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Moving forward with dignity: Exploring health 
awareness in an isolated Deaf community of Australia 
 

Abstract  

Background: Those within the Deaf community are disadvantaged in a number of aspects of day-to-

day life including their access to healthcare. At times, they may encounter barriers to healthcare 

even before they reach the consultation room. As a consequence, they may receive insufficient and 

inappropriate healthcare which may lead to poorer health outcomes. 

Objective: A study was conducted to explore health awareness and access to health information and 

services of Deaf people living in Tasmania, Australia and identify ways of enhancing the interaction 

between the Deaf and the wider community.   

Methods: A questionnaire was administered, including a number of demographic, health awareness 

and health service usage questions. In addition, semi-structured interviews and focus groups were 

conducted with service providers and the Deaf community between March and August 2014. An 

interpreter was present to translate the questions into Auslan and who then translated the Deaf 

participant’s discussion into English for the researcher. Data were then analyzed using research 

software SPSS v20.0 and Nvivo 10.0. 

Results: Health as a concept was poorly understood, including mental health, sexual health and 

health concerning alcohol and drug abuse. Regarding healthcare resources, due to a sense of 

security, trust and confidence, the family physician or general practitioner was the single most 

important health care provider among the Deaf.   

Conclusions: The Deaf remain underserved by the current healthcare system; however, through 

resourcefulness and life experiences, the Deaf have developed coping and management strategies to 

move forward with dignity in education, meaningful employment and health access. 
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Introduction 

In Australia, the ‘Deaf’ (with capital D) are those people who identify themselves as members of the 

signing Deaf community and being ‘culturally Deaf’.1, 2 Those who are deaf (with a lower case d) is 

used to describe people who have a physical condition of hearing loss of varying degrees irrespective 

of which communication mode they use.1, 2  The Deaf are individuals who use and share Australian 

Sign Language (Auslan), culture, traditions, rituals, social behaviours and a history of common 

experiences.3-5 They are more likely to have been born deaf early in life, are pre-lingually deaf and 

use sign language as a primary or preferred communication mode.1, 2  Auslan is a unique language, 

based on British Sign Language, which has its own distinct sentence structure, grammar and cannot 

be spoken or written.6, 7With this distinctive language, the Deaf do not see themselves as having a 

disability, but rather as having a different way of communicating.6  

Auslan is an independent language, but continues to be influenced by English, which is a second 

language for many Deaf. There is a misconception that the English written word is well understood 

by the Deaf.8, 9 The fact is English literacy is often poor among the Deaf due to lower education levels 

which negatively impacts their health literacy or their ability to acquire, process and understand 

health information. As a result, their personal empowerment, self-efficacy, autonomy and health 

also suffer. 3, 10  In addition, social stereotyping of the Deaf as ‘disabled’ may lead to misconception, 

prejudice and possibly discrimination. Due to expressive and receptive communication differences, 

the Deaf tend to communicate and interact among themselves in a socially restricted environment, 

and Deaf culture is not widely understood or fully integrated in the hearing community .11 

This social isolation marginalises the Deaf. They are thus disadvantaged in many aspects and face 

barriers to healthcare even before they reach the consultation room.9, 12, 13 Consequently, the Deaf 

community at times may receive insufficient and inappropriate healthcare for their needs and thus 
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remain underserved by  the healthcare system, which leads to poorer health outcomes and 

increased morbidity and mortality.3 

The communication barriers with the wider community can also lead to poorer personal 

empowerment, social inclusion, self-efficacy and autonomy. It may also lead to low self-esteem, 

symptoms of anxiety, depression and greater mental health issues, leading again to poor healthcare 

access and a greater risk of poor health. 3, 6, 8, 12, 14-16 

There have been a number of national and international studies concerning the health and social 

needs of the Deaf. 5, 11, 17-21 However, there remains very little research within the Deaf community 

and little understanding the Deaf community’s knowledge, perspectives, and beliefs about general 

and mental health issues in Tasmania, Australia. 11, 16  

Within this context, this study aims to examine the healthcare issues facing the Deaf community in 

Tasmania, particularly through their own voices. The study sought to explore the health awareness 

of Deaf people living in Tasmania and identify ways of enhancing the interaction between the Deaf 

and the wider community, particularly with regard to accessing health information and services. 
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Methods 

