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Abstract

Background: Some patients deny that they have a hearing impairment, which can lead to unmanaged hearing impairment. The purpose of
this review is to provide insights into why some individuals deny they have a hearing loss and do not want any hearing health care. This paper
suggests strategies for promoting acceptance among such patients.

Materials and Methods: The article is based on a synthesis of the clinical and scientific literature, as well as clinical experience related to the
various aspects of why patients deny that they have a hearing loss and reject hearing health care. The cited literature was collected by using
the PubMed database and the Google Scholar search engine using the terms ‘denial, ‘hearing loss, and ‘hearing aids’

Results: In addition to denying they have a hearing loss, some patients deny there is any impact of hearing loss and that they don’t need
hearing aids. Denial can present in a variety of forms, including implicit or explicit denial, and can range in severity from partial to complete
denial. Reasons for denial include the stigma related to hearing loss and hearing aids, lack of trust in hearing health care providers, uncertainty
of the benefits of hearing aids, and lack of confidence in making the required adaptations.

Conclusions: Patients with denial of hearing loss are unlikely to seek assistance from hearing health professionals or participate in studies
related to their condition. Thus, outreach efforts are necessary to reach such individuals. To address denial, enrolment in aural rehabilitation
support groups, guidance to significant communication partners, and several other strategies can be used. Additional studies will be beneficial
in further exploring denial.
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NEGACION DE LA HIPOACUSIA POR PARTE DE LOS PACIENTES Y SU RECHAZO
DE LAS ACTUACIONES PROPUESTAS PARA PERSONAS CON PROBLEMAS DE LA
AUDICION EN EL MARCO DE LA ATENCION SANITARIA: REVISION.

Resumen

Introduccion: La negacion de la pérdida auditiva por parte de los pacientes constituye uno de los posibles motivos por los cuales su audicion no
se trata. Esta revision tiene como fin presentar por qué algunas personas se niegan a reconocer su pérdida auditiva y no quieren beneficiarse de
la atencién médica. El presente trabajo propone estrategias para promover la aceptacion de la pérdida de la audicion entre este tipo de pacientes.

Material y métodos: El articulo se basa en una sintesis bibliografica de publicaciones clinicas y cientificas, asi como en las experiencias
clinicas relacionadas con los distintos aspectos de la negacion de la hipoacusia por parte de los pacientes y su rechazo de los cuidados médicos
propuestos. Las publicaciones citadas han sido recogidas utilizando la base de datos PubMed y el buscador Google Scholar e introduciendo
los términos “negacion’, “pérdida de la audicién” y “audifonos”.

Resultados: Algunos pacientes, aparte de negar el hecho de que sufran una pérdida auditiva, niegan también que esto de alguna manera
los afecta y dicen que no necesitan audifonos. La negacién puede manifestarse de varias maneras, incluida la negacion directa de la pérdida
auditiva, o indirecta, cuando el paciente niega la dificultad en la comprension del habla, y puede tener varios grados — desde negacion parcial
hasta negacion completa. Causas de la negacion incluyen el estigma asociado a la pérdida auditiva y a los audifonos, falta de confianza en los
proveedores de audifonos, incertidumbre en cuanto a los beneficios de los audifonos, asi como baja autoestima en la adecuada adaptacion.

Conclusiones: Los pacientes que niegan su hipoacusia lo mas probable que no acudan a la ayuda médica y no participen en estudios relacionados
con el estado de su audicion. Por lo tanto, para llegar a estas personas, es necesario implementar medidas de concienciacién a gran escala. Para
prevenir la antes descrita negacion por parte de las personas con pérdida auditiva, una de las estrategias que puede ser util es unirse a grupos de
apoyo que funcionan en el marco de la rehabilitacién de la audicién o dar consejos a personas que se comunican con ellas. Una investigacién
adicional serd beneficiosa para profundizar el conocimiento sobre el fendomeno de la negacion de la hipoacusia por parte de los pacientes.
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OTPMIAHME TYTOYXOCTU N OTKA3 ITAIIMEHTOB OT IIOMOIIIN,
IIPEJJIATAEMOI B PAMKAX CUCTEMbI 3TPABOOXPAHEHUSA TUIIAM
C HAPYHIEHMAMMHI CJIYXA - Ob30P

A6cTpakT

BBeneﬂme: OTpI/II.IaHI/Ie naneHTaMM IIOTEPU CIyXa COXKIKET 6bITH OJHOJ 13 BO3MO>KHbBIX IIpUYNH, 13-3a KOTOPbIX VX HApYIIE€HNA CITy-
Xa HE j1e4yaTcs. L[em: 3TOTO 0630pa — IIOKa3aTb, MMOYEMY HEKOTOPBDIE TIOAM OTPUILIAIOT CBOE€ HAPYLIEHNE CIyXa U HE XOTAT BOCIONIb30-
BaTbCS MEJUILIMHCKOV ITOMOIIBIO. B HacTos1en pa60Te npencTaBa€Hbl METOADI IIOIY/IAPM3aALIN IIPUHATIA Hapymel—mi[ ciryxa cpe-
AV TaKMX IMALVEHTOB.

Marepnanst n MeTon;: CTaTbsi OCHOBaHA Ha CMHTe3€e KIIMHIYECKOI ¥ HAyIHOI IMTEPATYPhI, @ TAK)Ke KIMHNIECKOM OIIbITe, CBA3aHHOM
C pa3IMYHBIMU aACIIEKTAMU CI/ITyaI_U/H/I, B KOTOPBIX MMEET MECTO OTPULIAHME TeryXOCTI/I IangMeHTaM 1 0TKa3 OT IIOMOIN, IIpeaarae-
MOIT B paMKaX CHCTEeMBI 3paBooxpaHeHys. IIpoluTnpoBaHHas IMTepaTypa 6blIa coGpaHa ¢ IOMOLIbI0 6assl faHHBIX PubMed 1 mo-
nckoBuka Google Scholar, ¢ ncnonb3oBaHNeM TePMIHOB «OTPUIIAHMEY, KITOTEPA CyXa» U «CIyXOBbIE aIlllapaThl».

PeSyIII)TaTI)I: HeKOTOpre TIAIIVIEHThI HE TOTbKO OTPUILIAIOT CBOE HAPYIIEHNE C/TyXa, HO M OTPUIIAIOT, YTO 3TO HA HUX KaKMM-TO 06pa30M
BIINAET, a TAK)KE YTBEPXKIAKOT, YTO UM HE€ HY>KHbI CJTyXOBbI€ allllapaTbl. OTPI/IHaHI/Ie MOJKET IMETb pa3/INIHbIE q)OprI, B TOM 4MC/IE€ HE-
TIOCPENCTBEHHOE OTPULIAHVE HAPYIIEHNA CIYyXa, TaK ¥ KOCBEHHO C HM CBA3aHHOE, B 9TOM C/1y4ae IMalMeHT, HalIpUMEpP, OTPULIAET CI0XK-
HOCTU € IOHMMAaHNEM pedM, a TAKIXKE MOXXET MMETDH Pa3/INMYHYI0 CTEIIEHD — OT YaCTUYIHOI'O 1O IMOTHOT'O OT OTpUIIaHMA. K npuYnHaMm OT-
puUaHNA OTHOCUTCA CTUTMATU3alNA, CBA3aHHAA C HAPYHUIEHMEM CTyXa M CJTyXOBBIM aIlllapaToM, HEJOBEPME K ITOCTABIIVKAM CTyXOBbIX
almnapaToB, HEYBEPEHHOCTb B JOCTOMHCTBAX CTYXOBBIX aIllllapaTOB 11 OTCYTCTBME YBEPEHHOCTU B cebe u COOTBCTCTByIO]_HeﬁI aganTauumn.

BI)IBO].'[I)I: HaIH/IeHTbI, KOTOpbI€ OTPULIAIOT CO6CTB€HHY10 TYroyXoCTb, BEPOATHEE BCETO HE 06paTHTC${ 3a IIOMOIIbIO K COTPYAHMKAM
CHy)K6bI 3paBOOXPAaHEHNA U HE IPUMYT y4aCTUA B MCCIENOBAHMAX, KaCalOIIMXCA COCTOAHMA UX CIyXa. B cBsA3m ¢ aTuM, YTOOBI Hall-
T IOAXO0 K TAaKUM JINIIaM, HeOGXOH]/IMa mpoKaAa I/IHCI)OpMa]_U/IOHHaH KaMmauus. IYTo6st HpOTMBOﬂeﬂCTBOBaTb ONMCaAaHHOMY OTpU-
LAHVIO Cpeay /NI C HAPYLIIEHNAMM ClIyXa, 3 MHOTOYMC/IEHHbBIX CTpaTeI‘I/If/l MOJXKET IIPMHECTU I10/Ib3Y 3aNMCh B TPYIIIIbI MOALEPIKKI,
,E[e]‘;[CTByIOHlMe B paMKax CHYXOBOﬁ pea6]/[]'IMTa]_U/I]/I, nin nepegada yKa3aHI/I]7[ 3HA4YMMbIM /II0JSM B X OKPY>K€HUN. ,[[anbﬂeﬁume uc-
CNIeOBaHNA ABJECHNA OTPULIAHNA TAVIEHTAMU cBOe TYTOyXoCTun 6yHyT croco6cTBOBaTh 60ee TINATEIbPHOMY U3Yy4Y€HNIO HPOéHeMI:-I.

