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Background: Research globally shows that individuals with hearing loss (HL) often experience dissatisfaction with
healthcare due to poor communication, limited interpreter access, and insufficient provider training. Addi-
tionally, stigma, cultural attitudes, and accessibility barriers compromise care. However, research on this patient
population in a Danish context remains scarce.

Objective: The aim was to explore and describe the experiences of patients with HL during their interactions with
healthcare professionals in Danish Hospitals.

Methods: A cross-sectional mixed-method design with a convergent parallel approach was used to collect and
analyze qualitative and quantitative questionnaire responses from individuals with HL.

Results: 311 respondents with HL responded to the questionnaire. 93% were deaf or had a profound/severe HL.
Approximately half were dissatisfied with how they could contact the hospital and did not feel included in
conversations. About one-third reported insufficient information about care and treatment, while approximately
one fourth felt excluded from decision-making. A similar number reported that responses were not provided with
compassion, and felt they were not treated with respect. Three themes were identified in the qualitative analysis:
1) Patient experiences of communication and access to hospital care, 2) The impact of communication challenges
and healthcare professionals' attitudes on the quality of meetings, and 3) Experiencing inequality and exclusion
in healthcare due to communication barriers and attitudes towards patients with HL.

Conclusion: This study highlights significant communication barriers faced by patients with HL in Denmark,
emphasizing the urgent need for improved hospital access, inclusion of interpreter and healthcare staff training
to ensure equitable, patient-centered care for people with HL.

1. Introduction services among individuals with HL.> Evidence from diverse interna-

tional settings also indicates that these barriers are far from unique to

According to the World Health Organization, more than 1.5 billion
people globally live with hearing loss (HL), and the number with
disabling hearing loss is expected to exceed 700 million by 2050." In
Denmark, approximately 800,000 individuals are affected by some de-
gree of HL.? These figures highlight the growing need for accessible and
supportive health services for this population. A Danish study conducted
in 2017 highlights the significant challenges faced by patients with HL
during interactions with healthcare professionals, particularly in
high-stress situations such as accidents or severe illnesses.’ These chal-
lenges reflect broader barriers to accessing psychosocial and medical
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Denmark. Studies worldwide consistently report that individuals with
HL frequently express dissatisfaction with healthcare encounters due to
poor communication, limited interpreter availability and insufficient
training of healthcare providers in managing patients with HL 7,
Moreover, the stigma surrounding HL, socio-cultural attitudes toward
deafness, and systemic accessibility barriers further complicate
help-seeking behaviors® and reduce the quality of care.”'® These issues
are compounded by the generally low health literacy observed among
many individuals with HL, which can hinder their ability to understand
and act on medical information, especially in environments that are not
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adapted to their communication needs.'’

Studies have documented that effective and accurate communica-
tion, defined as the clear, accurate, timely, and compassionate exchange
of information between healthcare providers, patients, and families to
promote understanding, trust, and quality care, is crucial for meetings
between patients and healthcare professionals.'®'® Effective commu-
nication is fundamental to quality healthcare, and miscommunication
has been linked to adverse outcomes in both somatic® and psychiatric
care'* for individuals with HL. Communication with healthcare pro-
fessionals presents persistent challenges, often worsened by limited ac-
cess to sign language interpreters” and environmental barriers such as
background noise.'®> Nonverbal communication and strategies such as
lip-reading or writing may partly compensate'' but remain unreliable
due to linguistic and literacy limitations. In Denmark, the National
Danish Deaf Association estimates that approximately 4000 individuals
use Danish Sign Language (DSL) as their primary language'® which
differs significantly from spoken Danish. DSL incorporates signs from
other sign languages, much like spoken languages, adding further
complexity to patient-provider interactions. These barriers may
contribute to stress, and anxiety® and to inequitable access to health-
care,'1” despite the Danish Health Act's guarantee of equal access,
including interpretation services.'® Previous studies have shown that
greater awareness of patient perceptions in those with HL or deafness
can support earlier diagnosis,'” ease communication challenges with
healthcare professionals,'® improve illness understanding,” promote
health equity(’ help and prevent mental health issues.?*?!

However, research on the healthcare experiences of patients with HL
in a Danish context remains scarce. This study, therefore, seeks to
explore and describe the experiences of patients with HL during in-
teractions with healthcare professionals in Danish Hospitals.

