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Abstract

A computerized sign language survey was administered to two large samples of deaf adults. Six 

questions regarding intimate partner violence (IPV) were included, querying lifetime and past-year 

experiences of emotional abuse, physical abuse, and forced sex. Comparison data were available 

from a telephone survey of local households. Deaf respondents reported high rates of emotional 

abuse and much higher rates of forced sex than general population respondents. Physical abuse 

rates were comparable between groups. More men than women in both deaf samples reported 

past-year physical and sexual abuse. Past-year IPV was associated with higher utilization of 

hospital emergency services. Implications for IPV research, education, and intervention in the 

Deaf community are discussed.
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Research on intimate partner violence (IPV) has repeatedly documented alarming incidence 

rates in the United States. A joint initiative of the Violence Against Women Office and the 

Centers for Disease Control and Prevention indicated that 20% of U.S. women and 7% of 

men are impacted by IPV during their lifetimes (Tjaden & Thoennes, 2000). More recent 

studies report even higher IPV rates among women and men seeking healthcare, with 

women reporting lifetime abuse (any type) and physical abuse rates at 44% and 34%, 

respectively (Thompson, Bonomi, Anderson, et al., 2006) and men reporting lifetime abuse 

and physical abuse rates at 30% and 18%, respectively (Reid, Bonomi, Revara, et al., 2008.) 

These statistics are nearly double those of a decade ago. National estimates of the fiscal 

consequences of IPV exceed $8 billion annually (Max, Rice, Finklestein, Bardwell, & 

Leadbetter, 2004) which may well be an underestimate, given that increased medical costs 

associated with IPV extend for three years after the violence has stopped (Fishman, Bonami, 

Anderson, Rivara, & Reid, 2010).

More women than men experience injuries related to IPV, although attention is being paid to 

the understudied topic of female IPV perpetration (Williams, Ghandour, & Kub, 2008). 

Beyond its physical consequences, IPV victims report high rates of depression and post-

traumatic stress disorder (Campbell, 2002; Pico-Alfonso, et al., 2006; Stein & Kennedy, 

2001) and are at high risk for suicide (Yellowless & Kaushik, 1994). Female IPV victims 

attempt suicide at rates 18% greater than the general population (Abbott, Johnson, Koziol-

McLain & Lowenstein, 1995). Heru et al. (2006) found that more than 90% of psychiatric 

inpatients, regardless of gender, reported both suicidal ideation and IPV victimization in the 

past year.

The American Deaf1 community certainly is not immune from IPV. In 1985, the first IPV 

intervention organization exclusively for deaf individuals was founded in Seattle (Smith, 

2000). Since then, over 20 such organizations have been formed across the U.S. Eighteen of 

these comprise the Justice for Deaf Victims National Coalition (JDVNC) (Waddington, 

2008).

While Deaf community IPV services have become more widespread, they have not been 

guided by empirical research uniquely focused on this community, that is, persons whose 

deafness usually occurs very early in life and who prefer to communicate via American Sign 

Language (ASL) (Anderson, Leigh, & Samar, 2011; Mason, 2010). ASL is structurally quite 

unlike English (Valli, Lucas, & Mulrooney, 2005). The unique language and cultural 

minority status of the Deaf community (Padden & Humphries, 2005) underscores the need 

for research activities and methodologies uniquely suited to this population (Barnett, 

McKee, Smith & Pearson, 2011; Pollard, 2002). Most IPV research that includes deaf 

1In keeping with current publication standards in the deafness field, the uppercase “D” is used when referring to deaf people as a 
specific sociocultural group and the lowercase “d” when a more general reference to persons with severe hearing loss is intended.
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persons has simply equated them with other individuals with disabilities. Still, such research 

is compelling.

