Abstract

Background: Deaf and hard of hearing people persistently experience barriers
accessing health services, largely due to ineffective communication systems, a lack
of flexible booking arrangements, and a lack of Deaf awareness training for health

professional staff.

Methods: Face to face focus groups were conducted with 66 Deaf and hard of

hearing people in Deaf clubs across Wales, UK. Thematic analysis was undertaken.

Results: Responses identified from focus groups are reported as barriers faced using
health services, improvements that would make a difference, impact of accessibility

of health services, and a potential Sign language badge for healthcare staff.

Conclusions. Deaf people report that health professionals lack training on Deaf
awareness and do not know how to communicate effectively with Deaf and hard of
hearing people. Further research into Deaf awareness and training resources for
health professionals are needed to establish what improves Deaf cultural
competencies, and ultimately makes healthcare experiences more positive for

people who are Deaf.
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Introduction

One in five adults in the UK are Deaf or hard of hearing [1], and the communication
barriers deaf people face can compromise the trust and engagement needed at
healthcare appointments. Inaccessible experiences may adversely affect early
diagnosis, timely care, and adherence to required treatment [2]. The achievement of
patient-centred outcomes and full patient engagement are often problematic; and
consequently, Deaf and hard of hearing people disproportionately experience
persistent health inequalities both in terms of access to services and health
outcomes [3,4]. A one size fits all approach does not work in health services as this

perpetuates existing inequalities.

Health professional training has been said to have a medical or deficit model focus,
and still lacks information about how to effectively communicate with Deaf and hard
of hearing patients [5]. The heterogeneity of Deaf and hard of hearing people are
often not fully known to health staff [6].

Deaf with a capital D, usually refers to people who identify as, and are culturally Deaf
and may be Sign language users; and deaf people with hearing loss are referred to
with a lower-case d for deaf. In this paper we use the terms Deaf, deaf, and hard of

hearing.

Deaf people are twice as likely as hearing people to experience mental health
problems for a range of reasons including inequality of access, limited availability of
reasonable adjustments, poorer education provision and lower rates of employment
[7,8]. Wales is very rural in places, meaning people may need to travel for
healthcare. Wales is the only UK country without a Deaf mental health service,
meaning Deaf and hard of hearing patients may need to travel to England for mental
health inpatient provision [9]. There are few British Sign Language (BSL) interpreters
in Wales [10], no interpreter training programmes in Wales, which contributes to the

scarcity of interpreter provision.



The first stages of the study are reported here and involved engagement with Deaf
communities across Wales, UK, with data informing content for a Deaf awareness
package. Our primary objective for this phase of the study was to engage Deaf and
hard of hearing people and key stakeholders to clarify issues, enablers and barriers
that Deaf people experience using health services. Further project objectives such
as identifying specific requirements for a digital eLearning package and testing the
eLearning package are reported elsewhere [11]. Although the study focuses on a
particular geographical area, the issues are far from unique, and apply to many other

locations nationally and internationally [12,13,14].

Methods

Methods are reported in line with the Consolidated criteria for Reporting Qualitative
research (COREQ) [15].

Sample and Data Collection

There are at least 20 Deaf Clubs in Wales, UK, that provide social spaces for Deaf
and hard of hearing people. Each club was contacted about this project, but due to
the timing of the research, not all clubs had reopened following the period of Covid-
19 lockdowns in Wales, UK. Positive responses were received from seven Deaf
Clubs, most clubs include a mix of Deaf BSL users and members who are hard of

hearing.

The project was advertised to participating clubs using written leaflets which included
a link to a video presented using British Sign Language (BSL) with English captions.
This video provided further information and context about our study. Inclusion criteria
noted that participants must be aged 18 years or over, must live in Wales, and must

identify as Deaf or hard of hearing. We welcomed participation across genders,



ages, and a diverse range of backgrounds to ensure attention not only to Deafness
and its associated barriers, but also intersectional experiences of the participants. 66
Deaf people from across Wales patrticipated in ten focus groups. 22 participants
identified as male, and 44 identified as female, with no participant drop-out. Each
Deaf club visit was for approximately 90 minutes, with notes recorded across 41

pages of flip chart.