2. Methods

This study employs a mixed-methods approach to integrate both
quantitative and qualitative data collection and analysis. The rationale
for this approach is that combining these methods provides a more
comprehensive understanding of how patients with an HL interact with
healthcare professionals in a hospital setting, compared with using
either method alone.?

A cross-sectional design with a convergent parallel approach® was
used to collect and analyze both quantitative and qualitative question-
naire data from respondents who are deaf or have a HL. To capture
experiences that were not fully reflected in the structured items, the
questionnaire included free-text fields, allowing respondents to add
comments and elaborate on their answers. The inclusion of these written
responses provided qualitative data that complemented the broader
quantitative overview of patient experiences. The study adhered to the
Standards for Reporting Qualitative Research (SRQR) guideline,’* as the
qualitative component consisted of written text rather than interview
material.

2.1. Questionnaire development and accessibility

The questionnaire was adapted from a Swedish study from 2023,*
which assessed the experiences of deaf and HL patients in Swedish pri-
mary care. The original Swedish questionnaire had not undergone
validation.

After obtaining permission from the original researchers, the second
author translated the questionnaire into Danish. To assess face val-
idity,° it was pilot-tested by six individuals between December 29,
2023, and January 23, 2024. The questionnaire was refined after each
round of feedback, except for the last two pilot testers, who identified no
further areas for improvement. A full psychometric validation was not
conducted.

To enhance accessibility for respondents, a DSL interpreter trans-
lated the questionnaire introduction and the seven quantitative
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questions into DSL videos and written formats. The questions were
embedded in the videos before being posted to the Facebook group
Deafhood Denmark, ensuring that individuals with limited reading skills
could participate. Additionally, the second author created a short
introduction video in DSL, which two DSL users reviewed to ensure
clarity and comprehension.

2.2. Questionnaire structure

The questionnaire comprised seven closed-ended items evaluating
respondents’ satisfaction with their involvement in care, the opportu-
nities available within hospitals, and their overall interactions with
healthcare professionals. Responses were collected on a 5-point Likert
scale ranging from “no, not at all” (1) to “yes, always,” (5) and could
reflect either somatic or psychological healthcare experiences. 1 in-
dicates the worst possible experience, and 5 indicates the best. After
each question, respondents could provide further elaboration in free-
text. In addition, the questionnaire included an open-ended item that
invited respondents to describe their experiences with verbal and writ-
ten communication with healthcare professionals. A final free-text field
allowed respondents to share any additional reflections or experiences.
Respondents were also asked to provide demographic information,
including their age, gender, and degree of HL The categories were Deaf
or profound hearing impairment, severe hearing impairment, moderate
hearing impairment, and mild hearing impairment.

2.3. Respondents and recruitment

Respondents in this study were individuals with HL. The inclusion
criteria for participation are outlined in Table 1.

The questionnaire was distributed via the online survey platform
SurveyXact to recruit respondents. It was first advertised on January 23,
2024, through a newsletter from The Danish Association of the Deaf,
which included a brief introduction outlining the project's purpose. The
questionnaire was subsequently promoted in the Facebook group Deaf-
hood Denmark on February 1, 2024, and data collection concluded on
February 21, 2024. Convenience sampling with an element of snowball
sampling was used,”® as participants were initially recruited online
based on accessibility and subsequently invited others from their social
networks to participate.

2.4. Quantitative data analysis

Data from the seven closed questions were analyzed statistically.
Descriptive statistics (i.e., frequencies, means, and standard deviations)
were used to describe respondent characteristics and hearing status. Chi-
square tests were performed to compare the different groups on cate-
gorical variables in their answers. Analyses were performed using Sta-
taBE 17.%

2.5. Qualitative data analysis

The qualitative data derived from responses to open-ended questions
were analyzed using Braun and Clarke's reflexive thematic analysis
framework 2°°, The analyses were conducted in close cooperation
between all authors and followed six structured steps. Because the data
already consisted of written material, transcription was not required.
Step 1 involved repeatedly reading respondents' comments to gain a
comprehensive understanding of their experiences. Step 2 entailed
generating initial codes directly from the data, capturing respondents'
own words. The process was systematically applied to the entire dataset
to identify key elements that contributed to the development of
emerging theme. In Step 3, the codes were organized into broader
overarching themes and subthemes, forming meaningful clusters. Step 4
focused on refining these themes to enhance their clarity and coherence.
In Step 5, each theme was defined, described, and given a clear name
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Table 1
Inclusion criteria for the respondents.

