
ME/IHljHHCKH TPETMAH 

Ml;QHL/HHCKH TPETMAH 

3APABCTBEHl'1OT KBAJ1l'1TET HA }l{l'18OT KAJ 
nl'1L(ATA KOl'1 CE rnYBl'1 l'1nl'1 l'1MAAT OWTETEH 
cnYx 

AHuKa CMEt1JEPC1 

MapmuHa X. EHC-lf OKYM 2 

Genue eaH ae sor APlf 3,4 

AH Mapu Olf ECYflYC-MAP<Pt1 1 

1 OiJiJen 3a neiJujampuja, MeiJu4uHcKu 4eHmp 80 fleuiJeH 
YHu8ep3umem, XonaHiJuja 
2 MeiJu4uHcKu oiJiJen, KeHmanuc yl/Unuwme 3a any8u, 
3omepMeep 
3 OiJiJen Ha cmyiJuu 3a any8u, YHu8ep3Umem Ha npuMeHemu 
HayKu 80 Ympexm 
4 XyMaHucmu<JKU cfJaKynmem, YHu8ep3umem 80 AMcmepiJaM 

ITpHMeHo: 29.09.2017 
ITpmpareHo: 15.02.2018 
Y)U( 364.4-787.9-056.263(492) 

Pe3uMe 

~eJI: fpyrn!Te Ha na11HeHT11 H 3,npaBCTBeHH pa60THHI.\H 
H3Becrysaar ,neKa IlHI.\8Ta KOH ce rnyBH HilH HMaar 
ounereH cnyx (deaf or hard of hearing (DHH) - fOC), 
HMaar nocna6o 3,npasje H ,no6pococroj6a. Uenra Ha osa 
Hcrpa)l(yBaH,e e ,na ,no6He ysH,n BO 3,npascrneHara cocroj-
6a Kaj nm-1ara KOH ce rnysH HnH HMaar owrereH cnyx BO 
XonaH,nHja. 
Meiuogu: <l>H3H'IKOTO :H TIC:HXH'IKOTO 3,npasje Ha )"leCHH-
1\HTe 6ewe H3MepeHo co ynorpe6a Ha Epecp cKanara 3a 
yrnp,nysatt,e Ha KBanHreror Ha )IillBOT c03,na,neHa o.n 
CsercKara 3,npascrneHa opraHH381\Hja (WHOQoL­
BREF). 

AJ:lpeca 3a 1rnpecnott,nett1.u1ja: AHltKa CME/1JEP 
Me;:\HI.-IHCHKH 1-1eHrap Ha JieHJ:(eH ymrnep3HTeT, 

AttraopattyMep I 0392 2300 BE, Jie11aeH XonaHJ:(Hja 

e-nornra: anika.smeijers@gmail.com 

P£<J>£1([0ROI11KA TEOPIIJA II llPAl([lfKA 1018: / 9(3-4/:JHiS 

DOI: IO.l9057!jscr.2019.40 

MEDICAL TREATMENT 

HEALTH RELATED QUALITY OF LIFE OF PEOPLE 
WHO ARE DEAF OR HARD-OF-HEARING 

Anika S. SME/JERS1 

Martina H. ENS-DOKKUM 2 

Beppie van den BOGAERDE 3, 4 

Anne Marie OUDESLUYS-MURPHY 1 

1 Department of Paediatrics, Leiden University Medical Centre, 
Leiden. The Netherlands 
2 Medical Department, Kentalis School for the Deaf, 
Zoetermeer. 
3 Department of Deaf Studies, Utrecht University of Applied 
Sciences, Utrecht. 
4 Faculty of Humanities, University of Amsterdam, Amsterdam 

ITp11MeHo: 29.09.2017 
ITpHcpareHo: 15.02.20 I 8 
Scientific article 

Abstract 

Pwpose: Patient groups and healthcare workers repott 
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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Y11eCHHI.\HTe OAfOBOpHja Ha nparnalhaTa OA enHP,eMH­
OJJOlllKHOT nparnaJJIDIK H Ha nparnalba 3a TOa KaKOB 
MOAeJJ Ha ja3HK THe Haj11ecTO ynoTPe6YJlaaT. eHTe npa­
rnaJJHMl.\H 6ea npeBeP,eHH BO P,Be Bep3HH, 3HaKOBHHOT 
ja3HK Ha XonaHP,Hja cornacHo co npeBeAYJla'IKHOT npo­
TOKOJJ 3a HanpeP,-Ha3aA, nHCMeHa Bep3Hja H Bep3Hja Ha 
npalllaJJHHKOT HanpaBeHa Ha XOJJaHP,CKM ja3HK co KOj ce 
noMp)l(YJla 3HaKOBHHOT ja3HK. 
Pe:1yJ1i"iiai"ii11: ITparnaJJHHI.\HTe 6ea nononHeTH OA cTpaHa 
Ha 274 roe JJHl.(a. J1 P,BeTe rpynH Ha rnyBH JIHl.(a H OHMe 
KOMlllTO MMaaT ornTeTeH cnyx, 6e1 orneA Ha B03pacrn 
Kora npBnaT 3ano11Hano 1a6onyBalbeTO, H3BeCTHja P,eKa 
HMaaT nocna6o qm3If'IKO 3P,paBje OA HMBHHTe BpCHHI.\H 
KOH HeMaaT npo6neMH co cnyxoT. JlHl.(aTa co OlllTeTeH 
cnyx YKa)Kaa P,eKa HMaaT noBeKe nCMXOJJOlllKH TelllKOTMH 
BO cnopeP,6a co KOHTPOJJHaTa rpyna. 
]Gl(Jl)'l/01\ll.' 3Ha'lajHO e roe JIHl.(aTa P,a 6HP,aT HP,eH­
THcjmKYJlaHH KaKo rpyna Ha na11HeHTH co noce6HH 3ApaB­
crneHH npo6neMH. TioTpe6HM ce noBeKe HCTpmKyBalha 3a 
npHpOP,aTa H ecpeKTHTe Ha noce6HHTe 3P,paBCTBeHH npo6-
JJeMH. eo3P,aBalheTO Ha noroneMa cBeCT 3a OBHe 3P,paB­
crneHH npo6JJeMH TIOMefy roe JJMl.(aTa H HHBHMTe 
3P,paBCTBeHH pa60THMI.\H e eceHl.(HjaJJHa. 

10,y•mu J6opoau: 211ye, 01111uei"iieH cJ1yx, KeaJ1111ue111 Ha 

:>1cueo111, JgpaeciueeHa Ja111111111ua. 

Boaeo 

3P,paBCTBeHHTe pa60THHI.\H H rpynMTe Ha nal.(HeHTH 
YKa)K}'BaaT P,eKa JJMl.\aTa KOH ce rnyBH HJJH KOH HMaaT 
ornTeTeH cnyx (fOC) HMaaT nocna6 3ApaBcTBeH KBa­
JJHTeT Ha )l<HBOT OTKOJJKY JJHl.(aTa KOH cnywaaT. 
Haj11eCTaTa npM'IHHa Ha Koja YKa)K}'BaaT THe e P,eKa roe 
JJHl.(aTa ce CO0'IYJlaaT co 6apHepH BO npHCTanOT Ha 
3ApaBcTBeHaTa 3alllTHTa co 3Ha'IHTeJJHH nocneAHI.\H no 
HHBHOTO 3P,paBje l1 A06pococTOj6a. HeKOJJKY aBTOpH rn 
onmnane 6apHepMTe KOH MO)KaT P,a HMaaT HeranrnHo 
BJJHjaHHe Bp3 3P,paBjeTO Ha fOe JJMl.\aTa (1-4). OBHe 
6apHepH MO)Ke P,a BapHpaaT, BO 3aBHCHOCT OA npeocrn­
HaTaTa cnoco6HOCT 3a cnyrnalhe, B03pacrn Ha Koja Hac­
TaHana 3ary6arn Ha cnyxoT H CTeneHOT AO KOj HHAH­
BHP,yarn npH<paKa H KOpHCTH AOCTanHH cpeP,CTBa 3a 
nOMpUIKa, KaKO lllTO e cpeP,CTBOTO 3a 3roneMYJlalbe Ha 
CJJyxOT, ynoTPe6a Ha HHTepnpeTaTOpH Ha 3HaKOBHHOT 
ja3HK HJJH MHTepnpernTOpH OA fOBOp BO TeKCT. MO)KHHTe 
6apHepH KOH ce AOCera onMlllyBaHH BO JJHTeparyparn ce 
CJJeP,HHTe: 
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Patticipants 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, repo1ted having poorer 

physical health than their hearing peers. Hard of 

hearing people repo1ted more psychological 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 rep011 