Obinna, Krueger, Osterbaan, Sadusky, & DeVore (2006) cite work estimating that 83% of 

women with disabilities are sexually assaulted at some point in their lives. Anello (1998), 

citing “a small number of independent studies” in Canada, states that women with 

disabilities are 1.5 to 2 times more likely to be abused than non-disabled women. A 1994 

Canadian survey indicated higher rates of sexual assault on disabled women by their spouses 

in comparison to non-disabled women − 39% vs. 29%, respectively (Anello, 1998). Other 

research suggests that women with disabilities are abused in greater numbers and for longer 

periods of time than those without disabilities (Nosek, Howland, Rintala, Young, & 

Chanpong, 2001). A common limitation of these studies is the failure to identify which 

specific disabilities the research participants had. The IPV risk factors potentially associated 

with different disabilities (e.g., blindness, spinal cord injury, cognitive impairment, or 

deafness) arguably are quite different in consideration of the barriers they may (or may not) 

present to self-defense, judgment, mobility-related safety, and access to IPV services or 

preventive educational initiatives. Conducting research with persons with disabilities as if 

this population is a homogeneous one hampers the utility of conclusions which can be 

drawn. An example of more useful research methods is Obinna, et al.’s (2006) study of 598 

battered women’s programs in which the authors report that of all disability categories, 

women with hearing or vision impairment are least likely to be served by battered women’s 

shelters.

Deaf-specific IPV research is just beginning to emerge. Three recent studies (Anderson & 

Leigh, 2011; Anderson & Kobek Pezzarossi, 2011; Mason, 2010) focused on students at 

Gallaudet University, where nearly all undergraduates are deaf. However, each of these 

studies employed written English measures, not ASL-based measures, which may have 

affected the results (Graybill, et al., 2010; Pollard, 2002). Mason (2010) surveyed 226 

Gallaudet students (both genders) and found that 27% reported past abusive relationships 

and 16% reported current abusive relationships. Physical abuse by current partners was 

reported by 11% of respondents. These numbers may well reflect under-reporting, since deaf 

female undergraduates appear to set a very “high bar” in labeling IPV behavior as abusive 

(Anderson & Kobek Pezzarossi, 2011), at least on English language measures, a problem 

aggravated in the Mason study which employed the unusually conservative assault 

frequency definition of “at least sometimes” rather than just once (Anderson & Leigh, 

2011). Anderson and Leigh’s (2011) study examined dating-relationship IPV in a sample of 

100 deaf female students, employing the English language version of the revised Conflict 

Tactics Scales (Strauss, 2007). In comparison to a sample of hearing female undergraduates 

(Sabina & Straus, 2008), twice as many deaf respondents (52%) reported experiencing past-

year IPV. In this Gallaudet sample’s responses to past-year IPV, 91% reported experiencing 

psychological aggression, 61% sexual coercion, and 52% physical assault. Twenty-two 

percent reported physical injury resulting from assault. Another notable finding was the 

near-equivalent rates of their own IPV perpetration reported by the study subjects. 

However, this finding is not unique to deaf female undergraduates (Straus, 2011; Williams, 

Ghandour, & Kub, 2008). Nevertheless, studies reporting violence manifested by women 
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often fail to gather data regarding motive and intent. In the absence of such data, acts of self-

defense may be interpreted as aggression, without attention to potentially important 

mitigating factors.

Schild and Dalenberg (2012) report data gathered from 79 deaf adults who responded to a 

number of trauma-related instruments that had been translated into ASL and were presented 

to the study subjects by a sign-fluent examiner. Though the data gathered was not always 

specific to IPV, the authors report that 20.6% of the men and 37.8% of the women reported 

experiencing sexual assault (presumably lifetime incidence) and an additional 38.2% of the 

men and 42.2% of the women reported “other unwanted sexual experiences” (undefined). 

Accounting for overlap between these two inquiry categories, the authors report that 44.1% 

of the men and 53.3% of the women reported “some kind of sexual abuse.”

The need for IPV research focused on the community-dwelling deaf population is 

particularly acute. There are many barriers excluding deaf ASL-users from public health 

research and surveillance, resulting in a dearth of knowledge regarding potential health 

disparities (Barnett, McKee, Smith, & Pearson, 2011; Zazove, et al., 1993), including IPV 

disparities. One study citing IPV incidence rates in the community-dwelling deaf population 

has appeared (Barnett, Klein, et al., 2011) but the brevity of the publication and its 

presentation of additional public health data limited the focus on IPV. Information regarding 

IPV perpetration by deaf versus hearing persons, potentially unique perpetration methods 

and dynamics relevant to this population (Anderson, Leigh & Samar, 2011), IPV disclosure 

and help-seeking behavior in the Deaf community, and the impact of Deaf-specific IPV 

service programs are unknown.