Setting 

The research was conducted in Tasmania, which is a small island state off the south east coast of 

mainland Australia with a population of over 500,000.22 Currently, there are approximately 299 

people who use some form of sign language within Tasmania with the majority (85.6%) using Auslan 

as their first language across the North and North West and South of Tasmania.22 Tasmanian Deaf 

community represents only 3% of the total Deaf population in Australia (9,935) and are 

geographically isolated from the remainder of the population.22   

Currently in Tasmania, there are two services that provide Auslan interpreting services. These 

services include the National Auslan Interpreter Booking and Payment Service (NABS) which is 

funded by the Australian Government to provide free interpreting services for private health care 

appointments.23 The second service is the Tasmanian Deaf Society (TasDeaf), who under the auspice 

of Sign Language Communications Victoria undertakes interpreting services for all other needs 

among the Deaf community.24  

Design 

A mixed method approach was undertaken and was framed by a concurrent triangulation design 

which is one of the more simple mixed method designs where priority is neither given to the 

qualitative or qualitative methods that are used.25 Using this approach allows all qualitative and 

quantitative data to be collected separately, yet concurrently, which are then combined at the 

interpretation stage of the study. 25-29 The rationale for this approach was to ensure that findings 

within the single study are corroborated and substantiated in a meaningful way.25 

Mixed method paradigms used by health researchers are increasingly pragmatic in their approach, 

yet the standpoint, perspectives and assumptions of the researchers within this study were from an 
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interpretivist or constructivist position, from where phenomenological traditions stem. 30, 31 Within 

the study, phenomenological approaches were used as the vehicle to understand the everyday 

subjective experiences of the lived world among members of the Deaf community. It is through 

these insights that a greater understanding is achieved regarding the Deaf’s experiences and how 

these experiences impact their health and wellbeing. 32-36 

Data were collected using a questionnaire, semi-structured interviews and focus groups. Initial data 

were collected from both hearing and Deaf service providers. Data were also collected from the Deaf 

community through a questionnaire, focus group discussions and face-to-face interviews. Due to the 

ease of identification of individuals in such a small community, much of the identifiable demographic 

data were not collected. 

Instruments 

The questionnaire was developed and customized from the publically available questionnaire 

developed by Steinberg, et al.11 The questionnaire was administered as part of a health project that 

was provided to the Deaf community between June and November 2014. A number of questions 

that explored demographic background, health awareness and health service usage were asked and 

included education, income, employment status, the ability to communicate and be understood 

within the hearing community, the last visit to their general practitioner and the services they used 

when seeking care. (Appendix A) 

The semi-structured interviews and focus groups were conducted between March and August 2014. 

It involved seven key questions for service providers and nine key questions for Deaf participants. 

Interview and focus group questions were based on and customized from the study conducted 

among the Deaf community in the US developed by Steinberg, et al., 11 and specifically designed for 

Deaf with limited literacy and English is a second language. (Appendix B) 
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Each interview or focus group was between 30 and 90 minutes and was audio recorded and/or video 

recorded with the permission of each participant. Among those service providers who were deaf and 

other Deaf participants, an interpreter was present to translate the questions into Auslan and who 

then translated the deaf participant’s discussion into English for the researcher. The interviews and 

focus group data were subsequently transcribed into a Microsoft Word document and each 

interviewee was provided with a transcript and invited to edit, change or add information to the 

transcript as required.   

The project received approval from the Human Research Ethics Committee (Tasmania) Network 

(H0013768). 

Recruitment 

Service providers 

A purposeful sample of five staff members from TasDeaf and NABS that consist of less than 15 

individuals were invited to participate in the interview to provide information related to the history, 

insights, meaning and experience of the Deaf community. The interviews focus on the richness and 

depth rather than the breadth of information. As these participants are in close contact with the 

Deaf community, they have rich contextual information which would add to the depth of study. 

Among the five service providers that were interviewed, two were Deaf. The remaining three were 

interpreters for the Deaf. Among them, one was a hearing parent of adult Deaf children who had 

worked in the industry for more than 25 years, while the remaining two were hearing and had been 

working with the Deaf community for more than 15 years. 

Deaf participants 

These participants are those within the Deaf community and recognize themselves part of the Deaf 

culture in the Northern, North Western and Southern areas of Tasmania. Using focus groups is 

consistent with the Deaf culture. Gatherings are considered opportunities for sharing information. 
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All Deaf participants were informed about the health project invited through service providers via 

letter, flyers and the bimonthly newsletter and directly asked to participate. Those that attended the 

project were invited to the complete a questionnaire and participate in a focus group or interview. 

Special considerations  

The research needed to be designed to minimise any possible risks to participants. The information 

sheets, consent forms, questionnaire and interview questions were provided in English which is 

considered a second language whereas English literacy among the Deaf is often poor. Thus it was 

vital that the Deaf participants had a fair understanding of basic English to read and comprehend the 

materials provided. To address these issues, the information sheet and consent forms were written 

and assessed at the Flesch-Kincaid score Grade 7.4 and Grade 7.1 level respectively. To verify and 

validate these documents, consultation with the Deaf community was gained.  

It must be noted that the principle researcher is hearing, however, was able to use and understand 

Auslan because as a child of a Deaf adult (CODA), it is his first language. He has grown up within and 

as part of the Deaf culture and in this way, he is distinctively placed to understand and have special 

consideration for those within the Deaf community. However, interpreters were used to reduce bias 

and ensure correct understanding of what the Deaf were saying.  

