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Abstract 
Rationale, Aims and Objectives: To explore the issues related to the use of health services by deaf and hard of hearing 
adults in Greece.  
Method: The study population consisted of 140 adults with hearing loss (86 deaf and 54 hard of hearing). We gathered 
information about sociodemographic characteristics, use of health services characteristics, satisfaction from health providers 
and complaints during the use of health services.  
Results: A considerable percentage of the participants did not make appropriate use of healthcare services, as they made 
avoidable visits to emergency departments even for minor, short-term conditions (p=0.002) or used to just wait for the 
symptoms to pass in an illness occurrence (p=0.06). They also experienced major difficulties as part of the health visit 
(p=0.01) and the quality of communication with health providers (p=0.002). The absence of assistive technology, along with 
the lack of low availability of Sign Language interpreters, were important barriers for those that communicate in Sign 
Language. Regarding the engagement with healthcare providers, there were high rates of dissatisfaction from doctors, 
nurses and receptionists related to issues during the use of health services.  
Conclusions: Our results underscore the fact that deaf and hard of hearing persons constitute a minority population that 
experience major barriers during the use of health services and considerable difficulties in the healthcare provider-patient 
relationship. In light of these findings, a special effort must be made to ensure that deaf and hard of hearing individuals 
receive appropriate, ethical and person-centered healthcare. 
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Introduction 
 
Although the consequences of hearing loss are rarely 
obvious, hearing loss is a major global health challenge, 
given that over 5% of the world’s population and therefore 
some 360 million people have disabling hearing loss 
(hearing threshold of 41 decibels or greater in the better 
ear) [1]. By 2030, hearing loss is projected to be in most 
countries among the top ten causes of burden of disease, 
with the associated detrimental social and economic effects 

[2]. International studies have shown that deaf and hard of 
hearing people face many barriers to receiving adequate 
healthcare, have a deficiency in knowledge of health 
matters and use health services in a different way 
compared to hearing people. They are unsatisfied with 
their communication with health providers and are less 
satisfied with the health services they receive [3-5]. Also, it 
is more likely for these people to avoid visits to health 
services, due to the difficulties in their communication 
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with healthcare providers and the lack of available 
interpreters [4,6].  

In Greece, people with hearing disability are 
systematically absent from health policy and planning, 
despite the fact that hearing loss is an important public 
health and Societal concern [7]. Since 2010, Greece’s 
economy has been severely affected by the economic 
crisis, characterized by the loss of more than 25% of GDP, 
international bailouts and the adoption of large-scale 
austerity measures, which have involved substantial 
reductions in public spending. As a consequence, the 
government grant for the payment of sign language 
interpreters has significantly reduced. However, the 
contribution of interpreting to the quality of life of 
Deaf/HH sign language users is enormous, since only via 
the presence of an interpreter can these people enjoy 
interactive and effective communication in all aspects of 
their life, covering all their communications needs, 
including the use of and access to healthcare services. 
Since 2011, Sign Language users in Greece have the right 
to only 25 hours free interpretation per year to meet all 
their communication needs, while prior to this time the 
costs of interpretation were fully paid by the State and the 
available interpretation hours per person were unlimited. 
When sign language users consume the 25 free hours of 
interpretation, they then have to pay interpretation costs 
privately, which are much higher when related to health 
issues. This means that many people who communicate 
primarily in sign language face significant barriers during 
the utilization of health services and especially during their 
communication with health professionals [5]. Until 
recently, no formal policy regarding the use of healthcare 
services existed, mainly due to a lack of sound data for the 
epidemiological profile of deaf and hard of hearing people 
and the use of health services by them. This present study 
aimed to address this observation by investigating the 
perceived barriers to the utilization of healthcare services 
by deaf and hard of hearing people in Greece. 

 
 

Methods and Materials 
 
Participants 
 
A cross-sectional study was conducted and the study 
population consisted of 140 young and middle-aged adults 
(18-65 years) with hearing loss (86 d/Deaf and 54 hard of 
hearing). There are several groups included within the 
broad “deaf and hard of hearing” category and factors that 
must be considered with Deaf/HH sub-populations include 
(a) degree of hearing loss, (b) age of onset of loss (pre-
lingual/post-lingual), (c) preferred language and (d) 
psychological issues [8]. Following a convention proposed 
by James Woodward [9], we use the lowercase deaf when 
referring to the audiological condition of not hearing and 
the uppercase Deaf when referring to a particular group of 
deaf people who share a language and a culture. The 
distinction between the terms “deaf” and “hard of hearing” 
is often made using different criteria as it has strong ties 
with the individuals’ ideological positions about education, 

social inclusion and/or rehabilitation of people with 
hearing loss [8].  

