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Introduction
It is often the case that a deaf patient will enter an optometric practice for eye care. In more than 
20 years of practicing optometry, the author has come across several such patients, and the 
communication barriers between practitioner and patient have a direct impact on the outcome, 
and this affects the quality of service the patient receives. The author would always rely on the 
writing skills of the deaf patient, only to find that there are those with limited or no writing skills 
at all, which made patient care even more difficult. As Harmer said, good provider–patient 
communication is fundamental to achieving positive treatment outcomes.1 Therefore, do 
optometrists allow the broken communication between them and the deaf patient to compromise 
the quality of service given? Optometrists will always rely on objective assessment in cases of 
communication breakdown, but how often do you have to alter your findings after a subjective 
evaluation? How do we give the deaf more say in their evaluation?

Literature search
The term ‘deaf’ refers to hearing loss that profoundly limits the ability to hear and understand speech, 
even with amplification; ‘hard of hearing’ refers to those with hearing loss who are able to get some 
linguistically useful information from sound, with or without amplification.2 Studies have indicated 
that the prevalence of ocular abnormalities among the deaf and hearing impaired is higher than among 
the general population.2,3 It has been suggested that this association relates to the close anatomical 
relationship of the retina and the cochlea, which develop from the same embryonic layer. Typically, 
sight is the main sense used to compensate for deafness even though some knowledge is acquired via 
tactile and olfactory senses. In every child as well as in adults, much of their knowledge is obtained 
through the senses of sight and hearing;4 when one of these senses is seriously impaired, the other is 
used to compensate. As the degree of impairment increases, the role of the remaining senses becomes 
progressively more significant. Thus, the deaf child may compensate by making greater use of the 
eyes, which means even a mild refractive error may reduce the visual efficiency of the child. 
Unfortunately, it may be difficult for the deaf patient to receive routine eye care services because of the 
communication problems4 that normally exist between eye care service providers and the deaf.

According to Harmer, deaf people visit health care providers more frequently than do hearing 
persons, but report less satisfaction with the health services they receive.1 Satisfaction with the 

Background: Often, a deaf patient walks into an optometrist’s practice seeking help with his/
her eyes. There is a high likelihood that poor communication between patient and healthcare 
professional will influence the final product dispensed. This has been the personal experience 
of the author over the years in private practice.

Objectives: The article aims to start a debate on the quality of service given to a section of 
the population. The optometric services given to the deaf are in a way compromised by the 
communication barrier between patient and healthcare professional.

Method: A review of several studies on provision of healthcare services to the deaf was 
conducted. Further information was included on the importance of vision to the deaf.

Results: Eighteen full-text articles from around the world were included. The review found 
that the deaf use sight to compensate for their loss of hearing.

Conclusion: Deaf people rely on the sense of sight to make up for hearing loss. Training 
optometry graduates in sign language will improve the provider-patient communication with 
the deaf, thereby preventing the prevalence of deaf-blindness, which is an impediment to both 
development and education. A debate must be initiated on where the language can be 
incorporated into the already congested training programme.
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provider–patient communication improves adherence to 
treatment regimens.5,6 Otherwise deaf patients could very 
well be at great risk of poor patient–provider communication,1 
and that can interfere with achieving positive patient 
outcomes.7 It is also probably because of the language barrier 
that the deaf tend to have less health care knowledge; this is 
because of having fewer health education opportunities than 
the average hearing patient.1 It is therefore not uncommon 
for the deaf patient to wait too long to seek medical help 
because of lack of basic information.8

Deafness is a common sensorial deficit in the world; one of 
every 500–1000 newborns have permanent bilateral 
profound hearing loss.9 Deaf people can be divided into 
pre-lingual and post-lingual categories, depending on when 
the person lost his or her hearing. Pre-lingual deaf people 
lost their hearing before learning a spoken language; they 
usually use visual communication methods that include 
sign language. Post-lingual deaf people may have acquired 
some spoken language, so they may communicate by 
speech or in combination with sign language; they may 
also use lip-reading, which is also not easy as only 30% – 
45% of spoken speech is visible externally, so most of what 
is said is missed.10,11 Post-lingual deaf adults may have a 
range of reading and writing skills, but pre-lingual deaf 
may have little or none at all.8 Both groups rely on sign 
language for their communication. Sign language is not 
derived from English or any other spoken language. It 
communicates ideas, not individual words. Natural sign 
languages are autonomous linguistic systems, independent 
of the spoken languages with which they may coexist in a 
given community.12 Therefore, sign language is not a non-
verbal form of the spoken language. Sign languages are 
expressed with the hands, arms and face and are 
understood through the eyes,13 making optimal vision a 
requirement for effective communication. It is also 
important on the part of the hearing population to 
understand that the deaf will not automatically understand 
and read written language.8

Conclusion
Seeing that the deaf population rely mostly on their sense of 
sight to make up for their hearing loss, an effort must be 
made to expose eye care service providers to communication 
skills with the deaf. This will go a long way to preventing the 
prevalence of deaf-blindness, which affects not only 
communication but also the development and education of 
the patient; a child who is hearing and visually impaired is 
significantly more debilitated, being less able to lip read, less 
cooperative and less capable of manual tasks than hearing 
impaired children with normal vision.14 Research has shown 
that much of a child’s learning depends upon listening to 
speech and other environmental sounds and most of the 
learning that is necessary for speech development takes place 
during the first two years of life;15 for a deaf child, vision is 
key to learning. Therefore, a deaf child is dependent on vision 
to develop efficient communication skills and explore the 
surrounding world.14

Optometry as part of primary health care service will 
therefore benefit from basic knowledge of sign language. 
(One university in South Africa has reviewed its language 
policy to incorporate an African language at undergraduate 
level.) Exposing optometry graduates to sign language will 
go a long way towards making the profession relevant in 
providing a service to a community that puts more value to 
their vision than we can imagine. Hearing and vision are 
responsible for 95% of environmental cognition; because 
affected children are dependent on their visual sensation, 
correction of visual problems in deaf patients is very 
important.16 As the degree of impairment increases, the role 
of the remaining senses becomes progressively more 
significant; the deaf population compensate by making 
greater use of visual perceptual cues than their hearing peers, 
and thus even a mild refractive error may reduce the visual 
cues available to the deaf.2,17,18 It is therefore important to 
diagnose ocular anomalies early so that interventions can be 
undertaken to maximise vision;18 the quality of the service 
will improve with improved communication. Improved 
communication will also assist with timely referrals when 
needed.

This article is a call to optometrists to debate the exclusion of 
a section of the population from comprehensive eye care 
because of breakdown in communication. Again, one in 
every 500–1000 newborns has permanent bilateral profound 
hearing loss.9 Sign language lessons will therefore not go to 
waste.
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