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Reactions to the Diagnosis
of a Progressive Hearing Loss in Adults

Katrina J. Light and Valerie Looi
University of Canterbury

The purpose of this study was firstly to elucidate the common emotional reac-
tions to the diagnosis of hearing loss (HL) in adults, and secondly to evaluate
current audiological counselling services and ascertain their impact on patients’
decisions to get hearing aids. Twenty-seven adults who had been newly-diag-
nosed with HL completed 2 questionnaires and an interview. The common emo-
tions reported were a sense of loss, sadness, and resignation, as well as relief.
The ratings of the audiological counselling services were positive and did not
seem to significantly influence the individual’s decision on whether to purchase
hearing aids or not.

When an individual is given the diagnosis that they have a disability, such as a
hearing loss (HL), there is likely to be a change in their emotional state. How-
ever there is a paucity of studies specifically investigating emotional reactions im-
mediately following the diagnosis of an HL. Experienced audiologists may be
aware of some of the common responses, however other responses may be less
overt. For example, some of these may not arise till later, or some patients may
have other issues that they are simultaneously dealing with which adds to their
stress and/or emotional reaction(s). Further, some emotions may not be visible
from outward appearance, or may be well masked by the patient. Knowing the
common reactions that occur following the diagnosis of an HL would aid audiol-
ogists when counselling the patient (i.e., what are their support needs at this
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time), and better enable them to recommend appropriate rehabilitation strategies.
Furthermore, the individual’s immediate response may affect their receptiveness
to other information provided. The first aim of this study was to identify some of
the common emotional reactions that occur following a first-time diagnosis of HL
in adults.

There is just one published study that has reported on adults’ immediate re-
sponses to the diagnosis of acquired HL (Martin, Krall, & O’Neal, 1989). In this
study, a questionnaire was sent to 500 individuals (of which 276 responded) in a
self-help group for hard-of-hearing people, inquiring about the initial impact of
the diagnosis of acquired HL. The emotions reported included sadness, worry,
fear, disappointment, anger, surprise, and shock (Martin et al., 1989). It is not
clear from Martin et al.’s (1989) article how much time had elapsed from when
the individual received the diagnosis to when they filled in the questionnaire. It
is possible that a delay in time may have affected the participants’ recall of the
emotions experienced post diagnosis.

While there appear to be no other studies that have investigated initial emo-
tional reactions to HL, there are a number of publications of a commentary na-
ture which have discussed HL and the associated emotional impact (e.g., Barlow,
Turner, Hammond, & Gailey, 2007; Crowe, 1997; English, 2008; Luterman,
2006). Commonly mentioned emotions include feelings of loss, anger, frustra-
tion, depression, a loss of confidence, anxiety, confusion, vulnerability, bewilder-
ment, denial, a loss of identity, and reduced self-worth. However there is also the
potential for an individual to have a positive reaction to the diagnosis. For ex-
ample, some individuals may attend the audiological assessment because they
suspect they have an HL and confirmation of this could be a comfort, providing
a sense of relief. As each individual has a different social and lifestyle milieu, as
well as a unique personality, it would be expected that a range of emotional reac-
tions of differing intensities would be observed in a group of individuals who
have just been diagnosed with an HL.

Typically the measures that have been used to assess reaction to a diagnosis do
so from a pathological perspective, suggesting that the individual is emotionally
disturbed rather than just emotionally upset. Examples of these measures include
the Geriatric Depression Scale or the State-Trait Anxiety Inventory. However the
emotional reactions to an HL are typically non-pathological, but no such measure
of subclinical emotive reactions exists to assess this. The questionnaires which
were used to assess response to the diagnosis of dementia (Carpenter et al., 2008)
and cervical pathology (MacLeod & Hagan, 1992) comprised of anxiety and de-
pression-related items. Bowman (2001) argued against this tendency to interpret
an individual’s response from a psychopathological perspective and purported
that emotional reactions to health-related conditions are generally normal. Con-
cordantly, within the field of audiology, Vargo and McFarlane (1994) and Martin,
George, O’Neal, and Daly (1987) found that the majority of audiology patients



LIGHT, LOOI: Reactions to the Diagnosis of Hearing Loss 55

and the parents of paediatric patients experience a relatively normal reaction to
the diagnosis of HL; the emotions are not severe enough in magnitude and dura-
tion to meet psychiatric criteria and as such are subclinical. Therefore, terms
such as anxiety and depression should be avoided and instead terms which more
accurately define the emotions expressed by the patients, such as sadness, fear,
and hopelessness, may be more appropriate. A measure which assesses subclin-
ical emotive reactions to the diagnosis of HL does not currently exist, and there-
fore one was developed for this study based on the emotions that have been re-
ported to be associated with HL (Barlow et al., 2007; Luterman, 2006; Martin et
al., 1989).

An awareness of these emotional reactions will aid audiologists in counselling
their patients. Counselling occurs at the time of the diagnosis and throughout the
aural rehabilitation process. As stated in the practice guidelines of the largest
governing body for audiologists, counselling is an integral component of audio-
logical care (American Speech-Language-Hearing Association, 2006). However,
counselling tuition is not currently provided for audiology students at New
Zealand universities and there are few professional development courses for prac-
ticing audiologists. In New Zealand, the training to be an audiologist is a two
year Masters degree. While this training goes someway to equipping an audiol-
ogist for informational counselling, there is no training into affective (or personal-
adjustment) counselling. Informational counselling relates to providing informa-
tion regarding the HL, its consequences, and alternative rehabilitative options
(Laplante-Levesque, Pichora-Fuller, & Gagné, 2006; Taylor, 1993), while affec-
tive counselling relates to assisting the patient to accept their HL and cope with
the difficulties (Laplante-Levesque et al., 2006; Taylor, 1993). The establishment
of a training workshop in audiological affective counselling is warranted in New
Zealand. Prior to doing so, it was deemed necessary to evaluate current audio-
logical counselling services and ascertain the impact of counselling on patients’
decisions to get hearing aids (HAs); this was the second aim of this study. 

