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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 physical and mental health of
participants was measured using the World Health
Organization Quality of Life- Bref scale (WHOQoL-
BREF).
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VuyecHHIUTE OATOBOpHja HA TpallamaTta Of eMHAeMH-
OJIOIIKHOT TpALIATHUK M HA Tpaliama 3a TOoA KaKOB
MOJIEN Ha ja3uK THe HajuecTo ymorpeGysaar. Cure mpa-
wanHuy Gea NpeBefeHH BO JIBE BEP3MH, 3HAKOBHUOT
jasuk Ha XonaHIuja COIMAcHO €O MpeBeayBaYKHOT TPo-
TOKOJI 3a HanpeJ-Ha3aji, MMCMEHa Bep3uja 1 Bep3uja Ha
TNPAIIAHAKOT HalpaBeHa Ha XOJIaH/CKH ja3HK CO KOj ce
TOJIP>KyBa 3HAKOBHUOT ja3uK.

Pesyninaiiu: Tlpamanauuure 6ea NONOMHETH Off CTpaHa
Ha 274 'OC nuua. Y fBete rpynu Ha riyBH JIMLA U OHHE
KOMIUTO MMAaaT OIITETeH ciyX, 6e3 ornex Ha Bo3pacta
Kora TpBIAT 3aMOYHANO 3a00JyBameTo, W3BECTHjA Jieka
uMaat nocnabo (GU3MYKO 3/paBje Ofi HUBHHTE BPCHHULN
KoM HemaaT npobyieMH co ciyxor. Jlumara co omrereH
CITyX yKa)kaa Jieka MMaaT IIOBeKe MCHXONOLIKH TeLIKOTHH
BO criopeiba co KOHTpOJIHATa Tpyma.

3axnyuouu: 3Havajuo e I'OC nuuata na Gupar npeH-
TH(UKYBaHH KaKo Tpyna Ha MAalUEeHTH co MoceOHH 3apaB-
crBeHn npobnemu. [1oTpebHM ce noBeke UcTpaxyBama 3a
npupozaTa 1 ed)ekTute Ha oceGHUTE 31PABCTBEHHU TPOD-
nemu. Co3laBambeTo Ha MOroJieMa CBECT 33 OBHE 3/[paB-
creenn mpobaemu mnomery I'OC ymuata W HuUBHHTE
3[paBCTBEHH PaOOTHHLIM € ECEHLIHjalHa.

Knyunu 36o0posu: 2nye, owiueitien cnyx, xeanuiiieiti Ha
JICUBOIU, 3GPABCIlBEeHa 3ainniia.

Bosed

3npaBcTBEHHTE pPabOTHMIM W TpPYNHTE HA MALUEHTH
yKa)KyBaaT JieKa JIML[aTa KOM Ce IJIyBH HMJIM KOM MMaatr
omrereH ciyx ([OC) mmaar mocna® 3apaBCTBEH KBa-
JUTET Ha JKMBOT OTKOJNKY JIMIATa KOM CIIyIaaT.
HajuecTata npuunHa Ha koja ykaxcysaat tue e jieka [OC
JUIaTa ce coodyBaaT co OapHepu BO TNPUCTANOT Ha
3[paBCTBEHATA 3ALITHTA CO 3HAYMTENHH MOCIEIULH TI0
HUBHOTO 311paBje U fobpococtojoa. Hekosky aBropu ru
onumane Oapuepure KOM MOXAT Ha MMaaT HEraTHBHO
BnvjaHue Bp3 3apasjeto Ha ['OC nmumara (1-4). Osue
Gapuepu Moxe a Bapupaat, BO 3aBUCHOCT OfI IpeocTa-
HaTaTa CIOCODHOCT 3a CIyllame, BO3pacTa Ha Koja Hac-
TaHaja 3arydara Ha CIyXOT M CTEMEHOT OO0 KOj WHJIH-
BUfyaTa npudaka M KOPHCTH NOCTAlHH CpEACTBA 3a
TMOJUIPIIKA, KAKO IITO € CPEeACTBOTO 3a 3rojieMyBame Ha
CITYXOT, yrnoTpeba Ha MHTEpHPEeTaTopd Ha 3HAKOBHHOT
ja3MK MJIM MHTEPIPETaTOpH Ofl TOBOP BO TekcT. MoXHHTE
Gapuepy KoM ce Jocera ONHUIILYBAHHM BO JIMTEpAaTypaTa ce
CIIeJIHUTE:

Participants filled out an epidemiological questionnaire
and questions about the mode of language they
generally use. All questionnaires were translated into
two versions of Sign Language of the Netherlands
(NGT) according to a forward- backward translation
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
physical health than their hearing peers. Hard of
hearing people reported more psychological difficulties
than control group.

Conclusions: 1t 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 individual
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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ME[HUMHCKH TPETMAH

1) bapuepu nopagu HaManeHOTO IIO3HABAKBE HA Me.H-
1MHaTa

Ilomery nuuara KoM HemMaaT mpoONeMH CO CIyXOT
Kpy»xaT roneM 6poj 31paBcTBEHH MH(OPMALMK 32 BpeMe
Ha He(OpMaNHUTE Pa3rOBOPH M MPEKY HACIyILIyBame Ha
BaKBM pa3roBopH (MHAMpEKTHO Yuewe). ['OC nuuara
HEeMaar MpHCTa J0 BaKOB BHJ| aMOMEHTHH MH(OpMAaLUK
¥ 3aT0a MPOIYILUTAAT [OroJeM A€ O BaKBUTE 3Haewa (5-
8). A, xora cranyBa 300p 3a JUPEKTHOTO y4€me, Ha NpH-
Mep Bo obpa3oBaHMe, TOrOJIEMHOT Opoj Aela co Telku
I'OC 3abomyBama mobuBaar camo orpanuyeH 6poj WH-
(opMaLu MOBp3aHH CO 3/pPaBjeTO BO HUBHUTE Y4H-
smra (9), 6uaejku mocTon AOMUHAHTEH (JOKYC Ha pas-
BOj Ha ja3MKOT M MNPAaKTHYHM ja3WYHH BELITHHH, Ha
CMETKa Ha TPeIMETH KaKo 1ITo € OHonoruja.

Jlunata xou umaar notewku 'OC 3abomyBama on pana
BO3pACT YeCTO pa3BMBAAT CNabM ja3sMYHH WIM TOBOPHH
BEIITHHH ¥ BELITHHH MOBp3aHK co mucMeHocta (10-12).
BewTinute 3a MUCMEHOCT ce ciabu Mopajd Toa IITO
Kora 3Byuute of jasukor ((poHemu) He Moxar na ce
CIYLIHAT, TI0TOA HE MOCTOH JIOTHYKA MOBP3aHOCT TOMery
JajieH KOHLENT W Heroata nuiana ¢opma (OykBu/ka-
pakrepn). ExuHcTBEHaTa omuuja e fa ce 3anoMHe Koja
KoMOHHalHja Ha OYKBH ce KOPHCTH U 10 KOj pefocier 3a
Ja ce ommile oBoj koHuent. OBHe JMLa HE MOXaT ja
KOpHCTAaT BOKAJIM3alMja HMTY Kora umraaT. Toa 3Hauu
JeKa caMo OHMe 300pOBH KOM THE NMPETXOHO T'M MMaatr
TIPOYMTAHO U 32 KOM ' UMAaT 3allOMHETO KapaKTepHTe 1
HMBHATA KOHCTPYKLHja MOXAT TEYHO Ha TH NPOYHMTAAT.
OBa mpuuoHecyBa 3a OrpaHHYEHOTO 3HACHE KOe ¢
Hajuecto npucytHo kaj 'OC nuuara.

