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ABSTRACT 

The American Academy of Nursing (2015) encourages the provision of culturally 

sensitive care to improve health outcomes in vulnerable populations. The culturally Deaf 

population of Americans include 500,000 people who have hearing loss, communicate in 

American Sign Language (ASL), do not consider themselves disabled, and share unique 

traditions, values, and social norms (Reader, Foulkes, & Robinson, 2017). Training in the health 

professions generally does not include Deaf specific material and as a result, most workers in the 

healthcare industry have a lack of knowledge about effective communication methods, legal 

considerations, and Deaf needs (Velonaki et al., 2015; Gichane, Heap, Fontes, & London, 2017). 

Lack of communication between Deaf patient and staff at the clinic can lead to patient 

frustration, mistrust in the healthcare system, or incorrect diagnosis and treatment (Crowe, 2017). 

A literature review found exposure to a culturally Deaf person, simulation, and workshops longer 

than an hour can increase knowledge, skills, and attitudes (KSA) of healthcare staff (Mathews, 

Parkhill, Schlehofer, Starr, & Barnett, 2011; Ruesch, 2018). The purpose of this quality 

improvement project was to implement a Deaf culture training program at St. Elizabeth’s Health 

Center (SEHC) to increase staff KSA to better serve the needs of the Deaf community in 

southern Arizona. The four-week intervention included video content featuring a culturally Deaf 

person followed by a recorded panel with a local Deaf person and ASL interpreter. The study 

question of this project was “Does a Deaf culture training program at an integrated health center 

change the KSA of participants regarding Deaf culture?” Four participants engaged in the project 

fully. Average skills and attitude increased from pre- to post-intervention, but the difference was 
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not statistically significant. Average knowledge did not change from pre- to post-intervention. 

Skills and attitudes about Deaf culture may be easier to change than knowledge.  
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INTRODUCTION 

A primary goal of most health care disciplines is the provision of culturally sensitive care 

(Sutherland, 2002). According to the American Academy of Nursing (AAN), providing 

culturally sensitive care is the main strategy to reduce health disparities seen amongst vulnerable 

populations who are often culturally diverse (AAN, 2015). A barrier to culturally sensitive care 

is ethnocentrism, or the belief that one’s own way of life or worldview is superior to another 

(Sutherland, 2002). Care that is provided with these underlying assumptions is ineffective, does 

not appreciate cultural diversity, and may lead to negative health outcomes (Sutherland, 2002). 

People with hearing loss are often assumed to have lower cognitive ability and cannot function 

independently; this paternalistic view of the Deaf is a barrier to culturally sensitive care (Lesch, 

Burcher, Wharton, Chapple, & Chapple, 2018). Nurse practitioners often feel inadequate when 

trying to communicate with a Deaf patient (Berry & Stewart, 2006). Several studies have found 

that new graduates in health care professions report limited or no training in Deaf culture needs 

(Lapinski, Colonna, Sexton, & Richard, 2015; Nagakura, Schneider, Morris, Lafferty, & Palmer, 

2014; Thew, Smith, Chang, & Starr, 2012; Velonaki et al., 2015). Providers also experience a 

lack of knowledge regarding Deaf culture, needs, and effective methods of communication 

(Gichane et al., 2017). Training prior to interacting with members of vulnerable populations 

and/or cultural groups can help prepare providers and staff for initial encounters with members 

from these groups. 

Background Knowledge 

Hearing Loss in America 

Hearing loss affects 23% of Americans who are age 12 and over (Goman & Lin, 2016) 

which creates communication barriers that hinder access to mental health care (Crowe, 2017). 
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The population of people with hearing loss is heterogenous with variations in degree of hearing 

loss, etiology of deafness, educational attainment, method of communication, and identity (Lesch 

et al., 2018). Deafness can be viewed on a continuum as no singular hearing loss condition 

defines deafness (Queensland Health, 2008). A mild hearing loss (i.e., >25 dB through 40 dB) is 

the most prevalent form; older Americans have a higher prevalence in addition to greater severity 

of hearing loss (Goman & Lin, 2016).  

Causes of hearing loss are multifactorial; 50% of cases are the result of a genetic cause 

(Landsberger, Sajid, Schmelkin, Diaz, & Weiler, 2013). Additional factors include illness in 

utero (e.g., measles), illness shortly after birth (e.g., otitis media, high fever), and use of 

antibiotics that are harmful to hearing (Landsberger et al., 2013). Environmental factors such as 

noise exposure are also a cause of deafness, but more often affect older adults who experienced 

hearing loss in old age after they had learned spoken language (Landsberger et al., 2013). In one-

third of all cases of hearing loss, a syndromic condition is identified which includes additional 

manifestations of a wide variety of symptoms which may make accessing healthcare extremely 

challenging (Landsberger et al., 2013). The 2005 Survey of Income and Program Participation 

reported approximately 1.2 million people in America are unable to understand spoken language 

even with the use of assistive listening technology and are considered functionally deaf 

(Landsberger et al., 2013). 

Identification of the Culturally Deaf Population  

One distinct group within this milieu is the 500,000 Americans who identify as culturally 

Deaf and share language (i.e., American Sign Language [ASL]), values, behavior norms, history, 

and a sense of pride in this affiliation (Reader et al., 2017). Using the term “Deaf” with a capital 

D signifies inclusion in Deaf culture as opposed to “deaf” which simply means a person has 
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hearing loss of some level (Lesch et al., 2018). A culturally Deaf person was generally Deaf 

prior to spoken language acquisition (i.e., prelingually Deaf), prefers to communicate in ASL 

rather than spoken or written language, and may not desire to utilize an assistive hearing device 

such as a hearing aid or cochlear implant (Brenman, Hiddinga, & Wright, 2017). English is the 

second language for a culturally Deaf person (Queensland Health, 2008). Approximately 9 out of 

10 of deaf children are born to hearing parents and have difficulty identifying with the language 

and culture of the hearing parents (Mitchell & Karchmer, 2004). It is estimated that 10% of Deaf 

children learn sign language from their parents, and the majority learn language at a Deaf school 

or through Deaf social networks (Queensland Health, 2008). Deaf people preferred to be called 

“Deaf” rather than “hearing impaired” which is viewed as derogatory (Queensland Health, 

2008). Another group of people with hearing loss identify as “hard-of-hearing” which refers to a 

physical condition of having a hearing loss and identifying with the hearing world rather than the 

Deaf culture (Landsberger et al., 2013). Individuals who are “deaf” or “hard-of-hearing” may 

utilize spoken English for expressive communication while speech-reading and written English 

are used for receptive communication (Landsberger et al., 2013). Another definition of “hard of 

hearing” states that the person has some hearing, can communicate with residual hearing, and 

feels comfortable in doing so (Berry & Stewart, 2006). 

Barriers Deaf People Face in the Healthcare System 

Communication barriers between patient and provider. Deaf people face similar 

challenges as people from a culturally and linguistically diverse background (e.g., a refugee who 

speaks a different language and is a member of a different culture than the dominant population) 

rather than the challenges that people with a disability face (Queensland Health, 2008). Lack of 

clear two-way communication between patient and provider is one of the largest challenges Deaf 
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people face when accessing mental health care (Crowe, 2017). Studies have found that 70% of 

Deaf patients report not understanding what is happening in a healthcare or mental health 

appointment (Berry & Stewart, 2006). In Deaf culture, use of a sign language interpreter is 

generally accepted for medical appointments; however, due to confidentiality concerns and fear 

of gossip in the Deaf community, Deaf people do not want to use an interpreter for a mental 

health session (Reader et al., 2017). In a qualitative study, Sheppard and Badger (2010) found 

that Deaf adults did not want an ASL interpreter for mental health appointments and preferred a 

clinician that was fluent in ASL. Another study found that Deaf people prefer language-

concordant (i.e., providers who can communicate directly using ASL) mental health services 

(Crowe, 2017). Additionally, the United States Federal Court system has deemed that provision 

of mental health care for a Deaf person utilizing a hearing provider in combination with an ASL 

interpreter is not functionally equivalent to mental health services hearing people receive 

(Wilson & Schild, 2014).  

Providers face a lack of knowledge and lack self-efficacy when interacting with a Deaf 

patient. Nurse practitioners report feeling inadequate when trying to communicate with a Deaf 

patient (Berry & Stewart, 2006). Providers are unaware of Deaf culture or Deaf needs prior to 

interacting with a Deaf person for the first time and will attempt to communicate in written 

English or rely on the Deaf person to lip-read the spoken conversation (Crowe, 2017). Studies 

have found that 78% of providers rely on writing notes back and forth or lip-reading as the 

communication method attempted when working with a Deaf patient (Berry & Stewart, 2006). 

These methods are ineffective when the Deaf person communicates in ASL, which is a stand-

alone language with unique grammar that does not match English spoken or written language 

(Crowe, 2017). It is estimated that only 30% to 45% of spoken speech can be seen externally, so 
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most of what is said may be hidden when lip-reading is attempted (Berry & Stewart, 2006). Lack 

of clear communication can lead to patient frustration, mistrust in the healthcare system, and 

results in inadequate mental health diagnosis and treatment (Crowe, 2017). The provider may 

also overestimate the amount of existing medical knowledge a Deaf person has and may not 

provide adequate or appropriate health education at a visit (Naseribooriabadi, Sadoughi, & 

Sheikhtaheri, 2017). 

Communication and language barriers can lead to isolation, abuse, inadequate health 

care, and low self-esteem for the culturally Deaf (Naseribooriabadi et al., 2017). Sheppard 

(2014) conducted a qualitative study with Deaf participants who attempted to access healthcare. 

Among the themes described by the participants were “feeling depressed” and “emotional chaos 

leading to depression.” Additionally, lack of a therapeutic bond with a healthcare provider 

created feelings of chaos inside the Deaf person, which led to depression (Sheppard, 2014). The 

results of this study highlighted the importance of communication assessment with the Deaf 

patient prior to a clinical interaction however; this assessment is difficult if the provider does not 

have awareness of Deaf culture and potential communication methods (Sheppard, 2014). 

Educating a provider about Deaf culture can increase the ability of the provider to work with all 

types of patients who have hearing loss (Queensland Health, 2008). 

The impact of ethnocentrism and audism. Deaf people have experienced oppression 

from the hearing dominant culture who may willingly or absentmindedly engage in behaviors 

that destroy the power of members of the Deaf community (Bone, 2019). Providers may 

incorrectly assume one method of communication works for all people with hearing loss that 

ASL is inferior to spoken English, or that ASL interpreters are unnecessary (Moreland, 

Atcherson, Zazove, & McKee, 2015). When direct, indirect, and/or systemic discrimination, 
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behavior, or prejudice occurs because the person identifies as culturally Deaf, this is called 

audism (Bone, 2019). When a Deaf person attempts to access a healthcare service and requests 

an ASL interpreter only to show up and realize the agency has failed to provide the interpreter 

and is asked to communicate through written English, lip-reading, or forced to reschedule for 

another date and time, this is an example of audism.  

Stereotypes about Deaf people are also prevalent. Some believe that all people with a 

hearing loss know ASL, anyone can be an ASL interpreter, or all deaf people secretly desire to 

become hearing; These biases obstruct the potential for culturally sensitive care (Crowe, 2017). 

Many of these biases stem from the medical model of deafness, which sees hearing loss as a 

“deficit” which needs to be corrected so that the Deaf person can verbally communicate with the 

dominant hearing culture (Bone, 2019). However, members of the Deaf community feel a sense 

of pride in their Deaf culture, do not consider themselves to be broken and do not seek a need for 

a “cure” to their deafness (Thew et al., 2012; Landsberger et al., 2013). The sociocultural model 

of deafness acknowledges socio-linguistic differences between people who identify as culturally 

Deaf and those who identify as hard of hearing (Queensland Health, 2008). Due to the 

heterogeneity of those with hearing loss, a communication assessment must be completed by the 

provider prior to interaction. The provider must ask the Deaf client their communication 

preference and individualize the communication strategy to the client preference prior to each 

visit. Most providers make, and act on assumptions regarding Deaf people rather than conducting 

a formal assessment of language preferences (Fellinger, Holzinger, & Pollard, 2012; Moreland et 

al., 2015).  
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Prevalence of Mental Illness in the Deaf Population 

Mental illness is common in culturally Deaf people. There is a 40% lifetime prevalence 

for the development of mental illness among the Deaf, however only 10% of Deaf people who 

could benefit from mental health services seek care (Reader et al., 2017). Acquired deafness 

occurs in 30-39% of the population of individuals with a hearing loss (Fellinger et al., 2012). 

