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>> CLAUDIA FRIEDEL: Okay, everyone, let's go ahead and get started. We have a 
couple more people joining; I'm just going to give it a minute.   
[Pause].   
>> CLAUDIA FRIEDEL: All right. So hello, everyone, thank you for joining us for our 
fourth session of the annual partnership meeting. We're going to go over the 
housekeeping before we begin. 
We will be recording the session and we do have ASL and CART/live captioning 
available. 
So, for those of you who would like to view the captions, please click on the closed 
captions button at the bottom of the screen to view the captions. You will be able to 
adjust the font size for those there as well. 
I am going to pin the interpreters so that everybody can see them.   
[Pause].  
>> CLAUDIA FRIEDEL: How is that done again... Jesse, could you remind me how to 
do that, please?   
>> INTERPRETER: Just, just spotlight Tyler and add spotlight to me and add spotlight 
to Lani; just keep selecting "add spotlight."   
>> CLAUDIA FRIEDEL: All right. I will work on that. 
And we are going to hold questions until the end. So, if you have any that pop up, feel 
free to type them in the chat or wait until the end, and we will read the questions or have 
folks unmute them at that time. 
And we will be putting a resource in the chat that Tyler will be speaking about during his 
talk. 
So let me make Tyler a co-host so he can share his screen. 
And...  
[Pause].  
>> CLAUDIA FRIEDEL: Okay, everyone.   
[Pause].   
>> CLAUDIA FRIEDEL: It just says allow to multi-pin. I'm not sure...  



>> TYLER JAMES: It's letting me add spotlights, add additional spotlights. Do you want 
me to do that?   
>> CLAUDIA FRIEDEL: Yes, it's not allowing me to do that. Can you add Lani and 
Jesse? Thank you so much; sorry about that. There we go, there's Jesse. Okay, 
wonderful. Thank you, Tyler. 
Okay. So, I am going to press record now and introduce our speaker. 
I am so happy to introduce our speaker today. Tyler G. James is a doctoral candidate in 
the Department of Health Education and Behavior at the University of Florida.  
Tyler has been working in health education and promotion for over seven years and is a 
Certified Health Education Specialist. His research focuses on the application of 
community-engaged methods, quantitative, and mixed methods to questions of 
healthcare access among people with disabilities, and the development and 
advancement of health behavior theory.  
His dissertation, a study of emergency department utilization among deaf and 
hard-of-hearing patients, is funded by the U.S. Agency for Healthcare Research and 
Quality.  
He will be graduating the University of Florida in August 2021 and joining the University 
of Michigan Department of Family Medicine as a post-doctoral research fellow.  
Thank you so much for joining us, Tyler. Take it away.   
>> TYLER JAMES: Thank you so much and thank you for this wonderful introduction.  
It's so nice to see wonderful faces of colleagues here. I wish we are in person!  
Hopefully eventually but by that point I will be moving. 
I can only see the interpreters and Claudia, so are you able to see my PowerPoint?  
Yes? Okay. Excellent! 
So, thank you all for taking time out of your busy schedules to come to this presentation 
as part of our annual meeting. 
And thank you to Claudia Friedel and the team at UF for hosting this annual meeting. 
Today's talk is going to be focused on emergency department utilization among deaf 
and hard-of-hearing patients. 
Just for terminology sake, whenever I say emergency department, you may know this 
as emergency room. I might also call it emergency department, ER, or ED. They all 
mean the same thing. 
Before I get started on this presentation, I just want to mention that I hold strongly to the 
ten principles of disability justice that were described in our last presentation by Sins 
Invalid and this requires us to think about justice through an intersectional lens and 
commit to collective liberation. 
Today marks the one-year anniversary of murder of Mr. George Floyd in Minneapolis, 
Minnesota. Already 414 people since then have lost their lives from the police. At 
Dr. Steverson's talk this morning, violence is linked to ableism. 
This is true today. For example, nearly 33% of elementary, middle, and high school 
students in the United States go to a school where there is a police officer present but 
there are no school-based mental health counselors. 
Students who are black, indigenous, and more likely to be arrested in the pipeline than 
non-white disabled students. 
We want to make sure that everyone in the United States is healthy and has a high 
quality of life and I encourage you to look at the society for public health educations 
resolution on ending law enforcement violence against racial and ethnic populations to 
see what public health organizations should be doing. 
To note, the society for public health education and the association of American public 
health have declared law enforcement violence and police brutality as a national public 



health concern. 
And I believe that Meagan will add that to the chat box as a resource. 
So, getting into the presentation, I want to briefly acknowledge some of the funding 
agencies. One of the studies I will be presenting on is funded by the society for public 
health education, student fellowship and patient engagement and my dissertation is 
funded by the healthcare research qualities R36 research award mechanism with the 
research provided by the University of Florida. 
I would like to acknowledge my community partners and without their support, I could 
not do what I do. That includes the Florida Association of the Deaf, the North Central 
Florida Signing Alliance, and the Hearing Loss Association Gainesville chapter. 
