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Abstract

People with disabilities experience barriers to care in all facets of health care, from en-
gaging with the provider in a clinical setting (attitudinal and communication barriers) to
navigating a large institution in a complex health care environment (organizational and
environmental barriers), culminating in significant health care disparities. Institutional
policy, culture, and physical layout may be inadvertently fostering ableism, which can
perpetuate health care inaccessibility and health disparities in the disability commu-
nity. Here, we present evidence-based interventions at the provider and institutional
levels to accommodate patients with hearing, vision, and intellectual disabilities.
Institutional barriers can be met with strategies of universal design (i.e., accessible
exam rooms and emergency alerts), maximizing electronic medical record accessibil-
ity/visibility, and institutional policy development to recognize and reduce discrimi-

nation. Barriers at the provider level can be met with dedicated training on care of
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these patients.
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INTRODUCTION

People with disabilities experience significant health care dis-
parities and the U.S. health care system is often insufficiently
prepared to recognize and address their needs.”™ To maximize
inclusion and legal protection, the Americans with Disabilities
Act (ADA) defines a person with a disability as someone with a
physical or mental impairment that limits one or more life activ-
ities.> While institutions and providers may acknowledge this
legal definition and traditionally define disability using a med-
ical model (which focuses on a person's impairments or differ-
ences and trying to “fix” them), the World Health Organization
uses an international classification of function to define disability
more accurately as a complex interaction between physical, in-
tellectual, sensory, or emotional impairments within a person's

patients with disabilities and implicit bias training specific to the surrounding patient

demographics. Such efforts are crucial to ensuring equitable access to quality care for

surroundings. This definition opposes the more traditional med-
ical model of disability and reflects the social model of disability,
which emphasizes the removal of barriers (through accommoda-
tions) that restrict independence and freedom.®™®

Ableism is the belief that people with disabilities “need to be fixed
or cannot function as full members of society” and that having a dis-
ability is a “defect” rather than a dimension of difference.®’ Ableism
often results in objectification, invalidation, infantilization, or dehu-
manization of those with disabilities.” From a provider standpoint,
this is problematic as it generates preconceived negative implicit and
explicit perceptions about people with disabilities thus undermining
the ability to connect with patients and negatively impacting health
outcomes. On an institutional level, ableism undermines institutions'
ability to engage with patients as it misaligns the ultimate priorities
of medical care and promotes the notion of normalcy.*°
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CARE FOR INDIVIDUALS WITH DISABILITIES

People with disabilities experience barriers to care in all facets
of health care, from engaging with the provider (attitudinal and com-
munication barriers) to navigating a large institution in a complex
health care environment (organizational and environmental barri-
ers). At the provider level, the literature demonstrates provider use
of archaic terms (such as variations on the word “handicap,” using
“wheelchair-bound,” or describing persons with disability as “spe-
cial” or “suffering”) as well as physician discomfort and insufficient
provider training when for caring for patients with disabilities.}*™1°
Research also shows that uninsured adults with disabilities in the
United States are more likely to rate their care as poor, to have
unmet health care needs, and to have missed health care opportu-

nities because of financial cost.®

At the community level, there are
data to show higher rates of nonaccidental trauma, smoking, obesity,
heart disease, and stroke.>'® Regardless of disability severity, the
disability community has less access to preventative care, which lim-
its preventative services (such as breast exams, pap smears, and col-
orectal cancer screenings), and more gaps in insurance coverage.>*’
At the institutional level, there are scheduling constraints, insurance
coverage/payment lapses, poor perception of people with disabili-
ties (often from insufficient or absent provider training), insufficient
building and exam room designs, and lack of inclusion of the disabil-
ity community in the medical field as health care providers. 1t 131717
Institutional construct, policy, and culture may not recognize the so-
cial model of disability and may be inadvertently reinforcing ableism,
which can perpetuate health care inaccessibility and health dispari-

ties in the disability community.

