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Background: We wanted to validate reports that deaf persons have difficulty obtaining medical care
by comparing physicians’ attitudes towards these patients with physicians’ attitudes toward their patients

in general.

Methods: Two questionnaires were randomly distributed to physicians attending continuing medical
education conferences at the University of Michigan during a 3-month period. The questionnaires were
identical except that one asked about deaf patients and the other about patients in general. The questions
assessed the respondent's perceptions of communication with patients, attitudes toward their patients,
knowledge of current information about deaf people, and demographics.

Results: One hundred sixty-five physicians responded, 94 to the general questionnaire and 71 to the deaf
questionnaire. The two physician groups were similar demographically, but 165 differed significantly in
communication and attitude variables. Physicians receiving the questionnaire focusing on deaf patients
reported greater difficulties in understanding (P < 0.001) and maintaining free-flowing conversations

(P < 0.001), and that these patients had more difficulty understanding them (P < 0.001), trusted them less

(P < 0.001), asked them to repeat statements more often (P < 0.001) and were less likely to understand the
diagnosis and recommended treatments (P < 0.001). Physicians also reported feeling less comfortable

with deaf patients (P < 0.001) and that they asked fewer questions (P < 0.001). Physicians were more likely
to say that deaf patients rely on interpreters (P = 0.040), get frustrated easily (P < 0.001), and are harder

to communicate with (P < 0.001).

There were no significant differences between the two groups in knowledge about deaf people. All
physicians, however, displayed ignorance about their legal obligations under the Americans w1th Disabilities

Act to provide interpreters for their deaf patients.

Conclusions: Physicians surveyed about deaf patients reported significantly greater difficulties communi-
cating with and different attitudes toward these patients than physicians surveyed about their patients in
general. All physicians were unaware of their obligations under the Americans with Disabilities Act to
provide interpreters for deaf patients. Research is needed to determine whether physician attitudes and
beliefs affect the actual quality of care they deliver to deaf patients. (J Am Board Fam Pract 1996;9:167-73.)

Hearing loss is the second most prevalent chronic
condition in the United States.! More than 20
million Americans have hearing loss, and as the
population ages, this number will rise.Z Ten per-
cent of these persons are profoundly deaf! and
rely on either lipreading or American Sign Lan-
guage for communication.

The limited amount of research available on
the health status of deaf persons suggests that
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they have altered health care utilization patterns
and poorer perceived health status. It is unclear
the role that poor physician-patient communica-
tion, inadequate health care information, coexist-
ing chronic medical conditions, cultural differ-
ences, and other factors play in this situation.?
Studies have found that deaf patients’ knowl-
edge of health information is either less than their
hearing counterparts or is incorrect and incom-
plete.*’ Similarly, inadequate communication pre-
sents a barrier to deaf persons receiving health
care.%67 Inability to communicate effectively with
physicians might cause inadequate explanations,
misunderstandings of treatments, frustration on
both sides, and more time spent in consulta-
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tion.%7# As a result of physicians’ general lack of
knowledge and understanding about deafness and
its implications, physicians might underestimate
the intelligence of deaf patients and give reassur-
ances or oversimplified explanations.? Most med-
ical schools do not address issues of stereotyping

and labeling of these patients.? In fact, most health

care personnel know little about deafness and how
deaf persons communicate.5 ,

Ebert and Heckerling!? reported that although
physicians understood the benefits of sign lan-
guage interpreters, only a minority of them used
interpreters when caring for deaf patients. Subcon-
scious sociocultural stereotypes play a role in how
physicians make clinical decisions.!!!2 Physicians’
judgment seems to be influenced by the nature of
the relationship with the patient, characteristics of
the patient, and characteristics of the physician.
Physicians’ reactions to such patient characteristics
as social class, sex, physical appearance, and ethnic-
ity result from lifelong conditioning in which
stereotypes have been firmly entrenched in the be-
lief system.!3 It is possible that preconceived cul-
tural beliefs about people with disabilities affect
the way physicians behave toward deaf patients.

This study, based on a physician survey, was
designed to investigate whether physicians per-
ceive deaf patients differently from their patients
in general. Such differences might help explain
the altered health care utilization patterns of these
persons and would have implications for training
programs for physicians and medical students.

