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1. Background 
People who suffer from hearing loss do not only have problems hearing what other 
people say. Hallberg, Hallberg and Kramer (2008) state that a hearing loss can have a 
negative impact on the quality of life as it affects peoples’ daily social life 
concerning their activities and participation. They also point out that individuals’ 
capacity to adjust to and cope with hearing loss are affected by circumstances in life 
and general health conditions. Tye-Murray (2006) states the following: “A disability 
is a loss of function imposed by hearing loss” (p. 4). Furthermore, Tye-Murray 
claims that a hearing loss can be viewed as a communication impairment and is 
affected by factors such as lifestyle, psychosocial factors, physical environment and a 
person’s degree and art of hearing loss. Social stigmatization and isolation are 
common effects of hearing loss. Because of these factors, hearing loss can generate 
into a hearing disability. World Health Organization’s (WHO) International 
Classification of Function, Disability and Health (ICF) defines disability as "the 
outcome or result of a complex relationship between an individual's health condition 
and personal factors, and of the external factors that represent the circumstances in 
which the individual lives" (WHO, 2001, p. 17). Tye-Murray as well as the ICF uses 
a relational definition of disability meaning that a disability emerges from 
environmental factors in cooperation with the function. It implies that different 
environments can affect an individual with a certain health condition in different 
ways.  
 
Hallberg, Hallberg and Kramer (2008) report that when there are more self-reported 
difficulties in hearing the psychological well-being is correspondingly lower.  In 
their study they draw the following conclusion:”Psychosocial consequences of 
hearing impairment, such as lowered quality of life, cannot be predicted from 
audiometric data alone. The individual’s coping ability, such as use of 
communication strategies, has also to be focused on” (p. 211).  
 
Espmark, Rosenhall, Erlandsson and Steen (2002) describe in their study the 
psychosocial consequences experienced by elderly people with hearing loss. They 
used a self-rated questionnaire and audiometric data. They draw the conclusion that 
there are connections regarding hearing level and psychosocial wellbeing. The 
authors further state that the greater a hearing loss is, the greater the tendency to 
avoid socializing with other people 
 
1.1. International Classification of Function, Disability and Health (ICF) 
Health professionals such as audiologists need to have an overall perspective and, for 
example, not only focus on the body function (e.g. the hearing loss). Factors that can 
affect patients’ daily life also need to be taken into consideration when rehabilitating 
people with hearing loss. WHO accepted the ICF in 2001 and that is an important 
instrument for health professionals. The classification promotes a scientific base that 
can be used for research and the understanding of health. ICF works as a worldwide 
language for classification of functions, disabilities and health and as a code system 
that makes it possible to compare data worldwide as well as over time. In ICF, 
functioning and disability related to health conditions are classified (WHO, 2001). 
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The classification definitions of these three concepts are the following: 
 

• Functioning-“is an umbrella term for body functions, body structures, activities 
and participation” (WHO, 2001, p. 212). The positive aspects of an individual 
with, for example a hearing loss, combined with the individuals environmental 
and personal factors are here in focus. 

• Disability- “is an umbrella term for impairment, activity limitations and 
participation restrictions” (WHO, 2001, p. 213). The negative aspects of an 
individual with, for example a hearing loss, combined with the individual’s 
environmental and personal factor are in focus.  

• Health condition – “is an umbrella term for disease (acute or chronic), disorders, 
injury or trauma. A health condition may also include other circumstances such as 
pregnancy, ageing, stress, congenital abnormality, or genetic predisposition” 
(WHO, 2001, p. 212).   

 

ICF is based on a bio-psycho-social model, which means that it takes into account 
the whole individual in its context: The biological, psychological and social 
conditions (Möller, 2005). If a person acquires a hearing loss, not only the biological 
conditions will be affected. ICF considers that a loss of hearing also could affect the 
person’s wellbeing and social life (WHO, 2001). 
 
ICF consists of two parts and each with two components, see Table 1:1. These 
components can be described using a different perspective within body structure and 
function, internal factors of an individual and in the society. One part is functioning 
and disability which consists of body functions and structures, activities and 
participation. The other part is contextual factors which consist of environmental and 
personal factors. The body factors cover the whole body system. For instance the 
ears and all its components describe the body structure while the ability to hear is 
related to the body function. Activity and participation cover the functioning from 
the perspective of the individual and society. For example, carrying out a task or 
action is connected to activity, while being engaged in a life situation is connected to 
participation. This component can in negative terms be referred to activity limitation 
and participation restriction. Activity limitation is defined by ICF as “difficulties an 
individual may have in executing activities” and participation restriction is defined as 
“problems an individual may experience in involvement in life situations” (WHO, 
2001, p. 10). The personal and environmental components impact a person’s 
functioning, disability and health. Factors in the environment, such as the person’s 
work situation, can impact a person’s functioning and disability as well as aspects 
within the person himself, such as cultural beliefs. Both positive and negative terms 
can be used when describing these components. Each component consists of domain, 
for example, chapter 3 is about Communication. Each domain consists of categories 
and sub-categories, for example, Conversation (WHO, 2001).  
 
Table 1:1 The parts and components of ICF 

Functioning and disability Contextual factors 
Body functions 
and structures 

Activities and 
participation 

Environmental factors Personal factors 
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1.2 The Development of ICF Core Sets for Hearing Loss-project  
Development of ICF Core Sets for Hearing Loss is an international cooperative 
project headed by the Swedish Institute for Disability Research, SIDR, located at 
Örebro University. The project aims to develop a Comprehensive ICF Core Set and a 
Brief ICF Core Set for hearing loss that can be used worldwide. The Comprehensive 
Core Set will consist of a list of ICF categories that will be easy to use so it will 
consist of as few categories as possible yet as many as necessary to capture the parts 
that cover individuals’ problems in functioning as a whole (Danermark et al., 2010). 
Stucki and Grimby (2004) state that a comprehensive core set should contain a range 
of common problems an individual might experience concerning the ability to 
function with either a condition or in an environment. The Brief Core Set will consist 
of a list of ICF categories that can be used to describe individual experiences of 
hearing loss in clinical studies (Danermark et al.). It is supposed to include the most 
important categories stated worldwide in order to be practical in any situation (Stucki 
& Grimby). Core sets consist of sets of ICF categories that have been chosen since 
the categories are relevant to a specific health condition such as hearing loss. These 
codes provide a useful tool in, for example, rehabilitation (Danermark et al.).  
 