Data analysis 

The transcribed raw data were cleaned and imported to NVivo 10 software used for data collation 

and coding. Grouped data were subject to double checking to ensure the integrity of the 

information. Each participant was coded based on information such being Hearing or Deaf, a service 

provider or participant of an interview or focus group. They were then assigned a numerical code 

based on the order in which they provided information by interview or focus group. For example, a 

service provider would be presented as “Service provider 2 – Hearing” and other participants would 

be presented as “Focus group participant 1 – Deaf.”   
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Data were then thematically analyzed to systematically identify recurring themes, behavior and 

experiences arising from the interviews and written responses within the questionnaires. 37-39. In 

addition, these themes are viewed in the context in which they were developed, which allows the 

identification of new or emerging themes. 37, 39-41 The process of thematic analysis is to assemble the 

singular, small and at times meaningless ideas or experiences from individuals, which when 

combined with the experiences of many other individuals creates a wider understanding of a 

phenomenon.37, 41 Inferences can then be made from the rich data and how these relate to the 

literature which forms a tapestry of findings, interpretations and conclusions. 37, 39, 40  

The questionnaire data were entered into SPSS v20 and analyzed to ascertain and present findings 

from  the various quantitative responses. 42 Due to the small number of participants, inferential 

statistical techniques were not employed to determine the significance of the results. In this case, 

simple descriptive statistics were used to present data in a way that was both informative and 

meaningful. This included frequency and proportion for categorical or ordinal data.43  
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Results 

 In total, 17 Deaf participants completed the questionnaire, and 21 Deaf individuals were 

interviewed. Five additional interviews were conducted with service providers who were working 

with the Deaf at various sites across Tasmania.  

Questionnaire findings 

The low questionnaire response rate may be reflective of the low attendance to the health project 

by members of the Deaf community. The researchers and interpreters were heavily relied upon by 

the participants to understand the wording of the questionnaire. In each instance the questionnaire 

was completed, the interpreters were required to translate the questionnaire into Auslan for the 

participants to understand. Posting the questionnaire out to each member of the deaf community 

was therefore abandoned.  

Demographic information 

Within the small cohort of questionnaire participants, it was shown that eight (47.1%) respondents 

were male and nine were female (52.9%) and the mean age was 57.9 years old (ranging from 22 to 

82 years old). Six (35.3%) had profound hearing loss, and six (35.3%) had severe hearing loss, while 

five (29.4%) were unsure. Six (35.3%) participants were born hearing and lost their hearing at a 

young age, while the remaining 11 participants (64.7%) were born deaf. 

Four Deaf (25.0%) did not complete high school, while a similar proportion did. Seven (43.8%) had 

achieved an apprenticeship or vocational training and one even attended university. The majority of 

participants were or had been employed in manual or unskilled labor, which may have impacted 

directly on income levels. Specifically, 11 (68.8%) participants were living on low income levels; one 

(6.2%) was a middle income earner while the remaining four (25.0%) did not want to disclose their 

income levels.  It should be noted not all participants completed this section of the questionnaire. 
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Communicating and interacting with the wider community 

In addition to the general demographic information, it was shown that eight (46.2%) of the 

participants were not comfortable communicating with hearing people while eight (46.2%) said that 

hearing people would give them trouble or be unkind due to being Deaf. In addition, it was shown 

that 15 (88.2%) of participants prefer to spend more time within the Deaf community where they 

felt safe to communicate and share common interests and culture.  

Health service access and usage  

In the past 12 months, 14 (82.4%) participants indicated that they had visited their Family physician 

or General Practitioner (GP), which is lower than the state average (85.4%), but higher than the 

Australian national average (80.9%).44 In addition, only seven (41.2%) had a complete physical 

examination in this same time period. It was shown that there were a number of methods that were 

used when interacting with their GP. For example, seven (41.2%) used Auslan and an interpreter 

when visiting their GP, five (29.4%) lip-read and 11 (64.7%) used writing notes in English to 

communicate when seeking care.  

In addition to seeing the GP, it was also shown that four (23.5%) had a hospital stay and over eight 

(47.0%) had visited an emergency room in the past twelve months. These results were much higher 

than the Tasmanian and Australian national averages, where 13.9% and 13% had been admitted to 

hospital in the past 12 months and  16.5% and 14% had visited an emergency room in the past 12 

months respectively.44  Also it was found that 15 (88.2%) participants had never used services such 

as mental health, sexual health or drug and alcohol service at any time. The findings for mental 

health were similar to the Australian national average 12% who had accessed mental health services 

in the past 12 months.45 However, these service usage rates may be reflective of the inability to 

access these services, a lack of awareness of the services; or the principle care being sought through 

their GP where they have a long term relationship and established trust. 
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Focus group and interviews  

In addition to the questionnaire data, a focus group was conducted with 10 Deaf individuals, while 

11 interviews were conducted with other Deaf people. The participants included 13 females and 

eight males state-wide, ranging in age from early 20s to 80s. As outlined, five additional interviews 

were conducted with service providers who work with the Deaf. Two of the five service providers 

that were interviewed were Deaf themselves.  