While a number of books have been written about audiological counselling,
there appears to be only one study that has quantitively measured the efficacy of
audiological counselling. Taylor (1993) used the Audiologist Counseling Effec-
tiveness Scale (ACES), which required the patient to evaluate the audiologist’s
use of both emotional and informational counselling. This instrument aimed to
elucidate whether the patient was satisfied with their care and if the audiologist
was providing the appropriate support. This measure was psychometrically vali-
dated on a sample of patients with presbycusis who were being treated by an au-
diologist who knew the content of the instrument (Taylor, 1993). No other pub-
lished study has used this measure. Another measure has also been developed
which assesses the competency of the audiologist with respect to counselling, but
this tool is completed by an instructor of an audiological counselling course. This
measure is called the Audiologic Counseling Evaluation (ACE) and was origi-



nally developed for training new audiologists at informing parents about their
baby or child’s HL (English, Naeve-Velguth, Rall, Uyehara-Isono, & Pittman,
2007). The questions from the ACES and ACE form the basis of the interview
and the questionnaires developed for the current study.

In summary, the first aim of this study was to identify some of the common
emotional reactions that occur following a first-time diagnosis of HL in adults.
The second aim of this study was to investigate current audiological counselling
services and examine the impact on patients’ decisions to get HAs. To accom-
plish these aims, adults who had been newly-diagnosed with an HL completed an
initial reaction questionnaire, partook in a follow-up interview, and subsequently
completed a second questionnaire at least 3 weeks later. There were two versions
of the second questionnaire, depending on whether they had chosen to have
HA(s) fitted or not.

METHOD

Participants

The participants in this study were adults who had been diagnosed for the first
time with an HL, recruited from 16 private audiology clinics around New Zealand
over a 6 month period. Individuals had to be 18 years of age or older; not have
had their hearing thresholds tested previously where they were diagnosed with an
HL; have a progressive or gradual HL which had not arisen from a single incident
in the last month (e.g., head trauma); have a four-frequency (0.5, 1, 2, and 4kHz)
pure tone average (PTA) ≥ 30 dB HL in either or both ears; use spoken English as
their main form of communication; and, have no other major impairment that
would prevent them from completing a questionnaire (e.g., blindness or signifi-
cant cognitive impairment). This study received ethical approval from the Uni-
versity of Canterbury Ethics Committee and from the New Zealand Health and
Disability Upper South B Ethics Committee.

Procedure

Individuals who met the inclusion criteria and were newly-diagnosed with an
HL at their appointment were invited by the audiologist to be involved in the
study. Initially it was proposed that the receptionist would inform the patient
about the study to keep the audiologists “blind” to which patients agreed to be in-
volved. However, the clinic managers did not agree with this, as they felt that it
increased the workload for the already-busy receptionists. Furthermore, the
ethics committee also stipulated that the audiologists, and not the receptionists,
had to approach the patients. Hence, each potential participant was given an in-
vitation letter with an accompanying information sheet and consent form by their
audiologist. There was the option for patients to take the information sheet home
to read in their own time, but they were asked to provide their contact details so
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that the researcher could contact them.
All patients who were considering being involved, or had consented to be in-

volved, were given the Initial Questionnaire (Appendix A) and asked to complete
it as soon as possible, and within 24 hr of the appointment. The first part of this
questionnaire asked about the emotions the individual experienced when he/she
was told they had an HL. The list of emotions was based on research and com-
mentary articles pertaining to the emotional impact of HL (Barlow et al., 2007;
Luterman, 2006; Martin et al., 1989), as well as the clinical experience of this
study’s researchers and other clinicians. The second section of the questionnaire
asked about the audiologist’s approach, with questions from the ACES (Taylor,
1993) and the ACE (English et al., 2007).

The researcher contacted the patient within 48 hr of their appointment with re-
gard to their participation and/or to organise an interview time. The interview
was conducted at the patient’s home, the university clinic, or if the other options
were not possible, via phone. If the interview was conducted face-to-face, the
completed Initial Questionnaire was collected from the participant at the inter-
view. If the interview was undertaken via phone, the participant was provided
with a stamped addressed envelope to return the completed questionnaire.

The aim of the interview was to corroborate the responses on the Initial Ques-
tionnaire and to obtain more detailed information. The interview was done
within 5-7 days of the appointment and took approximately 30 min. There were
five sections to the interview; section two relates directly to this paper. Section
two asked about the hearing test, including the emotions felt immediately after
being told their hearing test results; how/if their emotions had since changed;
what could have been improved in the appointment; and if they became dis-
tressed, what the audiologist’s reaction was and/or if it could have been improved.
These questions are listed in Appendix B. The remaining sections of the inter-
view do not relate directly to the aims of this paper and therefore will not be fur-
ther addressed.

Individuals who decided to have an HA fitted were sent the HA Follow-Up
Questionnaire (Appendix C) in the week following their HA fitting. They were
asked to complete this within 24 hr of being fitted to minimise any bias of HA ef-
ficacy on the individual’s responses. The first part of this questionnaire contained
questions similar to those in the Initial Questionnaire regarding the audiologist’s
approach. The study was not intended to determine if the audiologists effectively
sold the idea of HAs, but participants were asked if there was anything that the
audiologist said that influenced their decision to have or not have HA(s). A few
questions were added covering the HA fitting process (Questions 2, 6, 10, 13-16,
19-21). The remainder of the questionnaire asked about what was appreciated
and what could have been improved in the service they received, and whether
the participant felt that they had enough knowledge about their HL and HA(s).
The participants were provided with a stamped addressed envelope to return the

LIGHT, LOOI: Reactions to the Diagnosis of Hearing Loss 57



questionnaire.
Individuals who chose not to have an HA fitted were asked to fill in a different

questionnaire – the Non-Hearing Aid Follow-Up Questionnaire, with a time delay
after the first questionnaire which was similar to that of the participants fitted
with an HA (i.e., approximately 3 weeks). This questionnaire enquired about
their reasons for not getting an HA, their use of other assistive listening devices
and/or aural rehabilitation programs, who they had told about their HL and these
other peoples’ responses, and what their expectations were regarding their hear-
ing in the future. As this data is not directly related to the aims of this paper, it is
not presented here.

