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PERSPECTIVE
Health Care Justice: Improving Emergency Response

to Sexual Violence Against Deaf Women

CAROLINA TANNENBAUM-BARUCHI AND ORLI GRINSTEIN-COHEN

People with disabilities often face discrimination and barriers when seeking medical treatment.’ They may
experience violations of their basic rights in health care settings, including denial of care, lack of informed
consent, or inadequate accommodations, resulting in disparities in the quality of care received compared
to individuals without disabilities.* Sexual violence represents a widespread societal issue with severe im-
mediate and long-term physical and mental health consequences? While growing evidence indicates that
men and boys also experience sexual violence, global prevalence data remain limited.* Sexual violence is
recognized as a human rights violation and a global public health crisis by the World Health Organization.s
Emergency rooms (ERs) represent critical points of access to both health care and justice for survivors.
Previous research has documented significant communication challenges for deaf patients in ERs, which
becomes even more critical in cases of sexual violence, where clear communication is essential for both
medical care and legal documentation.® However, for deaf women, who face heightened vulnerability to
sexual violence, fundamental barriers to ER care constitute violations of their rights to health, dignity,
and equal access to emergency services as guaranteed under the Convention on the Rights of Persons with
Disabilities”

The World Health Organization estimates that one in three women worldwide experiences sexual
violence during their lifetime, while UNICEF reports that more than 370 million women and girls globally
have been subjected to rape or sexual assault during childhood, underscoring the magnitude of this human
rights violation.® People with disabilities are disproportionately affected by violent crime generally, with
women with disabilities being twice as likely to experience sexual violence compared to those without
disabilities.* Additionally, women with disabilities face higher rates of physical force during sexual violence
and are more likely to experience violence over extended periods.”® Contributing factors include greater
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social isolation, exposure to diverse perpetrators,
dependency related to disability, difficulty identify-
ing disability-related abuse, and cultural or societal
barriers."

This elevated risk is particularly pronounced
during childhood, with children with disabili-
ties being 3.14 times more likely to be sexually
abused than their peers without disabilities [x* (1,
N = 40,211) = 330.92, p < .001).”” This pattern ex-
tends across disability types: Danish population
data reveal significantly higher sexual victim-
ization risks for children with attention-deficit/
hyperactivity disorder, speech impairments, and
intellectual disabilities, with comorbid condi-
tions further increasing vulnerability.® Notably,
meta-analytic findings across multiple countries,
including in North America, Western Europe, Af-
rica, Asia, Australia, and Israel, show that people
with sensory disabilities, such as deaf women, carry
the highest risk (OR = 757 p < .001, k = 12) com-
pared to those with intellectual deficits (OR = 1.81,
p < .o11, k = 24), physical disability (OR = 1.71,
p = .007 k = 16), or mixed types of disability
(OR = 176, p < .001, k = 28).* Despite these high
rates, only approximately 15% of assault survivors
seek emergency care, with rates even lower among
those with disabilities due to accessibility barriers.”

Recent research documents how barriers re-
lated to gender, disability, language, and cultural
factors can further increase vulnerability and im-
pede access to support services after assault.”® Deaf
women and girls face overlapping challenges that
significantly increase their risk of sexual violence.”
This elevated risk is documented across diverse
settings. Among the general adult population, deaf
women are approximately 1.5 times more likely to
experience sexual violence than hearing women.”
In terms of childhood experiences, nearly 50% of
deaf girls report experiencing sexual abuse before
adulthood.® Among clinical populations, 56% of
deaf women accessing outpatient mental health
treatment report lifetime physical abuse.”> Among
the higher-education population, 69% of deaf fe-
male undergraduates disclose experiencing at least
one sexual assault, with 56% encountering multiple
forms of assault—rates that far exceed the 25%

sexual assault prevalence found among hearing
women.”

Deaf violence survivors face unique forms
of communication abuse, including perpetrators
damaging hearing aids, confiscating communica-
tion devices, refusing to repeat information, and
deliberately ~misrepresenting
serving as informal interpreters with service pro-

situations when
viders.> Research further reveals the severity of
underreporting among deaf survivors specifically,
with 49% never reporting their abuse at all and 11%
attempting to report but not being believed.”

Studies examining relationship dynamics
have found that deaf women in relationships with
hearing partners experience reduced ability to
negotiate during conflicts due to hearing privilege
imbalances.** While deaf-deaf relationships show
more equal power dynamics and better negotiation,
they still report concerning rates of sexual coercion,
potentially due to limited awareness about intimate
partner violence within the Deaf community.”
However, the close-knit nature of Deaf communi-
ties can create additional barriers to help-seeking.
Survivors report concerns about confidentiality
and fear that disclosing abuse will damage their
standing in the community, particularly if the per-
petrator is well regarded.>® Furthermore, many deaf
women depend on family members or caregivers,
who may be the perpetrators, for communication
assistance.” Economic vulnerability significantly
compounds safety barriers for deaf women expe-
riencing intimate partner violence. Deaf women
face disproportionate unemployment and under-
employment, with one study documenting rates
exceeding 80% among survivors of intimate
partner violence. The same study found that sys-
temic barriers to vocational training and higher
education exacerbate this marginalization, with
approximately three-quarters of deaf survivors
reporting educational attainment at or below the
high school level.**

This heightened vulnerability is compound-
ed by structural factors: deaf children often lack
access to comprehensive sex education in sign
language, limiting their understanding of consent
and personal boundaries.® During an interview,
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a deaf woman participant expressed how tactile
communication, fundamental to Deaf culture, can
create vulnerability: “Being deaf means we're al-
ways touching to communicate. We touch someone
to get their attention—it’s just normal for us. When
we're kids, we don’t know which touches are okay
and which aren’t.™ This observation illuminates
how the necessity of touch-based communication
in Deaf culture may inadvertently complicate chil-
dren’s ability to recognize and report inappropriate
touching. Sometimes, educational institutions
themselves can be sites of risk, with approximately
51% of deaf abuse survivors reporting abuse in con-
nection with school settings.’