Health awareness  

Among the Deaf, there was a lot of discussion around what health meant and navigating the health 

system as a Deaf person. For example, when discussing about health, many Deaf had difficulty 

identifying, explaining and expressing what health actually was. After some discussion and examples, 

there was consensus that health meant many differing things to each Deaf participant. Overall, the 

meaning of health among the Deaf was about how to maintain good health. Examples included 

eating good food, exercise, sport, gardening, reading food labels and following a strict health regime. 

In most cases, there was a dichotomy of language used among Deaf participants, such as 

do’s/don’ts, good/bad and strong/weak. 

When asked about where they learned about health and being healthy, the responses were mixed. 

The younger participants stated they had learned a lot from parents, from school and from friends. 

Conversely, the older participants stated they often had to learn for themselves. This was 

demonstrated when an individual did not know what to do if a health issue occurred and learned 

from the experiences they had. They stated 

I broke my collar bone while at the boarding school and I didn’t know what to do. I didn’t tell 

the boarding school... until the next day one of [teachers] saw I had a sore arm and they took 

me to the hospital... we didn’t learn anything at school. (Interview participant 3 – Deaf) 
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There were very few participants who knew about other health services in the community, other 

than the hospital and their own GP. It was stated that a few come into TasDeaf to seek assistance 

with health issues such as sexual health matters, however “a lot go undiagnosed” (Service interview 

participant 1 – Deaf). 

Mental health 

Beyond the issues of health awareness, mental health was raised as a major issue among the Deaf.  

Mental health is big thing too – a very big thing as there is quite a lot here have mental 

health issues. (Service interview participant 1 – Deaf) 

Poor mental health was suggested that it may be from a number of issues experienced among some 

of the Deaf, such as isolation, the challenges of mixing with hearing people, “being bullied when 

younger” (Service interview participant 1 – Deaf) and being “frustrated with everything that is going 

on around them... and how do they cope” (Service interview participant 4 – Hearing). 

The challenge was the inability for the Deaf community to access adequate health services. It was 

highlighted that ambulance, police and health services required further education concerning the 

needs of the Deaf. One service provider gave a poignant example of the lack of understanding 

among health services and health services inadequately meeting the needs of a Deaf client.  

I had one [Deaf client]... he came here and I had to call the ambulance as he was suicidal. He 

went in the hospital and they sent him home. Later, he committed suicide. (Service interview 

participant 1 – Deaf) 

It was highlighted that when experiencing both mental and physical health issues, other than 

TasDeaf, a Deaf person’s GP was the single most important health care provider. There was a sense 

of security, trust and confidence with their family health care provider.  
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Accessing interpreting services 

Despite the trust and confidence in the GP, one Deaf participant highlighted there was a number of 

issues and challenges that the Deaf encountered when accessing interpreting services to 

communicate adequately with health services. It was highlighted that there were only one full time 

position and two casual interpreters employed through NABS to provide interpreting services across 

the whole state and all three were based in the Capital city. Additionally, TasDeaf interpreters had 

recently ceased being employed by TasDeaf and were all working in a casual capacity.  

From the perspective from the Deaf community, there were some mixed responses regarding access 

to interpreting services. Some of the comments included 

If there is no interpreters it is frustrating as you always have to write things down and it is 

not a good way – I would rather have an interpreter as it is so much easier to understand a 

person. (Focus group participant 1 – Deaf) 

However, it was also highlighted that some of the Deaf chose not to access any of the interpreting 

services. One participant stated  

I don’t want them [service provider for the Deaf] to think that I am poor and deaf and that I 

need help. No, I am strong, I stand up and I can do it myself. If I have a health problem, I will 

never call to interpreting services... I have my own way. (Interview participant 3 – Deaf) 

Within the discussion with this Deaf participant, there was a level of resilience that had been 

developed throughout their life and learning how to cope on their own and was observed among 

other Deaf participants. For this particular individual, there were some challenges in the past which 

had an impact on current behaviors when accessing interpreting services.   
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If I am sick, I call [interpreter service] and they say sorry all interpreters are booked I will have 

to wait a few days for one. No way! I told them to forget about it. (Interview participant 3 – 

Deaf) 

Although there was frustration with interpreting services, it was later revealed that the frustration 

and annoyance was with the unequal access to services that the hearing community had. A 

participant stated 

The Deaf always have to wait... people who are hearing they can go straight away and have 

access to services. It isn’t fair, why are we left last? (Interview participant 11 – Deaf)  