2) Komynukarmcku 6apuepu

Jlypi ¥ BHCOKOKBQJIMTETEH YWTa4 Ha YCHH MOXeE Ja
Hpounta® camo 20 - 40 % on oHa TO € M3rOBOPEHO
(13). OBa e joBonHO 3a A ce cileau efeH A0CTa Tpen-
BUUIMB CeKOjuHeBeH pasroBop. Ho, 3a Bpeme Ha menu-
IIMHCKA KOHCYJNITAlMja KOra Ce M3roBapaar MHOTY HEro3-
HATH TEPMHHH, TMALXEHTOT Moxke Jia Ouae moj cTpec U
3aT0a OBOj METOJ] YECTO Ce MOKaXKyBa KaKO HECOOJBETEH
(10, 12). Ynotpebata Ha MHTEpHpeTalyja Of FOBOP BO
TEKCT H/MMM MHTEpIpeTalja Ha 3HAKOBEH ja3uK, BO
MEIMIMHCKA KOHOTAlMja MOXE Jia TIOMOTHE 32 HaIMH-
HyBame Ha oBue Oapuepu. OBaa MozIpIIKa He CeKorarl e
pyruHcKa U 6pojoT Ha MH(OPMALMH KOM Ce TIPEHEeCeHH
0J1 JOKTOPOT JI0 MALMEHTOT U 00paTHO € orpanuyeH (14).
Komynukarmckute 6apuepu Moxe Jia HAMETHAT U JIOTHC-
THYKH TIpOOJNEMH, Ha TIpUMep 3a Jia Ce 3aKake TepMHH
Wi jia ce Oapa MOBTOpPHO peuent, moTpebHO € Ja ce

1) Barriers due to reduced medical 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, at 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  medical
consultation, when many unknown terms are used and
the patient may be stressed, this method often proves to
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 always routinely used and the
amount of information transferred from the physician
to the patient and vice versa is therefore restricted (14).
Communication barriers may also pose logistic
problems; for instance to make an appointment or ask

for a repeat prescription it is often necessary to contact
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CTany BO KOHTAKT CO KaHLENapujara Ha JOKTOPOT MpeKy
Teaeh)oH WM JINYHO.

3) Bapuepu noBp3aHu co KyJaTypaTa Ha [JIyBUTE JIHLA
JIunata KoM ce TIyBH HJIM HMaaT OLUTETEH CIyX Of Miaja
BO3pACT MMaaT MHOTY CIIMYHM KapakTtepuctuku (15, 16).
[Topanyt OrpaHMYEeHHOT NpHCTAN A0 TOBOPEH jasuK U
OTPaHMYEHOTO TpHU(akame HA 3HAKOBHUOT ja3sMK Ha
CBETCKO HHBO, JIMIATa CO BaKBHTE NMpoOieMH UMAaT TeH-
JeHumja aa (opMHpaaT KyINTypHO-THMHIBHCTHYKA Mal-
LIMHCKA TPymna BO paMKHTE Ha TMOMyJallkjaTa Koja Hema
npobJaeMH CO CIYXOT M Ce HapeKyBa ,3aefHHLIA Ha
I'mysute nuia“, Oaa 3aefHMLA MMa CBOM HOPMH M
BPEAHOCTH KOM MOXAT [a IO KOMIIPOMHTHpAAT NpHCTa-
TNOT /10 3APAaBCTBEHA 3aLUTHTA HAa MCT HAYMH KaKO IUTO
KyNTYpHHTE M ja3nuHuTe GapuepH BiujaaT Bp3 NpHCTa-
TOT Ha eTHUuKuTe Tpynu (14).

HanpaBenn ce o6uau 3a co3jiaBame CBECHOCT 3a OBHE
Gapuepn kaj MmemuuuHckute pabotHuiu. CoBeTute 3a
3/IpaBCTBEHUTE PaOOTHHIM BKJIydyBaaT 3aKaXyBame Ha
TEPMHH CO TMOZOJTO BPEMETpacke, H3yuyBame Ha ONTH-
MaJHHOT HAauMH HAa KOMYHMKAallHja CO MALMEHTHTE M
unTepnperatopute. Ce npouupyBa ¥ KOH CO3aBame Ha
CHeLUjanu3upaH MHCTUTYLMH U ynoTpeba Ha crely-
janHu uHGOpMAUMH M TpPOrpaMH 3a KOMYHHKALMCKH
TEXHOJIOTHH 3a TOJJpLIKAa Ha 00pa3oBaHUETO M KOMY-
Hukanujara (1).

Llenta Ha oBa ucTpaKyBame € Jia ce Ao0HMe yBHJ BO
3paBcTBeHaTa cocrojoa Ha ['OC numata Bo Xonmanauja.
3a oBaa 1ieN, HHE HaNpaBHBME TOJIEMO HCTpaXKyBame 3a
Ia ce o0ujaT KBaHTHTATUBHH MOAATOLH 32 (YU3HYKOTO U
neuxuukoto 3zpasje Ha ['OC uHpmBumyute. Bo 0Boj
TPy TEPMHHOT IJIyBH WK JiHLa co owTeTeH ciyx ('OC)
ce KOPHCTH 3a CeKoe JIMIe Koe MMa HeKakBa 3aryda Ha
cinyxoT. TEpMHUHOT OLITETEH CIyX Ce KOPUCTH 3a JIUL@A CO
3aryba Ha CIYXOT, HO KOM MMAaar JIOBOJHO IpPEOCTaHaT
clyX 3a Jja To pasbepar TOBOPHHOT jasuK. TepMHHOT
TIIyBH Cce KOPHCTH 3a Juia 6e3 3HaYajHO (yHKIHOHANEH
CIIYX 3a J1a MOJXKAT Jia '0 BOOYaT TOBOPHUOT jasuk. JIuuata
BO OBaa Ipyna KOM ce IJIyBH Of IoMaja BO3pacT, TO
KOPHCTAT 3HAKOBHHOT ja3uK KAKO HUBHH IPB ja3HK ¥ KOH
cebecu ce MACHTH(UKYBAaaT KaKo WICHOBH Ha 3aelHH-
nara Ha [1yBu v ce onumanu kako [J1yBH co rojaeMo
I'. Kora 360pyBame 3a ayamoJNOLIKHM TIyBH JIMLA TOTaI
TJyBH CE MUILILYBA CO Majar.

Xonanguja

Ha 14-tu jynu 2016 roguna, Xonanjckara Biaja ja not-
muma KoHBeHuujaTa 3a mpaBaTta Ha JMIaTa co Hompe-
yeHocT jioHeceHa o Obenunerute Hauuu. OBa € MpBO

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

3) Deaf cultural 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 cultural-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 access in the
same manner as cultural 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 health
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 special information and
communication technology (ICT) programs to support
communication and education (1).

The aim of this study is to 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 mental health
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
residual 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 capital D.
When we refer to the audiological feature deaf, deaf is
written with a small 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 legislation in the
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3aKOHOJIaBCTBO BO XOJaHAHWja CO KOe crenuduyHo ce
anpecupaar npasata Ha ['OC nunara. 3a Bpeme Ha oBa
ucrpaxysame, I'OC nmuara c€ ymre Hemaa 3aKOHCKH
npaBa KOM CE OJIHECYBAaT HA CNELMjaIM3UPAHH MHCTH-
TYLUH TIOKPAj OHHE KOH CE 3aCHOBAHH HA TPUHIMIIOT HA
enHaxsy mpasa. ITocTon ekcTeH3MBHA Mpexa Ha HMHCTH-
TYLUH 32 ICHXMYKOTO 371paBje Ha 'OC nmiata Bo XonaH-
nuja. Bo npyrurte obnactu Ha XONAHACKHMOT 3/|paBCTBEH
cucTeM ce orpanuueHd uHcrtutyuute 3a I'OC nuuara.
3HAKOBHHOT ja3uk Ha XOJaHIHMja HE € NPH3HAT KaKo
o(huuHjalieH ja3uk, jaBHUTE HH(OPMALIHH Ce MHOTY PETKO
TNpeBellyBaHH Ha OBOj ja3WK M BO paMKHTE Ha 3/IpaB-
CTBEHHMOT CHCTEM M OILUTECTBOTO, MHTEPIPETALHjaTa Off
roBOp BO TEKCT M MHTEpIpeTalujaTa Ha 3HAKOBHHOT
jasMK MHOTY pETKO ce KOpHCTAaT BO MEIHMIHHCKHU
cutyauuu (17).

Memodonoauja

Tpyita Ha uciupadicysarveitio

Bo oBa ncrtpaxyBame, Koe € e Off IOTONeM IpPOeKT,
xKuTenute Ha XoJaHAMja KOe ce [IYBM MM HMaat
OIUTETEH CIIyX W ce Ha Bo3pacT oA Haj 18 ronunm Gea
nogobHu fa Oupar pen op ucroto. Jledunuiujara 3a
I'OC e 3acHOBaHa Ha HEKOJKY M3BECTyBama 3a (YYHK-
LIMATE Ha CIyXOT. McTpaxkyBameTo e AM3ajHUpaHo Jia ce
m30erHe BKIY4YyBame Ha JIMIA CO MEHTAJTHH WIH
KOTHMTHBHM TpO6IeMH. YUYECHHLHMTE Ce perpyTHpaHu
npeKy Npuno3u M 00jaBu Ha BeO-CTPAHULH, BECHULM HA
rpyna Ha MaluHeHTH, Mara3uHy, HALMOHAIHU ¥ JIOKAJHH
BECHHUM M BeO-cTpaHuuM Ha KiyboBu Ha [myBu smia
w/nnu opraHm3auy 3a/on 3aemHuuu Ha [myBM Jmia.
Onmrture nHGOPMALMK 32 HCTpaXyBameTo Gea 06e36e-
JieHH Ha coOUpOT Ha 3aeHULATa HA [JyBHU JMLa, CHMIIO-
3uymot 3a ['OC nuua ¥ Ha MEAMIMHCKU KOH(EepeHIHN.
JlononHUTENHO, yYecHUIUTE Gea perpyTHpaHu cO MOMOLI
HAa NPMMEPOLIM HA CHEXHA TONKA M BECHHMIM IPOM3BE-
JIEHH 110 POM3BOAHMTENH Ha TIOMarana 3a CIyXx.

