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Abstract

Purpose: Patient groups and healthcare workers report
that people who are deaf or hard of hearing (DHH),
have poorer health and wellbeing. The aim of this
study is to gain insight into the health of DHH people
in the Netherlands.

Methods: The physicd and mental heath of
participants was measured using the World Hedlth
Organization Quality of Life- Bref scale (WHOQoL-
BREF).
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VuecHUIIMTE OJrOBOpHja HA Mpallambata OJ ElHAeMH-
OJIOIKHOT TpAIIATHAK ¥ Ha Tpamama 3a Toa KakoB
MOJIEN Ha jasuK THe HajuecTo ymoTpeOysaar. Cute mpa-
IWaNHUIKY Oea TpeBEICHH BO JIBE BEP3HH, 3HAKOBHHOT
jasuk Ha XOoNaHAHja COTJIACHO CO MPEBEIyBAYKHOT IPO-
TOKOJI 32 Hampen-Ha3aJ|, MMCMEHa Bep3nja U Bep3Hja Ha
TPANIATHEKOT HANPaBeHa Ha XONIAHICKHU ja3HK CO KOj ce
HO//IP)KYBa 3HAKOBHUOT ja3uK.

Pesyninaiuu: TpamanaumuTe 6ea TOMONHETH O CTpaHa
Ha 274 TOC nuua. M 1Bete rpynu Ha TIIyBH JIMIA U OHUE
KOMIITO MMaaT OIITETeH ciyX, 0e3 orien Ha Bo3pacta
KOTa TpBIAT 3al0YHATI0 3a00NyBambeTo, U3BECTHja JeKa
MMaaT nociaabo GU3MYKO 37paBje O] HUBHUTE BPCHHILM
KOM HeMaaT mpobnemu co ciyxor. JIumara co omreteH
CITyX yKa)kaa Jieka HMaat MOBeKe MCUXOJIOMIKH TeIKOTHH
BO CHIOpen0a co KOHTPOJIHATA IPyTIa.

3axayuouyu: 3navajuo e I'OC nuumara na Oupgat wieH-
TH(HUKYBaHU KaKo Tpyna Ha NalueHTH co NOCeOH! 3/1paB-
ctBeHH npobiemu. [loTpeOHu ce moBeke HCTpaxyBama 3a
npupo/aTa 1 eeKTHTEe Ha IOCEOHNTE 3APaBCTBEHH MPOO-
nemu. Co3/1aBamETO Ha TOTOJEMA CBECT 33 OBHE 3/[PaB-
crBenn mpobnemu mnomery I'OC nuuara ¥ HUBHHTE
37lpaBCTBEHH PaOOTHHUIM € ECEHIIHjaITHa.

Knyunu 360posu: Znys, owitieitien cryx, Keanuiieid Ha
HCUBOIU, 3gPABCIUBEHA 3AUTUULIA.

Bosed

3/1paBcTBEHUTE pPAO0OTHHIM W TPYIUTE HA TANMCHTH
YKa)XyBaar JeKa JMIaTa KoM Ce TIyBH WM KOM MMaar
omrtereH cnyx ('OC) mmaar mocnmab 31paBCTBEH KBa-
JUTET Ha JKUBOT OTKOJKY JMI[aTa KOM CIyIIaaT.
Hajuecrara npuunHa Ha Koja ykaxyBaat tue ¢ neka ['OC
JUIaTa ce coouyBaar co Oapuepu BO MPUCTANOT Ha
3/[paBCTBEHATA 3AIITHTA CO 3HAYMTEIHH MOCIECIUIHU MO
HUBHOTO 37paBje W Jodpococtojoa. Hekonky aBropu ru
onuinane Oapuepute KOM MOXKAT Jd MMAaT HEraTHBHO
Bidjanue Bp3 3apasjero Ha ['OC smmara (1-4). Osue
Oapuepy MOXe Jia Bapupaar, BO 3aBUCHOCT OJf MPEOCTa-
HaTaTa CIOCOOHOCT 3a CIylIame, BO3pacTa Ha Koja Hac-
TaHajua 3arybaTa Ha CIyXOT M CTEHEHOT 0 KOj MHIM-
Bujyata npudaka ¥ KOPHCTH JIOCTAallHA CpPEACTBA 3a
TOZZIPIIKA, KAKO IITO € CPEJCTBOTO 3a 3rojeMyBame Ha
CITyXOT, ynoTpeOa HAa MHTEPNPETATOPH HA 3HAKOBHHOT
ja3MK MM UHTEPIPETATOPH O] TOBOP BO TeKCT. MoxHHTE
Oapuepy KOM ce Jocera OMUIIYBAaHH BO JIUTEPATypaTa ce
CIIC/THUTE:

Participants filled out an epidemiologica questionnaire
and questions about the mode of language they
generally use. All questionnaires were trandated into
two versions of Sign Language of the Netherlands
(NGT) according to a forward- backward trandation
protocol, a written version and a sign supported Dutch
(SSD) version of the questionnaire were also provided.
Results: The questionnaires were completed by 274
DHH people. Both deaf and hard of hearing people,
regardless of the age of onset, reported having poorer
physica hedth than their hearing peers. Hard of
hearing people reported more psychologica difficulties
than control group.

Conclusions: It is important that DHH people are
recognized as a patient group with specific health
problems. More research into the nature and effects of
this specific health problems is needed. The creation of
more awareness of these health problems among DHH
people and their healthcare workers essential.

Keywords: Deaf, Hard of Hearing, Quality of Life,
healthcare

Introduction

Health care workers and patient groups widely report
that people who are deaf or hard of hearing (DHH)
have a poorer health related quality of life than hearing
people. The reason they most often put forward is that
DHH people experience barriers in accessing
healthcare, with substantial consequences for their
health and wellbeing. Several authors have described
barriers that may have a negative impact on the health
of DHH people (1-4). These barriers may vary,
depending on residual hearing, the age of onset of the
hearing loss and the degree to which the individua
accepts and uses available support such as
amplification, sign language interpreters or speech to
text interpreters. Possible barriers that have been
described so far in the literature are:
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1) Bapuepn mopaau HAMATCHOTO MO3HABAKE HA MEMIH-
IMHATa

[Tomery nunara Ko HemaaT mpoOJeMH CO CIYXOT
KpYXXat rojieM 0poj 31paBCcTBEHH MH(MOPMALMK 33 BpeMe
Ha He)opMaJHUTE PA3rOBOPH M MPEKY HACIYIIYyBame Ha
BAKBM pasroBopu (uHAMpeKTHO Yyuewe). ['OC mmnarta
HEMaaT MPHUCTAl JI0 BAKOB BHJ aMOMEHTHH MH(OPMALHH
¥ 3aT0a MPOIIYIITAAT MOT0JIeM JIeN OJf BAKBUTE 3HaeHa (5-
8). A, xora cranyBa 300p 3a JUPEKTHOTO yUeHe, Ha MPH-
Mep BO o0pa3oBaHKe, MOrOJNEMHOT Opoj Aela cO TEIKH
I'OC 3abomyBama 100MBaaT caMoO OTpaHHYEH Opoj WH-
(opmalmu TOBP3aHH CO 3/IPaBjeTO BO HHUBHUTE Y4H-
murra (9), Guaejku mocTou TOMUHAHTEH (OKYC Ha pas-
BOj Ha ja3WKOT W TPAKTHYHH ja3WYHM BEIITHHH, Ha
CMeTKa Ha TIPEIMETH KaKo HITO € OUOJIOTH]a.

Jlmmata kon mmaat notemku ['OC 3abomyBama of paHa
BO3PACT 4ECTO Pa3BMBAAT CIAa0HM ja3sHYHM WM TOBOPHH
BEIITHHH M BELITHHH MOBP3aHK co mucMmeHocta (10-12).
Bemrrunute 3a nmcMeHocT ce ciabu mopaam Toa IITo
KOra 3ByLUTE OZ ja3uKOT ((oHEMHM) HE MOXKaT Ha ce
CITyIIIHAT, OTOA HE TIOCTOM JIOTHYKA TOBP3aHOCT HOMeETy
JIaJIcH KOHIICNT W HeroaTa muimaHa ¢opma (OykBu/ka-
pakrepu). EnuHCTBEHaTa omuuja € Aa ce 3aloMHE Koja
KoMOWHaIja Ha OYKBH C€ KOPUCTH | TI0 KOj peAocien 3a
Ja ce omnuie oBoj KoHuent. OBHe JMIA HE MOXaT Ja
KOpHUCTAaT BOKAIM3alMja HMUTY KOra yuTaar. Toa 3Hauu
JIeKa caMo OHME 300pOBH KOM THE MPETXOAHO TH MMaar
TPOYMTAHO U 33 KOM T'Ml NMAaT 3allOMHETO KapaKTepuTe 1
HUBHAaTa KOHCTPYKIHMja MOXaT TEYHO Ja I'M MPOYHMTAaT.
OBa mpuaoHECYBa 3a OTrPaHMYCHOTO 3HACHE KOE ¢
HajuecTo npucyTHO Kaj ['OC nuata.

2) KomyHuxanucku 6apuepu

Jlypy ¥ BHCOKOKBAIMTCTCH YMTA4 HA YCHH MOXE Ja
Hpounta® camo 20 - 40 % ox oHA WITO € U3rOBOPEHO
(13). OBa ¢ OBONHO 32 Ja ce CJICOM CICH JOCTa Mpej-
BHNIMB CEKOjIHEBEH paszroBop. Ho, 3a Bpeme Ha Mmenmu-
IIMHCKAa KOHCYITAIHja KOTa Ce W3TroBapaaT MHOTY HEro3-
HaTH TEPMUHHM, MAMEHTOT MOXe Ja Omje Moj cTpec
3aT0a OBOj METOJ YECTO ce MOKAKyBa KaKO HECOOJBETCH
(10, 12). Ynorpebara Ha WHTEpIpeETaIHja O TOBOP BO
TEKCT W/WIM WHTEpIpeTalija Ha 3HAKOBEH jas3WK, BO
MEIMIMHCKa KOHOTAalMja MOXKE 1a MOMOTHE 33 HajMH-
HyBame Ha oBue Oapuepn. OBaa MOAAPINKA HE CEKOTall €
pyTHHCKa U OpojOoT Ha WH(OPMAIMK KOH Ce MPEHECEHH
OJI IOKTOPOT [0 MAIIMEHTOT i 00paTHO € orpanmdeH (14).
Komynukarmckute 6apuepi Moxe 1a HAMETHAT M JIOTHUC-
THYKU TIpo0JeMH, Ha TIpUMEp 32 Jia Ce 3aKaXe TePMUH
Wi a ce 6apa MOBTOPHO pelentT, MOTpeOHO e ma ce

1) Bariers due to reduced medica knowledge
Among hearing people much health information is
circulated during informal conversations and from
overhearing these exchanges (implicit learning). DHH
people do not have access to this type of ambient
information and therefore miss out on much knowledge
(5-8). As for explicit learning, e.g. in education, most
children with severe DHH used to have only limited
exposure to health information in schools (9), because
there is often a predominant focus on language
development and practical language skills, a the cost
of subjects such as biology.