METHODOLOGY

On behalf of the Academy for Diversity and Inclusion in Emergency
Medicine (ADIEM) Accommodations Committee of the Society for
Academic Emergency Medicine (SAEM), we developed a didactic
session for the SAEM22 annual meeting. This article describes pro-
vider and institutional barriers experienced by three specific patient
groups with disabilities or who require accommodations—(1) Deaf
American Sign Language (ASL) user/deaf/hard of hearing; (2) blind/
visually impaired; and (3) intellectual and developmental disability
(IDD)—recommendations for evidence-based institutional and pro-
vider strategies that promote equity and access for patients with
disabilities. A fourth group, patients with physical and mobility dis-
abilities, also requires accommodations for accessible care. Since the
provision of many of these accommodations are covered in build-
ing codes and departmental accreditation, we have not described
them in detail in this article. The authorship team consists of faculty
and residents with expertise, leadership, and advocacy experience
surrounding individuals with disabilities at the departmental, institu-
tional, and national levels. We performed a comprehensive literature
search using PubMed, Google Scholar, and Congress.gov to inform
a comprehensive appraisal of existing laws, barriers to inclusion for
the three groups, and current best practices surrounding the ap-
proach for institutions in accommodating those with disabilities in

the health care workplace and training environment. Search terms
included general components (e.g., disab* health* law* right* legal,
ADA, advocac*) and in combination with each of the disability
groups covered (e.g., deaf*, hard of hearing, ASL, caption®, vis*, vis-
ual, blind*, intellectual disabil*, handicap*, mobility, policy) related to
each general search term and each individual disability. Each of the
authors researched a unique component of this work and presented
it to the group for input, critique, and real-time group editing for the
article, with all authors providing critical literature review. This work
did not involve human subjects and, thus, was not presented to an
institutional review board.

ANALYSIS/DISCUSSION

Anyone who must seek care in the emergency department (ED) may
feel stress surrounding their condition and well-being. In addition
to these concerns experienced by all patients, those who have dis-
abilities or require accommodations have the added stress of try-
ing to navigate the complex emergency care system with additional
challenges.20 In this section, we highlight the unique challenges and

barriers to care experienced by patients with disabilities.

D/deaf/hard of hearing

One of the most common barriers among the D/deaf/hard-of-
hearing patient populationis the lack of available access to compre-
hensible real-time health information from their providers, often
due to lack of qualified ASL interpreters and/or Communication
Access Real Time (CART) providers.?%?? In many cases, people
with hearing loss who can communicate orally may be dissuaded
from asking for accommodations or provided the incorrect ac-
commodations (i.e., provided an ASL interpreter when they do not
know ASL). Their ability to speak may incorrectly be interpreted as
being able to capture the entirety of the medical exchange. In such
a stressful, high-stakes environment, capturing an entire conver-
sation may be impossible, and some patients may feel pressured
to proceed without the necessary accommodations. Sometimes,
well-meaning family members or other ad hoc interpreters sum-
marize, erroneously simplify, and transmit (sometimes incorrect)
information through their own filters leading to miscommunica-
tion and medical error.?® Similar to patients without disabilities,
patients with disabilities may not wish their family members to
be aware of their private medical conditions, thus precluding ef-
fective information exchange in these situations. Additionally,
surrounding conversations (e.g., between bedside health care
providers about options they are considering for the patient) and
general public announcements are omitted when family or friends
are used as ad hoc interpreters. Despite inconsistent enforcement,
Title VI of the Civil Rights Act requires organizations receiving
federal funds (i.e., Medicaid or Medicare) to provide meaningful
access to language accommodations for all patients. Failure to
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provide language accommodations results in more medical errors
and poorer health outcomes and may have negative financial im-
plications for the noncompliant organization.23'25