In this study, the participants with hearing loss were 
categorized using a combination of cultural self-
identification and the preferred method of communication, 
a classification that fits best with the population with 
hearing loss in Greek culture and is intentionally 
differentiated from their solely hearing loss severity: 

 

Deaf - Persons referred to as Deaf (upper case D) 
typically belong to the Deaf Community and use 
Greek Sign Language  as a primary language [9]. 
 
Deaf - Persons referred to as deaf (lower case d), 
that do not consider themselves members of the 
Deaf Community and use non-signing 
communication [10]. 
 
Hard of hearing that communicate in terms of 
auditory-verbal approach [11]. 
 
Hard of hearing who communicate via lip-reading 
[12]. 
 
Hard of hearing who communicate using Greek Sign 
Language as a preferred method of communication 
[9]. 

 
Regarding the sampling method, there is no accurate 

census of deaf and hard of hearing in Greece since, 
excluding the members of the first subcategory who are 
registered in deaf clubs, members of the subcategories of 
this population are extremely difficult to locate. Thus, 
probability or random sampling could not be realized and 
therefore a convenience sampling technique was 
employed. With regard to the deaf and hard of hearing 
participants that communicate via sign language, the 
recruitment was conducted by visiting the 5 Deaf Clubs-
members of the Hellenic Federation of the Deaf which are 
located in Attica (4 in Athens and one in Korydallos). 

  
Materials 
 
Data collection concerning the use of health services of the 
deaf and hard of hearing was enabled by using a 
questionnaire that was specially developed for this study, 
based on the relevant literature. The questionnaire 
consisted of 3 sections. The first section explained the 
purpose of the questionnaire and provided a contact name 
and address for any enquiries regarding the study. The 
second section consisted of questions on sociodemographic 
data such as gender, age, marital status, number of 
household members, complete educational status, work 
status and income. The third section consisted of questions 
on participants’ (a) utilization of health services 
characteristics, (b) complaints during the use of health 
services and (c) satisfaction from health providers. Internal 
consistency for the 12 questions about satisfaction from 
health providers during the use of health services was 
calculated by Cronbach’s alpha and was found equal to 
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0.92, indicating excellent internal consistency of the 
questionnaire. 

A pilot study with 6 Deaf adults was carried out, in 
order to check the comprehensibility of the questionnaire, 
as the written form of spoken language is a second 
language for them (Greek Law 3699/2008). The 6 
participants in the pilot study were representative of the 
overall Deaf signers that were enrolled into our study, as 
they represent them unanimously on a regular basis in the 
Community and they understand their educational and 
other needs. The face validity of the questionnaire was 
very good and no significant corrections were made. 

  
Procedure 
 
The data collection was conducted in person and the 
questions to be signed in GSL, when necessary, in order to 
improve accessibility and minimize the language barrier 
for Deaf, as they completed a lengthy written questionnaire 
not in their primary language. The completion of the 
questionnaire by the deaf and hard of hearing non-users of 
sign language and by the hearing participants was 
conducted in person, following a convenience sampling 
technique. 

All participants were informed about the aim and 
procedures of this study (additionally in Greek Sign 
Language) and gave their consent. The personal data of the 
participants were not registered at any stage of the study. 
Participation in this study was voluntary and anonymous. 
The previous engagement of the first author in the Deaf 
community, as she is certified in GSL, reinforced the 
feelings of trust and comfortability of the participants 
leading to an excellent response rate (91%). 

All procedures performed in this study involving 
human participants were in accordance with the ethical 
standards of the institutional and/or national research 
committee and with the 1964 Helsinki Declaration and its 
later amendments or comparable ethical standards. The 
study protocol and the questionnaire were approved by the 
Hellenic Federation of the Deaf, which is the official 
representative association of deaf and hard of hearing 
people in Greece, with the reference number 435/13-3-
2015. Questionnaires were distributed and collected from 
April 2015 to June 2015. 

