1.79 8.07 ± 1.56 < 0.0001 

Examining 5.76 ± 1.75 7.76 ± 1.38 < 0.0001 

Etiquette 5.48 ± 1.77 8.21 ± 1.50 < 0.0001* 
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Language Impairment    

Greeting 5.59 ± 1.84 7.93 ± 1.53 < 0.0001 

Interviewing 5.24 ± 1.66 8.00 ± 1.58 < 0.0001* 

Examining 6.03 ± 1.68 7.97 ± 1.66 < 0.0001* 

Etiquette 5.48 ± 1.66 7.93 ± 1.65 < 0.0001* 

Mobility Impairment    

Greeting 7.31 ± 1.69 8.59 ± 1.30 < 0.0001 

Interviewing 7.48 ± 1.86 8.41 ± 1.43 0.0001 

Examining 6.55 ± 2.03 7.66 ± 1.74 0.0040 

Etiquette 6.59 ± 1.72 8.24 ± 1.57 < 0.0001* 

* Because data were not distributed normally, Wilcoxon  Signed-Rank 

Test was used.  

 

 

 



 29 

Summary results: 

 

 

 

Graph 1 shows the overall trend for change in comfort for greeting 

PWD. The vertical axis represents the Likert scale ratings that were 

used in the survey series. A “0” represents lowest comfort, and a “10” 

represents complete comfort. 
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Graph 2 shows the overall trend for change in comfort for interviewing 

PWD. The vertical axis represents the Likert scale ratings that were 

used in the survey series. A “0” represents lowest comfort, and a “10” 

represents complete comfort. 
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Graph 3 shows the overall trend for change in comfort for examining 

PWD. The vertical axis represents the Likert scale ratings that were 

used in the survey series. A “0” represents lowest comfort, and a “10” 

represents complete comfort. 
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Graph 4 shows the overall trend for change in comfort for disability 

etiquette. The vertical axis represents the Likert scale ratings that 

were used in the survey series. A “0” represents lowest comfort, and a 

“10” represents complete comfort. 
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Discussion 

 Although the Americans with Disabilities Act was passed in 

1990, there have been many hurdles facing the disabled community. 

With an ever-increasing proportion of an aging population, it is 

important to address the shortcomings of medical care for PWD as we 

train new generations of physicians. In this study, we looked at the 

impact of a disabilities-focused training event for second-year medical 

students in their pre-clinical training. The results of our study showed 

statistically significant increases in student comfort for greeting, 

examining, and interviewing PWD, and disability etiquette.  

 Interestingly, students’ subjective ratings for multiple categories 

of disabilities interactions were higher before the event than after they 

had read the preparatory materials. As a result, some of the changes in 

comfort were not statistically significant when comparing pre-event to 

post-event, but were strongly significant when comparing post-

materials to post-event. We hypothesize the reason for this decrease in 

comfort level is that students may have initially been over-confident 

and unaware of their lack of knowledge of challenges specific to 

disabilities-related interactions. Once the students were exposed to 

multimedia materials, they may have realized they had quite a bit 
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more to learn. This observation supports the notion that disabilities 

training is not intuitively known without prior instruction, and may be 

taught best by in-person interactions with PWD.  

 One category which increased steadily from pre-event to post-

materials, and then continued to increase post-event, was disability 

etiquette. This shows that even a simple handout on disability 

etiquette can be incredibly educational for medical students, although 

the improvements beyond reading this information happen after the 

in-person interaction.  
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Future Directions and Limitations: 

 Limitations to this study include the absence of a control group, 

lack of long-term follow-up, and absence of collected data from the 

PWD volunteers. A control group would allow for additional strength 

in baseline comparisons. Long-term follow-up would allow researchers 

to assess the long-term impact on medical students’ practice from a 

pre-clinical disabilities event. This is especially crucial, because most 

disabilities efforts are directed at the clinical years of medical school, 

and it would be very important to understand the long-term effects of a 

pre-clinical disabilities event. Lastly, data from the PWD would allow 

for ratings of students and the overall experience, and would allow for 

event changes and feedback. In the future, these issues could be 

addressed in a follow-up study.  