The present study was an effort to address the lack of linguistically and culturally 

appropriate IPV research geared specifically toward the community-dwelling population of 

deaf adult ASL-users. Our priority was to obtain IPV prevalence rate data reported by 

sizable Deaf community samples and compare them, where possible, to data from general 

population samples.

Method

Pollard (2002) and colleagues (Barnett, Klein, et al., 2011; Graybill, et al., 2010) have 

described ethical and effective methods for conducting research with and about the Deaf 

community. The Rochester Prevention Research Center: National Center for Deaf Health 

Research (NCDHR) was established in 2004 for this purpose. NCDHR’s inaugural project 

was the development and implementation of a health risk behavior survey (named the Deaf 

Health Survey or DHS), accessible to deaf respondents in ASL, manually coded English 

(MCE)2 and written English via an interactive touch-screen computer interface (Barnett, 

Klein, et al., 2011). The computer interface allowed survey respondents to select the 

presentation of instructions, questions, and answer choices in ASL (via film clips), MCE 

2Manually coded English (MCE) refers to a number of invented communication systems that borrow from ASL vocabulary but 
present signs in ways that are consistent with English grammar and syntax rather than that of ASL. A sizable number of deaf 
individuals have been educated in settings that employ MCE. It was therefore decided to include MCE versions of the questions and 
answers on the NCDHR Deaf Health Survey in addition to the ASL versions.
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(via film clips), and/or written English and switch among these communication modalities at 

any time, or view the survey content in all three modalities if they wished. Regarding the 

film clips in ASL and MCE, the interface allowed respondents to choose from among six 

signers, presenting the same survey content in ASL or MCE. The DHS survey questions 

were drawn from established national health surveillance instruments, in particular, the 

Behavioral Risk Factor Surveillance System (BRFSS) (Centers for Disease Control and 

Prevention, 2004). Six IPV questions were included in the DHS survey. These addressed 

physical abuse, emotional abuse, and forced sex experiences, and inquired about lifetime 

and past-year abuse experiences in each of these three categories. The survey also queried 

about past-year hospital emergency department visits, among other topics.

As detailed by Graybill, et al. (2010), a rigorous procedure was followed for ensuring 

meaning equivalence between the source (e.g., BRFSS) item wording and the ASL 

translation. During the translation process, this often required making explicit certain terms 

used in the English source items that otherwise cannot effectively be conveyed in ASL.3 

Limitations in English literacy and especially “fund of information” (O’Hearn & Pollard, 

2008; Pollard, 1998) often require ASL translations of English “categorization” terms (such 

as the word “abuse”) to be described in terms of specific behaviors (Graybill, et al., 2010). 

Accordingly, while terms such as “abuse” are used herein, the actual ASL and MCE 

translations viewed by the study respondents included specific descriptions of what 

behaviors constituted physical and emotional abuse, and forced sex. All translated survey 

items were validated via back-translation, where an independent person who was bilingual 

and unfamiliar with the original source material translated the items from ASL or MCE back 

into written English. Any significant discrepancies between the source English content and 

the back-translated English content were resolved by consensus and re-translation. A second 

step we employed to assure meaning equivalence with the source items was the conduct of 

in-depth cognitive interviews (Willis, 2005; Willis, 1999) prior to release of the DHS 

survey. We used a modified “think aloud” process to confirm a shared understanding of the 

meaning of each item and, on some occasions, made changes to the item translations based 

on these cognitive interview results.