KnroueBsie cmoBa: CTapeHNe » OTPULIAHNE ¢ CIYXOBbBIE AIIIIAPATDbI ¢ IIOTEPA C/IyXa ¢ B3pOC/IbIE IIOAN ITIOJKIJIOTO BO3pacTa ¢ CTUTMaTU3ansA

ZAPRZECZENIE NIEDOSLUCHU A ODRZUCANIE PRZEZ PACJENTOW
DZIALAN PROPONOWANYCH W RAMACH OPIEKI ZDROWOTNE] DLA OSOB
Z PROBLEMAMI SLUCHU - PRZEGLAD

Streszczenie

Wstep: Zaprzeczenie utraty stuchu przez pacjentow jest jedng z mozliwych przyczyn, dla ktérych ich stuch nie jest leczony. Celem tego prze-
gladu jest przedstawienie, dlaczego niektérzy ludzie zaprzeczaja, Ze maja ubytek stuchu i nie chca korzystaé z opieki medycznej. W niniejszej
pracy zostaly zaproponowane strategie promowania akceptacji utraty stuchu wérdd takich pacjentéw.

Material i metoda: Artykul opiera si¢ na syntezie literatury klinicznej i naukowej, a takze do$wiadczeniach klinicznych zwiazanych z réz-
nymi aspektami sytuacji, w ktérych ma miejsce zaprzeczanie niedostuchu przez pacjentéw i odrzucanie przez nich dziatan proponowanych
w ramach opieki zdrowotnej. Cytowana literatura zostala zebrana przy uzyciu bazy danych PubMed i wyszukiwarki Google Scholar, uzywa-
jac termindw ,,zaprzeczenie’, ,utrata stuchu” i ,,aparaty stuchowe”

Wryniki: Niektorzy pacjenci oprocz zaprzeczenia, ze maja ubytek stuchu, zaprzeczajg takze, ze ma to na nich jakikolwiek wptyw i twierdza, ze nie po-
trzebujg aparatow stuchowych. Zaprzeczenie moze wystepowaé w réznych formach, w tym jako zaprzeczenie bezposrednio dotyczace ubytku stu-
chu, jak i posrednio z nim zwigzane, wowczas pacjent zaprzecza np. trudno$ciom w rozumieniu mowy, jak i moze przyjmowac rézne stopnie — od
czesciowego do catkowitego zaprzeczenia. Przyczyny zaprzeczenia obejmuja stygmatyzacje zwigzang z ubytkiem stuchu i aparatem stuchowym, brak
zaufania do dostawcow aparatéw stuchowych, niepewno$¢ co do zalet aparatéw stuchowych i brak pewnosci siebie w odpowiednim adaptowaniu sie.

Whioski: Pacjenci, ktorzy zaprzeczajg, ze majg niedostuch, najprawdopodobniej nie zwroca sie o pomoc do pracownikéw stuzby zdrowia i nie
wezmg udzialu w badaniach dotyczacych stanu ich stuchu. W zwiazku z tym, aby dotrze¢ do takich osob, konieczne sa dziatania informacyj-
ne na szeroka skale. Aby przeciwdziala¢ opisanemu zaprzeczaniu u 0séb z ubytkiem stuchu, wérdéd wielu strategii przydatne moze by¢ zapisa-
nie si¢ do grup wsparcia dzialajagcych w ramach rehabilitacji stuchowej czy przekazywanie wskazéwek waznym osobom komunikujacym sig¢
z nimi. Dalszemu zglebianiu zjawiska zaprzeczania niedostuchu przez pacjentéw beda sprzyja¢ dodatkowe badania.

Stowa kluczowe: starzenie si¢ « zaprzeczenie « aparaty stuchowe o utrata stuchu » starsze osoby dorosle « stygmatyzacja

Introduction

Denial is often apparent in mental illnesses, addictions,
eating disorders, terminal illnesses such as cancer [3], and
chronic conditions such as hearing loss [4]. The concept
of denial has been explained by various authors in vari-
ous ways depending on the specific context. It is helpful
to review these various definitions to get an in-depth and
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well-rounded view of the concept of denial for clinical ap-
plication of the concept to issues related to hearing loss and
hearing aids. Freud [1] described denial as the refusal to
accept the existence of a distressing condition. He thought
of denial as one of the defence mechanisms used by the ego
to shield it from perceived threats. Denial can also be a first
step of the mourning process, followed by anger, bargaining,
depression, and acceptance [2]. Denial allows the denier
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Figure 1. Denial and related processes

to deal with emotional stress, anxiety, fears, and painful
thoughts by refusing to accept facts that are obvious to oth-
ers. All these various definitions can be combined to form
a uniform concept of denial (as shown in Figure 1) for im-
proving hearing health care. The term “acceptance” in the
figure is related to the acceptance of hearing loss or accept-
ance of related recommendations such as hearing aids. Ac-
ceptance of hearing loss specifically means that the patient
agrees, following suggestions from family members or fol-
lowing the diagnosis of hearing loss by a clinician, that he
or she suffers from hearing loss. Such individuals may deny
the need for hearing aids and may not follow a recommen-
dation for such a device. Acceptance of hearing aids means
that the person agrees with a recommendation to obtain a
hearing aid. Please note that, for easier comprehension, Fig-
ure 1 shows a highly simplified model of denial and related
processes; for example, some individuals may reach the ac-
ceptance phase, but may then revert back to denial (as dis-
cussed later in this article).

Audiologists usually diagnose hearing loss using a cali-
brated audiometer [5] that presents a set of tones at vari-
ous frequencies through headphones or insert earphones.
The tones are calibrated based on the responses of young
adults with normal hearing who do not have any fami-
ly history of hearing loss, who are free from hazardous
noise exposure history, and who do not have any ear-re-
lated conditions or diseases. The patient is expected to
respond to the tones he or she is able to hear, including
those that are barely audible. Thresholds are usually de-
fined by noting the softest level at which the patient re-
sponds to the tones on at least 2 out of 3 trials [6]. A
threshold of 0 dB HL represents the average level of the
softest tones heard by young adults with normal hearing.
Adults with thresholds of 25 dB HL or greater are diag-
nosed with hearing loss, although various investigators
have used other criteria.

The prevalence of hearing loss increases with age. Hearing
loss can have a negative impact on the individual, family,
and the society [reviewed in 4]. Hearing aids are effective
in improving life quality [7, 8]. Hearing aid use can im-
prove psychosocial function even in the presence of a mild
hearing loss [9]. Unfortunately, few adults seek treatment
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Figure 2. Classification of denial

for hearing loss. In the U.S., among adults who are 70 years
or older and who could benefit from hearing aids, fewer
than 30% have ever used hearing aids and the percentage
is even lower among adults aged 20 to 69 years [10]. Ac-
cording to the World Health Organization [11], the glob-
al annual cost of unaddressed hearing loss is in the range
of $750 to 790 billion international dollars (a unit of cur-
rency defined by the World Bank).

Since a possible reason for unmanaged hearing impairment
is denial, it is crucial for health professionals to address
the issue of denial of hearing loss as effectively as possi-
ble through a complete understanding of this phenome-
non. The purpose of this review is to examine the various
aspects of denial of hearing loss and rejection of hearing
health care in order to assist health professionals promote
acceptance of hearing loss and hearing health care.

Methods

In most cases hearing loss is not life threatening. Thus,
many individuals with hearing loss can continue to deny
hearing loss and may never seek advice from health pro-
fessionals or participate in research studies that are, or ap-
pear to be, related to denial of hearing loss. Therefore, for
this review, related clinical and scientific articles were lo-
cated through the PubMed database and Google Scholar
search engine, using the terms ‘hearing loss’ and ‘hearing
aids’ in addition to the term ‘denial’ By reviewing the ab-
stracts, the search was narrowed to sources in English ad-
dressing denial. The references used in such studies were
examined to locate additional publications related to the
topic. Both qualitative and quantitative information from
psychological, social, and audiological perspectives on de-
nial of hearing loss was then integrated with personal clin-
ical experiences to complete the review.

RESULTS

Proposed classification of denial of hearing loss

Denial can be classified in a variety of ways including what
is being denied, the manifestation of denial, and the se-
verity of the denial (Figure 2).
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Classification based on what is being denied
Denial of existence of hearing loss

In this case, a person with sensorineural hearing loss typical-
ly insists that she or he does not have any difficulty in hear-
ing. For example, upon hearing the results of their audiomet-
ric evaluation, the person may say that he was distracted by
heartbeat and stomach noises, leading to abnormal test re-
sults. After realizing they could have a hearing loss, individ-
uals delay a hearing test for 3.5 years on average [12], and
some of the delay in seeking hearing health care is related to
the stigma associated with hearing loss [13]. Many individ-
uals admit to previously going through a stressful phase of
denial and concealment before seeking a hearing test [14].

Denial of impact

Individuals with significant hearing loss may down-play or
strongly deny actual hearing difficulties [15]. Even some
individuals who are receiving monetary compensation
for occupational hearing loss [16] show such denial. In
one study, 13% of those who did not seek follow-up test-
ing after failing the hearing screening felt that their hear-
ing problem was not serious enough [17].

Denial of hearing aids

The denier may come up with several excuses, including cost
issues, but there are several other reasons for denial includ-
ing stigma [18] associated with hearing loss or hearing aids.
Even in countries where hearing aids are offered at no cost,
many patients refuse hearing aids [19]. On average, the de-
nial of hearing aids may last about 1.3 years after an initial
diagnosis of hearing loss, as suggested by an observed delay
in the purchase of hearing aids by 1.3 years [12].

Denial of the need to use hearing aids following their
acquisition

The period between the time when an individual is first
fitted with hearing aids and the time when she accepts her
hearing loss may last for a couple of years [20]. Approxi-
mately 3% of hearing aid owners never use their hearing
aids and approximately 13% may use their hearing aids on
a less than weekly basis [12], which can significantly re-
duce the benefit from hearing aids.