Coping strategies  

Beyond being able to access and communicate with the health services and the wider community, it 

was highlighted that the Deaf were more resilient and had developed many of the skills to manage 

and cope with the disadvantaged circumstances. This was pointed out when one participant stated 

they needed to develop their own confidence  

I had to develop my own confidence. I was the only deaf person at [high school] at that time 

and so I had to develop that confidence myself and I had to build it up. I had to open up to 

have many hearing friends. (Interview participant 2 – Deaf) 

This view was in contrast to some of the older Deaf participants who had a more difficult time at 

school, however, were shown to develop resilience and skills to learn and cope in the wider 

community. Some comments included  

My schooling was very poor... they didn’t the deaf about life or what works best. I didn’t 

learn about life, nothing. I had to learn life myself the same as all the Deaf – they had to 

learn and find out for themselves. (Interview participant 5 – Deaf) 
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Despite these challenges, the Deaf learned to develop the requisite skills to manage and function 

within the wider hearing community, as indicated by a service provider. 

Deaf people will always find their way around the barriers they encounter. They have always 

have done and always will do, but in today’s world there shouldn’t be any barriers. (Service 

interview participant 2 – Hearing) 

Technology  

In many circumstances, technology was identified to improve access, as a means of coping and 

improving communication with health providers, the wider community and among the Deaf. With 

the advent of greater advances in mobile phone, computer technologies and the Internet, 

communication has become easier and more accessible to the Deaf community. The greatest impact 

on communication between the hearing and the Deaf was indicated to be Skype and Face Time, 

Facebook and the use of SMS with mobile or cellular phones. 

Despite the advances in technology, there were a number of comments that pertained to the 

challenges associated with technology. Two service providers highlighted that technology has 

improved communication, but had decreased face to face and social group interaction. They stated   

In the old days the deaf community was a strong community like family who knew each other 

all their lives... that is the down side to technology – they don’t seem together like that 

anymore. (Service interview participant 5 – Hearing) 

Traditionally the deaf would come and congregate... it was about getting together, talking 

and being relaxed about their language. Technology has taken away that social side and the 

language. They are not as cohesive as a group anymore. (Service interview participant 2 – 

Hearing) 
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It was stated that technology, although a useful tool, was reducing the need for Deaf people to come 

together, to share their language and their culture and participating within the cultural community 

of shared values and experiences. This reduction in the community coming together as a group was 

caused by having alternative communication methods and has an impact on isolation, language, 

identity and mental health. 
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Discussion 

The study aimed to examine the issues facing the Deaf community in Tasmania and explore their 

health issues and identify ways of enhancing the interaction between the Deaf and the wider 

community, particularly with regard accessing health information and services. It was particularly 

vital to gain these insights through their own ‘voices’.  

Equity and fairness were an overarching theme, particularly around having the right to desire and 

seek further education, meaningful employment and access to interpreters to ensure other aspects 

of life were ‘fair’, which has been highlighted among other Deaf communities across the globe.17, 46, 47 

This included equity around health and accessing health services. It was noted that the percentage 

of participants who visited a GP were similar rates to national and state averages; however, 

emergency room attendance was much higher among the participants. This may be reflective of a 

number of factors such as understanding of the health system as whole, or inability to obtain timely 

access to GPs including interpretive services.  

However, it was recognized that health as a concept was poorly understood and this may have some 

impact on overall health literacy, as has been similarly observed among other Deaf communities, 

such as South Africa, the UK and the US. 46-51 Concepts such as mental health, alcohol and drugs, and 

sexual health are not well known within this cohort and was demonstrated when the Deaf 

commented throughout the research process that they ‘did not know this’ or ‘did not know that’ 

such as cancer, STIs or other illnesses.46  

It was recognized that all of the Deaf had developed key skills strategies to manage their health and 

they had key health care providers and communication strategies that they used if they were unwell. 

Often the strategies centred on the GP being the key health provider and a mother, hearing partner, 

interpreter or technology that provided assistance with communication, yet as shown elsewhere 

these interactions do not always lead to health needs being addressed adequately.48, 50, 52 Many of 
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the Deaf used interpreters and also advocated with their health care providers to have access to 

interpreters when seeking care. However, some Deaf, due to poor experiences around timely access 

to interpreter, developed other avenues to seek care and function within the hearing community. 