  
Statistical analysis 
 
Continuous variables are presented as mean (standard 
deviation, SD), while categorical variables are presented as 
absolute and relative frequencies. The normality 
assumption was evaluated using Kolmogorov-Smirnov 
criterion (p>0.05 for all variables), histograms and normal 
probability plots. 

Associations between categorical variables were 
assessed with a chi-square test and between categorical and 
ordinal variables with a chi-square trend test. Student’s t-
test was applied for the association between a quantitative 
variable and a dichotomous one when the quantitative 
variable followed normal distribution. In addition, we used 
Analysis of Variance (ANOVA) to assess the relationship 
between a quantitative variable and a categorical variable 

when the quantitative variable followed normal 
distribution and Kruskal-Wallis test when the quantitative 
one did not follow normal distribution. Due to the small 
number of the participants we did not perform multivariate 
analyses. Work status was not used as independent variable 
because of the small number of participants in several 
categories (n≤10).  

The 5 designed subcategories of population with 
hearing loss were not finally used as independent variables 
because of the exceptionally small number of participants 
in several categories (n≤10). As a result, the classification 
was limited to the 3 bigger categories (deaf/hard of 
hearing) and it was not possible to take into consideration 
the exact language preferences of the participants, but only 
their cultural self-identification. That means that the “deaf 
category” in the statistical analysis finally included those 
that self-identified themselves as severely or profoundly 
deaf (category No1 and No2), while the “hard of hearing 
category” included those that self-identified themselves as 
having mild, moderate or moderately severe hearing loss 
(category No3 and No4). The two-tailed significance level 
was set as ≤0.05. Data were analyzed using IBM SPSS 
21.0 (IBM Corp. Released 2012. IBM SPSS Statistics for 
Windows, Version 21.0. Armonk, NY: IBM Corp). 

 
 

Results 
 
Sociodemographic characteristics are presented in Table 1. 
For the 91.9% of the deaf the Greek Sign Language was 
the preferred method of communication, while for the 
8.1% was not. Among the 54 hard of hearing, the 20.4% 
preferred to communicate via the oral method, the 50% via 
the lip-reading technique and the 29.6% via the Greek Sign 
language. 

Participants’ use of health services characteristics are 
presented in Tables 2, 3 and 4. Regarding the use of health 
services in the past 12 months, the deaf were more often ill 
than the hard of hearing (p=0.02) and they visited a public 
hospital to cope with their illness (p=0.002). In this study 
we found that the deaf participants did not make 
appropriate use of healthcare services, as the 60.5% of 
them made visits to emergency departments even for 
minor, short-term conditions (p=0.002). 

In addition, deaf participants seem to be confronted 
with barriers when using health services; the 73.3% had 
complaints for the lack of assistive technology (e.g., video-
interpretation, communication support technology, screens 
with health messages in sign language etc.), (p<0.001). 
Also, the 70.9% complained for the absence of ambulance 
personnel that can communicate in sign language and the 
79.1% for the absence of hospital staff that can 
communicate in sign language (p<0.001 in both). 

The small number, the lack of availability and the 
absence of sign language interpreters as full time staff in 
the hospitals, were factors for complaining for the deaf 
participants, in percentages 57%, 75.6% and 80.2%, 
respectively (p<0.001). This is very crucial, as the 
existence of a communication assistant with a doctor or 
during a health visit was characterized as “very important” 
for the 79.1% of the deaf participants (p<0.001) and they  
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Table 1 Sociodemographic data of the participants 
  

Variable Hard of Hearing Deaf 

Gender   

   Women 32 (59.3) 46 (53.5) 

   Men 22 (40.7) 40 (46.5) 

Age (years) a 41.4 (11.8) 38.1 (10.7) 

Marital Status   

   Unmarried 16 (29.6) 37 (43) 

   In cohabitation 14 (25.9) 11 (12.8) 

   Married 14 (25.9) 20 (23.3) 

   Divorced 7 (13) 13 (15.1) 

   Widowed 3 (5.6) 5 (5.8) 

Number of household members b 2.7 (1.2) 2.6 (1.2) 

Existence of hearing person in household  38 (70.4) 37 (43) 

Educational attainment   

   Junior High 4 (7.4) 11 (12.8) 

   High School 19 (35.2) 59 (68.6) 

   College 3 (5.6) 2 (2.3) 