Statistical Methods

For the questions using a 5-point Likert-response scale (41 in the Initial Ques-
tionnaire; 22 in the Follow-Up Questionnaire), the response categories were nu-
merically coded as follows: 0 = no change, +1 = increased slightly, +2 = increased
greatly, -1 = reduced slightly, -2 = reduced greatly. Six of the questions were neg-
atively-phrased (e.g., “The audiologist seemed condescending”), and these were
reversed scored for analysis ( i.e., 0 = do not agree, -1 = slightly agree, -2 = mod-
erately agree, -3 = considerably agree, -4 = extremely agree). The questionnaires
were completed by the individual at home and so it was not possible to enforce
that all questions were answered. As some questions were not answered by all
individuals, the percentage of responses is based on the number of respondents
for that question. All data were entered and analysed using The Statistical Pack-
age for the Social Sciences (SPSS) version 17.0. Two-tailed statistical tests with
a significance value of p≤ .05 were used, and correlation analyses were per-
formed using Spearman’s rho calculations. The responses for open-ended ques-
tions were coded with respect to their theme.

For analyses where participants were sub-grouped according to patient charac-
teristics, age was grouped as ≤ 65 years, 66-80 years, and > 80 years, based on
common age group classifications used in existing studies on HL in the elderly
(Greville, 2005). Level of HL was calculated as the average PTA of the individ-
ual’s two ears (i.e., the PTA of the left ear was added to the PTA of the right ear
with the total divided by two), and coded as: 0-20 dB HL = normal, 21-40 dB
HL = mild, 41-55 dB HL = moderate, 56-70 = moderately-severe, 71-90 = severe,
> 90 = profound. To examine the impact of the audiologist’s counselling on the
patient’s decision to get HAs, a logistic regression analysis was undertaken with
total score for audiological counselling as a potential predictor, and the decision
to get or not get HAs as the dependent variable. Each participant’s total score for
audiological counselling was computed by summing their responses to Questions
21-44 on the Initial Questionnaire, including the reverse-coded negatively-
phrased questions.
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RESULTS

Sample Characteristics

Twenty-seven individuals, 11 males and 16 females, participated in the study.
The mean age was 71.0 years (SD 9.6 years). There were 8 individuals aged ≤ 65
years, 16 aged 66-80, and 3 aged > 80 years; 59% of the sample was retired. The
majority of the sample (70.3%) reported that their general health was good or
very good. Seventeen participants (7 males and 10 females) chose to have HAs
fitted, while the remainder of the sample chose not to get HAs and are subse-
quently referred to as the Non-Hearing Aid (NHA) group. There were 18 partic-
ipants with a mild HL, 8 with a moderate loss, 1 with a moderately-severe loss,
and 1 with a severe loss.

A t-test showed that the NHA group was significantly younger (65.7 years
±9.6) than the HA group (74.2 years ± 8.4), t(25) = 2.4, p = .024. A chi-squared
test also showed that the NHA group had proportionately fewer individuals than
the HA group who rated their general health as poor or satisfactory, χ2(3) = 9.44,
p = .024. There was no significant difference between the HA group and the
NHA group with respect to gender, χ2(1) = 0.004, p = .952; ethnicity,
χ2(3) = 2.88, p = .411; marital status, χ2(2) = 5.56, p = .062; employment,
χ2(3) = 3.42, p = .332; or annual income, χ2(4) = 6.15, p = .188. The mean PTA
of the total sample was 39.6 dB HL (SD 10.8), and a t-test showed that the NHA
group had significantly lower PTAs (32.8 dB HL ±6.6) than the HA group (43.6
dB HL ±10.9), t(25) = 2.8, p = .009.

At the time of data analysis, 10 of the 17 individuals who had requested HAs
had not yet received them because they were applying for funding1 to subsidise
the cost of the aids. These individuals are included in the HA group for these
analyses because while they had not yet received the aids, they were in the
process of getting them. However their data was not available for the analyses re-
lating to the HA Follow-Up Questionnaire.

Emotional Reactions to the Diagnosis of HL

On the Initial Questionnaire, completed within 24 hr of the diagnosis, 14 par-
ticipants reported that their results were what they expected, with a further 11 in-
dividuals reporting that the results were “partly” what they had expected. Despite
this, the majority of participants reported that they still experienced a sense of
loss when given the diagnosis of an HL. Furthermore, relief and sadness were ex-
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1In New Zealand, the Accident Compensation Corporation (ACC) provides funding towards HAs
for individuals whose HL is due to noise exposure. In addition, the Enable scheme provides funding
from the Ministry of Health for individuals who meet one or more of the following criteria: aged 21
years or younger, was born with a severe HL, has a Community Services card, experienced a sudden
and severe HL (i.e., due to viral infection), and/or has a dual disability. Funding can take 9-12 months
to be approved.
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perienced by ≥ 50% of participants. Data from the Initial Questionnaire are pre-
sented in Table 1. The last three columns of Table 1 show the number of indi-
viduals who experienced some level of the emotion (i.e., their response was
something other than “not at all”), the number who did not experience the emo-
tion, and the significant results from chi-square tests comparing the number of in-
dividuals for whom the emotion was present versus being absent. There were sig-
nificantly more individuals who experienced some sense of loss than those who
did not, and significantly more individuals who did not experience shock, disbe-
lief, apathy, or hopelessness. Analysis of the presence/absence of the emotion in
relation to level of HL found that “hopelessness” and “disbelief” occurred more
often in patients with greater (than lesser) levels of HL, χ2(3) = 16.09, p = .001
and χ2(3) = 8.76, p = .033, respectively. No significant association was found be-
tween gender or age group and the presence/absence of an emotion.