Methods

Sample

All but 8 physician participants in the study at-
tended medical conferences organized by the
University of Michigan Center for Continuing
Medical Education (CME) in Ann Arbor, Mich,
in various locations around the state (including
Traverse City, Mackinac Island, and Ann Arbor).
Physicians attending the conferences practiced in
a wide range of specialties, but the majority were
primary care physicians in family practice and in-
ternal medicine.

The remaining 8 physicians were otolaryngol-
ogists who were selectively recruited to study
whether the physicians attending the conferences
had attitudes toward deaf persons that were dif-
ferent from those of other physicians. The oto-
laryngologists were members of the University of

Michigan Otolaryngology Department and a 5-
person private practice in Ann Arbor.

Questionnaire Design
Questionnaire items* were selected, where pos-
sible, from previously validated questionnaires,

such as those used in the Rand Corporation Sur-

vey and the National Health Interview Survey.
Additional questions were developed to address

the issue of physician-patient communication -
" with deaf persons. All questions were divided into
four areas of interest regarding the responding

physicians: their general communication tech-
niques and styles, their attitudes toward their pa-
tients, their knowledge of information about deaf
people, and their demographic characteristics.
The communication section focused on how well
physicians believed they communicated with their
patients. The attitude section asked questions to
ascertain how comfortable physicians felt around
their patients, whether their patients trusted
them, and whether their patients got frustrated
easily. The knowledge section included socio-
economic and health care-related questions about
deaf people. Finally, the demographics section
asked about the number of deaf patients in the re-
spondent’s practice as well as demographic charac-
teristics of the responding physicians.

We believed that asking each physician the same
questions about both their deaf patients and all
their patients in general would cause respondents
to normalize their answers. Thus, two versions of
the questionnaire were designed. In one version,
questions were only about the physicians’ deaf pa-
tients, and in the other, questions were only about
the physicians’ patients in general. To be consis-
tent, the former questionnaire focused on patients
with a profound hearing loss. The questions and
statements were specifically designed to address
the issues we were looking at. So that all physicians
considered the same population when completing
the survey, the phrase “deaf and hard-of-hearing”
was defined at the beginning as follows:

“Deaf and hard-of-hearing people comprise 10
percent of the American population. For the pur-
pose of this study ‘deaf and hard-of-hearing’
refers to people who have a profound or total

*A copy of the survey instrument is available from the authors
upon request.
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Table 1. Sample Demographics of Responders
(n = 165).

Characteristics Responses
Men (%) : 76
Average age (years) 43
Married (%) - - , 86
Specialty (%)
pF amltf racnce general practice 35
Intema medicine 3 ;
Otolaryngology
Other* 23
Average number of years in practice (years) 13
Have ever treated deaf and hard-of-hearing 96
patients in career (%) .
Have a deaf or hard-of-hearing 38
family member (%)
Religion
Protestant (%) ) 47
Catholic (%) ! ‘ 25
Other (%)t 22
Board certified (%) 76
Race, white (%) 87

*Other specialties, including obstetrics-gynecology, anesthesiol-
ogy, emergency medicine, neurology, otolaryngology, pathology,
surgery.

tOther religions: Jewish (5%), none (9%) and unlisted (8%).
#Other races: Asian (5%), African-American (2%), Hispanic
(1%), and unlisted (1%).

hearing loss and who rely either on lipreading or
sign language for language comprehension.”

The two survey instruments were identical ex-

cept for the statement, “I don't like treating deaf
and hard-of-hearing patients because I can’t talk
well with them,” that was left out of the general
survey. There were thus 37 questions in the deaf
questionnaire and 36 in the general question-
naire. Physicians could respond to the statements
using Likert rating scales of 1 to 7, with 1 being
“strongly agree,” “very often,” “very comfort-
able,” or “very well,” and 7 being “strongly dis-
agree,” “not often at all,” “very uncomfortable,”
or “not well at all.”
* The questionnaires were pretested on a group of
80 physicians attending a University of Michigan
CME course. Physicians took about 10 minutes to
complete the questionnaire. There were no diffi-
culties associated with the announcement or distri-
bution of the questionnaire, but ambiguities in sev-
eral statements were found. These statements were
changed to clarify their content, and the revised
survey instrument was used for this study.