Danermark et al. (2010) state that the development of ICF core sets will be 
conducted in three phases: A preparatory phase, an “agreement” phase and a 
validation phase. The project aims to be finished with the first phase in 2010 and 
then start with phase two, which is planned to be done in year 2011. In 2012, the 
validation phase will take place. The preparatory phase consists of four different 
scientific studies: A systematic review, a qualitative study and two cross sectional 
studies. These preparatory studies serve to give the perspective of the researchers, 
clients/patients, professionals and the clinical validity for developing of ICF Core 
Sets for hearing loss. The present study will be a smaller feasibility study to the 
Development of ICF Core Sets for Hearing Loss-project and will then make a 
contribution to the qualitative study.   
 
The qualitative study aims to explore and develop an understanding of people with 
hearing loss and a perspective of their functioning and health. The features, related to 
the individual’s functioning and health, and which are important for these individuals 
will be identified. The inclusion criteria is to have people aged 18 and above with 
hearing loss in both males and females. Participants will be recruited until the 
investigator feels that the data is sufficient to fulfill the aim of the qualitative study. 
To notice differences and find parallels between countries and continents, the 
interviews will be conducted in different parts of the world (Danermark et al., 2010). 
 
After all data has been collected, the results will be presented at the International 
Consensus Conference (phase II) where experts will decide upon relevant ICF 
categories to be incorporated in ICF Core Sets for Hearing Loss. Afterwards these 
core sets will be tried out in the field and validated (phase III) (Danermark, et al, 
2010).  
 
The ICF components have been explored for other health conditions, but little 
research has been done on people with hearing impairment. Stephens, Gianopoulos 
and Kerr (2001) determined and classified problems experienced by elderly people 
with hearing impairment. In their study, questionnaires were used to determine which 
problems these people experienced. The aim was then to connect these responses to  
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ICF categories. One hundred patients aged 65 and above were recruited from an 
audiological rehabilitation clinic. All participants were asked to fill out two 
questionnaires. The most common responses given were within the category activity 
limitation. Some categories were not covered in the questionnaires, and a number of 
participation restrictions and personal factors which could be of great importance for 
the individuals were missed. The researcher found that when separating and breaking 
down the individual problems into ICF categories they got an overall perspective of 
the patients which could not be achieved by a single questionnaire. The authors 
concluded that it is necessary to add another questionnaire or in-depth interviews to 
get the overall perspective of an individual. The authors further stated that a 
questionnaire structured in the context of ICF must be done so that all parts of an 
individual’s life affected by the hearing loss are covered.  
 
1.3 Hearing loss from a global perspective  
It is undeniable that factors related to hearing loss affect many people worldwide. 
The number of people with moderate to profound hearing impairment worldwide in 
2005 was estimated at 278 million, including the people with mild hearing loss this 
number increase to 642 million people (WHO, 2006a). According to Roeser, Valente 
and Hosford-Dunn (2007), mild hearing loss is defined as a pure tone average (PTA) 
between 21-40 dB. PTA is calculated on the better ear and on the frequencies 500 
Hz, 1 kHz, 2 kHz and 4 kHz. Moderate hearing loss is defined as PTA between 41-
70 dB; profound hearing loss is defined as PTA between 71-95 dB. Eighty percent of 
the people with hearing impairment live in a developing country such as South 
Africa (WHO, 2006b).  
 
1.4 Audiological care from a South African perspective  
According to Lehohla (2005), 5% of the South African population lives with various 
forms of disabilities of which hearing disability represents 20.1%. In 2009 the 
population in South Africa was estimated to 49,321,000 people (South Africa, 2010). 
Swanepoel (2006) reports that there are between 1 and 4.5 million people in South 
Africa with sensorineural hearing loss, depending on different estimated occurrence 
data. Most of these people do not have access to adequate audiological services since 
the majority of the population lives in poverty. 
 
Audiology is an established profession in South Africa. In the beginning, the 
profession did not only focus on hearing, but on speech and language pathology as 
well. The first educational program started at the University of Witwatersrand in 
1938, but it was not until the 21th century that some universities began to separate the 
hearing profession and the speech/language pathology profession into two separate 
training programs. Traditional hearing and speech/language professional services are 
requested within the official health care system as the patients enrolled in the system 
often search for more than just hearing problems (Swanepoel, 2006).  
 
There are many factors that affect the audiological care in South Africa. Audiologists 
most often work in the private sector where their specialized competence is 
requested. People with poor living conditions cannot afford private healthcare, and, 
according to Swanepoel (2006), these people do not have access to specialized 
audiological care. This is an important issue in that most educated audiologists work 
in the private sector and only serve a small part of the population, and most people 
with hearing loss are not included in the private health care system. Also, South  
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Africa is a country with many ethnical groups and has 11 official languages. It has 
been a challenge for Audiologists to communicate with patients, which aggravates 
the audiologists’ ability to provide correct care for each patient. Moreover, hearing 
loss has not been prioritized since HIV/AIDS is a great problem in the country and 
numbers of HIV/AIDS cases listed are the highest in the world. There are also other 
life-threatening diseases that take much more of the capital resources and problems 
related to hearing loss are therefore not often prioritized in the governmental health 
care budget (Swanepoel).  
 
Many people in South Africa consult a traditional healer when having a problem 
related to hearing. De Andrade and Ross (2005) state that 2.9% of all people in South 
Africa seek a traditional healer instead of a modern western-educated doctor when 
having hearing related problems. This is mostly common among Black South 
Africans where eight out of ten prefer a traditional healer than a modern doctor. 
There are almost ten times as many registered traditional medical healers than 
modern western-educated doctors in South Africa which gives a hint of the cultural 
acceptance for traditional healers in the country. Traditional healers use different 
ways to cure ear related problems. Fat from different animals, prayers and plants are 
some examples. De Andrade and Ross further state that traditional healers treat their 
patients from a holistic point of view, which westernized medicine often fails to do. 
Traditional healers therefore fulfill an important role in the treatment of people with 
hearing disabilities since having a hearing loss cannot be seen only from a biological 
point of view.  
 
There are few audiological studies in developing countries that focus on a person’s 
experience of having a hearing loss. Fagan and Jacobs (2009) explored the 
audiological health care services in 18 Sub-Saharan Africa countries and found that 
only two countries provided audiological training programs. The authors state the 
following: 
 

Hearing disability ranks third on the list of non-fatal disabling 
conditions in low- and middle-income countries. There is a broad 
agreement that implementing cost-effective interventions to address 
conditions largely neglected by global estimates of BOD [burden of 
disease] such as hearing  loss are important contributors to health 
care and, in turn, overall economic development (p. 1).  

 
Their study focused on countries as a whole, and not on individuals. Their study is 
not qualitative and does not offer an in-depth understanding of the issue, yet it 
provides facts about audiological services in Sub-Saharan Africa countries (Fagan & 
Jacobs). 
 
