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F or intubated patients or ones 
with tracheostomies, the ven-
tilatory support that is life-sus-
taining can have the deleterious 

side effect of impeding communication. In 
intensive care settings, where life-altering 
decisions are made, the awake capacitated 
individual may be left with little hope for 
self-determination. We present a clinical 
ethics case that illustrates the benefits 
of lip-reading interpreters as invaluable 
members of the patient care team.

CASE REPORT

A 75-yr-old homeless man living in 
local airports was admitted to the burn 
unit with 50% total body surface area 
burns after his shirt caught on fire. After 
nearly 1 yr of treatment, multiple opera-
tions, and a course complicated by sepsis 
from a migrated gastric feeding tube, he 
remained with nonhealing wounds sec-
ondary to failed skin grafts and severe 
contractures of his upper extremities bi-
laterally. He had no family members and 

no healthcare agent or surrogate could 
be located to assist with medical deci-
sion-making. The surgical team believed 
multiple operations were still required 
to address his burns, but given the ex-
tent of his injuries, it was thought he 
was unlikely to survive even with these 
operations. When asked about pursu-
ing additional skin grafts, the patient 
adamantly refused. At that time he was 
awake and clinically stable, although 
psychiatry determined that he lacked 
capacity. Given the unclear efficacy of 
surgery, the inability to locate any fam-
ily or friends who might serve as a sur-
rogate decision-maker, and the patient’s 
clear desire to be left alone, the team 
respected his wishes to forgo further op-
erations and discussed palliative options 
with him.

In the absence of surgery, his health 
began to decline and he was soon ventila-
tor-dependent via a tracheostomy. In this 
setting, he requested that the care team 
feed him coffee and donuts. The burn 
unit team hesitated to accede to the re-
quest, because he had failed swallowing 
studies and the coffee and donuts posed 
a significant risk of aspiration. However, 
the team was conflicted by their desire to 
bring some comfort to a dying man ask-
ing for the pleasure of eating his favorite 
foods.

A medical ethics consult was re-
quested to assist with deciding the best 
course of action. Ethics recommended 
a court-appointed surrogate be sought; 
however, given that the process was pro-
hibitively slow and that the patient was 
gravely ill, this was not attempted. Ethics  

also recommended another psychiatric 
interview to assess whether the patient 
had decision-making capacity and if he 
truly understood the risks associated 
with eating. Because the patient was 
now ventilated and had significant con-
tractures, he could only mouth words 
to express himself. The Passy-Muir 
valve was attempted, but this was not 
tolerated and did not enhance com-
munication. Influenced by his own ex-
perience with a relative who had been 
intubated, the burn surgeon requested 
the services of a lip-reading interpreter 
to facilitate discourse with the patient. 
With the assistance of two trained in-
terpreters, the patient expressed that 
he wanted to live, but not undergo 
the surgical and physical therapy nec-
essary to survive. In addition, the pa-
tient requested that he be allowed to 
eat and denied any risk of aspiration. 
Furthermore, he suggested that the 
team could avoid any harm by extract-
ing aspirated food and treating him with  
antibiotics.

With the help of the lip-reading in-
terpreters, psychiatry determined the 
patient still lacked capacity to make an 
informed decision to eat; he had poor in-
sight into his medical situation and could 
not articulate the negative consequences 
of eating, namely aspiration and risk of 
death. The clinical team remained ambiv-
alent about denying him coffee and do-
nuts. Ultimately, it was agreed upon that  
in the absence of the patient having the 
capacity to understand the risks associ-
ated with eating, or even a surrogate to 
draw on his previous wishes and help 
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with the decision-making process, our 
duty as clinicians ethically prevented us 
from “doing harm” and feeding him.

The patient continued to speak with 
the team through the intercession of 
his lip-readers, who obtained critical so-
cial history about a difficult life, a hap-
pier childhood, a devotion to the Catholic 
faith, and sequestered knowledge about a 
family burial plot in Long Island that held 
his parents. After nearly 1 yr of treatment 
and months of “conversation,” the patient 
finally died from his wounds. His wishes 
to have a Catholic funeral mass and to 
be buried with his family were honored 
by the burn unit team, who served as his 
pallbearers.

