
Current Commentary

Reproductive Justice for the
Deaf Community

Tiffany L. Panko, MD, MBA

Almost half of all pregnancies each year in the United

States are mistimed or unwanted and associated with

adverse health outcomes. Deaf women are as likely to be

pregnant as their hearing counterparts but are 67% more

likely to experience unintended pregnancy. Although

there are limited data on the sexual health behaviors of

deaf individuals, research has shown that deaf people are

more likely than the general population to rely on

withdrawal and condoms to prevent pregnancy. Further,

health resources and communication with physicians are

often not fully accessible, with the former often in

spoken or written English and the latter when sign

language interpreters are not present. The combination

of use of less–effective methods of contraception and

inaccessible health resources puts deaf women at height-

ened risk for unintended pregnancy. Deaf women are

denied reproductive justice when they are inadequately

equipped to practice bodily autonomy and prevent

unintended pregnancies. In this commentary, I present

literature to illustrate the disparity deaf women face

compared with hearing women and to make the case for

the association among unintended pregnancy, its adverse

effects, and reproductive injustice for deaf women. As a

medically trained deaf woman conducting reproductive

health research, I leverage my lived experience and

accrued knowledge to elucidate the shortcomings and

strategies to use. As public health researchers and health

care professionals, we can alleviate this injustice with

inclusive research methodology, representation on

research and health care teams, and ensuring access to

health information with time given and accommodations

provided.

(Obstet Gynecol 2022;140:560–4)
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Reproductive autonomy is guaranteed only with
full access to reproductive health resources, con-

traception, and contraceptive counseling. Yet, deaf
women are consistently denied reproductive auton-
omy, which is a core tenet of reproductive justice.
Although the term and original framework conceived
by the Women of African Descent for Reproductive
Justice in 1994 centered around women of color,1 the
human rights issues they raised can apply to another
marginalized, albeit oppressed in different ways, pop-
ulation. Sexual health literacy and behaviors in the
Deaf community are limited by society due to inac-
cessible information and limits on access to physician-
mediated contraception, the result of which is that
deaf women are 67% more likely to become pregnant
unintentionally than the general population.2 As a
medically trained deaf woman conducting reproduc-
tive health research, I am uniquely positioned to bring
this issue to light based on my lived experience and
accumulated personal and professional knowledge. In
this commentary, I bring together the knowledge I
have gained over the years. Although there are signif-
icant gaps in the literature on reproductive health out-
comes for deaf women, my identities allow me to
propose critical connections, the need for further
exploration, and solutions we can all pursue to pro-
mote reproductive justice for deaf women.

In 2012, the National Health Interview Survey
identified 6.8 million American adults between age 18
and 44 years with some trouble hearing.3 Adjusting
for national population statistics that claim that
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women comprise roughly 51% of the workforce-aged
population, there are approximately 3.4 million deaf
or hard-of-hearing women (henceforth, deaf) of repro-
ductive age.

Deaf people have been found to have inadequate
health literacy—the ability to find, understand, and
apply health information—particularly around sexual
health topics, such as contraception use and sexually
transmitted infections.4–7 Studies show that, as a result
of limited sexual health literacy, deaf college-aged
individuals rely on less-effective contraception meth-
ods such as condoms and withdrawal.4,8,9 The limita-
tions on sexual health literacy are compounded by the
fact that deaf women encounter significant communi-
cation barriers to receiving appropriate reproductive
health care services.10 These factors put deaf women
at risk for unintended pregnancy and short interpreg-
nancy intervals (IPIs), which can lead to negative
health consequences, including delays in or lack of
prenatal care, maternal postpartum depression, inti-
mate partner violence (IPV) during pregnancy, and
lower rates of breastfeeding.11–13 Deaf women are
more likely to have fewer prenatal visits and are fre-
quently less satisfied with the prenatal care they
receive than their hearing counterparts.14,15 Without
a reliable screening scale administered in the primary
language of deaf women, there are no data on mater-
nal postpartum depression in this population.16 How-
ever, research has shown a higher prevalence of
behavioral health disparities, including depression,
in this population.17–19 Pregnancy status aside, there
is a higher prevalence of IPV in the Deaf community;
when compared with hearing women, college-aged
deaf women are twice as likely to have experienced
IPV in the past year.20–23 Although characteristics of
Deaf culture support breastfeeding success, deaf
women are more likely to have shorter breastfeeding
duration if their health care professionals do not offer
access in their native language.15