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/jHqHHCKH TPETMAH 

1) liap11ep11 nopa,1111 HaMaJieHoTO TI03HaBalbe Ha Me,1111-
1.\HHarn 
IToMefy n11uarn KOH HeMaaT npo6neMH co cnyxoT 
Kpy)KaT roneM 6poj 3,llpaBCTBeHH 11HQlOpMal.(1111 3a BpeMe 
Ha He<jJopMaJIHHTe pa3rosop11 11 npeKy Hacnyrnysalhe Ha 
BaKBH pa3fOB0pH ( HH,llHpeKTH0 yqelbe ). rOC nHL(aTa 
HeMaaT np11crnn ,110 BaK0B 811,11 aM6HeHTHH HHqJOpMal.(HH 
11 3aTOa nponywrnaT noroneM ,11en 0,11 saKBHTe 3Haelba (5-
8). A, Kora crnttyBa 36op 3a ,1111peKTH0TO yqelbe, Ha np11-
Mep so 06paJ0BaH11e, noroneMH0T 6poj ,11eua co TewK11 
rOC 3a6ony1rnlha ,1106HBaaT CaM0 orpaHH'leH 6poj HH­
qJOpMal.(HH TI0Bp3aHH co 3,llpasjeTO BO HHBHHTe yq11-
n11111Ta (9), 611,11ej1<11 TI0CTOH ,ll0MHHaHTeH qJOKYC Ha pa3-
BOj Ha jaJHKOT 11 npaKTHlJHH ja3HlJHH BelllTHHH, Ha 
CMeTKa Ha npe,11MeTH KaK0 lllT0 e 611onornja. 
JlHuarn KOH HMaaT TI0TelllKH rOC 3a6onyBalba 0,11 paHa 
B03pacT lJeCTO pa3BHBaaT cna611 ja3HlJHH HnH fOB0pHH 
BellJTHHH 11 BellJTHHH TI0Bp3aHH co TIHCMeH0CTa ( I 0-12). 
BelllTHHHTe 3a TIHCMeH0CT ce cna611 nopa,1111 TOa lllT0 
Kora 38}'1.\HTe 0,11 ja3HKOT (<jJoHeMH) He M0)l<aT ,11a ce 
cnylllHaT, TI0T0a He TI0CT0H norHtJKa TI0Bp3aH0CT TIOMefy 
,11a,11eH K0HUeTIT 11 Herosarn nHWaHa <jJopMa (6yKBHIKa­
paKTep11 ). E,1111HcrneHarn onu11ja e ,11a ce 3anoMHe Koja 
KOM611ttau11ja Ha 6yKB11 ce Kop11cT11 11 no Koj pe,11ocne,11 3a 
,11a ce onHWe osoj K0HuenT. Os11e n11ua He M0)KaT ,11a 
K0pHCTaT BOKaJIH3al.(Hja HHTY Kora lJHTaaT. Toa 3HalJH 
,11eKa caM0 0HHe 36opOBH KOH THe npeTX0,llH0 rn HMaaT 
npotJHTaH0 11 3a KOH rH HMaaT 3aTI0MHeTO KapaKTep11Te 11 
HHBHaTa KOHCTPYKUHja MO)KaT TelJH0 ,11a rH npo1111rnaT. 
Osa np11,110Hecysa 3a orpaHHtJeHoTO 3Haelbe Koe e 
HajtJeCTO npHCYTH0 Kaj rOC nHL(aTa. 

2) KoMyttHKal.(HCKH 6ap11epH 
)zypH 11 BHC0K0KBaJIHTeTeH lJHTalJ Ha ycHH M0)l(e ,11a 
,,npO'IHTa" CaM0 20 - 40 % 0,11 0Ha lllT0 e H3fOB0peH0 
(13). Osa e ,11osorrHo 3a ,11a ce cne,1111 e,11eH ,110cm npe,11-
s11,11n11s ceKoj,11HeBeH pa3rosop. Ho, 3a speMe Ha Me,1111-
UHHCKa KOHcymau11ja Kora ce 113rosapaaT MHory Hen03-
HaTH TepMHHH, nau11eHTOT M0)l(e ,11a 611,11e TI0,11 CTpec 11 
3aTOa OBOj MeT0,11 lJeCTO ce TI0Ka)l(ysa KaK0 HeC00,llBeTeH 
(10, 12). YnoTpe6arn Ha 11HTepnpernu11ja 0,11 rosop so 
TeKCT WllnH HHTepnpernu11ja Ha 3HaKOBeH ja3HK, BO 
Me,11111.(HHCKa KOHOTal.(Hja M0)l(e ,11a TI0M0rHe 3a Ha,llMH­
ttyBalbe Ha 0BHe 6ap11ep11. Osaa TI0,ll,llplllKa He CeK0ralll e 
PYTHHCKa 11 6pojoT Ha HHqJOpMal.(1111 KOH ce npeHeceHH 
o,11,110KrnpoT ,110 nau11eHT0T 11 o6parno e orpaHHtJeH (14). 
KoMytt11Kau11cKHTe 6ap11ep11 M0)l(e ,11a HaMernaT 11 nornc­
Tl1lJKH npo6neM11, Ha np11Mep 3a ,11a ce 3aKa)l(e TepMHH 
HJIH ,11a ce 6apa nosTopHo peuenT, noTµe6Ho e ,11a ce 
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I) Barriers due to reduced medical knowledge 

Among hearing people much health infonnation is 

circulated during informal conversations and from 

overhearing these exchanges (implicit learning). DHI--1 

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 DHI--1 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 DHI--1 from an early age 

often develop low language and literacy skills ( I 0- I 2). 

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 DHI--1. 

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 baITiers 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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cranH BO KOHTaKT co KaHI_\eJiapHjara Ha AOKTOpor npery 
TenecpOH HJIH Jlli'lHO. 

3) EapHepH TIOBp3aHH co Kymypara Ha rnyBHTe JIHl.(a 
JlHl.(ara KOH ce rnyBH HJIH HMaaT ounereH cnyx OA MJiaAa 
B03pacT m.rnaT MHory CJIH'IHH KapaKTepHCTHKH ( 15, I 6). 
TiopaAH orpamNeHHOT npHcran AO roBopeH ja3HK H 
orpaHH'JeHOTO npHcpaKalbe Ha 3HaKOBHHOT ja3HK Ha 
CBeTCKO HHBO, JIHl.(ara co BaKBHTe npo6neMH HMaaT reH­
AeHl.(Hja Aa cpopMHpaaT KymypHO-JIHHrBHCTHlJKa MaJI-
1.(HHCKa rpyna BO paMKHTe Ha nonynal.(Hjara Koja He~rn 
npo6neMH co cnyxoT H ce HapeKYBa ,,3aeAHHl.(a Ha 
rJIYBHTe JIHl.(a". OBaa 3aeAHHl.(a HMa CBOH HOpMH H 
BpeAHOCm KOH MmKaT Aa ro KOMnpmmmpaaT npHcra­
noT AO 3ApaBCTBeHa 3aUJTHTa Ha HCT HalJHH KaKO IIJTO 
KymypHHTe H ja3HtJHHre 6apHepH BnHjaaT Bp3 npHcra­
noT Ha eTHHlJKHTe rpynH (14). 
HanpaBeHH ce o6HAH 3a C03AaBalbe CBeCHOCT 3a OBHe 
6apHepH Kaj MeAHl.\HHCKHTe pa60THHI..\H. CoBeT11Te 3a 
3ApaBCTBeHHTe p_a60THHI..\H BKJIYtJyBaaT 3aKmKY8albe Ha 
TepMHH co TIOAOJirO BpeMerpaeibe, H3YtJY8albe Ha OTITH­
MaJIHHOT HalJHH Ha KOMYHHKal.(Hja co nal.(HeHTHTe H 
HHrepnperarnpHTe. Ce npoillHPYBa H KOH C03AaBalbe Ha 
cnel.(HjaJIH3HpaHH HHCTHTYl.\HH H ynOTpe6a Ha cnel.(H­
jaJIHH HHcpopMal.(HH H nporpaMH 3a KOMyttHKal.(HCKH 
TeXHOJIOrHH 3a TIOMplllKa Ha o6pa30BaHHeTO H KOMy­
HHKal.(Hjara (I). 
~eJITa Ha OBa HCTpalKY8albe e Aa ce A06He YBHA BO 
3ApaBCTBeHara COCTOj6a Ha rOC JIHl.(aTa BO XoJiaHAHja. 
3a oBaa l.(eJI, HHe HanpaBHBMe roneMo HcrpalKY8albe 3a 
Aa ce A06HjaT KBaHTHTaTHBHH TIOAaTOl.(H 3a cpH3HlJKOTO H 
TICHXHlJKOTO 3ApaBje Ha rOC HHAHBHAYHTe. Bo OBOj 
TPYA TepMHHOT rJIYBH HJIH JIHI..\a co OIIJTeTeH cnyx (rOC) 
ce KopHcm 3a ceKoe HHI..\e Koe mm HeKaKBa 3ary6a Ha 
cnyxoT. TepMHHOT OIIJTeTeH cnyx ce KOpHCTH 3a m1l.(a co 
3ary6a Ha cnyxoT, HO KOH HMaaT AOBOJIHO npeocraHaT 
cnyx 3a Aa ro pa36epaT roBOpHHOT ja3HK. TepMHHOT 
rJIYBH ce KOpHCTH 3a JIHl.\a 6e3 3HatJajHO cpyttKl.(HOHaJieH 
cnyx 3a Aa MO)l<aT Aa ro B001JaT roBOpHHOT ja3HK. JIHl.\aTa 
BO OBaa rpyna KOH ce rJIYBH OA TIOMaJia B03pacT, ro 
KOpHCTaT 3HaKOBHHOT ja3HK KaKO HHBHH npB ja3HK H KOH 
ce6ecH ce HAeHrHcpHKYBaar KaKo 4JieHOBH Ha 3aeAHH­
l.(ara Ha rnyBH JIHl.(a ce OTIHIIJaHH KaKO fJIYBH co roJieMO 
r . Kora 36opYBaMe 3a ayAHOJIOIIJKH rJIYBH JIHI..\a rnra11J 
rJIYBH ce nHWYBa co Mana r. 

XoflaHguja 

Ha 14-m jyttH 20 I 6 roA1rna, XonaHACKara BJiaAa ja noT­
TIHIIJa KoHBeHI..\Hjara 3a npaBara Ha JIHl..(ara co nonpe-
4eHocr AOHeceHa OA O6eAHHeTHTe Hal.(HH. OBa e npBo 
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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, I 6). 

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 (JCT) programs to supp01t 

communication and education (I). 

The aim of this study is to gain insight into the state of 

health of DJil-1 people in the Netherlands. For this 

purpose we performed a large study to generate 

quantitative data about the physical and mental health 

of DIDI individuals. In this paper the term deaf or 

hard-of-hearing (DIDI) 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 14th 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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3aK0H0Aascrno so XonaHAHja co Koe cne1.1mj_Jwrno ce 
aApec11paaT npasarn Ha roe n111.1arn. 3a speMe Ha osa 
HCrpa)!<yBall>e, roe JIHL(aTa Ce y111Te He~rna 3aK0HCKl1 
npasa KOH ce 0AHecysaaT Ha cne1.111jan11311paH11 MHCTH­
Tyl(HH noKpaj 0HHe KOH ce 3aCH0BaHM Ha np111-Il.111n0T Ha 
eAHaKB11 npasa. I1ocro11 eKcTeH3HBHa Mpe)!(a Ha HHCTM­
Tyl(HH 3a nCHXWIK0T0 3,L\pasje Ha roe JlHL(aTa BO XonaH­
AHja. Bo APYrHTe o6nacrn Ha xonaHACKH0T 3ApascrneH 
CHCTeM Ce 0rpaHH'leHM MHCTMTYLIHHTe 3a roe JJHL(aTa. 
3HaKOBHl10T ja3HK Ha XonaH.[\Hja He e npmHaT KaK0 
ocj_J111-111janeH ja3HK, jaBHHTe HHcj_JOpMal(HH ce MHory peTK0 
npeBeAyBaHH Ha OBOj ja3HK 11 BO paMKHTe Ha 3,L\pas­
CTBeHH0T CHCTeM 11 0illllTeCTB0TO, l1HTepnpern1.111jarn 0A 
roBop 80 TeKCT 11 HHTepnpern1.111jarn Ha 3HaK0BHH0T 
ja3HK MHory peTK0 ce K0pHCTaT BO Me,[\HL\HHCKH 
CHTyal(HH (17). 