   Technological Educational Institution  5 (9.3) 0 (0) 

   University  11 (20.4) 10 (11.6) 

   Master’s/Doctorate degree 12 (22.2) 4 (4.7) 

Work Status   

   Unemployed 8 (14.8) 21 (24.4) 

   Household keeper 3 (5.6) 5 (5.8) 

   Income collection 0 (0) 1 (1.2) 

   Student 1 (1.9) 5 (5.8) 

   Unskilled worker 4 (7.4) 6 (7.0) 

   Private sector employee  10 (18.5) 30 (34.9) 

   Public sector employee 18 (33.3) 16 (18.6) 

   Entrepreneur 6 (11.1) 0 (0) 

   Retired 4 (7.4) 2 (2.3) 

Family annual income (euro) b 15,000  (75,000) 15,000 (49,000) 

Values are expressed as n (%) unless otherwise is indicated. 
                                 a  Mean (standard deviation),  b  Median (range) 
 
 
Table 2 Participants’ utilization of health services characteristics 
 

Variable Hard of Hearing Deaf P-value 

Illness occurrence during the past 12 months   0.02a 

  Yes 35 (64.8) 73 (84.9)  

  No 19 (35.2) 13 (15.1)  

Number of illness occurrence during the past 12 
monthsb 

3.9 (1.9) 3.8 (1.9) 0.8c 

Management of illness occurrence    

Visit to a private doctor    0.07a 

  No 31 (57.4) 36 (41.9)  

  Yes 23 (42.6) 50 (58.1)  
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Visit to emergency department    0.002a 

  No 36 (66.7) 34 (39.5)  

  Yes 18 (33.3) 52 (60.5)  

Visit to outpatient clinic     0.2α 

  No 50 (92.6) 74 (86)  

  Yes 4 (7.4) 12 (14)  

Visit to community health center   0.2a 

  No 54 (100) 83 (96.5)  

  Yes 0 (0) 3 (3.5)  

Visit to hospital department/private clinic   0.4a 

  No 43 (79.6) 73 (84.9)  

  Yes 11 (20.4) 13 (15.1)  

Health and medication advice from pharmacist   0.3a 

  No 45 (83.3) 66 (76.7)  

  Yes 9 (16.7) 20 (23.3)  

Health and medication advice from friend(s)   0.5a 

  No 48 (88.9) 73 (84.9)  

  Yes 6 (11.1) 13 (15.1)  

Health and medication advice from a family member   0.5a 

  No 47 (87) 78 (90.7)  

  Yes 7 (130) 8 (9.3)  

Just wait for the symptoms to pass   0.06a 

  No 43 (79.6)  54 (60.7)  

  Yes 11 (20.4)  35 (39.3)  

Visit to a private doctor/private clinic during the past 
12 months 

  0.7a 

  No 12 (34.3) 23 (31.5)  

  Yes 23 (65.7) 50 (68.5)  

Number of visits to private doctor/private clinic during 
the past 12 monthsb 

2.6 (1.6) 1.7 (1.3) 0.02c 

Reason for visiting a private doctor/clinic     

Long waiting time to book an appointment in public 
health services  

  0.003a 

  No 41 (75.9) 44 (51.2)  

  Yes 13 (24.1) 42 (48.8)  

Better quality of healthcare provision in private 
practice 

  0.2a 

  No 38 (70.4) 52 (60.5)  

  Yes 16 (29.6) 34 (39.5)  

Better behavior toward patients in private practice   0.2a 

  No 38 (70.4) 52 (60.5)  

  Yes 16 (29.6) 34 (39.5)  

Lack of sign language interpreter availability the day of 
appointment in the public health service 

  0.001a 

  No 49 (90.7) 57 (66.3)  

  Yes 5 (9.3) 29 (33.7)  

Values are expressed as n (%) unless otherwise is indicated. 
* p <0.05, a x2 test , b Mean (standard deviation),  c t- test 
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Table 3 Participants’ complaints during the use of health services 
 

Variable Hard of Hearing Deaf P-value 

Complaints referring to health visit    

  Poor quality of communication    0.2a 

    No   17 (31.5) 19 (22.1)  

    Yes 37 (68.5) 67 (77.9)  

  Difficulty in understanding the medical instructions    0.002a 

    No   32 (59.3) 71 (82.6)  

    Yes 22 (40.7) 15 (17.4)  