People who function severe DHH from an early age
often develop low language and literacy skills (10-12).
Literacy skills are low because when sounds of a
language (phonemes) cannot be heard, there is no
logical correlation between a given concept and its
written form (letters/characters). The only option is to
memorize which combinations of letters are used and
in which order, to describe this concept. These people
also cannot use vocalization when reading either. This
means that only those words that they have previously
read and of which they have memorized the character
construction can be read fluently. This contributes to
the limited knowledge often experienced in DHH.

2) Communication barriers

Even a highly skilled lip-reader is able to ‘read’ only
20-40% of what is said (13). This suffices to follow a
fairly predictable conversation in common everyday
circumstances.  However, during a medicd
consultation, when many unknown terms are used and
the patient may be stressed, this method often provesto
be inadequate (10, 12). The use of speech-to-text
interpreters  and/or sign language interpreters in
medical settings may help overcome these barriers.
These supports are not dways routinely used and the
amount of information transferred from the physician
to the patient and vice versais therefore restricted (14).
Communication barriers may adso pose logistic
problems; for instance to make an appointment or ask
for arepeat prescription it is often necessary to contact
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CTaIli BO KOHTAKT CO KaHLENapHjaTa Ha JOKTOPOT MPEKy
Tene(hOH WU JTHIHO.

3) Bapuepu noBp3aHu co KyNTypaTa Ha [IyBUTE JIMLA
Jlniata KoM ce TIyBH WIM UMaaT OIITETEH CIyX O MIIajfa
BO3pAcT UMaaT MHOTY CIMYHH KapaktepucTuku (15, 16).
[Topagu OTpaHMYEHHOT MpPHUCTANl A0 TOBOPEH jasuK M
OTpaHMYEHOTO MpH(akakhe HAa 3HAKOBHUOT ja3WK Ha
CBETCKO HHBO, JIMIIATa CO BAKBUTE MPOOIEMH MMaaT TEH-
JeHnja na GopMupaaT KynTypHO-IMHTBUCTHYKA Mall-
[MHCKa TPyIa BO PaMKHTE Ha IOMyJlalujara Koja Hema
npobieMu co CIyXOT W Ce HapekyBa ,,3ae[HHIA HA
I'myBute nuua®“. OBaa 3ae[HHMIA UMa CBOM HOPMH H
BPEHOCTH KOHM MOXaT [a TO KOMIIPOMHTHpAaT MpHUCTa-
HOT 1O 3[PaBCTBEHA 3AIITHTA HAa WCT HAYMH KAaKO IITO
KYITYpHHUTE W ja3HYHUTE OapuepH BIHjaaT BP3 MPHCTa-
0T Ha eTHHYKHTE rpymu (14).

HamnpaBenn ce oOuam 3a co3jaBambe CBECHOCT 32 OBHE
Oapuepn Kkaj MeaumuHCKuTe paboTHuiM. CoBeTHTe 32
3/IpaBCTBEHUTE PAOOTHHLM BKIYUyBaaT 3aKa)XyBame Ha
TEPMHH CO MOJOJITO BPEMETPACH-E, U3ydyBambe Ha ONTH-
MaJHAOT HAYMH Ha KOMYyHHKAalWja CO MAalMEeHTUTE M
nHTepnperatopute. Ce MPOLIMPYBa U KOH CO3JaBambe Ha
CTICTMjaM3UPaHd MHCTUTYLIHH M YNOTpeba Ha CIelH-
jaTHM MHGOpMAMM M TMPOrpaMd 3a KOMYHHKAlUCKA
TEXHOJIOTHH 32 TOZpIIKA Ha 0Opa3oBaHHETO U KOMY-
Hukanujara (1).

[lenta Ha OBa HCTpaKyBame € jAa ce Ao0OME yBUI BO
31paBcTBeHaTa cocrojoa Ha ['OC muuara Bo Xonanauja.
3a oBaa 1eN, HUE HANpPaBUBME TOJIEMO HCTPAXKYBAME 32
Ja ce 1oOujaT KBAaHTUTATHBHH MOJATOLHM 32 (PU3UUKOTO U
ncuxuykoto 3apasje Ha ['OC unmuBuayute. Bo oBoj
TPYI TEPMHUHOT ITTyBH WK JHma co omTteteH ciryXx (I'OC)
ce KOPHCTH 3a CEeKOe JIMIE KOe MMa HeKakBa 3aryba Ha
ciyxoT. TepMHHOT OIITETEH CIIyX C€ KOPHCTH 3a JIMLA CO
3aryba Ha CIIyXOT, HO KOM MMaaT JOBOJHO HPEOCTaHaT
CTyX 3a J]a To pa3bepaT TOBOPHHOT ja3uK. TepMHHOT
TJTyBH C€ KOPUCTH 3a NHIa 0e3 3Ha4ajHO (DYHKIMOHAJIEH
CITyX 3a JIa MOXaT Jia 'O BOOYaT TOBOPHHOT jasuk. Jluara
BO OBaa Ipyma KOM C€ TJIYBH OJf IIOMaja BO3pacT, o
KOpHUCTAT 3HAKOBHUOT ja3HK KaKO HUBHHM IPB ja3UK M KOU
cebech ce MACHTH(UKYBaaT Kak0 WICHOBH Ha 3aciHU-
nara Ha ['yBu 1mna ce onwiany kako [yBH co roiemo
I'. Kora 300pyBame 3a ayauOJOIMIKH IJTYBH JIMIA TOTAII
TJIYBH CE MHITYBa CO Manar.

Xonanguja

Ha 14-tu jynu 2016 romuua, Xonasackata Buaja ja mot-
muma KoHBeHImjata 3a mpaBata Ha JIMI[ATa CO IOTpe-
yeHoCT JloHeceHa oy Obemuuetnte Hamuu. OBa € TPBO

the physician’s office by telephone or go there in
person.

3) Deaf cultura barriers

People who are deaf or hard of hearing from a young
age have many characteristics in common (15, 16).
Due to limited access to spoken language and limited
acceptance of sign language worldwide, they tend to
form a cultura-linguistic minority group within the
hearing population which is referred to as the ‘Deaf
community’. This community has its own norms and
values which may compromise healthcare accessin the
same manner as culturd and language barriers
influence healthcare access of ethnic minority groups
(14).

Attempts are being made to create awareness of these
barriers among healthcare providers. Advice for hedth
workers includes booking a longer consultation time,
exploring the optimal mode of communication with the
patient and hiring interpreters. It extends to creating
specialized facilities and using specia information and
communication technology (ICT) programs to support
communication and education (1).

The aim of this study isto gain insight into the state of
health of DHH people in the Netherlands. For this
purpose we performed a large study to generate
quantitative data about the physical and menta hedlth
of DHH individuals. In this paper the term deaf or
hard-of-hearing (DHH) is used for anyone with a
hearing loss. The term hard of hearing (HoH) is used
for people with a hearing loss who have enough
residua hearing to understand some spoken language.
The term deaf is used for people without sufficient
functional hearing to perceive spoken language. People
within this group who have been deaf from a very
young age, use a sign language as their first language
and who identify themselves as members of the Deaf
community are described as Deaf with a capita D.
When we refer to the audiological feature deaf, dedf is
written with asmall d.

Netherlands

On June the 14™ 2016 the Dutch government signed
the United Nations convention on the rights of persons
with disabilities. This is the first legidation in the
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W oy,
g*adf’_ “

Crome

3aKOHO/IABCTBO BO XOJaHAMja CO Koe cheruduynHo ce
anpecupaat mpasata Ha ['OC nmmara. 3a Bpeme Ha OBa
uctpaxypawe, 'OC numara c¢ ymre Hemaa 3aKOHCKH
npaBa KOM ce OJHECyBaaT Ha CIHELMjaIM3UpPaHH HHCTH-
TYLUHK TIOKPaj OHHE KOU CE 3aCHOBAHM Ha MPHHIMIIOT Ha
eIHaKBH TpaBa. [10cTOM eKCTEH3MBHA MpeXka Ha MHCTH-
TYIHH 32 ICUXUYKOTO 31pasje Ha [OC mumara Bo Xonan-
1uja. Bo npyrurte ob6macTu Ha XONaHACKHOT 3/PAaBCTBEH
crcteM ce orpanmueHn mHcruTymmuTe 3a ['OC nmmara.
3HAKOBHHOT ja3uK Ha XONAaHIWja HE € MpPU3HAT Kako
o(uIHMjaTIeH ja3uK, jaBHUTE HH(MOPMALMH CE MHOTY PETKO
NpeBelyBaHW Ha OBOj ja3WK M BO PAaMKUTE Ha 31paB-
CTBEHHOT CHCTEM M ONILITECTBOTO, HHTEPIpPETALMjaTa Of
TOBOp BO TEKCT M HMHTEPIpETalyjaTa Ha 3HAKOBHHOT
ja3MK MHOTY PETKO C€ KOpPUCTaT BO MEAHIMHCKA
curyarmd (17).

Memodonozuja

['pyiia na uciupadxcysarveitio

Bo oBa mctpaxyBame, Koe € el O MOT0JeM MPOEKT,
KuTeauTe Ha XOJaHAWja KOe Ce TIyBH WIM HMaar
OLITETEH CIyX M ce Ha Bo3pacT of Hax 18 romuuu Oea
nofobHu na Oupar gen ox ucroro. JleguHunmjata 3a
I'OC e 3acHOBaHAa Ha HEKONKY H3BECTyBama 3a (yHK-
[UUTE Ha CTYXOT. McTpakyBameTo € AU3ajHUPaHO Ja ce
u30erHe BKJIyYyBame€ Ha JIMIA CO MEHTAIHH WIH
KOTHUTHBHH MNPOOJTeMH. YUECHHIHTE C€ pPEerpyTHpaHu
NpeKy NPUIo3u W 00jaBU Ha BEO-CTPAHMIM, BECHUIM Ha
Tpyna Ha TAlWEHTH, Mara3uHH, HAMOHAIHH W JIOKATHH
BECHUIIM W BeO-CTpaHWUM Ha KiyOoBH Ha [nyBu smua
W/MIM OpraHM3anliy 3a/ox 3aemHuim Ha [nmyBu nmia.
Omnmtute MHGOPMAIMH 32 UCTpaXkyBameTo Oea obe30e-
JIeHH Ha cobupoT Ha 3aeqHnuaTa Ha [yBu nmia, cumro-
suymot 3a ['OC nmma ¥ Ha METUIMHCKE KOH(EPEHINH.
JIOmONHUTENHO, Y4eCHUIUTE Oea perpyTHpaHu cO OMOLI
Ha TPUMEPOLM Ha CHEXHA TONKAa M BECHHIM ITPOU3BE-
JIeHH JI0 IPOM3BOJMTENN Ha TIOMarana 3a CIyx.