Because nothing is done in a silo, I want to briefly acknowledge my research 
collaborators, including academic mentors both here at the University of Florida and at 
the University of Michigan in addition to community-based individuals in association with 
the Florida Association of the Deaf, Hearing Loss Association, Alliance, HLAA, and 
throughout that broad spectrum. 
For today's talk, I'm going to briefly introduce myself. Actually, I'm not going to introduce 
myself, that was already done, my bad, but I will be providing a general overview of 
emergency department utilization among deaf and hard-of-hearing patients. 
In addition to discussing a qualitative study on the communication experiences of Deaf 
patients in the ER. 
And then I will dive into my mixed methods dissertation which is working to develop a 
conceptual model, or a theory of how Deaf patients use the ER and what factors are 
associated with their ER use. 
Emergency department utilization nationwide is increasing, and this has been an 
increasing trend over the past decade. It reached a ten-year high in 2016 and we expect 
to see a similar high during 2019. 
And we see in rural populations, low-income communities, and old adults, and you see 
this in low-income communities are more detrimental to the population's health. 
2019 was the worst year in the rural closure crisis and some states closing, 25% of rural 
hospitals are at risk of closure so when we think about how access to healthcare is 
impacting emergency room use, this is something that is troubling nationwide. 
Emergency room utilization with fewer emergency rooms leads to a phenomenon 
known as emergency department crowding and whenever crowding happens, you can 
probably imagine this when you've gone to the ER, beds are lining the hallway, waiting 
rooms, this is burning out hospital staff and decreased patient-centered care and leads 
a higher quality of care and errors. 
Quality of care has six domains of quality and when we have overcrowding, there are 
patient safety events. 
There is a cost issue whenever hospital ER rooms are crowded, instead of the 
ambulance moving to the closest emergency room to provide quick care, the ambulance 
is diverted to another hospital that's further away. 
And ambulance diversion, particularly in areas of disadvantaged populations harm 
patients. 
It also increases the number of patients who leave without being seen and increases 
the rates of patients' death in the ER or waiting to be seen in the ER. 
Whenever we think about these health disparity issues that are occurring within the ER 
because of crowding, it's particularly troubling whenever we think about patients with 
disabilities who experience very unique barriers for healthcare access at any level, 
when it's accessing a primary doctor, specialist, or emergency room. 
Overall, at a health environment level, there is an overall lack of inclusive health 



programming for people with disabilities to be engaged in. 
Think about this, how many sign language interpreters are there for people in their 
cultural needs. 
Not many, I don't know of many, actually. 
At the healthcare system level, there are scheduling constraints. Just last year I was 
trying to see a neurologist and it took me six months to see a specialist at the neurology 
clinic for migraine headaches and this is something happening nationwide. 
People using more healthcare, there's not enough doctors. 
At the clinical practice level, we have inaccessible clinics and barriers, not providing 
interpreters for Deaf patients and cannot access the clinic or lifting table. 
And at the provider level there is lack of training in educational programs. 
So, this is very similar to the health and equity profile we see in low income, rural, and 
minor advertised populations we see inequities occurring for people with disabilities. 
And so just a note on terminology moving forward, there are 328 million people in the 
United States. 12-15% of this population has a detectible hearing loss and 
predominantly uses spoken language. 
For this presentation, those individuals are represented here in orange, and I'll call 
those deaf and hard-of-hearing spoken language users. 
In the United States, less than half a million are deaf and hard-of-hearing American Sign 
Language uses represented by this blue tick on the bottom right-hand corner. 
Deaf and hard-of-hearing English speakers are predominantly post-lingual deaf and 
what that means they had access to spoken language before the age of three and that 
leads them to have more access to resources. 
For Deaf ASL users, they are predominantly lingual deaf and didn't have access to 
sound before age three and no access before American Sign Language before age and 
this is language deprivation which is no language before the critical period before 
language exposure ends. 
And this leads to limited access to health promoting resources and social 
disenfranchisement, this leads to lower English proficiency among ASL users and 
underemployment under audism which is the privilege of being hearing in society. 
So that's kind of the terminology we're working with today, is we have deaf and 
hard-of-hearing English speakers, who typically have more resources to be healthy and 
others who do not have resources to be healthy. 
[Pause]. 
>> TYLER JAMES: And whenever we think about health inequities among deaf and 
hard-of-hearing people, we see patterns among this group, they are experiencing worse 
total -- being un- or underemployed and un or underinsured, we see higher risk of 
depression. 
We see inadequate literacy six times more likely to be illiterate than a hearing speaker. 
I mentioned language deprivation. What's important is if deaf kids are exposed to 
American Sign Language at an early age, that can serve as a bridge to building English 
literacy and language deprivation causes an issue with both English and American Sign 
Language proficiency. 
There's a phenomenon called high-cost high need and that means eventually for the 
healthcare environment it's not meant for these patients and whenever we think about 
communication access, many of those here in Florida do not have interprets on staff. 
So, whenever we think about how a patient has to communicate with their provider and 
how providers need to communicate with those patients, it's typically higher need and 
higher cost, whether it's true financial cost or emotional cost. 
And limited access to primary care physicians and specialists and that's related to 



interpreter utilization as well. 