Memoaonoauja 

I'pyiiQ HQ 11c111pQ:J1cyeaHJeiuo 

Bo osa 11crpmKyBaFhe, Koe e ,[\en 0A noroneM npoeKT, 
)IrnTeJJMTe Ha XonaHAHja Koe ce rnys11 11n11 HMaaT 
0UITeTeH cnyx M ce Ha 803pacT 0A Ha,[\ 18 fOAHHH 6ea 
nOA06HH ,[\a 611,[\aT ,[\eJJ 0A HCT0TO. _necj_JMH111.\ajarn 3a 
roe e 3aCH0BaHa Ha HeK0JJKY M3BeCTysalba 3a cj_Jym<­
L\HMTe Ha cnyxoT. 11crpa)!(yBafbero e AH3ajH11paHo Aa ce 
m6erne BKJJY'IY8aFhe Ha JIHL(a co MeHTaJJHH MJIM 
K0rHMTIIBHH npo6neMH. Y'leCHHL\HTe ce perpyr11paHM 
npeKy npHJJ03M 11 o6jaBH Ha Be6-CTpaHHL(l1, BeCHHL\11 Ha 
rpyna Ha na1.111eHTH, Mara3HHH, Hal(H0HaJJHM 11 Jl0KaJJHH 
BeCHML(H H Be6-crpaHML\H Ha KJJy60Bl1 Ha rnys11 JIML(a 
WHJIH opraHM3al(HM 3a!OA 3ae,[\Hl1L\11 Ha rnyBM JIHL(a. 
OnrnrnTe 11ttcj_JopMa1.11111 3a MCTpa)!<yBalbero 6ea 06e36e­
AeH11 Ha co611poT Ha 3aeAH111.\aTa Ha rnyBH n111.1a, cmrno-
3M)'M0T 3a roe JIHL(a M Ha Me,[\HL\HHCKH KOHcj_JepeHL(HM. 
_nonoJJHHTeJJHO, y'leCHRL\HTe 6ea perpyr11paHH co nQM0lll 
Ha npm1epo1.111 Ha CHe)!(Ha T0nKa 11 BeCHHL\11 np0H3Be­
,[\eHH AO npoH3B0AHTeJIM Ha nmrnrana 3a cnyx. 

Kom11ponHQ 2pyiiQ 

3a cnopeA6a co rettepanHarn nonyna1.111ja so XonaHAHja, 
HMe K0pHCTeBMe no,L\aTOL(H 0A X0JJaH,[\CKaTa 6a3a Ha 
noAaT0L\H (WHOQoL-BREF) (18). Jrn1.1arn 6ea ceneKTM­
paHM no B03pacT, non 11 cTeneH Ha o6pa30Batt11e. 

If en HQ uciupa:J1cyeQHJe1110 

~ema Ha oBa 11crpa)!(ysalhe 6erne Aa ce A0611e noAo6ap 
YBHA BO 3,L\paBCTBeHaTa COCTOj6a Ha roe JlHL(aTa BO 
XonaHAHja. 
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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 pmt 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. 

Pmticipant were recruited through mticles 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 (I 8). 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 ofDHH people in the Netherlands. 
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I1pa111albe Ha uc1upaJ1cyealbeiuo 
)];a.JUI roe JlHl.\aTa HCKycyBaaT IT0)l_e)l.HaKB0 HCT 
3)1.paBCTBeH KBaJJHTeT Ha )KHB0T KaK0 H reHepanHaTa 
rrorryna1.1Hja KaKo K0HTponHa rpyrra? 

CiiiaiUl/Cll/ll'IKll l/HqJOplo1Gl\ llll 

OBa e rrpBo BaKBo Hcrpa)KyBal-be BO XonaHAHja. TioKpaj 
)I.Be APYrH aBCTpHCKH HCTpa)lcyBal-ba, He rrocrnjaT ApyrH 
MefyHapOAHH IT0)l_aTOI.\H 3a crrope)l.6a. HHe rn 3aCH0Ba­
BMe HallJHTe CTaTHCTH'IKH IT0)l.aT0I.\H Ha 0BHe )I.Be aBCT­
pHCKH HCTpa)KyBalba BO KOH ce Bl(J])"-lem, qneH0BH Ha 
3ae)l.HHl.\aTa Ha rnyBHTe Jlttl.la H )I.en 0A yqecHHI.\HTe KOH 
He~rnaT ormeTeH cnyx (2, 3). Eewe npecMeTaH0 )l.eKa HaM 
HHe 6ea noTpe6HH 54 rnyBH nH1.1a H 189 nnua co ow­
TeTeH cnyx KaKo )"-leCHHUH co uen )I.a ce A06He pe3ymaT 
0A 0.8 Ha WHOQoL-BREF. ernrncT111-1KH aHaJJH3H 6ea 
npoBepeHH 0A crnrncT111iap npeA Aa ce cnpoBeAe 
HCTpa)lcysalheTO. )];a ce HaManH pH3HK0T 0A Heycnern­
H0CT Ha HaweTO HcrpmKyBal-be, HHl(J]Y3Hjarn Ha yqecHH­
UHTe 6ewe rrp0)l_0Jl)KeHa 3a A0IT0nHHTenHH TPH Meceun 
oTKaKo ja A0CTHrnaBMe norpe6Harn 6pojKa Ha npecMeT­
KHTe. AHanH3HTe 6ea HanpaBeHH cornacHo co nnaH0T 3a 
aHaJIH3a. Pe3ymarnTe 0)1_ rpynarn Ha roe n11ua 6ea 
cnopeAeHH co oHtte Ha reHepanHaTa norrynauHja KaKo 
K0HTP0JIHa rpyrra, coBna)I_Harn 3a B03pacT, CTeneH Ha 
o6pa3oBaHHe H non (18). 

Meiuogu Ha 11c1upaJ1cyealbe1110 
KBaHTHTaTHBHa rrpoueHKa Ha 3)1.paBCTBeHH0T KBaJJHTeT 
Ha )l(HBQT Ha roe JlHl.laTa BO XonaH)l.Hja. 

J1ciiipaJ1cyea•1K11 tuexH11Ku 
TipawaJJHHUHTe ce A0BepJIHBH caM0 Kora ce H3HeCeHH Ha 
ja3HKOT lllTO nH'IH0CTa ro pa36Hpa. TiopaAH ma rrpH'IHHa, 
HHe rn rrpeBeAOBMe, a)l.anrnpaBMe H TecrnpaBMe CHTe 
HawH MaTepHjanH 3a Tecrnpal-be Ha 3HaKoBeH ja3HK (20). 
eHTe npaWaJJHHUH 6ea rrpeBe)l_eHH BO )I.Be Bep3H11 Ha 
3HaK0BHH0T ja3HK, cornaCH0 co np0TOK0n0T 3a rrpeBe­
)1.yBali>e HanpeA-Ha3aA (20). 11cm rnKa 6ea o6e36eAeHH 
rrHwaHa Bep3Hja Ha xonaHACKH ja3HK H Bep3Hja Ha 
xonaH)I_CKH ja3HK co IT0MPWKa Ha 3HaK0BHH0T ja3HK Ha 
npawanHHK0T. 
Htte ro K0pHcTeBMe cocprnepoT YHnnapK 3a Aa ce Harrpa­
BH npawanHHK0T (BH)l.ea H TeKCT) A0CTaITeH 3a HHTepHeT­
cpemrna (21, 22). 
Yt:feCHHUHTe rn ITOITOJIHHja A0Ma npawaJJHHUHTe npeKy 
HHBHHTe KOMnjyTepH. nHuarn KOH He noce)l.ysaa KOMnjy­
TepcKH BeWTHHH 3a Aa ro rrononHaT rrpawanHHK0T 0A 
A0Ma, M0)l(ea )I.a )l.06HjaT IT0M0W Ha cne1.111janHH 
cocrnH0UH. TioMowrn 6ewe AaAeHa 0A cTpaHa Ha rpw 
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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 ofDHH 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 

questionnaires (videos and texts) 

environment (21 , 22). 

manage the 

in an online 

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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Mf,llHijHHCKH TPETMAH 

•rneH0BH 0,[l, HCTp3)1(y'B3'll<H0T THM KOH 6ea TpeHHpaHH ,[la 
06e36e.11aT caMo TexHH'IKa noMpwKa, a He 6ewe .11a.11eHa 
HHKaKBa n0MPIJJKa BO BpCKa co C0,[l,p)lmHaTa Ha 
npaIJJaJJHl1K0T. 
3a BpeMe Ha npBarn <jla3a 0.11 11cTpa)l(yBalbeTO, npawaJJ­
HHK0T 6ewe n0CTaBeH BO paMKHTe Ha 6e36e,[l,Ha HHTep­
HeT-cpe,[l,HHa. OTK3KO ytJeCHIH.(HTe Ke nom11wea ¢opMy­
nap 3a n11cMeHa cornacHocT, me .110611Baa JJHlJHH no.11a­
T0UH 3a nornpalbe BO npawaJJHHK0T. 3a BpeMe Ha BTO­
parn ¢a3a Ha HCTJ)a)l(yBalheTO, 0Baa nocrnnKa 6ewe 
npoMeHern 611.11ej1<11 rn cnpetJyBawe np11 ytJeCTB0T0 BO 
oBa 11cTpa)l(yBalhe. 3arna npawanHHK0T 6ewe nocrnBeH 
BO c11rypHa 0K0JJHHa 6e3 aBTop113au11ja 3a nornpalhe, 
OB03MO)l(y'B3jKH HM Ha JlHl.(aTa .11a .11a.11aT cornacH0CT Ha 
HHTepHeT. TI0.11arnu11Te 6ea npoBepeH11 3a .11a ce cnpetJH 
nocTOelbe Ha ,[l,BOjHH TI0,[l,aT0l.(11. 