 One final limitation of this study is that only 29 students of 46 

participants filled out the survey in its entirety. We speculate this may 

have occurred because students felt the surveys were too long, and 

perhaps the surveys were viewed as repetitive. In the future, an 

incentive for completing all three surveys would help in obtaining a 

more robust data set. Additionally, the survey could be shortened for 

future events.  
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Conclusions 

 A pre-clinical disabilities event in which second-year medical 

students interact with PWD is effective in increasing student comfort 

level for disability etiquette, and greeting, interviewing, and 

examining PWD. This interactive format may be more effective than 

lectures and reading materials, although these latter efforts may be 

effective in increasing comfort level with disability etiquette.  
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Appendix: 

Didactic Materials for Disabilities and Doctoring Preparation 

# 1 
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#2 

Doctoring and Disability Purpose Statement 
A growing body of evidence suggests that serious problems exist 

in the care that patients with disabilities receive from their physicians. 
Yet, according to the literature, few attempts have been made to 
educate medical students on these issues in a structured setting, 
involving hands-on experience with disabled patients. As an addition 
to the current curriculum at the UA-COMPhx, this educational project 
seeks to provide doctor and patient-centered clinical skills training for 
the treatment of disabled patients. The goal of this project is to foster 
an understanding of the nuances of the doctor-patient interaction that 
occur with a representative population of disabled patients.  

The clinical sessions will be attended by all MS2 students 
during their final Capstone before the clinical years, and will include 
four general categories of patients with disabilities: spinal cord injury, 
deafness, blindness, and language impairment. In addition, the 
experience will include aids and/or interpreters and assistive animals 
in order to best simulate a true office visit and ensure that the patients 
and students can properly communicate with each other. Attending 
physicians will be present during each evening of the event, and they 
will observe the students by video and deliver feedback. Time will also 
be allotted for feedback from the patient educators.   

 
Event Details: 

 
Time and Date: 5:45pm-7:30pm May 5th, 2010 and  5:45pm-7:30pm 
May 6th 2010 
 
Place: Please meet at the entrance to the Doctoring suites at 5:45pm 
for instructions and to receive your clinical team for the evening. 
Students will begin to visit with patients promptly at 6:00pm in the 
doctoring suites. Please arrive on-time at 5:45pm.  
 
Event details:  
 

1. Attendance: half of the MS2 students will attend the May 5th 
event, and the other half will attend the May 6th event.  
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2. Preparation: Students will receive preparation materials in 
advance through ArizonaMed. This will include assigned 
readings, video clips, and a lecture on disabilities. Students will 
be expected to complete a review of these materials before the 
event.  

3. Event Structure:  
a. Students will rotate in teams through the four patient 

encounters. The teams will consist of two or three 
students.  

b. Before entering an exam room, each student will pick up a 
laminated sheet near the room which will give a brief 
reminder of that student’s objectives during the 
encounter. For example, Student 1 may be assigned 
physical exam objectives, while Student 2 may be 
assigned the history intake objectives, and Student 3 may 
be assigned an observation and feedback role. Students 
will be expected to undertake different roles throughout 
the encounters. It is crucial that students prepare by 
reading the materials on ArizonaMed, as this material 
will not be made available at the event.  

c. Students will have 10 minutes for the patient encounter, 
and 5 minutes for patient and physician feedback.  

d. After students have rotated through all four patient 
encounters, there will be a wrap-up session and 
debriefing.  

 

Learning Objectives 
 

These Learning Objectives are based on recommendations from the 
articles cited below, as well as from discussions with Denise 
Campagnolo, MD; Sonya Perduta-Fulginiti, RN, MS, CRRN; and Tony 
DiRienzi. 
 