And we also see an increased number of emergency room visits for less emergent 
conditions, so that's going to the ER for something that's not really an emergency, a 
mild headache or stubbing your toe, for instance, and that's just some of the things we 
see in the literature about this population. 
An issue, however, though, is that there has been not a lot of research conducted that 
looks at this population in non-accessible samples. So, what I mean by that is a lot of 
this research comes from Rochester, New York. In Rochester we see amazing 
resources for deaf and hard-of-hearing individuals. The Rochester Institute for the Deaf, 
the Rochester School for the Deaf, which is a K-12 school and we see the Rochester 
medical center has on staff interpreters and those who can use sign language. 
When they have resources, we don't have here in Florida, how does that help a 
person's access and behavior? 
And so that led us to do the Florida deaf health needs assessment of 2018 which was 
the first linguistically done in the state of Florida. 
This is a video clip of one of the questions asking about the use of alcohol and so here 
we feature a Deaf interpreter who translated all of the English items into American Sign 
Language for us. 
And through this survey, we identified that mental health was the greatest health 
concern of ASL users in Florida. 
A lot of the research being done here is focused on heart disease, diabetes, kidney 
disease, and cardiovascular health in general, and mental health being identified as the 
greatest health concern aligned with the National Association of the Deaf priorities for 
this population. 
56% used the emergency room in the past 12 months. And this is the first time this last 
statistic has ever been reported in the United States. 37% were denied an interpreter or 
a medical facility -- at a medical facility in the hospital in the past 12 months after 
requesting one. 
What that means is the Deaf patient requested an interpreter and then were 
subsequently denied said interpreter in a medical facility. 
And so this leads to a major issue for healthcare communication access and thinking 
about all those barriers that we have for Deaf patients and people with disabilities 
throughout healthcare. 
So this informed a qualitative study that we have titled "They're Not Willing To 
Accommodate Deaf Patients," which is focused on the communication experiences of 
Deaf American Sign Language users in the emergency room. 
Just to introduce you to emergency room communication for these patients, typically it 
goes through one of three methods: The first and most frequently used is written and 
oral communication. 
And so here is a photo from a community activist here in Gainesville that they actually 
sent me and asked that it be included in presentations, for what a provider wrote in the 
ER to them on a piece of napkin, it's a brown napkin, and I think it spells appointment, 
it's unintelligible to me, but I'm not completely sure what this is trying to communicate. 
Not to mention the level of disrespect a patient must feel to be communicated on a 
brown napkin; it's not even a piece of paper. 
So typically written oral communication does not provide sufficient information for Deaf 
patients and does not allow them to ask the questions that they need to have answered. 
Preferably is on-site interpreted communication where we would have American Sign 
Language interpreter on-site in the hospital to facilitate communication between the 
provider and the Deaf patient. 



Unfortunately, though, many hospitals use a service known as video remote interpreting 
known as VRI and iPad interpreting. This is an iPad on wheels that connects to the 
hospital's Wi-Fi to an interpreter off-site in a home office which then facilitates 
communication between the Deaf patient and the hearing provider  
For reasons that we'll discuss in this presentation, VRI does not always work, and so 
whenever we think about communication that's happening in the emergency room for 
Deaf patients, I typically like to frame it as what is the communication that is not 
happening? Typically, there is not communication access. 
And so just for a little bit of background, deaf and hard-of-hearing community members 
here in north Central Florida in the Gainesville area share their experience with 
emergency rooms. 
In 2017, I was having lunch with a mentor who is Deaf, and they felt like they were 
having a heart attack, we called 911 and went to the hospital. 
I spent eight hours in the hospital that day waiting for them to be providing 
communication access. 
We requested an interpreter with every single medical professional that we saw and is it 
still provided eight hours of a wait time for an interpreter to come on-site. 
Granted, it only took five hours to provide them VRI, that iPad interpreter, but then it 
wasn't charged and didn't connect to the internet. 
So, we're thinking about now eight hours for a Deaf patient who is potentially having a 
cardiovascular heart attack event, and I just think that's unacceptable. 
So, whatever being a good Ph.D. student, I went to the research literature, and I said 
what is going on here? What is always being recorded and is this something that is well 
known? 
What I found is oral and written communication is less effective for communication 
access. Providers, which includes doctors, nurses, physician assistants have varying 
level of comfort to access Deaf patients. 
What I felt is other location, such as Philadelphia, Rochester, Ann Arbor, Michigan, they 
were all reporting contacts which were much more accessible than what we were 
seeing in Gainesville. 
The research literature did not represent what we in Gainesville was experiencing and 
that led to the creation of this qualitative study. 
[Pause].   
>> TYLER JAMES: Where I did see their experiences being represented was in 
litigation. Over the past two decades, there has been lengthy lawsuits that have been 
happening in federal courts with regard to suing systems. 
Deaf patients win right to sue Baptist health for discrimination. That was in Miami. 
In Jacksonville, deaf patients sue Jacksonville hospital over lack of interpreters. 
Bethesda settles lawsuit with deaf overuse of remote interpreters, that iPad interpreter. 