Konitponna 2pyita

3a cnopenba co reHepanHara norynanuja B0 X0nan/uja,
HHE KOpHCTEBME IIOJaTOLM OJf XonaHjckara 6a3a Ha
noparour (WHOQoL-BREF) (18). JIuuarta Gea cenexru-
paHy 10 BO3pACT, T0JI U CTENeH Ha 00pa30BaHKe.

Len na uciupaoicysarveitio

IlenTa Ha oBa HcTpaxyBame Oewle aa ce jobue mogpodap
yBHJ BO 31paBctBeHata coctojoa Ha I'OC nuuara Bo
Xonaupwuja.

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

There is an extensive network of mental health
facilities for DHH people in the Netherlands. In other
areas of the Dutch healthcare system facilities for DHH
are restricted. Sign language of the Netherlands (NGT)
is not recognized as an official language, public
information is hardly ever translated into NGT and
within the healthcare system and society in general,
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 eligible 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 at 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 Quality of Life- Bref scale
(WHOQoL-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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lpawarse na ucitpasicyearseitio

Jamn T'OC nwmuata  MCKycyBaaT —TIOZIEAHAKBO —HCT
3[PaBCTBEH KBAJIMTET Ha JKMBOT KAaKO M IeHepaliHaTa
TOIyJIaLyja Kako KOHTPOJIHA Tpyna?

Cluatuuciiuyxu ungopmauguu

OsBa e npBO BAaKBO HCTpaxKyBame B0 Xonanauja. [1okpaj
IBE JIPYTH aBCTPUCKH MCTpaXKyBama, He MOCTOjaT JAPYrH
MeryHapoAHH TozaTouu 3a cropenda. Hue ru 3acHoBa-
BME HAIUMTE CTaTHCTMYKM TOJATOLM HA OBME JIBE aBCT-
PUCKH HCTPa)KyBama BO KOM C€ BKJIyYEHH WIEHOBH Ha
3aepHuuaTa Ha [TyBUTe ML U JIeN Off YUECHULIUTE KOH
HeMaar oLuTeTeH ciyx (2, 3). bewe npecmerano neka Ham
Hue 6ea motpeOHM 54 riyBn nuua ¥ 189 muua co owr-
TETEH CITyX KaKO YYECHHLH CO LieJ [ia ce Io0ue pe3ynTar
on 0.8 va WHOQoL-BREF. Craructuuku aHanusu 6ea
MPOBEPEHN OJi CTAaTHCTHYAp TNpeA Ja ce CIpOBese
ncTpaxcyBameTo. Jla ce HaMalM PU3HKOT Off Heycrel-
HOCT Ha HAIETO HCTPaXKyBaibe, HHKIY3UjaTa HA YUECHH-
uure Gelle MpoOJOJDKEHa 32 JJOMONHUTENHH TPU MECeLy
OTKAKO ja JIOCTMTHaBMe NoTpeOHara Opojka Ha mpecMeT-
kuTe. AHanuzuTe 6ea HampaBeHH COTVIACHO CO TUIAHOT 3a
aHanu3a. Pesynrature op rpymata Ha I'OC nuua 6Gea
CMIOpE/ICHH CO OHME Ha TeHepaiHaTa MOMyJalja Kako
KOHTpOJIHA TpyTa, COBMAJHATH 3a BO3pacT, CTENEH Ha
obpaszoBanue u noxn (18).

Meitiogu na uciupadxcyearveitio
KBanTuTaTHBHA MpOLIEHKAa HA 3[PaBCTBEHHOT KBAJIMTET
Ha xwuBoT Ha 'OC nuuara Bo Xonauauja.

Hcitpasicysauxu iiexnuxu

IIpamanHuuTe ce JOBEPIMBU CaMO KOra ce M3HECEHH Ha
JA3MKOT LITO JIMYHOCTA o pasdupa. [lopagu Taa npuuuHa,
HHE T TIPEBEJJOBME, aJanTHpaBME U TECTHPaBME CHTE
HAIllM MaTepHjaii 3a TECTHpamhe Ha 3HaKoBeH ja3uk (20).
Cure mpawanuuuy 6ea HpeBeEHH BO 1BE BEp3UM Ha
3HAKOBHMOT ja3MK, COIJIACHO CO IPOTOKOJIOT 3a IpeBe-
nyBame Hanpen-Hazan (20). Mcro taka 6ea o6e36enenu
MHIIaHa Bep3Wja HA XONAHACKM ja3WK W Bep3uja Ha
XOJIaH[ICKH ja3HK €O MOAAPIIKA HAa 3HAKOBHHOT ja3HK HA
TpaLIaTHHKOT.

Hue ro xopucTeBMe co(TBepoT YHHNApK 3a 1a ce Harmpa-
BH NPALIAJHUKOT (BU/EA U TEKCT) AOCTATIEH 3@ HHTEPHET-
cpenuHa (21, 22).

YuecHHUUTE T'i MONOJHKjA IOMA NpaLlalHALUTE TIPeKy
HUBHUTE KOMILjyTepH. Jluuara KoM He moceayBaa KOMITjy-
TEpPCKH BEIUTHHH 33 [a TO MOMONHAT MNpALIATHUKOT Of
noma, Moxea fHa JoOWjaT TMOMOII Ha  CIELHjaHH
cocraHoy. IloMowra Gewe ajeHa on cCTpaHa Ha TpU

Research question
Do DHH people experience equal health related quality
of life as the 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 calculations, database
and statistical 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. Analyses 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 statistical analyses.
All analyses were performed independently by two
members of the team.

Research methods
A quantitative assessment of health related quality 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 translated,
adapted and tested all our test material into NGT (20).
All questionnaires were translated into two versions of
NGT according to a forward- backward translation
protocol (20). A written version in Dutch and a sign
supported Dutch (SSD) version of the questionnaire
were also provided.

We used Unipark 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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YJIEHOBH OJ] HCTPA)KyBauKUOT THM KoM Oea TpeHupaHu Ja
obe30enaT caMo TeXHWYKa MOAAPIIKA, a He Oelue faneHa
HUKaKBa TOJUIPIIKA BO BpPCKAa CO COAPIKMHATA HA
NpaLIaTHUKOT.

3a Bpeme Ha mpBata (aza ol HCTPaXKyBambETO, Mpalia-
HHKOT Oellle MOCTaBeH BO paMkute Ha Oe3benHa MHTEp-
HeT-cpeiuHa. OTKaKo yuecHULUTE Ke noTnuiiea (popmy-
Jlap 3a MMCMEHA COTNIaCHOCT, THe J00MBaa JMYHH TOJa-
TOLM 3a JIOTHPAe BO MPALIATHUKOT. 3a Bpeme Ha BTO-
para (aza Ha MCTPaXKYBAaWETO, OBaa TocTamka Oerue
npomeHeTa OMJEjKH T'M CrpedyBalle MpH Y4eCTBOTO BO
0Ba HCTpa)KyBame. 3aToa MpallaNHUKOT Oelle nocTaBen
BO CHIypHa OKoJMHa (€3 aBTopW3alja 3a JOTHpame,
OBO3MOXKYBajKM MM Ha JIML[ATa Jia JIaiaT COIJIACHOCT Ha
nnrepHeT. [lopatoruTe Gea npoBepeHH 3a Ja ce Crpeyn
TIOCTOEH:E Ha JIBOjHU MOJATOLIH.

Huciupymenitiu na ucitipasicysarseitio

31paBCTBEHHOT KBAJIUTET HA JKUBOT O€lle MpOLEHET CO
ynotpe6ba Ha ckamata (WHOQoL-BREF). WHOQoL-
BREF e mefyHapoHo cranapau3upaH i METO/OJOIIKH
cuieH npamanHuk. Ce COCTOM OJ YETHPH TOJIENOBH,
npaiama 3a YU3NIKUOT, NICUXONOIKHOT, COLHjaIHHOT 1
KHBOTOT Bo cpenunata (19). 3a oBoj Tpyn Hue ke ce
(oxycupame Ha pe3yaTaTuTe OJf NPBUTE JBa MO/EIOBA
Ha MNPaLIATHUKOT KOW ce OJJHECYBAaT HAa MeIMIMHCKAaTa
obnacr.

