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Background: There are approximately 5 000 deaf people in Norway who use
sign language to communicate. According to Norwegian legislation, people who
are deaf or have severe hearing loss have a right to adapted communication in
interactions with the health services. However, research indicates that the
health services rarely accommodate their communication needs. This leads to
misunderstandings about diagnosis, treatment and medication, and may have
serious consequences for the patient in question. Much of the international
research in this area is di�cult to transfer to the Norwegian context, either
because it has been carried out in countries whose healthcare systems di�er to
that of Norway or it only deals with the challenges faced by healthcare
personnel. Therefore, it is important to explore deaf people’s perceptions of
their encounters with the health services in Norway.

Objective: To explore how people who are deaf or have severe hearing loss
perceive encounters with the health services in Norway.

Method: The study has a qualitative design. We conducted individual, semi-
structured interviews with ten people who use sign language in their daily lives.
The interviews were carried out in the period from October 2018 to November
2021. The data have been analysed using Braun and Clarke’s method of thematic
analysis.

Results: The challenges experienced by deaf people in their interactions with
the health services were primarily related to communication with healthcare
personnel. The participants did not feel that communication was adapted to
their needs. The reasons for this include a lack of knowledge among healthcare
personnel concerning hearing loss and communication with deaf people,
insu�cient coverage of the topic in health-related study programmes and in
society generally, as well as variations in the attitudes of healthcare personnel
towards deaf people.

Conclusion: When interacting with the health services, deaf people have a right
to communication that is adapted to their needs. The �ndings of the study
indicate, however, that healthcare personnel need more knowledge regarding
communication with deaf people. This should be put on the agenda of the
health services and educational institutions that train healthcare personnel.

Of the 16 500 people who communicate using sign language in Norway, 4–5 000 are
classi�ed as deaf (1). Although deaf people have a right to communication that is
specially adapted to their needs when interacting with the health services (2, 3),
research indicates that they often encounter barriers (4–7). Norwegian sign
language is one of the largest minority languages in the country (1).



The Norwegian Act relating to Language guarantees deaf people the right to use
sign language, and clearly states that sign language is equal to spoken Norwegian
(3). Whether someone uses sign language as their �rst language does not always
depend on their level of hearing loss, but may also re�ect hearing function and deaf
identity (1).

Deaf people’s access to and experience of the health services vary greatly across
countries (8, 9). Several studies have shown that communication barriers are often
a problem for deaf people in interactions with the health services. This leads to
misunderstandings between deaf patients and healthcare personnel in relation to
diagnosis, treatment and medication (7, 10).

Due to previous negative experiences, deaf people avoided using the health services
until it was absolutely necessary in a number of cases (5, 11). Deaf people also
reported signi�cantly poorer communication and a lower level of satisfaction with
the primary health service than the general population (10). Communication
di�culties also have an impact on the rights of deaf people, such as the right to
autonomy, protection of privacy and communication in their own language (12).

For their part, healthcare personnel �nd it challenging to communicate with deaf
people (13, 14). They state that the health services are not good enough for deaf
patients, and that the healthcare system is not adapted to the needs of this patient
group (15).

In addition to this, a study of doctors’ attitudes shows that they �nd it more
di�cult to communicate with deaf people than the rest of the population, and they
feel less comfortable in their interactions with deaf patients (16).

Research exploring deaf people’s encounters with the health services is scant.
Previous studies in this area have either focused on the challenges faced by
healthcare personnel or have been carried out in countries whose healthcare
systems di�er to that of Norway (17), which makes it di�cult to transfer the
�ndings to the Norwegian context. Therefore, it is important to explore deaf
people’s perceptions of their encounters with the health services in Norway.

We wanted to explore how people who are deaf or have severe hearing loss perceive
their encounters with the health services in Norway.

Objective of the study



The study is based on a qualitative exploratory design. We conducted ten in-depth
interviews with adults who are deaf or have severe hearing loss to gain more insight
into their perceptions of their encounters with the health services (18).

First, we attempted to recruit research participants through associations and
organisations for the deaf and hard of hearing, but no one contacted us. Therefore,
we recruited participants for the study through the �rst author’s (TM) social media
network, using snowball sampling. TM is a woman who has studied sign language
and works as a nurse in an ear, nose and throat department at a hospital. She made
a number of contacts with sign language users when she was a student.

Snowball sampling is a method for selecting participants in which existing research
participants �nd potential new participants for a study by telling their social
network about it (19). Since sign language users are a minority that can be di�cult
to reach using traditional recruitment methods (20), we considered it practical to
use TM’s network as a basis for recruitment using snowball sampling.

We recruited six women and four men aged 25–50 for the study. The sample is
heterogenous in relation to their place of residence and the level of the health
service they have interacted with. Eight of the participants were interviewed while
at work.