Two large samples of deaf adults engaged the touch-screen kiosk presenting the Deaf Health 

Survey. The first consisted of deaf residents of the greater Rochester, NY, area (“Rochester 

sample”) who responded to the survey in various Rochester locations during a six-month 

period in 2008. Respondents were recruited through Deaf community organizations and 

networks, healthcare providers, at public events, through deaf-related email listservs and 

electronic media, and by their peers (“word of mouth”). Some (41.6%) took the survey at 

NCDHR’s university offices, either by appointment or walk-in. Others took the survey at 

community sites, such as the Rochester Recreation Club of the Deaf. For a few individuals 

with limited transportation, NCDHR staff brought the survey to their home. The second 

3For example, rather than use the general ASL terms for “partner,” “emotion,” or “psychological” in reference to emotional abuse, the 
ASL query on this topic conveyed the following (translated here into English): “Has an intimate partner (husband, wife, girlfriend, 
boyfriend, partner or someone with whom you’ve been in a relationship) ever frequently yelled at you, insulted you, made you feel 
inferior, been verbally cruel to you, prevented you from obtaining food or money or medicine, or prevented you from contacting or 
visiting with your friends or family, or prevented you from leaving the house?” Notably, the impetus to include a question on 
emotional abuse came from survey pilot-test feedback from Deaf individuals who noted that the pilot version only queried physical 
and sexual abuse and recommended that questions on emotional abuse be added.
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sample consisted of deaf adults who did not reside in the Rochester area (per zip code data) 

but who responded to the survey during 40-year alumni reunion events hosted by the 

National Technical Institute for the Deaf (NTID), also in Rochester, in June, 2008. We 

characterize this second sample as a national convenience sample (“National sample”), 

consisting of NTID alumni, spouses, friends, etc., who lived outside the Rochester region. 

Respondents in both samples interacted with the computerized survey behind privacy 

curtains. In order to maintain comparability with other national surveillance systems, no 

incentives were provided to the survey participants.

We compared results from these two deaf adult samples with BRFSS data collected during a 

local, random digit dial telephone survey conducted in Monroe County, NY (which includes 

Rochester) in 2006 (Monroe County Health Department, 2007). For these analyses, we 

report summary statistics (means or proportions with 95% confidence intervals) for the two 

deaf samples and the Monroe County BRFSS sample; this approach is consistent with 

previous reports comparing the Deaf Health Survey with the Monroe County BRFSS sample 

(Barnett, Klein, et al., 2011). We used SAS® version 9.2 survey procedures (SAS® 

Institute, 2009) to adjust for biases introduced by telephone survey methodology.4 The 

Monroe County BRFSS only administered IPV items to respondents younger than age 65 

(N=1,906). Accordingly, we herein report only the demographic and IPV prevalence 

summary statistics for persons from the two deaf samples who were younger than 65 

(Rochester sample N=308, National sample N=162).

We also compared our IPV prevalence data with data from the National Violence Against 

Women Survey (NVAWS) (Tjaden & Thoennes, 2000) which does include data from 

persons 65 and older. Since we did not have direct access to the NVAWS dataset, we were 

unable to omit the data pertaining to persons 65 and older, thus our comparison was based 

on the Tjaden & Thoennes (2000) report alone.

The University of Rochester Medical Center’s IRB and the Rochester Institute of 

Technology’s IRB (responsible for research involving NTID) provided human subjects 

approval for this study.

Results

Table 1 presents demographic data for both deaf samples and the Monroe County BRFSS 

telephone survey sample. Age and gender statistics for the three groups are similar, as is the 

proportion of Hispanic respondents. The Monroe County BRFSS sample included about 5–

10% more non-white individuals than the two deaf samples. Education and income statistics 

between the three samples show important differences. About two-thirds of the Monroe 

County BRFSS sample reported education beyond the high school level whereas both deaf 

samples reported notably higher levels of education. Yet, despite higher educational 

attainment, the two deaf samples reported lower annual household incomes than the Monroe 

County BRFSS sample.

4The BRFSS over-sampled the City of Rochester in order to achieve adequate numbers of African-Americans, Latinos, and older 
adults. Data were weighted to correct for unequal chances of selection and non-response rates, and to match the Monroe County 
population distribution for age, sex, race, and Latino origin (Monroe County Health Department, 2007).
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Table 2 presents self-reported IPV experience rates among the three survey samples, 

distinguishing between the three types of abuse queried (emotional, physical, and forced 

sex), and past-year versus lifetime (ever) experiences of each abuse type. Table 3 presents 

the self-reported IPV experience rates for women and men separately. The last column of 

Tables 2 and 3 present NVAWS data for comparison purposes. Again, the ASL and MCE 

definitions of all three abuse types entailed a list of specific behaviors widely accepted as 

comprising these respective types of abuse, whereas such details were not listed in the 

corresponding English questions on the Monroe County BRFSS or the NVAWS.