Kontiponna 2pyiia

3a croperba co reHepaiHara momyJaiuja B0 XoMaHauja,
HHE KOPHCTEBME IOJIATOLM OJ XONaHACKaTa 0a3a Ha
noxarorm (WHOQOL-BREF) (18). Jlumara Gea cenexru-
paHU 110 BO3PACT, IIOJ ¥ CTEIICH Ha 00pa30BaHHE.

Len na uciupasicysarveinio

[lenta Ha oBa MCTpaxKyBame Oemme qa ce Ho0me moxodap
yBHA BO 31paBcTBeHaTa coctojoa Ha ['OC mmmata Bo
Xonaunuja.

Netherlands which specifically addresses the rights of
DHH people. At the time of this study DHH people
had no legidative rights yet concerning speciaized
facilities other than those based on the principa of
equal rights.

There is an extensve network of mentad hedth
facilities for DHH people in the Netherlands. In other
areas of the Dutch heathcare system facilities for DHH
are restricted. Sign language of the Netherlands (NGT)
is not recognized as an officid language, public
information is hardly ever trandated into NGT and
within the healthcare system and society in genera,
speech-to-text interpreters and NGT interpreters are
rarely used in medical situations (17).

Methodology

Study group

In this study, which is a part of a larger project,
inhabitants of the Netherlands with DHH and older
than 18 years were €ligible for entry. The definition
“DHH” was based on several self-reported items of
hearing functioning. The study was designed to avoid
inclusion of people with mental or cognitive issues.
Participant were recruited through articles and
announcements on websites, newsletters of patient
groups, magazines, national and local newspapers and
websites of Deaf clubs and/or organizations for/of
DHH people. General information about the study was
provided a gatherings of the Deaf community,
symposia for DHH people and at medical conferences.
In addition, participants were recruited through
snowball sampling and newsletters produced by
manufacturers of hearing aids.

Control group

For comparison with the general population in the
Netherlands, we used datafrom the Dutch World
Health Organization Qudity of Life- Bref scae
(WHOQoOL-BREF) database (18). Persons were
matched for age, sex and level of education.

Research goal
The aim of this study was to gain more insight into the
health of DHH people in the Netherlands.
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IIpaware na uciupasxcysarveiio

Hamn TOC  smmata  WCKycyBaaT —TIOAEOHAKBO —HCT
3APAaBCTBCH KBAJIUTET HAa XHUBOT KAaKO W TCHEpaJiHAaTa
TIOMyJIallfja Kako KOHTPOJIHA rpymna?

Ciuaiuciauuxy ungopmauu

OBa e TIpBO BAaKBO MCTpaxyBame B0 XomaHamja. [lokpaj
JIB€ JIPYTH aBCTPUCKH HUCTPAXYBamba, HE MOCTOjaT APYrd
MeTYHapOIHHU TIOZIaTOIM 3a cropenda. Hue T 3acHOBa-
BM€ HAIINTE CTATHCTUYKU TNOJATOIM HAa OBHE JIBE aBCT-
PUCKH MCTpa)kyBama BO KOM C€ BKIy4EHH WICHOBH Ha
3aexHuIaTa Ha [TyBUTE JHIA U JIEN Of YUECHHUIIUTE KOH
HeMaaT OlTeTeH ciyX (2, 3). bewe npecMerano fexa Ham
Hue Oea motpebHM 54 rimyBu mmna uw 189 mwma co om-
TETEH CITyX KaKo YYECHHIM €O LE J1a ce JoOue pe3ynTar
on 0.8 vra WHOQoOL-BREF. Cratnctruku aHamm3u Oea
HPOBEPEHH Of CTaTUCTUYAp TIped Ja Ce CIpOBeEAe
UCTpaxcyBameTo. Jla ce HaManu PU3UKOT Of HeyCIell-
HOCT Ha HallIeTO MCTPaXKyBarbe, MHKIy3UjaTa Ha Y4eCHH-
nure Oele MpoJobKeHa 3a JIONOJHUTENHH TPH MEcely
OTKaKo ja JIOCTHTHaBMe MoTpebHaTa Opojka Ha mpecMeT-
KHUTe. AHaITM3UTE O€a HANPaBEeHU COIVIACHO CO IUIAHOT 3a
aramma. Pesynrature ox rpymata Ha ['OC mmma Gea
CIIOpEZICHH CO OHME Ha TeHepalHaTa IMONyIalfja Kako
KOHTpOJIHA Tpyna, COBIAJHATU 3a BO3pPACT, CTENEH Ha
obpazoBanue u mox (18).

Meiuogu na uctupadsicysarveitio
KBaHTUTaTUBHA NpOLEHKA HA 3[PABCTBEHHOT KBAJUTET
Ha xuBoT Ha ['OC muiata Bo Xonanamja.

Hciapascysauku iiexHuxu

[TpamanHummTe ce TOBEPIMBH CaMO KOTa Ce M3HECEHH Ha
JA3UKOT IITO JUYHOCTA TO pa3oupa. [lopanu Taa npuuunHa,
HHE TH TPEBEIOBME, aJalTHPaBME M TECTUPABME CHUTE
HaIll¥ MaTepHjaliy 3a TeCTUpambE Ha 3HAKOBEH jasuk (20).
Cute mpamanHany Oea MpEBEACHH BO JBE BEp3HH Ha
3HAKOBHMOT ja3HK, COTVIACHO CO MPOTOKOJNOT 3a MpeBe-
nyBame Hampen-Hasan (20). Mcro taka Gea o0e30encHu
NWIIaHa Bep3Wja HA XONAHJICKM ja3WK M Bep3Mja Ha
XONAHJICKH ja3UK CO MOJIPIIKA HA 3HAKOBHUOT ja3WK HA
TPAITATHAKOT.

Hue ro xopucteBMe copTBepoT YHHIAPK 32 [ ce HAIpa-
BH TIPAIIATHAKOT (BHIEA U TEKCT) AOCTATICH 32 MHTEPHET-
cpennna (21, 22).

VyecHunuTe TH MONOJNHHM]a JOMa MPAIIATHHUIUTE TPEKy
HUBHHTE KOMIjyTepH. JIMIaTa KoM He moceayBaa KOMIIjy-
TEPCKH BEINTHHU 3a Jia TO MOMOJHAT MPAIIATHUKOT O
JIoMa, MOXea J1a JoOWjaT TOMOII Ha CIICIHjaTHH
cocranonu. [Tomomra Oerme majeHa Of CTpaHa HA TPH

Research question
Do DHH people experience equal health related quality
of life asthe general population control group?

Statistical information

This is the first inventory of this kind in the
Netherlands. Apart from two Austrian studies, no
further comparable international data are available. We
based our power calculations on these two Austrian
studies that included members of the Deaf community
and hard of hearing participants (2, 3). It was
calculated that we needed 54 deaf and 189 hard of
hearing participants to obtain a power of 0.8 on the
WHOQoL-BREF. Our power caculaions, database
and dtatistical analysis plan were checked by a
statistician prior to executing the study. To minimize
the risk of under-powering our study, inclusion of
participants was continued for an extra three months
after reaching our calculated power. Anadyses were
performed in accordance with our analysis plan. The
outcomes of the DHH groups were compared to those
of the general population control group, matched for
age, level of education and sex (18).

SPSS software was used to perform statistica analyses.
All analyses were performed independently by two
members of the team.

Research methods
A gquantitative assessment of health related qudity of
life of DHH people n the Netherlands

Research techniques

Questionnaires are reliable only when provided in a
person’s first language. For this reason we trandated,
adapted and tested all our test materia into NGT (20).
All questionnaires were trandated into two versions of
NGT according to a forward- backward trandation
protocol (20). A written version in Dutch and a sign
supported Dutch (SSD) version of the questionnaire
were aso provided.

We used Unipak software to manage the
questionnaires (videos and texts) in an online
environment (21, 22).

Participants filled out questionnaires at home on their
own computer. People who did not possess enough
computer skills to fill out the questionnaire at home
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YJICHOBU OJ UCTPAXKYBAYKHOT TUM KOU Oea TPEHUPAHU J1a
00e30emaT caMo TeXHIYKA MOJIPIIKa, a He Oeme faaeHa
HUKaKkBa MOJJApPIIKA BO BpCKA CO COAPXKMHATA Ha
TPAIIATHUKOT.

3a BpeMe Ha TpBarta (aza 0ff HCTPaXKYBAHETO, MpalIa-
HUKOT Oellle MocTaBeH BO pPaMKHTE Ha Oe30enHa MHTep-
Her-cpeuHa. OTKaKO YYeCHUIHTE Ke moTmumea GopMy-
Jap 3a TMHCMEHa COTNIACHOCT, THE J00MBaa JMYHU MOja-
TOLM 3a JIOTHpae BO NPAIIATHUKOT. 3a BpeMe Ha BTO-
pata (asa Ha HCTPaXyBameTO, OBaa IOCTamKa Oere
NpoMeHeTa OMIEjKH I'M CIpevyBalle NMPH YYECTBOTO BO
0Ba HUCTPAXYBame. 3aT0a MPANIATHUKOT Oelle MocTaBeH
BO CHI'ypHAa OKOJNMHA Oe3 aBTOpM3allMja 3a JIOTHPAmbeE,
OBO3MOXYBAjKM MM Ha JIMIATa Aa JajaT COITIACHOCT Ha
untepHer. [lojaTouute Oea NpoBepeHH 3a fa ce CHpedH
TIOCTOEH:E Ha JIBOjHHU T10JATOLIH.

HHcidpymeniuy Ha uciupasicy8arbeiio

3/IpaBCTBEHHOT KBAIMTET Ha JKUBOT Oelle MPOLEHET CO
ymotpeba Ha ckanata (WHOQoL-BREF). WHOQoL-
BREF e mefyrapomHO cTaHIapAM3MPaH U METOIOJOMIKA
cuie mpamanHuk. Ce COCTOM OJ YeTHPH IOJUIENOBH,
Tpanrama 38 GUINIKHOT, ICHXONONIKIOT, COLUjATHAOT 1
KUBOTOT BO cpemuHata (19). 3a oBoj Tpya HuUE ke ce
(okycupame Ha pe3yJTaTHTE OJ NPBUTE JBA MOAIENOBH
Ha MPAIIATHAKOT KOM Ce OJHECYBaaT Ha MeIMIMHCKATa
obnacr.