One cause of acquired deafness is infection with rubella, which has been associated with 

increased risk for anxiety disorders (Fellinger et al., 2012; Ajdacic-Gross et al., 2016). 

Types of Psychiatric Problems in the Deaf Population  

Comparing diagnoses of hearing versus deaf population. The mental health diagnoses 

of the Deaf are comparable to the hearing population, although prevalence rates for specific 

disorders differ between hearing and Deaf groups. One study found similar rates of mood, 

psychotic, adjustment, eating, cognitive, and personality disorders when comparing the Deaf and 

hearing groups (Diaz, Landsberger, Povlinski, Sheward, & Sculley, 2013). In this study, the Deaf 

group had higher rates of impulse control disorders, attention deficit/hyperactivity disorder, 

pervasive developmental disorder, and intellectual disabilities when compared to hearing 

subjects (Diaz et al., 2013). The Deaf participants had lower rates of anxiety, bipolar, and 

substance use disorders than the hearing participants (Diaz et al., 2013). Fellinger et al. (2012) 

stated that there is no specific pattern of mental health disorders seen amongst the Deaf 

population, rather both hearing and Deaf people have mental health disorders that are commonly 

seen in both groups. Fellinger, Holzinger, Sattel, Laucht, and Goldberg (2009) showed a rate of 

26% of lifetime depression in a sample of Deaf schoolchildren aged 5-16 years old. Landsberger 

and Diaz (2010) found similar rates of psychotic disorders, mood disorders, anxiety disorders, 

learning/language disabilities, eating disorders, and cognitive disorders in Deaf psychiatric 
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inpatients when compared to hearing psychiatric inpatients; impulse control disorders (23% vs 

2%) and pervasive developmental disorders (10% vs 0%) were more commonly found in the 

group of Deaf inpatients while substance abuse disorders (20% vs 45%) were more prevalent for 

the hearing inpatients. Axis II disorders of the DSM-IV-TR (2000) were varied; borderline 

intellectual functioning was similar between groups although mild mental retardation was more 

often seen in the Deaf group (33% vs 3%) and personality disorders occurred at higher rates in 

the hearing group (17% vs 43%) when compared with the Deaf psychiatric inpatients 

(Landsberger & Diaz, 2010). Autism rates are 2% to 4% in those with hearing loss which is 

higher than the hearing population and was discovered despite Autism being difficult to diagnose 

in the Deaf population due to overlapping characteristics of language delay, ritualistic behaviors, 

and psychosocial difficulties often seen in both children with Autism and Deaf children 

(Fellinger et al., 2012).  

Experience of mental distress in the deaf population. Kvam, Loeb, and Tambs (2007) 

found that the risk of experiencing mental distress was more than doubled for the Deaf group 

when compared to the hearing population. A higher percentage of hearing respondents replied 

“not at all” to mental distress variables than the Deaf population and Deaf respondents were 

significantly more likely to report “extremely” to each anxiety and depression indicator when 

compared to the hearing group. Those who became Deaf before age 9 expressed feelings of 

hopelessness and had more mental distress more often than those who became deaf later in life. 

Finally, Deaf subjects had more symptoms of depression and anxiety than the hearing group 

(Kvam et al., 2007). Interestingly, Deaf patients report that sitting in the waiting area at a 

medical or mental health clinic is especially stressful and anxiety-provoking, as well as difficulty 

in scheduling the initial appointment (Berry & Stewart, 2006). 
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Psychosocial difficulties. Psychosocial difficulties frequently occur in the Deaf 

population. A study in Denmark found that hearing loss combined with additional disabilities 

triples the risk for psychosocial problems (Fellinger et al., 2012). Deaf children in the United 

States had four times greater prevalence of psychosocial difficulties than their hearing peers 

(Fellinger et al., 2012). Approximately 27% of American children with a hearing loss have 

additional diagnoses, which place them at risk for comorbid mental illness; research suggests that 

rates of behavioral and emotional problems are twice as high in Deaf children when compared to 

hearing peers (Fellinger et al., 2012). 

Intimate partner violence. A study of the Deaf community by Barnett et al. (2011) 

found higher rates of intimate partner violence and suicide when compared to the hearing 

community. Pollard, Sutter, and Cerulli (2014) found similar results through Deaf respondents 

reporting high rates of emotional abuse and much higher rates of forced sex than respondents 

from the general population. Experiencing intimate partner violence was correlated with 

increased utilization of emergency room services (Pollard, Sutter, & Cerulli, 2014). 

Local Problem 

Deaf people are at risk for negative health consequences due to untreated mental illness. 

Research has shown that underserved populations lack culturally appropriate care, which leads to 

poor outcomes and progression of mental illness (Sequist, 2011). Deaf people report difficulties 

in accessing culturally sensitive care, which typically results in a lawsuit after inappropriate care 

has taken place. A recent lawsuit in Tucson reported that a Deaf spouse of a Deaf patient was not 

provided language access in ASL and as a result was uninformed that the Deaf patient was dying 

(Alaimo, 2018). Unfortunately, this is not an isolated incident. Most providers are unaware of the 

Deaf community and culture; cultural competence training tends to focus on racial cultures such 
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as Hispanic, African-American, and Native American without mention of Deaf culture 

(Richardson, 2014). When hearing providers lack knowledge of Deaf culture and Deaf-specific 

needs, they may also fail to engage in culturally sensitive care. Being aware of bias as it relates 

to the Deaf culture preserves ethical integrity in treatment (Boness, 2016).  

It is well known that treatment is therapeutic when a provider establishes cross-cultural 

sensitivity (Glickman, 2003). Good communication between the patient and provider is the 

foundation for achieving treatment outcomes and helps the patient to become an active 

participant in the care plan (Berry & Stewart, 2006). When patients can fully participate in their 

medical decision-making, they are more likely to adhere to the treatment plan (Berry & Stewart, 

2006). Communication satisfaction can improve adherence to treatment by increasing patient 

understanding of the specific instructions given (Berry & Stewart, 2006).  

Location 

This quality improvement project will be conducted at a federally qualified community 

health center, which provides integrated behavioral, medical, and dental care. The community 

health center serves the uninsured and underserved population who have Medicaid/Medicare 

insurance plans in Tucson, Arizona. Currently, the center does not serve any clients who are 

Deaf; however, the agency has a partnership with Catholic Community Services. Catholic 

Community Services runs another organization less than two-miles away that serves the Deaf 

community and provides interpretation services, job seeking help, and some counseling. Due to 

proximity and the fact that many Deaf people are carriers of Medicaid/Medicare insurance, there 

is an opportunity to offer medical, behavioral health and dental services to the Deaf community 

in Tucson. Prior to seeing Deaf patients in the center, all providers and staff will need to be 

educated regarding Deaf culture and communication needs to ensure culturally sensitive care can 
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take place. Key informants at the center reported that they would be willing and open to 

receiving Deaf clients at the clinic and would benefit from training to prepare for this endeavor. 

Project Goal, Outcomes and Purpose 

The goal of this project is to provide necessary education to providers and staff at a 

community health center in Tucson, AZ in Deaf culture, communication assessment, and 

communication needs/strategies when working with Deaf clients. This project aims to change 

KSA of participants when working with Deaf clients. The first outcome of the project is to 

increase knowledge regarding the Deaf culture. A second outcome is to decrease ethnocentric 

beliefs amongst participants, which has been shown to be a central component in the ability to 

provide culturally sensitive care. The third outcome to educate participants on communication 

assessment of a person with hearing loss, which can lead to appropriate communication methods 

being used during the encounter. 

A larger project goal is to decrease barriers that may inhibit a Deaf client from seeking 

care. If the community center has providers and staff who are knowledgeable about Deaf culture, 

Deaf clients may be more willing to seek out care. Decreasing gaps in care can lead to improved 

health outcomes for the culturally Deaf population. The champions and supporters of this project 

are both the members of the Deaf community who can benefit from increased access to medical, 

mental health, and dental services as well as the providers and staff who are ready and willing to 

increase their skills to be able to work effectively with another culture. The mission of the 

community health center is to provide high quality services with respect and dignity, by 

responding to individual needs and encouraging health and well-being. The purpose of this 

quality improvement project will be to implement a Deaf culture training program at St. 

Elizabeth’s Health Center (SEHC), a federally qualified community health center in southern 
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Arizona so that the clinic can meet the individual needs of the Deaf community in southern 

Arizona. 

Study Question 

The study question of this project is “Does a Deaf culture training program given to 

providers and staff at an integrated health center change KSA of participants regarding Deaf 

culture?”  

Theoretical Framework 

The medical model of deafness assumes that a hearing loss is a medical condition which 

needs to be fixed or repaired (Pray & Jordan, 2010). This viewpoint disregards the benefit Deaf 

people experience as members of the Deaf culture. According to Leininger’s transcultural 

nursing theory the nurse must first understand cultural practices, values, and beliefs of the Deaf 

culture before culturally sensitive nursing care can occur (Reynolds & Leininger, 1993). 

Leininger witnessed frustration when patients felt misunderstood by health care providers; 

incorrect diagnoses were being made due to the lack of cultural knowledge by the provider 

(Smith & Parker, 2015). This project is couched in the tenet that gaining knowledge of culture is 

an important first step to providing culturally sensitive care. As noted before, research has shown 

that many people are not aware that some people with a hearing loss are members of a Deaf 

culture, therefore, providers and staff at the clinic can benefit from training to increase KSA 

regarding Deaf culture to increase culturally sensitive care. 

Project implementation will be based on the Knowledge to Action (KTA) Framework 

(Graham & Tetroe, 2010). This framework describes how scientific knowledge is processed and 

filtered so that it can be utilized to improve health care practice. After the knowledge is created, 
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it must be implemented into practice. The second part of the KTA framework describes how 

knowledge can be implemented and then evaluated for effectiveness (Graham & Tetroe, 2010).  

Key Variables of the Knowledge to Action (KTA) Framework 

Knowledge to Action (KTA) assumes a systems perspective within the social 

constructivist paradigm; this perspective allows for consideration of local context and culture 

when attempting a planned change (Graham & Tetroe, 2010). The KTA framework highlights 

attention to phases of action that are important when a change is being implemented in practice 

(Graham & Tetroe, 2010). Central to the model is a knowledge funnel with seven steps around 

the funnel that represents the action cycle by which scientific knowledge is applied (Greenhalgh, 

2018). Additional theories can be pulled in for use at different phases of the cycle to inform 

elements of the planned change (Graham & Tetroe, 2010).  

Knowledge funnel. The knowledge funnel in the center of the framework represents the 

process of knowledge creation in the three steps: 1) knowledge inquiry, 2) knowledge synthesis, 

and 3) creation of knowledge tools (Graham & Tetroe, 2010). The knowledge funnels down 

through a sieve that filters out extraneous information; the final knowledge product is a result of 

this synthesis process and becomes useful to those wishing to apply the knowledge in practice 

(Graham & Tetroe, 2010). During the final stage of knowledge creation, tools are developed to 

inform practice such as algorithms and clinical decision tools (Graham & Tetroe, 2010). 

Action cycle. The phases of the action cycle may occur sequentially or concurrently; the 

knowledge funnel may impact phases of the cycle at any point (Graham & Tetroe, 2010). First, a 

clinical problem is identified; relevant literature is found, reviewed and selected to provide 

background and support for a potential solution to the issue (Greenhalgh, 2018). Steps two, three, 

and four are linked and include adapting the intervention to the culture/context, assessing barriers 
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to use of knowledge, and creating a specific intervention to implement (Greenhalgh, 2018). Use 

of knowledge is monitored and outcomes are evaluated in steps five and six (Greenhalgh, 2018). 

If the implementation was found to be unsuccessful, the steps are repeated after changes have 

been made (Greenhalgh, 2018). Finally, strategies are determined and implemented to ensure 

sustainable knowledge use (Graham & Tetroe, 2010). See Figure 1 for a graphic of the model. 