With this background, the present study will contribute to the understanding of 
people with hearing loss experience of hearing disability in a developing country. 
Fagan and Jacobs (2009) state that it is of great importance that industrialized 
countries recognize health care in developing countries since their health care 
systems involve more than half of the world’s population. Since there is little 
research done in this particular area, this might emphasize the significance of this 
study. It is important that a developing country, such as South Africa, is a part of the  
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development of ICF Core Sets for Hearing Loss and that not only industrialized 
countries are included.  

 
2. Aims 
The present investigation is part of the qualitative study in the Development of ICF 
Core Sets for Hearing Loss project and uses the same inclusion criteria. The main 
purpose of this study is to explore and develop an understanding of how people with 
hearing loss in South Africa experience their health and functioning in relation to 
their hearing loss. 
 
This study will focus on the following research questions: 
• How do people with hearing loss in South Africa experience their hearing loss? 
• What concepts of functioning and health are important for these individuals? 
 
3. Method   
In this study, a qualitative research approach was used. The main data was collected 
by group discussion in a focus group where people with hearing impairment 
discussed their experiences of their hearing loss and health and functioning issues 
related to the hearing loss. The aim was to have a wide variety of people in the focus 
group, with different degrees of hearing loss, from different social-economic 
backgrounds, race and mixed gender. Since the focus was to explore the experience 
of functioning and health important for individuals with hearing loss, the method best 
chosen for this particular study was of a qualitative approach. A qualitative method 
provides a deeper understanding of the phenomenon that is focused upon. With a 
qualitative method, the interviewer’s prejudice is vital. It is important to be well-
aware of prejudices and that they might be recast during the research. Understanding 
is a central conception within the qualitative method (Thurén, 2004), which is also 
vital in this study. Kvale (1997) states that when a researcher interprets a text it leads 
to new and deeper understanding of specific phenomena. When a phenomenon has 
not been explored or the researcher does not know much about it, qualitative 
approach is advantageously.  
 
Kvale (1997) writes that there are only a few standard rules within the qualitative 
research community, but there are, nevertheless, methodological questions and 
practical matters researchers have to take into consideration. One concern is how to 
avoid coloring the participants’ answers by leading questions. Researchers need to 
know what to ask and why, and by being sensitive to this, the researcher can avoid 
influencing the answers. However, leading questions can be useful but the researcher 
has to be aware of why these types of questions are used. Another concern is how to 
be certain that the participants are being understood correctly. It is important during 
focus group discussions to follow up and clarify what participants meant by their 
answer. It has also been discussed in the literature questioning whether it is possible 
to draw conclusion from discussions, which is another concern. According to Thurén 
(2004) it is possible through induction to predict the results of collected data. 
Induction means drawing general conclusion by empirical facts, but it is essential to 
keep in mind that one can never be absolutely certain that the conclusion is correct.  
 
As mentioned, focus groups were used in this study. Focus groups are a method 
where data is collected by group interviews where the discussion of chosen topics is 
in focus. The interaction between the participants might give a deeper understanding  
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than individual interviews might have given since the discussion can help the 
participants to remember and talk about things they might not have thought of 
(Wibeck, 2000). One concern with focus groups is how structured it should be. A 
focus group can either be structured or unstructured. In a structured focus group, the 
moderator, who leads the discussion, has a greater role than in an unstructured focus 
group. In an unstructured focus group, there might, for example, not always be 
specific questions concerning a specific topic. The participants are free to discuss 
what they believe is important regarding that topic. The moderator has an important 
role, and has to make sure that all people participate without interacting too much 
(Morgan, 1998).    
 
3.1. Participants 
It is common that a research-project uses between three and five focus-groups. 
Morgan (1998) states that there are no specific numbers of groups that is preferred. 
One risk with having too few focus-groups is that information can be missed. 
However, Morgan also states that it might be difficult to decide beforehand the 
optimal number of focus groups for a study. The best might be to start the project and 
see how many groups are required.  
 
The Development of ICF Core Sets for Hearing Loss-project will conduct focus 
groups in different countries and in South Africa, there will be three different focus 
groups; one with individuals in the age group 18-40, another focus group with people 
aged 41-60 and finally one focus group with individuals in the age group 61 and 
above. Due to the proportion of the present project (15 Higher Education Credits), 
only one focus group interview was conducted and used for analysist. The age group 
61 and above was chosen for the analysis of this study.  

 
The sample size does not have to be large in a qualitative study as the main focus is 
not to draw conclusions for a large population, but rather to gain an understanding of 
the phenomenon in small and well-defined groups of individuals (Marshall, 1996). 
Therefore, the focus of this study was not to include a large number of individuals. If 
the numbers of participants in focus-groups are large, it is likely that all subjects will 
not get the opportunity to take part of the discussion and given the chance to share 
their thoughts (Morgan, 1998). 
 
The subjects were patients from two clinics at the Department of Communication 
Pathology, University of Pretoria. One was a private clinic and one was a public 
clinic. By including both clinics, patients from the private health care system and the 
public health care system would be part of this study. As many as 85% of the South 
African population is enrolled in the public health care system (Swanepoel, personal 
communication, April 7, 2010), therefore it was crucial to enroll patients from both 
clinics. The aim was to have six participants. Morgan (1998) recommends a focus 
group to have between four and six members, and the aim was to have six 
participants, and there is always a risk that participants may not show up, yet a larger 
number is not recommended.  
  
The inclusion criteria were the following:  

• Individuals with a PTA above 20 dB.  
• Individuals aged 61 and above.  
• Individuals able to communicate in English. 



 

9 

 

• Oral language as first communication system.  
• Individual willing to share and discuss their experiences of having a hearing loss.  

 
The reason for choosing this age group is that patients seeking audiological 
rehabilitation in South Africa are mostly represented by people above 61 of age. The 
degree of hearing loss aimed to be mixed and the purpose was to enroll two patients 
with mild hearing loss, two patients with moderate hearing loss and two patients with 
profound hearing loss. Each participant had to have an audiogram in the patient’s file 
that was at the latest conducted in 2007. The focus group discussions were held in 
English. 
  
With permission from each clinic, the patients’ data was searched through in order to 
find participants that would meet the criteria. A list of possible participants was made 
including gender, age, degree of hearing loss, the clinic to which they belong and 
contact information. The list included twelve patients from the public clinic and 
twenty-two patients from the private clinic. The patients chosen at the private clinic 
were then contacted by their audiologist. They were informed about the study and 
asked for permission to be contacted by one of the researchers. If the patients gave 
their approval, the researcher would then call the patients and ask them to participate 
in the study. The researchers made the first phone call to all possible participants 
from the public clinic since these patients had signed an approval to be contacted for 
different projects at the Department of Communication Pathology at the University 
of Pretoria. 
 