Although emotional abuse was not queried in the Monroe County BRFSS telephone survey 

(nor the NVAWS), the rates reported by both deaf samples exceed 25% (lifetime) and 5% in 

the past year. More women than men in these two deaf samples reported experiencing 

lifetime emotional abuse but the gender difference was not marked.

A greater proportion (about 6%) of both deaf samples reported experiencing physical abuse 

at some time in their lives in comparison to the Monroe County BRFSS sample. Again, 

gender was a factor, with more women than men in both deaf samples reporting lifetime 

physical abuse but the gender difference was greater than that noted for emotional abuse. 

The gender difference in lifetime physical abuse in all three local survey samples is less 

marked than that reported in the NVAWS.

Since only a small number of individuals reported past-year physical abuse, contrasting 

those percentage figures in Table 2 is less useful. Notably, however, more men than women 

in both deaf samples reported past-year physical abuse, unlike the Monroe County survey 

and the NVAWS.

The greatest IPV disparities revealed in this study pertained to forced sex experiences. 

Almost three to four times as many deaf persons, in the National sample and Rochester 

sample respectively, reported experiencing forced sex at some time in their lives, compared 

to the Monroe County BRFSS sample. The forced sex lifetime prevalence rates in the two 

deaf samples were about twice as great as that reported in the NVAWS sample. More 

women than men reported lifetime forced sex in all three samples but this gender difference 

was much less marked in both deaf samples than in the comparison groups, especially as 

reported by the National deaf sample.

The considerable disparity in forced sex experiences reported by the two deaf samples was 

replicated when restricting such reports to past-year experiences only. Three to five times as 

many deaf participants reported past-year forced sex in comparison to Monroe County 

BRFSS respondents. However, the gender difference in past-year forced sex was reversed in 

both deaf samples, with more men than women reporting it, quite unlike the Monroe County 

sample.

Hospital emergency department (ED) utilization was higher among persons from both deaf 

samples who experienced one or more types of IPV in the past 12 months (tabular data not 

shown). Thirteen of the 34 respondents from the Rochester deaf sample (38.2%) who 

reported past-year IPV also reported one or more past-year ED visits, in contrast to an 

overall past-year ED utilization rate of 31.1% for the entire Rochester deaf sample. Among 
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the National deaf sample, 7 of 12 respondents (58.3%) who reported past-year IPV also 

reported one or more past-year ED visits, in contrast to an overall past-year ED utilization 

rate of 31.6% for the entire National deaf sample. Past-year ED utilization was not queried 

in the Monroe County BRFSS.

Discussion

These data suggest that deaf adults who use sign language experience notably higher rates of 

IPV than does the general population, at least in some IPV categories. Our data regarding 

emotional abuse identifies it as the form of IPV most frequently reported by deaf persons, at 

rates exceeding 25% (lifetime). Reports of physical abuse appear to be at least as common 

among our deaf samples, if not slightly more so, as in the general population. The forced sex 

results suggest that sexual violence is much more frequently experienced by deaf persons, 

consistent with Schild and Dalenberg’s (2012) findings regarding sexual abuse among deaf 

adults and Anello’s (1998) data regarding sexual abuse, including within marriages, among 

women with disabilities. These data, while preliminary, provide a foundation for 

establishing IPV prevalence rates among deaf adults and conducting further IPV research 

with deaf sign language users. This study also provides incentive and evidence for further 

conversations about the importance of screening for intimate partner violence in clinical and 

community settings serving deaf individuals, and how best to conduct such screenings and 

assessments.