 

FIGURE 1. Operationalizing an intervention to increase deaf cultural sensitivity. 
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Concepts 

The purpose of the quality improvement project is to change KSA of providers and staff 

about Deaf culture. Knowledge of Deaf culture includes understanding the language, values, 

history, and behavior of members of the Deaf community. Knowledge also includes legal 

considerations when working with the Deaf population and various communication methods a 

person with hearing loss might use in everyday life. The specific skill a participant will learn is 

how to conduct a communication assessment on a person who presents with hearing loss. The 

concept of attitude relates to beliefs a participant holds about the Deaf culture. A person may 

ascribe to the medical model of deafness or the socio-cultural model of deafness. A participant 

may unknowingly use stereotypes that are proliferated within the hearing culture and ascribe 

these to the Deaf person, which can result in the Deaf person mistrusting the healthcare system. 

Another type of attitude relates to personal level of ethnocentrism. Ethnocentrism is the belief 

that one’s own culture is superior to the culture of another (Sutherland, 2002). The current study 

will attempt to change the existing attitudes of participants to a more positive attitude toward 

members of the Deaf culture. The hope is that by changing KSA this can increase participant 

ability to engage in culturally sensitive care of Deaf clients.  

Synthesis of Evidence 

A literature review was performed on several databases including PsychInfo, PubMed, 

and CINAHL with key words “Deaf,” “mental illness,” “culture,” “cultural sensitivity,” and 

“healthcare.” Articles were selected for inclusion if they were related to the concept of cultural 

Deafness or discussed issues in healthcare or mental health care related to acquisition of cultural 

sensitivity. Due to the limited number of articles found less than five years old, the scope of the 

search was increased to less than 10 years since publication. Utilization of key words for the 
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literature search yielded limited results. Once a qualifying article was discovered, the references 

used by the author of the article were scanned to determine if any of those articles also met 

criteria for qualification. This method increased the number of qualifying articles. There were no 

randomized controlled trials found. Of the 40 articles, 11 were expert opinion, 11 were 

qualitative with focus groups or interviews, eight were cross-sectional quantitative, one was a 

content analysis, one was quasi-experimental qualitative with a simulation exercise, and eight 

were mixed methods with qualitative and quantitative data collected. 

Three main themes were noted in the qualifying articles. Seven articles investigated 

knowledge of people who served the culturally Deaf such as nurses, police officers, doctors, and 

genetics counselors. In addition, these articles discussed what professionals are currently doing 

to communicate with Deaf clients. This body of literature was from the United States, Africa, 

Greece, and Brazil. In addition, the articles included both qualitative, quantitative, and mixed 

methods studies. These seven articles show who in the medical and mental health field can 

benefit from specific training in cultural Deafness. 

Another large body of data discussed specific knowledge trainees can be taught during a 

Deaf awareness training. Some 26 articles were located, 11 of which were expert opinion. 

Several overlapping themes were noted in these articles including specific Deaf culture and 

history information, importance of ASL, the definition of a culturally Deaf person, 

communication assessment, communication strategies, legal/ethical matters, and information 

regarding the use of ASL interpreters and certified Deaf interpreters (CDI).  

The final area of research involved the most effective ways to teach Deaf culture 

awareness. Several types of educational methods included workshops with presentations and 

written materials, simulations, and role-reversal exercises. Some of the trainings also taught 
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participants ASL. Time spent in training ranged from two hours to four years of exposure to 

Deaf culture, ASL language and skills practice. The results of these studies are informative about 

the type and length of training that may be effective to teach Deaf specific topics to medical and 

mental health providers and staff.  

Determining Who Benefits from the Training 

Several studies have looked at existing knowledge of professionals who interact with the 

culturally Deaf including staff of community agencies, genetic counselors, nurses, physicians, 

women’s health staff, and nurse practitioners. Five out of the seven studies involved nurses or 

nurse practitioners. A common theme was that nurses and healthcare staff reported a lack of 

knowledge of Deaf culture and Deaf needs in the healthcare setting. In a sample of 173 nurses in 

Greece, 55.8% reported not being able to understand Deaf patients or incomplete understanding 

(Velonaki et al., 2015). Machado et al. (2009) also found nurses in Brazil reported uncertainty 

about caring for the Deaf due to lack of training and/or experience with the Deaf population 

(Machado et al., 2009). Seven out of 10 nurse practitioners in Mississippi also reported little to 

no experience with culturally Deaf people (Pendergrass, Nemeth, Newman, Jenkins, & Jones, 

2017). Only 35.7% of staff at community-based organizations in San Francisco, CA reported 

attending a training on how to serve the Deaf community in the event of an emergency or a 

disaster (Engelman et al., 2013). Pollard Jr. et al. (2014) reported that clinicians frequently have 

a limited amount of knowledge on how to effectively work with culturally Deaf clients. The 

results of these studies suggest that in most settings, there is a lack of knowledge regarding Deaf 

culture and Deaf specific needs. 

One study examined effectiveness of Deaf culture training programs to increase nurse 

knowledge. The study found that nurses who had attended a prior course about serving the 
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culturally Deaf population had a higher overall knowledge score in the areas of hearing 

aids/listening devices, communication strategies to use with a Deaf person, policies and laws 

regarding health care for the Deaf, and general knowledge of hearing when compared to nurses 

who had never attended a course (Ruesch, 2018). Enns, Boudreault and Palmer (2009) found that 

genetic counselors who had Deaf friends also had positive attitudes regarding Deaf people when 

compared with those who did not have any experience with Deaf people. Additionally, the 

genetic counselors who had more positive attitudes about Deaf people were also more likely to 

report a higher comfort level when offering genetic testing results for deafness genes (Enns et al., 

2009). Ferguson and Liu (2015) surveyed Deaf people about their experiences in a pharmacy 

setting and the Deaf participants suggested that students and practicing pharmacists could benefit 

from a Deaf awareness training to improve KSA and increase comfort level of these workers 

when caring for the Deaf population. These results suggest that Deaf culture training programs 

and exposure to culturally Deaf people can be beneficial in increasing knowledge for nurses, 

other health care professionals and staff.  

While most studies focused on health care provider knowledge or perceptions, one study 

examined the perceptions of Deaf women in Africa who went through prenatal, labor and 

delivery, and antenatal care. Of the 42 women, 65% reported feeling the staff did not understand 

them and only 19% reported the staff as supportive, helpful, patient, and nice (Gichane et al., 

2017). This study also supports the hypothesis that healthcare professionals and staff lack 

adequate training to communicate effectively with Deaf patients. 

Although there is a paucity of research regarding current knowledge and attitudes of 

healthcare providers and staff around Deaf culture, the existing literature points to a conclusion 

that most healthcare providers and staff lack the necessary knowledge to care for Deaf people 
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effectively. This occurs in the hospital, in clinics, and in community-based organizations. 

Therefore, providers in all aspects of care could benefit from Deaf specific trainings. Staff 

members who work in these clinics can also benefit from these trainings to increase KSA 

regarding Deaf culture to improve the Deaf patient experience. Middleton et al. (2010) and Frank 

(2017) echo this sentiment by stating all staff who deal with the public can benefit from Deaf 

awareness training. Furthermore, individualized patient care will be part of all current and future 

healthcare policy to ensure Deaf access to care. There is a need for increased training of mental 

health nurses and therapists for the Deaf (Levine, 2014). 

Training Topics 

The largest body of evidence found during this literature search centered around the 

definition of “culturally Deaf,” Deaf culture facts, history of the Deaf including oppression, 

ASL, and positive aspects of the Deaf community, how to assess for communication preference 

of a person with a hearing loss, communication strategies, and legal/ethical considerations. 

Studies were conducted in the United States, the United Kingdom, Italy, Austria, Canada, and 

Brazil. These studies and expert opinion articles are a helpful source of information that provides 

a basis for a Deaf awareness and culture training for medical professionals and staff. 

How to identify a culturally deaf person. Not all people with a hearing loss identify as 

culturally Deaf. Hearing people who have no prior interactions with a person with hearing loss 

may have a difficult time determining if the person is culturally Deaf, Hard of Hearing, or deaf 

(Pendergrass et al., 2017). The definition of “culturally Deaf” includes several essential elements 

based on the literature search. Two research studies cited the first element as experiencing a 

hearing loss prior to spoken language acquisition or “prelingual deafness” (Pendergrass, 

Newman, Jones, & Jenkins, 2019; Wright & Reese, 2015). One study stated those who are 
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culturally Deaf experienced the hearing loss prior to age three (Boness, 2016) while an additional 

study reported those who experienced hearing loss at birth or during childhood may or may not 

be culturally Deaf (Pray & Jordan, 2010). It appears that experience of hearing loss prelingually 

is a potential element of a culturally Deaf person, but there may be exceptions to this rule. A 

second element of a culturally Deaf person is the use of ASL for communication versus the use 

of written or spoken English, which was noted in all four articles (Pendergrass et al., 2019; 

Wright & Reese, 2015; Pray & Jordan, 2010; Boness, 2016). Self-identification into the 

culturally Deaf population was listed as the third essential element according to all four studies 

(Pendergrass et al., 2019; Wright & Reese, 2015; Pray & Jordan, 2010; Boness, 2016). Another 

potential element of a culturally Deaf person is the severity of the hearing loss. Pendergrass et al. 

(2019) suggested culturally Deaf people cannot hear well enough to communicate with spoken 

language alone. Wright and Reese (2015) state a person who is culturally Deaf has a severe or 

profound hearing loss. Two studies do not mention severity of hearing loss as a requirement for 

inclusion in the culturally Deaf community (Pray & Jordan, 2010; Boness, 2016). One study 

mentioned a person who is culturally Deaf attended a Deaf school for education (Boness, 2016). 

Several studies mentioned culturally Deaf people ascribe to a cultural model of Deafness and do 

not view themselves are as impaired, rather as belonging to a linguistic and cultural minority 

group with heterogenous traditions and values (Wright & Reese, 2015; Pray & Jordan, 2010; 

Boness, 2016). 

Based on this research, the definition of a culturally Deaf person includes three essential 

elements and one potential element. The three essential elements include: 1) using ASL to 

communicate, 2) self-identifying into Deaf culture, and 3) ascribing to a socio-cultural model of 

Deafness. The potential element is experiencing the hearing loss prior to acquisition of spoken 
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language. There was not strong research support for severity of the hearing loss or attending a 

Deaf school for education as factors essential to the construct of cultural Deafness. 

Cultural aspects of importance. As mentioned in several studies, Deaf culture is a 

linguistic and cultural minority group with traditions and values that are not homogenous 

(Wright & Reese, 2015; Pray & Jordan, 2010; Boness, 2016). There are several aspects of Deaf 

culture that providers and staff members must consider before the provision of culturally 

sensitive care. These include Deaf culture norms, the history of oppression Deaf people have 

experienced, the importance of ASL, and barriers to health care and mental health care Deaf 

people face.  

Deaf culture norms. Deaf people consider affiliation with Deaf culture to be a celebrated 

and unique aspect of a person rather than a flaw needing to be repaired or fixed (Barclay & 

Yuen, 2017). This theme was echoed throughout the literature on cultural Deafness. Deaf culture 

is collectivist and values cooperation, community cohesion, and connectedness (Wright & Reese, 

2015). Sheppard (2014) performed in-depth qualitative interviews with members of the Deaf 

community and found that Deaf people feel proud to be a member of Deaf culture; this inclusion 

counteracts social isolation and reduces symptoms of depression. Another qualitative study 

found similar results with Deaf participants reported embracing the Deaf community where they 

found protection, understanding, and belonging (Sheppard & Badger, 2010). Deaf people often 

feel more comfortable seeking peer support from the Deaf community when they experience 

mental health problems and will only share concerns regarding mental health with people they 

trust (Cabral, Muhr, & Savageau, 2013). Affiliation with the Deaf community has been found to 

be a resilience promoting characteristic; Being able to share stories of trauma in ASL can help 

the Deaf person become desensitized to the effects of trauma (Johnson, Cawthon, Fink, Wendel, 



 

 

 

 

33 

& Schoffstall, 2018). Overall, Deaf people report a positive, protective affiliation with Deaf 

culture and a desire to be connected to Deaf peers. 