V4ecHUIUTE UCTO TaKa MOMOJHH]A CIIIEMHONONIKH TIpa-
IIAHUK I[NTO BKIy4yBa IIpalllaba 3a BO3pAcra, HOJOT,
AyJMOJIOIIKHOT CTATYC, ayAUOIOMIKUTE KapaKTePUCTHKH
Ha POJMTENHTE, MOMarana 3a 3roJlieMyBambe Ha CIyXOT,
COILMO0-EKOHOMCKH KapaKTepUCTHKH, CTeTIeH Ha 00pa3oBa-
HHe, ja3sUYHU BEMTUHY U nemorpaduja. Mcro Taka, ydec-
HULMTE Oea NpallaHy Jad KOPUCTENe WX He KOpHCTee
3HAKOBEH ja3WK, 3HAKOBHHOT ja3uK Ha XONaHIHja, U BO
KOja Mepa: IJIaBHO, 3HAKOBHMOT ja3uk Ha XoJlaHAWja,
TJIaBHO XONAHJICKU ja3WK 3a TOJJIpPIIKA HA 3HAKOBHHOT
ja3HK, HEKOM aJITEPHATHBHU HA IPETXO/HUTE JIBE UM CAMO
X0JNaH/CKH ja3uK. OBOj MpaIlalHUK MOXe Ja e T00He O]
ABTOPOT 3a KOPECTIOHICHIIH]a.

[Ipumepoxoiu Ha uciupadicysarseiio

[Tpamanaunure Gea nononHeT! of crpaHa Ha 274 [OC
A, AyAHONOIIKATE KapakTepHCTHKX OasupaHd Ha
COTICTBEHATa IIPOLIEHKA HA MCIIMTAHHKOT Ce MPUKAKaHH
Bo [Ipuka3 1. [Ipyrure kapakTepHCTHKH W IeMorpadujata
ce mpukaxanu Bo Tabena 1.

Aynuonomkara (yHKIMOHAIHOCT € 3aCHOBaHA HA COIIC-
TBEHO M3BECTYBAmE€ O]l CTPaHA HA YYECHUIUTE: yUECHH-
nure Tpebare Ja JajaT OATOBOp HA Mpallamara 3a HUB-

could receive assistance at special meetings. Assistance
was given by three members of the research team who
were trained to provide technical assistance only; no
assistance was given with regard to the content.

During the first phase of the study the questionnaire
was placed within a secure internet environment. After
signing a written consent form participants received a
persond log-in for the questionnaire. During the
second phase of the study this procedure was atered
because it seemed to hinder participation in the study.
Therefore the questionnaire was placed in a secure
environment without log-in authorization, enabling
people to give online consent instead.

Data were checked to prevent duplications.

Research instruments

Hedlth related quality of life was assessed using the
World Health Organization Quadlity of Life- Bref scale
(WHOQoL-BREF). The WHOQoOL-BREF is an
internationally standardized, methodologically strong
questionnaire. It consists of four subdomains, viz.
physical, psychological, social and environmental QoL
(19). For this article we will focus on results of the first
two mentioned subdomains which we regard as the
medical domains.

The participants aso filled out an epidemiological
questionnaire which included questions about age, sex,
audiologica status, audiological features of parents,
amplification, socio-economic features, level of
education, language skills and demographics.
Participants were also asked whether or not they used a
sign language (SL), i.c. Sign Language of the
Netherlands, and to what extent: mainly NGT, mainly
sign supported Dutch (SSD), some NGT and/or SSD
aternated by Dutch, or Dutch only. This questionnaire
may be obtained from the corresponding author.

Research sample

The questionnaires were filled out by 274 DHH people.
Audiological characteristics based on self- report are
shown in Figure 1. Other characteristics and
demographics are shown in Table 1.

The audiologica functioning was based on self-report;
participants had to answer questions about their own
perceived hearing status and functional hearing,
including questions such as ability to understand
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HaTa NEpUCNLMja 33 HUBHHOT CIyX U (DYHKUHMOHANCH speech in a group conversation, understanding speech
CIIyX, BKIIYYUTEIHO W TIpalllamkba, Kako IITO CE CII0COOHO- |n aoneto one Convafsatl on and the d@r% of hearlng
cra Ja ce pasbepe roBop BO IPyNHAa KOMYHHKAIMja, lossin dB

pasbupame Ha TOBOP BO €ICH Ha €JIeH PasrOBOPH M CTe-
TIEHOT Ha 3ary0a Ha cIyxoT Bo OB.

Cnuxa 1: I'OC tiogzpyiu | Figure 1: DHH subgroups

DHH subgroups

m rnysu / deaf
m tewko OC / severe HoH

u necHo OC /mild/ moderate HoH

Tabena 1: Kapaxiuepuciuuxu na yuechuyuiie. Bo Xonanauja qyreTo ce neH3MOHUpaa Ha 64-TOJMIIHA BO3DPACT JI0
2014 roxuHa. 3aToa nuuara poaeHu npen 1945 ron. Oea UCKIydeHH O[] IPOICHTHTE 3a BpaboTeHOCT (SL=3HaKoBeH
jasuk, SSD=X0aHICKH ja3uK 3a TOAPIIKA Ha 3HAKOBHHOT ja3uK).

Table 1: Participant characteristics. In the Netherlands people retired at age 65 up to 2014. Therefore people born
before 1945 were excluded from job percentages. (SL= sign language, SSD= sign supported Dutch)

I'nyBu | IloTemku omteryBama | Biaru omreryBama KonTposna
| Deaf | na cayxor / Severe Ha cayxor / Mild rpyna / Control
Hard of hearing Hard of Hearing group

Age (derived of year of birth) Population
Bo3pact (cnopen roquHata Ha parame) based control
o 1826 10.1% | 4.8% 2.3% group was
o 27-36 9.0% | 8.9% 2.3% matched for age,
o 37-46 16.9% | 12.1% 16.3% sex and level of
o 47-56 17.9% | 19.4% 16.3% education for all
e 57-66 30.4% | 35.4% 30.2% DHH groups
e 67-76 112% | 16.2% 18.6% separately.
. 77-83 45% | 32% 14.0% [omynanuja
Sex KaKO KOHTPOJIHA
Ion fpyna
o Female (xenckn) TL7% | 71.2% 52.3% COBNAHATA 1O
o Male (vamxn) 25.0% | 28.1% 455% BO3pact, noi i
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e Unknown (eemo3Har) 3.3% | 0.7% 2.2% CTENeH Ha
Level of education o0OpazoBanue 3a
Cremnen Ha oGpa3oBaHue cure 'OC
e Prim./ secondary school only (OV) 29.9% | 13.6% 11.6% TPy OJ/IENHO.
e Junior secondary technical school 89% | 9.6% 7.0%
e Vocational training 26.7% | 32.8% 34.9%
o Bachelor degree (daxyxrer) 26.7% | 344% 39.5%
e Master degree (Marucrep) 7.8% | 9.6% 7.0%
Employment - BpadoTyBame 66.7% | 53.2% 60.6%
Having cochlear implant - Umniant 3a | 34.9% | 12,2% 2.0%
caIyx
Language use
Yrnorpeda Ha jasux
e  Primarily SL (3nakoBeH ja3uk) 21.8% | 0.7% 23%
e SSD or SSD/SL and spoken language
(3HAKOBEH 1 TOBOPEH jasuK) 47.8% | 11.3% 6.8%
¢ Spoken language only (Camo
TOBOPEH) 30.4% | 88.0% 90.9%
Litiuxa Ethics

I[TpoToKoNOT 32 HCTpaXxKyBame Oelle MPOLEHET 0] CTpaHa
Ha JIOKAJIeH Hay4eH KOMUTET M O] MEAUIIMHCKUOT €THUKH
KOMHTET BO paMKHTEe Ha peruoHanHuor Jlejaen yHuBep-
3UTETCKH MEIULMHCKHY [EHTap Mpe]] TOYETOKOT Ha HCTpa-
KYBAETO.

Pe3ynmamu

[Ipamanxukor Geme nononaet ox 274 I'OC nmuua. Hue
WICHTH(UKYBaBME CEIyM IOTKATETOPHH BO OJJHOC BO3-
pacta Kora HacTanuio ry0emeTo Ha CIYXOT M CTEHEHOT
Ha 3ary0a, Omzejku oBHe (haKTOpH MOXKE Jia BIMjaaT BP3
TeKoTHHTe U Oapumepute co kKo ce coodyBaar ['OC
mmnara ([Ipukas 1). [IpubmmkHO TONTOBMHA OJ YYECHH-
mute ce ponern co ['OC mwmm crarane 'OC 3a Bpeme Ha
HHUBHOTO JIETCTBO WM ajgoiectieHiuja, 33 % on HammTte
yuecHuiu Oune popenn co 'OC wmm cranane 'OC Ha
BO3pacT 10 meT roguny, 20 % of yuecHUIUTE CTaHaie
I'OC nocne S-roauiiHa Bo3pacT, HO Mpej Ja HanoiHat 21
roguHa. [pyrara monosuHa cranane ['OC Ha moroiema
Bospact. [lomanky ox 5 % oj HammTe yY4eCHUIH Ce
POZEHM CO TEIIKM OIITETYBAama HA CIyXOT M CTaHAJE
TJIYBH TIOJIOIIHA BO HUBHHUOT XMBOT, MIIH OWJIE POJICHH CO
Omaro omreTyBame Ha CIyXOT 0€3 3HaUajHO Omarame 3a
BpEMe Ha HUBHHOT JKHBOT.

CriopenieHO €O KOHTpONIHaTa Tpymna oJf TeHepaiHaTa
nomnynanuja (18) cure 'OC yuecHuH mokaxane 3Ha4aj-
HO TOHHCKH PE3YITAaTH BO OFHOC Ha (DU3MUUKOTO 3/paBje
HR-QoL (Ta6ena 2a). ['pymara Ha TUIa co OMTETEH CITYX
HCTO Taka IOKakKala 3HAYajHO MOHHUCKM PE3YNTaTH BO

The research protocol was assessed by aloca scientific
committee and the regiona Leiden University Medical
Centre medica ethical committee prior to the start of
this study.