The IPV gender distribution patterns among deaf respondents differed considerably from 

those usually occurring in the general population and expand upon Anderson and Leigh’s 

(2011) report of high rates of IPV perpetration by deaf female college students. The greater 

proportion of deaf men than deaf women reporting past-year physical abuse and past-year 

forced sex is remarkable, as is the more general trend in the data from the two deaf samples 

suggesting smaller gender differences in abuse experiences than is typically found in 

national IPV surveys (e.g., Tjaden and Thoennes, 2000). However, smaller gender 

differences are consistent with recent perpetration research (Williams, Ghandour, & Kub, 

2008). A recent national study (Black, et al, 2011) also suggests that the gender distribution 

of IPV behavior is changing among the general population. This study suggests that 35.6% 

of women and 28.5% of men report rape, physical assault, or stalking in their lifetime. Our 

gender data suggest a need for uniquely-designed efforts regarding IPV prevention and 

intervention with deaf individuals and underscore the need to direct such services to deaf 

men as well as deaf women.

Our study also demonstrated that IPV experienced by deaf individuals is associated with 

increased utilization of hospital emergency services, although only a small number of 

individuals were included in these analyses. While comparison data were not available from 

the local general population, these results suggest that IPV reported by deaf persons has 

significant physical and/or psychiatric consequences, as is commonly found in other IPV 

studies.

The differing relationships between education and income among these survey samples also 

are noteworthy. Despite being more educated, the two deaf samples reported lower annual 
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household incomes than the telephone survey sample, suggesting significant under-

employment among deaf respondents. Economic inequities can be associated with health 

disparities as well as IPV risk. The IPV disparities reported by these two deaf samples 

indicate that higher education does not attenuate IPV risk among deaf persons. While crime 

research documents that risk travels across cultural, racial and economic boundaries, being a 

poor, minority, uneducated female puts one at greater risk for IPV (Tjaden & Thoennes, 

2000; Truman & Rand, 2010).

While the NCDHR Deaf Health Survey represented a significant step forward in language 

accessibility for deaf research participants, our study has limitations as well. The samples 

engaged were convenience samples and the Rochester/Monroe County findings only 

represent one particular community; thus, the two deaf samples are unlikely to be 

representative of the larger Rochester or national deaf populations, respectively. Methods of 

recruiting both deaf samples held biases that failed to include deaf individuals who are not 

connected to the Rochester Deaf community or NTID social networks. Such biases were 

evidenced in the high education level of respondents from both deaf samples. Similarly, the 

National sample contained respondents who were attending 40-year alumni reunion events 

at NTID, and therefore likely under-represents individuals in the 18–35-year-old age range, 

who are generally at higher risk for IPV victimization. It is reasonable to conjecture that the 

IPV incidence rates reported would have been even higher if a greater number of less-

educated deaf individuals had been included in the survey. In addition, since the Monroe 

County BRFSS only asked IPV questions of respondents under age 65, we were limited in 

our ability to compare IPV prevalence in these deaf adult samples with the county data.

It should also be noted that the BRFSS telephone survey did not employ the behaviorally-

defined descriptions of the three abuse types that were incorporated into the ASL and MCE 

translations of the DHS items. It is conceivable that the lack of such behaviorally-defined 

descriptions could lead to under-reporting of IPV in BRFSS telephone survey sample and, 

accordingly, account for some degree of the IPV disparities we identified. However, 

surveillance or other research methods with the Deaf community that fail to address 

language, cultural, fund of information, and literacy differences (Barnett, Klein, et al., 2011; 

Barnett, McKee, Smith, & Pearson, 2011; Graybill, et al., 2010) can greatly impact the 

validity of data provided by deaf persons, especially those who communicate primarily via 

sign language. Further research on methodological procedures that produce the most valid 

data from deaf sign language users versus persons from the general, English-fluent 

population is needed, not only in relation to IPV but myriad other topics pertaining to 

potential health disparities between deaf and hearing people.

Another fruitful avenue for further IPV research is to move beyond studies of victimization 

incidence rates into explorations regarding IPV perpetrators (including in cases of bi-

directional couple violence), protective factors, counseling effectiveness, and partner 

violence triggers, motives, and intent. Neither the NCDHR survey nor the BRFSS examined 

these broader issues. However, a new, three-year study conducted by the authors and 

colleagues in the deaf and IPV research fields at our institution is drawing to a close and 

shedding light on epidemiological factors pertaining to IPV affecting the Deaf community. 