DISCUSSION

The advent of technology revolution-
izing the care provided to the critically 
ill has created an environment in which 
barriers to communication are ubiqui-
tous. Patients dependent on ventilators or 
with tracheostomies are often unable to 
effectively communicate with the health-
care team and their loved ones. This can 
lead to feelings of social isolation, con-
fusion, and depression (1). The Joint 
Commission has made communication a 
national imperative, recommending that 
individuals be reassessed throughout 
their hospital stay for communication 
needs (2). Patients who are awake and 
alert while ventilated are in a remarkable 
position of having the potential to ac-
tively contribute to healthcare decisions, 
preserving their autonomy and rights of 
self-determination as expressed through 
their preferences for care. However, com-
municating with a patient who is venti-
lated or who has a tracheostomy presents 
unique challenges.

Historically, nurses can be credited for 
advancements in developing strategies to 
communicate with ventilated patients. 
Literature in this domain stresses the 
significant bond between nurse and pa-
tient in intensive care settings (3–5). In 
fact, nurses are often responsible for cre-
atively finding solutions to this dilemma 
of communication (3, 4). Modes of com-
munication can be categorized into those 
requiring fine motor skills and those us-
ing oral motor skills (6). Using communi-
cation boards, writing, tracing letters on a 
caregiver’s hand, blinking, and gesturing 
all can be considered examples of modes 
of communication that require fine mo-
tor skills; mouthing words utilizes oral 
motor skills.

For patients in the intensive care unit, 
writing and tracing letters requires that 
individuals be able to move the hands. In 
studies, nurses note significant limitations 
to these methods, namely that handwrit-
ing is illegible and the processes are time-
consuming (1, 4). Using communication 
boards, patients express themselves by 
picking out words and letters or by work-
ing with a communication partner who 
picks options (the patient then indicates 
assent or dissent). This, too, can be time-
consuming and is potentially not feasible 
for visually impaired patients (4). Some 
patients, when instructed on how to use 
a communication board before a planned 
intubation, have reported satisfaction 
with this method of communication (7).

Mouthing words may be preferable for 
some patients. This communication tech-
nique uses oral motor skills and has been 
suggested as easier and less physically 
taxing (8). When patients vented via a 
tracheostomy can mouth words with suf-
ficient motor strength, an electronic lar-
ynx positioned at the neck or connected 
to a small tube inserted into the mouth 
may be helpful in transmitting sound (9). 
When this option is not available, mouth-
ing words and lip-reading may serve as 
an effective form of communication. The 
term “lip-reading” refers to the act of rec-
ognizing speech using visual signals (10). 
There is a relative paucity of recent litera-
ture on communication in intensive care 
settings and, in particular, lip-reading as 
a method of communicating with patients 
who are ventilated or have tracheostomies. 
Thus, we have extrapolated from research 
on communicating with deaf individuals 
in healthcare settings.

Experts recommend respecting a pa-
tient’s preference when determining 
modes of communication (11). When 
the patient’s preference is mouthing, i.e., 
requiring lip-reading by hospital staff, 
listeners watch the speaker’s face to un-
derstand what is being said (12). Seeing 
the speaker helps listeners recognize lan-
guage by providing information about the 
production of sounds and the structure of 
statements, both of which help listeners 
identify word and clause segments (13–15).  
Even with a trained lip-reader, only 
30%–45% of spoken English words can 
be interpreted (16). To maximize commu-
nication efforts, trained lip-readers must 
be available. In one study, a lip-reading 
expert grossly outperformed controls in 
lip-reading tasks, correctly identifying 
both lower-order phonetic structures 
(e.g., single vowels) and full sentences 
(17). Other studies demonstrate that over 
time, an individual’s words can become 
more easily recognizable to a lip-reader, 
suggesting that continuity with an inter-
preter is beneficial to patients requiring 
this service (1, 5). Perhaps it is time we 
routinely offer lip-reading interpretation 
and recognize the need for prospective 
studies examining the role of lip-reading 
in medical settings.