  Low duration of health visit   0.1a 

    No   19 (35.2) 20 (23.3)  

    Yes 35 (64.8) 66 (76.7)  

  High cost of health visit   0.01a 

    No   27 (50) 25 (29.1)  

    Yes 27 (50) 61 (70.9)  

Complaints referring to the procedure     

  Excessively bureaucratic procedures   0.1a 

    No   9 (16.7) 26 (30.2)  

    Yes 45 (83.3) 60 (69.8)  

 Lack of equipment for Deaf and hard of hearing that 
 communicate via Sign Language (p.e. screens with 
 health messages in Sign Language, video- 
 interpretation etc.) 

  <0.001a 

    No   36 (66.7) 23 (26.7)  

    Yes 18 (33.3) 63 (73.3)  

  Lack of 24h Emergency Contact Phone for 
  communication via text messages 

  <0.001a 

    No   24 (44.4) 16 (18.6)  

    Yes 30 (55.6) 70 (81.4)  

  Absence of ambulance personnel that can 
   communicate in Sign Language 

  <0.001a 

    No   38 (70.4) 25 (29.1)  

    Yes 16 (29.6) 61 (70.9)  

  Absence of hospital staff that can communicate in 
   Sign Language  

  <0.001a 

    No   42 (77.8) 18 (20.9)  

    Yes 12 (22.2) 68 (79.1)  

Complaints referring to Sign Language interpreters   <0.001a 

  Small number    

    No   44 (81.5) 37 (43)  

    Yes 10 (18.5) 49 (57)  

  Lack of availability   <0.001a 

    No   44 (81.5) 21 (24.4)  

    Yes 10 (18.5) 65 (75.6)  

Absence of Sign Language interpreters  in hospitals  
(full-time staff) 

   

<0.001a 

    No   40 (74.1) 17 (19.8)  

    Yes 14 (25.9) 69 (80.2)  

Importance of existence of a communication assistant 

with a doctor or during a health visit 

  <0.001b 

  Unimportant 7 (13) 2 (2.3)  
  Of little importance   9 (16.7) 6 (7)  

  Moderately important 12 (22.2) 4 (4.7)  
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  Important 15 (27.8) 6 (7)  

  Very important 11 (20.4) 68 (79.1)  

Preference for a communication assistant in a health 

visit 

  <0.001a 

  Sign Language interpreter 10 (18.5) 66 (76.7)  

  Hearing family member 20 (37) 6 (7)  

  Hearing friend  9 (16.7) 3 (3.5)  

  Preference for non-provision of assistance 15 (27.8) 11 (12.8)  

Values are expressed as n (%) unless otherwise is indicated. 
                   * p <0.05, a x2 test, b x2 test for trend 
 

preferred a sign language interpreter as a communication 
assistant in  a  health  visit,  in  a  percentage  of  76.7%,  
(p<0.001). The lack of a 24 hour Emergency Contact 
number for communication via text messages was a 
complaint for both deaf and hard of hearing participants, in 
percentages 81.4% and 55.6%, respectively (p<0.001). 
Furthermore, the deaf and hard of hearing had many 
complaints referring to the health visit; the poor quality of 
communication was a complaint for the 77.9% of deaf and 
the 68.5% of hard of hearing (p=0.2). Also, the low 
duration of the medical visit was a complaint for the 76.7% 
of deaf and the 64.8% of hard of hearing participants 
(p=0.1). 

Regarding the engagement with healthcare providers, 
the 46.6% of deaf and the 63% of hard of hearing 
participants were “very dissatisfied” or “dissatisfied” with 
the doctors in relation to the provision of health 
information about their medical condition (p=0.2). In 
addition, satisfaction referring to friendly behaviour and 
politeness of healthcare providers was low. The 40.7% of 
deaf and the 44.5% of hard of hearing were “very 
dissatisfied” or “dissatisfied” with the doctors (p=0.4), 
while the rates of satisfaction with the nurses and 
receptionist were 24.4%, 24.1% and 81.4%, 75.9% for deaf 
and hard of hearing participants, respectively (p=0.3 and 
p=0.2). These findings are of relevance tothe fact that the 
39.5% of deaf and the 29.6% of hard of hearing preferred 
to visit a private doctor/clinic during the past 12 months, 
instead of booking an appointment in public health 
services, seeking better quality of healthcare provision and 
better behaviour of doctors toward patients (p=0.2) (Table 
2). This fact is noteworthy, although the high level of fees 
charged for a visit in the private health sector were a valid 
complaint for the majority of participants (p=0.01).  