* All cases will involve a disability-appropriate history and focused 
exam. The patients with paraplegia/tetraplegia will receive a shoulder 
musculoskeletal exam. Other stations will involve a cranial nerve 
exam. Patients will not be required to undress. 
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General Learning Objectives (applicable to all patient 
encounters): 
 

4. Demonstrate consistently the core facilitating skills in a 
simulated patient interview (NURS), displaying flexibility and 
sensitivity to the patient’s specific disability.  

○ Core concept: understand that adjustments to and 
emotional ups and downs of disability are dependent on 
the onset of disability and the individual. 

■ Clinical task: Students should inquire about the 
length of time the patient has experienced 
disability 

● If the disability onset is recent, inquire as to 
the emotional well-being of the patient and 
as to how the patient is adjusting to the 
disability.  

● If the disability onset is remote, ask emotion-
seeking questions if the patient describes 
alteration in emotions, support system, or 
new adjustment. Do not assume that 
patients with long-term disabilities are 
depressed or emotionally coping with their 
disability, as this could be perceived as 
insulting to the patient.  

5. Demonstrate appropriate disability-specific etiquette:  
○ Greeting: students should understand that a handshake 

greeting is not appropriate for all patients with disability.  
○ Origin of Disability: students should ask permission to 

discuss the origin of the patient’s disability before directly 
asking questions, as origin of disability can be a personal 
issue. This is necessary information to ascertain, however, 
as this medical information is very pertinent to physical 
findings.  

○ Assistance During Physical Exam and Visit: students 
should assist the patient if the patient asks for assistance 
during the clinical encounter. If assistance is requested, 
students should allow the patient instruct the student on 
how to help. Students should not assist the patient 
without permission unless there is a concern for safety.  
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○ Other Individuals in the Room: students should 
acknowledge all parties in the room, but recognize that 
the patient is in charge. Students must consider HIPAA 
regulations before discussing private health information 
in the presence of a third party. Realize that patients with 
disabilities rarely come alone to doctor’s visits, and those 
present are sometimes actively involved in the patient’s 
care, and will therefore be an active participant in the 
visit. 

■ Clinical tasks:  
● Ask permission before discussing health 

information in the presence of any third 
party, in order to respect patient 
confidentiality, by asking the patient if they 
would prefer to speak with the students 
alone. This leaves the opportunity to discuss 
caregiver or family abuse or neglect.  

● Address the patient directly. 
○ Assistive Animals: students should not treat assistive 

animals as pets, as the animal is a working animal. 
Permission needs to be obtained to touch the animal.  
Never offer food or a treat without permission.  

○ Disability-considerate Language: students should avoid 
harmful, hurtful, and stereotype-based phrases, or 
comments with a negative connotation (eg. poor, 
unfortunate, etc.) to describe a person with disability. 
Please see the document entitled “Culturally Competent 
Language” to review disability-considerate language 
etiquette. 

○ Communication Style: students should speak with an 
appropriate tone of voice, and do not need to raise their 
voice, or treat patients with disability as if they lack 
intelligence. 

○ Support System: students should inquire about the 
patient’s support system. It is important for the student 
to understand that the stereotype that disability is a 
burden on the patient’s support system is entirely false. 

○ Safety Measures: if time permits, students should inquire 
about appropriate safety measures in the home. These 
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include the following: accessible egress in case of fire;  
plan if the only accessible entrance/exit is blocked by fire; 
if the patient lives alone, how he/she will get out of bed in 
case of fire or other emergency; phone location and ease of 
access; and if there a need for environmental control units 
for safety concerns.  

 
Room 1: Patient with Tetraplegia/Paraplegia:  
 
Additional Learning Objectives:  
 
1. Greeting: adjust typical handshake greeting to an observation of 

the patient’s own greeting. If the patient raises their hand to shake 
hands, utilize this greeting; but if the patient does not initiate a 
hand shake, students should smile and introduce themselves, 
omitting the handshake form of greeting.  