The research participants have varying degrees of hearing loss, from severe to
profoundly deaf. They were not explicit about the degree to which they identify as
deaf or hard of hearing, but their use of sign language was a common factor, and
they are therefore referred to as deaf in this study (21).

We prepared a semi-structured interview guide with open-ended questions to get
an understanding of the participants’ perceptions of their encounters with the
health services, including the positive and negative aspects. We also wanted to �nd
out how they perceived communication with healthcare personnel. The interview
guide was prepared with a basis in the �rst author’s experience with deaf people,
our knowledge of health services for minority groups and available research in this
�eld (4–12).

The study is based on ten in-depth interviews, with a duration of 30–90 minutes.
Two of the interviews lasted for 30 minutes because the participants had few
encounters to relate. The other interviews lasted for over an hour due to the
comprehensive descriptions of encounters and/or the use of a sign language
interpreter. The �rst interview was conducted in 2018.

Method

Recruitment and selection

Interviews



The study was delayed as a result of the COVID-19 pandemic. We therefore
conducted the second interview in autumn 2020 and the others in autumn 2021.
The �rst author carried out in-person interviews either at the private homes of the
participants or at another previously arranged place. We clari�ed with each
participant in advance how the interview would be conducted and whether they
would like to use a sign language interpreter.

Six of the interviews were conducted via a sign language interpreter, but this was
not required in four of the interviews. Two of these four participants responded
orally in the interview, and two communicated using sign language, which the �rst
author observed and transcribed to written text.

Afterwards, we sent the transcriptions to the participants for them to review and
make corrections if necessary. TM knew one of the participants from her student
days, but they had not had contact since then. Otherwise, TM and the participants
did not know each other.

To analyse the participants’ responses in sign language, the interviews were
recorded on video and later transcribed by the �rst author. After that, we analysed
the data, using Braun and Clarke’s (22) six-step method of thematic text analysis as
inspiration. The data were coded according to whether the responses were of
interest in relation to the objective and central research question of the study,
known as ‘data-driven coding’ (Table 1).

Analysis



Both authors took part in the data analysis. In cases where we disagreed, we
discussed the meaning units and themes until we reached consensus. Table 2
shows examples of the process of developing meaning units into themes.

Ethical considerations

https://sykepleien.no/sites/default/files/styles/lightbox/public/2022-11/Mittet_ENG_Tabell1_NY.png?itok=dEu2SZzE
https://sykepleien.no/sites/default/files/styles/lightbox/public/2022-09/Mittet_ENG_Tabell2.png?itok=opjxSrPb


The study was submitted to the Norwegian Centre for Research Data (NSD) for
approval (reference number 510500). The participants received written
information about the study. They were informed that they were free to withdraw
from the study without giving a reason, and that all of the data collected would be
anonymised. All of the participants provided written consent to participate.

The analysis of the interviews shows that the research participants’ interactions
with the health services were in�uenced by the extent to which their
communication needs were accommodated, the attitude of health personnel
towards deaf patients, and the level of knowledge health personnel had regarding
communicating with deaf people.

Several of the research participants told us that it was important that they received
information about their own health in sign language. They said that it was best if
health personnel were able to communicate with them directly using sign language,
but in many cases, this was not possible. The participants stressed how important
it was for them to have access to a sign language interpreter when they needed it.
Nevertheless, they found that they were not provided with an interpreter despite
having made their needs known:

‘On several occasions, I have sat there wondering “well, when is the doctor
coming?” I hear him call out, but whose name is he calling? I have to go to the
receptionist and ask, “What’s happening?” “Yes, we have called your name,” but I
have already told them that I have poor hearing! So, [it’s] like, just a typical
experience. And I think I speak for many others, to put it like that. So you sit there
with your ears pricked up, or your hearing aid pricked up [resigned laughter], and I
have to be really switched on, all the time. It’s tiresome.’

The participants called for routines for communicating with deaf patients, such as
having a special folder containing all relevant information, a brochure or something
similar, so that healthcare personnel are better informed about the need for help
and how to address di�erent situations:

‘So, I was lying ready on the operating table and the surgeon had a surgical mask
on. And I saw that he was starting to speak, so I said, “No, I don’t understand.”
Then he held up two syringes, like this [holds up both hands as if he has a syringe
in each hand, and shows his head falling to one side with closed eyes (asleep)]. And
then I understood.’

Results

Deaf people’s need for adapted communication



Checking to make sure that the information that has been given has been
understood, facing the patient, and agreeing on and informing the patient prior to
carrying out examinations are good strategies, according to the participants.