Results

The questionnaires were filled out by 274 DHH people.
We identified seven subcategories on the basis of the
age of onset and the amount of the hearing loss as these
factors may influence the difficulties and barriers a
DHH person may experience (Figure 1).
Approximately half of our participants were born DHH
or became DHH during childhood or adolescence, 33%
of our participants were born DHH or became DHH
before the age of five, 20% of the participants became
DHH &fter the age five years but before the age of 21.
The other half became DHH at a later age. Less than
5% of our participants were born hard of hearing and
became deef at alater age, or were born mildly hard of
hearing (MHoH) without significant deterioration
during their life.

Compared with the general population control group
(18) al DHH participants reported highly significant
lower (poorer) scores for physical HR-QoL (Table 2a).
The hard of hearing group also reported significantly
lower (poorer) scores for psychologica HR-QoL
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onHOC Ha ncuxonomkoTo 3apasje HR-QoOL (Tabena 2a). (Table 2d). Within subgroup of people who were
Bo moxrpynata Ha JMua KOW HMalie TEIIKH HapyLIyBamba severely hard of hearing before the age of five years
Ha CIYXOT HPEA HHMBHATA TICTTOAMIINA BO3pACT, OBad this difference was not significant (Table 2b). Peoplein
pasnuka He Oemue 3HauajHa (Tabena 2a). Jlunara ox nBere both the deaf and hard of hearing groups reported
TPy Ha TJIyBU JIMLA U JIML@ CO OIUTETEH CIyX MOKaXkaa . . )
significantly lower (poorer) scores for socid wellbeing

3HAYAjHO MOHHMCKHM PE3YNTATH 33 COUMjATHATA 106POCO- .
cT0j6a Bo criopeifa co KOHTPOIHATA TPYNa Of TeHepasl- compared to the general population control group.

HaTa NOMyJIaLja. The group of deaf people, the group of moderately
['pynara Ha TIyBU JIMI@, TPYNATa Ha JIMNA CO MOTENIKHA hard of hearing people (MHoH) and the group of
omrreryBama Ha ciayxor (MHOH) u rpynmara Ha numa co people who became severely hard of hearing (SHoH)
TEWIKK olTeTyBama Ha ciyxoT (SHOH) mocme merro- after the age of five years reported lower (poorer)

JIMIIHA BO3PACT MOKaXKajle MOHMCKH PE3YNTaTH 33 HUB-
Hara Jio0pococtojoa Bo 3aenuuuara (Tabena 2a+6). Uc-
TaTa TeH/EHIIMja € OTKpHeHa Bo rpymnara Ha (SHoH) mpen
HUBHATA METrOAMIIHA Bo3pacT u ueiara (SHoOH) rpyma,
HO OBHE MOJATONH He ce 3Hayajuu (Tabena 2a+6).

scores for environmenta wellbeing (Tables 2at+b). The
same tendency was found in the group with SHoH
before the age of five and the whole SHoH group but
these figures are not significant (Tables 2a+2b).

3HayajHa IO3UTHBHA KOpEJallkja € OTKpUEHa MoMery Significant positive correlations were found between
nBeTe, pU3MUKA M MCHXWYKA, M YIOTpedaTa Ha 3HAKOBEH both the physical and the psychological QoL and the
jasWK WIM XOJNAHJCKH ja3HK KOj TO MOIIPXKYBA 3HAKOB- use of SSD/NGT: more extensive use of supporting
HHUOT ja3uK: MorosiemMa yrnotpeda Ha 3HaIM 3a TOJPIIKA € signs/ SL was related to higher (better) psychological
TIOBP3aHO CO TIOBMCOKH TCUXUYKU M (DH3MUKH PE3yITaTH and physicd QoL scores (Table 3). A negative

(Tabena 3). HeratnHa kopenanuja € OTKpHEHA MOMeETy
OKOJIMHATa M yrnoTpedara Ha 3HAKOBEH ja3HK MM XOJNaH]-
CKH ja3WK KOj TO MOAIPKyBa 3HAKOBHHOT ja3WK, HO OBaa
Bpcka He Oenre 3HauajHa (Tabena 3).

correlation was found between the environmental QoL
and the use of SSD/NGT hut this relationship was not
significant (Table 3).

Tabena 2a: Cpegna epeghocii u ciuangapgha gesujauuja 6o gomenckuiie pesynmaiiu na WHOQOL-BREF.
JHomenckure pesynratu Bapupaat on 0 o 100. [ToBucokute pe3ynraTa 0roBapaaT co MOBHCOKO HHBO HAa KBAIUTET
Ha kuBOT. He ce m3MepeHM cpenHaTa BpEAHOCT W CTaHIapfHATAa JEBWjallMja IPeTCTaBeHH BO Tabenara. P
BPEIHOCTHUTE CE OJHECYBaaT Ha IIOJI, BO3PACT M CTENeH Ha oOpaszoBaHue. OBHe SBe3IH BO Tadeara yKaxyBaaT Ha
3HAYajHOCTA HA NPECMETAaHHTE IOJaTONM BO cropenda co KoHTponHata rpyma.’® (*p<0.05, **P<0.001).
GPop=Kontponna rpyna oj reHepanHara nomynamuja, SHoH=Iloremku omreryBama Ha ciayxor, MHOH=6naru
OLUTETYBAba Ha CILyXOT

Table 2a: Means and standard deviations (in brackets) for WHOQOL-BREF domain scores. Domain scores range
from 0 to 100. Higher scores correspond with higher quality of life. Means and standard deviations in the table are
unweighted. P values are weighted for sex, age and education level. The starsin the table indicate the significance of
the weighted data compared to hearing controls® (*p<0.05, **P<0.001). GPop= Genera Population contral group,
SHoH= Severe Hard of Hearing, MHoH= Mild Hard of Hearing

WHOQOL- Deaf P SHOH | P L/MHOH | P

BREF scde Deaf vs GPop SHOH vs GPop MHOH vs GPop
Physical 62.13 0.0413x10%? | 55.84 0.0276x1024* 50.26 2.28x1012%*
Ou3rIKH (17.58) | ** (18.47) (18.00)

Psychological 68.18 0.479 62.78 0.624x1075+* 59.00 0.285x1075+*
[euxonomkn (13.29) (14.11) (11.33)

Socia 67.78 0.036* 65.71 0.2266x10°%* 59.85 0.03*

Coupjanau (19.50) (19.22) (25.10)

Environmental | 68.28 0.0985x10°%** | 71.56 0.062 69.39 0.04*
OKOJIMHCKH (14.16) (16.62) (16.01)
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Tabena 2b: Cpegna epegnocii u ciiangapgna gesujauuja 3a gomenckuitie pesynaiiu og WHOQOL-BREF.
Homenckure pesyararu Bapupaat o 0 1o 100. IloBucokuTe pe3ynrat 0AroBapaar co MOBHCOKO HMBO HA KBAIUTET
Ha *kuBOT. He ce W3MepeHM cpelHAaTa BPEIHOCT W CTAaHIApIHATA JIEBUjalldja NpPETCTaBeHH BO Talenara. P
BPEIHOCTHUTE CE OIHECYBAaT Ha II0JI, BO3PACT U CTeNeH Ha obpasoBanue. OBue sBe3mu BO Tabenara yKaxyBaaT Ha
3HAYAJHOCTA HA NpECMETAHHTE IOJATOUM BO criopenda co KoHTponmHata rpyma. = (*p<0.05, **P<0.001)
GPop=Kontponna rpyna oj reHepanHara mnomynamuja, SHoH=Iloremku omrteryBama Ha ciayxor, MHOH=6naru
OIITETyBama Ha CITYXOT.

Table 2b: Means and standard deviations (in brackets) for WHOQOL-BREF domain scores. Domain scores range
from 0 to 100. Higher scores correspond with higher quality of life. Means and standard deviations in the table are
unweighted. P values are weighted for sex, age and education level. The starsin the table indicate the significance of
the weighted data compared to hearing controls™ (*p<0.05, **P<0.001) GPop= General Population control group,
SHoH= Severe Hard of Hearing, MHoH= Mild Hard of Hearing

WHOQOL | Desf P SHOH | P Deaf P SHOH | P L/ P
-BREF before | Deaf before | SHOH | after Deaf after SHOH | MHOH | MHOH
scale ageb before | age5 before | age5 | after ageb after after after age
Inyeu | age5vs | SHoH | age5 ryBn | ageb SHoH | age5 age5 5vs
npen 5- | Gpop npen 5- | vs nocne | VS nocne | VS MHoH | GPop
TOIHII rommm | GPop | 5 GPop 5 GPop | mocne
Ha Ha TOIMHI TOIUHNA 5
BO3pac BO3pac TOJVHU
T T
Physical 63.85 | 0.001* |56.40 |0.012x |59.62 | 0,034x 56,03 | 9.064x | 50,00 | 1.6708x
Ousuukn | (17.28) (18.07) | 10%* | (17.58) | 10%* (16,84) | 10-™>** | (17,05) | 10%*
Psycholo- | 69.56 | 0.11 6294 |0335 |67.71 | 0.549 63,40 | 0512x |59,76 | 0.077x
gical (13.61) (13.00) (12.38) (11,26) | 10%* | (11,10) | 10°%*
[cuxo-
JIOLIKH
Socid 69.27 | 0.56 7214 | 0984 | 68.52 0.859 64,67 | 0.003* | 61,18 | 0.008*
Coumjanam | (81.29) (13.15) (21.56) (18,23) (22,09
Environme | 68.52 | 0.002* | 7332 | 0200 |69.23 | 0.04* 72,28 | 0.017* | 6957 | 0.011*
ntal (14.25) (15.15) (13.59) (14,62) (15,01)
OKOITHH-
CKH

Tabena 3: Kopenauuja iiomezy WHOQOL-BREF ioitickanuitie u yiiomipebaitia Ha Xonangcku jasuk Koj iioggpaicyea
3HAKOBEH ja3uk/3Haxoeen jasuk na Xonanguja

Tabenata I MOKaKyBa p BPEAHOCTHTE H JeTepMUHHpaHHOT Koeduuuent (R?) Ha Kopenarujata momery yrnorpebara
Ha XOJAHJCKH ja3WK KOj MOJIPXKYBa 3HAKOBEH ja3HWK/3HAKOBEH ja3WK aH XOJaHIWja ¥ KBAJUTETOT Ha JKUBOT
WHOQoL-BREF. (*p<0.05, **P<0.001)

Table 3: Correlation between WHOQoL-BREF subscales and the use of sign supported Dutch/ Sign language of the
Netherlands. The table shows the p values and the determination coefficients (R?) of the correlation between the use
of sign supported Dutch/ Sign language of the Netherlands and reported quality of life on the WHOQoL-BREF.
(*p<0.05, **P<0.001)

HuBoTo Ha ynoTpe6a Ha 3HAIM 32 MOVIPIIKA/3HAKOBEH ja3HK
Extent of using supporting signs/ sign language
P-value R?