Focus groups were held between April and September 2022. Members of the
research team were present at each focus group. Both the Principal Investigator and
the Co-Investigator are hearing and have learnt, or are learning BSL, and the
Research Assistant is Deaf and a fluent BSL user. All the research team were
female, with no previous relationship with participants. Professional BSL/English
interpreters were also present to ensure accessibility, clear communication and
understanding. Participants were able to see the intended discussion points in
advance, and the information sheet and consent forms were provided both in writing

and in BSL at the start of each session.

Each focus group included a mix of Deaf BSL users and hard of hearing participants.
The focus groups were not audio-recorded as most participants were using BSL as
their first language. All discussion points from participants were recorded using flip
charts, pens, and post-it notes for each group to see, and all comments were

anonymous and non-identifiable.

Each session started with a short talk about the development of the Deaf Awareness
e-learning package and an opportunity for participants to ask questions. BSL/English
interpreters were involved throughout. Each session ended with a debrief, and

support was on hand from each Deaf Club coordinator. The discussions focused on:

Q1 - What are the biggest barriers you have faced using health services?

Q2 - What improvements would you like to see that would make a difference when

you use health services?



Q3 — What has been the impact of the accessibility/inaccessibility of health services

on you?

Q4 - What is your opinion of health workers wearing an "I know basic BSL" badge?

Data management and analysis

Flipchart notes were typed, read and re-read by all authors. As focus groups
progressed, researchers noted similar explanations were evident and data saturation
had been reached. Themes were identified inductively with data then themed
separately by two of the researchers, who then met to jointly discuss themes
identified, with any discordant themes discussed until reaching consensus. Themes

were then finalized and reviewed by all three authors.

Ethical approval

The project was reviewed and approved by the School of Health and Social Care’s

Research and Ethics Committee (Reference 191119c).

Results

The findings are presented as responses to the questions in focus groups, with sub-
themes. Quotes related to each theme are provided in text boxes 1-4. Detailed
demographic information was not collected to maintain anonymity as Deaf
communities in Wales, UK, can be small, connected groups, and demographic
descriptions were not a requirement for the study. Barriers were the most commonly
occurring topic with 204 comments, followed by 144 comments made about

suggested improvements to health provision.



Barriers Faced By Deaf People Using Health Care Settings

All focus group participants explained in-depth about the barriers faced by Deaf
people using health care services in Wales. Although many discussion points
focused on access to GP doctors and hospitals, discussion was by no means limited
to these settings and included access to wider healthcare providers such as
Dentists, Opticians, Pharmacies and Antenatal Services. Participants discussed
personal current and past experiences. Several sub-themes were identified in this

category, and these are discussed below with quote examples in Box 1.

- Inaccessibility of health services

Several participants noted limited communication at healthcare settings (e.g. no
interpreters) meant patients were left without clear instructions or in some cases
misunderstood information. Participants were aware there could be negative
consequences for their health if, for example, misunderstandings related to

appropriate dosages of medicines or fasting before operations.

- Difficulty booking appointments

A regular theme in focus groups was difficulties making appointments. Most doctors’
surgeries in the UK require patients to telephone to make an appointment. Many
surgeries expect patients to have a triage phone call before an appointment can be
confirmed. Some surgeries do now have online appointment booking forms, but
typically this is followed up by a phone call with a doctor, thus limiting access to Deaf
patients. Equally reception staff were suggesting family members/friends could
phone on their behalf to make appointments. But this impacts heavily on patient
confidentiality, and assumes patients have strong support networks. It is widely
recognised that involving family members to assist or to interpret is not accepted in

the making of or involvement in health appointments.