Some patients with hearing loss belong to a community that uses
ASL as their primary language, making English a second language.
This group, often referred to as capital “D” Deaf, has shared life ex-
periences deriving from a unique history and language.?%?” Patients
who rely primarily on ASL for communication may have a limited
ability to communicate orally or through written English as ASL is
its own distinct language with its own grammar, syntax, and struc-
ture separate from spoken English.282? Other complexities to ASL
include changes in cadence of signing and changes in facial expres-
sions and body language, which can sometimes be misinterpreted by
hearing providers (even as aggression) and cannot be fully conveyed
via paper (or a small virtual tablet).28-30 As previously mentioned,
lack of certified ASL interpreters prevents accurate and efficient in-
formation exchange.®! Also, relying heavily on written English during
an encounter with a Deaf person with limited English proficiency
may lead to misinformation and misunderstanding, a common oc-
currence in the Deaf community.32 Deaf patients also encounter
lower access to primary care (likely causing more emergency care),
decreased inclusion in public health surveillance, and poor provider

cultural sensitivity.??

Blind/visual impairment

Multiple provider and institutional barriers make navigating the
health care environment challenging for blind or visually impaired
community. Health care providers often lack training and aware-
ness to appropriately support patients with visual impairment.33
This limited awareness leads to incursions on a patient's personal
space such as obtaining Vs or examining a patient without appropri-
ate verbal communication beforehand. Providers can also underes-
timate or overestimate vision-impaired patients' ability to navigate
their world. If abilities are underestimated, patients can be treated
as incompetent. If abilities are overestimated, it may lead to insuf-
ficient communication.®* Additionally, delivering meal trays or pro-
viding housekeeping services can feel intrusive when staff silently
enters/exits a patient's room without knocking or providing appro-
priate introductions.

Institutional factors also significantly impact a blind patient's
ability to autonomously seek and navigate health care. Patients
with visual impairment are more likely to report lack of available
transportation to medical appointments.33’35 Often, patients' abil-
ity to see and read documents is overestimated and accommoda-
tions are not offered when provided written materials.3® Hospital
forms, medical records, and discharge instructions are rarely
available in electronic modalities to allow patients to use adaptive
voiceover software. Additionally, hospital signage is typically writ-
ten in small font size and without proper contrast making it chal-
lenging to independently navigate spaces. This is exacerbated by
commonly used fluorescent lighting in hospitals which decreases

contrast of written material. Braille is an uncommon resource for
most health care organizations. Finally, there is often a lack of
privacy while attempting to read health information aloud due to

inadequate treatment space.37'38

IDD

Individuals with IDD are at greater risk for health problems when
compared with the general population leading to higher morbidity
and earlier mortality.>**° Both acute and chronic illnesses in indi-
viduals with IDD may be exacerbated by a health care system that
is fragmented, poorly resourced, and staffed by health care profes-
sionals without the necessary expertise to care for individuals with
IDD. When compared to the general populations, patients with IDD
may be frequent users of the ED due to their greater burden of
chronic disease and lower access to some preventative services.**

Like other patients with disabilities, individuals with IDD expe-
rience barriers at the provider level (communication and attitudinal)
and institutional level (organizational and environmental). At the
provider level, patients with IDD demonstrate a wide range of com-
munication skills and utilize a variety of strategies. Difficulty with
typical verbal communication can be a significant barrier to emer-
gency care for some patients with IDD, especially when combined
with emergency personnel's lack of general comfort with IDD, lack
of background with a particular patient, and a lack of training on al-
ternate communication methods and strategies.42 ED personnel may
carry specific biases about patients with IDD. For example, staff and
providers may assume a diagnosis of IDD means a patient cannot
communicate or cannot participate in their own care, thereby ex-
cluding them altogether.