®mnukn / Physical QoL | 0.0008** 0.045
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Huckycuja

Duzuuko 3gpasje

Bo oBa uctpaxysawe cute Tpu noarpynu Ha ['OC nuua
TOKaKaa 3HAYajHO TIOHUCKH PE3yNTaTH 3a HUBHATa (H-
3u4Ka 100pococToj6a BO OAHOC HA KOHTPOJHATA Tpyma
ox reHepannara momynaruja (Tabena 2a+6). OBaa pazmu-
Ka Oellle 3Ha4YajHO MOTOJIeMa BO TPyIara Ha JIML@A KOU ce
I'OC on pana Bo3pact. OBoj pe3yATaT, BO OZHOC Ha OBa
npamame, € BO COINIACHOCT CO JPYrd HCTPaxyBama
(2,3).

WnenTnukyBanu ce TpH NPUYAHY 32 TOCTA0HTE pe3yr-
Tath Kaj ymmara kou ce 'OC on pana Bospacrt. IIpgo,
OapuepuTe BO MPHCTANOT JI0 3APaBCTBEHA 3aIITHTA, KAKO
IITO € ONHINAHO BO BOBEHOT, MOXE J]a UMAaT HEraTUBHO
BIMjanue Bp3 31apasjero Ha [OC nmmara.

Bropo, HekonKky HCTpaxyBamba OTKpWIE CHELU(pUIHH
3roneMyBamba Ha 37paBcTBeHHTEe pu3uuu momery I'OC
JMIaTa Kaj Kou IpoOIeMHTE CO CIYXOT Ce BPOJCHH, a THE
PUBHIIM ce CIEIHHUTE: 3roJieMeHa CTalka Ha 3a00JeHOCT
ox XWB, 3roxemeHa mpeBaleHIMja 3a 3I0yNoTpeda Ha
CYICTAaHIM M TIOTOJNEM PHM3MK 3a KapauOBacKyJIapHH
Oonectn u merabonuueH cuuapoM kaj ['OC munara (4,
23-31).

Tpero, Moxxe ma Ouzne mocnexuua of (akToT 1eKa THe
¢dopmupaar mocebra moxrpyna mopagn HusHata ['OC.
Bponenure 'OC moxe a OuimaT pesyirar Ha T€HETCKH
WIH BPOJICHH OO0JIECTH, MPOCIEACHN CO XKUBOTHH (U3HU-
KM U TCUXMYKK TpoOiemu. VHImeHUAaTa Ha BakBHUTE
nonpeyeHoctd kaj ['OC nerara e mporeHeTo ja Bapupa
o1 25 10 34 % (32). OBa uctpaxyBame € JIeJ1 0] HOroJieM
npoekT. LlenTa Ha 0BOj MPOEKT € 1a TM NPOY4H HPBHUTE
ZIBe MOKHH TpuunaE 32 moHuckn HRQOL pesynratu xaj
I'OC nuuarta. 3aroa nuuara co Bpogeru 'OC u gonon-
HUTEJIHY TOTEIIKH TONPEYEHOCTH CE MCKIyYECHH Of 0Ba
UCTpaXxcyBame, HO He MOXar Aa OWaaT HCKIy4eHH Ofpe-
nen creneH Ha [OC nosp3anu mompedeHocty. Mako He
MOXeMe Ja 3aKIy4UMe O] 0Ba MCTpaXKyBambe Jieka OapHu-
epuTe 3a NPHCTAll JI0 3/[PaBCTBEHA 3aIUTHTA ¥ PU3ULUTE
TI0 31paBjeTo MOBP3aHM CO OJPEIeHa Ipyla ce TIIaBHATa
NPUYHHA 32 TOHUCKHOT (DU3MYKU KBAIMTET HA JKUBOT Kaj
I'OC mwmata, w3rnena meka € jacHO Jieka THE MOXKaT Jia
MMaaT HeraTUBHO BIIMjaHHE HA HUBHOTO 31paBje u Tpeda
11 OMfiaT OTCTPAHETH IITO € MOXKHO MONANIEKY.

Meuxoaomxn / 0.0047** 0.032
Psychological QoL
Counjanen / Social QoL | 0,1400 0.009
Cpenuncikn / 0.0623 0.014
Environmental QoL

Discussion

Physical health

In this study all three subgroups of DHH people
reported significantly lower (poorer) scores for
physical wellbeing than the general population control
group (Tables 2ath). This difference was highly
significant in the group of people who were DHH from
ayoung age. This outcome is in agreement with other
studies (e.9.(2, 3)).

Three possible reasons for the lower scores of people
who have been DHH from a young age have been
identified. First barriers to the access of healthcare, as
described in the introduction, may have a negative
impact on the health of DHH people.

Secondly severa studies found specific increased
health riscs among congenital DHH people like
increased HIV infection rates, increased prevalence of
substance abuse and a higher risk for cardiovascular
disease and metabolic syndrome in DHH people
(4, 23-31).

Third it may be a conseguence of the fact that they
form a special subgroup with respect to cause of their
DHH. Congenital DHH may be the result of genetic or
congenital disorders, accompanied by lifelong physical
and mental sequelae. Theincidence of these disabilities
in DHH children is estimated to range from 25-34%
(32). This study is part of alarger research project. The
aim of this project is to study the first two possible
causes for lower HRQoL-scores in DHH people.
Therefore people with congenital DHH and severe
additional disabilities were excluded by the design of
this study, but some degree of DHH related disabilities
cannot completely be excluded.

Although we cannot conclude from this study that
barriers to access health care and group specific hedth
care risks are the main cause of the lower physica
quality of life of congenital DHH people, it seems clear
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Woqy,
s*adf’_ %
TR

Come

.HI/IHaTa KOM BO MOAOLHEKHUTE IT'OAMHUA CTaHYBAaT T'TTYBU
WIM MMaat OIITETYBAe Ha CIyXOT HCKyCyBaaT Gapuepu
BO TIPUCTANOT A0 3APAaBCTBCHA 3alllTUTa HUCTO KaKO U
npyrute juna. CliefHOo, THE MOXKaT Ja UMaaT KOMOp-
OuauTeTH NOBp3aHU co npuunHKTe 3a HuBHata ['OC. Ox
OBa MCTPaXyBambe HE CE UCKITyYEHH JIMIATA KaJie KOMOp-
OunurernTe ce nmen on mpuumHata 3a HuBHata ['OC u
3aToa HE MOXKEMe Jia [aJieMe M3jaBH 32 BJIMjAHUETO Ha
pasIMYHUTE MOXHH IPUYMHHM 32 HHCKHOT CTEIeH Ha
¢m3nuku HRQOL nmomery muuara co 'OC Ha noBo3pacHu
TOJIMHHL.

Tcuxuuxo 3gpasje

Pesynrarnte 3a MCHXMYKOTO 37paBje Oea MOroiemMu BO
MOATPYIINTE HA TUTyBH JIHIA OTKOJKY Kaj MOATpyNaTa Ha
JWIA CO MOTEIIKM OIITETyBama Ha cIyXoT. Bo cropenba
CO JIpYrH HCTpaxyBamba, TJIYBUTE YYECHHLH BO
XonaHawja He TOKaKaa TOBEKe NMCHXMYKU IMPOOJIEMH
OTKOJIKY JIMIIATa Ol KOHTPOJIHATA IPyTIa.

Hue cmerame pexka BakBHOT pe3y.iTar He € IOpaiu
METOJIONONIKH TPOONeMH, Kako ITO ce H300poT Ha
MHCTPYMEHTOT WIIM PErpyTHPAETO HAa YYECHHIIUTE.
WHOQOL-BREF 6eme mnoce6HO wm30bpaHa Topamm
HEj3MHATAa CHOCOOHOCT Ja TW OTKPHUE BHATPELIHUTE
npoOJieMy Mopajy HUBHATA TOBMCOKA MPEBAJICHIMjA Kaj
I'OC numara, cormacHo co JnmTeparypata. Hekom on
COCTAHOLIMTE KOW T'M OpraHu3upaBmMe Oea JOIMpPaHH
Omicky o memxujatpucku uHCTATYIHHA 32 [OC mmma u
HEKOJIKYy OJi HMBHHTE TAlMEHTH Y4YecTBYBaa BO O0Ba
HCTpakyBame. Hue HemMaMe mpuunHa 1a BepyBame Jeka
NCHXMUYKOTO 3JpaBje Ha JyfeTo € INpeHarjJaceHo BO
HAIIKOT MPUMEPOK.

IMonobpo ob6jacHyBame 3a MOAOOpUTE pE3yATaTH 3a
IICHXHYKaTa J00pococToj0a Ha IUIyBHTE JIHLA BO OIHOC
Ha JIMIaTa CO MOTENIKH OLITETYBamba Ha CIYXOT MOXe Ja
ce Hajae BO NpOBU3MjaTa 3a CELHjaIHH HHCTUTYLUU 32
TICHXWYKOTO 37IpaBje 3a TIyBUTE JWIAa BO XOJNaHAM]a.
Jlocera HE € HANPaBEHO HCTPAKyBamE 3a MPOLECHKA Ha
edexTHTe Ha CIEUMjaM3UPAHUTE WHCTHTYLHH, HO
MOXHO € MOpajii eKCTEeH3UBHATA TOCTAITHOCT HA HUBHUTE
YCIIYTH, HCTUTE THE MOXaT Jia BIIMjaaT BO HAOTamBETO 32
nogo0para MCUXMYKa T00pOcocToj0a Ha TITYBHTE JIHIIA,
BO cropenda Co YYECHHIUTE KOM KMMaaT IOTEIIKH
OLITETYBamba Ha CIyXOT U KOU MMaaT OTPaHHYEH MPUCTaI
J0 CIENWjaTu3upaHd HMHCTUTYLMH 3a 3]paBCTBEHA
3aIITHTA.

Jpyro objacHyBame MOXe Ja Jojae of (HakToT aeka, 10
HEOJIaMHa, JIerara co 0J1aro OITeTyBambe Ha CIyXOT He Ce
JMjarHOCTHIIMPaH! O] paHa Bo3pacT. Tue 3amoyHyBaat
Ja ofaT Ha y4ywimmTe Oe3 Ja 3HaaT 3a HUBHOTO

that they can have a negative influence on their health
and should be removed as far aspossible.

People who became DHH a a later age may
experience barriers to health care access as well.
Next to this they may have comorbidities related to the
cause of their DHH. The people with comorbidities
related to the cause of their DHH were not excluded by
design of the study, therefor we cannot make any
statements about the impact of the different possible
causes for lower physica HRQoL among people who
became DHH at alater age.