f1HCl11py A1eH11/II HG l/Clllpa:J!C)l6Glbell/O 

3.11paBCTBeHHOT KBaJJHTeT Ha )l(J180T 6ewe npoueHeT co 
ynoTpe6a Ha cKanarn (WHOQoL-BREF). WHOQoL­
BREF e MeryHap0,1l,HO CTaH,1l,3p,1l,113HpaH 11 MeTO,[l,0JJ0IJJKH 
c11neH npawaJJHHK. Ce C0CT0H 0,[l, tJernpH TI0MeJJ0BH, 
npawaFba 33 <jJH3HlJKHOT, TICHX0JJ0IJJKH0T, cou11janHHOT 11 
)l(HB0TOT BO cpe.1111Harn (19). 3a oBoj TPY.11 HHe Ke ce 
cjloKyc11paMe Ha pe3ynrnrnTe 0.11 npBlne ,[l,Ba n0Men0B11 
Ha npaWaJJHUK0T KOH ce 0,[l,HecyBaaT Ha Me,[l,111.(HHCKaTa 
o6nacT. 
YtJeCHHl.(HTe HCTO TaKa nononHHja en11.11eMH0JJ0IJJKH npa­
IJJaJJHHK IJJT0 BKJJYtJYB3 npawalba 33 B03pacrn, TI0JJ0T, 
ay.1111on0IJJKH0T crnryc, ay,[l,H0JJ0IJJKHTe KapaKTepHCTHKH 
Ha po.1111Ten11Te, nmrnrana 3a 3roneMyBalhe Ha cnyxoT, 
C0l.(110-eK0H0MCKH KapaKTepHCTHKH, CTeneH Ha o6pa30Ba­
HHe, ja3HlJHH BeIJJTHHH 11 ,[l,eMorpa¢11ja. Hern TaKa, Y4eC­
HHl.(HTe 6ea npawaHH .11an11 K0pHCTene HJJH He K0pHCTene 
3H3K0BeH ja3HK, 3H3K0BHH0T ja3HK Ha XonaH,[l,Hja, 11 BO 
Kaja Mepa: rnaBH0, 3H3K0BHH0T ja3HK Ha XonaH,[l,Hja, 
rnaBH0 xonaH,[l,CKH ja3HK 33 TIOMPIJJKa Ha 3H3K0BHH0T 
ja3HK, HeK0H aJJTepHaTl18H Ha npeTX0,[l,HHTe ,[\Be HJJH caM0 
X0JJaH,[l,CKH ja311K. OBoj npaIJJaJJHHK M0)l(e ,[la ce .110611e 0,[l, 
aBTOp0T 33 KopecnOH,[l,eHl.(Hja. 

llp11,wepoK0111 HG 11c111pa:J1cy emt.e1110 

TipaIJJaJJHHI(HTe 6ea TI0TI0JJHeTH 0,[l, CTJ)aHa Ha 274 fOC 
n11ua. Ay.1111onOIJJKHTe KapaKTepHCTHKH 6a3HpaHH Ha 
concrneHarn npoueHKa Ha HCTIHTaHHK0T ce np11Ka)l(aH11 
BO TipHKa3 I. ,lwyrme KapaKTepHCTHKH 11 ,[l,eMorpa¢11jarn 
ce np11Ka)l(aH11 BO Ta6ena I. 

Ay.11110JJOIJJKaTa <jlyttKUHOHaJJHOCT e 33CH0BaHa Ha conc­
TBeH0 113BeCTYJl31he 0,[l, CTJ)aHa Ha ytJeCHHUHTe: Y4eCHH­
UHTe T}Je6awe .11a .11a.11aT o.11roBop Ha npawalhaTa 3a HHB-
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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 paiticipants received a 

personal log-in for the questionnaire. During the 

second phase of the study this procedure was altered 

because it seemed to hinder paiticipation in the study. 

Therefore the questionnaire was placed in a secure 

enviro1m1ent 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.e. 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 I. 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 
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Harn nep11em-111ja 3a HHBHl10T cnyx 11 <pyttK'--1110HaJJeH 
cnyx, BKJI)"Il1TeJJHO 11 nparnalha, KaKo mm ce cnoco6Ho­
crn ,1-1a ce pa36epe roBop BO rpynHa KoMyH11Ka1111ja, 
pa3611pa11,e Ha roBop BO e,1-1eH Ha e,1-1eH pa3r0Bop11 11 cTe­
neHoT Ha 3ary6a Ha cnyxoT Bo dB. 

speech in a group conversation, understanding speech 

in a one to one conversation and the degree of hearing 

loss in dB. 

CJ1 11«a 1: roe iiog2pyiiu I Figure 1: DHH subgroups 

DHH subgroups 

rnys11 / deaf 

■ rewKo DC/ severe HoH 

/lecHo DC / mild/ moderate HoH 

Ta6eJ1a 1: KapaKtTtepuctTtuKu Ha y'leCHUl\11tTte. Bo XonaimMja nyfern ce neH3110H11paa Ha 64-ro,1J,lfrnHa B03pacT ,l.\O 
20 14 ro,1-111tta. 3arna n1111arn po,1-1eH11 npe,1-1 1945 ro,1-1. 6ea HCKJJ)"lett11 0,1-1 npo11eHTHTe 3a Bpa6oTeHOCT (SL=3HaKOBeH 
ja111K, SSD=xonaH,1-1cK11 ja311K 3a TIOMpllIKa Ha 3HaKOBHHOT ja111K). 
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 suppo1ted Dutch) 

f JJYBII IIoTemtm OIDTeTyBalba 
/Deaf Ha cJiyxoT / Severe 

Hard of hearing 
Age (derived of year of birth) 
B01pacT (cnope.l\ romrnarn Ha pafalhe) 

• 18-26 10. 1% 4.8% 

• 27-36 9.0% 8.9% 

• 37- 46 16.9% 12.1% 

• 47- 56 17.9% 19.4% 

• 57- 66 30.4% 35.4% 

• 67- 76 11 .2% 16.2% 

• 77- 83 4.5% 3.2% 

Sex 
IJOJI 

• Female (lKeHCKH) 71.7% 71.2% 

• Male (MaWKH) 25.0% 28.1% 
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Enarn omTeTyBalha ICOHTpOJIHa 
Ha cJiyxoT / Mild rpyna / Control 
Hard of Hearing group 

Population 
based control 

2.3% group was 
2.3% matched for age, 

16.3% sex and level of 
16.3% education for all 
30.2% DHHgroups 
18.6% separately. 
14.0% ITonyna1-11-1ja 

KaKO KOHTpOJJHa 
rpyna 

52.3% 
cosna,!\Hara no 

45.5% 
BO3pacr, TIOJI H 

/]£<J>£KTOHOWKA T£0PJIJA II llPAKTIIKA 1018; / 9(3-4):51-68 

DOI: 10.19057/jscr.2019.40 



MEIJHijHHCKH TPETMAH 

• Unknown (Heno3Har) 3.3% 0.7% 
Level of education 
CTeneH Ha o6p330B3Hlle 

• Prim./ secondary school only (OY) 29.9% 13.6% 

• Junior secondary technical school 8.9% 9.6% 

• Vocational training 26.7% 32.8% 

• Bachelor degree (<l>aKynrer) 26.7% 34.4% 

• Master degree (Marncrep) 7.8% 9.6% 

Employment - Bpa6oTyeaH>e 66.7% 53 .2% 
Having cochlear implant - M~mJJaHT Ja 34.9% 12,2% 
CJJYX 

Language use 
YnoTpe6a Ha ja3nK 

• Primarily SL (3HaKoBeHja3HK) 21.8% 0.7% 

• SSD or SSD/SL and spoken language 
(3ttaKOBeH H roaopett jaJHK) 47.8% 11.3% 

• Spoken language only (Ca~rn 
roaopett) 30.4% 88.0% 

E11111Ka 

ITpOTOKOJIOT 33 HCTpall<yeaH>e 6erne npOl..\eHeT 0,[I CTpaHa 
Ha JIOKaJieH HaylJeH KOMHTeT H 0,[I Me,[IHI..\HHCKHOT eTH'iKH 
KOMHTeT BO paMKHTe Ha perHOH3JIHHOT Jiej,1:1eH y-HHBep-
3HTeTCKH Me,I:1111..\HHCKH l..\eHTap npe,1:1 llOl.JeTOKOT Ha HCTpa­
)l(yBalheTO. 

