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Coping strategies and social environment
of patients with sudden hearing loss
background

results

Hearing impairment has a significant physiological,
psychological, and social impact on one’s life. The primary aim of this study was to explore which coping
strategies are most frequently used by patients with
a sudden hearing impairment within the period of just
a few days after the first symptoms appear.

The start of hearing impairment acts as a trigger for the
use of a problem-solving coping strategy. Social support
from the family represents an important source of help for
patients with sudden hearing loss. Humour as a coping
strategy was found to be used as a means of easing the
current unfavourable situation and concealing one´s emotions from others.

participants and procedure
Sixty-four patients were asked to complete the coping
inventory COPE between the first and the fifth day following the diagnosis of hearing loss.

conclusions
Active coping and seeking social support were the most
frequently used coping strategies.
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Background
Hearing makes it possible to analyse various auditory impulses such as the intensity, frequency, colour,
source, and the direction of sound. However, its
most important role lies in communication. Therefore, hearing impairment has a significant physiological as well as psychological and social impact
on one’s life. Moreover, a sudden loss of hearing can
be especially stressful (Luey, Glass, & Elliot, 1995).
Sudden hearing loss is reflected by the acute dysfunction of the inner ear within 72 hours (Wilson,
Byl, & Laird, 1980). Its main symptom is sudden and
is usually demonstrated by a unilateral hearing loss
for sound with a magnitude greater than 30 dB (Oh
et al., 2007). Given that it usually occurs when one
is in good health, its abruptness may cause a psychological shock that is hard to cope with. For most
people, sudden hearing loss is a shock, source of
unpleasant emotions and frustration of needs (Garnefski & Kraaij, 2012). This represents a psychologically difficult situation and subsequently a deteriorating quality of life and emotional well-being
(Hasson et al., 2010).
Sudden hearing loss is also accompanied by various psychosocial disadvantages, especially in the
social environment, in relationships with friends
and family members (Garnefski & Kraaij, 2012). Social support plays an important role in health protection in adaptation to chronic illness (Dimond,
2007) and is a strong predictor of overall quality of
life of people with hearing impairment (Lovretić et
al., 2016). Chen and Most (2009) found that people
with hearing loss have a reduction in normal social
activities and increased problems in their relationship with family or friends. The failure to communicate may be met with misunderstanding and embarrassment (Hasson et al., 2010). Individuals with
acquired hearing impairment have been found to
often feel depressed and experience higher dissatisfaction with their lives as well as greater social
isolation, when compared with a healthy population (Garnefski & Kraaij, 2012; Hallam et al., 2006).
A person with an impaired hearing condition may
often struggle to follow conversations and may find
it too awkward to keep asking for repetition. On
the other hand, family members may get annoyed
by constantly repeating what has just been said
(Feher-Prout, 1996). Thus, a patient with a hearing
impairment is often forced to make a huge effort
just to focus on regular communication because the
sounds are perceived as distorted. As a result, his or
her speech may seem too loud for the social environment due to the absence of feedback, which may
cause negative reactions from others who are part
of the conversation, and may even lead to stigmatisation. Although using a hearing aid might allevi-

ate these problems, it cannot fully compensate for
persisting and deteriorating hearing impairment,
especially when communicating in a very loud environment or a when in conversation with several
people at the same time (Feher-Prout, 1996).
Despite the fact that sudden hearing loss is accompanied by several psychosocial consequences,
coping with sudden hearing loss has rarely been
explored. In most studies that have been reported
in the literature, coping with an acquired hearing
impairment was measured many months or years
after the disease onset. From the existing research
it has been found that seeking social support is often used as the main coping strategy by these patients (Hallberg, 1999). However, it was also found
that it is only used in the closest circle of friends
and family, and the patients seem to be isolated
from broader social contacts. Hallberg and Carlsson
(1991) have found that two common coping strategies have been used by participants with acquired
hearing loss. These are the strategy “to control the
social scene” and the strategy “to avoid the social
scene”. Murray, Spry, and Mouze (2009) suggested
that patients with impaired hearing may try to deal
with the communication barrier by avoiding conversations and interaction with others. Hallberg
(1999) states that a patient with impaired hearing
often uses both problem-solving and avoidance coping strategies. For example, a problem-solving strategy could be reflected by sitting close to the speaker
or lip-reading actively, while an avoidance coping
strategy would be represented by the preference
of silence, solitude, or escape from any communication situation (e.g. eating out, visiting friends)
(Hallberg, 1999). In relation to this, Andersson and
Hägnebo (2003) found that coping is mostly represented in the forms of problem solving, self-controlling, seeking social support, and distancing. The
problem-solving coping strategy could be explained
also with the initial crisis phase of rapid loss of
hearing. The crisis phase is the initial period of readjustment and coping after the problem has been
clarified through a diagnosis and initial treatment
plan (Rolland, 1987). During this period, the hearing-impaired patient should learn how to deal with
illness-related symptoms and seek medical help.
Prompt medical treatment and prompt diagnosis
ensure that there are the best chances of recovery
(Luey, Glass, & Elliot, 1995).
The aim of this study was to explore the use of
coping strategies by patients suffering from sudden
hearing impairment. The study focused on the period of the few days after the first symptoms appear.
At that point, the hearing loss stress is the greatest.
An additional aim was to gain a deeper insight into
the social aspects of coping with the situation, especially in the context of family and friends.
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Participants and procedure
Participants
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Sixty-four hospitalised patients participated in the
study. The respondents had been diagnosed with sudden unilateral hearing loss. In total, 32 men (50.00%)
and 32 women (50.00%) participated in the study.
The mean age of women was M = 48.82 years (SD =
13.74, range 23-68 years), while the mean age of men
was M = 44.75 years (SD = 14.33, range 20-62 years).
The mean length of time between the reported onset
of symptoms and the diagnosis of hearing loss was
M = 2.8 days (SD = 1.63, range 1-5 days). Informed
consent was obtained from all individual participants
included in the study.
Measures
The coping inventory COPE (Carver, Scheier,
& Weintraub, 1989) was used to measure coping. The
respondents were asked to think of a stressful situation that is associated with the hearing impairment
and answer three questions: “1. What do you usually
do when you are stressed due to your impairment in
general?”, “2. What do you usually do when you are
stressed due to your impairment in the presence of
your family members?” and “3. What do you usually
do when you are stressed due to your impairment in
the presence of your friends?”. The respondents had