Adults (>18 years old)

Having a mild, moderate, severe, or profound hearing loss or being deaf
Know DSL and/or read written Danish

that captured its essence. Finally, in Step 6, the themes were interpreted
in depth, shedding light on respondents' experiences with hospital
communication and interactions with healthcare professionals 2>,

3. Results

Three hundred and eleven respondents with varying degrees of HL
responded to the questionnaire. The demographic characteristics of the
respondents are summarized in Table 2. The vast majority (93%) of the
study population were either deaf or had a profound or severe HL. 70%
was recruited from the Facebook group Deafhood Denmark, and 23%
were recruited through the newsletter for The Danish Association of the Deaf,
both through convenience sampling. The last 7% were recruited through
snowball sampling. The mean age of survey respondents was 49, most
were women and were either deaf or had profound HL.

3.1. Quantitative results

Due to the small number of respondents with moderate or mild HL,
these groups were combined into a single category. The deaf and re-
spondents with profound HL were significantly less satisfied with how
they could contact the hospital than the other groups (p = 0.02), as seen
in Table 3. There were no significant differences between the three
groups when answering the remaining six questions.

Across the various levels of hearing impairment, approximately half
of the respondents rated 1 (No, not at all) or 2 on questions regarding
satisfaction with how to contact healthcare (Q1) (50%) and feeling
included in the conversation (Q6) (48%). For the question on receiving
sufficient information about care and treatment (Q2) about one-third
(31%) of respondents gave ratings of 1 or 2. Finally, approximately
one fourth of respondents rated 1 or 2 for questions related involvement
in decision-making (Q3) (27%), opportunity to ask questions (Q4)
(26%), if responses were provided with compassion and commitment
(Q5) (22%), and whether they were treated with respect and dignity
(Q7) (23%) (Table 3). These results suggest that a substantial number of
the respondents from the survey experienced challenges in communi-
cation, information provision, and involvement in their care.

3.2. Qualitative results

The respondents provided 734 comments ranging from brief key-
words to extended responses of up to 59 lines. Through analysis of this
material, three themes were identified; 1) Patient experiences of
communication and access to hospital care, 2) How communication and

Table 2
Characteristics of the study respondents.

Characteristics ~ Total study Deaf or Severe Moderate Mild
population profound HL (70- HL (40-70 HL
n=311 HL (>90 dB 90 dB dBHL)n = (20-
HL (decibel HL)n= 17 40 dB
hearing 43 HL)n
level) n = =
246
Age (SD) 49 (16) 49 (16) 52 (14) 46 (14) 48
(16)
Women (%) 220 (71) 176 (72) 27 (64) 14 (82) 3 (60)
Men (%) 87 (28) 68 (28) 14 (33) 317) 2 (40)
Other genders 3() 2 1(2) 0 0

(%)
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healthcare professionals’ attitudes affect the quality of interactions and
3) Experiencing inequality and exclusion in healthcare due to commu-
nication barriers.

3.3. Patient experiences of communication and access to hospital care

Respondents described a wide range of experiences in their in-
teractions with healthcare professionals, particularly related to com-
munications and access to hospital services. Many participants reported
that hospital contact systems primarily depend on telephone commu-
nication, often supplemented by automated voice menus, which posed
challenges for patients with hearing impairment. Several respondents
also described difficulties in arranging a remote Danish Sign Language
(DSL) interpreter. These factors influenced participants’ abilities to
contact the hospital, as illustrated below.

“Contacting the hospital is not accessible at all; you must call through
the interpreter, and it is not certain if the hospital will pay.” (27-year-
old woman with moderate or mild HL).