Unfortunately, there were no journals belonging to black South Africans in the 
specific age group in the archive. In order to get a mixed group with regards to 
ethnical belonging the researcher went to an old age home in a district were only 
black South Africans live. There were nine residents who were conversant in English 
and tested for hearing loss with a portable audiometer. After testing their hearing and 
talking to them it was decided that these people were not subjects for the study and 
could not be of assistance in answering the research questions. The main reason was 
that these people were not aware that they had a hearing loss and had never thought 
about it before. Also, the hearing test showed no mix in degree of hearing loss; eight 
had mild hearing loss and one had moderate hearing loss. It was not possible to 
include just a few of them since they had no transportation to the university, were the 
discussion was to be held. If the discussion were to be held at the old age home no 
white people would participate since the area is considered unsafe and white South 
Africans avoid going there. It was then decided that participants would only be 
recruited from the two clinics at the University of Pretoria.  
 
In order to motivate people to participate, both payment and refreshments were 
offered. Food or snacks can work as an icebreaker in focus groups and help 
communication get started (Morgan, 1998). The traveling reimbursement was 100 
South African Rand per participant. 
 
Four patients of thirty-four agreed to participate. All patients were contacted two 
days before and on the same day as the discussion to be reminded and encouraged to 
participate in the discussion group. On the day of the group discussion, one patient 
cancelled. The participants are presented in Table 3:1. The main reasons for patients  
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to not participate were the following: They lived too far away or did not have 
transportation, were not able to speak English or did not have the time. 

 
Table 3:1 Participants. 

Age Gendera Degree of hearing 
loss 

Clinic Background 

82 F Moderate Private Widow, retired, living 
with daughter, 12 years 
of formal education. 
Primary hearing 
condition is hearing loss, 
no other hearing 
impairment. 

74 F Mild  Public Widow, retired, living in 
old age home, 12 years of 
formal education. 
Primary hearing 
condition is hearing loss, 
no other hearing 
impairment. 

77 M  Mild  Private Married, retired and part 
time working engineer, 
living with wife, 20 years 
of formal education. 
Primary hearing 
condition is hearing loss, 
no other hearing 
impairment. 

aF=female, M=male.  
 
The participants were asked to self rated their general health on a scale ranked from 1 
to 5, where 1 represents poor general health and 5 represents excellent general health. 
One participant estimated general health to be a 4 while the other two estimated it at 
3. They also self rated how well they function in daily life on a scale from 1 to 5. 
One estimated the functioning at 5 and the other at 4. 
 
3.2. Ethical approval and consent form letter 
The research project Development of ICF Core Sets for Hearing Loss received 
ethical approval from the Faculty of Humanities research proposal and ethics 
committee at the University of Pretoria, South Africa. Since data from this study will 
be used in the development of ICF core set, the ethical approval also covered this 
study. All data will be kept for 15 years at the University of Pretoria for future 
researches. No identification information is stored. The Informed Consent Letter was 
the same as for the Development of ICF Core Sets for Hearing Loss–project 
(Appendix A).  
 
3.3. Setting 
The focus group took place in a separate room at the Department of Communication 
Pathology at the University of Pretoria. One researcher moderated the discussion  
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while the other researcher took notes. The discussion was recorded and for technical 
reasons, two recorders were used. The rules for the discussion and the questions 
(Appendix B) were displayed and read out loud. Each question was also shown 
during the discussion in order to help the participants remember the subject of the 
discussion.  

 
3.4. Equipment 
Two Dictaphones, OLYMPUS VN-5500, were used. The Dictaphones were placed 
in the middle of the table in order to get the best recording. A projector connected to 
a computer was also used to display the questions to the participants. Beforehand all 
equipment was tested and tried out.  

 
3.5. Procedure of the group session 
First of all, the participants signed the Informed Consent Letter and filled out the 
Case Record Form (CRF-P) (Appendix C) and two questionnaires, one based on 
EuroQol (EQ-5D) (The EuroQol Group, 1990) and the other one on World Health 
Organization Quality of life Questionnaires (WHOQoL) (The WHOQoL Group, 
1994). The questionnaires took approximately ten minutes to fill out. The 
questionnaire was designed for the Development of ICF Core Sets for Hearing Loss-
project and will only be used partly in the present study. Instead of using any names 
on the questionnaires, each participant was given a unique code. 
 
After the participants had filled out the questionnaire the moderator introduced and 
explained the procedure of the focus group session. The first three questions were 
discussed, and then there was a break with refreshments. After the break three more 
questions were discussed. All questions were displayed once and read out loud, and 
then one question at the time was displayed and discussed. The notes taken during 
the discussion were based on the participants’ body language and gestures. Key 
words were also noted in case the equipment would stop working. The total time for 
the focus group discussion was 80 minutes, including a break. The data collection 
took 48 minutes.  
 
3.6. Analyze 
The data was analyzed with content analysis described by Graneheim and Lundman 
(2004). In content analysis, the focus is to code the data and structure it into different 
units and search for patterns and similarities in the text (Wibeck, 2000).  
 
The recorded discussion was transcribed verbatim into written text. Non-verbal 
responses, laughter, long pauses, emphases of words and gestures were also included 
in the transcription. Wibeck (2000) means that these characteristics are important to 
capture in order to understand the interaction in the group. It can also contribute to 
other meanings of what have been said. The transcript was first read through several 
times by the two researchers in order to get an overall meaning of what had been 
said. The transcript was then sorted into several parts: Units, meaning units, 
condensed meaning units, categories, codes and themes. According to Graneheim 
and Lundman (2004), a unit can, for example, be the discussion with its context, 
individual differences between the subjects or phrases in the text. In this study, the 
discussion connected to every question was considered as a unit. One unit was 
analyzed at a time. The units were large enough to cover each subject yet small 
enough to be considered as a context for the meaning units. Meaning units are words  
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or phrases in the transcript that can be related to each other (Graneheim & 
Lundman). The researchers took out meanings that were considered to be related to 
the research questions. In this study, a meaning unit was a sentence or statements that 
were spoken or latent. After determining the meaning units they were shortened into 
condensed meaning units. Condensed meaning units were sorted out by using two 
questions, “What is this about?” and, “What does it mean?” presented in the article 
by Holmqvist, Kamwendo and Ivarsson (2009). Condensed meaning units are shorter 
versions of meaning units where the content is preserved. Graneheim and Lundman 
state that the shorter versions make it easier in the analyzing process when linking 
different meanings to each other in the transcript. Each condensed meaning unit was 
labeled with a code. By giving each condensed meaning unit a code the data can be 
viewed in different ways or even in a new way. The codes were then sorted into 
different categories. Categories are groups that share the same meaning. The 
categories were then divided into two themes. Graneheim and Lundman state that the 
themes assemble unspoken meanings in the transcript; each theme can be seen as a 
frame in which many meanings related to each other are included, and one meaning 
or unit can be included into more than one theme. Both researchers analyzed the data 
separately and categorized the data independently. Discussion and comparison of the 
researchers’ analysis were done until consensus was reached. 
 