Psychological health

Scores for psychological health were higher (better) in
the deaf subgroups than in the hard of hearing
subgroups. In contrast to other studies, deaf
participants in the Netherlands did not report more
psychological problems than the control group.

We do not think that this is caused by methodologica
issues such as choice of instrument or participant
recruitment. The WHOQoL-BREF was especialy
chosen because of its ahility to reveal internaizing
problems because of their higher prevalence in DHH
people according to the literature. As some of the
meetings we organized were located close to a
psychiatric facilities for DHH people, and several of
their patients participated in this study, we have no
reason to believe that psychologically healthy people
were overrepresented in our sample.

A possible explanation for the better scores for
psychological wellbeing of deaf people than of hard of
hearing people may lie in the provision of specific
mental healthcare facilities for deaf people in the
Netherlands. No research has been done to evaluate the
effect of specialized facilities, but it is possible that the
extensive availability of these services may have
influenced the finding of a better perceived
psychological quality of life by deaf people, compared
to the hard of hearing participants who have limited
access to specialized healthcare facilities.

Another explanation may come from the fact that, until
relatively recently, children with a mild hearing loss
were not diagnosed at a young age. They started school
without knowing about their hearing loss and were
often wrongly accused of being stupid or unwilling to
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OIITETYBAmhE HA CIYXOT M YECTO CE MOTPEITHO OOBUHETH
JIeKa ce TTyIaBh WM Jieka He cakaaT ma cimyrmaar. Oa
MOXE Ja BidMjac Bp3 HAMalyBamke HA HHBHATA
camoy10Bep0a U HUBHUOT MCHXMYKH KBAJIUTET HA JKHUBOT,
COOJIBETHO.

Mogenoiu na jasuxow u Kynypaia na 1 nysuitie auya 6o
OgHOC HA 3gPABCIUECHUOTY KEAUILET Ha HCUBOTU
[Toctojar MHOTY nebatm BO JHTepaTypaTa W  BO
(xnuHMYKaTa) mpakca kow noarpyrure Ha ['OC numara
MOXE Ja MMaaT KOPHCT OJ yHoTpe0ara Ha 3HAKOBHHOT
jasuK ¥ BO Koja Mepa. Hue HajioBMe 3HaUajHa MO3UTHBHA
BpcKa MoMery (U3MYKOTO M TCHXMYKOTO 3/paBje M
ynotpebara Ha 3HAKOBHHOT ja3WK W/ 3HALWTE 32
noanpmka. MWsrmena gexka MO3UTHBHUTE e(EKTH OX
ynoTrpebara Ha IITO € MOKHO MOPA3IMYHM MOJEIM Ha
KOMYHHKAI[Hja € T10jaka OTKOJIKY HETaTHBHHUTE e(eKTH 01
YYEHETO Ha eJIeH ja3suk camo jenymHo. He HajmoBme
MHUHUMAJTHO TIOTpeOHa CcrmocoOHOCT 3a ymoTpeba Ha
3HAKOBEH ja3WK WIM 3HAUM 32 TO/UIPIIKA HA OBHE
TIO3UTHBHH eekTH, a eeKToT Oemre TPHCYTEeH MOMery
cute I'OC moxarpynu. Bpckara e nmocnegoBarenHa: KoKy
TIOBEKE €IHO JIMIE YoTpedyBa 3HAKOBEH ja3uK, MOTOJIEM
€ Pe3yNTaToT Ha CKaJlaTa 3a KBAIUTETOT Ha )KUBOTOT.

Jaku ciipanu u oZpanuuysarba

HenamepHara cenekiyja Ha y4eCHHIM MOXE fa BiHjae
Bp3 KpajHHOT pe3ynaTaT Ha HCTpaxyBameTo. Hue ce
00MI0BME Ja TM HaMmaiuMe OBHE NpoOJIeMHM HAa HAaYMH
IITO TO HANpaBUBME HCTPAXYBAmETO IITO € MOXKHO
TIOJIECHO M CO O0OMA J1a ce BKIyYH IHOIIMPOK Mpodui Ha
mnna. Maxo Bo MCTpaXkyBarmbeTo MMallle TIoroiieM 0poj Ha
YUECHHUIM OJ JKEHCKH TI0N (JJBE TPETHHH Of YICCHUIUTE
Oea xeHu), OpOjOT Ha YYECHMIM O MAIIKH ION €
JIOBOJTHO BHCOK 32 Jia C€ HAlpaBH JIOBEpIHBA CTa-
THCTHYKA KOpenauyja 3a Iot.

Mosxna mpucTpacHOCT Bo Kiacupukanmjata Ha ['OC
TPyNUTe € TOoa INTO AayJHWOJIOIIKHTE TapaMeTpu ce
3aCHOBAaHM Ha CONCTBeHa mnpoueHka. OBoj Merox Oemie
n30paH OuIejku € CKall [EeNOCeH ayANOJIOIKH Mperye] 1
Ofl3eMa MHOTY BpeMe OJ] yYECHHIIUTE, J0JeKa BaKBHOT
HA4YMH Ha YTBpAYBame HEMa 1a 00e30eaH AOTIOIHUTETHH
nHbopMayK 3a (YHKIMOHAIHOCTa Ha CIYXOT. bemre
OBO3MOXKEHO YYECHHIIUTE Ja IO MONOJHAT TIPAIIaTHHKOT
07l HUBHHTE JOMOBH BO HHMBO BpEME M 3aToa Oelie
HaMaJIeH IParoT 3a y4ecTBo.

Bo oxxoc Ha Bo3pacTa Kora HACTANIMJIO OIITETYBABETO H
JI0 KOj CTEIIeH € OLITETYBAmhETO Ha CIYXOT, NOMyIalujaTa
Ha HCTPaXyBameTO W3INeAa fAeKa € pPelpe3eHTaTHBEH
NPUMEPOK Ha XOJIAHJACKHMTE JMIA KOU Ce TIYBH WIH

lisen. This may have lowered their self-image and
their psychological QoL accordingly.

We found a better psychological health of Deaf people
in our study than reported in studies from other
countries (3). This may be the result of an extensive
network of facilities for menta health support for desf
people in the Netherlands.

The mode of language and Deaf culture on health
related quality of life

There are many debates in the literature and in
(clinical) practice which subgroups of DHH people can
benefit from the use of sign language, and in what
amount. We found a significantly positive relationship
between physical and psychologica health, and the use
of sign language and/or supporting signs. It appears
that the protective effects of using as many modes of
communication as possible is stronger than the possible
negative effects of learning a language only partialy.
We did not find a minimally required ability to use
sign language or supporting signs for these positive
effects, the effect was present among al DHH
subgroups. The relationship was continuous. the more
sign (language) a person uses, the higher the score on
the QoL scaes.

Strengths and limitations

Unintentional selection of participants may influence
the outcome of studies. We attempted to minimize this
by making the study design as undemanding as
possible, and by trying to reach a broad profile of the
group we intended to study, e.g. by using newsletters
of a hearing aid manufacturer instead of addressing
patient groups only. Although there was an
overrepresentation of femalesin our study group (two-
thirds of the participants were female), the number of
male participants was high enough to perform a
reliable statistical correction for sex.

A possible bias in the classification of the DHH group
is that all audiological parameters are based on sdlf-
report. This method was chosen because full
audiologica examinations would be expensive and
time consuming for the participants, whereas this
would probably not provide much additional
information on hearing function. By enabling
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MMaar OLITETeH CIIyX, MaKO MMa HEKOJIKY Juua co 01aro
OIITEeTYBake Ha CIyXoT W He mporpecuseH ['OC on
pararme KOH Ce JIell 0] HCTPaXKyBarbeTo.

Hmiinukauuu 3a ugHu uctupaxcysarsa u ipaxca

W nsere rpynmM Ha INYBM JIMIA M JIMIA CO TOTELIKH
OIITETYBaba HA CIYXOT, 0Oe3 Oriei Ha Koja BO3pacT
HACTaIliJIe  OINTETyBamaTa, YyKaXyBaaT Ha mocnad
KBANUTET Ha JKMBOT IOBP3aH €O (PU3UUKOTO 31paBje BO
OJIHOC HAa HUBHUTE BPCHHIM KOU HEMaaT OLITETEH CIIyX.
ITotpebHE ce mOBeke HCTpaxXyBama BO OJHOC Ha
crenu(pUYHATE 3ApaBCTBEHH MPOOIEMH CO KOH Ce
coouyBaar I'OC muuara u pasmuunute I'OC noarpymu,
ma OBOj MpoOJIeM 1a MOXe 1a OHpe afpecupaH OJIEIHO.
Pecypcure 3a uctpaxysame 3a 3apasjero Ha [OC numara
ce OTpaHMYeHH, HO MHOTY Of Oapumepute cO KOH ce
coougyBaar ['OC nmmata BO OJHOC Ha 3]pPaBCTBEHUTE
NPOBU3UM CE CIMYHM HHU3 LEnHoT cBeT: Mcrwor BuA
ja3uYHM, KOMYHUKAUKCKK U KynTypHu Oapuepu. OBa ja
ONpaBJyBa HMHTEpHALMOHANHATA COpPa0OTKa BO HHHUTE
UCTpaxyBama. MneanHo, TONroTpajHATE UCTpaXKyBama 3a
HaJrIeyBambe Ha 3/paBCTBEHaTa cocTojoa Tpeda xa
OWIaT mocTaBeHH, Kako MITO ce OHHE 32 HaOJbyIyBame Ha
Pa3MKATE BO 3/IPaBjeTO MOMErY pPa3IHYHUTE ETHHYKH
MaILMHCKH TPYMM M JIyfeTo OJf PaslMYHHTE COLHO-
eKOHOMCKHM KNacH. Pa3BojoT Ha HHCTUTYLMHUTE 3a
3/paBcTBeHa 3amTHTa 3a noaapuka Ha ['OC nunara u
HUBHHTE 3[PAaBCTBEHN PaOOTHUIHM (HA TPUMEp Mpexka Ha
CIIENHjaNU3UPaHl HHCTUTYLIUH 33 IICUXUYKOTO 37paBje BO
Xomanzamja) Moxe a OumaT e(peKTHBHH, HO e(pEeKTHTE Of
BAKBHTE MHCTUTYIHH Tpeba ma Ompar HaOJbyIyBaHH U
npoueHertH (12).