Alternative channels such as text-based communication, email, or
video relay services are not consistently available. As a result, some
respondents were compelled to rely on friends or relatives to make calls
on their behalf, reducing autonomy and potentially comprising privacy.
They often felt neglected and experienced that healthcare professionals
did not recognize their needs for information, sometimes resulting in
insecurity and a feeling of neglect:

“I was admitted to X hospital as an emergency, and I was transferred to Y
hospital the next day. I expected to go back to X hospital thereafter. There
I sat waiting and waiting - no one informed me whether I was supposed to
stay overnight at Y hospital. ” (63-year-old woman with profound HL
or deafness).

Patients with HL often experienced a breakdown in the flow of
communication and a lack of proactive communication from healthcare
professionals within the hospital, leaving them uncertain about the care
trajectory and hospital stay. For patients with HL, such situations were
particularly distressing. Sometimes they had experienced barriers in
simple procedural interactions; being called from a waiting room
became a source of misunderstanding and discomfort due to the absence
communication adaptions:

“I waited in the waiting room until a nurse came and called for me, but I
couldn’t hear her. After waiting a while, she approached me and asked if I
was the patient she had been calling for. She appeared upset.” (54-year-
old man with profound HL or deafness).

For patients with HL, these experiences reinforced a sense of isola-
tion within the healthcare system. Patients' inabilities to hear and the
health care professionals' apparent frustrations reflected a lack of
awareness and adaptation to the patients’ communication needs, leav-
ing the patient feeling overlooked and vulnerable.

Some respondents also described positive experiences in their in-
teractions with healthcare professionals. A key factor was the presence
of a professional interpreter, which ensured accurate communication,
supported decision-making and reduced feelings of isolation. Re-
spondents also highlighted that clear and thorough explanations from
healthcare professionals, including sufficient time for dialogue,
contributed to a more supportive experience. Being presented with
treatment options and having their preferences acknowledged were
described as important for involvement in decision-making. As
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Table 3
Results from the questionnaire divided into levels of hearing impairments and compared with chi-squared test.
1. No, not at 2.n(%) 3.n(%) 4.n%) 5. Yes, I don't p-
all n (%) absolutely n know n (%)  value
(%)

1. On a scale from 1-5: Are you satisfied with how you can contact healthcare 0.02
(e.g., e-services, email, website, or by telephone) (n=264)

Deaf or profound hearing impairment (n = 210) 75 (36) 40 (19) 33 (16) 22 (10) 25(12) 15(7)

Severe hearing-impairment (n = 36) 9 (25) 13 13 (36) 7 (19) 6(17) 0(0)

Moderate or mild hearing impairment (n = 18) 5(28) 1(6) 5(28) 2(11) 4 (22) 1(6)

Total 89 (34) 42(16) 51(19 31(12) 35(13) 16 (6)

2. On a scale from 1-5: Do you feel you received enough information about 0.17
your care/treatment the last time you had a course of treatment in an
ambulatory or inpatient setting?(n=263)

Deaf or profound hearing impairment (n = 209) 37 (18) 37 (18) 48 (23) 33 (16) 31 (15) 23 (11)

Severe hearing-impairment (n = 36) 3(8) 13 13 (36) 9 (25) 8 (22) 2 (6)

Moderate or mild hearing impairment (n = 18) 3(17) 1(6) 4 (22) 5(28) 3(17) 2(11)

Total 43 (16) 39 (15) 65 (25) 47 (18) 42 (16) 27 (10)

3. On a scale from 1-5: Were you involved in the decisions regarding your 0.34
care/treatment to the extent you wished? (n=225)

Deaf or profound hearing impairment (n = 176) 23 (13) 22 (13) 33(19) 25 (14) 36 (20) 37 (21)

Severe hearing-impairment (n = 34) 7 (21) 309 309 10 (29) 7 (21) 4(12)

Moderate or mild hearing impairment (n = 15) 3 (20) 2(13) 1) 2(13) 5(33) 2(13)

Total 33 (15) 27 (12) 37 (16) 37 (17) 48 (21) 43 (19)

4. On a scale from 1-5: Did you have the opportunity to ask the questions you 0.68
wanted, and did you get answers you understood? (n=197)

Deaf or profound hearing impairment (n = 153) 15 (10) 26 (17) 37 (24) 28 (18) 33(22) 14 (9)

Severe hearing impairment (n = 32) 309 309 6 (19) 7 (22) 11 (34) 2(6)

Moderate or mild hearing impairment (n = 12) 2Q17) 2(17) 18 4(33) 3(25) 0 (0)