The physical environment in the ED is particularly challenging
for patients with IDD, as the noise, light, and activity level can be
quite disruptive for patients who may have difficulties with specific
sensory stimuli. Additionally, a large ED team can be overwhelming
or frightening for some patients with IDD. Moreover, small treat-
ment spaces in many EDs may make transfers, mobility, and physical
examinations challenging for patients who have a physical disability
or utilize mobility devices. Hoyer lifts and teams may not be readily
available to aid in patient transfers. The small treatment spaces may
also make it difficult for a support person to remain with the patient
throughout their care.

At the institutional level, one of the biggest barriers is ensuring
that everyone caring for the patient understands the presence of a
disability and needed accommodations. Utilization of the electronic
health record (EHR) to identify disability and accommodations may
assist in this, but many EHR systems do not clearly display this in-
formation.*® Other institutional barriers impacting quality care for
patients with IDD include institutional policies such as those limiting
support person access and those governing transitions from pediat-
ric to adult care.** Lack of care coordination services, such as social
work or case management, may also impede effective care for pa-
tients with IDD.
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IMPLICATIONS/RECOMMENDATIONS
All populations with disabilities

Combatting institutional (organizational and environmental) barri-
ers with institutional change can have a significant impact across a
variety of disability types. Applying the concept of universal design
broadly across an institution streamlines departmental design, al-
lowing for more usable communication tools, products, and health
systems for all. Examples of universal design include power door
sensors making entering/exiting accessible, automated teller ma-
chines with enhancements in sounds and appearance to allow for
increased usability; audio and visual emergency alert systems; and
appropriately sized halls, exam rooms, and common areas to ac-
commodate anyone regardless of body size, posture, or mobility.45
Partnering with your local disability community can assist with a
needs assessment based on local patient demographics and match
interventions with available institutional resources. When consider-
ing utilization of the EHR to optimize care, patients' required physi-
cal or language accommodations should be annotated (and easily
visible) in their chart. Finally, it is paramount to implement institu-
tional policies which aim to reduce (or eliminate) discrimination.>#¢
For example, institutions should create visitor policies that are flex-
ible, allowing support persons for those with disabilities to accom-
pany the patient at all times (when feasible). Also, policies assigning
the financial and administrative burden to individual patients to seek
and pay for accommodations should be revised to clearly redirect
the burden to institutions and/or insurance organizations. If these
policies are already in place for any individual for their routine health
care, then they will be more easily utilized when the patient requires
emergency care and may be the least able to perform self-advocacy.

To address barriers faced by patients with disabilities at the
provider level (attitudinal and communication), clinicians and staff
should participate in disability patient care and implicit bias training
concordant with the resources and patient demographics of the in-
stitution. For example, if an institution has access to hoyer lifts, staff
should receive training with this equipment. However, if operating in
a lower resource environment where staff use other techniques to
move patients, this should be included in the training (and hoyer lifts
should not be included). Providers should standardize the idea that
all patients, both those with and those without disabilities, should
be asked their communication preferences (written, oral, language,
etc.) at the start and end of any encounter. Additionally, while the
perceived chaos of the ED offers challenges to all, patients with dis-
abilities should (when possible) receive priority placement in rooms
with doors over those with curtains or no privacy barrier to enhance
care. Finally, all providers should recognize that bias toward those
with disabilities exists and can create problems in providing appro-
priate health care to these patients.

There are no universal recommendations for training hours, top-
ics, or formats as the number of hours and type of training will vary
based on your institution's resources and patient demographics. As
mentioned, the concept of universal allows for preemptive planning

when caring for those with disabilities and avoids improvisational
and inconsistent care plans (and their associated frustration and in-
effectiveness). For suggested training resources or for those operat-
ing in a lower resource environment, consider choosing from a list of

a recommended materials provided in Table 1.