3.7. Ethical consideration 
In general for a qualitative study, the researcher gets somewhat close to the 
informants´ integrity, but with a focus group their integrity might be more protected 
(Morgan, 1998). The participants' identity will be protected, and a unique code will 
be used. According to Vetenskapsrådet (2010), codes are considered as personal 
information when the codes have a connection to, for instance, names, and it is 
therefore important to protect the codes. Vetenskapsrådet also states that it is 
important that all participants receive information about the study, the purpose of the 
study and what the data will be used for. All participants in this study received 
spoken and written information and were encouraged to contact the researchers with 
any questions. They were also received both spoken and written information about 
their ability to withdraw from the study at any point.  
 
4. Results  
The codes in this study are the different ICF chapters within the domains and 
categories within the components of ICF. The four ICF components are considered 
as the categories in the content analysis. Depending on the analysis codes and 
categories belonging within ICF, they were sorted into two themes: Functioning and 
Disability and Contextual Factors.  
 
The result is presented in themes with underlying categories and codes. Table 4:1 
aims to clarify the findings and show how they have been structured and divided into 
different parts. Unit discussion, question 5 shows that a meaning unit can fall within 
more than one code and category. 
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Table 4:1 Examples of meaning units, condensed meaning units, codes, categories 
and themes 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
4.1 Functioning and disability 
 
4.1.1 Body functions and structures.  
The body functions found in the present study that falls within ICF's categorization 
of Hearing functions are localization of sound source, lateralization of sound and 
speech discrimination. Hearing functions is referred to as "[...] sensing the presence 
of sound and discriminating the location, pitch, loudness and quality of sounds" 
(WHO, 2001, p. 65). The most common response in the present study was difficulties 
in speech discrimination, and all participants had problems hearing spoken language. 
One person said the following: "I can't hear the people speaking 'cause they speaking 
too fast". Another participant said: “When I don’t put them [Hearing Aids] in then 
they [the family] know ‘cause then they got to talk louder”. This person did not have 
any difficulties hearing people speak when using hearing aids. The third participant 
stated that it is more a question of sound intensity where people need to speak louder. 
At the same time, this person has more difficulties in hearing women speaking than 
men speaking. Difficulties in localization and lateralization of sound were 
experienced in auditoriums and theaters. One participant recently went to a concert 
and experienced having difficulties localizing where the music comes from: “I think 
he [the person with the microphone] is standing over there but he is actually standing 
right over there you know".  
 

4.1.2 Activities and participation. 

The factors that fall within the activities and participation component found in this 
study were Communication, Community, social and civic life, Major life areas, 
General tasks and demands and Focusing attention.  

Unit Meaning unit Condensed 
meaning unit 

Code Category Theme 

Discussion 
question 1 

 
I can’t hear 
the people 
speaking 

Difficulties 
hearing 

concerning 
speech 

discrimination 

 
Hearing function 

 
 

Body function 

 
 

Functioning 
and 

disability 
Discussion 
question 2 

So my work, 
no problem 
whatsoever 

 
Ability to 

work 

 
Major life areas 

Activity and 
participation 

Functioning 
and 

disability 
Discussion 
question 3 

They are 
really 

supportive 

Support from 
immediate 

family 

Support and 
relationships 

Environmental 
factors 

Contextual 
factors 

Discussion 
question 4 

I've got no 
complaints 

Experience no 
problems 

Experience Personal factor Contextual 
factors 

 
Discussion 
question 5 

 
I got this as an 
aid and I use it 

then 

 
Uses hearing 

aids 

Products and 
technology 

Environmental 
factor 

 
Contextual 

factors Coping styles  Personal factor 

Discussion 
question 6 

I don't like 
public to see 
this [hearing 

aids] 

 
Embarrass 

over hearing 
aids  

Psychological 
assets 

(embarrassment), 
Attitudes 

 
Personal factors 

 
Contextual 

factors 



 

14 

 

 

The most common limitation the participants experiences within activity is 
connected to Communication in which ICF includes general and specific features of 
communication, for example, discussion with one person or many people and using 
communication devices such as telephones (WHO, 2001). This was also the most 
frequent reason for participation restriction. The participants discussed their 
difficulties participating in conversation with one person and with many people. 
When analyzing the discussion it seems as if these difficulties made them not take 
part of some discussions since they do not know what is being said. It was also 
common that some of them would rather stay quiet than ask the person to repeat.  

Difficulties hearing the television and radio were mentioned and two of the 
participants also said that when talking on the telephone they experienced difficulty 
hearing. They still take part in telephone conversation but with some difficulties 
which can be explained as a restriction in participation.  

An activity limitation was to hear when attending religious ceremonies, activities and 
events. The difficulties in hearing what others are saying make them lose subject of 
what is being said. For two of the participants this limitation leads to restriction in 
participation. One of them said “I will rather stay quiet because I'm not sure what 
they will then discuss”. These activities limitations and participation restrictions fall 
within ICFs chapter Community, social and civic life and is described in the 
classification as the qualities one needs for taking part in organized social life outside 
the family, for example, being able to hear in order to take part of a service (WHO, 
2001). Another activity within this category is to hear when visiting the theatre or a 
concert which one of the participants reported was limited. The person did not 
appreciate these events to the same extent as before the hearing loss, therefore this is 
a restriction in participation as well as an activity limitation.  

An underlying factor might be limitation in socializing with others. Since all 
participants experience more or less limitation in hearing what other people say, for 
some, it can lead to the act of not participating in discussions and therefore not 
engaging in informal gatherings with others, which socialization is about according 
to ICF (WHO, 2001).  

Factors which fall in the ICF chapter Major life areas were discussed and concerns 
work and employment which in the ICF stands for the tasks and actions one need to 
manage in order to keep their occupation (WHO, 2001). One of the participants 
works part time and does not experience any limitation because of the hearing loss 
and said:” I deal with people all the time, eh, only when it's affects, somebody calls 
me and they don't talk loud, eh then I can't hear them properly you know,” and after 
that statement the same person said: ”So my work, no problem whatsoever [...] we 
discusses it [work] without any problem. I never ask a guy to repeat.” The person 
experience some difficulties but not in a way that interferes with work and “carry on 
quite […] often quite normally”. This leads into the ICF chapter General tasks and 
demands which are about dealing with daily life such as managing with day-to-day 
actions (WHO, 2001). Another participant said: “I am not affected in any way” and 
also stated that it might be because she is mostly alone and does not deal with people 
as often as the other participants. The third person experience that the hearing loss 
have a big impact on the daily life but it does not stop this person from managing 
with daily routines and tasks. 
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Problems in focusing attention was also mentioned during the group session, which 
is described in the ICF as Learning and applying knowledge, and is about being able 
to filter out distracting noise (WHO, 2001). One experience that to be very difficult 
and would rather avoid these noise environments, which then leads to participation 
restriction. 