Participants felt that healthcare personnel did not have enough knowledge about
hearing loss and deafness, communication with deaf people, how to enlist and use
the services of an interpreter, and what they should do when faced with a deaf
patient:

‘“Can she read?” and Mum just says “Er, yes. She can do everything except hear.
That is, it’s just her hearing.” “But tell her it’s very important that she administers
the medicine, that is, that she doesn’t doing anything wrong to her child.” So, it’s
like I am being underestimated as a human being. So then Mum said, “There’s
nothing wrong with her brain, it’s just her hearing!” It’s possible that the doctor on
duty said something, maybe they had explained a little beforehand. I don’t know,
but the doctor themself knew something. It was like, the doctor’s friend is deaf or
something or other. Something like that. But, then again, that’s knowledge.’

The participants told us that it made a big di�erence to them when they met
healthcare personnel who could use sign language, and that they wished more of
them could do so. Communication in sign language, either with healthcare
personnel who could use it themselves or via a sign language interpreter, made
them feel more secure in their interaction with the health services. They called for
more training and teaching on the topic of hearing loss and communication with
deaf people, and felt that it should be included in health-related study programmes.

Many of the participants indicated that they often had good experiences with the
health services when they encountered healthcare personnel who were solution-
oriented and did their best to ensure that communication was e�ective. However,
they also reported having been in situations where they felt their needs were not
addressed.

One of them described a situation during the COVID-19 pandemic where there was
a discussion about whether interpreters or family members could be present at the
hospital. Family members were allowed to be with the participant in their room,
but were not allowed to be with them outside their room even though this is what
the participant needed, because consideration for the other patients was given
precedence:

Healthcare personnel’s level of knowledge about communication with deaf
patients

The attitudes of healthcare personnel towards deaf patients



‘There was a bu�et, but there was a person serving it up on your plate. I needed an
interpreter there really, to talk to the person. I was completely exhausted – hadn’t
slept for three days. To stand there and have to lip-read and all of that. But no, my
family member was not allowed to leave my room because we had to consider the
feelings of the other patients [dry laughter]. And that’s the way it is. I didn’t think
about it so much there and then, because I was just happy that my family member
was allowed to stay. But afterwards, I have felt more and more that, okay,
considering the feelings of those non-disabled patients was more important than
accommodating my needs.’

This participant knew that the same thing had happened to another deaf patient
who did not have a toilet in their room. The person’s family member had to urinate
in the wash basin in the room so that the other patients did not see that the patient
was allowed to have a family member with them.

The objective of the study was to explore how people who are deaf or have severe
hearing loss perceive encounters with the health services. One of the main �ndings
of our study is that deaf people have a need for adapted communication in
interactions with the health services. This �nding corresponds with other studies
on interactions between deaf people and the health services (6, 7, 11, 12).

Deaf patients experienced, for example, unpleasant situations that made them feel
embarrassed or ashamed when communication was not adapted to their needs.
Consequently, many of them avoided using the health services (23). Major
misunderstandings in communication with healthcare personnel also led deaf
people to avoid the primary health service altogether, contacting emergency
departments or outpatient clinics instead (5).

Deaf people also reported having signi�cantly poorer communication with their GP
than the general population (10). These �ndings di�er from our study, in which the
participants told us that they had a satisfactory or good relationship with their GP,
and that it was often an advantage to get acquainted with healthcare personnel, so
that they could explain their needs to someone who recognised them the next time
they met.

Our �ndings show that it was important for participants to communicate in the
way that suited them best, either via a sign language interpreter, in writing or by
lip-reading. However, this was not always accommodated, a �nding that has been
corroborated by several other studies (6, 7, 10–12).

Discussion

Deaf people want to be able to choose the way in which they communicate



In a British study, deaf patients often found themselves in situations characterised
by poor communication, where they were not able to express themselves in their
preferred manner (10). For many deaf people, sign language interpreters are an
important medium for good communication with those who cannot use sign
language. Some of them found that, as a rule, they were provided with an
interpreter when they needed it. Several others found that their need for an
interpreter was not met, even though the health services are obligated to ensure
that communication between healthcare personnel and patients is adapted to
patients’ needs (2, 3, 24).

Several international studies also indicate that there was an absence of interpreters
in meetings between the health services and deaf patients (7, 12). Some of the
participants felt very insecure and uncertain without an interpreter, which Løkken
(4) also found in her study. The participants themselves pointed to possible
reasons why they had not been provided with an interpreter, such as healthcare
personnel not knowing how to enlist the services of an interpreter, a lack of
routines, the fact that the hospital pays for an interpreter on admission, while the
National Insurance Scheme covers expenses for an interpreter in most other
situations.

Other possible reasons are that healthcare personnel did not know enough about
deaf people to understand why it was important to have an interpreter present for
more than just a visit to the doctor, and that it could be di�cult to �nd available
interpreters in the evening.