OBue pesynTatd, MCTO Taka, UMaaT MMIUIMKAUKU U BO
npakcaTa Ha 3apaBcTBeHara 3amtuta. ' OC nuiata nmaar
notpeda ma Ounar npupaTeHH KaKo MAIMCHTH KOM HMaaT
notpeba on cmerWjanHo BHuManue. O Hajroiema
B&)XXHOCT € CO3/IaBAETO CBECT IOMEry 3IpPaBCTBCHUTE
pabotaum u momery ['OC nuiata 3a MOXXHATE Gapuepu
CO KOMIITO MOXaT Jia Cce CcOo04aT BO 3]paBCTBEHATa
3allITHTA U, MHOTY MO3HAYajHO, KaKo Ja ce M30erHaT Win
Ja ce HajgMuHAT oBue Oapuwepu. Ha mpumep, Bo MHOTY
IPXKaBH, 3IPABCTBCHATE PAaOOTHHIM Ce TPEHUPAHU KAKO
Jla KOMYHHIMpaar 1 1a obe30enar 3apaBcTBEHa Hera 3a
JIMHTBUCTUYKH, KYNTYPHU W €THUYKA MATIIMHCKH TPYIIH.
bu 6uno ox momorn ako THe 3HAaT Ja T KOPUCTAT OBHE
BEIITHHH MCTO Taka JOOPO KAaKo M TPSHUPAHHUTE JIAIA KOH
ce TNyBH WM MMaar OWITeTeH ciayX. MHory Oapuepu
MOXaT fJa OWJar HagMUHATH W Ja Owpar H30erHaTH
3paBCTBEHH IIPOOIEMH CaMO CO CO3/IaBambe CBECT 3a
HCTHTE.

participants to fill out the questionnaires at home in
their own time, the threshold for participation was
lowered.

With respect to age of onset and degree of hearing loss,
the study population seems to be a representative
sample of the Dutch DHH even though relatively few
people with a mild, non-progressive DHH from birth
areincluded.

Implications for future research and practice

Both deaf and hard of hearing people, regardless of the
age of onset, report poorer physica hedth related
qudlity of life than their hearing peers. More research
is needed concerning the specific health problems of
DHH people and the different DHH subgroups, so
these can be addressed specificaly. Resources for
DHH health research are limited, but many of the
barriers encountered in healthcare provision for DHH
are smilar worldwide: The same types of language,
communication and cultural barriers are reported. This
would justify international collaboration in future
research. Idealy, long term prospective health
monitoring studies should be put into place like the
ones used to monitor health differences between
different ethnic minority groups and people from
different socio-economic classes. The development of
healthcare facilities to support DHH people and their
healthcare workers, (e.g. the network of speciaized
mental health facilities in the Netherlands) may be
effective but the effects of such facilities should be
monitored and evaluated (12).

These results also hold implications for hedthcare
practice. DHH people need to be recognized as patients
who require special attention. It is of utmost
importance to create more awareness among healthcare
workers and DHH people themselves about the
possible healthcare barriers they may encounter and
experience, and - more importantly - about how to
avoid or overcome these barriers. For example: in
many countries, healthcare workers are trained how to
communicate with, and provide medica care for,
linguistic, cultural and ethnic minority groups. It would
be helpful if they knew to use these skills as well when
treating people who are DHH. Many barriers can be
overcome and therefor possible health effects avoided,

JE®EKTOJIOIIKA TEOPHJA 1 ITPAKTHKA 2018; 19(3-4):51-68

65



MEDICAL TREATMENT

Kako ma ce momoOpy 3apaBCTBEHATa 3aIUTHTAa MOXE 1A
3aBHCH O] CHIEU(IIHATE KapaKTEPHCTUKH Ha TOATPYIIH-
Te: MOTpeOUTE Ha JIMI[ATa KO KOPUCTAT 3HAKOBEH ja3uK
MOXE Ja Cce pasiMyHd O] TOTpeOMTe Ha JHMLATa KOH
MOYHAJE Ja ro rydar CiIyXoT TOJOLHA BO HUBHHOT
kUBOT. JIokanHara xynTypa, GuHAHCHCKHTE U reorpad-
CKHUTE KapaKTePHCTUKH MOXKE Jia BIIHjaaT BP3 JOKAIHHUTE
noTpedM W octBapnuBocTa. MOXHM aKTUBHOCTH 32
OTCTPaHyBarmbe Ha OapHEpHTE CE CIICTHNUTE:

1) CosnaBame HAIMOHATHH EKCIEPTCKH LEHTPU 3a
rpajierme Ha cBecTa, HHUIMjauuja 1 onpxysame Ha ICT
MHCTUTYIIMM 32 TIpeHacouyBame Ha 3/PaBCTBEHHTE
pabotaum u I'OC nuuara Bo COONBETHH MHCTUTYLIHH.
OBHe NEHTPH HACATHO MOXKE Ja KOOpIWHHMpAaT Hallu-
OHAJIHE TIPOTPaMHU 3a HCTpaxyBame. 2) Ymorpeba Ha
TEXHOJOTHja 3a TO/JIPIIKA HA IIOCTOCYKHUTE OIIITH
3/IpaBCTBEHH YCTaHOBM, Ha NPUMEp, MHTEpIpETalHja Ha
3HAaKOBHMOT ja3WK OJ] JaJeynHa, JajJedMHCKa HHTEepIpe-
TalMja OJl TOBOP BO TEKCT, Ja CE OCHIYpH JieKa CHUTE
3/IpaBCTBEHH YCIYTH OJf OTIUTHTE 31PABCTBEHH YCTAaHOBH
Ce JJOCTaIH! Ha MHTEPHET M MHTEPHETOT Ja € IIPHCTaIeH
3a [OC nuuara. OBue uHpopMarmu Kou ce 6a3upanu Ha
MHTEPHET WM BO AaIUIMKaldja (JOCTAalHM BO MHMIIAHA
(dopMa, BO 3HAKOBEH ja3WK W TOBOPEH jasWK KOj TMOJ-
Jp)KyBa 3HAKOBEH ja3WK) MOXE Ja IIOMOTHAT BO I10JI0-
OpyBame Ha MPUCTAIOT JI0 OMIITHTE 3/IPaBCTBEHH YCTa-
HOBHM ¥ 10 1oceOHN MH(POPMAIUH 32 NALUEHTHTE KOU ce
TTyBH WM MMaaT OmTeTeH ciyX. 3) Hekom eBporcku
JpXKaBH, BKIyuuTenHo M @PpaHumja u ABcTpHja, ©Maar
CTICTIMjaNTH3UPaHN aMOYTaHTCKU KIIMHAKH ¥/HITH ¢ TMHALIH
3a ocHOBHa 31paBcTBeHa Hera 3a 'OC numara. Jlamm ce
YCICLIHN WM HE CE YCICLIHH OBHE KIMHMKH MOXE Ja
3aBucH o taprerupanute ['OC moarpyny uinm rpynm, ox
JIOKAJIHUTE U 07 reorpa)CKUTe KapaKTepUCTHKH.

3aknyyok

I'OC nuuara uckycyBaaT 3HayajHO TOBeKe (M3WYKH U
JPYTH TEHMIKOTHH OJ Apyrute rpymu. Iloromemara ymo-
Tpeba Ha 3HAKOBHHOT ja3WK € MOBP3aHA CO MOTOOPHOT
3/IpaBCTBEH KBAIUTET HA kHUBOT. [logobpu ce pesynra-
THTE 32 TCUXMYKOTO 3/paBje Kaj MOATpYNara Ha TIyBH
JHIA OTKOJIKY Kaj Tpylara Ha JIMIa CO MOTELIKH OLITe-
TyBama Ha CIyXOT, BO cIopenda co pe3yinTaTute OJf
JPYTH UCTPaKyBama, TIyBUTE YUYECHHIM BO XOJaHHja
HeMaa MOTrONeMH MCHXMYKU MPOOJIeMH OTKOJIKY JIMIaTa
0J1 KOHTPOJIHATA IPyTIa.

[ToTpeOHu ce moroeMa CBECT U 3Haekha KOH Ce TOBP3aHU
co creruduuanTe 3apaBcTBeHn mpodimemu Ha ['OC nu-
Iara 3a Jia ce OBO3MOXH COOJIBETHA 3paBCTBEHA 3alll-

just by creating awareness.

How to improve healthcare provision may depend on
specific subgroup characteristics; e.g. the needs of
DHH sign language users may be different from the
need of people who became hard of hearing a a later
age. Locd culture, financid and geographical
characteristics may aso influence loca needs and
feasihility. Possible actions to remove barriers are:

1) Create national expertise centers to build awareness,
initiate and maintain ICT facilities to redirect both
healthcare workers and DHH people themselves to
suited facilities. Ideally these could aso coordinate
national research programs. 2) Use technology to
support existing general hedth facilities, e.g. remote
sign language interpreting, remote speech-tot-text
interpreting, make sure that al regular services of
general hedlth facilities can be reached through the
internet; and make internet accessible to DHH. This
internet or app based information (available in writing,
in sign language and sign supported spoken language)
can help to improve access to general hedth
information and specific patient information for DHH.
3) Some European countries, including France and
Austria, have specialized outpatient clinics and/or
primary healthcare units for provision of healthcare to
DHH patients. Whether or not these clinics are
successful may depend on targeted DHH (sub)group,
local and geographical features.

Conclusion

DHH people experience significantly more physica
and difficulties than control group. More extensive use
of sign language is related to a better reported hedlth
related quadlity of life. Scores for psychological health
were higher (better) in the deaf subgroups than in the
hard of hearing subgroups; in contrast to results from
other studies, deaf participants in the Netherlands did
not report more psychological problems than the
control group.

More awareness and knowledge concerning the
specific health problems of DHH people is necessary
to enable appropriate and adequate heathcare
provisions. DHH people and healthcare workers should
be aert for co-morbidities and barriers to access of
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MELQULMHCKN TPETMAH

Woqy,
s*adf’_ %
TR

Come

tuta. ['OC nuiata u 3npaBcTBeHUTE PaOOTHUIN Tpebda aa
OugaT TOATOTBEHH 3a KoMopOmawTe W Oapuepure BO
MPUCTAIOT JI0 3paBCTBEHATA 3aIITHTA, 1a ce 00pa3oBaatr
KaKo 2 T NPEMNo3HaBaaT M Ja Ce COO4YyBaaT CO HUB M
KOTa JIa ce KOHCYJITUPAaT CO EKCIEePT, Crelyjalu3upaHu
YCIYTH WIIM acHCTEHT 3a KOMYHHMKalWja (Ha mpumep,
MHTEPIPETaTop O TOBOP BO TEKCT WIHM MHTEPIPETATOP
Ha 3HAKOBEH ja3uK).

[IpenosnaBamero Ha ['OC mmmata kako Tpyma Ha ma-
[MEHTH KOja MMa notpeda oJ CHeLHjallHO BHUMAHHE €
IPBHOT YEKOp KOH 10J00pyBambe Ha HUBHOTO 31paBje.
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