Questionnaire Administration

Equal numbers of both questionnaires were -

randomly mixed by the investigators before being
given to the University of Michigan Continuing
Medical Education Center. The director of the
center gave a precounted set of surveys to a staff
person responsible for distributing the question-
naire at each conference. To maximize consis-

tency in the administration of the questionnaires,

each staff person received the same set of instruc-
tions, which included a statement of the basic
purpose of the study (to understand how physi-
cians interact with their patients) along with a
script to read to the physician audience. The staff
person was also instructed to record the number
of questionnaires distributed and completed.
Physicians returned the completed question-
naires to the staff person. There were no addi-
tional steps used to persuade physicians to com-

_plete the questionnaires. No information was

available about physicians who did not complete
the questionnaire. :

Analysis -

After initial descriptive analysis, differences be-
tween the physician responses regarding patients
in general and deaf patients with respect to demo-
graphics, communication techniques, attitudes,
and knowledge were tested using chi-square
analysis and Student’ t-tests. Although not pre-
sented, the effects of the specialty, demographic,
and experience variables (both practice-based and
personal) did not alter any ﬁndmgs when in-
cluded in analysis.

Results

Demographics

A total of 165 physicians responded to the survey;
94 completed the general questionnaire and 71
the deaf questionnaire. The overall response rate
to this onetime request was 38 percent. The de-
mographic characteristics of the participants are
shown in Table 1. Univariate analysis demon-
strated no demographic differences between the
respondents in the two survey groups.

Communication

Physicians who completed the deaf questionnaire
reported more difficulties communicating with
patients than did the comparison group (Table 2).
They were also more likely to report they did not
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Table 2. Communication of Physicians
with Deaf Patients Compared with All Patients.

equally with the statement: “The
Americans with Disabilities Act

(ADA) requires that doctors

: Deaf All .
Questionnaire Item” Patientst Patientst PValue Pr OVIdE.: deaf a'nd bard'Of'heaF -
: ing patients with interpreters in
How well do you think your ) 3.8 2.5 <0.001 doctor’s ofﬁces at the doetor’s
_ patients understand you? ‘ )
expense” (mean 4.8 for both
How well do you understand 35 255 <0.001 Lik 1
your patients? ’ groups on a 1-7 Likert scale,
How well do your patients trust you? 2.8 2.2 0.001 WIth' 1 be.lng agree strongly and
How well are you able to maintain 46" 22 <0.001 7 being disagree strongly).
a free-flowing conversation ‘
with your patents? Discussion
How often do your patients interrupt 4.3 . 4.0 NS :
;"ou toak é’u ol P Our results suggest there are
How often do your patients ask you 3.8 4.6 0.001 d.lffer el}ces in the ‘fvay physi-
to repeat something? . cians view deaf patients com-
My (Eatients usually understand my -~ 3.3 26 <0.001 pared with their perception of
iagnosis and recommended

treatment.

patients in general. That physi- -

*In the deaf questionnaire, the words deaf and hard-of-hearing were inserted before the

word patient in each of the questions.

tNumbers are averaged on a scale from 1 to 7, with 1 indicating very comfortable, strong-
ly agree, extremely well, or very often and 7 indicating very uncomfortable, strongly dis-

agree, not well at all, and not often at all.

understand their patients (P < 0.001) and to be-
lieve their patients did not trust them (P = 0.001).
There was no difference in how often patients
were perceived to interrupt to ask questions, al-
though physicians who answered the general
questionnaire were more likely to report their pa-
tents asked them to repeat something (P = 0.001).

Attitudes and Beliefs

Table 3 presents the responses to the attitude and
belief statements for each group. Whereas physi-
cians who received the general questionnaire re-
ported feeling more comfortable with their pa-
tients (P < 0.001), those who received the deaf
questionnaire reported they communicated less
easily with their deaf patients (P < 0.001). Similar
to the difference in level of padent trust, those who
received the deaf questionnaire rated a lower level
of patient trust toward all physicians (P 0.003).
There was no significant difference between the
two groups responding to the statement, “Hearing
impairment is an invisible handicap.”