D/deaf/hard of hearing

When thinking about people with hearing loss, there are specific
institutional strategies that can improve access. Clear face masks
should be considered when caring for this patient populations. To
capture the entirety of a conversation, those with hearing loss who
communicate orally may require a written transcript of the conver-
sation. This is possible with CART translation. Similar to a court re-
porter, the CART provider creates a real-time written transcript of
the speaker and all that is said, including incidental conversations
and background ED announcements (which are available to patients
without hearing loss). Additionally, patient information (pamphlets,
discharge information, etc.), often written above a 10th grade read-
ing level, should be written at a fourth to sixth grade reading level,
making it more comprehensible for people who use English as a sec-
ond language (like the Deaf ASL user) and for the large percentage
of Americans with less than proficient reading skills (approximately
55% of US eighth graders and 67% of U.S. 12th graders are reading
below a proficient level).*’~5!

At the provider level, all patients should be asked about their
communication preferences upon arrival so that appropriate
language, CART, or ASL services can be accessed. This type of
patient-centered care is reinforced by improved provider cultural
training and has been shown to lead to positive outcomes for the
patient, lower health care costs, and lower medicolegal risk,32:52:53
Additionally, oral communication can be facilitated with personal
hearing aids or cochlear implants while some patients with hear-
ing loss may rely on speech reading to improve understanding.
Personal hearing aids can be utilized but require healthy batter-
ies but are less effective in noisy environments (since all ambient
sounds are amplified); thus, these patients may benefit from being
placed in quieter treatment space. Also, providing contextual clues
and visual communication (e.g., smile, concern), which can be ob-
scured by an opaque mask, should be considered when communi-
cating with a person with hearing loss.>*>° To facilitate all forms of
communication with deaf/hard-of-hearing patients, these patients
should preferentially be placed in a well-lit private area. In addi-
tion, triage staff should note what patients who are deaf/hard of
hearing are wearing to help identify them and ensure they do not
miss their name being called.

For patients who communicate in ASL, qualified in-person inter-
preters are the criterion standard and have been shown to improve
clinical care.®* An additional resource that may be available is the
Certified Deaf Interpreter or CDI. These individuals generally are
Deaf and are trained in information exchange between a hearing
ASL interpreter and Deaf patients who may have limited language
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TABLE 1 Recommended disability education training resources.

Disability type  Source Brief description

IDD Health Care Access Research This toolkit is an opportunity to share
and Developmental implementation tools with emergency providers
Disabilities who are interested in improving the care
provided to patients with developmental
disabilities.
Autistic Self Advocacy
Network

Recommendations on the contents of best practice
guidelines for health care providers treating
children and adults with intellectual and
developmental disabilities.

Center for Disability Services A Trauma-Informed Toolkit for Providers in
the Field of Intellectual & Developmental
Disabilities.

University of Hertfordshire
Intellectual Disability and
Health

Guidelines for Managing the Patient with
Intellectual Disability in Accident and
Emergency.

Vanderbilt IDD health care
E-toolkit

The IDD toolkit is devoted to information for the
primary care of adults with intellectual and
developmental disabilities offering health care
providers best-practice tools regarding specific
medical and behavioral concerns of adults
with IDD, including resources for patients and
families.

A toolkit with information and resources to
improve the primary health care for adults with
intellectual and developmental disabilities.

Developmental Disabilities
Primary Care Program is a
program of Surrey Place,
Toronto

The National Alliance to
Advance Adolescent
Health

Emergency Preparedness Toolkit for Young Adults
with Intellectual and Developmental Disabilities
and their Primary Care Team: A toolkit with two
tip sheets to assist primary care teams.

Visual disability American Foundation for the The American Foundation for the Blind (AFB)
Blind (AFB) has developed training materials to guide and

support health care workers.

Center for Medicare &
Medicaid Services (CMS)
Communication Access
for individuals who are
blind or have low vision

Make Medicare Work
Coalition

This resource describes how providers can assess
their practices, develop such plans, and be
prepared to implement accessible services
and suggests ways to improve the provision of
health care to people with disabilities.

Toolkit for Working with the Deaf and
Hard-of-Hearing.

Deaf/hard of
hearing

Hearing Loss Association of ~ Guide for Effective Communication in Health Care.