When Deaf people encounter a lack of cultural sensitivity in the medical and mental 

health care arena, negative feelings are reported. Bone (2019) found when providers did not have 

Deaf culture knowledge or fluency in ASL requests for an ASL interpreter were ignored; the 

provider gave the patient medications to the patient without providing education on what the 

medication was for, how to take the medication, and potential side effects of the treatment. 

Glickman (2003) states it is impossible to build a therapeutic trust relationship with a Deaf 

person when the provider does not speak the language of the patient, understand the patient’s 

world and cannot validate the experiences of the patient. Participants in a phenomenological 

study described medical professionals apologizing if someone was Deaf or had Deaf family 

members and did not understand that the Deaf person is happy being Deaf (Frank, 2017). The 

Deaf people in this study recommended that medical staff needs to treat Deaf families with 

respect and understand not all families are the same; Deaf families are normal and not sad 

(Frank, 2017). This literature suggests that providers may benefit from understanding that Deaf 

culture is a positive experience for the Deaf person and understanding/supporting the cultural 

model of Deafness versus the medical model of Deafness is an important aspect of culturally 

sensitive care. 

History of oppression. Oppression is a daily experience for most culturally Deaf patients 

(Glickman, 2003). Part of this cycle of oppression began when Aristotle judged Deaf people as 

“non-human” because they could not speak and therefore, assumed they had no intellect (Boness, 

2016). Prior to the 1970s, oralism was supported as the best method to teach the Deaf population 

(Pray & Jordan, 2010). Deaf children who attempted to use ASL to communicate were struck on 
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their hands to stop them from signing was traumatic for these children (Pray & Jordan, 2010). 

This oppression has continued to grow over the years and despite the enactment of the 

Americans with Disabilities Act (ADA) in 1990 with a requirement for ASL interpreters to be 

present in education and health care of Deaf people, often such requests by Deaf people are 

ignored (Pray & Jordan, 2010; Ferguson & Liu, 2015). Oppression is also felt by the Deaf 

population when providers focus on the etiology of the person’s hearing loss rather than the Deaf 

person’s emotions (Sheppard, 2014). The hearing world expects the Deaf person to 

accommodate the communication style to English and use texting and lip-reading to 

communicate rather than asking the Deaf person how he or she prefers to communicate (Bone, 

2019). Hearing providers in mental health settings may assume a Deaf person has mental 

retardation, a mood disorder, or psychosis when the limited vocabulary and disorganized 

grammar is a language delay (Glickman, 2003). In fact, some mental health challenges Deaf 

people display are a result of the oppression they have faced when interacting with hearing 

people such as discounting, undermining, rejecting, or ignoring their needs, showing Deaf people 

pity, contempt, or paternalism (Glickman, 2003). Frank (2017) gives an example of paternalism 

in healthcare when the professional providing care assumes a Deaf person cannot make 

decisions, so they make the decision for the Deaf person without asking their opinion. Deaf 

people report doctors might think Deaf people are dumb due to lack of English language skills 

instead of understanding that English is a second language for most Deaf people (Meador & 

Zazove, 2005). Lack of communication access damages the autonomy of the Deaf person, 

impedes access to healthcare services, and decreases efficacy of any therapy or treatment 

provided (Pereira & De Carvalho Fortes, 2010). Johnson et al. (2018) report that Deaf people 

experience unique developmental trauma early and life and continuing into adolescence when 
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they are in environments that deprive them of access to communication and language. Pereira & 

De Varvalho Fortes (2010) state a lack of communication damages Deaf patient autonomy, 

access to services, and efficacy of therapy. 

American Sign Language (ASL). ASL is the defining characteristic of Deaf culture in 

the United States (Pray & Jordan, 2010; Pendergrass et al., 2019). Across the globe, many 

different signed languages exist for Deaf people such as Auslan in Australia and Japanese Sign 

Language in Japan (Queensland Health, 2008). English and ASL differ in grammar and syntax. 

Bone (2019) reported Deaf people felt the hearing world does not understand that ASL and 

English are two separate languages. Additionally, English is the second language of the Deaf 

person and not all Deaf people master it (Bone, 2019; Wright & Reese, 2015). A large 

component of ASL is facial expression and body movements to express information (Wright & 

Reese, 2015). Hearing culture may misunderstand the facial expression and body movements of 

a Deaf person communicating in ASL if they are not aware of Deaf culture (Sheppard, 2014). 

ASL has been shown to be a protective factor for a Deaf person and deeply important for 

connection in interpersonal relationships. Deaf people reported when family members did not 

learn ASL it made them feel their family did not care about them or were embarrassed by them 

(Sheppard & Badger, 2010). ASL is an important protective factor for the culturally Deaf; Deaf 

people who share trauma stories in ASL can help the individual who was traumatized become 

desensitized to the effects of the trauma (Johnson et al., 2018). 

Some Deaf people do not master ASL or English and experience language deprivation 

and language dysfluency. Individuals with specific language impairment will have decreased 

phonology, grammar, slower cognitive processing, limited expressive vocabulary, and may 

compensate with exaggerated gestures, facial expressions or pointing (Crump & Hamerdinger, 
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2017). Language deprivation and dysfluency can be related to lack of exposure (e.g., 

environment) or when a person is born with a syndrome that affects many aspects of 

development (Crump & Hamerdinger, 2017). Hereditary deafness is the least likely to cause 

multiple disabilities while individuals born with congenital rubella syndrome, cytomegalovirus, 

toxoplasmosis, fetal alcohol syndrome, and bacterial meningitis are at higher risk for a variety of 

physical, language, and psychological problems (Crump & Hamerdinger, 2017). 

Barriers to health care and mental health care. Lack of effective communication is the 

primary barrier Deaf people face in the medical and mental health care settings (Cabral et al., 

2013; Pereira & De Carvalho Fortes, 2010). Lack of communication disempowers the culturally 

Deaf population and is the core of oppression (Glickman, 2003). Deaf people face a lack of 

communication frequently in their family of origin because most Deaf people were born into 

hearing families, which increases social isolation (Bone, 2019). Several studies stated that 

specific requirements are needed to provide care to the Deaf population including knowledge of 

Deaf culture, experience with the population, ASL fluency, culturally sensitivity, and training of 

clinical assessment, diagnosis, and intervention with this population (Wright & Reese, 2015; 

Barclay & Yuen, 2017; Boness, 2016; Cappell, 2009; Glickman, 2003; Frank, 2017). Language 

concordant providers are preferred by Deaf patients and can help Deaf people feel understood 

and culturally validated (Pertz, Plegue, Diehl, Zazove, & McKee, 2018; Pollard Jr. et al., 2014). 

Deaf people also reported that if a hearing person attempts ASL even if it is not perfect, the Deaf 

person feels valued (Sheppard & Badger, 2010). Deaf people often avoid interacting with the 

mental health care system due to fear about gossip in their community if they have a mental 

illness (Bone, 2019; Cabral et al., 2013). With recent improvements in technology, Deaf people 

can access telemental health. Deaf people report telemental health as potentially useful for an 
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array of mental health issues, more likely to be used if the person wanted an ASL fluent 

provider, and helpful to facilitate communication and health-related education (Crowe, 2017; 

Pertz et al., 2018; Pollard Jr. et al., 2014). Mental health treatment in ASL can be a form of 

social support that assists to build resiliency in trauma treatment (Johnson et al., 2018). 

Language concordant providers might also be important for health promotion. In a study 

of Deaf people who attended primary care services, Deaf people with language-concordant 

providers were more likely to participate in preventative services such as annual flu vaccines 

(McKee, Barnett, Block, & Pearson, 2011). On the other hand, when a health care professional 

does not know Deaf culture or ASL, Deaf people reported a lack of understanding about purpose, 

side effects, and how to take prescription medications in addition to being unable to express 

feelings, symptoms and medical history (Bone, 2019; Ferguson & Liu, 2015; Pereira & De 

Carvalho Fortes, 2010). 

Lack of communication in the healthcare system between providers and Deaf patients 

results in emotional turmoil. Sheppard (2014) found that Deaf patients could not get information 

about their diagnosis and treatment, were not screened for suicidal thoughts, and were exposed to 

pelvic exams without explanation or education prior to the procedure due to lack of 

communication. Deaf people reported health care as being embarrassing and frustrating for these 

reasons (Sheppard & Badger, 2010). 

Additional barriers to health care and mental health access are inability to find a provider, 

low health literacy, and lack of educational materials in ASL (Cabral et al., 2013; Frank, 2017). 

Deaf people do not understand how to navigate the healthcare system and often cannot find a 

health care or mental health care provider who is willing to accept a Deaf patient (Sheppard, 

2014). Deaf people also reported being unable to find a provider who accepted Medicare and had 
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Deaf knowledge, which resulted in seeing several providers and getting multiple diagnoses 

(Frank, 2017). Deaf people experience a lack of health literacy due to limited educational tools in 

ASL and are more likely than hearing people to frequently present to the emergency department 

for evaluation of medical and mental health illness (McKee, Winters, Sen, Zazove, & Fiscella, 

2015). Deaf patients reported not being able to understand medication instructions when written 

in English and half of the participants reported an adverse medication experience due to not 

understanding the instructions (Ferguson & Liu, 2015; Meador & Zazove, 2005). Deaf people 

also lack mental health literacy as evidenced by lack of a universal sign for depression and 

recovery (Sheppard & Badger, 2010). There is also a lack of psychoeducational material in ASL 

and do not understand mental illness is nor something personally caused or created (Bone, 2019; 

Boness, 2016). Deaf people desire to become educated about health and mental health topics, but 

communication barriers obstruct the learning process (Pereira & De Carvalho Fortes, 2010). 

Limited communication and access can also decrease the opportunity to maximize resources that 

may assist in recovery (Johnson et al., 2018). 

Assessment of Communication Preference 

The first step to providing a culturally sensitive interaction with a Deaf client is 

assessment of the best form of communication for the client and remembering communication 

methods that are appropriate in this population (Pendergrass et al., 2019). It is important to 

conduct a communication assessment prior to the start of each visit because patient preference 

may vary due to situation or environment (Sheppard, 2014). Providing care in the clients 

preferred language is culturally sensitive communication (Wright & Reese, 2015). A large study 

of communication preference of people with hearing loss found that Deaf people who 

communicated primarily through signed language did not prefer spoken language for a hospital 
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visit (Middleton et al., 2010). The Deaf patient may want a language concordant provider, an 

ASL interpreter to utilize when communicating with a hearing provider, or they may want to 

write in English to communicate (Sheppard & Badger, 2010). In some cases, it is appropriate to 

have a CDI involved who communicates between the hearing ASL interpreter and the Deaf client 

to ensure the message is accessible to both parties (Queensland Health, 2008). The meaning 

embedded in a message is influenced by culture and understanding is increased when the CDI 

and Deaf client share the same culture and language (Queensland Health, 2008). Most Deaf 

people do not want an interpreter when they are discussing personal or sensitive issues (Sheppard 

& Badger, 2010; Cabral et al., 2013). Boness (2016) reports it is best to have an ASL provider 

for mental health visits, but an ASL interpreter might also foster a sense of belonging for the 

Deaf client, increase trust in the therapeutic alliance, and reduce isolation while speaking about 

complex feelings. Nonverbal cues are also a large part of patient assessment and provide 

important details about the emotional state of any patient (Cappell, 2009). 

Although communication assessment is an essential step, research has found most 

providers engage in communication that works best for the provider rather than the Deaf patient 

(Pendergrass et al., 2019). Instead of asking a Deaf person how they prefer to communicate, 

some providers ask if the Deaf person can speak or read lips and inquire on how much the Deaf 

person can hear (Wright & Reese, 2015). Deaf patients reported stress during the negotiation 

with doctors regarding communication method with the doctor first trying to lipread, then write 

which were not understood by the Deaf patient and left the patient with a negative view of the 

provider (Pereira & De Carvalho Fortes, 2010). Deaf patients who utilized the pharmacy 

reported pharmacy staff assumed the Deaf patient could lip read rather than ask the Deaf patient 

how they preferred to communicate (Ferguson & Liu, 2015). This research suggests that training 
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on communication assessment of Deaf patients is essential to foster provider understanding of 

the process and integrating this step prior to care.  