When I read these legal cases and court testimony, that is where I found the experience 
of people here in Gainesville was being represented, but that was not being represented 
in the research literature, which is where hospital systems and medical providers get 
information that informs their clinical care. 
And so clearly this is a very large implementation problem. If something is not talked 
about in the research literature, it doesn't exist for healthcare providers, unfortunately.   
[Pause].   
>> TYLER JAMES: And so, what I found, of course, is what I've mentioned here. Deaf 
and hard-of-hearing experiences were not represented. Most studies were in large 
metropolitan areas that has more interpreters than the Gainesville area and interpreters 
will communicate over two hours from Jacksonville, Orlando, or Tampa to be provided. 



If you've been a patient in the emergency room, things are much higher paced, much 
more difficult to manage. Some people call it organized chaos and that context is 
important assuming primary care appointments where the Deaf patient makes an 
appointment two months in advance and gives you time to get an interpreter. 
No studies were happening post-VRI and the passage of the act. 
We see in a hospital in -- the Affordable Care Act was passed in 2012 and 
implementation happening in 2014 and later years and that time limitation was important 
to consider. 
All the research that was occurring was all outdated and not representing what hospitals 
are currently using to communicate with patients. 
So, we conducted interviews with Deaf patients who had been a patient at any hospital 
in North Central Florida in the past two years. We started interviews in December 2018 
and finished in 2019. 
And all interviews were conducted in American Sign Language, and we analyzed 
language using both the American Sign Language video data in addition to translated 
English data. 
And then after we analyzed that data, we returned the analysis back to participants.  
And we asked them, does this represent your experience? Are we understanding what 
you told us? 
And that's seen as a very strong method to using qualitative work to make sure that the 
researchers aren't just making up things that align with their own expectations. 
We interviewed 11 Deaf patients and they had gone to the ER, a range of two to more 
than ten times in the past two years. 
Seven of them identified as culturally Deaf. All 11 of them were deaf before age three. 
And we had a wide range of sample and diverse sample in terms of age, gender, and 
race and ethnicity. 
Importantly, ten of the eleven were at risk for inadequate health literacy based on a 
short measure that we used. 
And length of interviews were about 42 minutes long. 
Based on this analysis, we identified five themes. Theme one was that requesting 
communication access can be stressful, frustrating, and time consuming for the patient. 
Theme two was related to their perspectives and experiences with video remote 
interpreting. 
Theme three, expectations, benefits, and drawbacks of using in-person interpreters. 
Theme four, written and oral communication provides insufficient information to Deaf 
patients. 
And theme five, health systems, so hospitals, emergency room staff, and providers lack 
cultural sensitivity and awareness towards Deaf patients. 
This is a short quote from the first theme. So, in that requesting communication access 
is difficult, sometimes if Deaf patients arrived with friends or family members, instead of 
providing an interpreter, the hospital staff goes oh, you have a friend here who signs for 
you. Do you think they could interpret for you? 
Mind you, this isn't a trained interpreter, this is just a person who in some cases know 
sign and another Deaf person being asked to interpret for the Deaf patient. 
The quote is I really don't like my family to know my personal business. I prefer having 
interpreters who have to be confidential instead of using my family, because then they 
start to know my business. 
So, in this case the Deaf patient considered their medical information private, and they 
wanted it to be kept private. 
But because their family member had to interpret for them, in the situation it was either 



use your friend or family member or don't have communication access, they had to have 
their friend or family member interpret for them. 
And this has a lot of outcomes with this. If there are living family members who don't 
sign, this leverages more power to the hearing family members against that Deaf 
person that could potentially be used in an emotionally abusive relationship. 
There is a skillset of interpreters among family members which leads to errors. 
One patient in our sample mentioned that their 15-year-old daughter was asked to 
interpret for them in the ER, but that was unacceptable because their daughter missed a 
lot of the information, they don't know a lot of the medical signs and eliminated those 
signs and when we're thinking about the ethical considerations about medical ethics of 
getting informed consent, ensuring patients know what's going on, that's not being 
happen when family and friends are being used. 
And there's stress on deaf and hard-of-hearing patients. 
Children who have grown up and interpreting for their parents their entire lives and 
navigating between the Deaf community and hearing community may have additional 
stress on them knowing they need to be working as an interpreter or providing support 
to their family member because doing both would be much more difficult for them. 
Theme two is focused on the utilization of video remote interpreting. What we found is 
that VRI diminished patient-centered care and communication. 
One patient said, they were paying more attention to the VRI and I'm, like, hello! I'm the 
one in the hospital. I'm in the ER. Why are you looking at the machine? And they were 
trying to figure out the connection, bringing in a technician to fix it, and the nurses were 
fiddling with it the whole time. 
And it felt like I wasn't even there. I felt like I was just being ignored. Like the equipment 
was more important than my health. 
And I think that really speaks to the experience of Deaf ASL users. Every person in our 
sample mentioned when a VRI machine is brought in after requesting an on-site 
interpreter, they felt frustrated and stressed out with the communication access 
experience. Especially when the machine would not successfully connect with an 
interpret, it would freeze or be choppy with the Wi-Fi. 
Or the interpreter infantized them using different communication more than an on-site 
interpreter would. 