A question in the Interview asked participants what initially led them to see an
audiologist. The most common reason was that they thought they had an HL
(44.4%, n = 12), followed by their partner telling them that they had an HL
(18.5%, n = 5), or another family member telling them (7.4%, n = 2). Eight par-
ticipants (29.6%) gave other reasons including a promotional offer for a free hear-
ing test, and medical referrals.

Another question in the Initial Questionnaire asked “Compared to how you felt
prior to the audiologist appointment, how did your level of the following emo-
tions change?” Table 2 lists the emotions assessed, how the level of each
changed, the number of individuals who experienced some change in the level of
the emotion (i.e., their response was something other than “no change”), the num-
ber who did not experience a change, and the significant chi-square results com-
paring the number who experienced some change versus no change. There were
significantly more individuals who reported that their level of optimism had
changed (either increased or decreased) than those who reported no change, and
significantly more individuals who reported that their level of embarrassment and
guilt were unchanged.

The majority of participants (81%, n = 21) did not feel that their emotional re-
sponse to the test results hindered their uptake of the information the audiologist
told them. However, four individuals were somewhat affected and one individual
reported that she was very much affected.

Participants were asked again at the interview, 5-7 days after the hearing test,
“Which of the following emotions did you feel immediately after the audiologist
told you your hearing test results?”, and “Has this emotion increased or decreased
since then, or has there been no change?” As shown in Table 3, 70% of partici-
pants experienced resignation and a number of participants also experienced sad-
ness, relief, and optimism. Table 3 also shows that the level of emotion changed
in a small proportion of individuals in the week after the hearing test; more often
it was a decrease in the emotion, rather than an increase.
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The emotions addressed in the interview were the same emotions addressed in
the Initial Questionnaire, and the percentage of individuals who reported on the
Initial Questionnaire that they had experienced the emotion or some change in the
level of the emotion is presented in the last column of Table 3. For the emotions
marked with b, the Initial Questionnaire asked “How did your level of the fol-
lowing emotions change?” If an individual responded “no change,” it was not
possible to know whether the emotion was absent or present. Therefore, for these
emotions, a comparison of the responses on the Initial Questionnaire with the re-
sponses from the interview was not possible. For the other emotions where the
Initial Questionnaire asked “To what extent did you experience the emotion?”,
correlation analyses were undertaken between the level of emotion reported on
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the Initial Questionnaire and presence/absence of the emotion as reported at the
interview. There were three emotions, shock, sadness, and surprise, for which
there was a significant correlation between the results on the Initial Questionnaire
and the interview (see Table 4).

Evaluation of the Audiological Counselling

Table 5 shows that the ratings of the audiologists’ counselling on the Initial
Questionnaire were generally positive. For nearly all positively-phrased ques-
tions, significantly more participants responded in agreeance than those who did
not agree. For the negatively-phrased questions, the majority of individuals typ-
ically responded that they did not agree. The exception was for the question –
“Insufficient time was given to explaining the results and implications,” where
there was no significant difference between the number of participants who
agreed with the statement and the number who did not. Chi-square tests to as-
certain if male and female participants differed in their ratings of the audiologist
found that females, more often than males, felt the amount of information was
overwhelming, χ2(1) = 4.21, p = .040.

In the interview, participants were asked how the audiologist could improve
his/her approach. The majority of individuals had no suggestions, however four
individuals suggested that more explanation was needed regarding the audio-
gram, what fricatives were, how HL could be helped, and providing the opportu-
nity to ask questions. Twenty-two percent (n = 6) of participants reported that the
consequences of HL were not addressed, and 51.9% (n = 14) of participants re-
ported that how to communicate better or cope with the HL was not discussed.
When asked if non-HA alternative options were discussed, all participants re-
sponded no. While most participants said nothing could have been improved, it
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Table 4
Spearman’s rho Correlation Analyses Between Emotional Response

Reported at the Interview and on the Initial Questionnaire

Correlation Significance
Emotion coefficient (2-tailed)

Shock .621 .001
Sadness .545 .004
Relief .300 .154
Sense of loss .369 .069
Surprise .570 .003
Disbelief .249 .230
Hopelessness -.075 .721
Apathy .133 .546

Note. Bold indicates significant correlation. Correlation for “anger” could not be computed because
one of the variables (absence of emotion at interview) equalled zero.



is interesting to note the large percentage of cases where pertinent topics were not
addressed. Further, when questioned whether the audiologist asked them whether
they understood before moving on to the next topic, 63% (n = 17) of participants
reported that the audiologist did ask, whereas the remaining 37% were not asked
if they understood.

Two participants became distressed during the hearing test. For one partici-
pant, it was due to the masking noise making him feel dizzy, while for the other
it was due to the audiologist’s cellular phone ringing during the testing. Both par-
ticipants reported that the audiologist could not have done anything to improve
their reaction to the patient’s distress.

At the interview, participants were asked if they intended to get an HA and if
the audiologist had in any way influenced their decision. Eighty-two percent
(n = 22) reported that the audiologist had not influenced their decision, but five in-
dividuals felt that they were in some way influenced by what the audiologist said.
What they quoted the audiologist as saying – that is, “a hearing aid would help,”
“that I would benefit from one,” “that I would benefit from it and that two would
be better than one” – were phrases commonly used by audiologists.  A logistic re-
gression analysis to identify the effect of an individual’s rating of the audiolo-
gist’s counselling on their decision to get HAs was not statistically significant,
β(1) = 0.017, Odds Ratio = 1.02, p = .526. The rating of the audiologist’s coun-
selling was based on scores from the Initial Questionnaire. Across the sample,
the total rating scores varied between 10 and 68 (out of a maximum score of 72),
and the mean score was 51.5 (±15.8). The majority of individuals (81.4%, n = 22)
gave a total score between 41 and 62, and just five individuals gave the audiolo-
gist a score less than 40.