Communication strategies. When communicating with a Deaf person for the first time, 

the provider must be aware of communication strategies to utilize during the encounter. Several 

studies discussed the importance of maintaining eye contact with the Deaf person and not 

breaking eye contact or looking at the ASL interpreter while communicating (Wright & Reese, 

2015; Sheppard, 2014; Palese, Salvador, & Cozzi, 2011; Meador & Zazove, 2005). In Deaf 

culture, it is considered rude to break eye contact while communicating (Wright & Reese, 2015). 

Messages should be direct and highly descriptive (Wright & Reese, 2015; Sheppard, 2014). After 

the message is given, check for understanding and avoid a closed ended question due to Deaf 

people often reporting understanding when they did not comprehend the information (Meador & 

Zazove, 2005). Ensure the Deaf person has a clear visual field, plenty of light, and can see the 

mouth of the provider while he or she is speaking (Wright & Reese, 2015; Meador & Zazove, 

2005). If attempting to communicate through lip-reading, speak at a normal tone and volume and 

do not overenunciate (Meador & Zazove, 2005). Use of a videophone or ASL interpreter can be 

helpful (Ferguson & Liu, 2015; Meador & Zazove, 2005; Pollard Jr. et al., 2014). If an ASL 

interpreter is utilized, maintain eye contact with the client and not the interpreter throughout the 

encounter (Wright & Reese, 2015). Schedule up to double the time of a regular visit to allow for 

effective communication to take place (Brown, Hughes-Bell, & McDuffie, 2015). 

When teaching about medications, there are misunderstandings due to low health literacy 

(Meador & Zazove, 2005; Ferguson & Liu, 2015). If instructions are given in English ensure the 

warning label is large and clear, simple language is used, and utilize bulleted lists rather than 

paragraphs (Ferguson & Liu, 2015). Written information should not exceed the 6th grade reading 
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level (Cabral et al., 2013; Meador & Zazove, 2005). Inappropriate behavior includes questioning 

the Deaf person on how much they can hear, suggesting a hearing aid or cochlear implant to 

increase level of hearing, and asking a Deaf person if they can speak or lip-read rather than 

performing a communication assessment (Wright & Reese, 2015). Utilizing these strategies in 

concert could result in a more culturally sensitive encounter with the Deaf person. 

Legal and ethical matters. Providing accommodations to ensure increased access for 

Deaf people to medical and mental health services alone does not guarantee full participation in 

the system (Pray & Jordan, 2010). The Deaf must be valued, respected, and included in all 

interactions (Pray & Jordan, 2010). Titles II and III of the Americans with Disabilities Act law 

requires equal access for Deaf people to all public, state, local, and private health care providers 

(NAD.org, 2019). The Civil Rights Act of 1964 is a federal law, which requires language access 

in the healthcare setting for patients with limited English proficiency (NAD.org, 2019). Despite 

these laws, many Deaf patients still are unable to get ASL interpreters when requested (Bone, 

2019; Cabral et al., 2013; Pereira & De Carvalho Fortes, 2010). It is important to recognize that 

accessible care is different than culturally affirmative treatment which is an elevated level of care 

(Glickman, 2003). 

The Deaf community has been clear about who is qualified to work with someone who is 

culturally Deaf. A provider should be able to provide culturally sensitive care and have 

knowledge about Deaf culture, language, and the culturally affirmative model of deafness 

(Boness, 2016). The provider must be able to educate the patient about right to confidentiality 

and limits on confidentiality in context of therapy (Boness, 2016). The provider should also ask 

the patient if he/she feels comfortable and safe with the ASL interpreter (Meador & Zazove, 

2005). It is important that the provider is skilled in assessment, diagnosis, and evaluation of a 
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Deaf person presenting with psychiatric symptoms because sometimes the patient has language 

dysfluency that can mimic a psychiatric diagnosis (Boness, 2016). An ASL interpreter is not 

specifically trained to work with a Deaf patient who has language dysfluency and it is the 

provider who needs to be able to identify a situation where the language dysfluency mimics 

psychiatric symptoms (Crump & Hamerdinger, 2017; Glickman, 2003).  

The informed consent process should be conducted with an ASL interpreter present 

(Meador & Zazove, 2005; Boness, 2016; Wright & Reese, 2015). A professional, trained, and 

licensed ASL interpreter must be provided by the clinic and not the patient (Brown et al., 2015; 

Wright & Reese, 2015; Boness, 2016). It is helpful to summarize main points and check for 

patient understanding (Wright & Reese, 2015). A family member or friend should never be used 

to interpret for the Deaf patient (Boness, 2016; Wright & Reese, 2015). 

American Sign Language interpreters. If the patient requires an ASL interpreter for the 

visit, the provider should utilize the clinic protocol for obtaining and compensating the 

interpreter and locate/schedule one (Pendergrass et al., 2019). The interpreter must maintain 

confidentiality and be trained on the American Psychiatric Association (APA) ethical standards 

(Wright & Reese, 2015; Boness, 2016). The provider must check to ensure the interpreter is 

certified as a medical interpreter (for medical visits) or a mental health interpreter (for mental 

health visits) because these certifications are distinct (Boness, 2016). A qualified interpreter can 

provide effective, accurate, and impartial expressive and receptive communication while 

utilizing specific medical terminology and should maintain a professional demeanor and not 

react emotionally to the content discussed (Boness, 2016). The role of the interpreter is to be a 

linguistic bridge between parties who do not share the same language and act to facilitate 

communication while the clinician is responsible for conducting and explaining the session while 
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assessing and treating the client (The State of Queensland [Metro South Hospital and Health 

Service] Metro South Addiction and Mental Health Services Deafness and Mental Health 

Statewide Consultation and Liaison Service, 2016). A CDI can be helpful in cases where the 

Deaf client has a mental illness, is from another country, or has an intellectual disability 

(Queensland Health, 2008). Having a consistent interpreter can help the Deaf patient by 

decreasing the need for the patient to retell a story that has been told in a prior appointment 

(Bone, 2019). 

Training Design 

Seven research studies provided training to a wide variety of students in the medical 

professions, nurses working in the emergency department, and law enforcement personnel. Most 

studies were quasi-experimental and included both qualitative and quantitative data. Only one 

study was purely cross-sectional and surveyed recent genetic counseling graduates about the type 

of training they received during their education (Nagakura et al., 2014). Length of training varied 

from a few hours to a four-year residency for medical students training specifically to work with 

the Deaf community after graduation (Hoang, LaHousse, Nakaji, & Sadler, 2011). Three studies 

provided instruction of ASL at differing levels including learning the ASL alphabet and a few 

basic signs, a training of basic medical ASL, and six quarters of ASL class and one immersion 

summer at Gallaudet University, which is the college for the Deaf. Two studies utilized a 

workshop format. One study had a two-hour workshop presented by a Deaf instructor and an 

ASL interpreter followed by a question and answer session and focus groups (Engelman & 

Deardorff, 2016). Another study included a four-hour workshop on basic medical ASL, stories 

from a Deaf panel, learning about Deaf culture and giving examples of how to navigate the 

health care visit with a Deaf patient (Lapinski et al., 2015). Six studies included a simulation 
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with a Deaf patient or actual clinical practice with Deaf patients. Two studies utilized a unique 

role-reversal exercise, which placed the hearing student as a patient in an environment where all 

other people are Deaf and asked them to navigate through scenarios such as the pharmacy and 

emergency room (Mathews et al., 2011; Thew et al., 2012). All studies measured knowledge of 

the participants pre- and post-intervention and a few studies measured intervention effectiveness. 

Effectiveness of workshops. Two studies found that workshops were effective in 

increasing knowledge, skills, and attitudes regarding Deaf people and one study found no 

differences. Engelman and Deardorff (2016) found that law enforcement personnel who were 

multi-lingual or had prior experience with a Deaf person reported more perceived self-efficacy 

about working with Deaf people at baseline than those who did not have these qualities. The 

two-hour workshop had a statistically significant positive effect on perceived self-efficacy but 

did not have any impact on attitudes regarding perceived capabilities of Deaf people (Engelman 

& Deardorff, 2016). Participants in the study reported they were satisfied with the training but 

would like more training and stated they would educate others about the need for ASL 

interpreters when communicating with culturally Deaf people (Engelman & Deardorff, 2016). 

Lapinski et al. (2015) provided a four-hour workshop that included a seven-minute encounter 

with a Deaf patient at baseline and after the training. Lapinski et al., (2015) measured perceived 

self-efficacy, ASL vocabulary quiz and independent ratings on medical student skills during the 

Deaf patient encounters. The medical students showed improvement in ASL vocabulary, skills 

during the standardized encounter, and self-efficacy rating from baseline to post-intervention 

(Lapinski et al., 2015). Nagakura et al. (2014) surveyed newly graduated genetic counselors 

about the type of training they received in their college education about the Deaf population. 

Over half of the sample (69%) reported receiving a one to two-hour lecture in college on the 
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topic with some reporting exposure to readings, discussions and interactions with Deaf people 

(Nagakura et al., 2014). This cross-sectional study found no differences in Deaf culture, 

knowledge, and attitudes between those with no training and those who completed 1-2 hours of 

training (Nagakura et al., 2014). 

Effectiveness of simulation. All studies that included a simulation or experiential 

exercise found differences between KSA from baseline to post-intervention. As discussed in the 

previous section, Lapinski et al. (2015) noticed significant differences in a standardized patient 

encounter including knowledge, professionalism, and interpersonal skills after receiving training. 

The two studies that included a role-reversal exercise did not assess KSA prior to the 

intervention (Mathews et al., 2011; Thew et al., 2012). At the end of both studies, the 

participants reported increased knowledge regarding Deaf patients and reported the experience as 

being interesting, frustrating, and valuable (Mathews et al., 2011; Thew et al., 2012). 

Yuksel and Unver (2016) performed a qualitative study with emergency room nurses in 

Turkey. The nurses did not get exposure to a Deaf patient, rather they engaged in a simulation 

three times where one student was the Deaf patient and the other student was a nurse (Yuksel & 

Unver, 2016). After each simulation, the students were asked questions to elicit feelings, and 

KSA for best practice as well as problems, possible solutions, and important considerations they 

noticed (Yuksel & Unver, 2016). Even though the students did not get direct training on Deaf 

culture, they reported eye contact and communication assessment prior to working with a Deaf 

patient as important considerations for working with the Deaf population (Yuksel & Unver, 

2016). If the Deaf patient requests an interpreter the students felt it was best to get an interpreter 

rather than have a family member or friend interpret (Yuksel & Unver, 2016). Several 

communication strategies were emphasized including sitting so the Deaf person can see your 
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face, talking slowly and using common words, and providing educational materials that are easy 

to read (Yuksel & Unver, 2016). These themes were also echoed in the prior section regarding 

teaching points to include in a Deaf awareness training and communication strategies when 

working with the Deaf population. 

Significant results were also noted in the Hoang et al. (2011) study that provided a four-

year fellowship for medical students called the Deaf Community Training (DCT) that included 

two years of training followed by two years of practicing skills during clinical rotations with the 

Deaf community. Baseline KSA were not measured, however, knowledge of Deaf culture was 

measured after the intervention and compared against medical college faculty and non-DCT 

students (Hoang et al., 2011). DCT students were found to have significantly more knowledge 

about Deaf culture than faculty and non-DCT students (Hoang et al., 2011). Only 17.1% of the 

faculty and 13.5% of non-DCT students knew that only 30% of spoken English can be accurately 

lip-read by a Deaf person while 84.6% of the DCT group had this knowledge (Hoang et al., 

2011). All DCT students knew the Deaf patient had a right to an ASL interpreter provided by the 

clinic at a healthcare visit while only 70.2% of faculty and 64.9% of non-DCT students knew this 

information (Hoang et al., 2011). Finally, 95.5% of DCT students knew it is not appropriate for 

the physician to ask the clinic nurse to interpret for the Deaf patient while only 45.5% of faculty 

and 39.5% of non-DCT students answered correctly (Hoang et al., 2011). This study did not 

assess skills and attitudes after the intervention. 