It diminishes the quality of the provider communication. 
It is also not appropriate for some patients, some patients with upper limb injuries or in a 
lot of pain or using psychotropic substances or other drugs. 
And patients who are deaf-blind, these are situations where VRI is not supposed to be 
used. And indeed, in samples we had patients with upper limb injuries and reporting a 
lot of pain and those who are deaf-blind, tactile American Sign Language users, we 
were providing VRI and that's all we were offered. 
Interpreter skillset and regional sign differences impact the communication as well. For 
instance, one of the Deaf ASL users mentioned instead of signing the sign for vomit, 
which they know, the interpreter was signing an embarrassed-type sign for vomit and so 
it just led to a lot of misunderstandings with the Deaf patient. 
And then there's also the additional stress on Deaf patients. You bring them the VRI 
machine, and they immediately become more stressed out. So, it's just not worth it. 
Providing on-site or in-person interpreters, however, increased patient engagement.  
With the on-site interpreter there, this patient says they can communicate with the 
doctors. They can make decisions about their health. With VRI or writing back and forth, 
they don't have enough information and they never provide it unless an interpreter is 
there. 



So not only does providing an on-site interpreter increase the patient's capability to 
understand or manage their condition and treatment plan, but it also helps to effectively 
engage patients and share decision making that providers so frequently talk about 
wanting to use with patients. 
And it also allows patients to build rapport and trust with interpreters which can heavily 
influence the communication environment with the providers. 
If you don't trust the interpreter in front of you is acting ethically or in your best interest, 
are you willing to provide more information than not? 
Theme four related to written instructions at discharge. So, at discharge, you get these 
lengthy papers that they require you to sign, saying they went over it with you, which 
talks about your diagnosis, your treatment plan for follow-up, and the like. 
And so, this patient said they'll give me the prescriptions and just send me on my way 
without explaining anything about what's going on. There's no communication. I have to 
wait until I see my primary care doctor for them to explain what I'm supposed to do with 
all of these medications that the ER is giving me. 
I don't know everything about what's going on with my health. 
And so, in this case, we've systematically decreased that patient's ability to take care of 
themselves and to understand their health. 
In addition, this can lead to an emergency room revisit. So going back to the emergency 
room during the same week because they weren't able to take care of themselves. 
What if they weren't able to see their primary care provider for up to three weeks like 
some have? Scheduling difficulties are a real issue. 
So, access to those discharge instructions are crucial. 
The last thing related to how emergency room providers were discriminatory or 
perpetuated audism towards Deaf patients and one is they described communication 
access. 
They were trying to argue with me. Thinking that they knew what kind of 
accommodations I needed. And, though, because I was arguing with them, they thought 
I could hear and that I had to keep telling them, I can't hear, I don't know what's going 
on. 
Just because I can speak doesn't mean, and then the Deaf patient became silent. 
And what I thought the Deaf patient was going to say just because they have the ability 
to speak doesn't mean they're less deaf. 
Medical professionals are trained to provide medicine, not communication access 
accessibility, and through this process, Deaf patients may have their cultural identity 
misidentified and one showed me a sign: Patient is hard of hearing, speak loudly. 
So, whenever I was visiting this patient, the emergency room staff would come in and 
they are screaming at him. This is a person who is profoundly deaf and does not receive 
any amount of auditory information through his nerves, nothing. 
And so instead these providers were just coming in and screaming at this patient that 
they thought was hard of hearing, and I said actually, he's not hard of hearing, you 
should remove this, and even then, it was an issue to have it removed. 
And policies are inconsistently applied. When patients go to emergency room in North 
Gainesville, they will be provided an interpreter. But if they go to Archer Road, they 
won't receive an interpreter. 
And this is where patients need to find out where to seek care effectively and where 
their communication access needs are met. 
So, the key takeaway from this is Deaf patients communication rights are fundamentally 
denied and violated in some emergency room context. 
And this harms patients, it harms providers, and it has direct implications for the health 



of those patients long-term.   
[Pause].  
>> TYLER JAMES: So, in the chat box, maybe Meagan with copy and paste for those 
who recently came in, I worked with Deaf interpreters, hearing interpreters for the Deaf, 
in addition to Deaf community activists and public health specialists to create some 
policy recommendations to improve the health of Deaf ASL users in Florida. 
This document you can use at any time for information sharing. This was presented to 
the Florida Coordinating Council for the Deaf and Hard of Hearing under the Florida 
Department of Health, and we outlined some of the research and policies to improve the 
lives of Deaf people. 
So that leads me to my second study, which was focused on developing a theory to 
explain why deaf and hard-of-hearing patients use the emergency room.   
[Pause].   
>> TYLER JAMES: I'm not going to describe this entire diagram, these slides will be 
available at a later date, we analyzed the research available and looked at medical 
records to see why Deaf people were using the ER compared to deaf and 
hard-of-hearing hearing speakers and English hearing speakers. 
And we conducted interviews with patients their reason for the emergency room uses so 
we can better connect our theory that we had been developing. 
To develop that theory, we used a lengthy process that is recommended by 
researchers. The first was defining what we wanted to explain. And so, we really, really 
were interested in emergency room use. So that decision to go to the ER and how 
frequently that happens. 