flparnaJIHHKOT 6erne TIOTIOJIHeT 0.[I 274 rOC JIHl..\3. H11e 
H,[leHTH<jJHKYB3BMe ce,1:1yM TIOTKareropHH BO 0,[IHOC B03-
pacra Kora H3CT3TIHJIO ry6elbeTO Ha CJIYXOT H creneHOT 
Ha 3ary6a, 611,1:1ejKH OBHe <paKTOpH MOll(e ,[13 BJIHjaaT Bp3 
TellKOTHHTe H 6ap11ep11Te CO KOH Ce C001.JYB33T rOC 
JIHl..\3Ta (I1pRK33 I). TTptt6Jil{)l(HQ TIOJIOBHHa 0,[I yt.JeCHR-
1..\RTe Ce po.[leHR CO rOC l{JII{ CT3H3Jie rOC 33 BpeMe H3 
HRBHOTO ,[leTCTBO HJIH 3,[IOJieCl..\eHI..\Hja, 33 % 0,[I H3illHTe 
yqeCHHI..\H 6ttJie pO,I:leHH CO rOC HJIH CT3HaJie rOC Ha 
B03pacT ,[10 neT fO,[IHHH, 20 % 0,[I yqeCHHI..\HTe CTaHaJie 
rOC TIOCJie 5-ro,[IHllH3 B03p3CT, HO npe,1:1 ,[13 H3TIOJIH3T 21 
f0,[IHH3. ,[y)yrara TIOJIOBHH3 CTaHaJie rOC Ha TIOroJieMa 
B03pacT. IToManKy O,[I 5 % 0,[1 H3illHTe yqeCHHI..\H ce 
po,1:1eHH co rernKH ornreryBa!ha Ha cnyxor H craHaJie 
rnyBH TIO.[IOI..\H3 BO HHBHHOT )lllBOT, HJIH 6ttJie po,1:1eHH co 
6naro ornreryealhe Ha cnyxor 6e3 3Hat.JajHo onafalbe Ja 
BpeMe Ha HHBHHOT )l(HBOT. 
Cnope,1:1eHo co KOHrpoJIHara rpyna 0,1:1 reHepaJIHara 
TIOTIYJI31..\Hja (18) CHTe rOC yqeCHHI..\H TIOK3)1(aJie 3H31.Jaj­
HO TIOHHCKH pe3yJITaTH BO O,[IHOC Ha qJH3H1.JKOTO 3,I:lpaBje 
HR-QoL (Ta6ena 2a). rpynara Ha JIHl..\a co ornrereH c.rryx 
HCTO TaKa TIOK3)1(aJI3 3H31.JajHO TIOHHCKH pe3yJITaTH BO 
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2.2% creneH Ha 
06pa3oaaH11e 3a 

c11refOC 

11.6% rpym1 OMeJIHO . 

7.0% 
34.9% 
39.5% 
7.0% 

60.6% 
2.0% 

2,3 % 

6.8% 

90.9% 

Ethics 

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 fi lled 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 baniers a 

DHH person may experience (Figure 1 ). 

Approximately half of our pmticipants were born DHH 

or became DHH during childhood or adolescence, 33% 

of our pmticipants were born DHH or became DHH 

before the age of five, 20% of the pmticipants 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 pmticipants were born hard of hearing and 

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 repotted highly significant 

lower (poorer) scores for physical HR-QoL (Table 2a). 

The hard of hearing group also repotted significantly 

lower (poorer) scores for psychological HR-QoL 
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O.[IHOC Ha nc11xonornKOTO 3,LlpaBje HR-QoL (Ta6ena 2a). 
Bo no,llrpynarn Ha mma KOH HMane TernKH Hapyrn)'Balba 
Ha cnyxoT npeA HHBHaTa neTroAHlIIHa B03pacT, oBaa 
pa3JIHKa He 6erne 3Ha•-mjHa (Ta6ena 2a). JI111-1arn 0/:1 ABeTe 
rpyn11 Ha rnyBH JIHJ..\a 11 JIHl.\a co ornTeTeH cnyx noKalKaa 
3Ha4ajHo noHHCKH pe3yJITaTH 38 COI.\HjaJIHaTa .[I06poco­
CTOj6a BO cnope,L16a co KOHTpOJIHaTa rpyna 0/:1 reHepan­
HaTa nonynal.\Hja. 
fpynarn Ha rJI)'BH JIHl.\a, rpynarn Ha JIHl.\a co noTelIIKH 
ornTeT)'Balba Ha cnyxoT (MHoH) 11 rpynarn Ha JIHl.\a co 
TernKH ornTeT)'Balba Ha cnyxoT (SHoH) nocne neTro­
.[IHlIIHa B03p8CT nOKa>I<aJie nOHHCKH pe3yJITaTH 38 HHB­
H8Ta A06pococrnj6a Bo 3ae,L1HHl.\aTa (Ta6ena 2a+6). I1c­
rnrn TeH.[leHI.\Hja e oTKptteHa BO rpynarn Ha (SHoH) npeA 
HHBHarn neTro,L111mHa B03pacT 11 llenarn (SHoH) rpyna, 
Ho 0B11e no,[laTOI.\H He ce 3Ha4ajHH (Ta6ena 2a+6). 
3Ha4ajHa 003HTHBHa KopeJial.\Hja e OTKpHeHa noMefy H 
,[IBeTe, <pH3Hl{K8 H ncHXH'l{Ka, H ynoTpe6arn Ha 3H8KOBeH 
ja3HK HJIH XOJI8H,[ICKH ja3HK KOj ro nOMplKyBa 3H8KOB­
HHOT ja3HK: noroJieMa ynoTpe6a Ha 3H81.\H 38 nOMpll!Ka e 
noBp3aHO co noBHCOKH nCHXH'l{KH H <pH3Hl{KH pe3yJITaTH 
(Ta6ena 3). HeraTHBHa Kopenal.\Hja e OTKptteHa noMefy 
OKOJIHHaTa H ynoTpe6aTa Ha 3HaKOBeH ja3HK HJIH XOJI8H,[I­
CKH ja3HK KOj ro nOMplKyBa 3H8KOBHHOT ja3HK, HO OBaa 
BpcKa He 6ell!e 3Ha4ajHa (Ta6ena 3). 

MEDICAL TREATMENT 

(Table 2a). Within subgroup of people who were 

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. 

The group of deaf people, the group of moderately 

hard of hearing people (MHoH) and the group of 

people who became severely hard of hearing (SHoH) 

after the age of five years reported lower (poorer) 

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). 

Significant positive correlations were found between 

both the physical and the psychological QoL and the 

use of SSD/NGT: more extensive use of supporting 

signs/ SL was related to higher (better) psychological 

and physical QoL scores (Table 3). A negative 

correlation was found between the environmental QoL 

and the use of SSD/NGT but this relationship was not 

significant (Table 3). 

Ta6eJU1 2a: CpegHa epegHociii II ctuaHgapgHa geeu.Jaiiu.Ja eo goMeHCKl/lue pe3ym"iiatu11 Ha WHOQOL-BREF. 
~OMeHCKHTe pe3yJITaTH Bap11paaT 0,[I O ,[10 I 00. TIOBHCO({I,!Te pe3yJITaTH O,[lroBapaaT co Il0BHCOKO HHB0 Ha KBaJIHTeT 

Ha lKHBOT. He ce H3MepeHH cpe,llH8Ta Bpe,LIH0CT H CTaH,L18p,llH8Ta ,lleBHjal.\Hja npeTCTaBeHH BO rn6enarn. p 

Bpe,LIH0CTHTe ce 0,[IHecyBaaT Ha non, B03pacT H CTeneH Ha o6pa30B8HHe. 0BHe SBe3,[IH BO rn6enarn YK8lK)'BaaT Ha 

3Ha4ajHOCTa Ha npecMeTaHHTe 110,[laT0I.\H BO cnope,L16a co KOHTP0JIHaTa rpyna. 19 (*p<0.05, **P<0.001 ). 
GPop=KoHTponHa rpyna 0/:1 reHepanHarn nonynal.\Hja, SHoH=TioTellJ({I,I 0lllTeTyBaH>a Ha cnyxoT, MHoH=6narn 

0llJTeT)'Balba Ha cnyxoT 
Table 2a: Means and standard deviations (in brackets) for WHOQOL-BREF domain scores. Domain scores range 

from O to I 00. 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 19 (*p<0.05, **P<0.001). GPop= General Population control group, 

SHoH= Severe Hard of Hearing, MHoH= Mild Hard of Hearing 

WHOQOL- Deaf p 

BREF scale Deaf vs GPop 
Physical 62.13 0.0413xJ0·12 

<l>H3H'IKH (17.58) ** 
Psychological 68.18 0.479 
IlCHXOJIOlllKH (13.29) 
Social 67.78 0.036* 
Co1.111janHH (I 9.50) 
Environmental 68.28 0.0985xJ0·3** 
OKOJIHHCKH (14.16) 
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SHOH p 

SHOHvs GPop 
55.84 0.0276xl 0·24** 
(18.47) 
62.78 0.624xJ0·6** 
(14.1 I) 
65.71 0.2266x I o·3** 
(19.21) 
71.56 0.062 
(16.62) 

L/MHOH p 

MHOHvs GPop 
50.26 2.28xl 0-12** 
(18.00) 
59.00 0.285xJ0·6** 
(11.33) 
59.85 0.03* 
(25. I 0) 
69.39 0.04* 
(16.01) 
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Ta6eJw 2h: CpegHa epegHociu II ciiiaHgapgHa gee11Ja1i11Ja 3a go.MeHCKmue pe3yJ1i11aiiiu og WHOQOL-BREF. 
,[(oMeHCKMTe pe3ymam BapttpaaT OJ], 0 JJ,O I 00. IlOBHCOKMTe pe3yJITaTH OJJ,roBapaaT co TIOBHCOKO HHBO Ha KBaJIHTeT 

Ha )l(HBOT. He ce H3MepeHH cpeJJ,HaTa BpeJJ,HOCT H CTaHJJ,apJJ,HaTa JJ,eBHjal.(Hja npeTCTaBeHH BO rn6eJiaTa. p 

BpeJJ,HOCTHTe ce OJJ,HeCYBaaT Ha TIOJI , B03paCT H CTeneH Ha o6pa30BaHHe. OBHe SBe3JJ,H BO rn6eJiaTa yKmI<yBaaT Ha 

3Haqaj HOCTa Ha npecMeTaHHTe TIOJJ,aTOL(H BO cnopeJJ,6a co KOHTpOJIHaTa rpyna. 19 (*p<0.05, **P<0.00 I) 
GPop=KoHTpOJIHa rpyna OJJ. reHepanttarn nonyJial.(11ja, SHoH=IloTewKM owTeTYBa11,a Ha cJiyxoT, MHoH=6Jiarn 

OWTeTYBaH,a Ha CJiyxOT. 