Participants noted appointments for Deaf patients typically ran late and they felt as

though they were treated differently to hearing peers. For example, Deaf people



reported seeing they were often the last patient left in the waiting room, had missed
their turn and perceived hearing patients to be having an easier experience than they

were.

- Missing information on medical records

Participant noted they were unsure if Deafness was recorded on their medical
records. They felt this was the only explanation for the continued lack of
understanding or support needed by patients. Others noted information was on their
medical records but was consistently overlooked, meaning appointments were

impacted by a lack of preparedness by medical staff.

- Access to BSL/English Interpreters

Access to qualified BSL/English interpreters was a common discussion point across
all ten focus groups, with frequent misunderstandings between healthcare settings
and patients as to who was responsible for booking interpreters. Booking interpreters
is not a patient responsibility. Participants were aware that whether or not they
needed an interpreter should be information on their health records, but often they

reported this detail was absent.

Additionally, there are complications linked to accessing interpreters at short notice,
as many UK GP surgeries only provide same-day appointments and do not allow
you to book appointments in advance. Many healthcare providers did not know about
alternative/remote video communication strategies such as SignLive [16] or
SignVideo [17].

BOX 1 GOES HERE.



Improvements That Would Make A Positive Difference To Deaf People

Participants had helpful suggestions about how health services could be improved
for Deaf and hard of hearing people.

-Accessible information for Deaf patients

Ideas flowed particularly around welcomes as patients arrive, instructions and
information, with clearer visuals, which would reduce anxiety for Deaf and hard of
hearing patients. Participants were aware appointments go more smoothly if they are
able to respond to instructions clearly, e.g. during procedures that required lying still.

Welcome videos in BSL with captions were also suggested.

-Equipping staff

Commonly, participants felt health staff should be better equipped with Deaf
awareness training and basic BSL signs, showing Deaf patients they were expected
and welcome in the space. Having staff who know how to communicate about basic
needs like where the toilet is or whether patients are allowed to eat and drink would
be helpful, especially if it may be hours before seeing a doctor/nurse who might

explain.

- Systems that empower Deaf people

Suggestions were made about Deaf people being empowered to book BSL/English
interpreters, particularly as participants were aware few staff knew how to do this
efficiently. Participants acknowledged this was not their responsibility but reported
they would feel more confident if they had greater involvement in the process and

knew what was happening with interpreter provision for each health appointment.

Increase in time-length of appointments was suggested as participants knew from

experience, they frequently left appointments without clear explanations of



instructions about their care and treatment. Explanations centred on improvements
being practical, and Deaf and hard of hearing patients not feeling they were a
burden, but were equally provided for.

-Improvements needed relating to interpreter provision:

Participants reported the benefits of having access to 24/7 BSL/English interpreters,
particularly in areas like unscheduled care, and were aware some hospitals had

delivered these services successfully in the past.

BOX 2 HERE

Impact of accessibility / inaccessibility of health services

Participants explained the impact on themselves were health services to be more
accessible, as well as consequences they had experienced due to difficulties.

Negative impacts on people’s mental health were commonly stated.

- No sign of service improvement

Participants who had complained about their care previously noticed they did not

experience improvements or see any changes, and felt they were battling services.

- Coping and realisation

Participants who felt they had put up with the status quo, and then asked for different
provision stated they were amazed at how much they had missed out on previously.
Frequently participants explained they accepted services would be inaccessible and

were used to coping with a different level of service to hearing people.



- Use of resources

Participants highlighted they were aware due to service inefficiencies and red tape,
sometimes no interpreters were booked and sometimes in error several were booked

when not requested. Participants gave these examples as a poor use of resources.