Classification based on manifestation of denial
Implicit denial

The patient tries to invoke other causes for their hear-
ing difficulties, such as wax in the ears. Another example
is that the patient may say that he did not do well on the
hearing test because he was not paying close attention to
the presented sounds.

Explicit denial

The patient says that he does not have any hearing dif-
ficulties, while family members report clear evidence of
hearing loss and a significant hearing loss is apparent on
the audiogram.
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Figure 3. Classification of denial based on the degree
of denial

Classification based on the degree of denial

In a strict sense, the denial defense mechanism can be con-
sidered unconscious, but it need not be a complete retreat
from reality. It can be conceptualized as a continuum of
complete denial to partial denial, including minimization
to normalization of the problem [21], as shown in Figure
3. Minimization implies acknowledgement of some hear-
ing impairment but is viewed more as a problem for oth-
ers, and in some cases a problem that can be overcome
without any assistance.

The prevalence of denial

The exact prevalence of denial of hearing loss is difficult to
assess since many deniers never participate in any screen-
ings or research projects related to hearing, and verifica-
tion of hearing loss through audiometry or interviews of
family members is a prerequisite to the study of denial of
hearing loss. Following successful treatment, some patients
may admit to previously denying their hearing loss over
a long period, either due to vanity issues or shame [e.g.
22]. A fairly long period may be necessary for some indi-
viduals to accept their hearing loss or the impact of such
hearing loss [20]. Kyle and colleagues [23] noted that up
to 75% of individuals with hearing loss are in the denial
phase at any given time.

The reported prevalence of denial varies depending on
the criterion used for hearing loss. For example, using
a criterion of failure to respond to a 40 dB HL tone in
one or both ears at 1000 and 2000 Hz, Smith and Cricos
[24] concluded that most adults above the age of 65 years
acknowledge hearing loss despite their lack of hearing
aid use. In their study, only 11% of the individuals who
thought they did not have hearing loss failed the screening.
However, in the same study 66% of the individuals who
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thought they had hearing loss passed the screening, which
indicates a lax passing criterion. Using a similar criterion,
a similar prevalence of 11% denial was noted by Dancer
& Jacobson [25]. Studies have shown that even a mild
hearing loss (25 dBHL) can be disabling [26], and so a 40
dBHL criterion can be expected to exclude individuals
who had a hearing loss. Having such relaxed criteria
for determination of hearing loss is likely to prevent
individuals with mild loss from getting adequate help [20].

Another factor affecting the prevalence of denial of hear-
ing loss is the particular sample surveyed. If socially ac-
tive older adults who have never been previously exam-
ined by any hearing professionals are studied, then the
prevalence of lack of awareness of hearing loss or deni-
al can be as high as 50% [27]. Among those who report
normal hearing, 70% will continue to deny a hearing loss
even after receiving informational counseling about their
hearing loss [4]. In another study, investigators recruited
individuals above the age of 70 years who had registered
with a general practice in an inner London borough. Out
of a sample of 253 participants (48 refused to participate),
60% had a hearing loss using a criterion of an average loss
of 35 dBHL or worse across 1, 2, and 4 kHz. Among those
with hearing loss, 24% refused to accept their hearing loss
even in the presence of audiometric evidence [28]. On the
other hand, among the individuals who visit hearing clin-
ics, about 17% of the individuals may remain in denial af-
ter initial consultation and counseling [29]. The different
prevalence in the above populations can be expected since
some individuals who visit hearing clinics are cognizant
of their hearing difficulties.

An additional factor determining the prevalence of deni-
al is the type of denial assessed and the time of the assess-
ment. As noted previously, if denial of diagnosis of hear-
ing loss is evaluated among those who denied any hearing
loss before audiometric testing, the rate of denial follow-
ing audiometric evaluation and informational counseling
can be as high as 70% [27]. If denial of hearing aids is be-
ing assessed after acceptance of hearing loss, the denial
can be more than 50%, even in countries where hearing
aids are provided free of charge [19]. Erler [30] report-
ed acceptance of treatment or purchase of hearing aids
only by 22% of individuals after a brief counseling ses-
sion. Even with newer technologies, if denial of treatment
is assessed after an initial audiological appointment and
a brief interactive information session related to hearing
aids, only 56% may decide to obtain aids, 30% may inform
the audiologist that they need to think about hearing aids,
while 14% may reject hearing aids [31]. Although 10.6%
of adults report hearing difficulties, suggesting awareness
of hearing loss, only 3.2% report hearing aid ownership,
suggesting an adoption rate of 30.2% [12] or hearing aid
denial rate of 69.8%.

Benefits of initial brief denial

During the brief period after learning of the existence of
hearing loss, denial may serve a protective purpose. It can
allow some time for the unconscious mind to organize
to cope with the upcoming changes such as using and
adjusting to amplification. In a few cases, when the patient
has other very serious health concerns - such as pancreatic
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cancer — denial of hearing loss can give strength to focus
on coping with cancer. Obviously, a beneficial approach to
managing the hearing loss, after a brief duration of denial,
is to accept it and follow the recommendations of hearing
health professionals.

Disadvantages of long-term denial

Prolonged or extended denial can have potentially devas-
tating long-term consequences, such as a divorce due to
communication difficulties with the spouse. Such indi-
viduals may insist that they have normal hearing and may
become furious at individuals who suggest the presence
of hearing loss. We have seen such anger from a few in-
dividuals by simply administering a questionnaire titled
“Survey for Client Acceptance of Loss and Hearing Aids
(SCALHA)” that includes questions such as “Do other
people think that you have a hearing loss?” [32,27]. How-
ever, after a brief period, this ‘anger’ phase can assist in
pulling some individuals out of the denial phase. As stat-
ed previously, the five stages of the grieving or emotional
adjustment process include denial, anger, bargaining, de-
pression, and acceptance [2].

A major disadvantage of the refusal to accept hearing loss is
that it presents an obstacle to seeking or successfully partic-
ipating in auditory rehabilitation efforts [33]. In addition,
the denier often places the blame for the unacceptable re-
ality of hearing loss on someone else (e.g. spouse speaking
too softly) which can increase tension in the family [34].

Disadvantages of denying the need for a hearing aid

Long term unmanaged hearing loss can lead to reorgan-
ization of the auditory pathways due to sensory depriva-
tion. For example, the areas that are normally tuned to
high frequencies can become tuned to low frequencies in
the presence of untreated high frequency hearing loss [35].
Such reorganization can make adjustment to hearing aids
more difficult after a long period of untreated hearing loss.

People with auditory difficulties can suffer from psycho-
social, physiological, cognitive, and behavioral issues [36].
For people who do not deny the diagnosis, but deny hear-
ing aids, their emotional reactions to hearing loss may
make them tense and nervous, making speech recogni-
tion more difficult. They are more likely to be annoyed
or exasperated during routine encounters. They may feel
anomalous, weakened, or disabled [37]. Some deniers are
constantly afraid of being found out as being hearing im-
paired. Other individuals may become the object of hurt-
ful gibes or shame, leading to reduction in participation
in social activities [19]. Hearing loss also affects friends,
family, or caregivers due to miscommunications, burden
of serving as an interpreter, and psychological costs relat-
ed to the inability to have honest discussions about hear-
ing difficulties [37-42].

Unmanaged hearing loss can lead to breaking of unwritten
social rules. For example, some individuals with unman-
aged hearing loss may get too close to the person who is
speaking and thus can encroach on the speaker’s personal
space. Persons with unmanaged hearing loss may uncon-
sciously speak in a loud voice, which can make the person
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seem angry or unstable [37]. This can lead to negative re-
actions from the conversation partner such as movement
to a position further away, with an apparent display of un-
friendliness or lack of empathy [20].

Reasons for denial

The unconscious mind of the denier may deem being hear-
ing disabled, or hearing aided, or aged as more threatening
to the ego than the act of denying the presence of hearing
loss. In such cases, self-deception is used as a protective
shield against the undesired reality of hearing disability,
or the actual reality is modified to align with the person’s
self-image [43] of being a typical younger individual. Peo-
ple who feel they can minimize the occurrence of hear-
ing loss as they grow older are more likely to display de-
nial of hearing loss [44].

Reasons for denial of diagnosis

One of the reasons for refusal to accept auditory difficulties
is the stigma related to hearing loss. Concealing hearing
difficulties is a commonly reported stigmatic behavior
[45]. The term stigma refers to any attribute, trait, or
disorder that marks an individual as being unacceptably
unlike the “normal” individuals with whom he or she
routinely interacts, and such a trait is expected to elicit
some form of (negative) community reaction [46]. Knapp
[47] observed that unlike the blind or physically disabled,
the deaf are seldom pitied. They are more often ridiculed
and the invisibility of their hearing loss may further inflate
the perception of “strange or odd” behavior. He further
noted that individuals with hearing loss are suspicious, and
often with cause, since people do avoid them. Individuals
with hearing loss are often the target of hurtful jokes [21].

Up to 23% of the psycho-emotional utterance units of
professionals with hearing loss are related to the theme of
embarrassment, self-consciousness, or shame [48]. Even
health care providers such as nurses may report discomfort
in talking to a person with hearing loss [49]. Knapp [47]
viewed hearing as a social sense and noted that to hear
is to conform and to ‘not hear’ may mean rebel. Thus,
individuals with normal hearing may sense disapproval
when what they say appears to fall on “deaf ears”.

A few individuals may be striving to avoid being defined
as deviant, stupid, or dumb in social interactions and to
maintain a positive (normal) self-image [43]. Approxi-
mately 30% may not reveal their hearing loss in the work-
place [48]. Denial of hearing loss allows the person to not
see himself as inept in social interactions or as imposing a
burden on others because of hearing difficulties. Such de-
nial may also allow individuals to maintain the self-image
of being young. Some individuals associate hearing loss to
aging and aging with the approach of death [50]. Other
individuals may strongly believe that hearing loss is un-
common and unexpected at middle-age.