YuecHHLIUTE HCTO TaKa MOMOJIHKjA eMHAEMHONOIIKH Tpa-
WAJHMK INTO BKJIy4yBa Npaliama 3a BO3pacra, IOJIOT,
ay/IHOJIOLIKHOT CTATYC, ayAMOJIOIKHTE KapaKTepPHCTHKH
HAa POAMTENHMTE, MOMaraja 3a 3rojeMyBaibe Ha CIyXOT,
COLIMO-eKOHOMCKH KapaKTepHCTHKH, CTeneH Ha 06pa3oBa-
HHe, ja3HYHH BelITHHY U Aemorpaduja. Mcto Taxa, yuec-
HUUKTE Oea NMpalaHy Jajiy KOpUCTeNne Wik He KOpUcTene
3HAKOBEH ja3HK, 3HAKOBHHOT ja3uk Ha XonaHjauja, U BO
KOja Mepa: TJIaBHO, 3HAKOBHHOT jasuk Ha XonaHmuja,
IJIaBHO XOJAHACKH ja3HK 3a MOUIPIIKA HA 3HAKOBHUOT
ja3HK, HEKOH aNTEPHATHBU HA IPETXOAHHUTE JIBE MK CaMO
XonaHzick jasuk. OBoj npalanHuK Moxe 1a ce 1o6ue on
aBTOPOT 33 KOPECTIOHACHLIHja.

Ipumepokoiti na ucitupasicysareitio

IIpamanaumure Gea nononHern o crpana Ha 274 TOC
nauua.  AyIMONOIIKATE KapaKTepHCTHKH 0a3upaHu Ha
COTCTBEHATA MpPOLIEHKA HAa MCIUTAHHKOT CE MPUKaKaHH
Bo [Ipuka3 1. Jlpyrure kapakrepucTiku u gemMorpadujata
ce npukaxxauu Bo Tabena 1.

Aynunonomkara ()yHKIMOHATHOCT € 3aCHOBaHA Ha COIIC-
TBEHO M3BECTYBAIbE OJl CTPAHA HA YYECHHIIUTE: YYECHH-
uuTe Tpeballe a JajaaT OAroBOp Ha Npallambara 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
personal log-in for the questionnaire. During the
second phase of the study this procedure was altered
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

Health related quality of life was assessed using the
World Health Organization Quality of Life- Bref scale
(WHOQoL-BREF). The WHOQoL-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 also filled out an epidemiological
questionnaire which included questions about age, sex,
audiological 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
alternated 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 audiological 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

JAEDEKTOJIOUIKA TEOPHJA H ITPAKTHKA 2018; 19(3-4):51-68
DOI: 10.19057/j5er.2019.40

57



MEDICAL TREATMENT

HaTa Meplenlyja 3a HUBHHOT CIyX M (YHKIHOHAJIeH
CIIyX, BKIYYHTEJTHO U Tpallamka, KaKo IITO ce CocofHo-
cTa Ja ce padepe IoBOp BO TpymHA KOMYHHKAluja,

loss in dB.

pa36npaH>e Ha roBOp BO €/I€H Ha €[I€H pa3roBOpH U CTE-

TIEHOT Ha 3ary0a Ha ciyxoT Bo dB.

Cnuxa 1: I'OC itogZpyiiu / Figure 1: DHH subgroups

speech in a group conversation, understanding speech
in a one to one conversation and the degree of hearing

DHH subgroups

w rnysw / deaf
B Tewwko OC / severe HoH

1 necHo OC /mild/ moderate HoH

Tabena 1: Kapaxitiepucitiuxu Ha yuechuuuitie. Bo Xomanauja Jyreto ce MeH3MOHMpaa Ha 64-roAMIIHA BO3pacT 0
2014 roauna. 3atoa ymnara ponenu npen 1945 roa. Gea uckiydenu o mpoueHTUTe 3a BpaboteHoct (SL=3HaKkoBeH

jasuk, SSD=xonauncku jasuk 3a MOAApIIKA 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'nysu | Ilotemkn omreryBawa | biaru omreryBama Kontpoana
/ Deaf | na emyxor / Severe Ha cayxor / Mild rpyna / Control
Hard of hearing Hard of Hearing group

Age (derived of year of birth) Population
Bospact (cniope roaHHaTa 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,
e 37-46 16.9% | 12.1% 16.3% sex and level of
o 47-56 17.9% | 19.4% 16.3% education for all
o 57-66 30.4% | 35.4% 30.2% DHH groups
o 67-76 11.2% | 16.2% 18.6% separately.
o 77-83 45% | 3.2% 14.0% Ionynauuja
Sex KaKO KOHTpOJIHA
IToa Tpyna
o  Female (xercki) 1.7% | 71.2% 52.3% copranHara fo
o Male (Mauxn) 25.0% | 28.1% 45.5% BO3PACT, TOIH
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o  Unknown (Hemno3Har) 33% | 0.7% 2.2% CTENEH Ha
Level of education obpazoBaHue 3a
Crenen Ha o0pa3oBaHHe cure ['OC
o  Prim./ secondary school only (OY) 29.9% | 13.6% 11.6% TPYNH OA/ETHO.
e Junior secondary technical school 8.9% | 9.6% 7.0%
o Vocational training 26.7% | 32.8% 34.9%
o Bachelor degree (®akynrer) 26.7% | 34.4% 39.5%
o  Master degree (Marucrep) 7.8% | 9.6% 7.0%
Employment - BpatoryBame 66.7% | 53.2% 60.6%
Having cochlear implant - Umniant 3a | 34.9% | 12,2% 2.0%
cayx
Language use
Ynorpe6a Ha jazHk
o Primarily SL (3nakoBeH ja3nk) 21.8% | 0.7% 23 %
e  SSD or SSD/SL and spoken language
(3HaKOBEH 1 FOBOPEH ja3HK) 47.8% | 11.3% 6.8%
o Spoken language only (Camo
TOBOPEH) 30.4% | 88.0% 90.9%
Eiuxa Ethics

ITpoTokonOT 32 HCTpaXKyBame Oelle NPOLEHET Ofl CTpaHa
Ha JIOKAJIEH Hay4eH KOMUTET ¥ Ol MeMLIMHCKHOT ETHYKH
KOMHTET BO paMKUTe Ha pernoHanHuot JlejaeH yHusep-
3UTETCKM MEAHIUMHCKH LIEHTAp Npesl MOYETOKOT Ha HCTpa-
XKYBAEETO.

Pesynmamu

[Tpamwanaukot Gewe nonomuer ox 274 TOC nuna. Hue
HieHTH(UKyBaBME CelyM TOTKATErOpPHH BO OJHOC BO3-
pacta Kora HacTaluio I'yOemeTo Ha CIyXOT M CTENEHOT
Ha 3ary0a, Ounejku oBHe (akTopu MOXe Ja BiMjaat Bp3
TEWKOTHUTE M Oapuepure co kou ce coouyBaar ['OC
yuuara ([Ipukas 1). [IpubmmkHO MONOBHHA Of yYECHH-
uute ce popeHu co ['OC wmm cranane ['OC 3a Bpeme Ha
HHBHOTO JIETCTBO WJIM ajiojiecueHiuja, 33 % op Hamimre
yyecHuun 6une poxpenu co 'OC wmn cranane 'OC Ha
Bo3pacT A0 net roauHu, 20 % on yyecHHUHUTE CTaHae
I'OC nocne 5-ropuiiHa Bo3pact, HO Ipex Aa HarmojHaT 21
rogusa. Jlpyrata nmonosusa ctanane I'OC Ha moronema
Bo3pacT. [lomanky on 5 % on HammTe y4eCHHIH ce
POZIEHH €O TEIIKH OIITETyBama Ha CIYXOT M CTaHaie
TJIyBH TOZIOLIHA BO HUBHHOT JKHBOT, HJIM OHIIe POAEHH €O
Gnaro owTeTyBame Ha CIyXOT 6e3 3Ha4ajHO omarame 3a
BpeMe Ha HUBHHOT JKHBOT.

CriopeieHO €O KOHTpOJHATa Tpyma of TeHepajHara
nonynauyja (18) cute I'OC yyecHuny nokaxane 3Hauaj-
HO TMOHHCKH PE3YJITaTH BO OAHOC Ha ()M3UUKOTO 31paBje
HR-QoL (Tabena 2a). I'pynara Ha n11a co OITETEH CIIyX
HCTO TaKa NOKa)kalla 3HAayajHO TOHHCKH DPE3yNTaTH BO

The research protocol was assessed by a local scientific
committee and the regional Leiden University Medical
Centre medical 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 (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 after 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

experience

became deaf at a later age, or were born mildly hard of
hearing (MHoH) without significant deterioration
during their life.