BOX 3 HERE

Potential Sign Language Logo for healthcare staff

Staff working at healthcare settings in Wales are expected to highlight their Welsh
language abilities on their uniforms or scrubs. During focus groups, we introduced
participants to the logo worn by Welsh Language Speakers and learners, typically
worn as badges to note ability to speak Welsh. Participants were asked whether they
thought introducing similar logos relating to BSL would be valuable in healthcare
settings, with potentially a logo for fluent BSL users and another for those learning.
Groups noted concerns about Deaf people themselves wearing such obvious logos
as it would draw attention to potentially vulnerable individuals highlighting their
deafness. We clarified logos would be for those working in healthcare settings
highlighting to Deaf patients which staff were able to communicate using BSL.

Comments were mixed (see Box 4), with concern that the use of BSL logos might
breed false confidence, for example the actual abilities of staff who sign may be
over-estimated by badge-wearing individuals, or potentially that Deaf BSL users
could have high expectations and might over-estimate BSL abilities of staff. There
was a strong feeling that while this would be a welcome addition in principle, there
was a fear underqualified staff would be urged to act as unofficial interpreters for
Deaf patients. It was also highlighted Deaf communities would need to be made fully
aware of the meaning of the new logos, and ideally consulted on their design and
implementation. Overall, there was general support in principle for the idea of a



badge, and particularly that health professionals needed to have some level of

proficiency in BSL.

BOX 4 HERE

Discussion

Main findings of this study

This study highlights ongoing challenges Deaf people experience as they attempt to
engage with health services for appointments, medical tests and treatments.
Although there were occasional positive experiences in health services reported by
focus group participants, in the main Deaf people reported a catalogue of
disadvantages they have experienced over many years and stressed they had seen
little signs of improvement. Participants acknowledged during the main lockdown
periods of Covid 19 they experienced increased difficulties with health service
engagement. In the main Deaf patients find health services largely inaccessible with
problems occurring frequently relating to bookings, arriving and checking in at
appointments and during consultations, medical tests, treatment and hospital
inpatient stays. Across all focus groups in all locations similar themes and comments
arose, suggesting commonalities around challenges and poor access. Whilst in all
groups some participants did mention local services where they had had positive
experiences, similar negative experiences arose time and again, suggesting data

saturation [18].

Due to limited access, resource and provision, Deaf participants relied heavily on
family and friends for health information, and sometimes for booking appointments
and British Sign language interpreting, even though they acknowledged this was not
appropriate in terms of privacy, appropriateness, and sometimes inaccurate health

information.



What is known on this topic

Previous research suggests Deaf people experience poorer physical and mental
health and have poorer health literacy than the general population [19, 20, 21, 22].
Deaf community members are at increased risk of preventable ill-health, with chronic
health conditions likely underdiagnosed and undertreated [23]. Deaf populations
have reported not being satisfied with medical care [24]. One healthcare service
specifically identified has been emergency care with Deaf communities reporting
substantially poorer access compared with the general population [25, 26]. Further
examples of a lack of health service provision also relate to mental health care with

many countries without a specific Deaf mental health service [8,9].

Sign language users in a range of countries reported their distinct language, sensory
and Deaf cultural profile are not recognised by health professional staff [27,28]. This
lack of recognition can result in Deaf individuals’ values and citizenship rights not

being upheld.

Subsequent consequences can result in Deaf people avoiding seeking care, having
limited access to health information and healthcare providers, and for Deaf women
during pregnancy, birth and postnatal periods, this can mean having longer hospital
stays [29]. Attempts at improvements by trialling specific Deaf health clinics, and
increasing the number of providers who understand the social and community

context the patient comes from have had some success [30].

Evidence also indicates a need for increased inclusion of Deaf awareness programs,
including how to communicate with Deaf people in health professional curricula,
which would ensure increased Deaf cultural competencies [31, 32, 33]. In achieving
these aims, consultation with Deaf people is essential as Deaf and hard of hearing
people teach hearing staff that connection is not just about sound, but that

communication is visual [34].



What this study adds

Whilst many of the views expressed by participants in this study from Deaf clubs in
Wales, UK, reinforce findings of previous studies, our experience indicates the topic

is of great interest and importance to Deaf communities.