The study is based on in-depth, nationwide interviews with service providers who work with 
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deaf victims and perpetrators, deaf IPV victims, and perpetrators (hearing or deaf) who have 

been involved in physical or sexually violent relationships where one or both persons was a 

deaf sign language user. Our intent in this work is to provide a fuller picture of the 

antecedents of such violence and how more culturally informed prevention and intervention 

programs might be developed.

In conclusion, our current research findings suggest deaf individuals experience significant 

IPV disparities in comparison to the general population, as reported via methodologies that 

present survey content in a linguistically and culturally accessible manner. Disparities in 

emotional abuse and forced sex experiences were particularly marked and the gender 

patterns of certain forms of IPV victimization were atypical of the general population. 

Accordingly, there is a great need for further research on the Deaf community’s unique IPV 

experiences as well as the development of education and intervention services fitting this 

community’s particular IPV patterns and sociocultural and linguistic characteristics. Current 

approaches designed for the general population may not be appropriate for and inclusive of 

this sizable American minority population.
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Table 1

Demographics of survey respondents in each sample group (under age 65 only)

Deaf Health Survey, Rochester 
Sample
N=308

% (95% CI)

Deaf Health Survey, National 
Sample
N=162

% (95% CI)

Monroe County BRFSS
N=1906*

% (95% CI)

Age

Mean, standard deviation 44.0 (42.7–45.3) 46.8 (45.5–48.1) 40.5 (39.6–41.4)

Minimum, Maximum 18, 64 19, 64 18, 64

Age groups

18–24 5.8 (3.2–8.5) 1.2 (0.0–3.0) 16.4 (13.3–19.5)

25–34 14.9 (10.9–18.9) 5.6 (2.0–9.1) 19.3 (16.8–21.8)

35–44 27.6 (22.6–32.6) 34.6 (27.2–42.0) 23.1 (20.8–25.5)

45–54 30.5 (25.3–35.7) 40.1 (32.5–47.8) 23.8 (21.5–26.2)

55–64 21.1 (16.5–25.7) 18.5 (12.5–24.6) 17.3 (15.4–19.2)

Gender

Female 53.9 (48.3–59.5) 49.7 (41.9–57.5) 50.9 (47.8–54.0)

Male 46.1 (40.5–51.7) 50.3 (42.5–58.1) 49.1 (46.0–52.2)

Race

White 85.7 (81.6–89.7) 89.3 (84.3–94.3) 80.5 (78.1–82.9)

Non-White 14.3 (10.3–18.4) 10.7 (5.7–15.7) 19.5 (17.1–21.9)

Hispanic 3.4 (1.3–5.5) 4.0 (0.8–7.2) 4.3 (3.2–5.4)

Education Level

Did not finish high school 5.5 (2.8–8.1) 2.0 (0.0–4.3) 5.9 (4.4–7.5)

High school graduate or GED 10.6 (7.1–14.2) 3.3 (0.4–6.2) 24.0 (21.3–26.6)

Some college/2 yr degree 36.3 (30.8–41.8) 46.7 (38.6–54.7) 25.5 (22.8–28.3)

4 yr college degree or higher 47.6 (41.8–53.3) 48.0 (39.9–56.1) 44.5 (41.5–47.6)

Annual Household Income

Less than $20,000 27.4 (22.1–32.7) 15.8 (9.8–21.7) 17.2 (14.7–19.7)

$20–35,000 23.7 (18.7–28.8) 22.6 (15.7–29.5) 12.2 (10.4–14.1)

$35–75,000 35.8 (30.1–41.5) 37.7 (29.7–45.6) 37.6 (34.4–40.7)

More than $75,000 13.1 (9.1–17.2) 24.0 (17.0–31.0) 33.0 (30.0–36.1)

BRFSS=Behavioral Risk Factor Surveillance System

CI=Confidence Interval

Note: Percentages may not equal 100% due to rounding.