4.2 Contextual factors  

4.2.1 Environmental factors 
The contextual factors found in this study that fall within the environmental factors 
were Products and technology, Support and relationship, Natural environment and 
human made changes to environment, Health service, systems and policies, and 
Attitudes. 
 
ICF categorize hearing aids as Assistive products and technology for communication 
and falls in the Products and technology-category (WHO, 2001). All participants 
found hearing aids supportive in handling their hearing loss. One participant said: 
“So the fact that I was able to get a hearing aid definitely is supportive,” and then 
further stated: “I call him [the hearing aid] Mr. Magic, Mr. Magic is definitely, is 
very supportive, you know”. One of the participants did not have a hearing aid since 
the person could not afford one. The government would not provide this person with 
hearing aids that fit the individual’s needs.  

 
The person without hearing aids does not have any immediate family and in the 
discussion of what they found supportive in handling their hearing loss this person 
said: “So I haven't got any support then”.  All participants mentioned people in their 
surroundings that have an impact on how they handle their hearing loss or in other 
ways were supportive or helpful. In ICF, environmental factors are also about 
Support and relationship and include people or animals that provide support for the 
individual in a practical, physical or emotional way (WHO, 2001). One participant 
lives with what ICF considers as immediate family. They are found to be helpful and 
supportive within the daily life, but still the person found the hearing aid to be the 
most important support for the hearing loss. This is the same for another participant 
who also lives with immediate family. The third participant spends most of the time 
taking part in religious activities and, through that, this person has relationships with 
people who according to ICF fall within the category Acquaintances, peers, 
colleagues, neighbors and community members. This participant said: “I'm always 
alone, so there's nobody that's support me”.  
 
All participants experienced difficulties with their hearing loss in their environment 
in which they live. This can be connected to Natural environment and human made 
changes to environment and is about natural or physical environment. One 
participant experienced difficulties in the area where the person lives. The experience 
was that the area was noisy because of traffic and sports events. Sound falls under 
this ICF category and one participant experienced difficulties with sounds in the 
environment. Because of all the sports events in the area, often noise made from an 
instrument called vovocella is heard: “It is so difficult for me because it is a terrible 
sound”. Buildings like churches or auditoriums are also part of this domain. One 
participant likes to go to concerts and experience difficulties with hearing the people 
singing and said: “I had the hearing aid in, it was not nice in this big auditorium”. 
This person specifically mentioned several experiences of difficulties with the  
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hearing loss, and it therefore seems as the acoustics of the environments contribute to 
the experience of sounds.  
 
Health service, systems and policies regarding the health service was mentioned by 
two of the participants when discussing their experience of their hearing loss. One 
participant said: “So the fact that I was able to get a hearing aid definitely is 
supportive”. This participant felt being helped by the private health care system and 
felt satisfied with the hearing aids. Another participant does not feel helped by the 
government and the public health care system and therefore saves money to buy the 
hearing aids the person wants from a public clinic: “Because it's through the 
government I've got it [Hearing aids], so I just have to wait until I got enough 
[money]”. 
 
The ICF category Attitudes was mentioned by two participants when talking about 
their experiences of their hearing loss. Attitudes includes, for example, norms or 
values that influence a person's behavior or personal life, and these attitudes are not 
of the individual themself, it is about people’s attitudes in the person’s surroundings 
that are being described (WHO, 2001). One of the participants was not satisfied with 
the hearing aid, partly financed by the government, and experienced attitudes from 
other people, and said: “And then when I, I told them I don't wanted them, they said 
to me: ‘Well, what did you expect for five hundred Rand’”. This participant did not 
have a hearing aid at the time of the focus group since they had been returned 
because the person was not satisfied with them and saves money to be able to buy 
new hearing aids. It might be the attitude of the audiologist that made the person 
return the hearing aid and made this person believe that a more expensive hearing aid 
would fit better.  
 
4.2.2 Personal factors. 
Psychological assets, Experiences, Attitudes, Coping styles and Lifestyle are factors 
found in this study and ICF describes them as personal factors (WHO, 2001).The 
Psychological assets found include ‘feeling left out’, ‘embarrassment’, ‘worries’ and 
‘satisfaction’. The inability to hear what people are saying makes one of the 
participants feel left out and worry about not being able to take part in conversations 
and discussions was mentioned. One expressed a feeling of satisfaction and said 
several times that the person oneself had no problems or complaints. The researcher 
interpreted an underlying feeling of embarrassment for letting the public see the 
hearing aids and display that they have a hearing loss, one said: “I don't like public to 
see this [the hearing aids],” and another person said: “I had it [hearing aid] on you 
know, everybody could see and I don't think you want somebody else to know that 
you got a problem with your ears”. 
 
What also came up was how their own experiences affect them. This was talked 
about in both positive and negative terms. There was an experience that the hearing 
loss did not affect the life and experienced that it really does. One participant 
experience that if only people speak louder it is easier to hear the words and then 
there were no problem: "In my case I believe strongly it's only volume […] and that 
is my general experience”. 
  
Attitudes towards their own hearing loss came up during discussion. One thought that 
the hearing loss affected the family more than the person oneself and did not have  
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any complaints. Meanwhile, another participant was affected in a way that the person 
“wants to run away”. A common attitude was that they do not want anybody to see or 
know that they have a hearing loss. “It is not a family-known thing” one said.  
 
 “Having a positive attitude” was the most common Coping style among the 
participants. All of them agreed that thinking about life in a positive way helped 
them to handle the hearing loss and the obstacles they may face in their everyday 
life. One of them said: “I manage to control it in my own way”, and with that 
statement the person meant that by keeping a positive attitude, positive thinking and 
taking life as it is made it less hard to handle the hearing loss. Another one said; “As 
long as I can still go in service that I want to do. I’m happy”, which also can be 
referred to as keeping a positive attitude and taking life as it is and be happy with 
that.  
 

The participants carry on by themselves and do not, as mentioned earlier, include any 
one else in their problems. They all deal with the problems of everyday life by their 
own and that is their way of living which can be connected to Lifestyle. It can be 
interpreted by the discussion that the hearing loss does have an impact on their 
lifestyle since there are activity limitations and participation restrictions within these 
people’s lives.  