Lastly, the satisfaction with receptionists during the use 
of health services was also low; the 81.4% of deaf and 
76% of hard of hearing were “very dissatisfied” or 
“dissatisfied” with reference to the fast patient service 
(p=0.4) (Table 4). As regards to the genuine interest and 
respect for them as patients, the percentages were 87.2% 
and 74.1%, respectively (p=0.06). 
 
 
Discussion 
 
Previous studies have revealed that only the existence of a 
sign language interpreter can guarantee the effective 
healthcare provider-patient communication for those that 
communicate primarily in sign language [13,14]. The 

complaints that the participants had in this study referring 
to the sign language interpreters were referred to also in 
the study of Steinberg et al. [5]. In that study, positive 
experiences were reported by the deaf participants as a 
function of the presence of medically experienced certified 
interpreters, healthcare practitioners with sign language 
skills and practitioners who made an effort to improve 
healthcare provider-patient communication. Previous 
studies have shown that the presence of sign language 
interpreters as full-time staff in the hospitals could serve as 
a solution to this problem [13,15]. In this study, this was an 
additional reason for the deaf to make complaints about the 
health services, as sign language interpreters are totally 
absent in Greek hospitals. In addition, the lack of 
equipment for the deaf and hard of hearing that 
communicate via Sign Language (e.g., screens with health 
messages in Sign Language, video-interpretation etc.) 
erects another barrier for those that communicate in sign 
language and this also was found in the study of Sheppard 
[16] where the deaf adults experienced significant 
healthcare disparities. In general, the population with 
hearing loss faces difficulties in healthcare settings when 
information is not provided visually, when a sign language 
interpreter is not provided and where the use of devices, or 
special equipment and aids, are not adapted to their needs 
(e.g., visual warning or vibration etc.) [17]. 

As for doctor-patient communication, the doctors may 
believe that they communicate effectively with their 
patients, but the patients do not always share the same 
opinion [18,19]. In this study the hard of hearing 
participants had more difficulty in understanding medical 
advice compared to the deaf participants (p=0.002). This is 
not surprising, because in this study the 50% of the hard of 
hearing participants used to communicate via lip-reading 
and previous studies have shown that in that case there is 
frequently miscommunication with the health provider [20-
22]. Previous studies [19,23] have also observed that 
persons who are deaf or hard of hearing and communicate 
via lip-reading or written notes, face considerable barriers 
to communicating with physicians. Complaints relating to 
the poor quality of communication and the low duration of 
the health visit were not unexpected, as those with hearing 
loss need more time during an appointment to establish an 
effective communication with hearing people and to 
understand medical advice [24].  

The major difficulties that the deaf and hard of hearing 
experienced during communication with health providers 
had an impact also on their satisfaction during the use of  
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health services, for example, in terms of the provision of 
health information about their medical condition. A study 
in the United Kingdom [25], revealed that the 77% of Sign 
Language users faced difficulties in communication with 
physicians in hospitals. Of them, 33% left the consultation 
having many questions and feelings of uncertainty about 
their health condition. The Action On Hearing Loss study 
[26], referring to patient experiences during consultations 
and whether they had ever been unclear after a GP 
consultation, revealed that more than one-quarter (28%, 
n=170) of respondents had been unclear about a diagnosis. 
In addition, around one-quarter (26%, n=158) had been 
unclear about the health advice they were provided with 
and approximately two-fifths (19%, n=115) had been 
unclear about their medication. According to McKee et al. 
[27], the quality of communication between patients and 
providers is an important determinant of whether patients 
seek, understand and adhere to providers’ preventive 
services recommendations, which has been associated with 
improved healthcare utilization and outcomes. Ensuring 
effective communication is essential to safe, timely, 
efficient and patient-centered care [23]. Failure to 
communicate in appropriate formats leads to problems 
with compliance and attendance, wastes time and human 
resources and potentially also causes delays in diagnoses 
and treatment for these individuals [28-31]. The particular 
challenges they face with regard to their communication 
with healthcare professionals are probably the “key”, 
behind their different use of health services, as they face 
many gaps in knowledge on how to ‘behave’ within the 
health system [4,5,32-34]. The high rates of seeking health 
and medication advice from friends and family members, 
or just the waiting for the symptoms to pass in an illness 
occurrence (Table 2), reflect the reality of their difficulties. 
In addition, the major difficulties that the deaf and hard of 
hearing experienced during communication with health 
providers may be the reason behind the inappropriate use 
of healthcare services; for example, avoidable visits to 
emergency departments even for minor, short-term 
conditions, instead of adopting a primary healthcare 
process. This frequent use of emergency departments’ 
units also reflects their attempt to resolve the uncertainty 
they feel about health issues [3,16,34-37]. 