Participants stated a need for increased British Sign language interpreters to be
trained and available. Whilst this change is wanted by Deaf BSL users, there are still
no training programmes for BSL interpreters in Wales, so numbers are likely to
remain at a low level, with currently only around 30 BSL/English interpreters
registered. There were many participants who conveyed a need for changes to the
ways that British Sign language interpreters are booked and confirmed, with Deaf
people wanting increased autonomy, choice, communication, and decision-making in
the process, as the current system is reportedly to be ineffective, with few successful
stories expressed; mostly due to frustrations and booking processes that are unclear
to health staff and Deaf people alike, although no clear solution was proposed by

participants.

Many participants expressed feelings of fear, distress, and avoidance of engaging in
health services often due to poor past experiences, reporting they would likely feel
isolated and have limited access to information and expected a less satisfactory
experience than hearing patients. There was generally a preference for a badge for
health professional staff indicating if they have a basic knowledge of British Sign
language as participants suggested this would at least indicate a person in a health
setting that they might approach for basic information.

These findings have implications for health professional education providers and
health service providers who have ignored complaints raised by Deaf patients. The

Equality Act 2010 was mentioned by several participants in this study, as well as



awareness that despite promises for positive change, Deaf people in Wales, UK
have so far seen little improvement in their health service experiences. According to
participants in this study, improvements are needed in booking systems and
accessibility of services. There is also a need for an increase of BSL/English
interpreters, particularly in Wales, and efficient systems for health staff to book
interpreters, with Deaf people involved in processes, so they are fully informed and
confident about arrangements. Participants also want to see improvements to data
coding and categories, so they are confident their language and communication
needs are included and visible on all health records, so each worker immediately
knows their requirements. A further improvement would be that all health staff have
working knowledge of BSL and can engage in basic communication and greetings.

Limitations

This study cannot claim to be representative of all Deaf people in Wales UK.
However, Deaf clubs across different parts of Wales, UK, were represented
(including North, South, West and South-East Wales), and were held both during day
and evening times to offer choice for those who may have been working, caring or
retired. We also sought a range of participant demographics in terms of age, Deaf
Sign language users and those who preferred to use speech, Cochlear implant and
hearing aid users as well as those who do not use assistive technology. The
research team acknowledge that there may be many other Deaf and hard of hearing
people in Wales who use health services and do not connect with Deaf clubs.

Conclusion

Deaf and Hard of hearing people frequently experience challenges and barriers
when they attempt to engage with and attend healthcare services. These challenges



and barriers often relate to limited accessibility booking appointments, to limited
health information and to health professionals having little Deaf awareness training.
It is vital that healthcare providers are properly trained and prepared to meet the

needs of Deaf people which primarily starts with effective communication.

Further research is needed to examine which methods and training resources are
most effective in improving Deaf cultural competencies, knowledge and skills of
health professionals and how these in turn may significantly improve Deaf people’s

healthcare experiences for the better.

Supplementary data

Supplementary data are available online at the Journal of Public Health online.

Acknowledgements

We would like to thank all our participants and organisers in Deaf clubs across
Wales for taking part in this research, as well as our project Steering Group for their
advice and suggestions which contributed to its successful completion. We would
also like to extend our thanks to our BSL/English interpreters who have been

phenomenally helpful throughout.

Conflict of interest statement

Authors have no conflicts of interests to report in relation to the project.

Data availability statement

The data in this article will be shared on reasonable request to the corresponding
author.



Funding

This work was supported by the Burdett Trust for Nursing, A nurse-led improvement
project in digital health [Grant number: 101010662\737073].



References

1.

Royal National Institute for Deaf People. Prevalence of deafness and hearing
loss. RNID. [Online] 2024. [Cited: 03 January 2024.] https://rnid.org.uk/get-
involved/research-and-policy/facts-and-figures/prevalence-of-deafness-and-
hearing-
loss/#:~:text=0ne%20in%20five%20adults%20in,0000%20people%20in%20N
orthern%20Ireland

. Reis VD, Santos AM. Knowledge and experience of Family Health Team

professionals in providing healthcare for deaf people. Revista CEFAC. 2019

Feb 11;21.

