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COVER STORY

Ensuring an Inclusive
Environment for Deaf and

Hard of Hearing Patients

diversity, equity, and inclusion must be extended to

the Deaf and hard of hearing (DHH) patient
population. This article provides insight into what it is
like to be a Deaf dental patient. There are few Deaf
dentists in the United States. As Deaf dental professionals,
we offer this article to provide a unique perspective on
how our profession can make the clinical environment
more inclusive.

Let’s begin by imagining what a DHH patient experi-
ences as they arrive for a dental appointment. After
checking in, they wait to be called in for care. Just waiting
can be stressful, as most dental offices don’t offer sign
language interpreters. The patient must constantly look
at the door to ensure they do not miss their name being
called. Once they are in the treatment room, the dentist
or other team member may start talking with a mask cov-
ering their face, and the DHH patient must remind them
to remove their mask to allow for lip reading or ask them
to write down what they are saying.

During the visit, it is common for dentists and team
members to turn away to face the computer screen, talk-
ing without facing the patient. Dental professionals often
fail to provide DHH patients with details about diagnoses

The growing awareness in the dental community for

By Joseph Samona, DDS, Michael Korleski, RDH, BSDH,
and Stephen J. Stefanac, DDS, MS

and treatment plans or fail to deliver in-depth oral hy-
giene education. This is perhaps due to a lack of patience
by the provider to communicate, or a perceived burden
of having to write down a back-and-forth interactive con-
versation. Although this situation is frustrating for the
Deaf patient and the dental provider, it must be overcome
to ensure patient safety, informed consent, patient com-
pliance, and optimal outcomes.

We hope this brief article can provide insights into
Deaf individuals’ challenges and how we, as dental profes-
sionals, can provide a more inclusive environment for
these patients.

Background on hearing loss

Hearing loss is among the most common physical dis-
abilities in the United States. The threshold of sensitivity
to sound, measured in decibels, allows various auditory
tests to diagnose hearing loss (See Table 1).!'? Several fac-
tors cause hearing loss, including age-related degenera-
tive processes, genetic mutations, noise exposure, oto-
toxic drugs, trauma, and illness.?

People with severe or profound hearing loss are com-
monly referred to as deaf, and those with mild or moder-
ate hearing loss are considered hard of hearing. Some

Most of us will encounter Deaf individuals in our practices. But few

of us possess the necessary insights into the challenges faced by
Deaf individuals — and how we, as dental professionals, can

provide a more inclusive environment for these patients.
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individuals describe themselves as “deaf” (with a lower-
case “d”) because these individuals do not associate
themselves as a part of the Deaf community or refer to
their deafness as a disability or a medical condition.” The
term “Deaf” (with the upper-case “D”) represents a cul-
tural group of people united by cultural traditions and
strengths arising from communicating through sign lan-
guage.® (For the purposes of this article and for continuity,
the upper-case “Deaf” is used throughout — Ed.)

The Deaf and hard of hearing population is a diverse
group of individuals with various degrees of hearing loss,
educational backgrounds, communication methods, and
cultural identities. Perceptions of deafness can vary
among individuals. The hearing population typically
views deafness as a medical condition requiring treat-
ment. From that perspective, the inability to hear inter-
feres with a person’s ability to sense environmental cues,
communicate. and enjoy the mainstream culture, such as
music. Additionally, the lay public often believes that
hearing loss can be improved or restored with assistive
technology such as hearing aids or cochlear implants,
and that Deaf individuals must be treated to function in
this society.!

patient’s response fo a question during treatment.

Disparities in the DHH community

It is estimated that 95% of Deaf individuals in the Unit-
ed States grow up in a hearing family, which can create a
language barrier that results in a loss of awareness of
personal and family health history.> Deaf individuals may
experience social isolation when family members and
friends converse without the use of American Sign Lan-
guage. They cannot follow what is said, depriving them of
incidental learning opportunities.® These opportunities
occur not just at the dinner table, but also at school, at
work, and in the media.