Total 20 (10) 31(16) 44(22) 39(20) 47 (24 16 (8)

5. On a scale from 1-5: If you asked questions, were the responses given with 0.28
compassion and commitment? (n=195)

Deaf or profound hearing impairment (n = 151) 11 (7) 24 (16) 48 (32) 23 (15) 27 (18) 18 (12)

Severe hearing-impairment (n = 32) 4 (13) 13 7 (22) 7 (22) 10 (21) 3(9)

Moderate or mild hearing impairment (n = 12) 1(8) 1(8) 3 (25) 2(17) 5(42) 0 (0)

Total 16 (8) 26(13) 58(30) 32(16) 42(22) 21 (11)

6. On a scale from 1-5: Did you feel included in the conversation if the 0.44
healthcare professionals talked to each other about you while they were in
the room with you? (n=184)

Deaf or profound hearing impairment (n = 144) 54 (38) 16 (11) 28 (19) 11 (8) 21 (15) 14 (10)

Severe hearing-impairment (n = 28) 9 (32) 3(11) 14 6 (21) 5(18) 4014

Moderate or mild hearing impairment (n = 12) 4 (33) 1(8) 3(25) 2017) 1(8) 1(8)

Total 67 (37) 20(11) 32(17) 19@10) 27 (15) 19 (10)

7. On a scale from 1-5: Did you feel treated with respect and dignity during 0.33
the meeting with the healthcare professionals? (n=185)

Deaf or profound hearing impairment (n = 145) 16 (11) 19 (13) 41 (28) 29 (20) 28 (19) 12 (8)

Severe hearing-impairment (n = 28) 3(11) 14) 4(14) 11 (39) 8 (29) 14)

Moderate or mild hearing impairment (n = 12) 1(8) 2(17) 3(25) 2017) 4 (33) 0 (0)

Total 20 (11) 22(12) 48(26) 42(23) 40 (21 13 (7)

illustrated below, such interactions supported patients’ sense of partic-
ipation in their care.

"I was given options for my procedure, and they accepted my preferences
[for it]."” (80-year-old woman with profound HL or deafness).

Overall, these accounts indicate that when communication needs
were recognized and accommodated, participants experienced
improved understanding, greater involvement, and a more supportive
care environment.

3.4. How communication and healthcare professionals’ attitudes affect
interactions

Patients described a wide range of experiences both positive and
negative during their interactions with healthcare professionals. A
prominent theme was the perception that some professionals were un-
willing or unable to adapt their communication to accommodate pa-
tients with HL, often appearing too busy to engage effectively.

Several factors shaped respondents’ perceptions of their treatment,
including whether healthcare professionals appeared accommodating,
the perceived busyness of the professionals, and how staff responded
when respondents wrote down their questions during appointments.
Some respondents felt that professionals were frustrated by the time

required to review the written questions, while others believed any
irritation was related to the nature of the questions themselves:

“Some healthcare professionals are open to the issue of a hearing-
impaired person, while others are more prejudiced.” (77-year-old
woman with severe HL).

While most respondents did not explicitly state why they felt the
communication was mishandled, a few expressed that healthcare pro-
fessionals wished to communicate more thoroughly but were con-
strained by time:

“I am deaf, so I observe a lot visually and look at body language to see if
they lack patience because of my disability. I often sense that they are
under pressure. They smile and are friendly, but I clearly feel that they are
in a hurry.” (50-year-old woman with profound HL or deafness).

Several respondents also noted the importance of nonverbal
communication such as sighs or subtle facial expressions, which DSL
patients with HL are attuned to. Respondents quickly noticed signs that
healthcare professionals were busy or reluctant to communicate, which
in turn discouraged them from pursuing more in-depth conversations.

Another commonly described phenomenon was what some re-
spondents termed being “deaf-scared”, a behavior exhibited by health
professionals who appeared uncertain or apprehensive about interacting
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with deaf individuals. This often manifested as avoidance or inappro-
priate conduct, such as pretending not to see the patient or deferring
them to others:

“Many people are what we call deaf-scared, meaning that the staff has no
idea what to do. So, either you are ignored, they pretend they haven't seen
you, or they pass you on to others.” (43-year-old woman with severe
HL).