2. Positioning:  
○ Students should position themselves to be at eye level with 

the patient and at a respectful distance, so as not to cause 
the patient to strain his/her neck, and in order to facilitate 
eye contact between the parties. 

○ Students should not lean on the patient’s wheelchair, as this 
would intrude on the patient’s personal space. 

3. Functional exam: 
○ Checklist items:  

■ Students should perform a brief shoulder 
musculoskeletal-focused exam including inspection, 
palpation,  range of motion, strength, and special tests 
if indicated. Students should understand the reasons 
that shoulder pain is a common complaint from 
individuals who use a wheelchair. 

■ Students should not leave the patient in a dishevelled 
or uncomfortable state after completing the physical 
examination. Note that patients with tetraplegia or 
limited hand function may require assistance with 
clothing management.  

4. Communication 
○ Checklist items: 
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■ Students should ascertain a functional history 
including the following: issues when transferring out 
of the wheelchair; dressing; bathing; and toileting.  
 

Room 2: Patient with Blindness:  
 
Additional Learning Objectives:  
 
1. Greeting: students should immediately introduce themselves upon 

entering the room, and state their actions if they leave or re-enter 
the room. Adjust typical handshake greeting by asking permission 
to shake the patient’s hand. 

2. Personal Space: students should not touch the patient, move the 
patient’s items, or remove articles of clothing during physical exam 
without informing the patient of these actions throughout the exam 

3. Functional exam: 
○ Checklist items:  

■ Students should perform a complete Cranial Nerve 
neurological exam on the patient, as well as a 
fundoscopic exam. Students should realize that 
although the patient has a visual deficit, the eyes can 
still be source of physical findings.  

■ Students must talk the patient through every step of 
the physical exam, informing the patient verbally of all 
actions before taking the action.  

 
Room 3: Patient with Deafness:  
 
Additional Learning Objectives:  
 
1. Greeting: typical handshake greeting is appropriate. Include 

interpreter in greeting.  
2. Deaf Culture: students should understand the premise of “Deaf 

culture”.  Many of these patients prefer to not refer to their 
deafness as a disability, but rather as a part of their culture that 
makes them unique. Please refer to assigned lecture for more 
information on Deaf culture.  

3. Sign Language: student should inquire about aural vs sign 
language training, and adjust interpreter use as appropriate.  
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○ Checklist items: 
■ Students must be sure to always face the patient when 

communicating with them, to ensure patients have the 
option of lip-reading. Students should recognize, 
however, that lip-reading is not sufficient for full 
comprehension about medical conditions, management 
of conditions, and education.  

1.  Functional exam 
○ Students should perform a Cranial Nerve neurological exam 

on the patient  
5. Communication 

○ Checklist items: 
■ Students should recognize that patients who are deaf 

are commonly adept at reading facial expressions and 
body language. Therefore, students should remain 
conscious of these actions.  

■ Students should understand that they should keep 
hand gesturing to a minimum during the patient 
encounter, as this can confuse the patient with its 
resemblance to sign language.  

■ Interpreter Etiquette: 
● Students should display appropriate technique 

in speaking TO a patient THROUGH an 
interpreter, without breaking eye contact with 
the patient, and without isolating the patient 
from the discussion.  

● Students must speak in short sentences in order 
to allow the interpreter adequate spacing and 
time to properly communicate what is being 
said. 

■ Students should understand that the lack of a written 
form of ASL compounds communication barriers. 
Understand that the assumption cannot be made that 
patients who are deaf can read English. 

■ Students should understand that as little as 15% of 
English vocabulary can be lip-read. 
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Room 4: Patient with Language Impairment 
 
Additional Learning Objectives:  
 
1. Greeting: typical handshake greeting is appropriate. If motor 

impairment is present (such as right-sided hemiplegia), adjust 
greeting. 

2. Repetition and Patience: students should avoid showing impatience 
or frustration when dealing with language impairments. Students 
should particularly avoid finishing these patients’ sentences. 
Repetition back to the patient is the key to full understanding of 
what the patient is expressing.  