5. Discussion  
5.1 Discussion of results  
The outcome of this group session shows that the experience of hearing loss varies 
from individual to individual. The hearing loss affects these people in different ways 
and in different degrees. For one participant, the hearing loss does not affect the 
everyday life much while another participant experiences the hearing loss to affect 
life to a greater extent and in negative terms.  
 
Stephens’s et al. (2001) research about the ICF components show that the most 
frequent body function listed was difficulties in hearing which correlates with the 
results of this study. Within hearing function, localization of sounds was mentioned. 
Hallberg et al. (2008) research shows that women have more difficulties in sound 
localization than men but in the present study that conclusion cannot be made since 
there were only three participants including one man. The participants experience 
difficulties with hearing spoken language and all of them have sensorineural hearing 
loss which often causes deficiency in discrimination of speech. Difficulties 
concerning localization and lateralization can also be related to the effects of 
sensorineural hearing loss. The outspoken difficulty hearing women’s voices, which 
generally are of a higher frequency than men, can be related to frequency loss which 
shows on the person’s audiogram (Roeser et al. 2007).  

 
The results show that the most common response among the participants can be 
related to environmental factors and activity and participation. Taking part in 
discussions seems to be the major activity limitation within this group. What can be 
interpreted from the group discussion is that if communication with others does not 
work, other factors in the person’s life might be affected such as the participation and 
integration with other people. One thing that restricts their participation is the activity 
limitation when communicating with others, which furthermore shows in Stephens et 
al. (2001) research. They also report that the main activity limitation was hearing the  
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television, doorbell, telephone bell and radio. Some of these limitations are also 
mentioned in the present study: Hearing the television and listening to radio.  
 
Hallberg et al. (2008) state that behaviors such as pretending to hear and avoiding 
interactions with other people lower the quality of life within individuals with 
hearing impairment. In the present study participants did mentioned these behaviors 
and what can be interpreted by looking at the findings in Hallbergs’ et al. study is 
that they have a lower quality of life because of these manners. 
 
Within the environmental factors, the use of hearing aids is considered the main 
support to handle the hearing loss. Meanwhile, Stephens’s et al. (2001) found that the 
most frequent environmental factors influencing the difficulties in these peoples’ 
lives were “acquaintances/neighbors” and “assistive technology for communication” 
(TV subtitles, telephone amplifier) which are not mentioned in the present study.  
 
Personal factors that were most mentioned in Stephens et al. (2001) study falls in 
“individual psychological assets” and contains frustration, embarrassment, 
irritability, anxiety and feeling upset. The second largest group was “coping styles” 
e.g. “taking a positive attitude” or “take things as they come”. These findings 
correlate with the results of the present study where having a positive attitude is of 
great importance regarding handling the hearing loss. Psychological assets are also 
the most mentioned personal factor in this study however, the assets mentioned in 
this study differ from the findings in Stephens’s et al. findings. The only asset 
correlating with Stephens et al. was embarrassment. 
 
The results in the present study show no correlation between degree of hearing loss 
and the hearing loss impact on the person’s experience of difficulties of a hearing 
loss. The participant in the present study who has the highest degree of hearing loss 
does not feel that the hearing impairment affects daily life while the one with the 
mildest degree of hearing loss experiences the impairment as having a big impact in 
daily life. The person who does not have hearing aids expressed more problems than 
those who do have hearing aids.  
  
5.2 Method discussion 
There were three participants in this study, yet the aim was to have six participants. 
Even though there were only three participants, the group discussion came out well. 
All participants had much to say and there was a good interaction between the 
participants. Wibeck (2000) states that a focus group with only three participants 
often has the advantage that the participants feel they are interacting and to a greater 
extent feel a sense of solidarity than in a focus group with a larger number of 
participants. Every member gets more time to talk and they often feel they get 
attention and what they say is important.  
 
It was not possible to get a focus group that was representative for the South African 
population. Stephens et al. (2001) analysis showed no significant differences in terms 
of gender, age, hearing levels, social class and duration of hearing loss. So even if the 
focus group would have been representative for South Africa, the results may not 
have been affected by these matters. However the focus in this study was not to draw 
conclusions for a whole population. 
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If the time plan were longer, it would have been possible to go to a public hospital to 
find potential black South African participants. That option would however not have 
been unproblematic. Many of the patients included in the public health care system 
depend on public transportation, which is not always reliable in Pretoria. Language 
barriers would also have been problems since most elderly black South Africans 
often do not speak English. If there had been a mix regarding social class and 
cultures the participants might have felt uncomfortable and not that motivated to 
discuss with each other due to the segregation between the cultural groups in the 
country. It can also be a matter of being able to identify oneself with the rest of the 
group which could have been problematic if we had participants from different social 
classes and cultures as well as a wider range regarding age. This might not have been 
advantageous regarding the interaction within the group. 
 
If a similar study would be conducted, our suggestion is to have individual 
interviews instead of focus groups. If individual interviews had been used instead of 
a focus group discussion, it would have been possible to include people from the old 
age home in the black area. Also, some people did not want to participate because of 
the traveling distance and the traffic in Pretoria. If individual interviews had been 
used, the researchers could have, for example, gone home to people that were not 
able to participate due to transportation issues. It is also very time consuming to 
arrange focus groups and when gathering a group of people, it is challenging to have 
all participants available at the same time. Moreover, South Africa is a multi-cultural 
society with 11 official languages, and from that aspect it might also have been more 
preferable with individual interviews where an interpreter could have been used.  
One general experience is that people from ethnical groups in South Africa have 
difficulties integrating with each other so within a focus group this issue might affect 
the discussion in a negative matter. On the other hand, what might come out of such 
a group discussion one cannot get from individual interviews. Group discussion is 
beneficial for the participants since they got a chance to exchange experiences with 
others. It seems as if the participants in the present study experienced the discussion 
to have a positive influence on them and they expressed appreciation to be able to 
discuss their hearing loss and life situation with others. 
 
We are aware that it is not possible to draw any conclusions regarding the whole 
population of South Africa with data based on only three participants and there will 
always be exceptions. The conclusion will not be true for all people and in every 
situation. Both researchers analyzed the transcription and discussed and compared 
the individual analysis of the data to ensure the reliability. Validity is a harder issue 
to ensure because we cannot be sure if the informants have given their own version 
of their experiences of having a hearing loss or if they have said what is socially 
acceptable to say. However the focus group session was located in a familiar 
environment for the participants, which might have made them feel more 
comfortable and relaxed. 
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Appendix A   Informed Consent Letter
 

 

Dear Participant  

We are conducting focus group discussions with individuals who have a degree of 
hearing loss to ascertain insight into the experience of having a hearing loss. The 
study is entitled Development of ICF Core Sets for Hearing Loss
three focus groups held with 6 participants with different degrees of hearing loss in 
each group. The group discussion will be facilitated by the researchers and will be 
recorded for later transcription
questions will be asked regarding your perceived health and functioning in relation to 
your hearing loss if you decide to participate. 