Table 2h: Means and standard deviations (in brackets) for WHOQOL-BREF domain scores. Domain scores range 

from O to I 00. 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 controls19 (*p<0.05, **P<0.001) GPop= General Population control group, 

SHoH= Severe Hard of Hearing, MHoH= Mi ld 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 age 5 before age 5 after age 5 after after after age 

fJJyBtt age 5vs SHoH age 5 rnya11 age 5 SHoH age 5 age 5 5 vs 
npe,n 5- Gpop npe,n 5- vs nocne vs IT0CJJe vs MHoH GPop 
ro,n11w ro,nnw GPop 5 GPop 5 GPop IT0CJJe 
Ha Ha fOJJ,HHH fOJJ,11HH 5 
ao3pac B03pac fOJJ,HHH 
T T 

Physical 63.85 0.00 1 * 56.40 0.012x 59.62 0,034x 56,03 9.064x 50,00 l .6708x 
<l>H3H'lKH (17.28) (18.07) 10-1** (17.58) 10-1** (16,84) I 0_1s** (17,05) ]0·9** 

Psycho lo- 69.56 0.11 62.94 0.335 67.71 0.549 63,40 0.512x 59,76 0.077x 
gical (13.61) (13.00) (12.38) (1 1,26) 10-J** (11 ,10) JO·l** 

flCHXO-
JI0WKH 
Social 69.27 0.56 72.14 0.984 68.52 0.859 64,67 0.003* 61 ,18 0.008* 
Cou11janH11 (81.29) (13 .15) (2 1.56) (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) 
OKOJIHH-
CKH 

Ta6e.n" 3: KopeJ1ai;11ja iioA·td y WHOQoL-BREF iioi'iicKaJ1mue 11 yiioi'iipe6ai'iia Ha xoJ1aHgcK11 ja3UK KO} iioggp:;1cyea 
3HaKoeeH ja3uKl3HaKoeeH jmuK Ha XoJ1aHg11ja 
Ta6eJiaTa rn TIOKa)l(YBa p BpeJJ,HOCTHTe J,f JJ,eTepMHHHpaHHOT Koeqml.(HeHT (R2

) Ha KOpeJial.(Hjarn TIOMery ynoTpe6arn 

Ha XOJiaHJJ,CKH ja3HK KOj TIOMP)l(YBa 3HaKOBeH jaJHKhHaKOBeH ja3HK aH XoJiaHJJ,Hja H KBaJIHTeTOT Ha )l(HBOT 

WHOQoL-BREF. (*p<0.05, **P<0.001) 

fob/e 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 2) 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<0.00 I) 

HlrnoTO Ha ynoTpe6a Ha 3H3UII 33 noJJ,JJ,pw1rn'3H3KOBeH ja3IIK 
Extent of using supporting signs/ sign language 
P-value 

<J>113 11 qK 11 / Physical QoL 0.0008** 
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R2 

0.045 
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IlcnxoJI0111Kn / 0.0047** 
Psychological QoL 
CounjaJien / Social QoL 0,1400 
Cpe,11.nncKn / 0.0623 
EnYironmental QoL 

,Quc«ycuja 

(/)11311,1Ko 1gpaeje 
Bo 0Ba HCTJ)all<yBafbe CHTe TpH no,11.rpynH Ha roe JIHL1a 
TI0Kall<aa 3HaLJajHo TI0HHCKH pe3yJITaTH 3a HHBHaTa cjrn-
3H'!Ka ,11.06pococroj6a BO 0,11.H0C Ha K0HTp0JIHaTa rpyna 
0,11. reHepanHara nonynaL1Hja (Ta6ena 2a+6). OBaa pa3nH­
Ka 6ewe 3HaLJajHo norone~rn BO rpynara Ha nHL1a KOH ce 
roe 0,11. paHa B03paCT. OBoj pe3yJITaT, BO 0,11.H0C Ha 0Ba 
npawafbe, e BO cornacH0CT co ,11.pyrn HCTpa)l(YBaiha 
(2, 3). 
l1,11.eHTHcjJHKYBaHH ce TJ)H npH'IHHH 3a nocna6HTe pe3yn­
rarn Kaj JIHl.\aTa KOH Ce roe 0,11. paHa B03paCT. f1pBO, 
6apHep11Te BO npHCTaTI0T ,11.0 3,11.paBCTBeHa 3alllTHTa, KaK0 
lllT0 e 0TIH.lllaH0 BO B0Be,11.0T, M0)l(e ,11.a H.MaaT HeraTH.BH0 
BJIH.jam,1e Bp3 3,11.paBjeTO Ha roe JIHl.\aTa. 
Bropo, HeK0JIKY HCTJ)a)KY8afba 0TKpHne cneL1HcjlH'IHH 
3roneMYBaH,a Ha 3,11.paBCTBeHIITe p113111.\H TIOMefy roe 
n11L1aTa Kaj KOH npo6neMHTe co cnyxor ce apo,11.eHH, a me 
pH3111.\11 ce cne,11.H11re: 3roneMeHa craTIKa Ha 3a6oneHoCT 
0,11. Xl1B, 3roneMeHa npeBaneHL111ja 3a 3noynorpe6a Ha 
cyncTaHl.\11 11 noroneM p11311K 3a Kap,11.110BacKynapH11 
6oneCTl1 11 MeTa60Jil1'1eH Cl1H,11.p0M Kaj roe Jil11.\aTa (4, 
23-31). 
Tpern, MmKe ,11.a 611,11.e nocne,11.11L1a 0,11. cpaKTOT ,11.eKa r11e 
cpOpM11paaT TIOCefiHa TI0,11.rpyna nopa,11.11 HHBHaTa roe. 
Bpo,11.ett1-1Te roe M0ll<e ,II.a 611,11.aT pe3yJITaT Ha reHeTCKH 
11n11 Bpo,11.eHH 6oneCTl1, npocne,11.eHH co )KHB0THl1 cp11311'1-
KH 11 TICHXH'IKH npo6ne~m. l1HL1H,ll.eHL1aTa Ha BaKB11Te 
nonpe'!eH0CTH Kaj roe ,11.el.\aTa e np0l.\eHeTO ,II.a Bap11pa 
0,11. 25 ,11.0 34 % (32). OBa 11crpa)l(YBafhe e ,11.en 0,11. noroneM 
npoeKT. I..lema Ha oBoj npoeKT e ,11.a rn npoyq11 npBHTe 
,II.Be M0)l(HH np11'111Hl1 3a TI0HHCKH HRQoL pe3ynrar11 Kaj 
roe JIHl.\aTa. 3aTOa Jil,[l.\aTa CO Bp0,11.eHH roe 11 ,11.0TI0JI­
HHTeJIHH TI0TelllKl1 nonpe'!eH0CTH ce 11CKJIY'leHH 0,11. 0Ba 
l1CTpa>1<yBaihe, HO He M0ll<aT ,11.a 611,11.aT 11CKnyLJeHH 0,11.pe­
,11.eH CTeneH Ha roe TI0Bp3aHH TI0npeLJeH0CTH. J1aKO He 
M0ll<eMe ,11.a 3aKny'l11Me 0,11. oBa 11CTJ)a)l(yBaH,e ,11.eKa 6ap11-
ep11re 3a np11cran ,11.0 3,11.paacrneHa 3awr11ra 11 p11311L111Te 
no 3,11.paajero noap3aH11 co 0,11.pe,11.eHa rpyna ce rnaBHara 
npH'lHHa 3a TI0Hl1CKH0T cp113H'IKl1 KBaJIHTeT Ha )1(1-!B0T Kaj 
roe JIHl.\aTa, 113rne,11.a ,11.eKa e jaCHO ,11.eKa Tl1e M0)l(aT ,11.a 
11MaaT HeraTl1BH0 an11jaID1e Ha HHBH0TO 3,11.paBje 11 rpe6_a 
,11.a 611,11.aT 0TCTJ)aHeTl1 lllTO e M0)KH0 no,11.aneKy: 
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0.032 

0.009 
0.014 

Discussion 

Physical health 

In this study all three subgroups of DHH people 

repmted 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 bmiers to the access of healthcare, as 

described in the introduction, may have a. negative 

impact on the health ofDHH people. 

Secondly several studies found specific increased 

health rises among congenital DHH people like 

increased HN 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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Jlm-1arn KOH BO nOAOl.\He)l(HJffe fOAHHH CTaH)'BaaT rny1rn 
HJlH HMaaT OUJTeTyBaH,e Ha cnyxoT HCKycyBaaT 6apHepH 
BO npHCTanOT AO 3ApaBCTBeHa 3aUJTHTa HCTO KaKO H 
APYrHTe nH11a. eneAHO, THe MO)l<aT Aa HMaaT KOMop-
6HAHTeTH noBp3aHH CO npWJHHHTe 3a HHBHaTa roe. OA 
OBa HCTpa)K}'Bafue He ce HCKJlY'-leHH JlHI_\aTa KaAe KOMOp-
6HAHTeTHTe Ce AeJl OA npH'-IHHaTa 3a HHBHaTa roe 11 
3aTOa He MO)l(eMe Aa AaAeMe 1njaBH 3a BnHjaHHeTO Ha 
pa3JlWlllHTe MO)l(HH npH'-IHHH 3a HHCKHOT CTeneH Ha 
qJH3HlfKl1 HRQoL noMery 11111.(aTa co roe Ha nOB03paCHH 
fOAHHH. 