to rate each coping item on a five-point scale ranging
from 1 (I usually don’t do this at all) to 5 (I usually do
this a lot), separately for every question.
Five scales (active coping, planning, suppression
of competing activities, restraint coping, and instrumental social support) measure the problem-focused
coping style, another six (humour, positive reinterpretation and growth, denial, emotional social support, acceptance, turning to religion) refer to emotion-focused coping, and the last four scales (focus on
and venting emotions, behavioural disengagement,
mental disengagement, and substance use) reflect the
maladaptive coping style [12].

Results
The mean scores on the preferred coping strategies
in general are presented in Table 1. As can be seen
in Table 1, active coping M = 4.28 (SD = 1.45), turning to religion M = 3.64 (SD = 1.64), and emotional social support M = 3.60 (SD = 1.70) were the the
most frequently used coping strategies with stress
caused by sudden hearing impairment. On the other
hand, substance use M = 1.89 (SD = 1.37), acceptance
M = 2.05 (SD = 1.36), and behavioural disengagement
coping strategy M = 2.08 (SD = 1.44) were relatively
less frequent.
A repeated measures analysis of variance on
the coping style scores revealed a significant effect:
F(2, 62) = 24.73, p < .001. Bonferroni’s post hoc test

Table 1
Mean scores of preference of coping strategies
Coping strategies
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M (SD)

1. Active coping

4.28 (1.45)

2. Planning

2.97 (1.94)

3. Instrumental social support

3.50 (1.81)

4. Emotional social support

3.60 (1.70)

5. Positive reinterpretation

3.01 (1.67)

6. Acceptance

2.05 (1.36)

7. Turning to religion

3.64 (1.64)

8. Focus on and venting emotions

2.52 (1.65)

9. Behavioural disengagement

2.08 (1.44)

10. Substance use

1.89 (1.37)

11. Restraint coping

2.80 (1.62)

12. Denial

2.08 (1.53)

13. Mental disengagement

2.67 (1.51)

14. Humour

2.19 (1.71)

15. Suppression of competing activities

3.11 (1.80)
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showed that the problem-focused coping style: M =
3.13 (SD = 0.99) was used more frequently than the
emotion-focused coping style M = 2.5 (SD = 0.73) or
maladaptive coping style M = 2.28 (SD = 0.88). Maladaptive coping was used less than the emotion-focused coping style. Men used th problem-focused
style: M = 3.60 (SD = 1.10) significantly more often than women: M = 3.03 (SD = 0.84), t(62) = 2.50,
p < .001. In addition, men also used maladaptive coping
more often: M = 2.55 (SD = 0.70), t(62) = 3.34, p < .001.
The mean scores on preferred coping strategies in
the presence of family members and friends are presented in Table 2. Patients sought help mainly from
family members: M = 3.06 (SD = 1.86). They were also
able to let more negative feelings out in their presence: M = 2.64 (SD = 1.74), in comparison with the
coping style in general: M = 2.52 (SD = 1.65). However, the difference was not significant: Z = 0.30, p >
.05. The active coping strategy was predominant also
in the presence of family members: M = 3.50 (SD =
1.77), as well as making fun of the health condition
using humour: M = 3.48 (SD = 1.50). Coping with the
disease by making fun of it was also significant in the
presence of friends: M = 3.06 (SD = 1.71). The study
identified significantly increased humour as a coping
strategy in the presence of family members: Z = 4.61,
p < .001, as well as in the presence of friends: Z =
3.39, p < .001, in comparison to hearing loss humour
as a coping method in general: M = 2.19, (SD = 1.71).
The predominant strategy in the presence of friends