Individuals who purchased HAs also rated the audiologist’s counselling at the
HA fitting appointment using the HA Follow-Up Questionnaire. Table 6 shows
that the ratings of the audiologists were positive. The majority of the chi-square
tests could not be performed because all individuals reported that they agreed
with the statement to some degree, or disagreed if the statement was negatively-
phrased.

The remainder of the HA Follow-Up Questionnaire asked about the informa-
tional counselling that had been provided and how the audiologist could improve
the service he/she provided at the HA fitting appointment. The majority of indi-
viduals were satisfied with the amount of information they received (85.7%) and
felt they had enough knowledge to use their HAs (57.1%), while the remainder of
the sample felt they had some knowledge. Two of the seven participants reported
that they were hesitant or unclear about when to wear the HA(s). One participant
recommended that patients be provided with a procedures checklist prior to the
HA fitting in order to prepare them for what was going to happen. Finally, when
asked what they appreciated in the service they received, the responses related to
getting the HAs and having something to overcome their loss, as well as the man-
ner of the audiologist, for example, genuine, friendly, and helpful.
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DISCUSSION

In conjunction to diagnosing and treating HL, an audiologist’s job involves
teaching and counselling the patient. The counselling encompasses both infor-
mational and affective counselling, the latter of which can be alternatively de-
scribed as providing emotional support (Luterman, 2006). If the audiologist fails
to recognise and acknowledge key emotions, it may impede their ability to pro-
vide the best patient care (Luterman, 2006). The first aim of this study was to elu-
cidate the common emotional reactions that occur following a first-time diagno-
sis of HL in adults, given the paucity of data in the audiology literature. Sec-
ondly, this study aimed to evaluate current audiological counselling practises
amongst a small sample of New Zealand audiologists and examine the impact on
patients’ decisions to get HAs.

Common Emotional Reactions Following Diagnosis of an HL

The most common emotional reaction post-diagnosis was a sense of loss. This
was followed by relief and sadness. The sadness and sense of loss experienced
by these individuals may be due to having to confront the loss of their ability to
hear, a skill often taken for granted. The other emotion which was experienced
by almost half of the current sample was relief. HL is typically a hidden disabil-
ity, whereby affected individuals usually prefer to keep the disability concealed
(Robertson, 1999). Hence some individuals may have felt relieved at having an
official diagnosis and/or not needing to hide their disability any longer. Some of
the participants commented during the interview that they were glad that they
now had someone who could help them.

The current study found no significant association between gender or age, and
emotional response. In contrast, Martin et al. (1989) found that females tended
to experience greater levels of shock, anger, sadness, fear, and worry than males,
and that younger patients (16-39 years) experienced significantly more shock,
fear, and surprise than older patients (40-89 years). The participants in Martin et
al.’s (1989) study completed their questionnaire some time after their hearing test
(it is not clear from the article how long after, but the authors refer to age differ-
ences in years), and the effect of time on the accuracy of recall is unknown. In
contrast, participants in the current study completed their questionnaire within
24 hr of the hearing test. The current study found that individuals with a greater
level of HL (i.e., moderately-severe to severe) were significantly more likely to
experience disbelief and hopelessness than those with less HL. In Martin et al.’s
(1989) study, individuals with a mild-to-moderate HL were significantly less
likely to be fearful than those with a more severe HL.

Some of the participants felt that their emotional response to the hearing test
results hindered their uptake of information given by the audiologist. Amin-
zadeh, Byszewski, Molnar, and Eisner (2007) reported that sometimes the emo-
tional reaction to a diagnosis of dementia is so overwhelming that it precludes the
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reception of other information provided by the clinician. The clinician should
consider this in deciding whether to discuss HAs immediately post diagnosis or
to leave the discussion for another appointment when the patient may be more re-
ceptive.

Participants were also asked during the interview what emotions they had ex-
perienced immediately after the audiologist told them their hearing test result.
There were fewer participants at the interview, than on the Initial Questionnaire,
that reported experiencing any emotion, possibly as a result of forgetting. There
were two emotions, however, that were reported more often at the interview than
on the Initial Questionnaire: resignation and vulnerability. These emotions may
have arisen in the week between the hearing test and the interview, but the pa-
tients presumed that they had experienced these from the initial diagnosis. Par-
ticipants were also asked if the level of emotion had changed in the week after the
hearing test. For the majority of participants there was no change, although when
the level had changed, it was more often a decrease than an increase. There are
no other published studies which have investigated changes in emotion in the
week post HL diagnosis.

Evaluation of Audiological Counselling Services

Participants were asked to rate the audiologist’s approach at the hearing test ap-
pointment. Although ratings of the audiologists were generally positive, some
participants felt that more time could have been given to explaining the hearing
test results and their implications, and that the audiologist could have discussed
how the HL would affect the individual’s life. This implies that audiologists may
need to spend more time explaining the hearing test results within the context of
the individual’s life, from both an informational and affective counselling stand-
point. Generally there were no differences between male and female participants
in their ratings of the audiologist, except that significantly more females than
males found the amount of information overwhelming. Previously, Martin et al.
(1989) found that men were generally more satisfied with the counselling than
women.

The ratings of the audiologist’s counselling at the HA fitting appointment were
also generally positive. However caution is required when interpreting these
findings given that just seven individuals completed the questionnaire. Partici-
pants commented that they appreciated the friendly and helpful nature of the au-
diologist, as well as the availability of someone to help them overcome their HL.