Ilcuxul/KO 3gpaeje 
Pe3ymaTHTe 3a nCHXW-IKOTO 3ApaBje 6ea noroneMH BO 
noArpynHTe Ha rnysn nm-1a OTKOnKy Kaj noArpynarn Ha 
nHQa co noTeUJKH OUJTeryBafua Ha cnyxoT. Bo cnopeA6a 
co APYrH HCTpa>Kysafua, rnyBHTe y11ecHHQH BO 
XonaHAnja He noKa)lcaa noBeKe ncnxn'-IKH npo6neMH 
OTKOJlKY Jll,(L(aTa OA KOHTponHaTa rpyna. 
HHe CMeTaMe AeKa BaKBHOT pe3ymaT He e nopaAH 
MeTOAOJlOUJKH npo6neMH, KaKO UJTO ce H36opoT Ha 
HHCTPYMeHTOT HJlH perpyrnpafueTO Ha }"-leCHHL(HTe. 
WHOQoL-BREF 6eUJe noce6Ho H36paHa nopaAH 
Hej3HHaTa cnoco6HOCT Aa rH OTKpHe BHaTPeUJHHTe 
npo6neMH nopaAH HHBHaTa noBHCOKa npeBaneHQHja Kaj 
roe JlHL(aTa, cor.rraCHO CO mneparyparn. HeKOH OA 
COCTaHOl.\HTe KOH rH opraHH3HpaBMe 6ea 1101.(HpaHH 
6JlHCKY AO OCHXHjaTpHCKH HHCTHTYQHH 3a rOC JlHL(a H 
HeKOJlKY OA HHBHHTe na1111eHTH }"-lecrnysaa BO OBa 
HCTpa)l<yBaH,e. H11e HeMaMe npH'-IHHa Aa BepyBaMe AeKa 
nCHXH'-IKOTO 3ApaBje Ha rryfern e npeHarnaceHo BO 
HaUJHOT npHMepoK. 
TioAo6po o6jaCHysafue 3a noAo6pHTe pe3ymarn 3a 
ncHXH'-!KaTa A06pococrnj6a Ha rnyBHTe JlHL(a BO OAHOC 
Ha nH11arn co noTeUJKH OUJTeryBaH,a Ha cnyxoT MmKe Aa 
ce HajAe BO npOBH3Hjarn 3a cneQHjanHH HHCTHTYQiiH 3a 
nCHXH'-IKOTO 3ApaBje 3a rJI}'BHTe JlHL(a BO XonaHAHja. 
,[(ocera He e HanpaBeHo HCTpa)l(ysafue 3a npoQeHKa Ha 
e<jJeKTHTe Ha cneQHjanH3HpaHHTe HHCTHT}'l.(1111, HO 
MO)l(HO e nopaAH eKCTeH3HBHaTa AOCTanHOCT Ha HHBHHTe 
ycnyrn, HCTHTe THe MO)((aT Aa BJlHjaaT BO HaofalbeTO 3a 
noAo6parn ncHXH'-IKa A06pococrnj6a Ha rnyB11Te nnQa, 
BO cnopeA6a co }"-leCHHL(HTe KOH HMaaT noTeUJKH 
OUJTeTysaH,a Ha cnyxoT H KOH HMaaT orpaHH'-leH npHCTan 
AO cneQ11jan113HpaHH HHCTHTYQHH 3a 3ApaBCTBeHa 
3alIITHTa. 
,[(pyro o6jaCHysafue MO)l(e Aa AOjAe OA <jJaKTOT AeKa, AO 
HeoAaMHa, AeQarn co 6naro OUJTeTysalbe Ha crryxoT He ce 
AHjarnocrnQHpaHH OA paHa B03pacT. Tne 3ano1rnysaaT 
Aa OAaT Ha }"-IHJlHUJTe 6e3 Aa 3HaaT 3a HHBHOTO 
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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 ban-iers 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 ovenepresented 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 staited school 

without knowing about their hearing loss and were 

often wrongly accused of being stupid or unwilling to 
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owreryBafbe Ha cnyxor H qecro ce rrorpewHo 06BHHer11 
AeKa ce rnyrraBH 11n11 AeKa He caKaar Aa cnywaar. OBa 
MO)l(e A8 BnHjae Bp3 HaMaJIYBaFbe Ha HHBHaTII 
caMOAOBep6a 11 HHBHHOT ITCHXH'-IKH KBaJIHTeT Ha )l(HBOT, 
COOABeTHO. 

Mogenoiu Haja311Koiu 11 Kymuypaiua Ha I'nyemue nmia eo 
ogHoc Ha 3gpaecitieem101u Kean111ueiti Ha :J1c11eo1u 
Tiocrojar MHory Ae6ar11 eo m1reparypara H BO 
(KnHHH'-!Kara) rrpaKCa KOH ITOArpyrrHre Ha roe nHI._\aTa 
MO)l(e Aa HMaar KOpHCT OA yrrorpe6ara Ha 3H8KOBHHOT 
ja3HK H BO KOja Mepa. HHe HajAOBMe 3Ha'-lajHa I103HTHBHa 
BpCKa ITOMefy q>H3H'lliOTO H ITCHXH'-IKOTO 3ApaBje H 
yrrorpe6ara Ha 3H8KOBHHOT ja3HK 11/HnH 3H81.\HTe 38 
ITOMPWKa. l-hrneAa AeKa I103HTHBHHTe eq>eKTH OA 
yrrorpe6ara Ha WTO e MO>KHO rropa3nH'-IHH MOAenH Ha 
KOMYHHK81.\Hja e rrojaKa OTKOnKy HeraTHBHHTe eq>eKTH OA 
y'-lefbeTO Ha eAeH ja3HK caMO AenyMHO. He HajAOBMe 
MHHHManHo rrorpe6Ha cnoco6Hocr 3a ynorpe6a Ha 
3H8KOBeH ja3HK HnH 3H81.\H 38 nOMPWKa Ha OBHe 
no3HTHBHl1 eq>eKTH, a eq>eKTOT 6ewe rrp11cyreH noMefy 
CHTe roe ITOArpynH. BpcKara e rrocneAOBarenHa: KOnKy 
ITOBeKe eAHO nHl.\e yrrorpe6yBa 3H8KOBeH ja3HK, rroroneM 
e pe3ynraTOT Ha CKanara 38 KBaJIHTeTOT Ha )l(HBOTOT. 

laKu citipaHu 11 02paH11l/yea11,a 
HeHaMepHara ceneKI.\Hja Ha yqecHHI.\H MO)l(e Aa Bn11jae 
Bp3 KpajHHOT pe3ynraT Ha HCrp8)1(Y881beTO. HHe ce 
o6HAOBMe Aa rH HaMaJIHMe OBHe rrpo6neMH Ha H81JHH 
IllTO ro HarrpaBHBMe HCTp8)1(Y88H,eTO WTO e MO)l(HO 
nonecHO 11 co o6HA Aa ce BKnyqH nowHpOK npoq>Hn Ha 
JIHl.\a. J.1aKo BO 11crpa)Kyeafbero HMawe noroneM 6poj Ha 
yqeCHHI.\H OA )KeHCKH non (ABe rperHHH OA yqecHHI.\HTe 
6ea )l(eHH), 6pojor Ha y1JeCHHI.\H OA MaWKH non e 
AOBOnHO BHCOK 38 Aa ce HarrpaBH AOBepnHBa cra­
THCTH'-!Ka Kopenal.\Hja 3a non. 
MO)l(Ha rrpHcrpaCHOCT BO Kn8CHq>HK81.\Hjara Ha roe 
rpyrr11re e roa wro ayAHOnowKHTe napaMerpH ce 
38CHOB8HH Ha COITCTBeHa rrpOl.\eHKa. OBoj MeTOA 6ewe 
H36paH 6HAejfrn e CKarr l.\enoceH ayAHOnOWKH rrperneA 11 
OA3eMa MHOry BpeMe OA yqecHHI.\HTe, AOAeKa BaKBHOT 
H8'-IHH Ha YTBPAY88Fbe HeMa Aa o6e36eAH AOnonHHTenHH 
HHq>OpMal.\HH 3a q>yHKI.\HOHanHocra Ha cnyxor. Eewe 
OB03MO)lceHo yqecHHI.\HTe Aa ro rrorronHar npawanHMKOT 
OA HHBHHTe AOMOBH BO HHBO BpeMe H 3aroa 6ewe 
HaManeH rrparor 3a yqecrno. 
Bo OAHOC Ha B03pacra Kora Hacran11no owreryBafuero 11 
AO Koj creneH e owreryBafueTO Ha cnyxor, rrorrynal.\Hjara 
Ha 11crpa)l(Y8afuero H3rJieAa AeKa e penpe3eHrarHBeH 
npHMepoK Ha xonaHACKHTe nHl.\8 KOH ce rJIYBH HnH 
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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 repmted in studies from other 

countries (3). This may be the result of an extensive 

network of facilities for mental health suppmt 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 ofDHH 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 suppo1ting signs. It appears 

that the protective effects of using as many modes of 

communication as possible is shonger than the possible 

negative effects of learning a language only pmtially. 

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 pmticipants 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 

infonnation on hearing function. By enabling 
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MMaar owrereH cnyx, ttaKo ttMa HeKonKy n11ua co 6naro 
0UITeT)'BaH,e Ha cnyxor 11 He nporpecHBeH roe 0.11 
pafa1-1,e KOH ce .nen 0.11 HCrpIDK)'BalbeTO. 