Compared with the general population control group
(18) all 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 psychological HR-QoL
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oanoc Ha neuxonomikoto 3apasje HR-QoL (Tabena 2a). (Table 2a). Within subgroup of people who were
Bo noarpynara Ha JMIa KO HMaie TEUKH HapyIIyBamba

Ha CIyXOT MpeJ HMUBHATA NETTOAMIIHA BO3PACT, OBaa
pasnuka He Geute 3HayajHa (Tabena 2a). JIunara ox aBete
TPYIH Ha [IIYBM JIML@A ¥ JIMLA CO OLITETEH CIIyX TMOoKaXaa
3HAYajHO MOHKMCKH PEe3yNTaTd 3a ColLujanHata Ao0poco-
croj6a Bo cropenba co KOHTpOJIHATA TpyMa Of reHepaj-

severely hard of hearing before the age of five years
this difference was not significant (Table 2b). People in
both the deaf and hard of hearing groups reported
significantly lower (poorer) scores for social wellbeing
compared to the general population control group.

HaTa TOMyJIaluja. The group of deaf people, the group of moderately
I'pynata Ha riyBH Juia, rpynaTta Ha JHI@ CO MOTENIKH hard of hearing people (MHoH) and the group of
omreryBama Ha ciyxor (MHoH) u rpynara Ha nuua co people who became severely hard of hearing (SHoH)
TeWKK olITeTyBaa Ha cayxor (SHoH) mocre metro- after the age of five years reported lower (poorer)

JUIIHA BO3PACT MOKaXKale MOHUCKH pe3y/TaTd 3a HHB-
Harta f06pococtojoa Bo 3aeauuuara (Tabena 2a+6). Hc-
TaTa TeHJEHLMja e OTKpHeHa Bo rpynara Ha (SHoH) npen
HUBHATa MeTrojinHa Bo3pact u uenata (SHoH) rpyma,
HO OBHE MOZIaTOLH He ce 3HayajHu (Tabena 2a+06).

scores for environmental wellbeing (Tables 2a+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).

3HauajHa MO3MTHBHA KOpENALja € OTKpHEHa ToMery M Significant positive correlations were found between
JIBETE, q)ugp[q](a W MCUXUYKA, U yno'[peﬁaTa Ha 3HAKOBEH both the physical and the psychological QOL and the
ja3nK MM XONAHJACKH ja3suK KOj IO MOAAPXKYBA 3HAKOB- use of SSD/NGT: more extensive use of supporting
HHOT jasHK: NI0rojieMa ynorpeba Ha 3Halli 3a MOUIPIIKE € signs/ SL was related to higher (better) psychological
TMOBP3aHO CO TIOBHCOKH NCHXUYKH U (H3MUKH Pe3yiTaT and physical QoL scores (Table 3). A negative

(Tabena 3). HeratuBHa kopenanuja e OTKpHEHa TOMery
OKOJIMHATA 1 yroTpedara Ha 3HAKOBEH ja3HK MM XONaH-
CKH ja3WK KOj IO MOJpXKyBa 3HAKOBHHUOT ja3HK, HO OBaa
Bpcka He Oewie 3HauajHa (Tabena 3).

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

Tabena 2a: Cpegna epegrocii u citiangapgna gesujauuja 6o gomenckuitie pesyniiaiuy va WHOQOL-BREF.
Jlomenckure pesynraty Bapupaat o 0 1o 100. IToBucokure pesyaraty oAroBapaar co MOBHCOKO HUBO Ha KBAJIUTET
Ha XuBOT. He ce W3MepeHHM cpemHaTa BpEOHOCT M CTaHJap[HaTa JEBHjalyja NpeTcTaBeHH BO Tabenara. P
BPEIIHOCTUTE CE OJIHECYBAaT Ha IIOJN, BO3pAacT M cTemeH Ha obpa3zoBaHue. OBHE SBe3M BO Tabenara yKaxyBaaT Ha
3HAUAJHOCTA HAa TPECMETAHMTE TNOJATOLM BO cropeada co Komtponmata rpyma.’® (*p<0.05, **¥P<0.001).
GPop=Kontponna rpyna on renepannara nomynamuja, SHoH=IToremku omreryBama Ha ciyxot, MHoH=6naru
OILITETYBaba Ha CITYyXOT

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 stars in 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- Deaf P SHOH | P L/MHOH | P
BREF scale Deaf vs GPop SHOH vs GPop MHOH vs GPop
Physical 62.13 0.0413x10"? 55.84 0.0276x10724%x 50.26 2.28x10712%*
[OJEITEIN (17.58) | ** (18.47) (18.00)
Psychological | 68.18 0.479 62.78 0.624x1076%* 59.00 0.285x10-6**
[cuxonomku (13.29) (14.11) (11.33)
Social 67.78 0.036* 65.71 0.2266x1073%* 59.85 0.03*
Counjanuu (19.50) (19.21) (25.10)
Environmental | 68.28 0.0985x107** | 71.56 0.062 69.39 0.04*
OKONUHCKH (14.16) (16.62) (16.01)
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Tabena 2b: Cpegna epegnociu u cilangapgva geeujauuja 3a gomenckuitie pesyniviaiiu og WHOQOL-BREF.
HomeHnckute pesynraru Bapupaat of 0 1o 100. TToBucokuTe pe3ynTati oAroBapaaT co MOBHCOKO HMBO HA KBAJIUTET
Ha xuBoT. He ce m3MepeHM cpemHata BPEAHOCT W CTAHIApAHATa JEBHjallja TpeTcraBeHd Bo Tabenara. P
BPEIHOCTHUTE CE OJIHECYBAaT Ha TOJ, BO3PACT U CTemeH Ha obpasoBanue. OBHE SBE3AM BO Tabernata yKaxyBaaT Ha
3HAYAJHOCTA HA TpECMETAHMTE TOJATOLM BO criopeada co KOHTpoiHata rpyma. ' (*p<0.05, *¥P<0.001)
GPop=Kontponna rpyna on reHepanHara momynaimja, SHoH=IToremku omreryBama Ha cinyxor, MHoH=6naru
OLITETYBaba Ha CIIYXOT.

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 stars in 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 | Deaf P SHOH |P Deaf P SHOH | P L/ P
-BREF before | Deaf before | SHOH | after Deaf after SHOH | MHOH | MHOH
scale age 5 before | age5 before | age5 | after age 5 after after after age
Inysun | ageSvs | SHoH | ageS$ riyBu | age 5 SHoH | age5 age 5 5vs
npen 5- | Gpop npen 5- | vs nocie | vs nocue | vs MHoH | GPop
roJMLI roqumr | GPop | 5 GPop 5 GPop | mocne
Ha Ha TOIHHH TO/IHHH ]
BO3pAc BO3pac TOZMHH
T P
Physical 63.85 | 0.001* |56.40 |0.012x | 59.62 | 0,034x 56,03 | 9.064x | 50,00 1.6708x
Omuukn | (17.28) (18.07) | 103 | (17.58) | 10-3** (16,84) | 10-15** | (17,05) | 10%%*
Psycholo- | 69.56 | 0.11 62.94 10335 |67.71 0.549 63,40 | 0.512x | 59,76 | 0.077x
gical (13.61) (13.00) (12.38) (11,26) | 103** | (11,10) | 103**
Ilcuxo-
JIOLIKH
Social 69.27 | 0.56 72.14 ] 0.984 | 68.52 0.859 64,67 | 0.003* | 61,18 | 0.008*
Counjanuu | (81.29) (13.15) (21.56) (18,23) (22,09)
Environme | 68.52 | 0.002* | 73.32 [0.200 |[69.23 | 0.04* 72,28 | 0.017*% | 69,57 | 0.011*
ntal (14.25) (15.15) (13.59) (14,62) (15,01)
Oxonun-
CKH

Tabena 3: Kopenauuja iiomezy WHOQoL-BREF iioitickanuitie u yiioitipebaitia Ha xonangcku jasuk koj foggpaicysa
3HAKOBeH jazuk/3nakoeeH jasux Ha Xonanguja

Tabenara ru MOKaKyBa p BPEAHOCTHTE M JieTepMUHHMpaHHoT koeument (R?) Ha kopenaiujata nomery ynorpebara
Ha XOJAHICKM ja3HK KOj MOIAPKYBA 3HAKOBEH ja3HK/3HAKOBEH ja3sWK aH XONaHAWja M KBAJIMTETOT HA JKHBOT
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 ynorpeda Ha 3HAUM 32 NOAAPLIKA/3HAKOBEH ja3HK
Extent of using supporting signs/ sign language

P-value R?
®u3nyku / Physical QoL | 0.0008** 0.045
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Henxonoumkn / 0.0047%** 0.032
Psychological QoL
Counjanen / Social QoL | 0,1400 0.009
Cpepnncexn / 0.0623 0.014
Environmental QoL
[Huckycuja Discussion
Pusuko sgpasje Physical health

Bo oBa uctpaxysame cute Tpu noarpynu Ha 'OC nmia
TNOKaXkaa 3HAYajHO MOHHMCKM PE3yNTaTH 3a HUBHaTa (u-
3MuKa J06pococToj0a BO OAHOC Ha KOHTPOJIHATA Ipymna
o renepannara nomynauuja (Tabena 2a+6). Oaa paznu-
Ka GeLue 3HayajHO TOroNeMa BO Ipynara Ha JIHLa KOu ce
I'OC on pana Bo3pact. OBoj pe3ynTar, BO O{HOC Ha OBa
Npallambe, € BO COIMIACHOCT €O JPYrH HCTPaXKyBamba
2,3).

