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BACKGROUND FINDINGS

Summary

METHODS

The number of older adults (persons age 65 and older) living in the 
U.S. is increasing and nurses must be poised and prepared to provide 
safe, quality care to the diverse individuals who comprise this growing 
group. Deaf older adults are among the diverse individuals in this 
growing group of aged; some of them will be sign language users while 
others will not.

Deaf older adults who use some form of sign language are often 
persons who were born deaf or experienced hearing loss early in life 
(early-deafened). Conversely, deaf older adults who don’t use sign 
language (sometimes referred to as hard of hearing persons) are often
people who experienced hearing loss late in life, during their older age 
(late-deafened). In addition to differences in age at onset of deafness and 
primary language use, differences exist in cultural norms and values and 
life experiences between the two groups.

While exact numbers are unknown, many older adults are expected to 
be Deaf (with a capital “D”); 

1. those born deaf, or those deaf since childhood,
2. those who use some form of American Sign Language (ASL), not 

English, as a primary language, and
3. those who are members of a close-knit community with shared 

norms and values (referred to as the Deaf – capital “D” -
community).    

Some of these Deaf elders will be a subset of the general cohort of “Baby 
Boomers” (those born 1946 – 1964) while others will be a subset of the 
“Rubella Bulge” cohort (those more than 8,000 deaf children who were 
born 1963 – 1965 as a result of a rubella epidemic).

The distinct cultural-linguistic and “fund of knowledge” traits of deaf 
ASL users are described, thoroughly, in extant literature and the impact 
of these traits on healthcare encounters is clearly emphasized. Anecdotal 
clinician reports, clinical case studies, and research studies involving deaf 
ASL users have indicated that early-deafened persons have more 
difficulty communicating with healthcare providers, are less satisfied 
with their healthcare encounters, and are less knowledgeable about 
general health than other healthcare consumers. Further, adults who 
have been deaf since childhood report worse health and fewer 
healthcare visits than adults in the general U.S. population.

Similar to persons from other racial, ethnic, and linguistic minority 
groups, deaf ASL users are confronted by various barriers to accessing 
essential health information and services during their lifetimes. It is not 
known, currently, how a lifetime of barriers to accessing preventive 
health information or safe, quality healthcare services impacts healthy 
aging among deaf ASL users. It is known, however, that nurses comprise 
the largest group of clinicians working in the healthcare system and 
spend more time interacting with patients in clinical situations than any 
other healthcare professional. Accordingly, nurses must have the 
knowledge, skills, and attitudes necessary to improve the quality and 
safety of healthcare delivery to deaf ASL users if we are to achieve 
Healthy People 2020 goals and QSEN (Quality and Safety Education for 
Nurses) competencies.

Nurses are often unaware of the health care wants and needs of deaf 
ASL users during clinical encounters and meaningful training in cultural 
awareness and nursing care to deaf ASL users is lacking in most nursing 
education programs. In an effort to increase cultural intelligence and 
nursing skill in the care of deaf ASL users among nursing students, faculty 
from The College at Brockport, SUNY partnered with local deaf ASL users 
to deliver an education and role-reversal simulation exercise to senior-
level nursing students. The education and simulation exercise had several 
aims, including:

1. Giving students simultaneous opportunities to experience 
communication barriers from the patient’s perspective and to learn 
basic strategies to lessen these barriers;

2. Educating students about deaf ASL users and the Deaf community 
and its diverse subgroups;

3. Enhancing students’ cultural intelligence for engaging with deaf 
patients;

4. Testing the feasibility of adapting/implementing the simulation as 
part of a nursing program; and

5. Capturing nursing students’ perspectives on the 
relevance/significance of this training to their careers.

The aims of the Brockport Deaf Health Center (BDHC) education and role-reversal 
simulation exercise were achieved in full. Based on participants’ formal and informal 
feedback, the following education and simulation aims were achieved:

1. Students experienced communication barriers from the patient’s perspective and 
learned basic strategies to lessen those barriers;

2. Students learned about deaf ASL users from deaf ASL users and they were educated 
about the Deaf community and its diverse subgroups by members of the Deaf 
community;

3. Students’ cultural intelligence for engaging with deaf patients was enhanced;
4. The feasibility of adapting/implementing the simulation as part of a nursing 

program was established; and
5. Nursing students’ perspectives on the relevance/significance of this type of training 

to their careers were captured.

Student Evaluations

Twenty-nine nursing students participated in the BDHC training and approximately 
90% (n=26) completed the evaluation form. The evaluation findings were as follows:

Numeric Scale Items (5 = Strongly Agree, 1 = Strongly Disagree)

• 100% of respondents strongly agreed with the statements:
• “I learned valuable things through my participation in BDHC.”
• “My BDHC experience is likely to positively impact my attitudes and behaviors in 

future interactions with patients who are Deaf.”
• “My BDHC experience is likely to positively impact my attitudes and behaviors in 

future interactions with clinician colleagues who are Deaf.”
• 96% of respondents strongly agreed with the statements:
• “The group discussion was a useful debriefing session.”
• “My BDHC experience is likely to positively impact my attitudes and behaviors in 

future interactions with patients who do not speak English.”
• 92% of respondents strongly agreed with the statement:
• “The role-playing time was used effectively.”

• 77% of respondents strongly agreed with the statements:
• “The lecture was informative.”
• “The information folder handed to you prior to BDHC was helpful.”

None of the respondents strongly disagreed with any of the statements.