America

L.A. Care Health Plan Better Communication, Better Care: A Provider

Toolkit for Serving Diverse Populations.

Hearing, Speech & Deaf
Center

Deaf 101: Communicating with Deaf and Hard of
Hearing Individuals.

Link

https://centerforstartservices.org/resou
rce/emergency-room-stabilization-proto
cols-individuals-idd

https://autisticadvocacy.org/2022/08/autis
tic-self-advocacy-network-comments-
re-safe-initiative-call-for-testimony/

https://www.pacesconnection.com/fileS
endAction/fcType/0/fcOid/46813
7553002812476/filePointer/46813
7553002812517/fodoid/46813
7553002812512/IDD%2520TOOLKI
T%2520%2520CFDS%2520HEARTS
%2520NETWORK%25205-28%2520F
inalR2.pdf

http://www.intellectualdisability.info/how-
to-guides/articles/guidelines-for-manag
ing-the-patient-with-intellectual-disab
ility-in-accident-and-emergency

https://iddtoolkit.vkcsites.org/

https://ddprimarycare.surreyplace.ca/

https://www.thenationalalliance.org/publi
cations/2022/3/29/emergency-prepa
redness-toolkit-for-young-adults-with-
intellectual-and-developmental-disabiliti
es-and-their-primary-care-team

https://www.afb.org/blog/entry/resources-
healthcare-workers

https://www.cms.gov/files/document/
omh-visual-sensory-disabilities-broch
ure-508c.pdf

https://www.rrf.org/wp-content/uploads/
MMW-Deaf-Universal-Toolkit-05-24-12.
pdf

https://www.hearingloss.org/hearing-help/
communities/patients/

http://www.lacare.org/sites/default/files/
1a0784 _provider_toolkit_201902.pdf

https://www.hsdc.org/services/deaf-101/

Abbreviation: IDD, Intellectual and Developmental Disability.
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TABLE 2 Challenges and proposed institutional/provider solutions to optimize care for patients with disabilities.

Category

All persons with
disabilities

D/deaf and hard
of hearing

Visually
impaired®

Challenge

Communication needs

Noisy/high-stimulus environment

Inability to respond to standard alerts

Repeating requests for accommodation
with multiple health care personnel
Interactions with multiple people
(reexplaining situation)

Institutional and provider/staff bias

Communication needs

Noisy/nonprivate environment

Inability to respond to standard alerts

Masks

Limited availability of communication
resources

Difficulty/inability to read standard
signage and other forms of written
communication

Unfamiliarity with service animals

Communication needs

Movement issues

Institutional (I)/personnel (P) actions

Ask the patient about their preferred method of communication (P)
Establish policies that require both inquiry about and documentation of these
needs to make standard across the organization (l)

Prioritize the use of rooms with doors (vs. curtains) for those with disabilities to
decrease stimuli and improve communication (1)

Implement multiple alert modalities (e.g., visual and audio) (I)
Establish hospital policies that allow the presence of a support person(s)
throughout the patient's encounter (1)

Documentation of needs in the electronic medical record (I/P)

Establish a health passport that transfers between medical systems and offices (l)

Visible signage outside patient rooms reminding personnel of patient's specific
needs (I/P)

Include the topics of D/deafness, visual impairment, and IDD in standard cultural
sensitivity training (I)

Partner with community organizations to optimize policies and ensure persons
with disabilities are included in decision making (I)

Recognize that bias exists (P)

Identify evidence-based institutional strategies and policies that promote equity
and access for patients with disabilities/best practices to enact systems-based
improvements to care (i.e., assignment of cost of interpreters services to the
institution or insurance company) (1)

Clarify, then use patient's preferred method of communication (e.g., spoken
language, ASL, CART, writing, etc.) (I/P)