3. Functional exam 
○ Due to the brief time allotted for the clinical encounters, 

students should only perform a cranial nerve exam for the 
patient with language impairment if all other objectives have 
been completed. Students should recognize that additional 
time may need to be allotted for this clinical encounter due to 
prolonged communication needs. It is important to realize, 
however, that the physical exam in a patient who is post-
CVA is extremely important and should not be omitted in 
other clinical circumstances.  

1. Communication 
○ Checklist items: 

■ Ask the patient whether writing is easier for them 
than speaking. If writing is easier, ask patient to write 
answers rather than speak answers during history 
taking. 

■ Realize it may be beneficial at times to ask yes/no 
questions or questions with binary choices in order to 
make communication as efficient as possible. 

■ Understand that a patient with language impairment 
may desire a third party to speak on their behalf, 
depending on the severity of the disability. If this 
occurs, the students should keep the patient involved 
in the conversation. It is important to recall that 
patients with language impairment often have 
relatively preserved receptive language.  
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■ Students should ask for clarification when words are 
not understood, and should not feign understanding or 
move on without clarification. 
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#3 

Teenage girl with aphasia: 

http://www.youtube.com/watch?v=1aplTvEQ6ew 

 

#4 

Price, S. L. “Three Lives, Two Hits, One Happy Ending.” Sports 

Illustrated. 24 August, 2009. 

http://sportsillustrated.cnn.com/vault/article/magazine/MAG1159243/1

/index.htm 

 

#5 

PowerPoint presentation with speaker’s notes, online only. 

http://ilm.medicine.arizona.edu/phoenix/disabilities/disabilities.html 
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Survey 1: Pre-Event Survey 

The purpose of this survey is to assess the comfort level of the second 

year medical students at the University of Arizona College of Medicine, 

Phoenix Campus, in regards to patients with disability. This 

information will be used in order to evaluate the impact of the 

upcoming Capstone Disabilities and Doctoring learning activity. The 

data derived from the survey will be used to improve training for 

subsequent groups. Please complete the three pages of the survey.  

My gender is (please circle one):         Male  Female 

The last 4 digits of my Social Security number are: __________________ 

4.  I rate my comfort level in greeting patients with the following 

disabilities as: (circle one number) 

 

Patients with blindness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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Patients with deafness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

 Patients with language impairment 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

 

 

 Patients using a wheelchair 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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5.  I rate my comfort level in interviewing patients with the 

following disabilities as: (circle one number) 

Patients with blindness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

Patients with deafness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

Patients with language impairment 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 



 54 

Patients using a wheelchair 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

 

 

 

6.  I rate my comfort level in examining patients with the 

following  disabilities as: (circle one number) 

Patients with blindness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

Patients with deafness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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Patients with language impairment 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

Patients using a wheelchair 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

7.  I am confident I have knowledge of disability appropriate 

etiquette for medical situations with: (circle one number) 

Patients with blindness 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 
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Patients with deafness 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 

 

 Patients with language impairment 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 

 

 Patients using a wheelchair 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 
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8.  I have had significant experience with a family member, 

coworker, classmate, friend, etc with the following disability: 

(place an X beneath the answer that fits most closely) 

 Blindness 

Strongly 

Disagree 

         

Disagree 

        

Neutral 

 Agree  Strongly 

Agree 

 

         

 

 Deafness 

Strongly 

Disagree 

         

Disagree 

        

Neutral 

 Agree  Strongly 

Agree 

 

         

 

 Language impairment 

Strongly 

Disagree 

         

Disagree 

        

Neutral 

 Agree  Strongly 

Agree 
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Wheelchair use 

Strongly 

Disagree 

         

Disagree 

        

Neutral 

 Agree  Strongly 

Agree 
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Survey 2: Post-Materials Survey 

The purpose of this survey is to assess the comfort level of the second 

year medical students at the University of Arizona College of Medicine, 

Phoenix Campus, in regards to patients with disability. This 

information will be used in order to evaluate the impact of the 

upcoming Capstone Disabilities and Doctoring learning activity. The 

data derived from the survey will be used to improve training for 

subsequent groups.  