1L11t/Jll/Kal(IIII 3a 11gH11 1/Clllpa:JIC)'BG/-ba II t'ipaKca 

I1 ABere rpym1 Ha rny1m n11ua 11 m1ua co norewl{J,f 
owreryBa1-1,a Ha cnyxor, 6e3 orne.11 Ha Kaja B03pacr 
Hacramrne ornreryea1-1,ara, yKroKyBaar Ha nocna6 
KBam1rer Ha )1{11B0T TI0Bp3aH co q>H3WIKOTO 3,[(paBje BO 
0,[(H0C Ha HHBHHTe BpCHWUH KOH He~rnar 0UITereH cnyx. 
TTorpe6m1 ce noeefo 11crproK)'Ba1-1,a BO o.nHoc Ha 
cneu11cj>w-m11re 3.npaBCTBeHtt npo6neM11 co KOH ce 
C00'l)'BaaT roe J1111.l_aTa 11 pa3JJHlfHHTe roe TI0,[(rpyntt, 
na OBoj npo6neM .na M0)l{e .na 611.ne a.npeettpaH o.11.11enHo. 
Pecypc11re 3a 11crpa)l{)'Ba1-1,e 3a 3.llpaejero Ha roe n11uara 
ce orpaHtt'leHtt, HO MHory 0.11 6ap11ep11Te co KOH ce 
C00'l)'BaaT roe JJHI.l_aTa BO 0,[(H0C Ha 3,[(paBCTBeHHTe 
npoBtt3Hl1 ce cnwiIDI Hl13 uen11or cBer: I1crnor BH.11 
ja311'lHH, K0M)'Hl1Kal.1_11CKl1 11 KynrypHH 6ap11ep11. OBa ja 
onpaBAYBa 11HrepHau_110HaJ1Hara copa6orKa BO 11.11tt11re 
11crproKyea1-1,a. I1.neanHo, .11onrorpajH11re wcrpa>K)'Balba 3a 
Ha.11rne.11yealbe Ha 3.npaBcrBeHara cocroj6a rpe6a .na 
611.nar nocraBeH11, KaKo rnro ce 0H11e 3a Ha6Jby.11yealhe Ha 
pa3JJHKHTe BO 3,[(paejero TIOMety pa3JJH'lHHTe eTHttljKJ,f 
MaJJUWHCKH rpyntt H nyfero 0.11 pa3JJl14Hl1Te C0UH0-
eK0H0MCKJ,f KJJacw. Pa3BOjor Ha 11HCTl1TYI.1_1111Te 3a 
3,[(paBCTBeHa 3aillTl1Ta 3a TI0MpUIKa Ha roe JJHI.l_ara 11 
HHBHttre 3.llpaBcrneHH pa6ornwu11 (Ha npm1ep Mpe)l{a Ha 
cneu11jan11311paID1 11Hcrnryu_1111 3a ncwx1111Koro 3.npaBje eo 
XonaH.1111ja) MmKe .na 611.11ar ecj>eKTWBHH, HO ecj>eKrnre 0.11 
BaKBwre HHCTl1TYU11H Tpe6a .na 611.nar Ha6Jby.11yBaHl1 H 
npoueHern (12). 
OBtte pe3ynrarn, 11cro · raKa, WMaar 11Mnn11Kau1111 11 BO 
npaKC3Ta Ha 3,[(p3BCTBeHara 33UITHTa. roe J111I.1_3Ta fill33T 
norpe6a .na 611.nar np11cj>areH11 KaKo nau11eHrn KOH HMaar 
norpe6a 0.11 cneuwjantto BHMMaHHe. O.11 HajroneMa 
Ba)l{H0CT e C03,[(aBaH,eTO ceecr TIOMefy 3,[(paBCTBeHHTe 
pa60TH11UH 11 TIOMery roe n11u_ara 33 MQ)l<HHTe 6ap11ep11 
co K0HWTO M0)1(3T .na ce C00'laT BO 3,[(paBCTBeHara 
33IllTHTa H, MH0ry TI03HatJajHo, K3K0 .na ce H36ernar 11n11 
.na ce H3,[(MHH3T 0BHe 6ap11ep11. Ha npHMep, BO MHory 
.11P)l{3BH, 3,[(paBCTBeHHTe pa60THHUH ce rpeHHpaHH K3K0 
.na K0M)'HHUHpaar 11 .na 06e36e.11ar 3.llpaBcTBeHa Hera 3a 
JJHHrBHCTH'lKl1, KynrypHH 11 eTHWIKH M3JJUHHCKl1 rpyn11. 
DH 611no 0.11 TI0M0ill aK0 THe 3Haar .na rn KOpHCTaT 0B11e 
BeillTHHl1 HCT0 TaKa .1106po K3K0 11 rpeHHpaHHTe JJHUa KOH 
ce rnye11 11n11 MMaar ornrereH cnyx. MHory 6ap11ep11 
M0)l(aT .na 611.11ar H3.11Ml1Harn H .na 611.11ar 1136ernar11 
3.11paBcrBeH11 npo6neMH caMo co co3.11aBa1-1,e ceecr 3a 
HCTHTe. 
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participants to fill out the questionnaires at home in 

their own time, the tlu·eshold for paiiicipation 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 bi1ih 

are included. 

Implications forfuture 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 Aa ce TIOA06p11 3ApaBCTBeHaTa 3alllTl1Ta MO)Ke Aa 
3aBl1Cl1 OA cne1.1mptt'IHJ1Te KapaKTep11CTJ1Kl1 Ha TIOArpyn11-
Te: n0Tpe611Te Ha n111.1arn KOH KOp11CTaT 3HaKOBeH ja311K 
MO)Ke Aa ce pa3JJl14Hl1 OA n0Tpe611Te Ha n111.1arn KOH 
TIO'lHaJJe Aa ro ry6aT cnyxoT TIOAOQHa BO H11BHl10T 
)1<11BOT. floKanHarn Kymypa, cp11HaHc11cK11Te 11 reorpacjJ­
CKttTe KapaKTep11CTl1Kl1 MO)l(e Aa BJJHjaaT Bp3 JJOKaJJHJ1Te 
n0Tpe611 11 ocrnapnttBOCTa. MmKHl1 aKTl1BHOCTl1 3a 
OTCTpattyBaH>e Ha 6ap11ep11Te ce cneAHttTe: 
I) Co3AaBaH>e Ha1.1110Hantt11 eKcnepTcKH 1.1eHTp11 3a 
rpaAeH>e Ha cBecrn, 11H111.111ja1.111ja 11 OAP)l(YBaFbe Ha JCT 
ttHCTHTYQHH 3a npeHaCO'lYBalhe Ha 3ApaBCTBeHttTe 
pa60THHQ11 11 rOC JJ11QaTa BO COOABeTHtt 11HCT11TYQ11H. 
OBtte QeHTp11 HAeaJJHO MO)l(e Aa KOOpAHH11paaT HaQ11-
0HaJJHl1 nporpaM11 3a HCYpa)l(YBa!he. 2) YnoYpe6a Ha 
TeXHOJJOrnja 3a TIOMplllKa Ha nocTOelJK11Te OTilllTl1 
3ApaBCTBeHH ycTaHOBH, Ha npHMep, HHTepnpern1.111ja Ha 
3HaKOBHHOT ja3HK OA AaJJe'lttHa, AaJJelJHHCKa 11HTepnpe­
TaQHja OA fOBOp BO TeKCT, Aa ce oc11ryp11 AeKa CHTe 
3ApaBCTBeHH ycnyrn OA OTilllTHTe 3ApaBCTBeHl1 ycTaHOBl1 
ce AOCTaTIHH Ha 11HTepHeT 11 HHTepHeTOT Aa e np11crnneH 
3a rOC JJHQaTa. OBHe HHcpOpMaQHH KOH Ce 6a3ttpaH11 Ha 
11HTepHeT 11JJl1 BO ann11Ka1.111ja (AOCTaTIHl1 BO nl1lllaHa 
cjJopMa, BO 3HaKOBeH ja311K H roBopeH ja3HK KOj TIOA­
AP)l<yBa 3HaKOBeH ja311K) MO)l(e Aa TIOMOrHaT BO TIOA0-
6pyBalbe Ha npHCTaTIOT AO OTilllTMTe 3ApaBCTBeHM ycrn­
HOBH H AO noce6HH HHcpopMaQMM 3a na1.111eHTMTe KOH ce 
rJJYBM MJJM HMaaT OIIJTeTeH cnyx. 3) HeKOl1 eBpOTICKl1 
Ap)l(aBM, BKJIY'lMTeJJHO 11 <l>paHQttja 11 ABcTpHja, MMaaT 
cne1.111janH3HpaHM aM6ynaHTCKM KJJ11H11Kl1 11/11n11 eA11H11Q11 
3a OCHOBHa 3ApaBCTBeHa Hera 3a rOC JJ11QaTa . .fl:antt Ce 
ycnernHH 11n11 He ce ycnernHH 0B11e KJJ11H11K11 MmKe Aa 
3aBl1Cl1 OA TaprernpaH11Te rOC TIOArpyntt 11Jll1 rpynH, OA 
JJOKaJJHJ1Te H OA reorpacpCKHTe KapaKTepHCTHKl1. 

3aKJ1y'IOK 

roe JJHQaTa MCKYCYBaaT 3Ha'lajHO noBeKe cp113WIKH H 
Apyr11 TelllKOTMH OA Apyr11Te rpyn11. IIoroneMaTa yno­
Ype6a Ha 3HaKOBHl10T ja311K e TIOBp3aHa co TIOA06p110T 
3ApaBCTBeH KBaJJttTeT Ha )1(11BOT. I10A06pH ce pe3yma­
THTe 3a TICHXM'lKOTO 3ApaBje Kaj TIOArpynarn Ha rnyB11 
JJHQa OTKOJJKY Kaj rpynarn Ha JJHJ..(a co nOTelllKl1 OlllTe­
TyBalha Ha cnyxoT, BO cnopeA6a co pe3ymaT1ne OA 
Apyr11 HCTpa)l(YBa!ha, rJIYBHTe yqecH111.111 BO XonaHAttja 
HeMaa noroneMH nc11XWIK11 npo6neMH OTKOJJKY n111.1arn 
OA KOHYpOJIHaTa rpyna. 
TI0Ype6H11 ce noroner.rn cBeCT 11 3Hael:ba KOH ce noBp3aH11 
CO CTieQHcpH4Hl1Te 3ApaBCTBeHH npo6JJeMl1 Ha rOC JJH­
QaTa 3a Aa ce OB03M0)1(J1 COOABeTHa 3ApaBCTBeHa 3alll-
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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: 

I) Create national expe1tise 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 

supp011 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 infonnation (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 repo1ted 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 paiticipants in the Netherlands did 

not rep011 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 ale11 for co-morbidities and barriers to access of 
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THTa. roe JUIL(aTa M 3,D;paBCTBeHMTe pa60THHL(M rpe6a p;a 
611p;ar nop;rorBeHM 3a KOMop611p;11re 1-1 6ap11ep11re BO 

np11cranor p;o 3,D;paBcTBeHara 3alllrMra, p;a ce o6pa3oBaar 
KaKo p;a rtt npeno3HaBaar 1-1 p;a ce coo'-l)'Baar co HMB 1-1 

Kora p;a ce K0Hcym11paar co eKcnepr, cneL(11jailll3HpaHH 

ycnyn1 MnM acMCTeHT 3a KOMyttMKaL(Hja (Ha npHMep, 

HHrepnperarop op; roBop BO reKcr 11n11 HHrepnperarop 

Ha 3HaK0BeH ja3HK). 
ITpeTI03HaBalheTO Ha roe flHL(aTa KaK0 rpyna Ha na­
L(HeHTH Koja MMa norpe6a op; cneL(ttjanHo BHHMaHHe e 

npBHOT LfeKop KOH nop;o6pyBalbe Ha HMBH0TO 3,D;paBje. 
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