In comparing the results from the current study to other similar studies, it is
noted that the deficiencies previously reported in the audiologist’s approach are
not complaints of the current sample. For example, Martin et al. (1989) also
analysed adults with acquired HL and found that of the participants diagnosed by
an audiologist, only 39% felt that their audiologist considered their feelings. Al-
though this question was not specifically asked in the current study, the ratings of
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the audiologist’s empathy and supportiveness were generally positive in this sam-
ple. Martin et al. (1989) also found that half of the audiologists did not describe
the information in a manner understandable to the patient. Similarly, Sweetow
and Barrager (1980) surveyed parents’ perspectives of the audiologist’s compe-
tency at counselling and found that while the parents were happy with the serv-
ice, they found a weakness in the audiologist’s ability to describe the HL in non-
technical terms. In contrast, on both the initial and follow-up questionnaires of
the current study, all participants agreed with the statement “the audiologist used
language I could understand.” One other factor to consider is that both of these
studies are relatively old, and that audiological training and professional devel-
opment would have changed in the last two to three decades.

It was surprising to find that the participants in this study reported that the  au-
diologist’s counselling at the hearing test appointment did not impact on their de-
cision whether to pursue HAs or not. This may in part be due to the lack of vari-
ation in this sample given that the majority of participants gave scores between
41 and 62 (out of 72), and/or that they had already decided prior to their ap-
pointment. Unfortunately no other published studies have investigated the asso-
ciation between HA uptake and audiological counselling during the hearing test
appointment.

In the interview and HA Follow-Up Questionnaire, participants were invited
to offer suggestions for how the audiologist could improve their informational
counselling. Two suggestions offered were more explanation of the audiogram,
and providing an opportunity for questions. Although the overall results suggest
that participants were satisfied with the informational counselling provided by
the audiologists, two factors need to be considered. Firstly, the participants may
have been selected by the audiologist to be involved in the study because they
seemed satisfied with the service during the appointment. Secondly, the patients
may have not known what to expect from the audiologist during the appointment
and were appreciative of any help that they received. There were a number of
participants for whom procedures which are considered integral to audiological
counselling were not provided, such as asking the patient if they understood be-
fore moving on to the next topic, discussing how to communicate better and/or
cope with the HL, and presenting non-HA options. It would be useful to ascer-
tain from patients if these aspects of informational counselling are important
to them.

One recommendation arising from this study is that patients should be pro-
vided with information prior to the HA fitting appointment to inform them about
HAs, how they are fitted, and the adjustment process. This is in concert with
English’s (2008) recommendation that information be given in doses at the ap-
propriate times, as well as in written form for the patient to review in their own
time. Surveys of parents of children with HL have also found that the parents
wanted more information in written form (Martin et al., 1987; Sweetow & Bar-
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rager, 1980). Providing such information enables the patient and family to be in-
formed, active participants in the aural rehabilitation process, which favours
compliance and successful management of the HL (Taylor, 1993). This is in
keeping with the rehabilitation model of service delivery, as opposed to a medical
model, where a two-way communication process is encouraged, and patient par-
ticipation is initiated immediately from the identification of an HL and continues
all the way through the management stage. This is reported to enhance patient
motivation to undertake the rehabilitation recommendations (Erdman, Wark, &
Montano, 1994).

Strengths and Limitations of This Study

The findings of the current study need to be considered in light of the relatively
small sample size. Due to extraneous circumstances, the study and hence re-
cruitment had to be completed within a limited time frame. All attempts were
made to ensure that each audiologist was aware of the need to recruit eligible pa-
tients, however, it remains unknown as to whether the slow recruitment rate was
due to patients declining to be involved, patients not being eligible, clinicians for-
getting about the study, and/or clinicians choosing not to invite certain patients.

There is the risk that a Hawthorne effect may have occurred in the current
study, whereby the audiologists’ behaviour was altered as a result of them being
aware that they were being evaluated as part of the study. As mentioned, it was
proposed that the receptionist would inform the patient about the study and keep
the audiologists blind to which patients agreed to be involved, however, the clinic
managers and ethics committee would not approve this. Even despite being
aware of being involved in the study, there were still some deficiencies noted in
the audiological counselling provided for some participants.

A strength of this study is that the Initial Questionnaire was completed by all
participants within 24 hr of the hearing test, thereby minimising the potential for
errors in recall. However questionnaires have inherent limitations, whereby they
rely on the participant interpreting the question in the manner it was intended and
responding honestly. This study went some way to accounting for this by incor-
porating a semi-structured interview to check the questionnaire responses. Inter-
views have the benefit that both the interviewer and interviewee can clarify the
meaning of the question and/or response, and that a more-detailed picture of the
patient’s true perspective can be elicited using open-ended questions, rather than
an approximation from closed-set options. It is noted, though, that the current
study used phone-based interviews for some individuals who resided long dis-
tances from the test centre, along with verbally-administered measures which rely
on the individual using just their hearing to interpret what the researcher was ask-
ing. These approaches have been reported by some researchers to have compro-
mised validity amongst samples of hearing-impaired individuals (Gilholme-
Herbst & Humphrey, 1980).
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CONCLUSIONS

An individual’s immediate emotional reaction to the diagnosis of HL may vary,
but the common responses are a sense of loss, sadness, resignation, as well as re-
lief. The variation in emotion may reflect the different phases of the grieving
process which the individuals with the HL are in, for example, denial, anger, bar-
gaining, depression, or acceptance (Kubler-Ross, 1969). As this will affect treat-
ment outcomes (Crowe, 1997), intervention should account for which stage the
individual is at (Aminzadeh et al., 2007). Asking the patient how they feel about
their hearing test results and gauging the extent of their reaction will also be use-
ful given that the emotional reaction of some patients precludes them from re-
taining any further information given by the audiologist. If the audiologist as-
certains that the individual is feeling very emotional about the diagnosis, pro-
ceeding to discuss treatment options may not be appropriate at that time.