was total concealment of the medical condition,
confirmed also by the significant preference of the
strategy denial, which is characterised as pretending
nothing had happened: M = 3.25 (SD = 2.00), Z = 5.19,
p < .001.
A repeated measures analysis of variance on the
coping style scores in the presence of family members and friends revealed a significant effect: F(5, 59)
= 86.81, p < .001. Bonferroni’s post hoc test showed
that there was a significant inhibition of the maladaptive coping style in the presence of friends: M
= 1.22 (SD = 0.59) in comparison to the preference of
this coping style in the presence of family members:
M = 1.99 (SD = 0.88). The men used the emotion-focused coping style more significantly in the presence
of family members: M = 2.55 (SD = 0.45) than women:
M = 2.30 (SD = 0.44), t(62) = 2.21, p < .05. However,
women used the maladaptive coping more significantly in the presence of friends: M = 1.00 (SD = 0.01),
t(62) = 3.74, p < .001.
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Discussion
Sudden hearing loss represents an acute otolaryngological problem, and due to its sudden onset, unpredictability, and limiting impact on the patient, it is
also a very stressful condition. Persons with unilateral deafness experience a significant disability that
affects their speech perception, communication, and

Table 2
Mean scores on preference coping strategies in the presence of family members and friends
Family members

Friends

M (SD)

M (SD)

1. Active coping

3.50 (1.77)

3.03 (1.99)

2. Planning

1.63 (1.25)

2.25 (1.81)

3. Instrumental social support

3.06 (1.86)

1.94 (1.70)

4. Emotional social support

3.19 (1.83)

2.00 (1.76)

5. Positive reinterpretation

2.55 (1.43)

1.72 (1.26)

6. Acceptance

1.58 (0.66)

1.69 (0.83)

7. Turning to religion

2.94 (1.90)

2.17 (1.57)

8. Focus on and venting emotions

2.64 (1.73)

1.28 (0.67)

9. Behavioural disengagement

2.20 (1.63)

1.03 (0.17)

10. Substance use

1.33 (0.85)

1.28 (0.98)

11. Restraint coping

2.70 (1.50)

2.42 (1.52)

12. Denial

1.61 (1.10)

3.25 (2.00)

13. Mental disengagement

1.80 (1.37)

1.36 (1.02)

14. Humour

3.48 (1.50)

3.06 (1.71)

15. Suppression of competing activities

2.56 (1.86)

2.75 (2.01)
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social interaction (Wie, Pripp, & Tvete, 2010). Despite
this, there has been limited psychological research
that has addressed the issue, and studies focused on
coping with this condition have been rare. Doctors
themselves often underestimate the impact that this
condition may have on a patient’s life, especially in
the case of unilateral hearing loss, claiming that patients still have one fully functional ear. Therefore,
it was deemed important for the current research to
focus on the use of coping styles during the period of
the few days after the first hearing problems occur.
In this study, it was found that respondents preferred the problem-focused coping style. Active coping, turning to religion, and seeking social support
were the most frequently used coping strategies in
general. These results match the findings of other authors (Hallberg, 1999). Gulášová (2009) explains that
coping with any kind of disease is a process, which
inevitably begins by collecting information about
the disease’s course and treatment options, followed
by planning the next coping steps. The maladaptive
coping style was generally used less frequently. The
study also found, similarly to the findings of Hallberg and Carlson (1991), a preference of the coping
style that avoids the wider social environment. Gomez and Madey (2001) explain that poor adjustment
to hearing loss and poor perceived social support are
associated with greater use of maladaptive coping
strategies.
The participants sought advice mainly from family members, inhibiting contact with friends. In the
presence of friends, concealing their health condition and pretending that nothing had happened were
the most dominant coping strategies. Arlinger (2003)
also confirms that a frequent reaction to hearing loss
is to conceal it from friends due to feelings of shame
and frustration due to the inability to hear properly.
Murray, Spry, and Mouze (2009) add that this is how
the impaired persons tries to cover up the communication barrier.
A further way of dealing with the hearing impairment was using humour in the presence of family
members and friends. In additional interviews, the
participants said that making fun of their health
condition helped them to ease the situation and the
worries of their family members. On the other hand,
they orally admitted that their hearing loss had led
to an increase in experiencing negative emotions. In
connection with this, Andersson and Hägnebo (2003)
stated that an increase in negative emotions could be
related to the feelings of misunderstanding, risk of
ridicule or fear that the hearing ability will deteriorate further and result in a total loss of hearing.
The limitations of this study are linked to the fact
that the sample was relatively small and had a broad
age distribution. In the sample description some important demographic information is also missing,
such as religion, alcohol use, or education. In the fu-
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ture, it would be interesting and beneficial to monitor the coping variables of patients with sudden
hearing loss over time (a week, a month, half a year,
a year from the first hearing problems) by using a
longitudinal design while taking into account the
type of treatment. Nevertheless, the study results
carry important implications for the development of
effective treatment services and for the prevention
of mental health problems among people with sudden hearing loss.

Conclusions
In conclusion, the results suggest that the start of
hearing impairment acts as a trigger for coping strategies aimed at dealing actively with the stressor or
strategies related to emotions. Social support of the
family represents an important source of information
and help for the patients. Humour as a coping strategy is used to ease the present unfavourable situation
and conceal the real emotions of the patients from
others. Finally, avoidance coping was found to be
used especially towards friends.
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