Some individuals may feel overwhelmed by the diagno-
sis of hearing loss and may feel incompetent to adjust to
it. For example, they may need to make certain behavio-
ral modifications such as watching the face of the speaker,
which may reduce the primary disability caused by hear-
ing loss but may lead to secondary issues such as fatigue
due to the effort involved in the adjustment process [51].

Classification of stigmas

Stigmatizing conditions can be classified by their visibil-
ity (Figure 4).

Dimensions of stigma

Visibility From individuals

who do not have hearing loss

Manner of presentation
for persons with hearing loss

Visible disability

——  (e.g. pinna missing

or malformed)

Prejudice (e.g. negative
emotions or feelings such
as pity or frustration)

Invisible disability
(e.g. hearing loss)

Stereotypes (aging,
less competent)

Invisible disability

——  made visible due to

use of hearing aids

Discrimination
(joking, bullying,
distancing)

Assumed disability
due to impact
(e.g. listening
difficulties)

Witnessed (e.g.
through media)

— Anticipated

——  Self-experienced

L Internalized

Figure 4. Dimensions of stigma
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Some stigmatizing disorders such as blindness are clearly
visible, and cannot be hidden or disguised, and individuals
with such disorders can be discredited based on related
stigma. Other conditions such as mild or moderate hearing
loss are invisible and may allow people with hearing loss to
assume that they can “pass as normal” [46], thus promoting
denial. A hearing loss may become visible if visible hearing
aids are worn by an individual, which is problematic for
those who do not wish to disclose their hearing loss [52].
In other cases, when communication partners become
aware of the listening difficulties of a patient, due to
several requests for repetition of messages or confusions
in carrying out conversations, they will assume a hearing
loss or senility.

Stigma can be classified by considering how individuals
who do not have hearing loss feel about those with hearing
loss and how they act around individuals with hearing loss.
For example, in the emotional domain, individuals without
hearing loss may have prejudice or negative feelings such
as pity or shame about those with hearing loss. From the
cognitive point of view, they may, as a group, think about
the person with hearing loss as someone who is getting
older or who is becoming less competent. Some such in-
dividuals may express their prejudice through discrimi-
natory behaviors such as joking or mimicking the person
with hearing loss (Uh? What did you say?).

From the viewpoint of those who have a hearing loss,
stigma can also be classified into witnessed, anticipated,
self-experienced, or internalized stigma and the reasons
for stigma may fluctuate over time. Individuals may see
stigma in statements in the media, perhaps news or com-
edies, related to not hearing a word correctly. Wallhagen
[53] identified the potential effect of the media and ad-
vertisements on maintaining the stigma related to hear-
ing loss and hearing aids.

Anticipated stigma is the anticipation or fear of discrim-
ination [54]. Before acquiring a hearing impairment, an
individual may share their prejudice about deafness with
others, which will then increase the possibility of antici-
pated stigma [43]. As a result of anticipated stigma, some
people may unconsciously adopt a strategy of non-dis-
closure or concealment of hearing loss. Some individu-
als are afraid of the psychosocial disadvantages of disclo-
sure, such as reduced promotion or job opportunities or
being excluded from group conversations [21] or activities.

Self-experienced stigma refers to actual prejudice or un-
acceptability. People with hearing loss often experience
stigma and feel that other individuals view them differ-
ently due to their hearing loss or hearing aids [reviewed
in 18]. For example, some individuals report being stig-
matized by coworkers or family members [21], perhaps
being bullied by their bosses, fired, demoted, or asked
to give up some work-related duties [14]. Other individ-
uals report denial of promotions because of their hear-
ing loss [48].

Internalized stigma refers to the extent to which
individuals with hearing loss may believe and accept the
negative stereotypes associated with them. For example,
after experiencing discrimination in the work place, some
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participants may begin to believe that they are incompetent
or incapable [14]. Some patients believe that they have
lost their “competitive edge” because of hearing loss and
in competitive professions such as business, some fear
that having a hearing loss is perceived as a weakness [48].
Others believe that they have lost their self-esteem due
to an inability to get a good job. Some individuals with
hearing loss are concerned about appearing stupid or dumb
[55], unfriendly, difficult, rude, or old [56]. Hearing aid
use does not always ameliorate the feeling of stigma [57].

Reasons for rejection of hearing aids

Perception that hearing loss is not serious enough
(minimization)

Some individuals may have a stoical attitude to problems
of any kind, including hearing loss [58]. Other individuals
may believe that they have only a slight hearing loss or that
their hearing problems are minor and that they know how
to cope with the loss on their own. For those with mild
to moderate hearing loss, the main barrier to adopting a
hearing aid is the perception that they hear well enough in
most situations [12]. In one study, among those who were
unwilling to use hearing aids, 47% did not give a reason
for refusal or declined to discuss the topic and 19.7% felt
that hearing aids were unnecessary [59]. The perception
of minor hearing difficulties may be enhanced by signif-
icant others who may compensate for the loss by speak-
ing loudly and allowing the volume of the TV to be suffi-
ciently loud to compensate for the hearing loss.

Ambivalence about the effectiveness of hearing aids

Cost of the hearing aid itself is unlikely to be the only
major barrier to accepting a hearing aid [60]. In a re-
cent study of individuals with hearing loss from south-
ern Taiwan, who did not wish to pursue hearing aids,
only 5.1% noted cost-related concerns [59]. For individ-
uals in the age-range of 65 to 74 years , in UK, where
free hearing aids are available for those who qualify, the
hearing aid adoption rate is 40%, compared to a rate of
39% in the U.S. where not everyone receives free hearing
aids. For individuals over 75 years, in France, where na-
tional healthcare is available, the adoption rate is 39%,
compared to 40% in the U.S. [12]. Nonetheless, some
patients still believe that the cost related to the treat-
ment is too high [27], especially in the presence of se-
vere hearing loss [12]. Others may not be convinced
about the cost effectiveness of hearing aids.

Some individuals report minimal benefit from hearing
aids in noisy surroundings, which restricts their partici-
pation in social gatherings [56]. Some individuals believe
that hearing aids do not work [61] and others consider
hearing aids are not worth bothering about [56]. Others
assume that hearing aids will make hearing worse due to
constant exposure to loud sounds. Some are concerned
about hearing aids becoming a type of a crutch; once they
start wearing them they will have to continue using them
(like eyeglasses). Some may have had past experience with
poorly fitted hearing aids or may know a friend or relative
with poorly fitted hearing aids or who believed that their
hearing aids made things worse for them [52].
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Some health professionals may reinforce the rejection of
hearing aids by informing patients that hearing aids are not
helpful for their hearing loss and may not be worth trying
[19,41] or that individuals who get hearing aids too ear-
ly are worse off due to those aids [52] or that their hear-
ing loss is not severe enough. A physician informed one
of our patients with a significant high frequency hearing
loss that the only thing she needed to do was to stop wor-
rying about buying a good stereo because of her inability
to differentiate between a good and a bad stereo. Other
barriers for referral by medical practitioners include neg-
ative perceptions about how older patients prioritize hear-
ing and their ability to afford and adapt to hearing aids
[62]. In some cases, physicians may offer treatment for
hearing loss only in the form of cerumen removal [28].

Lack of trust in hearing health care providers

Some patients may believe that hearing health care servic-
es are commercially oriented and biased. They have diffi-
culty in trusting the results of their hearing tests since the
health care provider profits from selling hearing aids after
diagnosis of a hearing loss. This situation can be viewed
as a conflict of interest and thus untrustworthy [52]. In
such cases, objective tests such as otoacoustic emissions
can improve confidence in the subjective audiometric test
results. Patients’ lack of trust may be worst in cases where
hearing health care providers fail to respond in an empa-
thetic manner to patient concerns [63].

Hearing aid stigma

Some stigma is related to the physical appearance of hear-
ing aids, with the size and visibility of hearing aids being
associated with stigma [reviewed in 43]. In a study in-
volving a large sample, 18% reported being too embar-
rassed to wear hearing aids [64]. Women appear to rate
men without hearing aids as being more attractive [65].
The physical appearance of hearing aids may not always
be a major issue. For example, in a study of individuals
with hearing loss from southern Taiwan, only 1.5% of the
patients who did not wish to pursue hearing aids had cos-
metic concerns [59].

Outer appearance is more prominent in some cultures.
Many individuals spend considerable amounts of mon-
ey in improving their personal appearance through plas-
tic surgery, regular and expensive visits to beauty salons,
and costly and time-consuming make-up routines. Under-
standably, visible hearing aids may not fit into their self-
perception or their expectations of an ideal self-image.

Some people with hearing loss feel that hearing aids are as-
sociated with negative stereotypes such as old age [53,50].
Part of the stigma related to aging is associated with phys-
ical appearance. There is a general consensus in society’s
views of aging, including a decline in physical attractive-
ness [66]. Many older adults strive to maintain a youth-
ful and attractive appearance in order to achieve an ideal
self-image, to continue to be socially appealing or accept-
able [67], and to reduce anxiety related to aging or near-
ing death. The desire to maintain physical attractiveness is
partly related to the benefit of attractiveness in labor mar-
kets and in social situations. Physically attractive adults
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enjoy better career advancement and promotion oppor-
tunities and higher wages than unattractive individuals
[reviewed in 68]. As an example of social advantage, at-
tractive professors in a university setting receive better stu-
dent evaluation ratings than less attractive professors [69].