 
To be able to conduct this project, your voluntary participation is kindly requested. 
Voluntary participation will entail one focus gr
other participants, lasting about 1 hour and scheduled to be held at the Department of 
Communication Pathology, University of Pretoria at a time that suits all focus group 
participants. You will be asked to share and di
hearing loss. All information will be kept confidential and no personal identifying 
information will be documented at any stage. A unique code will be assigned to each 
participant instead of using names. You also have the
study at any stage, should you prefer to do so, without any negative consequences to 
you. The results of the study will be made available as a scientific article. All 
research data will be kept for 15 years at the University of 
future research purposes but will be stored without any personal identifying 
information.  
 
Your participation will be sincerely appreciated and a reimbursement of your travel 
expenses will be made to the amount of R100. If you 
the attached informed consent receipt and write your telephone number so that the 
researcher (or research assistant) can contact you to arrange a convenient time to 
schedule the focus group discussion.

If you have any questions or concerns, please do not hesitate to contact the 
researcher. 

Kind regards, 
Hanna Frohm Jennie Dahlström
Researcher  Researcher
Tel no: 0726947882 Tel no: 0724261396

 
Sarah Granberg 
Tutor, Örebro University 
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We are conducting focus group discussions with individuals who have a degree of 
hearing loss to ascertain insight into the experience of having a hearing loss. The 
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s groups held with 6 participants with different degrees of hearing loss in 

each group. The group discussion will be facilitated by the researchers and will be 
recorded for later transcription of the conversation towards data analysis. Open 

be asked regarding your perceived health and functioning in relation to 
your hearing loss if you decide to participate.  

To be able to conduct this project, your voluntary participation is kindly requested. 
Voluntary participation will entail one focus group discussion, with approximately 5 
other participants, lasting about 1 hour and scheduled to be held at the Department of 
Communication Pathology, University of Pretoria at a time that suits all focus group 
participants. You will be asked to share and discuss your own experiences of your 
hearing loss. All information will be kept confidential and no personal identifying 
information will be documented at any stage. A unique code will be assigned to each 
participant instead of using names. You also have the right to withdraw from the 
study at any stage, should you prefer to do so, without any negative consequences to 
you. The results of the study will be made available as a scientific article. All 
research data will be kept for 15 years at the University of Pretoria for archiving and 
future research purposes but will be stored without any personal identifying 

Your participation will be sincerely appreciated and a reimbursement of your travel 
expenses will be made to the amount of R100. If you agree to participate please sign 
the attached informed consent receipt and write your telephone number so that the 
researcher (or research assistant) can contact you to arrange a convenient time to 
schedule the focus group discussion.   

stions or concerns, please do not hesitate to contact the 

Jennie Dahlström 
Researcher 
Tel no: 0724261396 
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the attached informed consent receipt and write your telephone number so that the 
researcher (or research assistant) can contact you to arrange a convenient time to 

stions or concerns, please do not hesitate to contact the 



 

 

 

 

 

 

Name and surname:_________________________________    

 

Telephone number:___________________________________
 

Age:_____________________________________
 

I have received information about the study and have also had the opportunity to ask 
questions regarding the project and also received answers to any questions I may 
have asked. I hereby agree to participate in this project and acknowledge that the data 
will be used for research purposes. I am aware that I can withdraw from this project, 
at any time, should I want to. I have provided my telephone number so that the 
researcher can contact me to schedule a mutually convenient time for the focus group 
discussion. 

 

   
  

Signature   
  

 

 
  

Perceptions of functioning and 

 

 

INFORMED CONSENT FORM 

Please complete the following: 

Name and surname:_________________________________     

Telephone number:___________________________________ 

______________________________ 

received information about the study and have also had the opportunity to ask 
questions regarding the project and also received answers to any questions I may 
have asked. I hereby agree to participate in this project and acknowledge that the data 

sed for research purposes. I am aware that I can withdraw from this project, 
at any time, should I want to. I have provided my telephone number so that the 
researcher can contact me to schedule a mutually convenient time for the focus group 

   

    Date  

 

Perceptions of functioning and health in adults with 

hearing loss 
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received information about the study and have also had the opportunity to ask 
questions regarding the project and also received answers to any questions I may 
have asked. I hereby agree to participate in this project and acknowledge that the data 

sed for research purposes. I am aware that I can withdraw from this project, 
at any time, should I want to. I have provided my telephone number so that the 
researcher can contact me to schedule a mutually convenient time for the focus group 

  

health in adults with 
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APPENDIX B   Questions 

1. How does your hearing loss affect you?  

2. If you think about your daily life, how does your hearing loss affect the things 

you can and can’t do? 

3. If you think about your environment and where you work and live, what 

and/or whom do find helpful and supportive? 

4. If you think about your environment and where you work and live, what 

and/or who makes it difficult for you? 

5. If you think about yourself and about your hearing loss – what helps you to 

handle your hearing loss? 

6. If you think about yourself and about your hearing loss – what makes it 

difficult for you to handle your hearing loss? 
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APPENDIX C    Case Record Form (CRF-P) 

 

Dear participant,  

Please answer these questions in order to provide the researchers with 1) 
biographical information needed for this study and 2) self rated health status and 
quality of life.  

• Are you:  

� Female 

� Male 

• What is your marital status? 

_______________________________________ 

• What is your current occupation? 

_______________________________________ 

• What is your current living situation? (e.g. living with others or living alone) 

_______________________________________ 

• How many years of formal education do you have? (e.g. elementary/primary 
school, high/secondary school, apprenticeship, university) 

      

• Please estimate your general health. 1 represents poor general health and 5 
represent excellent general health. Please circle the alternative you consider to be the 
most relevant for you. 

(poor 
general 
health) 

   (excellent 
general 
health) 

1 2 3 4 5 
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• How well do you estimate your functioning in daily life? 1 represent complete 
problem in functioning and 5 represent functioning without problems. Please 
circle the alternative you consider to be the most relevant for you.   

(complete 
problem in 

functioning) 
   

(functioning 
without any 
problems) 

1 2 3 4 5 

 

Hearing loss refers to the “reduced ability to apprehend sounds”. Hearing loss often 
co-exist with other hearing impairment such as e.g. tinnitus (ringing or buzzing in the 
ear), vertigo, and sensitiveness to sounds.  

• Is hearing loss your primary hearing condition? 
 

 

 

• Do you have other hearing impairments that co-exist with your hearing loss? 
 

 

 

• If Yes, please list the hearing impairment you believe is co- existing with your 
hearing loss:  

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………… 

 

 

 

Yes No 

  

Yes No 

  