Use patient care areas that are quiet, bright, and private to optimize independent
communication: (P)

e Maximizes residual hearing and speech reading

e Facilitates ASL comprehension

e Prevents conversations conducted using ASL from being “overheard” by others

Create a pathway for personnel to alert patients that their name is being called
(e.g., in waiting room) or for general safety alarms (e.g., fire, public general
announcements) (1/P)

Purchase and make available specialized masks made of clear material that
preserve provider and patient safety (I/P)

Conduct conversations while looking directly at the patient to enable full facial
visualization and lipreading (P)

Contract with on-site or remote providers for ASL and CART (I)
Partner with relevant community groups (1)

Include ASL in interpreter programs (l)

Hire and maintain a diverse workforce (l)

Post signs with large font, in contrasting background colors, and in braille when
feasible (1)

Ensure that medical communication (i.e., discharge instructions) is available in an
electronic format compatible with text-to-voice applications (1)

Ensure discussion of discharge plan with patient prior to discharge (P)

Offer to read any written materials and identify exactly where signatures are
required (P)

Train staff on what is permissible to ask regarding service animals (1)
Facilitate bathroom breaks for the animal at reasonable intervals (P)

Signage on exam room door reminding personnel of patient's specific needs (I/P)

Knock and announce yourself when entering and exiting rooms (do not just appear
and disappear) (P)

Introduce self and team members (P)

Speak directly to the patient, not through a third party (P)

Ask permission and explain your actions before physically touching the patient (P)

Ensure removal of obstacles in hallways and within rooms (I/P)
Learn about “sighted guide” techniques to properly guide patients (P)
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TABLE 2 (Continued)

Category Challenge

IDD%%42 Variable communication abilities and

unrecognized communication needs

Institutional (I)/personnel (P) actions

Take time to establish the patient's style of communication and baseline (P)
e Listen to the patient

e Speak slowly, pause
e Understand that all behavior is a form of communication

Provider/staff lack of understanding of
IDD, presence of biases/assumptions

Implement required training (I)
Engage the disability community in provider education (1)

Presume the patient can participate in their care and treat them as fully
participating patients (P)

e Speak directly to the patient

e Ask for consent before doing anything

Loud, bright ED environment with a
multitude of personnel

Use rooms with doors and lights that can be turned down/off (P)
Consciously minimize personnel in the room (P)

Utilize only essential equipment to minimize noise (beeping monitors) and
unnecessary tactile stimulation (P)

Obtain, train, and use sensory machines (such as sensory-regulation item) that may
be helpful for some patients (I/P)

Lifelong medical issues unfamiliar to
adult health care practitioners

Establish policies allowing patients with specific diagnoses and/or being followed
by pediatric specialists to continue being seen in the pediatric ED past 18years
of age (1)

Implement comprehensive transition plans for patients moving from pediatric to
adult care (1)

Need for continuity of care for chronic
issues

Creation of a health care passport with baseline, accommodation needs, medical
issues (1)

Improve access to social work/case management (l)

Policies that do not take IDD into
account

Engage the disability community in education and policy writing (1)

Abbreviations: ASL, American Sign Language; IDD, Intellectual and Developmental Disability.

comprehension, neurologic or mental health issues, or temporary
deficits in language due to a severe medical condition at the time of
evaluation.>® Facial expression is an important part of ASL and clear
face masks should also be utilized with this group. If the institution
cannot arrange in-house ASL interpreters/CART (for budgetary or
other constraints), explicit instructions for obtaining these services
should be readily available to guide providers. Options include an
outside contract with qualified professionals for in-person or video
remote interpreter services or utilizing “certified” (through a formal in-
terpreting department or organization) volunteer hospital employees
who are fluent in ASL. Video remote interpreting (VRI) is often used in
clinical practice, either through a tablet or through screen. While there
are many limitations to VRI such as limited internet connection and vi-
sual constraints, using a screen larger than 19.5 inches and placing the
screen no farther than 2 feet away can optimize effective communica-
tion. Also, prepping the video interpreter with the location, individuals