Once you get into the ER, how frequently or how long you stay in it, that's called length 
of stay. 
For instance, if you go to the ER and you're there 9½ hours, your length in the ER is 9½ 
hours. 
And also revisit within nine days. And so, what that means is you go to the ER on, let's 
say a Monday, and you get treated in the ER and then you leave the ER the same day. 
If you come back again on Thursday or Friday or even the next Monday, that's 
considered an acute revisit, so a short time revisit and we wanted to know how many of 
those happened as well. 
We then borrowed within some theories within the research literature, looked at the 
research literature again, and coded those data so we could accurately understand 
what's happening deaf and hard-of-hearing patients. 
This is not the full model, this is -- I'm going to walk you through it. Because it can get a 
little overwhelming. 
The first thing is saying that health status is very important and there's this relationship 
between genetics, your lifestyle, and health behavior. 
For instance, health behavior includes going to the emergency room or how frequently 
you go to the primary care provider, if you walk every day, genetics include 
predisposition to sickle cell trait, for instance, or diabetes, because those are things 
related to genetics. 
And genetics impact our health behavior and health behavior also impacts our genetics. 
All leads to a situation here depicted in orange that we have to use for healthcare. 
So, whenever this happens, patients then evaluate their need to use healthcare and say 
are these symptoms enough for me to visit the ER? Do I have resources? How do I get 
there? There are several things that go to the decision, right. 
And this leads to the decision, whether they contact their primary healthcare provider 
where the provider can provide some feedback saying yes, go to the ER or no, you 



don't need to go to the ER for that, come on to my office. 
They dial 911 or they drive themselves to the emergency room or they take a wait and 
see approach, where they just decide oh, you know, I think I can treat my headache 
with Tylenol, let's see if it goes away in a few hours. 
If they go to the emergency room, we then have everything embedded in that hospital 
communication context here depicted in this blue box and that's something that I just 
described from those last interviews. 
So, it's the provision of VRI, that healthcare providers don't know how to work with Deaf 
patients, Deaf patients get frustrated and stressed about their communication 
experiences. 
So, everything that happens in the hospital is bound by that. 
So, emergency department care processes such as length of stay, the diagnostic and 
treatment decisions is all impacted by communication. 
This leads to the decision for either the patient to be discharged from the emergency 
room or admitted into the hospital with later discharge. 
And again, that communication that happens at discharge, if the deaf patient knows how 
to take care of themselves will reduce the likelihood of a revisit.  But if they don't 
receive that communication, it increases the likelihood 
So now let's get a little bit more complicated [chuckles]. 
So, at the top here, we have deaf and hard-of-hearing patients and factors and these 
are things that is intrinsic to the deaf and hard-of-hearing person. Their knowledge, 
attitudes, skills, access to resources, and their social network. So, friends and family 
perspectives that influence them. 
At the bottom are those same types of factors, but for interpreters, providers, nurses, 
and the context. So, community health issues, for instance. 
So, for instance, let's say that a Deaf patient has access to a regular provider. That 
would directly influence their care-seeking decision. If they don't have access to a 
normal provider, then contacting their normal provider is not an option. 
We could also look at this from the context side. Communication environment describes 
issues within the community. Just a few years ago in Flint, Michigan, there was lead in 
the water and that influences the need for more healthcare. 
We can look at the emergency room communication context. Perhaps we have a doctor 
who has a family member who is Deaf and who is fluent in sign language. Having that 
doctor work with that patient would directly influence the hospital communication context 
positively, and so what we have to do is separate all of these things and say how do 
these things work together to influence a Deaf patient and to influence a provider. 
And what we also hypothesize is that patients learn. So, patients who have a really bad 
experience in the emergency room, they have a feedback loop that goes back, and they 
learn. They increase their knowledge and change their attitude about that emergency 
room or that experience. 
Similarly, providers and interpreters also learn, and everything is related, basically 
[chuckles].   
[Pause].   
>> TYLER JAMES: And so, this was just the preliminary model. Where it's currently at is 
I have added some information to more -- to better understand -- in fact the effective 
audism, ableism, and racism and how that's tied into all of these systems. 
And so, we also use quantitative methods or statistics and we looked at medical records 
received from UF Health, and we had 277 Deaf ASL users, 1,000 Deaf English 
speakers, and 1,000 hearing English speakers, so people who are not deaf. 
And we performed a bunch of statistical models on that to understand emergency room 



use among this population. 
So, the first thing that we looked at was in the past three years, were Deaf patients 
more likely than non-deaf patients to go to the ER?   
And what we found is that yes, they do. Deaf ASL users had about 64% higher risk of 
using the ER. And among those who used the ER, they went 70% more. 
So, for instance, let's say that I went 17 times as a non-deaf person. What that means is 
that they went almost two times more than me. 
And we also found that 16% of the revisit encounters were among this group. 
Deaf and hard-of-hearing English speakers also had higher risks of going to the ER, 
about 61% higher. And we found that 61% of those encounters were revisited among 
them and what that means is that population is going to the ER multiple times within the 
same frequent time period and that leads us to more questions than what we have 
answers for. 