*
Data in this column are weighted as described in the Methods; the unweighted N is presented here to show actual sample size.
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Table 2

Self-reported prevalence of IPV among adults under age 65 in each sample group

Deaf Health Survey 
Rochester Sample*

N=308
% (95% CI)

Deaf Health Survey 
National Sample

N=162
% (95% CI)

Monroe County 
BRFSS*

N=1906**
% (95% CI)

National 
Violence 

Against Women 
Survey

N=16,000
%

Emotionally abused ever 27.5 (22.4–33.1) 25.4 (18.5–33.6) Not asked Not asked

Emotionally abused past 12 
months

7.4 (4.8–11.3) 5.1 (2.2–10.6) Not asked Not asked

Physically abused ever 21.0 (16.3–25.8) 20.1 (13.5–26.8) 13.9 (11.8–16.0) 29.5

Physically abused past 12 months 3.1 (1.1–5.1) 2.1 (0.0–4.4) 2.7 (1.7–3.8) 2.2

Forced sex ever 20.8 (16.1–25.6) 14.5 (8.7–20.3) 5.8 (4.5–7.0) 8.0

Forced sex past 12 months 3.8 (1.6–6.1) 2.1 (0.0–4.4) 0.7 (0.1–1.3) 0.2

BRFSS=Behavioral Risk Factor Surveillance System

CI=Confidence Interval

*
These data were originally reported in Barnett, Klein, et al. (2011).

**
Data in this column are weighted as described in the Methods; the unweighted N is presented here to show actual sample size.
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Table 3

Self-reported prevalence of IPV among women and men under age 65 in each sample

WOMEN ONLY

Deaf Health Survey 
Rochester Sample

Women*
N=165

% (95% CI)

Deaf Health Survey 
National Sample

Women
N=80

% (95% CI)

Monroe County 
BRFSS

Women*

N=1239**
% (95% CI)

National Violence 
Against Women 

Survey***
Women
N=8,000

%

Emotionally abused ever 29.4 (22.4–37.4) 27.1 (17.5–39.3) Not asked Not asked

Emotionally abused past 12 
months

7.9 (4.3–13.7) 4.3 (1.1–13.0) Not asked Not asked

Physically abused ever 25.3 (18.5–32.2) 22.2 (12.4–32.1) 16.7 (14.2–19.2) 22.1

Physically abused past 12 months 2.5 (0.1–5.0) 1.4 (0.0–4.2) 3.1 (1.6–4.5) 1.3

Forced sex ever 29.7 (22.5–37.0) 16.9 (8.0–25.8) 10.4 (8.2–12.6) 7.7

Forced sex past 12 months 3.2 (0.4–6.0) 1.4 (0.0–4.2) 1.1 (0.0–2.1) 0.2

MEN ONLY

Deaf Health Survey 
Rochester Sample

Men
N=141

% (95% CI)

Deaf Health Survey 
National Sample

Men
N=81

% (95% CI)

Monroe County 
BRFSS

Men
N=667**

% (95% CI)

National Violence 
Against Women 

Survey
Men

N=8,000
%

Emotionally abused ever 25.4 (18.3–33.9) 23.5 (14.4–35.7) Not asked Not asked

Emotionally abused past 12 
months

7.0 (3.5–13.2) 5.9 (1.9–15.1) Not asked Not asked

Physically abused ever 16.0 (9.7–22.4) 18.3 (9.1–27.5) 11.0 (7.7–14.3) 7.4

Physically abused past 12 
months

3.8 (0.5–7.1) 2.8 (0.0–6.8) 2.3 (0.8–3.9) 0.9

Forced sex ever 10.1 (4.8–15.3) 12.3 (4.6–20.1) 1.0 (0.1–1.9) 0.3

Forced sex past 12 months 4.7 (1.0–8.3) 2.7 (0.0–6.6) 0.3 (0.0–0.7) Not calculated***

BRFSS=Behavioral Risk Factor Surveillance System

CI=Confidence Interval

*
Data reported in this manuscript were primarily collected and analyzed by the NCDHR; prevalence data for women in these two sample groups 

underwent secondary data analysis and were reported as part of a doctoral dissertation at Gallaudet University (Anderson, 2010).

**
Data in this column are weighted as described in the Methods; the unweighted N is presented here to show the sample size of each gender group.

***
In NVAWS analyses, estimates were not calculated on fewer than five victims (Tjaden & Thoennes, 2000).
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