Rogers KD, Ferguson-Coleman E, Young A. Challenges of realising patient-

centred outcomes for Deaf patients. The Patient-Patient-Centered Outcomes
Research. 2018 Feb;11(1):9-16.

SignHealth (2014). Research Into the Health of Deaf People. Research Study
Conducted by Ipsos MORI for Sign Health. Revised by Pauline Heslop and
Sophie Turnbull. London: Sign Health.

https://signhealth.org.uk/resources/report-sick-of-it/

. Terry, J, Rance J. Systems that support hearing families with deaf children: A

scoping review. Plos one. 2023 Nov 27;18(11):e0288771.

Yet AX, Hapuhinne V, Eu W, Chong EY, Palanisamy UD. Communication
methods between physicians and Deaf and hard of hearing patients: A scoping
review. Patient Education and Counseling. 2022 May 4.

Dunn, K., Rydzewska, E., Fleming, M., & Cooper, S. A. (2020). Prevalence of
mental health conditions, sensory impairments and physical disability in people
with co-occurring intellectual disabilities and autism compared with other
people: a cross-sectional total population study in Scotland. BMJ open, 10(4),
€035280.

Terry, J, Redfern P, Bond J, Fowler-Powe M, Booth C. Deaf people Wales:

Hidden inequality. 2021, https://www.swansea.ac.uk/media/Deaf-People-
Wales_Hidden-Inequality-2021.pdf

Terry, J (2021). Developing networks to improve practice, policy and education
with Deaf communities. Clinical Psychology Forum, No 348, December 2021.
Special issue: Deafness and hearing loss

10.Welsh Government (2023). Migrant integration: research on foreign language

interpretation services. https://www.gov.wales/adequacy-and-availability-

immigration-foreign-language-interpretation-services-forced-migrants-findings-
html

11.Terry, J., Parkinson, R., England, R., Nosek, M., Humphries, I., Howells, A.,

Meara, R. (2024). Improving nursing students’ knowledge of working with Deaf
and hard of hearing patients: evaluation of a Deaf awareness eLearning
package. Nurse Education Today. Under review.

12.Souza, M. F. N. S. D., Araujo, A. M. B., Sandes, L. F. F., Freitas, D. A,,

Soares, W. D., Vianna, R. S. D. M., & Sousa, A. A. D. D. (2017). Main
difficulties and obstacles faced by the deaf community in health access: an
integrative literature review. Revista CEFAC, 19, 395-405.


https://rnid.org.uk/get-involved/research-and-policy/facts-and-figures/prevalence-of-deafness-and-hearing-loss/#:~:text=One%20in%20five%20adults%20in,0000%20people%20in%20Northern%20Ireland
https://signhealth.org.uk/resources/report-sick-of-it/
https://www.swansea.ac.uk/media/Deaf-People-Wales_Hidden-Inequality-2021.pdf
https://www.gov.wales/adequacy-and-availability-immigration-foreign-language-interpretation-services-forced-migrants-findings-html

13.Hulme, C., Young, A., Rogers, K., & Munro, K. J. (2024). Deaf signers and
hearing Aids: motivations, access, competency and service effectiveness.
International Journal of Audiology, 63(2), 136-145.

14.Masuku, K. P., Moroe, N., & van der Merwe, D. (2021). 'The world is not only
for hearing people-It's for all people': The experiences of women who are deaf
or hard of hearing in accessing healthcare services in Johannesburg, South
Africa. African Journal of Disability (Online), 10, 1-8.

15.Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int J
Qual Health Care. 2007;19(6):349-357.

16. SignLive (2024). Our Interpreters. https://signlive.co.uk/our-

interpreters/#:~:text=0Our%20Purpose,quality%20interpreting%20and%20techn
ology%20available.