Figure 1 (See Page 44) shows the role of incidental
learning and marginalization on health literacy for Deaf
individuals.® This isolation and lack of interactions places
the DHH at risk of poor health literacy, with Deaf indi-
viduals 6.9 times more likely to have inadequate health
literacy than hearing individuals.®

Compounding access to written health information,
the mean reading grade level is 5.9 for Deaf individuals
and 9.8 for their hearing counterparts.’ Lower health lit-
eracy can also be due to other factors, such as language
utilization, age, gender, race, education, income, and

grade level.’ )
(Continued on Page 42)

Interpretive services — Dr. Joseph Samona, lead author of this article, is shown here with a sign language interpreter relaying a
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The U.S. health care system has of-
ten failed to provide accessibility for
Deaf individuals. Deaf adults use few-
er health care services than other
language minority groups due to so-
cial isolation and a lack of accessible
health information.® There are varia-
tions in the experiences of the Deaf
and their accessibility to health care.
Positive experiences can occur where
an American Sign Language (ASL) in-
terpreter is available to improve com-
munication between the provider and
the Deaf individual.® Negative experi-
ences arise from a lack of communi-
cation or interpreters, leading to mis-
trust of providers.

Approximately half of Deaf individ-
uals found their last meeting with
their health care provider difficult.!
During interactions between provid-
ers and Deaf individuals, Deaf indi-
viduals tend to accept and say “Yes”
to providers without asking ques-
tions or attempting to better under-
stand.”® From the health care provid-
er’s perspective, it is difficult to know
whether the Deaf individual under-
stands what they’re told. Many pro-
viders incorrectly assume they were
understood by their Deaf patients,
leading to misunderstandings.?

The DHH population is often over-
looked in medical and dental educa-
tional programs, and as a result health
care providers are not well-prepared to
effectively communicate with Deaf pa-
tients. These disparities in the health

Table 1 — Levels of Hearing Loss

care system can be caused by a lack of
health providers who use ASL inter-
preters, personal and financial chal-
lenges when using interpreting servic-
es, and poor awareness of the Deaf
population. It is essential for the health
care provider to recognize that some
Deaf individuals are embarrassed to
ask personal questions in the presence
of an interpreter due to privacy issues,
further limiting the exchange of health
information in even the best of circum-
stances. Providers must consider these
additional barriers to communication
when selecting an ASL interpreter.

Several studies have found Deaf
children have poor oral health, in-
cluding increased caries, gingivitis,
and a lack of oral health knowledge
and preventive behavior''?® resulting
from poor accessibility to health care,
especially oral health care. There is a
higher percentage of sound teeth in
hearing students than in Deaf stu-
dents." For instance, when examined
for caries, 55.9% of Deaf students ex-
hibited dental caries, compared to
13.8% of hearing children." The hear-
ing students also had greater dental
knowledge and oral health behavior,
such as frequency of brushing and
healthy dietary habits, compared to
the Deaf students.!* This lack of oral
health knowledge in the DHH commu-
nity places them at significant risk of
poor oral health and underscores the
need to educate and promote oral
health in the DHH community.

Level of Hearing Level | Common Sounds

Hearing Loss (Decibels)

Mild 20-40 dB Rustling Leaves, Birds Chirping
Moderate 41-55 dB Conversational Sounds
Moderate-Severe | 56-70 dB Vacuuming, baby crying

Severe 7190 dB Dog barking, piano playing

Profound >90 dB Lawn mower, band playing, police siren

The DHH population
is often overlooked

in medical and dental

education programs,

and as a result health
care providers are
not well-prepared to

effectively communicate

with Deaf patients.

How to effectively communicate
with DHH patients

Most dentists will likely treat Deaf
patients during their career. Effective
communication is critical to improve
accessibility for the DHH patient. Here
are some tips for establishing effective
communication with DHH patients.

Use proper terminology. DHH pa-
tients prefer to be referred to as
“deaf” or “hard of hearing.” Refrain
from calling DHH patients “hearing
impaired,” because this implies that
their hearing is not working properly
and their ears are “broken.” Other
common historical terms that you
should refrain from using are “deaf
and dumb” and “deaf and mute.”