Despite nearly five decades of civil rights
legislation in the United States intended to ensure
equitable health care access, people with disabili-
ties continue to experience significant disparities in
health service delivery, highlighting the persistent
gap between legal protections and practical imple-
mentation* For deaf women seeking emergency
care, this gap manifests through multiple systemic
failures: insufficient qualified interpreters, inade-
quate Deaf cultural competencytraining,and absent
accessible reporting mechanisms. Consequently,
deaf women encounter significant communication
challenges with providers and limited access to
qualified sign language interpreters during medical
encounters, directly compromising their ability to
receive appropriate emergency care® These barri-
ers result in measurable delays; patients who utilize
American Sign Language experience prolonged
emergency department stays, a 9% increase—
equivalent to 30 additional minutes—compared
to English-speaking patients’* Such delays funda-
mentally compromise time-critical sexual assault
care protocols, potentially jeopardizing forensic
evidence collection and prophylactic interventions.

Current health care approaches perpet-
uate these problems by emphasizing targeted
interventions rather than addressing fundamental
structural inequities. Health care providers often
resort to inadequate communication methods
such as handwritten notes, lip-reading attempts, or
vocal modifications rather than implementing ap-
propriate communication accommodations® This

medicalized framework positions deaf women as
passive recipients instead of active participants in
their health care decisions, contradicting core prin-
ciples of disability rights and patient autonomy.*
Global
response programs for deaf survivors remain crit-
ically scarce. Recent research in developed nations
reveals significant gaps between recognizing deaf

evidence-based prevention and

individuals’ vulnerability to sexual violence and
implementing culturally appropriate intervention
protocols, particularly in time-sensitive emergency
settings.’’

Evolving emergency care standards for
sexual assault survivors provide important con-
text for addressing deaf women’s specific needs.
Shifting societal attitudes toward sexual assault
have transformed emergency department proto-
cols, increasing utilization rates and establishing
trauma-informed care standards’* Emergency
departments now offer survivors comprehensive
services addressing both physical and mental health
needs, including crisis counseling, treatment for
sexually transmitted infections, emergency contra-
ception, and care for HIV exposure prevention and
forensic examinations* Many emergency depart-
ments now utilize sexual assault nurse examiners
(SANE)—nurses specialized in supporting sexual
violence survivors. SANE programs are instrumen-
tal in supporting psychological recovery, delivering
comprehensive care, gathering forensic evidence,
and improving legal outcomes and community
responses.*> However, these advances in standard
emergency care protocols often fail to address the
unique communication and cultural needs of deaf
survivors, highlighting the critical importance of
specialized interventions.

Addressing these gaps requires evidence-based
interventions to enhance emergency care for deaf
survivors. Essential reforms include establishing
standardized visual communication protocols
featuring anatomical diagrams, procedural expla-
nations,andvalidated emotional assessmentscales.*
Cost-effective environmental modifications—opti-
mized lighting for lip-reading and sign language
communication, alongside unobstructed sight
lines in examination rooms—provide high-impact
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improvements.* Additional structural improve-
ments include enhanced documentation protocols
prioritizing patients’ communication preferences
during triage and implementing interpreter-spe-
cific confidentiality guidelines.# While emergency
departments can utilize video remote interpreting
as an interim solution, developing partnerships
with local deaf advocacy organizations remains
vital for establishing on-call support networks and
mental health referral pathways.+ Robust privacy
safeguards are essential, particularly in smaller
communities where health care providers may have
personal connections to survivors. Health care
facilities must also designate staft for specialized
sign language and Deaf cultural competency train-
ing through digital platforms.*® Integration with
local deaf organizations should establish compre-
hensive services encompassing training for health
care workers, interpreters, law enforcement, and
support providers.#” Such comprehensive services
should align with European policy frameworks
that require systematic staff training and standard-
ized communication protocols.*

Sexual violence against deaf women consti-
tutes a critical intersection of human rights and
health care justice, demanding urgent global in-
tervention. Deaf survivors face significant barriers
to emergency care that fundamentally violate their
rights to health equity and dignified treatment.®
While basic health care accessibility exists through
disability legislation, comprehensive, culturally
competent protocols remain essential, including
mandatory interpreter services and specialized
provider training’® Pilot interventions™ successes
demonstrate the feasibility of systematic emergency
care delivery, making health care transformation a
fundamental human rights imperative requiring
immediate action’ Future research should sys-
tematically assess health care systems’ fulfillment
of human rights obligations, evaluating emergency
provider training requirements and institutional
support mechanisms for ensuring equitable, acces-
sible emergency care.
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