WpenruduxyBanu ce Tpu NpUUMHH 3a Tocnabure pesyd-
tati kaj nunata kou ce [OC ox pana Bospact. IIpso,
GapuepuTe BO NIPHCTANOT JI0 3/[PaBCTBEHA 3allITHTA, KaKO
LITO € OMHILIAHO BO BOBENOT, MOXKE J]a MMAaT HEraTUBHO
Biujanue Bp3 3apasjero Ha ['OC nuuara.

BTopo, HEeKOIKy HCTpacyBama OTKpWiIEC CrelupUIHU
3rojieMyBama Ha 3apaBcTBeHMTE pH3uLu nomely I'OC
JMLATa Kaj KoM NpobJeMHTe CO CIIYXOT Ce BPOJEHH, a THE
PH3MLM ce CIEJHUTE: 3rojeMeHa cTanka Ha 3a00ieHoCT
on XVB, 3roneMena npeBaieHLja 3a 310ynotpeba Ha
CYNCTAHIM W TIOTONEM pH3UK 32 KapAHOBACKYJIapHU
Gonecrn u Merabomnuen cunapom kaj 'OC nunara (4,
23-31).

Tpero, Moxxe na 6Gume mocnepuua of (akror jgexa Tue
(opmupaar nocebHa moxarpyna nopaxu HuHata I'OC.
Bponenure 'OC Moxe fa 6upar pe3ynTar Ha TeHETCKH
WJIM BpOJEHH 6ONECTH, IPOCHIENIEHH CO JKMBOTHH (QH3MY-
KM M TCUXMYKH npoOnemu. MHumMpeHLaTa Ha BaKBHTE
nonpeyeHoctd kaj ['OC nenara e mpolieHeTo fa Bapupa
oz 25 10 34 % (32). Oa uctpaxxyBame € JieJ 0f IIOroJieM
npoekT. Llenta Ha 0BOj MPOEKT € 1@ TH MPOYYH MpPBUTE
IBe MOXXHH TpuunHu 3a nonuckl HRQoL pesyntartu kaj
I'OC nuuara. 3atoa nuuara co Bpoaenu I'OC u pomon-
HHUTEJHH TOTELIKH TONPEYeHOCTH Ce UCKIYYeHH Off OBa
HCTpaXKyBalbe, HO HE MOXAT Ja OMIAT MCKIy4eHH Ofipe-
nen crereH Ha ['OC noBp3any nonpeyeHocTd. Mako He
MOJKEMe J1a 3aKITyudMe Ofl 0Ba HCTpaXKyBame Jieka bapu-
epuTe 3a NpPUCTAN [0 3APaBCTBEHA 3aIUTUTA U PU3ULITE
10 3/IpaBjeTo MOBP3aHH CO OJpElEeHa rpyna ce IaBHaTa
NPHYMHA 32 TIOHUCKHOT (PM3HYKK KBAJIUTET HA JKMBOT Kaj
['OC nuuara, u3riena fieka e jacHo Jieka THe MOXar Ja
¥IMaaT HeraTHBHO BIHjaHHE HAa HUBHOTO 34paBje U Tpeba
1 GuaaT OTCTPAHETH LITO € MOYKHO TIOfaNeKy.

In this study all three subgroups of DHH people
reported significantly lower (poorer) scores for
physical wellbeing than the general population control
group (Tables 2a+b). This difference was highly
significant in the group of people who were DHH from
a young age. This outcome is in agreement with other
studies (e.g.(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 several 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 consequence 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. The incidence of these disabilities
in DHH children is estimated to range from 25-34%
(32). This study is part of a larger 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 health
care risks are the main cause of the lower physical
quality of life of congenital DHH people, it seems clear
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Jlunara KoM BO MOJIOLHEXHUTE TOAMHU CTAHYBAaT TITyBH
WM MMaaT OLITETYBAmbE Ha CIYXOT MCKyCyBaaT Gapuepu
BO MPHCTANoOT [0 3/[PaBCTBEHA 3alTHTA MCTO KAaKO M
apyrute juia. CneHo, THE MOXAT Aa MMaaT KOMop-
OupuTeTH NOBp3aHy co npuurHuTe 3a HUBHaTa 'OC. On
0Ba HCTPa)XKyBamE HE Ce MCKIy4eHH JIHIaTa Kajie KoMop-
OupuTeTHTe ce jen of mpuunHata 3a HuBHata [OC u
3aT0a HE MOXEME Jia JiafieMe M3jaBH 3a BJIMjaHHETO Ha
pasNIMYHUTE MOXKHH NPHYMHM 32 HMCKHOT CTENleH Ha
¢wm3nuxu HRQoL nomery nunara co 'OC Ha noBo3pacHu
TOJIUHH.

Icuxuuko 3gpasje

Pesynratute 3a NCHXMYKOTO 37paBje Gea IMOroneMu BO
TIOATPYIUTE HA TUIYBH JIMLA@ OTKOIKY Kaj MOArpynara Ha
JHLa €O NOTELIKH OIUTETYBawba Ha CiyXoT. Bo criopenba
CO JIpyrM HCTpaKyBama, TIJIYBHTE YYECHHLH BO
XonaHauja He TOKaXaa MOBEKe NCHXWYKH MpobieMu
OTKOJIKY JIML[aTa Ol KOHTPOJIHATA TpyIa.

Hue cmerame Jeka BAaKBHOT pe3yiNTaT He € NOpaiu
METOZIOJIOIIKK TpobJiieMH, Kako wTO ce H300opoT Ha
MHCTPYMEHTOT WIH pPEerpyTMpameT0 Ha YYECHHLHTE.
WHOQoL-BREF 6eme mnocebHo u3bpana nopaau
HEj3MHATa CMOCOOHOCT Ja T'M OTKpHE BHATpELIHHTE
npobneMH NMopajii HUBHATA MOBMCOKA TpeBaNeHIM|a Kaj
I'OC nunara, cornmacHo co nuteparypata. Hekon on
COCTAaHOLMTE KOM TH OpraHM3upaBMe Oea JOLHpaHH
Gamcky mo neuxujarpucku nHeturywun 3a 'OC nuua u
HEKOJIKy OJI HMBHMTE MALMEHTH Y4YecTByBaa BO OB
ucrpaxysame. Hue HemaMe npuuuHa Ja BepyBaMe Jeka
TNICHXHYKOTO 3/IpaBje Ha JyIeTO € IPEHarJIaceHo BO
HALIKOT NPUMEPOK.

ITono6po objacHyBame 3a momobpute pesyntaTd 3a
nicuxuykara gobpococtojba Ha TIyBHTE JIML[A BO OJHOC
Ha JIMLATa CO IOTELIKH OIITETyBamba Ha CIYXOT MOXKE Ja
ce Hajue BO MpOBM3MjaTa 3a CMELUjAIHA WHCTUTYLIMH 32
TICHXMYKOTO 31paBje 3a IIyBHTE JML@A BO XOJaHAMja.
Jlocera He € HamnpaBeHO HCTPaXKyBame 3a MPOLEHKA Ha
e(eKTHTE Ha CHeLUjaNu3UpaHUTE HHCTUTYLHH, HO
MOJKHO € TIOpajii eKCTEH3MBHATA JJOCTANHOCT HAa HUBHUTE
YCIIYTH, HCTHTE THE MOXAT Jia BIIMjaaT BO HAOIameTo 3a
nojtobpara ncuxuyka obpococtojba Ha TIyBHTE JIHIA,
BO cropeaba CO Y4YECHHLMTE KOM HMAaT IOTELIKH
OLITETYBama Ha CIYXOT M KOU MMaaT OrpaHHYeH NpHCTa
J0 CHEUHjad3upaHd WHCTATYLMH 32 3/PaBCTBEHA
3aIITHTA.