These other approaches which have been shown, in the US still have an impact on poorer health 

encounters and health needs not being fully met.49, 50 Among some of the study participants, it was 

trial and error, yet they had developed the skills to be self-sufficient and to cope with whatever 

challenge they faced. 46 

Meeting challenges was shown to be further reinforced through new and emerging technologies to 

meet the demands that the Deaf encountered on a day to day basis. Technologies were embraced 

by most of the Deaf to improve communication with each other and the wider community and have 

been observed among other Deaf communities globally.50, 52 However, it was shown that one of the 

downsides to greater communication through technology was the diaspora of the Deaf as a socially 

cohesive community, which was shown to be quite different to other deaf communities where 

technology had enhanced community cohesion. In Tasmania, there were pockets where some of the 

Deaf met regularly however, in other areas of the state, there was a real lack of social cohesion and 

commitment to the Deaf as a group, despite being able to communicate instantly and regularly. This 

new phenomenon of technology was felt to have an impact on social interaction, language, identity 

and overall mental health. 

Limitations 

The key limitation of the study was the lack of interest from the Deaf community. For example, there 

were a high number of invitations and reminders sent out regarding Health project; however, very 

few attended. Future events and projects will need to be adjusted to meet the needs of the Deaf. 

Such as evening sessions and activities that involve a more social element within health projects.  In 

addition, future development of the questionnaire’s wording is required to ensure its efficacy among 
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other Deaf communities, while examining further avenues to increase participation. Although these 

findings are not generalizable, they provide insights into Deaf communities that may be isolated 

from the larger Deaf populations. 

Conclusion 

The Deaf are a linguistic minority that live and work within the greater community. They have social 

and educational needs, employment aspirations and health concerns much like those of the hearing 

community. However, as part of this study, it has been highlighted that the Deaf as a community 

have undergone substantial issues and challenges both within education, employment and health 

care access.  Deaf community at times may receive insufficient interpreting services that may lead to 

inappropriate healthcare for their needs. In their current situation in Tasmania, they remain 

underserved by the healthcare system.  

Nevertheless, the study has shown that through resourcefulness and life experiences, the Deaf have 

developed coping and management strategies to move forward with dignity. This study has provided 

a snapshot into this specific community where little research has been conducted before while 

providing some insight into the challenges that may be experienced by other small Deaf 

communities. As such, additional research is recommended to further investigate, internationally, 

the health needs of other Deaf communities and to specifically examine the strategies used to 

ensure adequate health care is received in an accessible and acceptable manner.  

An additional and unexpected outcome of the study was that poor education and employment 

opportunities were a large concern beyond health within the Tasmanian Deaf community. Overall, 

post-secondary school education among the Deaf has been shown to improve economic earning 

potential and reduced dependence on federal support programs, such as unemployment and 

disability pension for sources of income.53 As a result additional funding should be sought to ensure 
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adequate support so that education services are enabled to meet the needs of the Deaf community, 

particularly among those who seek to undertake post-secondary education.  

Acknowledgements 

We would like to acknowledge the Deaf community who participated in this project and who gave 

both their time and information so willingly, their input is greatly appreciated. We would like to 

express our deep appreciation to the TasDeaf staff for giving up their time to participate and assist 

with the project. Lastly, we would like to acknowledge the Tasmanian Community Fund (TCF) for 

their generous grant to ensure this vital project went ahead for the Deaf community.  

  



23 

 

References 

1. Deaf Australia Inc. Deaf Australia Inc. Queensland: Deaf Australia Inc.; 2014 [cited 31 

January]. Available from: www.deafau.org.au. 

2. Hyde M, Power D. The use of australian sign language by Deaf people. Sign Language Studies  

1992;75:167-82. 

3. Harmer L. Health care delivery and deaf people: practice, problems, and recommendations 

for change. Journal of Deaf Studies and Deaf Education. 1999;4(2):73-110. 

4. Johnston T. W(h)ither the Deaf community? Population, genetics and the future of 

Australian Sign Language. American Annals of the Deaf. 2004;148(5):358-75. 

5. Graybill P, Aggas J, Dean RK, Demers S, Finigan EG, Pollard R. A community-participatory 

approach to adapting survey items for Deaf individuals and American sign language. Field Methods. 

2010;22(4):429-48. 

6. Davidson F, Cave M, Reedman R, Briffa D, Dark F. Dialectical behavioral therapy informed 

treatment with Deaf mental health consumers: an Australian pilot program. Australasian Psychiatry. 

2012;20(5):425-8. 

7. Winn S. Sign language acquisition and use by single-generation Deaf adults in Australia who 

attended specific educational settings for Deaf and hard of hearing children. Sign Language Studies. 

2007;8(1):59-71. 

8. Department of Health. Mental health and deafness: Towards equity and access. London: tHE 

National Institute for Mental Health in England, 2005. 

9. Steinberg AG, Sullivan VJ, Loew RC. Cultural and linguistic barriers to mental health service 

access: the deaf consumer's perspective. American Journal of Psychiatry. 1998;155(7):982-4. 

10. Baker D, Wolf MS, Feinglass J, Thompson JA, Gazmararian JA, Huang J. Health literacy and 

mortality among elderly persons. Archives of Internal Medicine. 2007;167(14):1503-9. 

http://www.deafau.org.au/


24 

 

11. Steinberg AG, Barnett S, Meador HE, Wiggins EA, Zazove P. Health care system accessibility. 

Journal of General Internal Medicine. 2006;21(3):260-6. 