 

Please complete the three pages of the survey.  

The last 4 digits of my Social Security number are: __________________ 

Please note the number above is being used for tracking purposes only 

and is being maintained in a password-protected document. Please use 

the same number here as you used on the first survey.   

 

Resources were made available through ArizonaMed at the beginning 

of Capstone week in order to prepare for this event. These resources 

included journal articles, a magazine article, and a multimedia 

PowerPoint. 

 



 62 

    How much of the preparation material did you complete? (please 

circle one) 

 

 

All of the material            Some of the material            None of the 

material 

 

After preparing for the event… 

 

1. I rate my comfort level in greeting patients with the 

following disabilities as: (circle one number) 

 

Patients with blindness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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 Patients with deafness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

 Patients with language impairment 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

 Patients using a wheelchair 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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2.  I rate my comfort level in interviewing patients with the 

following disabilities as: (circle one number) 

 

Patients with blindness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

Patients with deafness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

 

Patients with language impairment 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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Patients using a wheelchair 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

3.  I rate my comfort level in examining patients with the 

following  disabilities as: (circle one number) 

 

Patients with blindness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

Patients with deafness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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Patients with language impairment 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

 

 

Patients using a wheelchair 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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4.  I am confident I have knowledge of disability 

appropriate etiquette for medical situations with: (circle 

one number) 

 

Patients with blindness 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 

 

 Patients with deafness 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 

 

 Patients with language impairment 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 
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 Patients using a wheelchair 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 

 

 

 

 

    If there was a change in your comfort level (increase or decrease) 

regarding disabilities, what caused that change? 

 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

____________________________________________________________ 

 



 69 

Survey 3: Post-Event Survey 

The purpose of this survey is to assess the comfort level of the second 

year medical students at the University of Arizona College of Medicine, 

Phoenix Campus, in regards to patients with disability. This 

information will be used in order to evaluate the impact of the 

upcoming Capstone Disabilities and Doctoring learning activity. The 

data derived from the survey will be used to improve training for 

subsequent groups. Please complete the four pages of the survey.  

The last 4 digits of my Social Security number are: __________________ 

Please note the number above is being used for tracking purposes only 

and is being maintained in a password-protected document. Please use 

the same number here as you used on the first survey. 

 

1. I rate my comfort level in greeting patients with the 

following disabilities as: (circle one number) 

Patients with blindness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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 Patients with deafness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

 Patients with language impairment 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

 

 Patients using a wheelchair 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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2.  I rate my comfort level in interviewing patients with the 

following disabilities as: (circle one number) 

 

Patients with blindness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

Patients with deafness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

Patients with language impairment 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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Patients using a wheelchair 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

 

 

3.  I rate my comfort level in examining patients with the 

following  disabilities as: (circle one number) 

Patients with blindness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

Patients with deafness 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 
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Patients with language impairment 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

Patients using a wheelchair 

Lowest Comfort         Complete  

Comfort 

1 2 3 4 5 6 7 8 9 10 

 

4.  I am confident I have knowledge of disability 

appropriate etiquette for medical situations with: (circle 

one number) 

 

Patients with blindness 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 
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 Patients with deafness 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 

 

 Patients with language impairment 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 

 

 Patients using a wheelchair 

Lowest Confidence         Complete  

Confidence 

1 2 3 4 5 6 7 8 9 10 

 

    Do you believe this event was valuable? (circle one) 

 

    Strongly Disagree     Disagree     Neutral    Agree      Strongly Agree 
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       If there was a change in your comfort level (increase or decrease) 

regarding disabilities, what caused that change? 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

        Do you have any additional comments or feedback to improve or 

support this event (please include notes on timing of the event in the 

curriculum, length of the event, amount of time spent with patients, 

quality of the preparation materials, etc.).    

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

 