17.SignVideo (2024). Our Story. https://signvideo.co.uk/our-story/

18.Hennink, M. M., Kaiser, B. N., & Weber, M. B. (2019). What influences
saturation? Estimating sample sizes in focus group research. Qualitative
health research, 29(10), 1483-1496.

19.Rogers KD, Dodds C, Campbell M, Young A. The validation of the Short
Warwick-Edinburgh Mental Well-Being Scale (SWEMWABS) with deaf British
sign language users in the UK. Health and Quality of Life Outcomes. 2018
Dec;16(1):1-2.

20.Naseribooriabadi T, Sadoughi F, Sheikhtaheri A. Barriers and facilitators of
health literacy among D/deaf individuals: A review article. Iranian journal of
public health. 2017 Nov;46(11):1465.

21.Terry, D. R,, L&, Q., & Nguyen, H. B. Moving forward with dignity: Exploring
health awareness in an isolated Deaf community of Australia. Disability and
Health Journal, 2016, 9(2), 281-288.

22.Tao AK. Knowledge, Perceived Barriers and Preventive Behaviors Associated
with Cardiovascular Disease among Gallaudet University Employees.
2018, (Doctoral dissertation, Walden University).

23.Foltz A, Shank C. Deaf Sign-Language Using Patients' Experiences in Health
Emergencies in Wales: Perspectives for Improving Interactions. Frontiers in
Communication. 2020 Oct 23;5:572855.

24.Rezende RF, Guerra LB, Carvalho SA. Satisfaction of deaf patients with the
health care. Revista CEFAC. 2020 Nov 11;22.

25.James TG, Coady KA, Stacciarini JM, McKee MM, Phillips DG, Maruca D,
Cheong J. “They’re not willing to accommodate Deaf patients”: communication
experiences of Deaf American Sign Language users in the emergency
department. Qualitative Health Research. 2022 Jan;32(1):48-63.

26.Shank C, Foltz A. Health and wellbeing for deaf communities in Wales.
Scoping for a Wales-wide survey. Inlt Makes Sense Conference: Sensory Loss
Awareness Month 2019 Nov. Bangor University.

27.Witko J, Boyles P, Smiler K, McKee R. Deaf New Zealand sign language
users' access to healthcare. The New Zealand Medical Journal (Online). 2017
Dec 1;130(1466):53-61. 8.

28.Grote, H., Izagaren, F., & O’Brien, V. How to communicate with patients who
are D/deaf or have hearing loss. 2021, BMJ, 373. DOI: 10.1136/bmj.n1382


https://signlive.co.uk/our-interpreters/#:~:text=Our%20Purpose,quality%20interpreting%20and%20technology%20available
https://signvideo.co.uk/our-story/

29.Luton M, Allan HT, Kaur H. Deaf women’s experiences of maternity and
primary care: An integrative review. Midwifery. 2022 Jan 1;104:103190.

30.Panzer K, Park J, Pertz L, McKee MM. Teaming together to care for our deaf
patients: Insights from the deaf health clinic. JADARA. 2020;53(2):60-77.

31.Gilmore, M., Sturgeon, A., Thomson, C., Bell, D., Ryan, S., Bailey, J., ... &
Woodside, J. V. Changing medical students’ attitudes to and knowledge of
deafness: a mixed methods study. BMC Medical Education, 2019, 19(1), 1-7.

32.Greene, S. J., & Scott, J. A. Promoting cultural awareness, professionalism,
and communication skills in medicine through anatomy: The Deaf culture
session. Clinical Anatomy, 2021, 34(6), 899-909

33.Terry, J., Meara, R.H. Evidence of Deaf awareness programs as part of health
professional education: a scoping review. BMJ Open. 2023. Under revision.

34.Jonsson D. (2015). You are deaf congratulations!: my childhood journey and
understanding audism. D. Jonsson. CreateSpace Independent Publishing
Platform