12. Sheppard K, Badger T. The lived experience of depression among culturally Deaf adults. 

Journal of Psychiatric and Mental Health Nursing. 2010;17(9):783-9. 

13. Werngren‐Elgström M, Brandt Å, Iwarsson S. Everyday activities and social contacts among 

older deaf sign language users: Relationships to health and well-being. Occupational Therapy 

International. 2006;13(4):207-23. 

14. Turner O, Windfuhr K, Kapur N. Suicide in deaf populations: a literature review. Annals of 

general psychiatry. 2007;6(1):26. 

15. Kvam MH, Loeb M, Tambs K. Mental health in Deaf adults: symptoms of anxiety and 

depression among hearing and deaf individuals. Journal of Deaf Studies and Deaf Education. 

2007;12(1):1-7. 

16. Barnett S, Klein JD, Q Jr PR, Samar V, Schlehofer D, Starr M, et al. Community participatory 

research with deaf sign language users to identify health inequities. American Journal of Public 

Health. 2011;101(12). 

17. Barnett S, McKee M, Smith SR, Pearson TA. Deaf sign language users, health inequities, and 

public health: Opportunity for social justice. Preventing Chronic Disease. 2011;8(2). 

18. Chaveiro N, Barbosa MA. Assistance to the deaf in the health area as a factor of social 

inclusion. Revista da Escola de Enfermagem da USP. 2005;39(4):417-22. 

19. Glickman NS, Gulati S. Mental health care of deaf people: a culturally affirmative approach. 

Mahwah, N.J: Lawrence Erlbaum Associates; 2003. 

20. Nóbrega JD, Andrade ABd, Pontes RJS, Bosi MLM, Machado MMT. Identity of the deaf and 

interventions in health from the perspective of a community of sign language users. Ciência & Saúde 

Coletiva. 2012;17(3):671-9. 

21. Ubido J, Huntington J, Warburton D. Inequalities in access to healthcare faced by women 

who are deaf. Health & Social Care in the Community. 2002;10(4):247-53. 



25 

 

22. Australian Bureau of Statistics. National Regional Profile 2006-2010 Canberra: Australian 

Bureau of Statistics; 2012 [updated 2 November 2011]. Available from: 

http://www.ausstats.abs.gov.au/ausstats/nrpmaps.nsf/NEW+GmapPages/national+regional+profile

?opendocument. 

23. National Auslan Interpreter Booking and Payment Service. Welcome to the NABS Website 

Gympie, QLD: National Auslan Interpreter Booking and Payment Service 2015 [cited 2015 1 

September]. Available from: http://www.nabs.org.au/. 

24. Tasmanian Deaf Society. About Tasdeaf Hobart, Tasmania: Tasmanian Deaf Society; 2015 

[cited 2015 1 September]. Available from: http://tasdeaf.org.au/about. 

25. Creswell JW, Plano Clark VL, Gutmann ML, Hanson WE. Advanced mixed methods research 

designs. In: Tashakkori A, Teddle C, editors. Handbook of mixed methods in social and behavioural 

research. Thousand Oaks: Sage Publications; 2003. p. 209-40. 

26. Creswell JW. Editorial: Mapping the field of mixed methods research. Journal of Mixed 

Methods Research. 2009;3(2):95. 

27. Creswell JW, Tashakkori A. Editorial: Differing perspectives on mixed methods research. 

Journal of Mixed Methods Research. 2007;1(4):303. 

28. Morse JM. Evolving trends in qualitative research: advances in mixed-method design. 

Qualitative health research. 2005;15(5):583-5. 

29. Tritter J. Mixed methods and multidisciplinary research in health care. In: Saks M, Allsop J, 

editors. Researching health: Qualitative, quantitative and mixed methods. London: Sage 

Publications; 2007. p. 16-30. 

30. Broom A, Willis E. Competing paradigms and health research. In: Saks M, Allsop J, editors. 

Researching health: Qualitative, quantitative and mixed methods. London: Sage Publications; 2007. 

p. 16-30. 

31. Teddle C, Tashakkori A. Handbook of mixed methods in social and behavioral research. 

Thosand Oaks: Sage Publications Ltd; 2003. 3-50 p. 

http://www.ausstats.abs.gov.au/ausstats/nrpmaps.nsf/NEW+GmapPages/national+regional+profile?opendocument
http://www.ausstats.abs.gov.au/ausstats/nrpmaps.nsf/NEW+GmapPages/national+regional+profile?opendocument
http://www.nabs.org.au/
http://tasdeaf.org.au/about


26 

 

32. Bowling A. Research methods in health: Investigating health and health services. 2nd ed. 

Berkshire: Open University Press; 2005. 