[Pause].   
>> TYLER JAMES: We also looked at the Charlson co-morbidity impact and this is a 
status based on having chronic health issues because people have oppression and less 
access to healthcare, we hypothesized that Deaf ASL users and deaf and 
hard-of-hearing English speakers would have worse outcomes. We did not find 
evidence of that. 
Which leads to more questions, specifically if the co-morbidity is answering what we 
want it to measure and if it's dealing with every patient  
[Pause].   
>> TYLER JAMES: We also looked at emergency room length of stay. And we found 
that Deaf ASL users have longer length of stay than hearing English speakers. About 31 
minutes longer on average. And that's for controlling for the reasons that they're using 
the ER, their patient race, age, all of those different factors, we still find that Deaf ASL 
users have longer lengths of stay. 
I thought it was going to be a little bit longer than this because of the time I was with the 
Deaf patient, we waited eight hours for an interpreter. 
So again, not really sure about the best way to explain this one. 
We also looked at condition acuity. So, is this visit something that a person really needs 
to visit the ER for? 
And those were labeled as acute, so yes, or non-acute. And what we found there were 
no differences between deaf patients and hearing patients and the condition acuity, so 
really what this tells us is that Deaf patients are not less healthy than hearing patients in 
this sample. They're using the emergency department more frequently but there is no 
difference about the reasons why they're using the emergency department. 
So again, this completely didn't align with our hypothesis in full and we're not sure what 
to make of this data and that's what we're currently working on. 
And so, our next steps are we're finalizing the qualitative data analysis and we 
conducted interviews with patients to better understand the results and we were going 
to combine the interview data with the statistical results to better conceptualize our 
model and then working with the community to identify intervention and future resource 
priorities to improve healthcare access for these patients. 
And with that, that's all I have. Thank you all for listening. 
And if you wish to contact me, this is my contact information. 
And I will be happy to take any questions at this time. Pause  
>> REBECCA TANNER: I actually have a question for you, Tyler.   
>> TYLER JAMES: Yeah?   
>> REBECCA TANNER: So, a couple things. First, I was wondering about these court 



cases that you talked about against VRI. Are these being filed under the ADA as 
violations? 
And if so -- okay, so they are. 
So then does that mean that the court is finding that VRI is not an acceptable 
accommodation, or it would just be acceptable if you didn't screw it up so badly?   
>> TYLER JAMES: So, it's gotten more complicated. Um... under historical ADA law, 
hospitals that are not ran by the government were under Title III of the ADA.   
>> REBECCA TANNER: Mmm-hmm.  
>> TYLER JAMES: What that means is that they are places of public accommodation, 
but they are not governmental entities. 
And so, if a Deaf patient were to request an interpreter to be on-site, they do not have to 
abide by that request, but they have to make sure that effective communication will 
happen. 
That's different under ADA Title II which is governments or state, local, and federal 
governments. 
Under Title II there is this primary consideration clause whereas if a Deaf person 
requests a specific service, you have to give full consideration to that request and you 
can only deny it if it causes undue burden or programally change the service. 
And so that's just ADA at a glance.   
>> REBECCA TANNER: Mmm-hmm.   
>> TYLER JAMES: With the passage of Obama Care or the Affordable Care Act, they 
changed how hospital systems are regulated. If they accept any governmental money 
from the Department of Health and Human Services, whether that's an insurance plan, if 
it's receiving Medicaid or Medicare funding or any state monies coming from Health and 
Human Services, those hospitals are now automatically seen being under ADA Title II 
and they have to give full primary consideration. Does that always happen, no.  
>> REBECCA TANNER: Yeah.  
>> TYLER JAMES: And a lot of lawyers are afraid to bring in ADA cases, especially in 
the South, they don't -- we being them, I'm not a lawyer, this is not legal advice -- but 
they're afraid to bring lawsuits in Florida, for instance, because the court systems are 
not friendly to ADA-related cases. 
And whenever that happens, let's say you bring in this case and it's kind of weak and 
they don't side with the Deaf plaintiff, then that creates bad case law precedence and 
could be bad for other rights. 
So, what should be happening is hospitals providing full consideration and going in an 
interactive process with the Deaf patient and that's not happening. 
For instance, I have been working with a patient who has over five years of evidence, 
like photographic and video records indicating discrimination in a public healthcare and 
hospital. Three lawyers have denied to take his case.   
>> REBECCA TANNER: Hmm...  
>> TYLER JAMES: So, it's a major issue. Even if patients have demonstrative evidence, 
it's still not going to be taken to court. 
Does that answer your question?   
>> REBECCA TANNER: Yeah. And once we get through any other questions, I have a 
research question for you and talk about your last study. But it looks like there might be 
other people asking questions.   
>> TYLER JAMES:  Sure thing. Barbara Carr says what do we do? That's an excellent 
question. 
Whenever I present these results to the Florida Association of the Deaf, there was a lot 
of discussion about do we need to educate providers directly, meet with hospital ADA 



officers? What should be done? 
I have recently had luck working with Deaf patients on getting Office of Civil Rights with 
Health and Human Services to just review a case. 