Ask the patient about their com-
munication preferences. Communi-
cation preferences vary among DHH
individuals depending on their back-
ground. DHH individuals may use
American Sign Language, spoken lan-
guage, or both. Some DHH individu-
als may have been raised in a hearing
family with no exposure to ASL, while
some have come from a family with
other Deaf members where the only
communication method is using ASL.
Ask the patient what their communi-
cation preferences are.

Do not rely only on written Eng-
lish to communicate. American Sign
Language is not based on written
English and the context and grammar

42 JOURNAL OF THE MICHIGAN DENTAL ASSOCIATION e DECEMBER 2022
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In conversation — Co-authors Drs. Stephen Stefanac and Joseph Samona converse using American Sign Language. Both photos on
these pages were taken while Samona was a student at U-M. (Photos by Leisa Thompson Photography for the U-M School of
Dentistry. Used with permission.)

differ significantly. Accommodations
may range from lip reading and back-
and-forth notetaking to having a certi-
fied and qualified sign language inter-
preter on site. Should a new patient
arrive, video remote interpreting ser-
vices can be used, since writing is of-
ten cumbersome for DHH patients as
well as dental providers. Many dental
offices subscribe to services that in-
terpret foreign languages, and an ASL
interpreter may also be available. No
matter what method is used, dental of-
fices should have procedures in place
to provide reasonable accommoda-
tions to DHH patients to ensure they
can participate in their dental care.
Know how to obtain an ASL inter-
preter. There are several interpreting
agencies in Michigan, depending on

the location. Dentists can search for
interpreters and interpreting agen-
cies at https://interpreter.apps.lara.
state.mi.us. It’s strongly advised not
to ask the Deaf patient to bring their
friend or a family relative to act as an
interpreter. The information received
by DHH patients when friends or family
members are interpreters can be bi-
ased, because the person providing the
information may be biased themselves.
When arranging for a qualified sign lan-
guage interpreter be sure that they are
familiar with dental terminology.
Always maintain eye contact. No
matter what the accommodation re-
quest may be, it's essential for the
dentist to always maintain eye con-
tact with the Deaf patient. Wait until
the patient makes eye contact with

you before speaking. It’s one way the
dentist can develop rapport with the
Deaf patient, by helping the DHH pa-
tient feel respected and comfortable.

Speak in a manner that facilitates
lip reading. If the DHH person relies
on spoken language, speak at a nor-
mal pace. There is no need to exag-
gerate mouth movements. Make sure
nothing is covering your mouth while
speaking. Gestures and expressions
can be helpful. Many factors reduce
the effectiveness of lipreading, such
as lighting, facial hair, accents, or
lack of eye contact. The DHH patient
will often nod their head in agree-
ment even though they may not un-
derstand the provider. Asking the
patient to reflect back important

(Continued on Page 44)
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points can be effective in assessing
the patient’s level of understanding.

Provide an appropriate environ-
ment. Avoid bright light from magni-
fying loupes or an overhead light.
Avoid being backlit by sitting in front
of a window, as it can be challenging
for the patient to see you clearly.
Also, avoid dark lighting, making it
harder for the patient to see. Reduce
background noises, such as music in
the operatory.

Have protocols in place for staff
and clinicians to follow when treat-
ing DHH patients. Deaf and hard of
hearing people often disclose their
deafness and/or preferred communi-
cation methods when making an ap-
pointment with their providers. How-
ever, that will not always be the case.
The front desk should ask what their
communication needs are and docu-
ment this information in the patient’s
health record. Dentists can include
questions about hearing loss and

communication preferences on the
health history form. Physical or elec-
tronic flags in the dental records can
prepare staff and clinicians before
they greet the patient. In the recep-
tion area, walk up to the patient in-
stead of calling their name. Only have
one person speak at a time when mul-
tiple people are in the room.

Avoid dental jargon. It is easier for
the Deaf patient to understand plain
language. Consider using simpler
words to explain the context of treat-
ment plans for better understanding.