Jlpyro ofjacHyBame Moxe Jia f0jae o (akToT Aeka, 10
HEOJJaMHa, JIe1[aTa co 0JIaro OLITETyBambE Ha CIyXOT He Ce
AMjarHOCTHLIUPAHK Off paHa Bo3pacT. Tue 3amoyHyBaar
Ja ofaT Ha yuunumre 06e3 1a 3HAaT 3a HHBHOTO

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

People who became DHH at 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 physical HRQoL among people who
became DHH at a later 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 methodological
issues such as choice of instrument or participant
recruitment. The WHOQoL-BREF was especially
chosen because of its ability to reveal internalizing
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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OLITETYBAKE HA CIYXOT U YECTO CE MOIrPEIIHO 00BHHETH
A€Ka CC IiynmaBd WIH OC€Ka HE CaKaaT Ja Ciyuiaar. OBa
MOXE Ja Bnujae Bp3 HaMallyBakh€ Ha HHUBHATa
CaMOIIOBep6a ¥ HUBHHUOT NMCUXWYKH KBAJIUTET HA XKHUBOT,
COOZIBETHO.

Mogenoiu na jazuxoiu u kyniiypaiua na I nysuitie nuua 6o
OgHOC Ha 3gpasCiueeHUoNT Keanuilieill Ha JHCUBoI
[locrojar MHOry jebarm Bo JMTepaTypata M BO
(xnuHuuKaTa) mpaxca xou moarpynute Ha 'OC nmuara
MOXE a MMaaT KOpHCT ofi ynorpebara Ha 3HaKOBHHOT
jasuk U Bo Koja Mepa. Hue HajioBMe 3HauajHa MO3UTHBHA
Bpcka ToMefy (H3MYKOTO M TICHXMYKOTO 3[paBje H
ynotpe6aTa Ha 3HAKOBHHOT ja3sMK W/WIM 3HALMTE 3a
nojupuika. M3rmepa neka NO3UTHUBHMTE edeKTH Off
ynorpebata Ha IITO € MOXKHO TOpa3IWYHHA MOJIENH Ha
KOMYHHKallHja € 10jaKa OTKOJIKY HETaTHBHUTE e(eKTH Off
yYeHBETO Ha eleH jasuk camo nenymHo. He HajmoBme
MHHHMMaNHO noTpebHa crocobHOCT 3a ymotpeba Ha
3HAKOBEH ja3WK MM 3HALM 3a TNOAJApIIKA Ha OBHE
NO3UTHBHH eeKtH, a edekToT Oele npucyTeH momery
cute ['OC noxrpynu. Bpckara e mocnezioBatenta: KOJIKy
HoBeKe e1HO JiuLe ynoTpebyBa 3HAKOBEH ja3HK, TIOTojeM
€ pe3yNITaToT Ha CKanaTa 3a KBaJIMTETOT Ha )KMBOTOT.

Jaku ciipanu u oZpanuyysara

HenamepHara cenexipja Ha y4ecHHIM MOXe Jia BiHjae
Bp3 KpajHHOT pe3yNTaT Ha HCTpaxyBamero. Hue ce
00uJI0BME Ja TM HaMaliMe OBHE NpoOJIeMH Ha HAYMH
IITO TO HAmNpaBUBME MCTPAXYBAMHETO IITO € MOXKHO
TIOJIECHO U CO 00MJ| Jia ce BKJIY4H MOLIMPOK Npoui Ha
nua. Maxo Bo HeTpaxkyBameTo HMalLe roroseM 6poj Ha
YUECHHIIM Of1 JKEHCKH TI0M (J1B€ TPETUHU Ofl YYECHHULIUTE
Oea jxeHH), OpojOT Ha Y4YECHHLH OJf MALIKH TOJI €
JIOBOJIHO BHCOK 3a Jia CE HAmpaBh JOBEPIHBA CTa-
THCTHYKA KOpeJaLyja 3a mojl.

MoxxHa npuctpacHocT Bo Kiacupukanmjata Ha ['OC
TPYIUTE € Toa INTO ayJUOJNOLIKATE NapamMeTpH ce
3aCHOBaHH Ha corcTBeHa mpolieHka. OBoj Meton Gerue
m30paH Ouzejku e cKam 1e0CeH ayaHONOLIKY Tperies 1
Ofi3eMa MHOTY BpeMe OJl YYeCHHILHTE, [0[eKa BAKBHOT
Ha4yMH Ha YTBp/lyBame HeMa Jja 00e36en H0MmoNTHUTENHH
uHhOpMauy 3a (YHKIMOHANHOCTA Ha CIyXoT. berre
OBO3MOXKEHO YYECHHLUTE J]a TO MOMOJHAT MPALIATHHKOT
OJl HMBHHTE JIOMOBH BO HHBO BpeMe M 3aroa Gerue
HaMaJleH TparoT 3a y4ecTBo.

Bo onHOC Ha BO3pacTa KOra HacTalHIIO OLUTETYBAKETO U
JI0 KOj CTEIIeH € OLITETYBABETO Ha CIYXOT, NOMyIalujaTa
Ha MCTPa)KyBameTO H3IJe[a fieKa € penpe3eHTaTHBEH
NPUMEPOK HA XONAHJACKATE JHIA KOH Ce TJIYBH HIH

listen. 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 mental health support for deaf
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 psychological 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 partially.
We did not find a minimally required ability to use
sign language or supporting signs for these positive
effects, the effect was present among all DHH
subgroups. The relationship was continuous: the more
sign (language) a person uses, the higher the score on
the QoL scales.

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 females in 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 self-
report. This method was chosen because full
audiological 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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¥MaaT OLITETEH CIIyX, HaKO MMa HEKOJIKY JiuLa co 6iaro
OLITETYBame Ha ciIyxoT M He mporpecuBeH 'OC on
parame KOH e €] O] HCTPaXKyBameTo.

Hmitnuxauuu 3a ugnu uciipasicysarsa u fipaxca

W nmBete rpyny Ha IIyBM JIMIA M JIMIA CO TOTELIKH
OlITETyBaka Ha CIYXOT, 0€3 Orjej Ha Koja BO3pacT
HACTaMMJIe OLITETyBawbaTa, YKaxyBaar Ha mocnab
KBAJINTET HA JKMBOT TOBpP3aH €O (PU3MUKOTO 3ApaBje BO
OJIHOC HA HMBHHMTE BPCHHIM KOM HEMaaT OIITETEH CIIyX.
[loTpebHn ce mnoBeke HCTpaKyBama BO OIHOC Ha
crelu(UYHUTEe 3OpaBCTBEHH MNpobJEeMH CO KOH ce
coouyBaar I'OC nuuara n pasnmunure ['OC noprpymnu,
na oBoj npobieM Jja Moxe Jia Ouje aapecupaH OIeNHO.
Pecypcure 3a nctpaxysame 3a 371pasjero Ha 'OC nunara
ce OrpaHMYEHH, HO MHOTry o Oapuepure CO KOM ce
coouyBaaT ['OC nuumara Bo OFHOC Ha 31PaBCTBEHHTE
NPOBH3MHM CE€ CIMYHM HH3 LENHOT cBeT: Mcthor BuA
ja3MYHHM, KOMYHMKAIIUCKM H KynTypHH Gapuepu. OBa ja
OnpaB/lyBa MHTEpHALMOHANHATa copaboTKa BO HIHHTE
ncTpaxyBama. Mneanno, nonrorpajHite HCTpaxcyBama 3a
HaJrNelyBambe Ha 3ApaBCTBEHaTa cocrojba Tpeba na
0HJaT OCTaBEHH, KaKo IITO ce OHHE 3a HabJbyyBambe Ha
Pa3NMKUTE BO 31paBjeTO NOMeEry pa3inYHUTE ETHAYKH
MaILMHCKH TPYNH M JYF€TO OJf pa3IMYHHUTE COLHO-
€KOHOMCKM Kiacd. Pa3BojoT Ha MHCTHTYLHHTE 3a
3/ipaBCTBEHA 3awTuTa 3a noaapuka Ha [OC nunarta u
HHBHHUTE 3[]paBCTBEHH pabOTHUIM (HA MpUMEp Mpexa Ha
Crelujanu3npaHi MHCTHTYLIUH 32 TICHXHYKOTO 3/[paBje BO
Xonanznuja) Moxe fa 6uaar eeKTHBHH, HO eeKTHTE Of
BAaKBHUTE MHCTUTYLHMH Tpeba fAa Oujmar HabibynyBaHH H
npouenety (12).