Many patients highlighted the uncertainty and lack of preparedness
among healthcare professionals when interacting with patients with HL.
The patients’ descriptions of being ignored, overlooked, or repeatedly
passed between health professionals reflected systemic gaps in knowl-
edge, training, and confidence in communicating with patients with HL.

3.5. Experiencing inequality and exclusion in healthcare due to
communication barriers

Patients expressed a general sense of inequality compared to patients
without HL, feeling that healthcare professionals often regarded them as
a financial burden rather than as individuals. Several patients expressed
that healthcare professionals appeared irritated or impatient, likely due
to the additional time and effort required to communicate with in-
dividuals who are deaf or have hearing impairments. This perception
was further reinforced by the belief that cost considerations, such as
interpreter fees, were prioritized over patient needs.

“The whole thing was about saving interpreter expenses - they don't see
the person, but money, money." (40-year-old woman with profound HL
or deafness).

More than half of the respondents who provided comments in the
questionnaire reported feeling they were treated unequally compared to
patients without HL. A typical example of this was the difficulty in
contacting and communicating with hospitals, which left respondents
feeling excluded and disadvantaged:

“There are some obstacles that I don't think are okay. That we cannot do
like others. Where is the equality?” (35-year-old woman with profound
HL or deafness).

Respondents expressed a strong desire to experience the same level
of independence as patients without HL. However, this was often hin-
dered by inadequate communication options, particularly for those
uncomfortable with written communication:

"It is far from all deaf people, who are comfortable with writing. Danish
sign language is our mother tongue.” (32-year-old woman with pro-
found HL or deafness).

Many patients expressed a strong preference for professional in-
terpreters. Several patients highlighted that the presence of a profes-
sional interpreter strongly influenced their treatment by healthcare
professionals. With an interpreter, they often felt respected and actively
included in consultations on equal footing with hearing patients. How-
ever, with interpreter support, challenges remained.

"When I have an interpreter with me, I often feel that they treat me with
respect and equality. Without an interpreter, it varies; it depends on the
staff, who react differently when they meet me as a deaf person without an
interpreter." (57-year-old woman with profound HL or deafness).

Some respondents noted that the presence of an interpreter elicited
more empathetic and engaged responses from healthcare staff, whereas
interactions without an interpreter could feel impersonal or dismissive:

“I experienced multiple times positivity where they [the healthcare pro-
fessionals] responded with empathy and involvement. It was the opposite
at other times, where they seemed unsympathetic and cold." (57-year-old
woman with profound HL or deafness).

Several patients relied on relatives or friends as informal
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interpreters, but this often led to negative experiences. Healthcare
professionals frequently directed communication solely to the accom-
panying relative, rather than the patient, excluding the patient from
discussions and decision-making and leaving them feeling dis-
empowered and infantilized:

"I had relatives present during the conversation as support. The staff did
not include me but addressed my family instead. I tolerated it to get a
cochlear implant. In another conversation, she [the psychologist] patted
me on the cheek like a small child. She had a conversation with my father
another day without my consent." (50-year-old woman with profound
HL or deafness).

These accounts illustrate that some healthcare professionals failed to
engage directly with patients with HL, particularly when relatives were
present. Such exclusion from communication and decision-making
reinforced feelings of inequality and mistreatment, highlighting the
critical role of professional interpreters and staff training in promoting
patient-centered care.

3.6. Comparison of qualitative and quantitative responses

The qualitative comments offered important insight into the factors
underlying the respondents’ ratings, helping to clarify why they evalu-
ated their experiences as they did. These reflections reveal recurring
themes related to barriers in communication, lack of accessibility, and
varying levels of support from healthcare professionals. They also
illustrate how respondents interpreted and experienced their in-
teractions - ranging from feeling dismissed or excluded to encountering
challenges in receiving understandable information or compassionate
responses. Together, these qualitative perspectives enrich and contex-
tualize the quantitative results as shown in Table 4.