Another important issue was the high rates of 
dissatisfaction among the participants in relation to the 
behavior and politeness of the medical providers. Health 
professionals should be aware of the incorrect assumptions 
about disability that result from stigmatized views about 
people with disabilities. Some studies have found that 
medical students have more negative attitudes to disability 
than the general norm, as many courses of instruction 
medicalize disability, fail to take a holistic view of health 
and ignore the human rights of people with disabilities, 
which influences the quality of doctor-patient 
communication [23,29]. All participants in the Sheppard 
study [16] described hospitals and provider offices as 
‘scary’ and ‘intimidating’ and doctors, nurses and 
receptionists as ‘frequently impatient’. Other studies have 
also revealed that the deaf and hard of hearing participants 
felt that some providers did not respect the intelligence, 
motivation and desire to be more involved in the process of 

understanding the medical interventions and the decision-
making on issues related to their health [5,23,25,38-40]. 

Lastly, it is worth mentioning the importance of 
receptionists. Health policy typically ignores receptionists, 
although the experience of a health service can sometimes 
be decided by how good the receptionist is. In our study, 
despite the existence of legislation in Greece for priority on 
health services access for hearing impaired people, 
receptionists appeared to be unaware of this. The low 
levels of satisfaction relating as to whether receptionists 
show “genuine interest and respect for them as a patient” 
were shown also in other studies. In the SignHealth study 
[41], 39.8% (n=119) of the participants answered that the 
receptionists were “not very helpful” or “not helpful at 
all”. In addition, in the study of Iezzoni et al. [23], the deaf 
and hard of hearing participants had difficulties interacting 
with office staff, including in waiting rooms. Many people 
lost appointments that had been closed months before, 
even though they had attended the appointment because 
the information was not presented in an easily 
understandable manner. Overall, our study confirmed the 
findings of previous studies, where complex individual, 
interpersonal and systemic factors frequently lead deaf and 
hard of hearing individuals to receive inadequate, 
inappropriate and unethical healthcare. 

There are several limitations when conducting a study 
among deaf and hard of hearing participants. However, the 
previous engagement of the first author in the deaf 
community, given her national certification in GSL, 
allowed many of these methodological issues to be 
overcome. The principal limitation of our study is that 
while the deaf population consists of subgroups with 
different cultural and communicational characteristics, it 
was not possible to take into consideration the language 
preferences of the participants, but only their cultural self-
identification. This should be considered by future studies 
aiming to assess health-related quality of life in a larger 
sample of population with hearing loss. 

Observations were collected only in the Attica region, 
but there are large variations in the number of deaf and 
hard of hearing people in other regions. The conduct of 
studies with a collection of observations from the whole 
country could offer the possibility of an optimal 
investigation of the determinants associated with the 
outcome. In addition, due to the small number of the 
participants, we did not perform multivariate analyses and 
confounding is possible. 

 
 

Conclusions 
 
This study offers an insight into an important area of 
hearing loss research, a subject of extensive discussions 
globally [7]. The access to and use of health services 
without barriers is a clearly defined right of people with 
disabilities, as stated by the UN Convention on the Rights 
of People with Disabilities. Nevertheless, our results 
underscore the fact that deaf and hard of hearing persons 
constitute a minority population that experiences major 
barriers during the use of health services and considerable 
difficulties in the healthcare doctor-patient relationship. 
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Future research should explore the perspective of clinicians 
when working with people with hearing loss and ways to 
improve communication, such as providing powerful and 
visually accessible communication using sign language 
and the implementation of important communication 
technologies. In addition, cultural awareness trainings for 
health professionals and programs that raise health 
knowledge in deaf communities could help in tackling 
these health inequalities. 
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