This study’s evaluation of both informational and affective audiological coun-
selling currently provided by experienced audiologists, found that these New
Zealand audiology patients were generally happy with the care they received,
both when they were diagnosed and when they were fitted with their HAs. How-
ever, these results were from a limited number of patients, for a limited number
of audiologists, and were restricted to the hearing test and HA fitting appoint-
ments only. Further, the audiologists involved in this study were experienced cli-
nicians who were aware of the study being conducted. Hence the findings can-
not be generalised to all audiological practice in New Zealand.

It is planned for the results from this study, in conjunction with guidelines and
skills addressed in audiological counselling publications (Alpiner, 1997; English,
2008; Holland, 2007; Luterman, 2006; Vargo & McFarlane, 1994), and the prac-
tical tools developed by the Ida Institute (www.idainstitute.com), to be used to de-
velop a counselling workshop for audiology students and interested clinicians.
Such training would hopefully provide audiologists with a greater level of  knowl-
edge and skills to provide audiological counselling, thereby facilitating a better
quality of patient-focused counselling, as well as educate as to when to refer a pa-
tient to a professional counsellor.

Finally, as a result of the recommendations from the participants in this study,
brochures are being developed to be given to patients prior to their hearing test
which explain the basis and causes of HL, means of prevention, the different
types of HL, and the methods of treatment and management. A brochure is also
being developed to give to patients who choose to have HAs which explains about
HAs, how they are fitted, and the adjustment process. These aim to empower the
patient and provide them with the vocabulary and knowledge about what to ex-
pect in an appointment, enabling them to be informed, active participants in the
fitting process. The audiologist-patient relationship is generally long term and re-
lies on the patient accepting and actively participating in their rehabilitation (Tay-
lor, 1993).
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APPENDIX A

INITIAL REACTION QUESTIONNAIRE

ID: (researcher to fill in) Date:

Please complete this questionnaire within 24 hours of your audiologist
appointment.

1. Were your results from the audiologist what you expected? Yes No Partly

Any comments

As a result of being told that
you had a hearing loss, to
what extent did you
experience the following
emotions

(please tick the most appropriate
description):

2. Shock ■■ ■■ ■■ ■■ ■■

3. Anger ■■ ■■ ■■ ■■ ■■

4. Sadness ■■ ■■ ■■ ■■ ■■

5. Hopelessness ■■ ■■ ■■ ■■ ■■

6. Relief ■■ ■■ ■■ ■■ ■■

7. Sense of loss ■■ ■■ ■■ ■■ ■■

8. Surprise ■■ ■■ ■■ ■■ ■■

9. Disbelief ■■ ■■ ■■ ■■ ■■

10. Apathy ■■ ■■ ■■ ■■ ■■
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Compared to how you felt
prior to the audiologist
appointment, how did your
level of the following
emotions change

(please tick the most appropriate
description):

11. Anxiety ■■ ■■ ■■ ■■ ■■

12. Guilt ■■ ■■ ■■ ■■ ■■

13. Resignation ■■ ■■ ■■ ■■ ■■

14. Optimism ■■ ■■ ■■ ■■ ■■

15. Embarrassment ■■ ■■ ■■ ■■ ■■

16. Fear ■■ ■■ ■■ ■■ ■■

17. Vulnerability ■■ ■■ ■■ ■■ ■■

18. Did you have any other emotions that were not listed above? Yes No

If yes, what?

For the next two questions, please circle the most appropriate answer

19. Are you glad to have an official diagnosis?

Not at all Somewhat Very much so

20. Did you feel that your emotional response to the test results meant that you had difficulty taking
in other information the audiologist told you?

Not at all Somewhat Very much so

Thinking about your
appointment with the
audiologist, please tick
the most appropriate
response:

21. In explaining the results to me the 
audiologist used language that I could ■■  ■■  ■■  ■■  ■■  

understand

22. The audiologist discussed how my
■■  ■■  ■■  ■■  ■■

hearing loss would affect my life

23. I found the amount of information the
■■  ■■  ■■  ■■  ■■

audiologist gave me overwhelming

24. The audiologist allowed me to express
■■  ■■  ■■  ■■  ■■

my feelings regarding the diagnosis

Tick here if not applicable ■■
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25. I felt I could ask questions when I
■■  ■■  ■■  ■■  ■■

wanted to

26. The audiologist answered my
■■  ■■  ■■  ■■  ■■

questions clearly and completely

27. I felt the audiologist was supportive
■■  ■■  ■■  ■■  ■■

during the consultation

28. The audiologist was empathetic during
■■  ■■  ■■  ■■  ■■

the consultation

29. The audiologist seemed
■■  ■■  ■■  ■■  ■■

condescending

30. I felt I could trust the audiologist ■■  ■■  ■■  ■■  ■■

31. The audiologist dealt with the fears
■■  ■■  ■■  ■■  ■■

and concerns I had about my condition

32. The audiologist seemed aloof
■■  ■■  ■■  ■■  ■■

detached and/or irritable with me

33. The information provided was
■■  ■■  ■■  ■■  ■■

relevant to my situation

34. The audiologist listed to me ■■  ■■  ■■  ■■  ■■

35. I was satisfied with the information
■■  ■■  ■■  ■■  ■■

provided

36. The audiologist was patient with me ■■  ■■  ■■  ■■  ■■

37. The audiologist seemed to understand
■■  ■■  ■■  ■■  ■■

my experience of hearing loss

38. I felt comfortable talking with my
■■  ■■  ■■  ■■  ■■

audiologist

39. The audiologist went at a pace that
■■  ■■  ■■  ■■  ■■

was appropriate for me

40. Insufficient time was given to
■■  ■■  ■■  ■■  ■■

explaining the results and implications

41. The audiologist made me feel
■■  ■■  ■■  ■■  ■■

embarrassed about my condition

42. The audiologist seemed to trivialise
■■  ■■  ■■  ■■  ■■

the issue of my hearing loss
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43. I would recommend this audiologist to
■■  ■■  ■■  ■■  ■■

a friend in a similar situation

44. I feel that I am better informed abou
■■  ■■  ■■  ■■  ■■

t
how to cope with my hearing loss

Any comments:

APPENDIX B

INTERVIEW

ID: Date:

Thinking about prior to your hearing appointment . . .