Strengths 

Substance of Findings 

An assessment of the research findings includes a discussion of the consistency, patterns, 

and quantity of the evidence (Polit & Beck, 2017). The literature on Deaf culture elicited several 
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themes that surfaced in more than one study. For example, the literature that discussed who can 

benefit from Deaf culture training reiterated that all personnel working at a variety of facilities 

can benefit from this training. In fact, the literature seems to suggest a proliferative effect when 

all workers at a facility learn about Deaf culture. When everyone is trained, the initial encounter 

between the Deaf person and the staff member will be more likely to occur with someone who 

knows information about Deaf culture. Similarly, the data on what defines a culturally Deaf 

person had qualities that were repeated across studies (e.g., culturally Deaf people utilize ASL to 

communicate) yet some qualities were conflicting (e.g., the requirement for a culturally Deaf 

person to attend a Deaf school for education). Methods of communicating with a Deaf person 

and assessment for communication preference of a Deaf person were also themes seen across 

studies. Finally, two types of trainings were highlighted within the research including workshops 

and simulation or experiential interactions. Despite type of training, it appeared that length of 

exposure was correlated with amount of skills, attitudes, and knowledge gained by the 

participants of the training. This was underscored by the fact that students who had limited 

training (less than two hours) did not have significantly more knowledge about Deaf culture than 

those who reported no training. Those who had experiential interactions with Deaf people 

showed an increased skill level and PSE. Surprisingly, only two studies taught ASL to 

participants, however when ASL training was provided participants were able to improve ASL 

vocabulary. 

There is much evidence regarding Deaf culture training content areas and less research on 

who needs the training and how the training should be conducted. The authenticity of the 

evidence is bolstered by qualitative data collected from culturally Deaf people around the world. 
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Many themes such as desire to communicate in a signed language and feeling socially isolated 

when family members could not sign were repeated despite the location of the population.  

Generalizability 

Deaf awareness trainings were conducted on a variety of health professions students (e.g., 

medical students, nursing students, pharmacy students, and recent genetic counselor graduates), 

nurse practitioners, law enforcement, and members of community service agencies who work 

with the Deaf population. Therefore, it appears the findings of the trainings can be applied to any 

student, staff member, or health professional. The findings did not appear to vary between men 

and women. Studies tended to be conducted in urban areas with a large concentration of 

culturally Deaf people. The findings may not apply to providers or students who serve in rural 

areas. 

Limitations 

Theoretical Base 

Only 10 of the 39 studies discussed a theoretical base for the research conducted. The 

most commonly reported theory was hermeneutic/descriptive phenomenology mentioned in three 

studies, while two studies used the tripartite model of cross-cultural education (e.g., KSA). Other 

theoretical frameworks included the socio-ecological model, ethnography, the transformative-

emancipatory paradigm, social constructivist theory, and the cross-cultural theory. Lack of 

theoretical uniformity might be a result of study type (i.e., qualitative vs. qualitative), field of 

study (e.g., sociology vs. nursing), or differing study aims such as cultural description vs. shared 

experience of members of the Deaf culture. High quality studies integrate methods, study 

questions, and theoretical underpinnings of expected results (Polit & Beck, 2017). Very few 

studies in this literature synthesis reported a theory that was well integrated with methods, study 



 

 

 

 

49 

questions, and hypotheses. However, the qualitative studies had study goals that matched the 

methods utilized which increases study validity (Greenhalgh, 2014). 

Levels of Evidence 

Melnyk and Fineout-Overholt (2011) state level I evidence from a systematic review of 

all relevant randomized controlled trials (RCT) is the highest and most robust form followed by 

evidence from at least one RCT that is well-designed (Level II). The lowest level of evidence is 

expert opinion, which is level VII (Melnyk & Fineout-Overholt, 2011). Ten studies in the current 

synthesis met criteria for level VII. Twenty-four studies were level VI or evidence from a single 

qualitative or descriptive study (Melnyk & Fineout-Overholt, 2011). The highest level of 

evidence in this review was level III and five studies met criteria for quasi-experimental studies 

that were well designed, had a control group, and were not randomized (Melnyk & Fineout-

Overholt, 2011).  

A relevant point must be discussed regarding research that strives to explain or clarify 

cultural considerations. The APA highlights the ethical obligation of healthcare professionals to 

provide services to linguistically, ethnically, and culturally diverse populations, however, the 

issues of cultural sensitivity and evidence-based practice are rarely conjoined in the research 

(Whaley & King, 2007). Much of the literature on culture is considered practice-based evidence 

(PBE) which describes practices used within a culture that are effective for a specific cultural 

group (Bartgis & Bigfoot, 2010). Therefore, it is not surprising that a bulk of the research found 

on this cultural topic has a lower level of evidence than RCTs. This does not automatically mean 

that the strength of the findings is weak. The presence of overlapping themes in the research 

bolsters the strength of the findings. 
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Gaps in the Literature 

There are no studies in the literature that look at the change in KSA regarding Deaf 

patients after Deaf awareness training of an entire clinic. All the studies found in the literature 

focused on one group of study participants with one role. There are also no RCTs in this 

literature. Types of trainings included workshops and experiential exercises or simulations and in 

an extreme case, a four-year fellowship. Finally, the research did not investigate long-term 

effects of the training. It is unknown if the knowledge gained post-intervention would remain in 

the years after the training. Future studies should investigate effectiveness of training for all 

members at a health care or mental health facility and determine which type of training is more 

effective for long-term learning and knowledge retention.  

Conclusion 

The results of this literature synthesis provide a guide for participant selection, 

methodology, and content of the quality improvement project. Based on the findings, all 

members of the clinic were invited to participate and interact with the training materials. Topics 

included in the training were basic ASL, communication assessment, definition of a culturally 

Deaf person, cultural consideration, barriers Deaf people face when attempting to access care, 

communication strategies, legal and ethical matters, and discussion about ASL interpreters. Due 

to time constraints of the members of the clinic, content will be broken up into short segments 

over a longer duration. Distribution of the content was tailored to the site. A component of 

experiential learning with a culturally Deaf person and an ASL interpreter was planned near the 

end of the training to solidify KSA. 
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METHODS 

Project Design 

The project was quasi-experimental and included collection of quantitative and qualitative 

data to evaluate the effectiveness of the intervention. Baseline data was gathered from 

participants and included demographics and KSA about culturally Deaf people. After project 

implementation, data was collected on participant KSA about culturally Deaf people in addition 

to participant perception of effectiveness of the intervention. 

Participants 

Participants of the project included all members of the SEHC clinic (i.e., providers, support 

staff, and medical assistants). This decision was based on the research that found most people do 

not have existing knowledge about Deaf culture and can benefit from training (Frank, 2017; 

Middleton et al., 2010).  

Setting 

The content modules were displayed at SEHC during the clinic day over a four-week 

period. After completion of the modules, this author, a culturally Deaf person, and a medical 

ASL interpreter were scheduled to attend the clinic all-staff meeting and engage in interactive 

discussion for approximately 20-30 minutes with attendees.  

Tools for Data Collection 

Quantitative data was collected using pre-existing surveys. Additionally, a short 

demographic survey created by this author was included. The knowledge component of the 

survey was adapted from Ruesch (2018) and used with the written permission of the author. The 

skills and attitudes component of the survey was adapted from Engelman & Deardorff (2016) 

and used with the written permission of the authors. Written permission was obtained through 
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personal email communication. See Appendix C and D for surveys. Participants were asked to 

rate program effectiveness via an evaluation tool (See Appendix E). 

Intervention and Data Collection 

The author recruited participants to participate through a flyer distributed at the clinic, at 

an all-staff meeting, and through and an introductory email describing the project. Participants 

who were interested in participating filled out baseline questionnaires. To ensure anonymity of 

participants, each participant assigned themselves a code on top of the survey which included 

two initials of their Mother or Father and a two-digit birth month of the relative. Participants 

had a chance to interact with four weekly content modules displayed on a smart television in the 

staff breakroom during breaks throughout the day. Email reminders were sent with links to video 

content for participants who preferred to view the content on their personal phone or home 

computer. The first module included two YouTube videos featuring culturally Deaf people and 

discussed the themes of Deaf culture and importance of ASL. Three ASL phrases were featured 

and taught “Hello” “Are you Deaf?” and “My name is….”. A handout was also provided this 

week showing the ASL alphabet and definition of “culturally Deaf.” The second module 

included two YouTube videos highlighting barriers Deaf people face when interfacing with 

hearing culture. The third module featured three videos focused on communication assessment, 

strategies for communication and ASL interpreters. A handout was provided to highlight 

communication methods, strategies and the communication assessment. Participants were taught 

the phrase “Want interpreter?” in ASL. The final module highlighted legal/ethical aspects of 

communicating with Deaf people in the medical setting and had one video. See Appendix B for a 

list of specific content and handouts. After completion of the modules, a live interactive 

presentation with a culturally Deaf person and a medical ASL interpreter was scheduled to take 
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place at an all-staff meeting. This panel included an interactive discussion with the participants 

as well as skills practice (e.g., communication assessment, use of ASL). Participants completed a 

post-survey and evaluation after participating in the final activity. All participants who 

completed the content were given a $10 gift card for participation. The smart television was 

donated to the clinic for future use. 

Data Analysis 

An SPSS database was created with the pre and post survey data. Descriptive statistics 

were performed. The data did not follow a normal distribution and was skewed. Additionally, 

there were fewer than five participants. Non-parametric Wilcoxon signed ranks tests were used 

to determine if there was a significant change between average baseline and post-intervention 

responses in KSA. Qualitative data were compiled and summarized. 

Resources 

Resources for this project included people, supplies, and time. The project hired a 

culturally Deaf person and an ASL interpreter for the interactive presentation. Supplies needed 

for the project included a smart TV, gift cards, copy paper and ink, and pens for survey 

completion. Finally, participants of the project needed to be available and willing to participate 

in all content trainings and the interactive presentation which utilized their down time at the 

clinic.  

Ethical Considerations 

First, a determination form was submitted through the College of Nursing at 

University of Arizona which determined the project was exempt from full review by the 

Institutional Review Board (IRB) (Appendix F). Then, the project was submitted to the local 

IRB for approval to ensure protection of quality improvement project participants. The project 
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proposal was also be provided to the medical director at the clinic who gave approval for 

implementation of the project. The participants in the study had the right to participate or 

discontinue participation at any time during the project and provided informed consent which 

protected autonomy of the participants (Polit & Beck, 2017). Data was collected and de-

identified with respect to the privacy and confidentiality of participants (Polit & Beck, 2017). 

The potential knowledge gained by project participants on how to better care for Deaf patients 

outweighed any risk presented through the learning process and displayed the principle of 

beneficence (Polit & Beck, 2017). 

RESULTS 

Alteration in Method of Education 

Due to a last-minute cancellation of the all staff meeting by the CEO of the clinic in 

which the Deaf panel was scheduled to engage face-to-face with clinic staff members, an 

alternate format was used for the final educational session. A video panel presentation was 

recorded and included a question and answer session with a culturally Deaf adult, culturally Deaf 

teenager, and the child of the culturally Deaf adult. A certified ASL interpreter was present in the 

video to facilitate communication. The video also included two scenarios of “What not to do” 

when you engage with a culturally Deaf person. The edited final video was 20 minutes in 

duration, sent to staff via email, and available on the television in the breakroom for participants 

to view. 

Participant Characteristics 

A total of four people participated in the quality improvement project and completed all 

surveys. All participants were female and identified as Hispanic or Latina. The average age of 

participants was 47 years (range = 34 to 60 years, STD = 12.9). One participant described their 
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work title as “Registered Dietician” and one identified as a “Family Nurse Practitioner.” Two 

participants did not list their job title. All participants reported that they had prior interactions 

with a culturally Deaf person either professionally or personally and reported that they had never 

had any Deaf cultural education training. Two participants reported that they had experienced 

general training regarding people with disabilities. Three participants were bilingual and speak 

Spanish and English fluently while one participant speaks English only. The participants had 

been working in the medical field an average of 12.67 years (range = 4 to 23 years, STD = 9.6).  

Descriptive Statistics and Measures of Change 

Mean raw scores for Deaf culture knowledge, skills, and attitudes pre-project and post-

project were calculated and can be viewed in Table 1.  

TABLE 1. Raw score statistics for knowledge (K), skills (S) and attitudes (A) subscales. 