33. Liamputtong P, Ezzy D. Qualitative research methods. 2nd ed. South Melbourne: Oxford 

University Press; 2005. 

34. Greenhalgh T. Primary health care: Theory and practice. Malden: Blackwell; 2007. 

35. McConnell-Henry T, Chapman Y, Francis K. Unpacking Heideggerian phenomenology. 

Southern Online Journal of Nursing Research. 2009;9(1):6-16. 

36. Berry JW. Immigration, acculturation, and adaptation. Applied Psychology. 1997;46(1):5-34. 

37. Aronson J. A pragmatic view of thematic analysis. The Qualitative Report. 1994;2(1):1-3. 

38. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research in Psychology. 

2006;3(2):77-101. 

39. Fereday J, Muir-Cochrane E. Demonstrating rigor using thematic analysis: A hybrid approach 

of inductive and deductive coding and theme development. International Journal of Qualitative 

Methods. 2008;5(1):80-92. 

40. Pope C, Ziebland S, Mays N. Analysing qualitative data. BMJ. 2000;320(7227):114-6. 

41. Boyatzis RE. Transforming qualitative information: Thematic analysis and code development: 

Sage Publications; 1998. 

42. Calnan M. Quantitative survey methods in health research. In: Saks M, Allsop J, editors. 

Researching health: qualitative, quantitative and mixed methods. London: Sage Publications; 2007. 

p. 174-97. 

43. Munro BH. Statistical methods for health care research. 5th ed. Philadelphia: Lippincott 

Williams & Wilkins; 2005. 

44. Australian Bureau of Statistics. Patient experiences in australia: Summary of findings, 2013-

14 Canberra: Australian Government; 2015 [cited 2015 10 August]. Available from: 

http://www.abs.gov.au/ausstats/abs@.nsf/mf/4839.0.55.002. 

http://www.abs.gov.au/ausstats/abs@.nsf/mf/4839.0.55.002


27 

 

45. Australian Bureau of Statistics. National Survey of Mental Health and Wellbeing: Summary of 

Results, 2007 Canberra: Australian Government; 2008 [cited 2015 10 August]. Available from: 

http://www.abs.gov.au/ausstats/abs@.nsf/Latestproducts/4326.0Main%20Features32007?opendoc

ument&tabname=Summary&prodno=4326.0&issue=2007&num=&view=. 

46. Kritzinger J. Exploring the barriers and facilitators to health care services and health care 

information for deaf people in Worcester. Stellenbosch: Stellenbosch University; 2011. 

47. Emond A, Ridd M, Sutherland H, Allsop L, Alexander A, Kyle J. The current health of the 

signing Deaf community in the UK compared with the general population: a cross-sectional study. 

BMJ Open. 2015;5(1). 

48. Lieu CC-h, Sadler GR, Fullerton JT, Stohlmann PD. Communication strategies for nurses 

interacting with patients who are deaf. Dermatology Nursing. 2007;19(6):541-51. 

49. Steinberg AG, Wiggins EA, Barmada CH, Sullivan VJ. Deaf women: experiences and 

perceptions of healthcare system access. Journal of Women's Health. 2002;11(8):729-41. 

50. Drainoni M-L, Lee-Hood E, Tobias C, Bachman SS, Andrew J, Maisels L. Cross-Disability 

Experiences of Barriers to Health-Care Access: Consumer Perspectives. Journal of Disability Policy 

Studies. 2006;17(2):101-15. 

51. Pollard Jr RQ, Barnett S. Health-related vocabulary knowledge among deaf adults. 

Rehabilitation Psychology. 2009;54(2):182-5. 

52. Power MR, Power D. Everyone Here Speaks TXT: Deaf People Using SMS in Australia and the 

Rest of the World. Journal of Deaf Studies and Deaf Education. 2004;9(3):333-43. 

53. Schley S, Walter GG, Weathers RR, Hemmeter J, Hennessey JC, Burkhauser RV. Effect of 

postsecondary education on the economic status of persons who are deaf or hard of hearing. 

Journal of deaf studies and deaf education. 2011;16(4):524-36. 

 

 

 

http://www.abs.gov.au/ausstats/abs@.nsf/Latestproducts/4326.0Main%20Features32007?opendocument&tabname=Summary&prodno=4326.0&issue=2007&num=&view=
http://www.abs.gov.au/ausstats/abs@.nsf/Latestproducts/4326.0Main%20Features32007?opendocument&tabname=Summary&prodno=4326.0&issue=2007&num=&view=

	Moving forward with dignity copyright
	FedUni ResearchOnline
	https://researchonline.federation.edu.au


	Moving forward with dignity
	Service providers
	Deaf participants
	Demographic information
	Communicating and interacting with the wider community
	Health service access and usage
	Health awareness
	Mental health
	Accessing interpreting services
	Coping strategies
	Technology