1. Did you feel you had a hearing loss? Yes No Perhaps

2. If yes, how severe did you feel the hearing loss was?

Mild Moderate Severe Very severe

3. To what extent did your hearing loss cause problems?

Not at all A little Moderately so Very much so

4. Where did most of these problems occur?

5. When were you first aware of your hearing loss?

6. Who made you aware of your hearing loss (if not yourself)?

7. Have other people commented on your hearing? Yes No Sort of

8. Is your hearing loss due to noise exposure?

No Occupational Recreational Both Unsure

9. What proportion of your friends do you think have a hearing loss?

None Some Approximately half Majority All
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During the appointment

10. Which of the following emotions did you feel immediately after the audiologist told you your
hearing test results:

Yes/No Has this emotion increased or
decreased since then? Or

has there been no change?

Shock

Anger

Sadness

Anxiety

Guilt

Resignation

Optimism

Relief

Sense of loss

Embarrassment

Surprise

Fear

Vulnerability

Disbelief

Hopelessness

Apathy

11. Is there anything the audiologist could have done better to improve how they:

Explained your results

Explained the consequences of your hearing loss

Explained how to communicate better or cope with the loss (i.e., listening tactics)
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12. Did they detail any non-hearing aid alternative options

13. Did the audiologist ask you if you understood what he/she was saying before moving on to the

next topic? Yes No Sometimes

14. Did you become distressed during the appointment? Yes No

Why was this?

How did the audiologist react to your distress?

Could the audiologist have done anything to improve his/her reaction?

Demographic information

Age: (in years)

Gender: Male Female

Ethnicity:

NZ European Other European Maori Pacific Islander Asian

Other

Marital status: Unmarried married/co-habiting divorced widow/widower other

Employment status: fulltime part-time retired unemployed student

General health: poor satisfactory good very good

Approximate
annual income: <$40,000 $40-60,000 $60-80,000 $80-100,000 $100,000+

Finally . . . .

Was your hearing test a screening test OR a full diagnostic assessment?

Have you applied for funding? No Yes If yes, ACC OR Enable
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APPENDIX C

FOLLOW-UP QUESTIONNAIRE

ID: (researcher to fill in) Date:

Date of the appointment when hearing aid(s) were fitted:

Did you see the same audiologist as for your hearing test? Yes No

Thinking about your latest
appointment with the audiologist,
please tick the appropriate response:

(if not applicable, leave blank)

1. The audiologist used language that I 
■■  ■■  ■■  ■■  ■■

could understand

2. The audiologist clearly indicated the
■■  ■■  ■■  ■■  ■■

purpose of the appointment

3. The audiologist was supportive during
■■  ■■  ■■  ■■  ■■

the consultation

4. The audiologist was empathetic during
■■  ■■  ■■  ■■  ■■

the consultation

5. The audiologist listened to me ■■  ■■  ■■  ■■  ■■

6. The audiologist was sincere and
■■  ■■  ■■  ■■  ■■

gained my confidence

7. I felt I could trust the audiologist ■■  ■■  ■■  ■■  ■■

8. The audiologist went at a pace that
■■  ■■  ■■  ■■  ■■

was appropriate for me

9. The audiologist was patient with me ■■  ■■  ■■  ■■  ■■

10. There was insufficient time in the one
appointment to cover everything that I ■■  ■■  ■■  ■■  ■■

felt was necessary

11. I felt I could ask questions when I 
■■  ■■  ■■  ■■  ■■

wanted to

12. The audiologist answered questions
■■  ■■  ■■  ■■  ■■

clearly and completely

13. The audiologist clearly described the
■■  ■■  ■■  ■■  ■■

process of follow-up appointments

14. The audiologist made it clear when I
should return for a follow-up ■■  ■■  ■■  ■■  ■■

appointment
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15. The audiologist clearly explained the
■■  ■■  ■■  ■■  ■■

pros of hearing aid use

16. The audiologist clearly explained the
■■  ■■  ■■  ■■  ■■

cons of hearing aid use

17. The audiologist seemed aloof,
■■  ■■  ■■  ■■  ■■

detached, and/or irritable with me

18. I found the amount of information the
■■  ■■  ■■  ■■  ■■

audiologist gave me overwhelming

19. I felt that the audiologist treated me as
■■  ■■  ■■  ■■  ■■

an individual

20. I am satisfied with the information I
have about what kinds of

■■  ■■  ■■  ■■  ■■
improvements I can expect with my
hearing aid(s)

21. I would go back to this audiologist ■■  ■■  ■■  ■■  ■■

22. I would recommend this audiologist to
■■  ■■  ■■  ■■  ■■

a friend

23. Were you satisfied with the amount of information you received?

Yes No Somewhat

Comment

24. Do you feel you have enough knowledge to use the hearing aids?

Yes No Somewhat

Comment

25. Are you hesitant or unclear about any part of the whole process (i.e., hearing loss or hearing aid

issues)? Yes No

If yes, what are you unclear about?
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26. Are there any improvements that you would like to see in the service that you received?

Yes No

If yes, what?

27. Is there anything that you particularly appreciated in the service that you received?

28. Was there anything that you were expecting from the audiologist that did not occur?

Yes No

If yes, what?

29. How satisfied are you so far with your new hearing aid(s)?

Very satisfied Satisfied Neutral Dissatisfied Very dissatisfied

Comment

30. What would have led you to get a hearing aid sooner?

Any extra comments:
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