Knowledge

There was no significant difference between the
two groups on any of the items in knowledge of
current information about deaf persons. Respon-
dents to both questionnaires, however, disagreed

cians were more likely to com-
plete the questionnaire if they
received the general survey
(equal numbers of both ques-
tionnaires were distributed, but
a higher percentage of general
questionnaires were completed) further supports
this finding. Such differences, if they do exist,
have serious implications in view of the current
emphasis on equal access to care for people with
disabilities. '

Communication

Physicians who received the deaf questionnaire
reported numerous communication difficulties,
including a feeling that deaf patients had trouble
understanding them. Perhaps it is harder for
physicians to maintain a free-flowing conversation
with these patients. It is interesting, however, to
note these physicians also reported that deaf pa-
tients ask them to repeat statements less often
than other patients, contrary to what one would
expect if communication were unclear. It is possi-
ble that deaf persons might be fearful or shy when
seeing physicians, or that the cultural norms of the
deaf community, an absence of interpreters, or an

. inability of the physician or patient to communi-

cate clearly because of the language barrier could
contribute to fewer questions being asked.

The finding that physicians have trouble com-
municating with and understanding their patients
is consistent with the results of previously pub-
lished research.3612 Common perceptions by
deaf persons and physicians regarding the diffi-
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culties of their interactions sup-
port the existence of the prob-

Table 3. Attitudes and Beliefs of Physiciatis Toward Deaf Patients
Compared with Attitudes and Beliefs Toward All Patients.

lem and the need to address it.

: : : Deaf All
Another 1nte.re.:st1ng finding Questionnaire Item* Patients' ~  Patientst PValue
~was that physicians who re-

sponded to the general question-  How comfortable do you feel .28 1.8 <0.001

. . around your patients?
naire were more likely to report ) i

. . d th Most patients rely on interpreters 4.5 5.1 0.040

that their p?tlents truste em. to communicate with doctors.
Our previous T esearch has v, patients get frustrated easily. 4.2 5.2 ~<0.001
shown tha_t’ desplte the COMMU= T communicate easily with my patients. 4.3 22 <0.001
nication .dlfﬁ(:UI'tl?S’ deaf patients My patients ask a lot of questions. 45 33 <0.001
trust their PhYSICIQI";S as much as My patients trust doctors. : 3.6 .1 0.003
hearing patients d_o' Reasc')n‘s for . My patients worry they receive 36 5.0 <0.001
the difference in physicians’ the wrong treatment because
perceptions are unclear, as is 35 n 3l(’)lcetré‘rsscomm“nlca““g
whether these perceptions affect Hearing impairment is an 33 29 NS

their treatment of deaf patients.

invisible handicap.

Attitudes

Physicians who filled out the
deaf questionnaire reported a
lower level of comfort when see-
ing these patients. Whether this
lowered comfort level is the result of previous diffi-
cult experiences communicating with deaf persons
or is due to negative attitudes about deaf persons is
unknown. Interestingly, there was no difference
between physicians who care for many deaf pa-
tients and those who care for only a few, suggesting
that exposure to deaf patients does not improve
this feeling. Whether this discomfort also occurs
with other types of language barriers (other non-
English-speaking adults have similar problems ob-
taining health care’) is unknown. Similarly, it is un-
known whether physicians respond differently to
different types of disability. It is possible that the
differences between our two groups were due to
the attitudes toward all disabilities, not just hearing
loss. Further research is necessary to determme
the effect of these issues.

It is possible that the deaf commumty, a well-
described minority,!4!5 has unique cultural beliefs
regarding health care. Our unpublished research
suggests, for example, that deaf persons have dif-
ferent attitudes and beliefs about acquired immu-
nodeficiency syndrome (AIDS) compared with
hearing persons. If so, the unique perceptions of
deaf persons might affect how physicians interact
with them.

Physician attitudes and styles could also explain
the greater frequency of physician visits that deaf

*In the deaf questionnaire, the words deaf and hard-of-hearing were inserted before the
word patient in each of the questions or statements.

tThese numbers reflect averages on a scale from 1 to 7, with 1 indicating very comfort-
able, strongly agree, extremely well, or very often, and 7 indicating very uncomfortable,
strongly disagree, not well at all, and not often at all,

patients are known to make.}16 If deaf patients do
not understand what they have been told or if
physicians do not consider these patients’ belief
systems when making treatment recommenda-
tions, they might make return visits in an attempt
to meet their health care needs.