In our experience, discrete hearing aids promote greater ac-
ceptance, satisfaction, and degree of use among some older
adults. These adults were not only greatly dissatisfied with
their previous, more visible aids but also with the profes-
sionals who served them since they perceived that, due to
their age, the professionals frowned when the patient ex-
pressed cosmetic disapproval of the behind-the-ear hear-
ing aids recommended for them. Such reactions made it
impossible for them to further pursue their cosmetic con-
cerns due to the fear of being accused of vanity (Figure 6).

Some individuals anticipate stigma from the use of hear-
ing aids. Studies have shown that a belief that hearing aids
are too conspicuous or suggest incompetence can prevent
some individuals from seeking amplification [70,71]. Stig-
ma and negative attitudes are considered to be the con-
tributing factors for the low use of hearing aids among In-
digenous Australian adolescents [72]. In a study involving
a large sample, 16% of individuals were concerned about
what others will think of them if they had hearing aids
[64]. Plath [73] surveyed hearing aid acousticians to find
out the most frequent problems in provision of hearing
aids to older individuals. The findings of the survey sug-
gested that cosmetic appearance itself was not the most im-
portant variable, but the fear of suffering social disadvan-
tage as a person with a recognizable hearing problem was
an issue. In one study, older women perceived their aid-
ed peers as less confident, intelligent, and friendly. How-
ever, this negative perception was apparent even when
the women were unaware of the hearing aids, suggesting
that a negative self-image projected by hearing aid wear-
ers may contribute to the negative hearing aid effect [74].

Lack of confidence in making required adaptations

Hearing aids represent a change and for some older indi-
viduals any change is difficult. Others may lack the con-
fidence in handling new technology. Some individuals
may suffer from clinical depression, which can stop them
from seeking help or taking on the risk of disappointment.

Helping the patient move beyond initial denial

Before attempting to move the denier beyond their initial
point of denial, it is important to distinguish between psy-
chological denial and refusal of hearing aids based on le-
gitimate reasons — such as cost, for those who are econom-
ically disadvantaged. In addition, due to cultural factors or
pride, some individuals may be unwilling to expose their
poverty to others [75]. Obviously, such legitimate reasons
require specific approaches to address them.

Detection and assessment of denial is not always easy.
However, a simple question such as “Do you think you
have a hearing loss?”, along with an audiogram, can
provide a quick initial assessment of the existence of denial.
Administration of a survey (SCALHA) with additional
questions can also assist in an informal exploration of
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Visit to an audiologist with
the hope of finding suitable
and acceptable solution

_—

—

Abandon hearing
health care or
seek second
opinion

BTE fitted and mostly not used
by the patient; the cost of
cosmetic appearance
considered greater than the
benefit gained from hearing aids.

\ Patient afraid to further pursue

cosmetic concerns for the
fear of being considered vain

<«

Audiologist
recommends behind
the ear hearing (BTE) aids due
to sloping configuration

Patient expresses
cosmetic
concerns

«

Patient perceives age-related
stereotypical negative reaction
from the audiologist

Figure 5. Potential impact of stigma associated with concern about the cosmetic appearance of hearing aids (inter-
preted as vanity). The patient may either abandon hearing health care or seek a second opinion at the cost of traveling
great distances and paying for a second set of hearing aids from someone who has a reputation for providing satisfac-

tory services to everyone.

denial and in promoting acceptance of hearing loss [30,27].
SCALHA includes questions such as “Do you think that
people mumble?” to assess denial, and questions such
as “How do people feel when you ask them to repeat?”
to promote acceptance of hearing loss. Hallam and
Brooks [58] suggested that denial could be captured by
the minimization subscale of the Hearing Attitudes in
Rehabilitation Questionnaire (HARQ), which includes
items such as “By and large I am able to hear without
difficulty”. The HARQ also includes items such as “I
think that if you wear a hearing aid people tend to ignore
you”, which can provide insight into anticipated hearing
aid stigma. Additionally, questions such as “If you had
a hearing loss and if hearing aids helped, would you be
willing to wear hearing aids?” can provide some assessment
about the potential denial or acceptance of hearing aids.

An important part of assessment of denial of hearing loss
is to determine the presence of hearing loss. In the USA,
adults over 65 years of age entering the Medicare program
are entitled to a “Welcome to Medicare” preventative phys-
ical examination, which includes hearing screening. How-
ever, 75% of primary care physicians have reported insuf-
ficient time to conduct routine hearing screenings [76],
suggesting there is a failure to recognize the impact of hear-
ing on quality of life. Only 23% adults reported having a
hearing screening during their latest physical examination
and 9% of hearing aid owners and 30% of non-owners re-
ported that their primary care physicians suggested their
hearing loss was not bad enough for hearing aids [12].

It is possible some physicians recognize the presence of
a hearing loss if the patient responds inappropriately to
questions, but they may not discuss it with their patients

due to the fear of negative reactions. Such fears have
been noted for other health conditions such as obesity
[77]. In fact, even if obesity is the reason for many of the
patient’s health problems [78] many physicians refrain
from talking about obesity to the patient, suggesting the
need for improvement in clinical communication [79].
Because hearing loss is an invisible condition, physicians
can much more easily ignore it compared to conditions
such as obesity. Primary care physicians need to recognize
the importance of screening for hearing loss and need to
develop confidence and comfort in discussing hearing loss
with their patients.

Many of us use self-deception to protect ourselves from
unpleasant truths. One study found that half of the phy-
sicians with at least some degree of hearing loss report-
ed having good hearing [80]. If the service provider (e.g.,
physician, audiologist, or psychologist) has a hearing loss
and has not accepted the loss or aural rehabilitation, he
or she may need to first explore the reasons for this denial
through self-reflection and insight. An advantage of self-
awareness of denial may be an enhanced appreciation of
what the patient is feeling and how difficult the task may
be for the denier to forego their strategy.

The psychological defense that we are hoping the patient
will abandon is actually either an unconscious defense
mechanism or a strategy the patient is using to protect
his/her sense of self-worth. Thus, initial short-term denial
should be viewed as an initial natural step towards seeking
assistance. Luterman [81] noted that assaulting denial is
not only ineffective but can lead to passive—aggressive
behaviors. Confronting people directly about denial can
induce additional stigma beyond the hearing loss itself. The
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internalization of the negative connotation associated with
the label ‘denial’ may interfere with the reshaping of self-
identity necessary in adjusting to hearing loss. Kaplan [82]
noted the damaging impact on self-esteem when people
feel that others are interpreting their behavior negatively.

Promoting acceptance of the existence of hearing
loss

It is important to allow the patient to express fears and
other feelings. The health professional should address any
irrational beliefs or logical flaws in a sensitive and pa-
tient-centered manner. For example, a patient might say,
“When my wife speaks clearly, I can hear her. Only when
she mumbles, I have difficulty” The clinician can respond
by elaborating that ‘clear’ speech tends to be somewhat
slower and thus allows the brain more time to fill in the
information that the patient is missing due to his hear-
ing loss. In addition, the speech may sound clearer when
a conversation partner speaks at a louder level to com-
pensate for the patient’s hearing loss. When the partner
speaks at average conversational levels, the patient miss-
es certain sounds, which can give the patient the impres-
sion that the partner is mumbling.

Hallberg and Barrenas [41] suggested that for acceptance of
disability, the hearing loss must be integrated into the pa-
tient’s personal identity. Guiding the individual to explore
the positive aspects of hearing loss may open the door to-
wards integrating hearing loss into their personal identi-
ty. Some positive aspects of hearing loss include not being
bothered by unpleasant noises, thus allowing better concen-
tration; ability to switch off from uninteresting talkers; an
acceptable excuse for leaving some unpleasant situations;
and empathy for other individuals with hearing loss [51].

Training in using effective coping strategies and psycholog-
ical support to strengthen self-esteem can assist individu-
als in moving beyond denial. Clinicians need to acknowl-
edge the positive coping strategies used by their patients
such as watching the face of the speaker for visual cues, or
those that are used by the patient’s family, such as speak-
ing only when quite close to the patient.

Patient participation in a group aural rehabilitation program
can also promote acceptance of hearing loss. Some individu-
als may have to develop a new social identity and a new self-
concept for accepting hearing loss. Group auditory rehabili-
tation sessions, which provide opportunities to interact with
other individuals who also possess the stigmatizing trait of
hearing loss, can augment this process. Such sessions can help
the individual to retain self-worth in spite of possible chang-
es in roles, relationships, and self-image, and a healthy atti-
tude towards their hearing loss. The social support within the
group may enable patients to seek additional services, such
as hearing aids, without feeling stigmatized [14].

Promoting the acceptance of hearing aids

Rawool [83] presented several ways to promote the ac-
ceptance of hearing aids. One strategy is to inform the
patient about the disadvantages of unmanaged hear-
ing loss, which leaves the person unequipped to par-
ticipate in the world of listeners with normal hearing.
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In addition, the person must also work hard to live up
to the ‘normal’ world [84], which can increase stress
and anxiety, not only due to the hearing loss but also
due to the effort involved in concealing the loss. Dis-
cussion of other long-term effects of the lack of hear-
ing aid use on morale, social functioning, and somatic
health (e.g. sensory deprivation of the nervous system,
physical tension, and headache) are also helpful in ad-
dressing denial [85].

We need to guide the patient to the self-realization that al-
though they may avoid using hearing aids to conceal their
hearing loss, most people in their environment are aware
of their loss. We need to help patients recognize that by
not helping themselves, their behaviors may be misinter-
preted as being senile or weak, the precise things they are
trying to avoid by concealing the hearing loss or by not
using hearing aids. Some of the stigma they face can be a
consequence of their maladaptive behavior caused by un-
aided hearing loss.