The risk for adverse reproductive outcomes for
deaf women transcends pregnancy intention, because
unintended pregnancies often occur with short IPIs of
less than 18 months. Short IPIs have been associated
with adverse events such as preterm birth, placental
abruption, and low birth weight.24,25 A woman who
has experienced IPV is at risk for poorer pregnancy
outcomes, including the same events associated with
short IPIs: preterm birth, placental abruption, and low
birth weight.26,27 A population-based examination of
deaf women in the United States identified that they
are at increased risk of experiencing these same
adverse birth outcomes (preterm birth, placental
abruption, or low birth weight) compared with

hearing women.28,29 However, the study did not
assess pregnancy intention, IPI, or IPV. Adverse
events that are common among women who experi-
ence an unintended pregnancy (with or without a
short IPI), IPV during pregnancy, and women who
are deaf are shown in Figure 1 to illustrate this point.

Although we cannot establish causal relation-
ships, it may be appropriate to infer that, in addition
to being at increased risk for unintended pregnancy,
deaf women may be at increased risk for short IPIs
and the associated negative health consequences.
However, they are missing or hidden in the sexual
health literature because research methods may pre-
clude their involvement. Reasons for their exclusion
include data collection through telephone survey
before the advent of video relay services, lack of
investigator knowledge about video services or con-
cerns about research integrity with interpreters on the
calls, spoken English language as an inclusion crite-
rion, no research budget for professional sign lan-
guage interpreting services, and lack of representation
of deaf members on research teams. Even when deaf
people are able to participate in research, they may
still be hidden in the data if survey questions do not
identify them as deaf or if deafness is not distinguished
from other types of disabilities. This last situation may
(understandably) occur when the sample size of deaf
participants is small or when hearing loss is viewed as
a sensory disability and is collapsed into a category
that includes vision loss or other physical disabil-
ities.30–33

The Deaf community should be viewed as a
linguistic and sociocultural minority; they are disabled
in the sense that society places limitations on their
access to language, which in turn defines their health
care experience. To assert that people with intellectual
disabilities, those with vision loss, and those who are
deaf are less knowledgeable about contraception
falsely implies that the root cause is the same. The
majority of deaf women do not have additional
disabilities, and their limited knowledge of contracep-
tion is not due to limitations in mental capacity but to
systemic barriers and gaps in full language access.
Research that ignores deaf people or categorizes them
with people who have other types of disabilities
disenfranchises the Deaf community.

To obtain quality data to inform reproductive
justice work, research protocols need to be broadened
to include greater numbers of deaf participants.
Instead of asking binary questions about a respon-
dent’s difficulty hearing (or, eg, seeing or moving) or
omitting the question entirely, surveys should include
at least one nuanced question to identify participants
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as hearing, deaf, hard of hearing, or something else
(some people may choose to identify as DeafBlind, for
example), especially given national recruitment. Addi-
tional questions should identify preferred language
use (American Sign Language, English, both, some-
thing else), because this is a rough marker for a per-
son’s ability to navigate health information in English,
and age at hearing loss (birth, before age 3 years,
between age 3 and 18 years, or later in life). Com-
pared with the general population, those who are pre-
lingually deaf (before age 3 years) make fewer
physician visits, tending instead to favor the emer-
gency department over primary care, whereas those
who are postlingually deaf (after age 3 years) make
more physician visits, except in the case of screening
mammography.34,35