OBHe pe3ynTaTd, MCTO Taka, AMaaT MMIUIHKALMH M BO
npakcara Ha 3paBcTBeHata 3auruta. ['OC nuuara umaar
notpeba fa Gunat npugaTeHn Kako MALUEHTH KO UMaaT
notpeba o cnenujanHo BHuUMaHue. On  Hajrojema
Ba)XHOCT € CO3/IaBamETO CBECT IOMeEly 3[paBCTBEHHTE
paborauim u momery I'OC nmuata 3a MoxkHUTE Gapuepn
CO KOMLITO MOXAaT Ja Ce COoYaT BO 3[paBCTBEHATa
3aIITHTA W, MHOTY NO3HAYajHO, KAKO Ja ce M30erHaT miu
na ce HaaMuHaT oBue Gapuepu. Ha mpumep, Bo MHory
ApXKaBH, 3APaBCTBEHHTE PaOOTHHULM Ce TPEHHPaHH KaKo
Ja KOMyHHIMpaaT U fa obe3benar 3apaBCcTBEHA Hera 3a
JMHTBUCTHYKH, KYJATYPHH M €THUYKN MAJILHHCKH TPYIIH.
Bu 610 oA moMmoI ako THe 3HAAT Jia I'M KOPUCTAT OBHE
BELUTHHH HCTO Taka JoOpo KaKO M TPEHUPAHUTE JIULA KO
ce INMyBH HJIM MMaaT owTeTeH ciyXx. MHory Gapuepu
MOXXaT Ja OupaT HagMHMHATH M fAa Oupar u3bersaru
3[IpaBCTBEHH NpOOJIEMH €aMoO CO CO3JaBame 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
are included.

Implications for future research and practice

Both deaf and hard of hearing people, regardless of the
age of onset, report poorer physical health related
quality 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 specifically. Resources for
DHH health research are limited, but many of the
barriers encountered in healthcare provision for DHH
are similar worldwide: The same types of language,
communication and cultural barriers are reported. This
would justify international collaboration in future
research. Ideally, 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 specialized
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 healthcare
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 medical 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,
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Kako na ce mopobpu 3apaBcTBeHaTa 3allTHTa MOXKE Ja
3aBUCH Of] CHIELU(UYHATE KAPAKTEPHCTHKU Ha TIOATPYIH-
Te: NOTpebuTe Ha JIMLATA KOM KOPUCTAT 3HAKOBEH ja3HK
MOXKE J]a Ce Pa3IMYHU Of IHOTpebMTe Ha JHULATa KOH
TNOYHaJe J]a To Tybar CIyXOT MOJOLHA BO HHBHUOT
xkuBOT. JlokanHata Kyntypa, GUHAHCHCKHTE M Teorpad-
CKHTE KApaKTePHCTHKU MOXE Ja BJIMjaaT BP3 JIOKATHHTE
notpebu M ocTBapnMBOCTA. MOXHHM aKTHBHOCTH 3a
OTCTpaHyBambe Ha GapuepuTe ce CIeHUTE:

1) Co3paBame HALMOHANHM EKCTEPTCKM ILIEHTPH 3a
rpajeme Ha CBecTa, MHULIMjauja 1 oapxyBame Ha ICT
MHCTUTYLIMM 32 TIPEHACOYYBake€ Ha 3/PaBCTBEHHTE
paborani 1 'OC nuuarta BO COOABETHH MHCTUTYLMH.
OBue LEHTPU HIEATHO MOXE Ja KOOpAMHHpaaT Halu-
OHAJIHM TpOrpaMH 3a HCTpaKyBame. 2) Ymorpeba Ha
TEXHOJNOTHja 3a MOAJPIIKA HA MOCTOCUKUTE OIIITH
3/IpaBCTBEHH YCTAaHOBM, Ha TpHUMep, HHTEpIpeTalija Ha
3HAKOBHHOT ja3HK OJf JajleyHHa, JaNeunHcKka UHTeprpe-
Tal|ja O TOBOP BO TEKCT, Za CE OCHIYpH JeKa CHTe
3/IpaBCTBEHH YCJIYTH Off OMIUTHTE 3PABCTBEHH YCTAHOBH
ce JJOCTAanH{ Ha MHTEPHET M UHTEPHETOT Jia € MPUCTAIeH
3a 'OC nuuara. OBue uHpOpMALMK Kou ce Da3upaHu Ha
MHTEPHET WIHM BO aIUIMKalMja (JOCTalmHM BO MHLIAHA
(opMa, BO 3HAKOBEH ja3HMK M TOBOPEH ja3uK KOj MOA-
ApKyBa 3HAKOBEH ja3HK) MOXKE Ha MOMOTHAT BO IOJ0-
OpyBame Ha MPHUCTAIOT [0 ONIITUTE 3APABCTBEHH YCTa-
HOBH U J10 MoceOHM MH(OpMALIK 32 TALMEHTUTE KOU ce
DIyBH WM MMaar owreteH ciyx. 3) Hekou eBpomncku
ApkaBy, BKIyyntenHo W Opanmuja 1 ABcTpHja, MMaaT
ClienHjanu3upaHt aMOyIaHTCKU KIIMHUKA W/MITH eAUHULA
3a OcHOBHa 37ipaBcTBeHa Hera 3a I'OC ymuara. [lanu ce
YCIEIIHH MM HE C€ YCHEILIHW OBME KIMHHKM MOXE Ja
3aBucH oy Tapretupanute ['OC noarpyny wim rpynu, of
JIOKAJIHUTE M Off Teorpad)cKuTe KapakTepHCTHKH.

3aknyyok

I'OC nuuara mckycyBaar 3HayajHO ToBeke (U3MUKM H
IpYTd TEWKOTHH of Apyrute rpynu. Iloronemara ymo-
Tpeba Ha 3HAKOBHMOT ja3WK € MOBp3aHa CO MOXOOPHOT
3paBCTBEH KBanuTeT Ha uBOT. Ilonobpn ce pesyinra-
THTE 32 MICUXMYKOTO 3/paBje Kaj MOArpynata Ha IJIyBH
JMLA OTKONKY Kaj ITpynara Ha JIMLIA cO MOTEeIKH OLITe-
TyBala Ha CIYXOT, BO cropeda cCO pe3yiTaTute Of
JpYTH HCTPaXKyBama, TIyBUTE yueCHHUH BO XoJaHuja
HEMaa MOTOJIeMH MCHXWYKH MPOOIeMH OTKOJIKY JHLaTa
OJ1 KOHTPOJIHATA TpyTa.

IToTpe6HH ce moronema CBECT M 3HaeHa KOM Ce MOBP3aHH
co crenp¢uynute 3pactBeHn npobnemu Ha ['OC nu-
aTa 3a Jja ce OBO3MOXKH COOJIBETHA 3/\PAaBCTBEHA 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 at a later
age. Local culture, financial and geographical
characteristics may also influence local needs and
feasibility. 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 also coordinate
national research programs. 2) Use technology to
support existing general health facilities, e.g. remote
sign language interpreting, remote speech-tot-text
interpreting, make sure that all regular services of
general health 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 health
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 physical
and difficulties than control group. More extensive use
of sign language is related to a better reported health
related quality 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 healthcare
provisions. DHH people and healthcare workers should
be alert for co-morbidities and barriers to access of
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MEHUHHCKH TPETMAH

tuta, 'OC nunata u 3apaBcTBEHUTE pabOTHULM Tpeba fa
Oupat MOArOTBEHM 3a KoMmopOuaMTe M Oapuepute BO
TNPHUCTATOT JI0 3/{PaBCTBEHATA 3aIlITHTa, Aa ce obpa3oBaar
KaKo Jia TH TPEero3HaBaaT M Jia ce COOuyBaaT CO HHB U
KOra Jia ce KOHCYJITHpaaT cO eKCIEpT, Crenyjanu3upaHi
YCIYTM WIM acHCTEHT 3a KOMYHHKauuja (Ha mpuMep,
UHTEPIPETATOP O TOBOP BO TEKCT WJIM MHTEPIPETATOP
Ha 3HAKOBEH ja3HK).

[TpenoznaBamero Ha ['OC nuuata xako rpyma Ha Ta-
LIMEHTH Koja MMa 1oTpeba Of CreumjaiHo BHUMAaHHE €
NPBHOT YEKOp KOH NMo00pyBame Ha HUBHOTO 3/1paBje.
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