involved, and brief context can aid in accurate interpretation.57

Blind/visual Impairment

To improve care and augment information exchange for patients
with vision loss and blindness, institutions should conduct provider
training around guided sight, how to appropriately interact with ser-
vice animals and how to address service animal needs, and how to

properly assist visually impaired persons. Physical modifications (i.e.,

high-contrast tape/signage, good lighting, minimizing background
noise, options for larger print or braille medical information) can
improve accessibility for this population.’®>’ Finally, improvement
in audio, telephone, or electronic access to information in patient
charts and discharge instructions can facilitate comprehension. If
this is not possible, staff should be instructed to privately read medi-
cal information to patients with visual impairments to avoid incom-
plete information exchange.58 A needs assessment with the local
target community may help guide recommendations.

At the provider level, using the following common techniques for
guided sight can augment the patient-provider relationship and pa-
tient safety: (1) ask if a patient would like to be guided; (2) offer an arm
for the person to grip just above the elbow (they may prefer to grip the
shoulder); (3) walk slightly in front, making sure that the pace is not too
fast or too slow; (4) state if stairs are present and whether they go up
or down making sure to give warning of approaching ground level; (5)
explain changes in ground surface, such as moving from a tiled floor to
carpet; and (6) always guide someone into a chair facing forward.>® The
American Foundation for the Blind publishes several resources to train
health care providers to care for patients who are visually impaired.®°

IDD

There are specific strategies that can be implemented by institu-
tions to improve care for patients with IDD. At the institutional
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level, it is critical to establish specific policies that allow for pa-
tients with IDD to continue being cared for in the pediatric ED,
when appropriate, past the age of 18.6162 Health care passports
are another intervention that can be implemented at an institu-
tional level to promote accurate communication and exchange of
information.®® In addition, implementing policies within the ED
that reduce noise and stimulation for patients with sensory sen-
sitivity is critical. This includes allowing for a limited care team
to reduce the number of personnel interacting with the patient,
placing patients in quiet rooms with doors that close, and utiliz-
ing sensory machines when appropriate.®*%2 Additionally, utilizing
the EHR to improve the continuity of care and communication be-
tween both primary and specialty care may reduce ED utilization
for patients with IDD.%*

At the provider level, staff and providers should receive training
regarding how to effectively communicate with patients with IDD,
especially given the wide range of communication skills and styles
in this population.®® This training should include an approach that
establishes how the patient communicates, who the patient wants
in the room, inquiry of the patient's baseline and triggers, what ac-
commodations the patient needs, and whether a care plan exists.
Once these questions have been answered, it is the responsibility of
the providers and staff to listen to the answers and use the provided
information to appropriately care for the patient. Providers and staff
must also receive training that leads them to start the encounter be-
lieving the patient with IDD can and will participate in their care.
Training on supported decision making as well as implicit bias are
crucial to ensuring the patient with IDD is allowed to maximally par-
ticipate in their own care.

Providing compassionate emergency care to patients with
disabilities requires overcoming several challenges by utilizing
some the aforementioned strategies. For a list of these barriers
and matched strategies, please see Table 2. Institutions and med-
ical education training programs bear responsibility in addressing
these challenges. Institutions need to partner with local organi-
zations comprised of persons with disabilities to ensure that their
concerns and accommodations are considered. Residency train-
ing programs have the responsibility to make sure their learners
understand implicit biases and how they impact care for persons
with disabilities.

CONCLUSIONS

Equitable emergency care for patients with a variety of disabilities
requires buy-in at all levels of health care from the single provider to
the policies written within an institution. Creating an institution that
trains for and expects unbiased care while providing an environment
that can be modified to suit the needs of individual patients with
disabilities is essential. This can only be achieved by implementing
evidence-based practices that remove barriers and improve access
for individuals with disabilities to reduce health care disparities for
this vulnerable population.
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