And so, I would recommend starting to file those OCR complaints either through the 
Department of Justice or Health and Human Services. 
Of course, advocacy can't stop. I've interviewed Deaf patients who every time they have 
VRI they then show that, look, the VRI is not connecting correctly, things are not 
working like they should be working, and providers are, like, oh, you're right, it's not.  
But nothing ever changes. 
You have to understand that a lot of this is not just coming from the provider. Sure, 
there are some lazy providers. There are also providers that disrespect Deaf patients, 
absolutely. 
But also, the way that healthcare systems are developed is not meant for Deaf patients 
or any patient with a disability. 
So, we really have to change that system and that's kind of the goal of my research. 
So, my intent is after we publish these findings, I'm working with local advocates and 
we're going to make a meeting with the ADA compliance officer and demonstrate this to 
them that this is a major issue and see if they're willing to be engaged. 
And also, I've heard some activists that having that engagement and then filing 
complaints after the fact and saying we know for a fact these people have been 
educated and this is an issue, makes your complaint a little stronger.   
[Pause].   
>> Hey, Tyler, this is Laura Guyer. I'm wondering if you could comment on, I 
guess -- I'm going to make a statement and then I'm going to ask you to comment. 
The statement I'm going to make is I truly don't understand how under Section 1557 of 
the Affordable Care Act and again, this is a clear violation of Civil Rights, I can't 
understand why attorneys would be reluctant to pursue Civil Rights violations and 
maybe the ACLU could help, I would go outside of Gainesville in this situation, because 
our local attorneys all know each other and work with each other and it can be difficult to 
promote change amongst friends. 
The statement or the comment that I'm -- what I want you to comment on is the absence 
of disability education in dental school and medical school and the fact that we don't 
even address disability. There are no standardized patients that are brought in. 
Everything is white, cisgendered, heteronormative and abled in how students learn. 
How can we expect change when our medical, mental, and other professional schools 
turn a blind eye, all right, to the needs of a vulnerable population with documented 
health disparities?   
>> TYLER JAMES: Absolutely. So just for clarification for the audience, what Dr. Guyer 
as Section 1557 of the Affordable Care Act, what's that I was describing that places 
those now hospital entities under ADA Title II. 
It doesn't directly say they are ADA Title II but copies the text and regulations. 
The reason that lawyers don't like to take those cases is you have to prove deliberate 
indifference for monetary damages and so if you do not show that the hospital system 
did not engage in that deliberative context, that interactive process with the patient, 
there are no financial compensation that will be given. 
So that means that patients would either have to pay up front because attorneys aren't 
going to be able to take their compensation at the end of the day. 
So, you could file and get injunctive relief and the court order the hospital to have 
trainings and change policies but there are no monetary damages is my understanding. 
And that's the reason that a lot of people are reluctant. 



I have worked with lawyers who work in disability rights units across the southeast and 
that's who I have been referring these patients to. And even they haven't been willing to 
accept the cases. 
They have been helpful in filing other routes like filing an OCR complaint, for instance, 
or working with other attorneys. 
Disability rights attorneys are overwhelmed and underpaid, and we don't want to set a 
bad case law precedence. 
So next, I'm so glad you mentioned this, you're right, we don't have medical education 
that focuses exclusively on disability. 
I am an incoming post-doc in the University of Michigan and there is a program focused 
directly on this. 
How can we improve the medical system, medical training system to include patients 
with disabilities? 
People with disabilities make up over 25% of the population and that's 1/4 of patients 
that could have a disability and we actually need to make sure that disability isn't just an 
elective credit, it needs to be woven into every single course of training programs. 
How do we get that to change? I have no idea [chuckles]. 
University of Michigan provides an elective course for disability, I've heard that Stanford 
also provides a very well take-in disability. 
I've lectured and in a class of 130 students, only 30 of them show up. 
So, I think it's a lack of caring, but also recognizing that the way that, in my view, the 
way medical education systems are made is take away a provider's will to care. 
People enter the medical profession wanting to help people and improve patient health, 
but the medical education system pathological -- what's that -- pathological nature of 
disability removes the human from the context and causes a lot of these issues that we 
see. 
So, if you have any recommendations on how to change medical education, I'm all ears 
[laughs]  
>> CLAUDIA FRIEDEL: All right. Thank you, guys, so much for this wonderful 
discussion. And to Tyler for your very thorough presentation; we really appreciate your 
time and your expertise. 
And if anybody has any other questions for him, I will be sending out recordings, contact 
information, and everything, including the attachment that was in the chat to all the 
partners and participants after today. 
So, thank you again. And we'll be joining again at 2:00. So, two minutes [laughs]. And 
we'll be on with Noa Kim.   
>> TYLER JAMES: I have to say, if you were thinking about not coming to the next 
presentation, you absolutely should. I saw it, you should come to the next presentation, 
because it's very good!   
[Laughter].  
>> TYLER JAMES: Thank you so much, Claudia, for having me.  
>> CLAUDIA FRIEDEL: Thank you all. All right. We'll see you soon. Bye. 
[Concludes at 1:59 p.m.] 
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