Use visual aids. Having a picture
or model can be highly effective when
educating DHH individuals, since
most are visual learners.

Use technology. Clinicians can
also download certain apps such as
Otter.ai (https://otter.ai) or Ava
(https://www.ava.me), or a virtual
smartphone assistant to translate au-
dio into text. Be aware that the trans-
lation may not be accurate. It’s also

Figure 1 — Sources of Incidental Learning

Health
Care

Socio-
demographics

Family/Friends

possible to use the phone to text back
and forth instead of writing on paper.

Allow for slightly longer appoint-
ments. Some additional time will be
needed to ensure full communication
access with the Deaf patient. For ex-
ample, when there is an hour-long ap-
pointment for oral hygiene -care,
about 15 minutes should be added for
discussion of oral hygiene instruc-
tions or examination findings as well
as address any questions the patient
might have.

Whether required
by law or not,
ensuring an inclusive
environment for Deaf
and hard-of-hearing
individuals is essential
to provide an equal
opportunity to benefit

from our services.

The Americans with Disabilities Act
of 1990 and ACA Section 1557
Individuals with disabilities are
protected from discrimination by the
Americans with Disabilities (“AwDA”)
Act of 1990. This bill was signed into
law in 1990 by President George H.W.
Bush to eliminate discrimination by
providing equal opportunities for
all.’® The act is divided into different
categories based on a facility’s fund-
ing source and payroll sizes.”® For ex-
ample, federally funded clinics fall
under Title II, which mandates ac-
commodations for those with disabil-
ities.!1” Most private dental practic-
es fall under Title III, because they do
not receive federal funding,'® and they
must follow the minimum accessibili-
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ty standards under the AwDA law.!®
Therefore, any private firm in a public
setting, such as a dental office, must
provide reasonable accommodations
if there are persons with disabilities
using the space to receive services.!®

Regulatory requirements found un-
der Section 1557 of the Affordable
Care Act state that a covered dental
practice must take appropriate steps
to ensure that communications with
patients, prospective patients, mem-
bers of the public, and companions
with disabilities are as effective as
communications with others. The
dental practice must furnish appro-
priate auxiliary aids and services
where necessary to give such individ-
uals with disabilities an equal oppor-
tunity to participate in, and enjoy the
benefits of, a service, program, or ac-
tivity of the dental practice.?? The
dental practice must provide appro-
priate auxiliary aids and services; for
example, a Deaf person has the right
to receive reasonable accommoda-
tion, as defined in the AwDA, by hav-
ing a sign language interpreter avail-
able. All firms are expected to provide
reasonable accommodations regard-
less of the funding and payroll size.!®
There is an exception within the
AwDA for “undue burden,” defined as
significantly changing the nature of
service and expense, which makes it
impossible for firms to provide rea-
sonable accommodations.”® The term
“undue burden” allows a firm to de-
termine how impacted its service is
by providing the accommodations.

AwDA requirements on effective
communication provided by the U.S.
Department of Justice Civil Rights Di-
vision note that if an entity chooses
to provide Video Remote Interpreting
(VRI), all of the following specific per-
formance standards must be met:

B Real-time, full-motion video and
audio over a dedicated high-speed,
wide-bandwidth video connection or
wireless connection that delivers
high-quality video images that do not
produce lags, choppy, blurry, or

grainy images, or irregular pauses in
communication.

B A sharply delineated image that
is large enough to display the inter-
preter’s face, arms, hands, and fin-
gers, and the face, arms, hands, and
fingers of the person using sign lan-
guage, regardless of his or her body
position.

B A clear, audible transmission of
voices.

B Adequate staff training to en-
sure quick set-up and proper opera-
tion.®

Whether required by law or not,
ensuring an inclusive environment
for Deaf and hard-of-hearing individ-
uals is essential to provide an equal
opportunity to benefit from our ser-
vices. Taking measures to implement
the highest level of accommodation
available to the profession supports
access to care. It promotes patient
participation and understanding of

Complying with ACA Rule 1557

oral health and care recommenda-
tions that will improve health out-
comes for those we serve. ®
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