These recommendations come from my experi-
ence as a deaf woman conducting deaf health and
reproductive justice research, but, ultimately, inclu-
sion of deaf researchers and working with the Deaf
community can identify the appropriate questions to
ask. The Research Center on Culture and Language at
the National Technical Institute for the Deaf at the
Rochester Institute of Technology can be referred to
as a model of how to conduct high-quality, deaf-
centered research. The Research Center on Culture
and Language is the largest deaf-run interdisciplinary
research center, with the largest number of deaf
faculty, staff, and students in the world; the primary
language used for center business is American Sign
Language. The Research Center on Culture and Lan-

guage often collaborates with researchers from other
universities and has experience working in diverse
research teams. Diverse research teams lead to stron-
ger science, not only by strengthening the data col-
lected, but community members may be more willing
to participate in research when they see that they have
representation on the team. A deaf researcher can find
their place on almost any research team, providing
insight on inclusive methodology and interpretation
of findings. This is especially important when consid-
ering that research teams need to be representative of
the communities they are researching.

Clinicians’ failure to observe communication best
practices with deaf patients often results in frustrations
and suboptimal health care delivery.10,36,37 Deaf
women receive less information from their physicians
than hearing women and report knowledge gaps
about preventive reproductive health care due to
communication barriers.14,38 When health care pro-
fessionals do not provide comprehensive counseling
about all available contraceptive options, they are
effectively acting as information gatekeepers. Deaf
patients, like other patients, may not always know
what questions to ask and may accept the options they
are offered without knowing there are more choices.
Additionally, health care professionals’ failure to guar-
antee appropriate communication accommodations
(eg, qualified sign language interpreters) not only
causes information gaps, but threatens trust and rela-
tionship building, which compounds the Deaf com-
munity’s general mistrust of the medical

Fig. 1. Adverse events in common
between women who experience
unintended pregnancy, short inter-
pregnancy intervals (IPI), intimate
partner violence (IPV), and being
deaf. *No reliable postpartum
depression screening scale for deaf
and hard of hearing women, but
higher prevalence of depression in
this population. †Outside of preg-
nancy status, higher prevalence of
IPV in deaf and hard of hearing
women.
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community.39,40 These are especially important con-
siderations with regard to physician-dependent and
invasive methods, such as long-acting reversible con-
traception. Long-acting reversible contraception is
often touted for its effectiveness, yet it may be infre-
quently prescribed for deaf patients, who primarily
use condoms.4,8,9

Better health care delivery demands closer adher-
ence to the Americans with Disability Act, with every
effort placed on ensuring that professional sign lan-
guage interpreters are used. However, language access
does not always mean effective communication access.
Understanding the cultural and linguistic needs of deaf
patients is essential to improving the patient–physician
relationship, reducing frustration and, ultimately,
leading to better care. One of the most effective ways to
understand patients’ cultural and linguistic needs is to
ask about them. Learning about Deaf culture and
understanding that, due to decreased opportunities for
incidental learning, deaf patients may have a limited
fund of health knowledge is a great start. Even so, it is
important to recognize that each deaf patient is differ-
ent. Asking deaf patients how to best support com-
munication signals respect and value for the patient–
physician relationship. Clinicians should provide deaf
patients with every reasonable opportunity to attain in-
depth health information. Although not all patients
know what they need, all will appreciate earnest efforts.
Although the need for more health information and
provision of accommodations, such as sign language
interpreters, apply to all deaf patients, these are impor-
tant considerations for facilitating trust-building with
patients for sensitive topics.

Deaf women and birthing people are consistently
denied reproductive autonomy, which constitutes a
major reproductive injustice and requires immediate
attention. Only when researchers deploy inclusive
methodology, and health care professionals acknowl-
edge the communication needs of their deaf patients,
will we produce better data, provide better health
care, and guarantee reproductive justice for deaf
women and the Deaf community.
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