Statistic K1 K2 S1 S2 A1 A2 

Mean 76.7 75.0 3.3 3.5 4.3 4.4 

Standard Deviation 8.6 8.4 0.8 1.0 0.8 0.7 

Median 76.6 73.3 3.2 3.9 4.5 4.9 

Range 67-87 67-87 2.6-4.1 2.6-4.7 3.3-4.9 3.5-5.0 

Note: Maximum subscale score on K, S, A were 100, 5.0, and 5.0 respectively 

Statistics to determine if variables were normally distributed or skewed significantly 

could not be performed due to having a sample size less than five. Due to not having the 

confidence that the data was distributed normally in addition to a small sample size, non-

parametric tests were performed to determine if there was a significant change in knowledge, 

skills and attitudes from pre-project to post-project. Specifically, related-samples Wilcoxon 

Signed Rank Tests were performed for knowledge, skills, and attitudes subscales and compared 

pre-project and post-project subscale averages.  
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The following results were found: 

1. Average knowledge decreased from 76.6 to 75.0 from pre- to post-project, but this 

difference was not statistically significant (p = .655). Average change in knowledge pre- 

to post project can be viewed in Figure 2. Individual participant score change from pre- to 

post project in Deaf culture knowledge can be viewed in Figure 3. 

2. Average skill increased from 3.3 to 3.8 from pre- to post-project, but this difference was 

not statistically significant (p = .285). Individual participant score changed from pre- to 

post project in perceived skill when working with Deaf patients can be viewed in Figure 

4. 

3. Average attitude increased from 4.3 to 4.6 from pre- to post-project. This difference 

approached statistical significance (p = .144). Individual participant score change from 

pre-to post project in attitude toward Deaf culture can be viewed in Figure 5. It appears 

that participants who started with high attitude scores pre-project did not have attitude 

changes, but participants who began with low attitude scores made gains in attitude. 

Group average change in skill and attitude from pre-to post project can be seen in Figure 

6. 
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FIGURE 2. Average change in knowledge pre- to post-project. 

 

FIGURE 3. Individual participant change in Deaf culture knowledge pre- to post-project. 
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FIGURE 4. Individual participant change in perceived skill when working with Deaf patients 

pre- to post-project. 

 

FIGURE 5. Individual participant change in attitude about Deaf culture pre- to post-project. 
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FIGURE 6. Average change in skill and knowledge pre- to post-project. 

Evaluation of Project 

Participants completed an evaluation tool after completing the project. All participants 

reported that they “strongly agree” with the following statements: 1) The videos were engaging 

and fun; 2) I will utilize the information I learned in my work responsibilities; and, 3) I learned 

new information by participating in the training. Two participants stated they “strongly agree” 

with the statement that the handouts received included valuable information they will use in the 

future while one participant stated they “agree” with this statement. Participants were given a 

chance to write any feedback they wished to share about the project. The comments provided 

were: 1) “Great information. A lot more knowledge and awareness.” 2) “Wanted to let you know 

that the training was great. I learned a lot and will be utilizing what I learned with my deaf 

patients.” 
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DISCUSSION 

Need for Training 

Participants of this project had no prior training in Deaf culture, which concurs with prior 

research findings. When the project was presented to the clinic staff, many staff expressed 

interest in participation. During the implementation phase of the project, staff approached the 

author and stated that the videos were interesting and engaged in signing “hello.” Several stated 

that this is not training they had previously experienced and that they were interested in learning 

more. There were more staff that interacted with the content but did not complete the surveys 

than there were who completed all components of the project. Although these anecdotes cannot 

be statistically evaluated, it highlights the value of providing a training to all clinic staff 

regarding Deaf culture.  

Change in Knowledge, Skills and Attitudes 

The goal of the project was to increase knowledge, skills, and attitudes regarding the 

culturally Deaf amongst employees at a federally qualified health center that provides integrated 

care in Tucson, Arizona. Based on the statistical analyses, statistically significant changes in 

knowledge, skills, and attitudes from pre- to post-project were not found. Knowledge appeared to 

decrease from pre-project to post project. However, skills and attitudes trended toward 

improvement from pre-project to post project. The change that was closer to statistical 

significance was change in attitudes from pre- to post-project. While statistically significant 

changes were not found, skills and attitudes showed gains. This may be because skills and 

attitudes are easier to change than specific knowledge about Deaf culture. Additionally, the 

survey questions regarding Deaf culture knowledge were specific and the video content did not 

necessarily address each question. For example, the question “Which federal law(s) prohibits 
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discrimination against Deaf persons and mandates effective communication with hospitalized 

patients who are Deaf?” was not answered correctly before or after the project but this was also 

not addressed in the educational content. Participants also had difficulty defining American Sign 

Language as including fingerspelling, body postures, facial expressions, American Indian and 

French signs. This content was also not specifically addressed in the videos that the participants 

watched. The video content was designed to be engaging and interesting and it is possible that 

the content chosen addressed skills and attitudes more than knowledge about Deaf culture. 

Future Deaf culture trainings for clinic staff might want to ensure that knowledge questions 

asked on the pre and post surveys are specifically taught to participants during the training which 

might increase the knowledge of the participants as a result of the intervention.  

Project Evaluation 

Participants appeared to rate the overall project as positive. All participants felt the video 

format for learning was engaging and fun. They also reported that new information was learned, 

and the information will be utilized in future work responsibilities. The paper handouts 

reviewing the educational content was also reported as being valuable, but not rated as highly as 

the video content. This suggests that providing education using a video format versus paper-

based written information may be more desirable to the participants. Unfortunately, the live 

interaction between the culturally Deaf person, ASL interpreter and the clinic staff did not take 

place. It is unknown if this last-minute alteration negatively impacted the results of the project or 

if the participants would have rated this as a desirable method for learning Deaf culture content. 

Plans for Dissemination of Results 

The results will be disseminated at two conferences. The first is a nursing conference for 

doctoral candidates called Washington Regional Nursing Research conference at the Catholic 
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University of America in Washington, DC on November 14, 2019. Doctoral candidates will 

share their work with a group of nurses who are working in the field, as administrators, or as 

faculty. An abstract will be prepared for a second conference through the American Deafness 

and Rehabilitation Association (ADARA) that will occur in May of 2020. The focus of the 

conference is to establish standards of excellence in the clinical specialty of Deaf mental health 

and related services. The abstract will highlight the current project, findings, challenges, and 

future recommendations for clinics wishing to train staff who will be serving Deaf people. 

Finally, the DNP project proposal and findings will be written up and submitted for professional 

publication in a nursing journal. 

Study Limitations 

The most significant limitations to this quality improvement project were sample size, 

generalizability of data, and factors related to the location of the project. First, the small sample 

size was not large enough to garner statistically significant results for change in knowledge, 

skills, and attitudes between pre- and post-project. Small changes in these variables appeared to 

have occurred, but the sample size limits the ability of the investigator to measure true changes 

in the variables. Future projects should involve a larger sample size over a longer timeframe to 

encourage study participation. Next, all participants were female and identified as Hispanic or 

Latina. This limits the generalizability of the results as it is unknown how male participants 

would have responded to the project. Additionally, participants self-selected to participate and 

may have been more motivated to learn that other people who chose not to participate which 

places bias in the results. Finally, there were many changes in the clinic during the time this 

project was implemented. There was a high rate of staff turnover and a new medical director at 

the clinic. The instability noted during this time could have affected the number of people 
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participating in the project. Although recruitment efforts took place at an all-staff meeting, the 

final part of the project, which was planned to occur at an all-staff meeting, was cancelled. The 

director of the clinic reported needing to cancel the meeting so the staff could complete annual 

online training modules. The sample size might have been small because staff were already 

engaging in online training related to their job responsibilities and did not have the time for 

additional training. Creation of an online module that would count as annual training might be 

beneficial for future quality improvement projects.  

Implications and Practice Recommendations 

The results of this project highlight the need for future clinic trainings of Deaf culture. 

All participants stated they had not had Deaf-specific training at the clinical site or during their 

educational experiences. In addition, employees at the clinic also commented on the value of the 

training and appreciated the video content. This suggests that the Deaf culture training is a topic 

of interest in the healthcare and mental health setting. The results also highlight the difficulty in 

implementing such training and determining if a significant change in knowledge, skills, and 

attitudes has occurred as a result of the project. While it appeared that participants might have 

had positive changes in skills and attitudes as a result of the project, there were not enough 

participants to evaluate this using statistical methods. Stronger buy-in from administration at the 

clinic will be necessary in future endeavors so that a higher percentage of staff can participate 

and engage in the training. Implementation of the project should optimally occur at a time when 

staff members in the clinic are not turning over at a high rate or other training pressures are 

apparent. Research highlights the difficulties that culturally Deaf people face when attempting to 

engage in health or mental health services that negatively impact the overall health of this 
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vulnerable population. Deaf culture training can assist clinics to be more prepared to provide 

culturally equivalent services to Deaf and hearing patients alike. 

Conclusion 

Culturally deaf patients have a right to access culturally sensitive health and mental 

health care. Staff must be ready to provide care for this population and are not receiving 

appropriate training on the job or during educational experiences. This project attempted to train 

a clinic and increase knowledge skills and attitudes of staff regarding the culturally Deaf 

population. Despite a small sample size, important lessons were learned that can be utilized by 

future doctoral level nurses that wish to implement Deaf culture training in the clinical setting. 

Staff reported enjoyment while participating in the project and learning new information that will 

benefit their future practice. This type of training is especially useful in an interdisciplinary 

practice because all staff that work there can benefit from this education. 

OTHER INFORMATION 

Budget 

Overall, the out-of-pocket cost to complete this project will be relatively low. The main 

costs will be associated with audio/visual equipment to display the video content (e.g., Smart 

television), gift cards, and people for the interactive session (e.g., culturally Deaf person, ASL 

interpreter). The author intends to submit a grant application for these costs. A detailed budget of 

project expenses can be found in Appendix A. 
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APPENDIX A: 

PROJECT BUDGET 
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Project Budget 
 

Item Projected Cost Projected Cumulative Total 

Smart TV with mount $300 $300 

Gift Cards $100 $400 

Copy Paper $25 $425 

Black Ink cartridge $25 $450 

Deaf community member $150 $600 

ASL interpreter $75 $675 
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APPENDIX B: 

VIDEO CONTENT AND HANDOUTS 
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YouTube Videos for Project 

Module 1:  
https://www.youtube.com/watch?v=JY4uof7vvZk (Dear Hearing People: 2:19)  

https://www.youtube.com/watch?v=io7z5PftOU4 (Protecting and Interpreting Deaf Culture: 

Glenna Cooper – TEDxTulsaCC: 16:22) 

Module 2: 

https://www.youtube.com/watch?v=DuCx5N5VAZk (Annoying questions: 3:49) 

https://www.youtube.com/watch?v=pLBw9nYI_Ks (Deaf Ideology: 17:00) 

 

Module 3: 
https://www.youtube.com/watch?v=hzzSZYbsRyM (Training Video In-service: 7:16) 

https://www.youtube.com/watch?v=ctq5uPDr_ZI (VRS call example: 2:56) 

https://www.youtube.com/watch?v=TfgnbOEkgS8&t=22s (Hurricane Irma: 2:25) 

Module 4: 

 https://www.youtube.com/watch?v=UZaajunZdl8 (Legal/Ethical content: Watch until 19:30) 

https://www.youtube.com/watch?v=JY4uof7vvZk
https://www.youtube.com/watch?v=io7z5PftOU4
https://www.youtube.com/watch?v=DuCx5N5VAZk
https://www.youtube.com/watch?v=pLBw9nYI_Ks
https://www.youtube.com/watch?v=hzzSZYbsRyM
https://www.youtube.com/watch?v=ctq5uPDr_ZI
https://www.youtube.com/watch?v=TfgnbOEkgS8&t=22s
https://www.youtube.com/watch?v=UZaajunZdl8
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A Culturally Deaf Person: 
1) Uses American Sign Language (ASL) to communicate  

2) Self-identifies as a culturally Deaf Person 

3) Usually experienced Deafness prior to acquiring spoken language 

4) Sees being Deaf as a cultural identity not a medical diagnosis and has a 

sense of pride in being a member of the Deaf community 

If you want to know if someone is culturally Deaf, it is culturally appropriate to 

ask them, “Are you Deaf?” in ASL. 

  
 

“Deaf” “you?” 
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WANT 
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Communication Assessment 
 

Perform this prior to each visit because patient preference may vary due to situation or 

environment. 