It is also helpful to provide positive images of hearing
aids. If positive choices such as “He has a hearing loss
and is smart enough to do something about it” are dis-
persed among negative choices such as “He is too old”,
most older adults choose the positive choice [27]. Pa-
tients need to understand that individuals restricted by
physical conditions who make an effort to cope with their
disability are judged more positively than those who do
not [86]. Use of hearing aids lowers the self-perception
of hearing aid related stigma [87] and the stigma related
to hearing aid use is less than that associated with hear-
ing loss, suggesting that taking action can reduce nega-
tive perceptions [88].

Health professionals need to encourage individuals to rec-
ognize, confirm, and actively seek solutions through ra-
tional arguments [41]. For example, one useful strategy
is to elaborate on the logical argument presented by the
patient such as “Doesn’t everyone at my age have a hear-
ing loss?” The clinician can respond by first agreeing and
then elaborating on the response. For example, the clini-
cian might say, “Yes, and many individuals do something
about it. For example, President Clinton wears hearing
aids”” If the patient says that she hears well in most situa-
tions, provide an example of how the brain fills in miss-
ing information. For example, if the sentence is “The -ky
is clear blue today”, the brain will guess the missing ‘s’
sound. However, such guessing does not work in all sit-
uations such as when the phrase is unfamiliar or when
too many sounds are missing due to background noise.
In addition, with hearing aids, the brainpower need not
be spent in guessing the missing sounds. Instead, it can
be effectively used for promoting spontaneous and effec-
tive conversations, remembering what is being said, and
easily recalling any information later.

It is important to make the patient comfortable and
confident in seeking and using hearing aids. Some
individuals will give up denial when they feel confident
that they can be more successful with another strategy such
as maintaining and using hearing aids. It is also important
to set accurate expectations of possible benefits of hearing
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aids. If the individual has too low expectations of possible
benefits, they may deny hearing aids.

Ensuring continued acceptance of hearing loss and
hearing aids

Even after providing hearing aids, in some cases it may be
important to review other coping strategies to minimize
the possibility of the patient falling back on denial. Accept-
ance of hearing loss and hearing aids may not occur for
up to two years following the fitting of hearing aids. Some
hearing institutes support individuals through this period
by helping them to develop a healthy mental attitude to-
ward their hearing loss [20]. During this critical period,
if sufficient support is not provided, the hearing aids may
go in a drawer and stay there for a long time. Audiolo-
gists need to continue to provide support as needed until
the patient develops the habit of wearing and maintain-
ing hearing aids on a regular basis. In some cases, person-
al appointments may be necessary, whereas in other cases
emails or phone calls may be sufficient.

Brooks [89] reported that if the patient admits that a) poor
hearing diminishes enjoyment of life and b) that others
had difficulty in conversing prior to the hearing aid fit-
ting then there tends to be increased use of the aids four
months following the fitting. On the other hand, if the in-
dividual has too high expectations, they may be disillu-
sioned after the hearing aid fitting and may thus discon-
tinue hearing aid use. Thus, patients need to be informed
about the limitations of hearing aids for continued use [51].

In developing strategies for continued use of hearing aids,
interaction of various factors should be considered. For ex-
ample, significant others could keep reminding the patient
to wear hearing aids [90]. This strategy works only if the
patient habitually forgets to wear hearing aids. However,
if the patient is not wearing hearing aids at home due to
poor home acoustics caused by hard wood floors or high
ceilings, or because the patient finds it more relaxing to
have no hearing aids in the ears [91], then the reminder
strategy won't work.

Role for the significant other or family members
and friends

Initially, significant others may attribute instances of devi-
ant behaviors resulting from hearing loss to other causes
such as egocentrism, disinterest, or senility. This can cre-
ate tension in the family. Later, significant others can in-
crease the denial by reacting inappropriately to the reduced
hearing. A common manifestation of this is to blame the
hearing-impaired person of understanding only when he/
she wishes to [33]. The attitudes of the significant others
or spouse may vary from pretending that there is no prob-
lem, playing down the problems arising from the hear-
ing loss, compensating for the hearing loss, or distancing
from the patient [36].

Some significant others downplay the effect of hearing loss
to preserve their own social identity as part of a normal or
ideal couple. A negative attitude towards hearing aids by
significant others may influence the decisions of patients
due to perceived lack of support from their partners
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[51]. Patients who perceive their significant others as not
supportive of hearing aids are less likely to seek hearing
health care [92]. We saw a wife who often discouraged her
husband from using hearing aids during important social
functions, telling him that the aids did not look right and
were unnecessary. Clinicians need to spot, explore, and
address such attitudes in a tactful way without attributing
blame to the significant other.

A denier may get impatient from time to time at home
and may demand that the family members quit mum-
bling and speak clearly. As a result, some spouses may re-
gard their significant other as rude, mentally altered, or as
growing older. At times, the person with hearing loss may
feel that he or she is being deliberately excluded from con-
versations. Thus, some stigmatization may occur at home
[16]. Some relatives may appear socially embarrassed for
having to repeat themselves or for having the TV volume
too loud [93]. The individual with hearing loss may not be
able to enjoy TV without upsetting family members and
thus may feel alienated and marginalized. We saw a pa-
tient who following diagnosis said, “It is too bad, my hus-
band was right. I was hoping that I had normal hearing,
in which case I could have proven him wrong”

People with hearing loss sometimes may fear that those
close to them will be unable to cope and will abandon
them. For example, a housewife may fear that the cost
of hearing aids will be too much of a burden on the hus-
band or family financially. It is important for significant
others to let the person with hearing loss know that they
are available for help.

It is also important for family members to recognize that
unless the person feels a serious need to accept hearing loss,
the protective web of denial may persist. Family members
may create such needs by expressing their fatigue in having
to repeat, or the strain on their vocal cords from having to
speak loudly. Occasionally, it may be helpful to create the
need to seek hearing health care by not speaking loudly or
by creating situations where the person with hearing loss is
set-up to have to answer phone calls. Family members need
to be informed that many people with hearing loss seek re-
habilitation due to pressure from significant others [93].

Stigmatization at home may continue even after the pur-
chase of hearing aids. If family members have not accept-
ed the limitations of hearing aids, they may expect the
aided person to be able to hear in every situation such
as speaking from another room or speaking with a lot of
background noise. They may stop making any effort to
help him understand or to include him in conversations,
and may unconsciously display impatient and snappish be-
havior. One possible complication is the presence of hear-
ing loss in the significant other [51]. If the significant oth-
er has adjusted successfully to her hearing loss, she may
have high expectations from the spouse, which may or
may not be met depending on the degree of hearing loss
and the ability to recognize speech. Such issues need to
be addressed through counseling on similarities and dif-
ferences in degree and/or configuration of hearing loss of
the patient and the spouse.
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Role for society

Stephens [51] noted that the general public’s negative
attitudes toward individuals with hearing loss are one of the
major concerns of such people. For example, newspapers
can portray workers as being either competent or limited,
and having a good or limited work life [94]. For acceptance
of disability, the attitudes from the environment toward
the individual with hearing loss must be perceived as
non-stigmatizing [41]. Prominent messages in television
programs can have an impact on societal attitudes. As
an example, one TV drama represented some thematic
dimensions including deafness as a disability and social
interactions of deaf individuals. After watching the drama,
viewers showed positive changes in attitudes related to
deafness and social interaction with deaf individuals, since
the drama depicted capable deaf characters and friendships
among deaf and hearing individuals [95].

Some hearing aid delivery systems measure the success of
the hearing aid provider on the number of hearing aids
sold, not on the number of high quality outcomes for
each patient. In some countries, the government funding
systems pay hearing service clinics based on the number
of clients seen and hearing aids dispensed [31]. In such
delivery systems, patients may not receive enough support
for making appropriate decisions and continued hearing
aid use. If such delivery systems become more outcomes-
focused, the acceptance and continued use of hearing aids
may improve.

Persistent deniers

Persistent deniers are rare and can be defined as those
individuals who continue to deny the existence of hearing
loss over a very long period in the presence of significant
attempts by family members and friends. Such individuals
are unlikely to visit a hearing health care facility, and if they
visit a hearing clinic, it is most likely due to the persistence
of a member of the family, with the hope that the hearing
health care provider will declare normal hearing status.
Knapp [45] described a man who had 45 dB HL thresholds
in the speech frequency range but insisted that he had
perfect hearing and did not need any rehabilitation.
Although he had difficulty hearing, he made outlandish
attempts to pretend to have normal hearing by answering
questions through guesswork, by reading lips, and by
controlling conversations. When he was finally guided to
admit the hearing loss, he resorted to denial of impact by
insisting that it never bothered him.

Exposing the motivation for denial or the hidden agenda
is insufficient in cases of persistent denial, and rational
arguments may not be effective. Such deniers reject the
idea that they are in denial. Their sense of identity is
dependent on the view that they have normal hearing and
they are unable to give up that view. It may take months or
years for such an individual to accept the reality of hearing
loss or to reach a critical juncture, at which point the need
for seeking hearing healthcare due to unmanageable stress
outweighs any need for hiding hearing loss [14].

Hyde and Riko [96] gave a process model for aural
rehabilitation. The 9th step they suggested in their model
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was to assess denial, and counsel the patient to modify
it, providing motivation if necessary. They further
recommended re-evaluation of denial and postponement
of full rehabilitation in intractable deniers. Goldstein and
Stephans [97] described four types of attitudes towards
rehabilitation ranging from positive to negative. The
negative, or type 4, attitude in their model was those
individuals who deny disability. They recommended no
hearing aids but offering such individuals communication
training as a last ditch effort. Stephens [51] similarly
suggested that in cases of persistent denial, the patient’s
views must be respected for both ethical and pragmatic
reasons and no further treatment need be provided.
Interacting with someone on a problem that is emphatically
denied or minimized may imply a type of harassment
that could lead to unacceptable stress and anxiety for
the denier [21]. Stephens [51] recommended contacting
the significant others independently of the patient and
informing them about communication strategies and
environmental aids which could reduce the impact of
third-party hearing disability without imposing on the
patient.