4. Discussion

This study explored the experiences of individuals with varying de-
gree of HL in and their interactions with healthcare professionals in
Danish hospitals. Most respondents were either deaf or had a profound/
severe HL. The findings reveal that limited accessibility, communication
barriers, and insufficient staff awareness often leave these patients
feeling excluded and unequal compared to hearing individuals. The
presence or absence of professional interpreters significantly influenced
patient’ sense of inclusion, understanding, and respect. These results
closely mirror those of the original Swedish survey, which served as the
basis for this questionnaire where respondents similarly reported diffi-
culties contacting healthcare professionals, a lack of knowledge and
preparation regarding sign language interpreters, and frustration with
written language.

The qualitative data from this study highlights the critical role of
qualified sign language interpreters in ensuring equitable healthcare for
patients with HL, particularly the ones who have are deaf or have severe
HL. This aligns with previous research, demonstrating that interpreters
facilitate accurate communication, support informed decision-making,
and enable patients to engage fully in their care. In the absence of in-
terpreters, communication often fails, resulting in misunderstandings,
reliance on insufficient alternatives such as family members or written
notes, and diminished patient autonomy.>' These challenges highlight
the need for systematic interpreter access to promote inclusive,
patient-centered healthcare and minimize inequalities for individuals
with HL.

This study highlights persistent communication barriers faced by
patients who are deaf or have hearing impairments in healthcare set-
tings. Respondents in the current study described feeling that healthcare
professionals lacked the time or willingness to communicate in ways
that accommodated their needs, such as engaging in written commu-
nication - difficulties that hearing patients do not experience. Further-
more, patients with HL must sometimes rely on their relatives, which
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Table 4
Side-by-side comparison of quantitative and qualitative survey results.

Question Survey Results Illustrative Quotes

1) Satisfaction with Across levels of
contacting healthcare hearing loss, 50%
(1-5) answered 1 or 2.

“The hospital only provides
telephone numbers as contact
options if you have a
scheduled admission.
Locating an email address is
complicated, and responses to
emails are often not received.
Additionally, reaching the
hospital by phone is
extremely challenging.” - 56-
year-old woman with
profound HL or deafness
“They refused to give me a
sign language interpreter.
They just pointed out that I
have cochlear implants, and I
can sense that they expect me
to pull myself together and
lip-read/listen with my
cochlear implants.” - 37-year-
old man with moderate or
mild HL

“No, I feel like I receive under
half of the necessary
information. If I bring my
partner or my parents, the
doctors and nurses will
address them and let them

Across levels of
hearing loss, 31%
answered 1 or 2.

2) Received enough
information about care/
treatment (1-5)

Across levels of
hearing loss, 27%
answered 1 or 2.

3) Involvement in decisions
to the extent desired (1-5)

explain it all to me.” — 37-
year-old man with moderate
or mild HL

4) Opportunity to ask Across levels of “Yes, I experienced that the
questions and receive hearing loss, 26% healthcare professionals
understandable answers answered 1 or 2. became annoyed with me or
(1-5) felt awkward about my
repeated questions during my
treatment. I wanted to make
sure that I had understood it
correctly. And the interpreter
said, ‘I have already
interpreted that question.””
— 38-year-old woman with
profound HL or deafness
“Getting responses with
compassion and commitment
happens very rarely.
Healthcare professionals
seem annoyed most of the
time because they have to
spend time waiting until I am
done writing or, similarly, if I
do not have a sign language

Across levels of
hearing loss, 21%
answered 1 or 2.

5) Responses given with
compassion and
commitment (1-5)

interpreter.” — 31-year-old
woman with profound HL or
deafness

Across levels of
hearing loss, 48%
answered 1 or 2.

6) Inclusion in conversations
while present (1-5)

“No, not always. They
sometimes do not include me
- i.e., they do not look at me,
and it is as if  am not
present.” — 56-year-old
woman with profound HL or
deafness

“I felt as though they did not
see me as a patient or even as
a human being, simply
because I am deaf.” — 29-
year-old woman with
profound HL or deafness

Across levels of
hearing loss, 23%
answered 1 or 2.

7) Feeling treated with
respect and dignity (1-5)

Note: All survey questions were rated on a scale from 1 to 5, where 1 indicates
the worst possible experience and 5 indicates the best.
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may increase their sense of dependency and inequality. Other studies
have shown that deafness appears to exacerbate disparities in accessing
psychiatric>’ and somatic healthcare,'”>'° which may lead to a
decreased quality of life for deaf patients due to worse physical'” or
psychological well-being.'* A French study from 2018'” even observed a
delay in cancer diagnosis for some cancers among deaf people which the
authors attributed to factors such a as communication problems, lack of
medical knowledge within the deaf community, and the difficult access
to written language. Future research should further explore how hearing
impairment or deafness may influence clinical outcomes and prognoses
across different medical conditions.