The Deaf patient may want: 

1)  A provider that can use ASL directly to communicate (especially in mental health) 

2)  An ASL interpreter or CDI (certified Deaf interpreter) to communicate with a hearing 

provider 

 

3) To write back and forth on paper with the provider. 

Hearing people have a history of using the method of communication that works best for 

themselves instead of asking patient preference. Remember – only 30-45% of spoken language 

is visible to someone who is lip reading and this method only conveys 30-40% of the 

message. Only 30-40% of spoken English is understandable through reading the lips and 

mouth due to facial hair, accents, enunciation, and similarity between words. 

 

Communication Strategies 

 
1) A break in eye contact is considered rude to the Deaf person. As you are talking, maintain 

eye contact with the Deaf person. Look at the Deaf person and not the ASL interpreter if 

an interpreter is present. 

 

2) Ensure the Deaf person has a clear visual field, plenty of light, and can your mouth while 

you are speaking. 

 

3) Speak at a normal tone and volume (do not shout) and do not overenunciate. 

 

4) Explain things in simple and direct terms, then check for understanding. 

 

5) Avoid asking closed-end questions. A Deaf person might nod “yes” even if they did not 

understand the information. 

 

6) If written instructions are in English, they should not exceed 6th grade reading level. Utilize 

bullet points rather than paragraphs. Deaf people may experience low health literacy due 

to the lack of health education material available in ASL and/or language delay. 

 

7) Allow adequate time for the appointment. Schedule in double the amount of time you 

would normally schedule for effective communication to occur. 
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APPENDIX C: 

BASELINE SURVEY 
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Please answer a few questions about yourself.      Participant Code: _____ 

 

Circle the correct answer for the following questions. 

 

1. Mode(s) of communication used by Deaf persons include: 

a. American Sign Language/manual alphabet c. Nonverbal gestures 

b. Lip reading d. All of the above 

 

2. The Deaf person who lip reads is generally able to understand: 

a. 80-100% of the message. c. 55-75% of the message. 

b. 30-40% of the message. d. 0-25% of the message. 

 

3. Which Federal law(s) prohibits discrimination against Deaf persons and mandates effective 

communication with hospitalized persons who are Deaf? 

a. American with Disability Act of 1990, Affordable Care Act 

b. Affordable Care Act, Section 504 of the Rehabilitation Act of 1973 

c. The Hearing Disability and Rehabilitation Act of 1998, American with Disability Act of 1990 

d. Section 504 of the Rehabilitation Act of 1973, American with Disability Act of 1990 

 

4. When speaking to a Deaf patient, obstacles to successful lip reading include: 

a. An accent, normal rate of speech, background noise 

b. Facing the light source, facial hair, exaggerated mouth movements 

c. Shouting into a person’s ear, standing in front of the light source 

d. Having your back to the patient, normal rate of speech 

 

5. Coworkers, family, and/or friends can interpret for a Deaf patient. 

a. True b. False 

 

1) What is your job title?  

2) How many years have you worked 

in the medical field? 

 

3) What is your gender?  

4) What is your age?  

5) What race or ethnicity do you 

identify with? 

 

6) What languages are you fluent in?  

7) Have you had prior interactions 

with a Deaf person? 

 

8) If you have had prior interactions 

with Deaf people in what capacity? 

(If no, skip this question.) 

 

9) Have you had any Deaf culture 

training? 

 

10) Have you had any training about 

people with disabilities? 
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6. Which one of these aids to communicating with the Deaf person are most important? 

a. Speaking very loudly, waiting until the person can see you 

b. Facing the person, speaking clearly in a normal tone 

c. Exaggerating the words when speaking, shouting into the person’s ear 

d. All of the above 

 

7. American Sign Language includes: 

a. Fingerspelling alphabet letters c. Combination of American Indian and French signs 

b. Body postures and facial expressions d. All of the above 

 

8. What is the best way to obtain a sign language interpreter for a Deaf patient? 

a. Contacting clinic staff who know sign language 

b. Contacting the patient’s family member/friend  

c. Asking the medical director about clinic policies  

d. All of the above 

 

9. Strategies to best optimize communication with a Deaf person include: 

a. Asking the person’s communication preferences 

b. Speaking loudly with exaggerated lip movements 

c. Making sure to provide written instructions in English 

d. All of the above 

TRUE OR FALSE 

Please circle one. 

All Deaf people read lips. True False 

If a hearing child or family member is present with the Deaf patient, they can be used 

as an ASL interpreter. 

True False 

If a Deaf patient tells you they can lip-read, they do not need an ASL interpreter. True False 

If a Deaf patient can use their voice, they do not need an ASL interpreter. True False 

If you can fingerspell the ASL alphabet, an ASL interpreter is not needed to 

communicate with a Deaf person. 

True False 

Writing back and forth is usually the best way to communicate with a Deaf person if 

there is no ASL interpreter available. 

True False 

 

Please put an ‘X’ in the box that comes closest to what you think. 

 Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

1. Deaf people have the ability to make their own 

decisions.  
     

2. Deaf people can choose where they live.      

3. Deaf people can pursue higher education to 

adequately prepare them for life. 
     

4. Deaf people can be financially secure.      
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Please put an ‘X’ in the box that comes closest 

to what you think. 

Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

5. My community benefits from the contributions 

of Deaf people. 
     

6. Deaf people can be good parents.      

7. Deaf people can have normal one-on-one 

interactions on a daily basis. 
     

8. I feel comfortable around Deaf people.      

9. I feel confident I could figure out a way to 

communicate with Deaf people in an 

emergency. 

     

10. Deaf people can get a driver’s license and drive 

a car. 
     

11. I would intervene if I observed other staff 

engaging in behaviors that appear culturally 

insensitive or reflect prejudice towards Deaf 

people. 

     

12. I am mindful of cultural factors that could 

influence the behaviors of Deaf people. 
     

13. I always utilize ASL interpreters when I 

encounter Deaf people and I am not fluent in 

ASL. 

     

14. I have learned the language used by Deaf 

people we serve. 
     

15. ASL is a stand-alone language that differs 

significantly from English. 
     

16. I can identify the influence of stereotypes on 

my thoughts, feelings, and behaviors toward 

Deaf people while providing services. 

     

17. I am capable of eliciting a Deaf person’s 

perspective about a domestic violence 

emergency. 

     

18. I have developed skills to utilize a sign 

language interpreter effectively. 
     

19. I perform a communication assessment prior to 

working with a Deaf person at the clinic. 
     

 

Note: Surveys are used and adapted with permission of the original authors Ruesch (2018) and 

Engelman & Deardorff (2016).
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APPENDIX D: 

POST-INTERVENTION SURVEY 
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Circle the correct answer for the following questions. Participant Code:_____ 

 

1. Mode(s) of communication used by Deaf persons include: 

a. American Sign Language/manual alphabet c. Nonverbal gestures 

b. Lip reading d. All of the above 

 

2. The Deaf person who lip reads is generally able to understand: 

a. 80-100% of the message. c. 55-75% of the message. 

b. 30-40% of the message. d. 0-25% of the message. 

 

3. Which Federal law(s) prohibits discrimination against Deaf persons and mandates effective 

communication with hospitalized persons who are Deaf? 

a. American with Disability Act of 1990, Affordable Care Act 

b. Affordable Care Act, Section 504 of the Rehabilitation Act of 1973 

c. The Hearing Disability and Rehabilitation Act of 1998, American with Disability Act of 1990 

d. Section 504 of the Rehabilitation Act of 1973, American with Disability Act of 1990 

 

4. When speaking to a Deaf patient, obstacles to successful lip reading include: 

a. An accent, normal rate of speech, background noise 

b. Facing the light source, facial hair, exaggerated mouth movements 

c. Shouting into a person’s ear, standing in front of the light source 

d. Having your back to the patient, normal rate of speech 

 

5. Coworkers, family, and/or friends can interpret for a Deaf patient. 

a. True b. False 

 

6. Which one of these aids to communicating with the Deaf person are most important? 

a. Speaking very loudly, waiting until the person can see you 

b. Facing the person, speaking clearly in a normal tone 

c. Exaggerating the words when speaking, shouting into the person’s ear 

d. All of the above 

 

7. American Sign Language includes: 

a. Fingerspelling alphabet letters c. Combination of American Indian and French signs 

b. Body postures and facial expressions d. All of the above 

 

8. What is the best way to obtain a sign language interpreter for a Deaf patient? 

a. Contacting clinic staff who know sign language 

b. Contacting the patient’s family member/friend 

c. Asking the medical director about clinic policies 

d. All of the above 

 

9. Strategies to best optimize communication with a Deaf person include: 

a. Asking the person’s communication preferences 

b. Speaking loudly with exaggerated lip movements 

c. Making sure to provide written instructions in English 

d. All of the above 
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TRUE OR FALSE 

Please circle one. 

All Deaf people read lips. True False 

If a hearing child or family member is present with the Deaf patient, they can be used 

as an ASL interpreter. 

True False 

If a Deaf patient tells you they can lip-read, they do not need an ASL interpreter. True False 

If a Deaf patient can use their voice, they do not need an ASL interpreter. True False 

If you can fingerspell the ASL alphabet, an ASL interpreter is not needed to 

communicate with a Deaf person. 

True False 

Writing back and forth is usually the best way to communicate with a Deaf person if 

there is no ASL interpreter available. 

True False 

 

Please put an ‘X’ in the box that comes closest to what you think. 

 Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

1. Deaf people have the ability to make their 

own decisions.  

     

2. Deaf people can choose where they live. 

 
     

3. Deaf people can pursue higher education to 

adequately prepare them for life. 

 

     

4. Deaf people can be financially secure. 

 
     

5. My community benefits from the 

contributions of Deaf people. 

 

     

6. Deaf people can be good parents. 

 
     

7. Deaf people can have normal one-on-one 

interactions on a daily basis. 

 

     

8. I feel comfortable around Deaf people. 

 
     

9. I feel confident I could figure out a way to 

communicate with Deaf people in an 

emergency. 

 

     

10. Deaf people can get a driver’s license and 

drive a car. 
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Please put an ‘X’ in the box that comes closest 

to what you think. 

Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

11. I would intervene if I observed other staff 

engaging in behaviors that appear culturally 

insensitive or reflect prejudice towards Deaf 

people. 

     

12. I am mindful of cultural factors that could 

influence the behaviors of Deaf people. 
     

13. I always utilize ASL interpreters when I 

encounter Deaf people and I am not fluent in 

ASL. 

     

14. I have learned the language used by Deaf 

people we serve. 
     

15. ASL is a stand-alone language that differs 

significantly from English. 
     

16. I can identify the influence of stereotypes on 

my thoughts, feelings, and behaviors toward 

Deaf people while providing services. 

     

17. I am capable of eliciting a Deaf person’s 

perspective about a domestic violence 

emergency. 

     

18. I have developed skills to utilize a sign 

language interpreter effectively. 
     

19. I perform a communication assessment prior 

to working with a Deaf person at the clinic. 
     

 

Note: Surveys are used and adapted with permission of the original authors Ruesch (2018) and 

Engelman & Deardorff (2016). 

 

 

Which trainings did you complete? 

 

□ Week 1 – Videos: “Dear Hearing People” & “Protecting and Interpreting Deaf Culture” 

□ Week 2 – Videos: “Annoying Questions” & “Deaf Ideology” 

□ Week 3 – Videos: Doctor’s office example, VRS call example, Hurricane Irma 

□ Week 4 – Videos: Legal/Ethical considerations 

□ All Staff Meeting with culturally Deaf person and ASL interpreter.
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APPENDIX E: 

EVALUATION TOOL 
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Evaluation of the Deaf Culture Training 

 
Please put an ‘X’ in the box that comes closest to what you think. 

 Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

1. The videos were engaging and fun.       

2. The interactive presentation at the all staff 

meeting was engaging and fun. 

     

3. The handouts I received included valuable 

information I will use in the future. 

     

4. I will utilize the information I learned in my 

work responsibilities. 

     

5. I learned new information by participating in 

the training. 

 

     

 

If you have additional feedback to share, please write your comments here. This can include both 

positive and negative aspects of your experience. Thank you in advance for your feedback. 

_____________________________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 
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APPENDIX F: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL 

LETTER 
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