Conclusions

Many patients with denial of hearing loss are unlikely to
seek assistance directly from hearing health professionals.
However, they might visit general practitioners or other
health professionals for other health issues. Thus, health
professionals including physicians need to screen for the
presence of hearing loss, identify any denial of hearing
loss, and make appropriate referrals and recommendations.
Hearing health professionals can also increase outreach
efforts to provide hearing health care for older adults by
offering hearing screenings and demonstrating hearing
aids in community settings.

In order to address denial, hearing health professionals
first need to conduct audiometric testing. They then
need to carefully listen and observe the patient for signs
of either implicit or explicit denial. In the presence of
denial, they need to further explore and understand the
underlying motivations for denial. In addition, they need
to develop communication skills to address denial and to
guide their patients to well-informed decisions: attending
aural rehabilitation support groups, seeking hearing aids
or assistive listening devices, and making use of any
additional aural rehabilitation services.

Since very few investigators have explored the issue of
denial of hearing loss, future studies are necessary, with
large number of participants from various cultures, of
those who never seek hearing health care. Such studies will
allow us to evaluate the phenomenon and explore effective
clinical strategies for addressing denial of hearing loss and
rejection of hearing health care.

© Journal of Hearing Science® - 2018 Vol. 8 - No. 3
DOI: 10.17430/906204



References

Rawool V. — Denial of hearing loss

1. Freud S. The Ego and the Id: Standard edition of the complete
psychological works of Freud, Vol. XIX. London, Hogarth Press,
1961.

2. Kubler-Ross E. On Death and Dying. New York, Springer. 1969.

3. Vos MS, De Haes JC. Denial in cancer patients, an explorative
review. Psycho-Oncol, 2007;16:12-25.

4. Rawool VW, Kiehl JM. Effectiveness of informational counseling
on acceptance of hearing loss among older adults. Hear Rev,
2009;16:14-24.

5. American National Standards Institute (ANSI). ANSI S3.6-1989
(ASA 81-1989). Revision of ANSI $3.6-1969. Specification for
Audiometers. New York: ANSI.

6. American Speech-Language-Hearing Association (ASHA) (1978).
Committee on audiometric evaluation. Guidelines for manual
pure-tone threshold audiometry. ASHA, 1978;20:297-301.

7. Chisolm TH, Johnson CE, Danhauer JL, Portz L], Abrams HB,
Lesner S, McCarthy PA, Newman CW. A systematic review of
health-related quality of life and hearing aids: final report of the
American Academy of Audiology Task Force on the Health-
Related Quality of Life Benefits of Amplification in Adults. ] Am
Acad Audiol, 2007;18(2):151-83.

8. Yueh B, Collins MP, Souza PE, Boyko EJ, Loovis CE, Heagerty PJ,
... & Hedrick SC. Long-term effectiveness of screening for hearing
loss: the Screening for Auditory Impairment Which Hearing
Assessment Test (SAI-WHAT) randomized trial. ] Am Geriatr
Soc, 2010;58(3):427-34.

9. Dye CJ, Peak MP. Influence of amplification on the psychological
functioning of older adults with neurosensory hearing loss. J
Acad Rehab Audiol, 1983;16: 210-20.

10. National Institute on Deafness and other Communication

Disorders (NIDCD, 2016). Quick Statistics About Hearing.
https:www.nidcd.nih.govhealthstatisticsquick-statistics-hearing

. World Health Organization (WHO). Global Costs of Unaddressed

Hearing Loss and Cost-effectiveness of Interventions. Geneva:
2017.

12. Rogin C, Abrams HB. MarkeTrak 9 points the way in a time of
change. AudiologyOnline 2016; Article 16512.

13. Southall K, Gagné J-P, Leroux T. Factors that influence the use of
assistance technologies by older adults who have a hearing loss.
Int ] Audiol, 2006;45(4):252-9.

14. Southall K, Gagné JP, Jennings MB. Stigma: a negative and a
positive influence on help-seeking for adults with acquired
hearing loss. Int J Audiol, 2010;49(11):804-14.

15. Hetu R. The stigma attached to hearing impairment. Scand Audiol,
1996;25:Suppl 43, 12-24.

16. Hallberg LR-M. Occupational hearing loss: coping and family
life. Scand Audiol, 1996;25,25-33.

17. Lavizzo-Mourey R, Smith V, Sims R, Taylor L. Hearing loss: an
educational and screening program for African-American and
Latino elderly. ] Nat Med Assoc, 1994;86(1):53.

18. Barker AB, Leighton P, Ferguson MA. Coping together with
hearing loss: a qualitative meta-synthesis of the psychosocial
experiences of people with hearing loss and their communication
partners. Int J Audiol, 2017; 56(5):297-305.

19. Gilhome Herbst KR, Meredith R, Stephens SDG. (1991).
Implications of hearing impairment for elderly people in London
and in Wales. Acta Otolaryngol (Stockh), 1991;Suppl 476:209-14.

20. Von der Lieth, L. Hearing tactics. Scand Audiol, 1972;1:155-160.

21. Hetu R, Riverin L, Getty L, Latande NM, St-Cyr C. The reluctance
to acknowledge hearing difficulties among hearing impaired
workers. Br ] Audiol, 1990;24:265-76.

1

—

22. Yorgason ]JB. Acquired hearing impairment in older couple
relationships: an exploration of couple resilience process. PhD
Dissertation. Virginia Polytechnic Institute and State University,
Blacksburg, Virginia, 2003.

23. Kyle JG, Jones LG, Wood PL. Adjustment to acquired hearing
loss: a working model. In H. Orlas (Ed.) Adjustment to Adult
Hearing Loss. San Diego: College Hill Press, 1985.

24. Smith SL, Kricos PB. Acknowledgement of hearing loss by older
adults. ] Acad Rehab Audiol, 2003;36:23-35.

25. Dancer J, Jackson L. Value of self-identification of hearing loss
in a screening program for older adults. Percep Motor Skills,
1996;83:114.

26. Scherer MJ, Frisina DR. Characteristics associated with marginal
hearing loss and subjective well-being among a sample of older
adults. ] Rehab Res Devel, 1998;35(4):420.

27. Rawool VW, Kiehl JM. Perception of hearing status,
communication and hearing aids among socially active older
individuals. ] Otolaryngol, 2008;37:27-42.

28. Humphrey C, Herbst KG, Faurqi S. Some characteristics of the
hearing-impaired elderly who do not present themselves for
rehabilitation. Br J Audiol, 1981;15(1):25-30.

29. Martin F, Bass M, Bernstein M. Professional attitudes regarding
counseling of hearing impaired adults. Am J Otol, 1992;13:279-87.

30. Erler S. Brief counseling in audiologic practice (Abstract).
American Speech-Language-Hearing Association annual
convention, Orlando FL, December, 1995.

31. Grenness C, Hickson L, Laplante-Lévesque A, Meyer C,
Davidson B. The nature of communication throughout diagnosis
and management planning in initial audiologic rehabilitation
consultations. ] Am Acad Audiol, 2015;26(1):36-50.

32. Rawool VW. A survey to help older clients accept hearing loss
and hearing aids, Part 1. Hear Rev, 2000;7:34, 36, 40, 41.

33. Getty L, Hetu R. Development of a rehabilitation program for
people affected with occupational hearing loss. 2. Results from
group intervention with 48 workers and their spouse. Audiology,
1991;30:317-29.

34. Wolf KE, Hewitt EC. Hearing impairment in elderly minorities.
Clin Geriatr, 1999;7:56-66.

35. Harrison RV, Nagasawa A, Smith DW, Stanton S, Mount RJ.
Reorganization of auditory cortex after neonatal high frequency
hearing loss. Hear Res, 1991;54:11-9.

36. Mulrow CD, Aguilar C, Endicott JE, Tuley MR, Velez R, Charlip
WS, Rhodes MC, Hill JA, DeNino LA. Quality-of-life changes
and hearing impairment. A randomized trial. Ann Intern Med,
1990;113(3):188-94.

37. Hetu R. Jones L, Getty L. The impact of acquired hearing
impairment on intimate relationships: implication for
rehabilitation. Audiology, 1993;32:363-81.

38. Hallberg LR-M, Barrenas M-L. Living with a male with noise-
induced hearing loss: experiences from the perspective of spouses.
Br ] Audiol, 1993;27:255-61.

39. Hétu R, Lalonde M, Getty L. Psychosocial disadvantages
associated with occupational hearing loss as experienced in the
family. Audiology, 1987;26:141-52.

40. Hétu R, Riverin L, Lalande N, Getty L, St-Cyr C. Qualitative
analysis of the handicap associated with occupational hearing
loss. Br ] Audiol, 1988;22:251-64.

41. Wallhagen MI, Strawbridge W], Shema SJ, Kaplan GA. Impact of
self-assessed hearing loss on a spouse: a longitudinal analysis of
couples. ] Gerontol B Psychol Sci Social Sci, 2004;59:5190-S196.

21

© Journal of Hearing Science® - 2018 Vol. 8 - No. 3
DOI: 10.17430/906204



Review article « 9-23

42. Corbin S, Reed M, Nobbs H, Eastwood K, Eastwood MR. Hearing
assessment in homes for the aged: a comparison of audiometric
and self-report methods. ] Am Ger Soc, 1984;32:396-400.