Knowledge '

Although there was no difference between the

two groups about their knowledge of the deaf
population, physicians as a group disagreed with
the statement: “The Americans with Disabilities
Act (ADA) requires that doctors provide deaf and
hard-of-hearing patients with interpreters in the
doctor’s office at the doctor’s expense.” This indi-
cates that physicians are not aware of their legal
obligations under the Americans with Disabilities
Act, If true, education is needed for providers to
facilitate health care access for deaf patients and
avoid legal complications. We know of two law-
suits (one in Michigan and one in California)
which have been filed by deaf patients who claim
their physician failed to provide interpreter ser-

vices. It is anticipated that the use of interpreters

will benefit the physician-patient relationship,
although its impact on health care utlization and
outcomes are unknown. Some evidence suggests
interpreters could actually increase the use of the
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health care system by deaf persons.? Anecdotal
evidence in the deaf community would suggest
that poor communication between deaf persons
and their physicians results in poorer outcomes;
however, this outcome has not been investigated
in controlled studies. Such studies are sorely
needed. ‘

Limitations

We recognize several limitations of this study, in-
cluding sample bias, small absolute differences,
and different interpretations to some responses of
study questions. First, physicians who take partin
surveys at CME conferences might not be repre-
sentative of the general population of physicians.
- Moreover, physicians who received the deaf ques-
tionnaire might have discarded it if they had no
deaf patients.

Second, only 38 percent of physicians invited
to participate in the survey completed the ques-
tionnaire. Where there are multiple con-
tacts with people to whom the questionnaire
is distributed, 38 percent would be consid-
ered quite low. This onetime request was made
to a group of attendees who were also being del-
uged with information and other requests, how-
ever, and as no additional efforts were made to
encourage participation, we consider our re-
sponse rate to be acceptable. Nevertheless, it is
possible that the respondents were not typical
of all physicians at the conferences. Further-
more, because we have no information about
those who did not complete the questionnaire,
we cannot tell whether there are measurable dif-
ferences between those who did and did not
complete the questionnaire. :

Third, although there were numerous signifi-
cant differences between the respondents’ an-
swers to the two questionnaires, for some state-
ments the absolute numbers were not that
different. For example, the mean score for how
much physicians thought their patients in gener-
al trusted them was 3.1, and the mean score for
how much physicians thought their deaf patients
trusted them, was 3.6. The two means are rela-
tively close, although statistically different. The
clinical importance of these cases might be less
than when a wider spread occurred between the
means. That there was a statistically significant
difference with almost every question, however,
supports the conclusion that physicians do view

deaf persons differently.
Fourth, the wording of the statements could

- have affected the responses in unintended ways.

Unfortunately, the English language is inconsis-
tent with words related to hearing loss. People
who are hearing impaired are often considered
deaf and vice versa. Although the phrase “deaf
and hard-of-hearing” was defined in our survey,
physicians might still have used internal percep-
tions of deafness and included patients with mild
hearing loss when they gave their responses. For
example, a few physicians in both groups listed
that they had treated hundreds of deaf patients.
We suspect that these physicians included all pa-
tients with hearing loss. The recurrent differ-
ences, however, between the two physician
groups suggest that physicians do view their deaf
patients differently; the similarities of both survey
results regarding physician knowledge about
deafness supports this conclusion. Moreover, if
physicians did include patients with milder hear-
ing loss, our findings are even more impressive;
physicians are likely to have greater difficulty
with persons with more severe hearing loss.

Fifth, physician responses could have been af-
fected by the way the questionnaires were distrib-
uted. Questionnaires were distributed at each
conference by different people, and although
these people had the same set of instructions, it is
possible they were not consistent in their delivery.
Moreover, those who distributed the question-
naires were not blinded to the purpose of the
study.

Conclusions :

We found significant differences in the way
physicians responded to questions about patients
compared with their general patients. Further re-
search is required to pinpoint specific reasons for
the difficulty in the deaf patient-provider rela-
tionship, including whether the difficulties are
unique to the deaf patient population, to all non-
English speaking populations, or to patients with
all types of disabilities. Once these reasons have
been described, efforts can be directed toward
improving interactions between deaf patients and
their physicians.

We would like to thank the following people for their support
during this project: Richard V. Harrison and his assistants, Holly
Peters-Golden, James Peggs, Lisa Harrison, Lee Green, Debbie
White and Beverly Williams.
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