Healthcare personnel report that they primarily use miming and written
communication in their contact with deaf patients (25). Some of the participants in
our study preferred to use written communication with healthcare personnel.
There were also some that were dependent on receiving information through sign
language in order to understand, and written communication was not su�cient for
all people with hearing loss.

Similar �ndings were made in another study (11), in which deaf patients were
interviewed about their experiences when communicating with healthcare
personnel at an emergency department or outpatient clinic. Information was often
given in writing and orally, and this did not provide the deaf patients in the study
with adequate information (11).

Although the participants in our study clari�ed their needs to healthcare
professionals, in several instances these were not met. The same experience has
also been reported in other studies. Deaf people pointed out, for example, that
asking for communication adapted to their needs could be stressful, frustrating and
time-consuming (11).



Another main �nding in our study was that participants linked their experience of
not having their needs met when interacting with the health services with a lack of
knowledge among healthcare personnel regarding deaf people, communication
with deaf people and how to enlist and use the services of an interpreter. This
corresponds with �ndings from other studies, in which participants expressed a
wish that healthcare personnel received more education and training in the subject
(6, 11).

Research also shows that nurses who were o�ered relevant training had more
knowledge about deaf people and their situation than those who were not o�ered
training (14). Providing healthcare personnel with training in communication with
the deaf could be a useful measure for improving their knowledge about the deaf.

Furthermore, the participants in our study found that while they did meet solution-
oriented healthcare personnel, they also met personnel who were nervous, evasive,
stressed or who ignored them. Similar attitudes have been found in other studies.
Deaf people had encounters with healthcare professionals that, for example,
became frightened, ran away, did not know what to do, and were prejudiced against
them (23).

Older deaf people found that they were treated di�erently, as if they were worth
less than patients with normal hearing (26). Facial expression and body language
are important aspects of sign language. People who communicate using sign
language are used to reading nonverbal communication.

According to Vonen’s (27) description, sign language consists of visible movements
of the hands, arms and face, all of which contribute to the total communicative
expression. In all communication, body language and nonverbal communication
are important aspects of how we interact with other people (28), and this is
particularly the case for people who use sign language to communicate.

The �ndings from this study can be transferred to other situations in which people
who are deaf or have severe hearing loss encounter healthcare personnel. However,
the transfer value is limited to countries with well-developed health services and
rights for deaf people.

Healthcare personnel lack knowledge about deaf people and how to enlist and
use the services of an interpreter

Strengths and weaknesses of the study



The deaf are a group that can be di�cult to recruit for research purposes. Snowball
sampling using the contact network of the �rst author may have led to the
selection of a more homogenous group of participants in regard to age, living
situation and employment than might otherwise have been the case using a
di�erent method of recruitment.

Although we posed open-ended questions to get an understanding of the
participants’ positive and negative experiences in their interactions with the health
services, it is not improbable that participants reported the more extraordinary
episodes and, conversely, underplayed their positive experiences (29). However, it
would have been di�cult to uncover the information that they shared with us
without the �rst author’s familiarity with the �eld, which is a strength of the study
(18, 30).

There is also a risk that we may have interpreted some of the communication in the
interviews in a di�erent way than the participant intended, as a consequence of
using an interpreter as an external medium and through the transcription of the
interviews from Norwegian sign language to Norwegian written language by the
�rst author.

We attempted to counteract possible misunderstandings by posing questions that
summed up and a�rmed what had been said during the interviews, and by asking
the two participants whose responses from sign language were transcribed to
review and correct the transcriptions. Authorised interpreters with a bachelor’s
degree in sign language interpretation were used in all of the interviews involving
an interpreter.

The study’s �ndings indicate that healthcare personnel have a need for more
education and training in regard to deaf people and communication with the deaf,
as well as better routines for following up this group. These factors may perhaps
help to ensure that the needs of deaf people are addressed in a more satisfactory
way.

Increasing healthcare personnel’s knowledge can help to ensure that deaf people
have access to secure and equitable health services as well as legal protection.
Good routines and procedures can contribute to making information more readily
accessible.

In further studies, there should be greater exploration of how younger and older
deaf people perceive encounters with the health services, as well as examining deaf
people’s experiences in speci�c sectors of the health services. How healthcare
personnel perceive their interactions with deaf patients should also be explored.

Conclusion



•

•

•

The study’s contribution of new knowledge

There is little evidence-based knowledge concerning how deaf people
perceive their encounters with the health services in Norway.

We conducted ten in-depth interviews with people who were deaf or had
severe hearing loss.

The study has generated new knowledge regarding hearing loss and
healthcare personnel’s communication with deaf people, which is important
in ensuring that deaf patients receive secure and equitable treatment.

The authors declared no con�icts of interest.
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