For patients on ventilators or with 
tracheostomies who are limited in their 
ability to use fine motor skills to com-
municate (our patient had contractures) 
or who have a preference for mouthing 
words, we recommend using trained lip-
reading interpreters. It should be noted 
that some deaf people are not schooled in 
traditional American sign language; rath-
er, they communicate through mouth-
ing words, gesturing, and lip-reading. 

figure 1. Lip-reading interpretation. A circuit formation.
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Our hospital had a system established for 
communicating with this special popu-
lation of deaf people through the use of 
two interpreters. This special skill set of 
advanced lip-reading was applied to our 
patient. The first interpreter, who actu-
ally performed the lip-reading, was a 
deaf individual who was trained as a lip-
reader. She watched the patient mouth 
words and then used American sign 
language to communicate what he said 
to a second interpreter, who was a sign 
language interpreter and not hearing 
impaired. The sign language interpreter 
then gave verbal voice to what the patient 
had mouthed. The patient, who was not 
hearing-impaired, listened to what the 
sign language interpreter said and clari-
fied anything that was not accurately in-
terpreted. (Fig. 1.)

American sign language interpreters 
are not required to be skilled in lip-reading 
interpretation, thus this method of using 
two interpreters may need to be consid-
ered more frequently for lip-reading. The 
lip-reading interpreter available to us was 
hearing-impaired and not able to give 
voice to the patient’s words; hence, sign 
language served as an intermediary in the 
interpretation process. To enhance their 
comprehension of what he was mouthing, 
our interpreters did not limit sessions to 
when the medical team needed their skills; 
rather, they worked with the patient rou-
tinely. These nonacute sessions increased 
the speed and fluency of the transaction 
and proved useful in building trust among 
the triad. In general, the interpreters’ ser-
vices would be requested by the burn unit 
team 1 to 2 days in advance of any discus-
sion of depth, a visit from psychiatry, or an 
interview to assess capacity. In the absence 
of these interpreters, the patient could in-
dicate a yes or no response to questions to 
communicate his needs, and the staff did 
not put forth the expectation of constant 
interpreter services.

We emphasize the importance of lip-
reading interpretation for this patient and 
the central role that it played in his case 
to highlight what, in retrospect, seems to 
be a routine and unreflected-on omission. 
There is an annual projected incidence 
of 2.7 episodes of mechanical ventila-
tion per 1000 population, with approxi-
mately 0.26% of hospitalized patients  

requiring mechanical ventilation annu-
ally (18). The Joint Commission and oth-
er normative standards call for obligate 
interpretation services and, according to 
a survey of 83 public and private institu-
tions from the National Public Health and 
Hospital Institute, approximately 11% of 
patients need a medical interpreter (19). 
However, the need for lip-reading inter-
pretation has not been previously recog-
nized in the same way as interpreting from 
Spanish to English (2). Fundamentally 
and ethically, lip-reading is as much an 
interpretation mode as that which occurs 
between languages, because it gives voice 
to patients and provides them with an op-
portunity for self-determination.

In writing about what interpretation 
does for patients, one should not over-
look what it accomplishes for the clinical 
staff charged with caring for individu-
als with barriers to communication. 
Interpretation reduces isolation, helps 
to articulate preferences, and provides 
guidance for patient care. In the present-
ed case, the provision of voice helped to 
connect an isolated, decision-incapaci-
tated patient to the staff in a way that fos-
tered concern and compassion. It turned  
his charred body into a suffering person 
who needed to be spoken with, com-
forted, heard, and acknowledged. For a 
homeless man who had lived for years 
in local airports, the last days of his life 
brought spiritual and physical closure; 
his parents were located and he was go-
ing home.
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