43. Hallberg LR-M, Barrenas M-L. Coping with noise-induced
hearing loss: experiences from the perspective of middle-aged
male victims. Br ] Audiol, 1995;29:219-30.

44. McDavis KC. The effects of severity of hearing impairment and
locus of control in the denial of hearing impairment in the aged.
Int ] Aging Hum Devel,1983-84;18:47-60.

45. David D, Werner P (2016). Stigma regarding hearing loss and
hearing aids: a scoping review. Stigma Health 2016;1(2):59.

46. Goftman E. Stigma: The Management of Spoiled Identity.
Harmondsworth: Penguin, 1963.

47. Knapp PH. Emotional aspects of hearing loss. Psychosomatic
Med, 1948;10:203-22.

48. Tye-Murray N, Spry JL, Mauzé, E. Professionals with hearing loss:
maintaining that competitive edge. Ear Hear, 2009;30(4):475-84.

49. Johnson CE, Stein RL, Lyons R, Lass NJ. Study surveys views of
nurses on hearing aids, hearing aid wearers. Hear J, 1995;48:29-31.

50. Jones L, Kyle JG, Wood PL. Words Apart: Losing your hearing

as an adult. London, Tavistock. 1987.
. Stephens D. Hearing rehabilitation in a psychosocial framework.
Scand Audiol, 1996;25(Suppl 43), 57-66.
52. Laplante-Lévesque A, Hickson L, Worrall L. Factors influencing
rehabilitation decisions of adults with acquired hearing impair-
ment. Int ] Audiol, 2010;49(7):497-507.
53. Wallhagen MI. The stigma of hearing loss. Gerontologist, 2010;
50: 66-75.
54. Scambler G. Epilepsy. London: Tavistock, 1989.
55. David M, Trehub SE. Perspectives on deafened adults. Am An-
nals Deaf, 1989; 134: 200-204.
56. Heffernan E, Coulson NS, Henshaw H, Barry JG, Ferguson MA.
Understanding the psychosocial experiences of adults with mild-
moderate hearing loss: an application of Leventhal’s self-regula-
tory model. Int J Audiol, 2016;55(Supp3):S3-S12.
57. Kelly-Campbell R, Plexico L. Couples’ experiences of living
with hearing impairment. Asia Pacific ] Speech, Lang Hear,
2012;15(2):145-61.
58. Hallam RS, Books DN. Development of the hearing attitudes in re-
habilitation questionnaire (HARQ). Br J Audiol, 1996;30:199-213.
59. Chang NC, Dai CY, Lin WY, Chien CY, Hsieh MH, Ho KY. Per-
ception of hearing impairment and the willingness to use hear-
ing aids in an elderly population in southern Taiwan: a commu-
nity-based study. Int ] Audiol, 2016;55(9):491-8.
60. Valente M, Amlani AM. Cost as a barrier for hearing aid adop-
tion. JAMA Otolaryngol Head Neck Surg, 2017; May 18

. Kochkin S. MarkeTrak III: why 20 million in U.S. don’t use hear-
ing aids for their hearing loss. Hear J, 1993;46(1):20-27; 46(2),
26-31; 46(4), 36-37.

62. Gilliver M, Hickson L. Medical practitioners’ attitudes to hearing
rehabilitation for older adults. Int ] Audiol, 2011;50(12):850-6.

63. Ekberg K, Grenness C. Hickson L. Addressing patients’ psycho-
social concerns regarding hearing aids within audiology appoint-
ments for older adults. Am J Audiol, 2014;23(3):337-50.

64. National Council on Aging. The consequences of untreated hear-
ing loss in older persons: summary report from the National
Council on Aging. Head Neck Nurs, 2000;18:12-6.

65. Davis M, Jackson R, Smith T, Cooper W. The hearing aid effect
in African American and Caucasian males as perceived by fe-
male judges of the same race. Lang Speech Hear Serv Schools,
1999;30:165-72.

5

—_

6

—

22

66.

67.

68.

69.

70.

~
iy

72.

73.

74.

75.

76.

7

~N

78.

79.

80.

8

—_

82.

83.

84.

8

wu

86.

87.

88.

8

Nel

Lockenhoft CE, De Fruyt E Terracciano A, McCrae RR, De
Bolle M, Costa Jr, PT, ... Allik J. Perceptions of aging across
26 cultures and their culture-level associates. Psychol Aging
2009;24(4):941-54.

Assawavichairoj S, Taghian M. Cross-cultural comparison of con-
sumer pre-purchase decision-making: anti-aging products. Asia
Pacific ] Marketing Logistics, 2017;29(1):27-46.

Maestripieri D, Henry A, Nickels N. Explaining financial and
prosocial biases in favor of attractive people: interdisciplinary
perspectives from economics, social psychology, and evolution-
ary psychology. Behav Brain Sci, 2017;40:e19.

Hamermesh DS, Parker A. Beauty in the classroom: instructors’
pulchritude and putative pedagogical productivity. Economics
Ed Rev, 2005;24:369-76.

van den Brink RH, Wit HP, Kempen GI, van Heuvelen MJ. At-
titude and help seeking for hearing impairment. Br J Audiol,
1996;30:313-24.

. Garstecki DC, Erler SE. Hearing loss, control and demographic

factors influencing hearing aid use among older adults. ] Speech
Lang Hear Res, 1998;41:527-37.

Strange A, Johnson A, Brigitte-Jane R. The stigma of wearing
hearing aids in an adolescent aboriginal population. Aust N Z J
Audiol, 2008;30:19-37.

Plath P. Problems in fitting hearing aids in the elderly. Acta Oto-
laryngol (Stockh), 1991;Suppl 476:278-80.

Doggett S, Stein RL, Gans D. Hearing aid effect in older females.
J Am Acad Audiol, 1998;9:361-6.

Anderson JM. Immigrant women speak of chronic illness: the
social construction of the devalued self. ] Advanced Nursing,
1991;16(6):710-7.

Johnson CC, Danhauer JL, Koch LL, Celani KE, Lopez IP, Wil-
liams VA. Hearing and balance screening and referrals for Medi-
care patients: a national survey of primary care physicians. ] Am
Acad Audiol, 2008;19:171-90.

. Michie S. Talking to primary care patients about weight: a study

of GPs and practice nurses in the UK. Psychol Health Med,
2007;12:521-5.

The GBD 2015 Obesity Collaborators. Health Effects of Over-
weight and Obesity in 195 Countries over 25 Years. N Engl J
Med 2017.

Finset A. One size does not fit all: how to talk to patients about
obesity. Patient Education Counseling, 2009;76:147-8.
Rabinowitz P, Taiwo O, Sircar K, Aliyu O, Slade M. Physician
hearing loss. Am J Otolaryngol, 2006;27:18-23.

. Luterman D. Counseling families of children with hearing loss

and special needs. Volta Rev, 2004;104:215-20.

Kaplan HB. Self-attitudes and Deviant Behavior. Pacific Palisades,
California Goodyear, 1975.

Rawool VW. Overcoming obstacles in the purchase and use of
hearing aids. Hear Rev, 2000;7:46-50.

Noble, W. Hearing, hearing impairment, and the audible world:
a theoretical essay. Audiology, 1983;22:325-38.

. Lazarus RS, Folkman S. Coping and adaptation. In: Gentry WD,

ed. Handbook of Behavioral Medicine. Guilford Press: New York,
Pp 282-325, 1984,

Weiner B. On sin versus sickness: a theory of perceived responsi-
bility and social motivation. Am Psychol, 1993;48:957-65.
Desjardins JL, Doherty KA. Changes in psychosocial measures
after a 6-week field trial. Am J Audiol, 2017; 26(2):119-28.
Erler SE, Garstecki DC. Hearing loss- and hearing aid-related
stigma: perceptions of women with age-normal hearing. Am J
Audiol, 2002;11:83-91.

. Brooks DN. The effect of attitudes on benefit obtained from hear-

ing aids. Br J Audiol, 1989;23:3-11.

© Journal of Hearing Science® - 2018 Vol. 8 - No. 3
DOI: 10.17430/906204



90 Barker F, Atkins L, de Lusignan S. Applying the COM-B behav-

91.

92.

93.

© Journal of Hearing Science® - 2018 Vol. 8 - No. 3

iour model and behaviour change wheel to develop an interven-
tion to improve hearing-aid use in adult auditory rehabilitation.
Int J Audiol, 2016;55(Suppl 3): S90-8.

Van der Horst H, Hoogsteyns M. Disability, family and technical
aids: a study of how disabling/enabling experiences come about
in hybrid family relations. Disabil Society, 2014;29(5):821-33.
Meyer C, Hickson L, Lovelock K, Lampert M, Khan A. An inves-
tigation of factors that influence help-seeking for hearing impair-
ment in older adults. Int ] Audiol, 2014;53:5S3-S17.

Mahoney CF, Stephens SDG, Cadge BA. Who prompts patients
to consult about hearing loss? Br J Audiol, 1996;20:153-8.

94.

95.

96.

97.

Rawool V. — Denial of hearing loss

Koerber R, Jennings MB, Shaw L, Cheesman M. Representations
of workers with hearing loss in Canadian newspapers: a themat-
ic analysis. Int ] Audiol, 2017;56(4):260-6.

An SK, Paine LE, McNiel JN, Rask A, Holder JT, Varan D.
Prominent messages in television drama Switched at Birth pro-
mote attitude change toward deafness. Mass Commun Soc,
2014;17(2):195-216.

Hyde ML, Riko KA. Decision analytic approach to audiolog-
ic rehabilitation. ] Acad Rehabilitative Audiol, 1994;27:337-74.
Goldstein DP, Stephens SDG. Audiological rehabilitation: man-
agement model 1. Audiology, 1980;20:432-52.

23

DOI: 10.17430/906204