Adjectives to Describe BDHC

Plans for Practice:

All respondents indicated that they plan to implement at least one practice 
improvement as a result of the BDHC training program. Examples of their plans
Include:

• Pushing for faster response times for interpreters in the emergency department
• Using the term, “deaf” instead of “hearing impaired”
• Being more understanding and patient when working with deaf patients and 

patients who don’t speak English
• Making eye contact with deaf patients
• Asking deaf patients about their communication preferences
• Taking basic sign language classes

Additional Comments/Suggestions for Improvement:

• The training was excellent, very beneficial
• As wonderful and useful as this training was, the timing in the curriculum was 

terrible.

Nurses comprise the largest group of clinicians working in the healthcare system and 
spend more time interacting with patients in clinical situations than any other healthcare 
professional. Few nurses have the training to interact with deaf ASL users in a way that 
yields positive patient satisfaction and outcomes (including safety outcomes), so, this 
professional training need must be addressed. As the population of deaf ASL users ages 
along with the general population, nurses can expect to have more healthcare 
encounters that involve deaf ASL users due to increased occurrences of age-related 
illnesses and health issues within this population. Incorporating structured, meaningful 
training experiences into nursing school curricula is one way to prepare the future nurses 
to interact, positively, with deaf ASL users in clinical situations.

The simulation was an adaptation of a role-reversal exercise previously implemented with first-year medical and pharmacy students at 2 other universities in the Rochester, New York area. For our nursing simulation, our college’s 2-story, state-of-the-art nursing building was fashioned to resemble a health clinic. Each student was given a fictitious illness and told to go to the “Deaf Clinic” to 
seek care as a patient. Actors from the local Deaf community were assigned roles as Physicians, Registered Nurses, Pharmacists, Psychiatrists, or other clinic staff and visitors. Approximately twenty percent of the Deaf actors were older adults. Since being a deaf ASL user was the norm in the clinic, no speaking was allowed. Students tried to adapt by communicating through finger-spelling, 

sign language, gestures, or writing notes, instead. There was one exception to the no speaking rule, students were allowed to speak only when an interpreter was provided during the simulation exercise. To fully implement the simulation, we used a 4-step process that included: 1) pre-briefing, 2) simulation scenarios, 3) debriefing, and 4) evaluation.

Step 1: Pre-briefing

For the pre-briefing, students received a folder with information to prepare them for participating in the educational lecture and 
simulation scenarios. The folder included: 1) an introductory letter that explained policies, procedures, and expectations regarding the 

simulation, 2) articles pertaining to Deaf culture, language, and healthcare, 3) a handout with the ASL manual alphabet, 4) a sticker with 
one of 4 scenario group assignments, and 5) the first of 5 scenario step-cards that described the student’s fictitious reason for seeking 

healthcare.

Introductory Letter
Culture and Health Care Article

Manual Alphabet Chart Scenario Group Assignment Stickers Fictitious Scenario Cards

Step 2: Simulation Scenarios

For the educational lecture and simulation scenarios, half of the students participated in a 1-hour lecture pertaining to the real-life 
experiences of deaf ASL users while the other half participated in the role-reversal activities. The educational lecture was delivered by a 
Deaf nurse and a Brockport faculty member with extensive personal and professional experience in deaf health. Along with the lecture, 

students perused the “History Through Deaf Eyes” poster series that details socio-environmental factors that have influenced the lives of 
deaf ASL users for decades. The role-reversal activities involved actors who were deaf ASL users from Rochester’s Deaf community. The 
actors pretended to be physicians, nurses, psychiatrists, pharmacists, receptionists, and waiting room visitors. Upon completion of the 
role-reversal activities, students participated in the lecture and poster perusal session while the other half of the students participated 

in the role-reversal activities.
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Step 3: Debriefing

For the debriefing, the Deaf actors and simulation activity interpreters, the students, the presentation lecturers, and the participating 
nursing faculty all convened for a facilitated group discussion about the simulation experience and all that transpired during the training. 

The goals of the debriefing session were to: 1) encourage the students to share their reactions, frustrations, successes, and failures; 2) 
allow Deaf community partners to share their reactions, observations, successes, and failures; 3) to help students appreciate the 
diversity of the deaf ASL users; 4) to identify and explain certain cross-cultural behaviors presented during the exercise; and 5) to 

increase students’ awareness and sensitivity to the challenges faced by patients who are Deaf and patients whose primary language is 
not English.

Step 4: Evaluation

For the evaluation, students were asked to complete a 1-page, program evaluation form. For eight of the evaluation items, students 
were asked to use a 5-point numeric scale to indicate their agreement or disagreement with statements pertaining to the educational 

lecture and simulation activities. Students were asked to circle a number from 1 (Strongly Disagree) to 5 (Strongly Agree) to indicate the 
impact of the training on their knowledge, attitudes, and behaviors and the value of the pre-briefing, simulation, and debriefing 
processes. For another evaluation item, students were provided with 10 adjectives  that might be used to describe the training 

experience. Students were asked to circle all of the words that described their reactions to the training experience. Students could also 
write-in additional words. Finally, the evaluation contained 2 open-ended response items that allowed students to 1) explain their plans 
for implementing or not implementing one practice improvement strategy that resulted from their participation in the training exercise 

and 2) make any additional comments, including, suggestions for improving the overall training activity. Upon completion and 
submission of their anonymous evaluations, students were given a certificate of completion for the training.

Group BThe Acting Clinicians and Staff

Evaluation Form Certificate of Completion

10 Response Options % Respondents Selected

Frustrating 77%

Interesting 88%

Enjoyable 69%

Educational 100%

Inspiring 59%

Useless 4%

Counterproductive 0%

Thought-provoking 65%

Eye-opening 92%

Boring 0%

Other (Write-in) % Respondents Selected

Challenging 8%
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