In line with the discussion on equal access to healthcare services,
there is a notable difference in satisfaction between the respondents in
this study and the general experience of Danish patients, as evidenced
when comparing the results of this study with those from the National
Danish Survey of Patient Experiences (LUP) from 2023.°>% In the LUP
survey, patients who had received somatic treatment were asked to
evaluate their healthcare experiences. Overall, the survey concluded
that the average patient was highly satisfied across the nine domains
investigated. Respondents reported mean scores ranging from 4.0 to
4.56 on a five-point Likert scale, where a score of 5 indicated a very high
degree of agreement and a score of 1 indicated no agreement at all.
Patients generally felt that healthcare staff were friendly and accom-
modating, and involved them in decisions regarding examinations and
treatment, and provided sufficient information to feel safe. These find-
ings contrast with the results of the present study, in which approxi-
mately half of the respondents reported feeling excluded from
conversations when healthcare professionals discussed them with one
another while they were present in the room. Furthermore, one-third of
participants reported not receiving adequate information about their
care or treatment.

Effective communication is crucial in healthcare, as it directly affects
patient safety, trust, and outcomes. Patients with HL are particularly
vulnerable to misunderstandings and exclusion, which can compromise
their autonomy and satisfaction. Consistent with this, a Norwegian study
found that successful communication enhances the sense of inclusion for
deaf and patients, thereby improving their coping skills and mental
health.?! This finding is relevant in a Danish context as Denmark and
Norway share similar sociodemographic factors, healthcare structures,
and medication use.>* Ensuring clear and accessible communication for
all patients is therefore essential to promoting equity and delivering
high-quality, patient-centered care.

4.1. Strengths and limitations

The primary strength of this study is its focus on an under-researched
patient group. Moreover, the large sample size of 311 respondents,
representing diverse genders and ages 21-89, provides a robust basis for
reflecting the adult population with HL, thereby strengthening the
study's credibility. In addition, the mixed-methods approach, where
findings from both data sources align, offers both in-depth insights and a
broader perspective, strengthening the overall understanding of
communication and access to hospital care.

Participants with particularly salient and potentially negative expe-
riences may be overrepresented, potentially introducing response bias.
Individuals with mild or moderate HL. may have been less inclined to
participate, as they may not have experienced significant challenges. In
addition, recruitment through the Danish Deaf Association and Face-
book groups may have favored individuals who are more socially active
and engaged, and therefore more likely to respond to surveys.
Conversely, individuals with greater communication difficulties may be
underrepresented. This may include those with limited literacy skills or
non-Danish backgrounds, who may face substantial barriers when
interacting with hearing people and the healthcare system, and who may
therefore be less likely to participate in survey-based research. Notably,
this group is also likely to experience some of the most significant
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challenges in healthcare settings. Consequently, the level of inequality
experienced by patients with HL may be even greater than suggested by
this study.

There were other limitations, as the questionnaire had not been
validated in its original context nor after it was translated into Danish.
Moreover, the questionnaire included neutral and 'don't know' options,
preventing respondents from being forced into choosing a more positive
or negative response. Another limitation is that many individuals with
HL may struggle to express themselves in writing. It is unclear whether
they might have conveyed more in interviews through a sign language
interpreter.

5. Conclusions

This study demonstrates that patients who have hearing impairment
frequently encounter difficulties when contacting the hospital and in
their interactions with healthcare professionals. Many providers lack the
skills or knowledge needed for effective communication, and patients
often struggle to access sign language interpreters. These barriers can
compromise patients’ sense of independence when they are forced to
rely on family members for support. In addition, healthcare pro-
fessionals may appear too busy to engage meaningfully, leaving patients
feeling disadvantaged compared with hearing individuals and burdened
with additional effort to communicate. Overall, the findings underscore
the need to improve access to healthcare services, ensure consistent use
of interpreters, and strengthen staff training to enhance communication
and promote equitable, patient-centered care for individuals with
hearing impairments.
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