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Abstract

Deaf and hard-of-hearing persons are at risk for experiencing traumatic events and such experiences are associated with 
symptoms of mental disorder. We investigated the prevalence of traumatic events and subsequent traumatization in 
adults referred to specialized psychiatric outpatient units for deaf and hard-of-hearing patients. Sixty-two patients were 
diagnosed with mental disorders and assessed for potential traumatic experiences in their preferred language and mode of 
communication using instruments translated into Norwegian Sign Language. All patients reported traumatic events, with 
a mean of 6.2 different types; 85% reported subsequent traumatization not significantly associated with either residential 
school setting or communicative competence of childhood caregivers. Traumatization patterns in both sexes were similar 
to those in hearing clinical samples. Findings indicate that psychiatric intake interviews should routinely assess potentially 
traumatic events and their impacts, and that mental health professionals working with deaf and hard-of-hearing patients 
should be able to treat trauma-related disorders.

There is increasing evidence that experiencing traumatic 
events may affect individuals’ mental and physical health as 
well as their cognitive functioning (e.g., Briere & Elliott, 2003; 
Briere, Kaltman, & Green, 2008; Felitti & Anda, 2010; Felitti 
et al., 1998; Pynoos, Steinberg, & Piacentini, 1999; van der Kolk, 
Roth, Pelcovitz, Sunday, & Spinazzola, 2005). Childhood adver-
sities are strongly associated with all types of mental disorder 
in all phases of life and across countries with different stand-
ards of living (Kessler et al., 2010; Krug, Mercy, Dahlberg, & Zwi, 
2002). The International Classification of Diseases (World Health 
Organization, 1993) defines trauma as “A stressful event or situ-
ation (either short- or long-lasting) of exceptionally threatening 
or catastrophic nature, which would be likely to cause pervasive 
distress in almost anyone” (p. 99). Other definitions specify that 
it is the person’s subjective experience that determines whether 
an event is traumatic or not (e.g., Giller, 1999; Saakvitne, Gamble, 
Pearlman, & Lev, 2000).

Factors proposed to influence reactions to trauma include 
biological vulnerability, age, social context, previous and sub-
sequent life events, and the severity of the stressor (Carlson & 

Dalenberg, 2000; Pynoos et al., 1999; van der Kolk et al., 2005). 
Biological vulnerability may include disabling hearing loss, 
defined by the World Health Organization (2014) as “a hearing 
loss greater than 40 dB in the better hearing ear.”

The Deaf and Hard-of-Hearing Population

The deaf and hard-of-hearing population is highly heterogene-
ous and may be classified by degree of hearing loss, age at onset 
of deafness or hearing loss, or by cultural and linguistic identity 
(Austen & Coleman, 2004). The majority of the hard-of-hearing 
and adventitiously deaf populations speak the language of the 
culture to which they belong. When communicating, they rely 
on their residual hearing, hearing aids, or cochlear implants, 
and on their vision for lipreading (Barnett, 2002; Middleton et al., 
2010). Most people who are congenitally deaf and severely hard-
of-hearing use the national sign language, and some use sign-
supported or manually coded speech. People with combined 
sensory loss (deafblindness) also communicate with tactile 
sign language (Austen & Coleman, 2004). Most congenitally deaf 
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adults today were educated in special schools for deaf and hard-
of-hearing children. These schools were often residential and 
far away from the family home: a stressful situation for both 
the children and their families. Most such children bonded with 
other deaf children at school with whom they shared experi-
ences and a common language; consequently, they became iso-
lated from their family and identified with their peers. This deaf 
subgroup forms a linguistic and cultural minority, often identi-
fied with a capital D in the literature; that is, Deaf individuals 
who traditionally socialize and identify with the Deaf culture 
(Breivik, 2007; Ladd, 2003). There is no sharp line dividing deaf 
and hard-of-hearing people; some persons drift in and out of 
the two “identities,” others clearly identify with one group. Some 
studies discussed in this paper include deaf samples; other 
authors use the term deaf and hard-of-hearing. Our reference to 
these study samples uses the authors’ own terms.

Hearing Loss and Psychosocial Consequences

A disabling hearing loss may have negative effects on language 
and communication and makes it more difficult to perceive and 
interpret actions and situations correctly (Greenberg & Kusché, 
1998), such as the actions of a potential perpetrator (Schild & 
Dalenberg, 2012). In situations of emergency, deaf and hard-of-
hearing persons may also struggle to identify potential help-
ers in the vicinity. A  hearing loss may restrict their access to 
information about emotional reactions and consequences that 
normally follow traumatic experiences, and limit opportunities 
for sharing adverse experiences and receiving treatment in the 
language that they use (Anderson & Kobek Pezzarossi, 2012; 
Johnston-McCabe, Levi-Minzi, van Hasselt, & Vanderbeek, 2011). 
In a natural disaster or an accident, reduced hearing may inter-
fere with the ability to detect what is happening and to react 
adequately (Schild & Dalenberg, 2012). Because hearing loss may 
interfere with the interpretation of verbal information and con-
sequently with the appraisal of the situation, deaf and severely 
hard-of-hearing persons may perceive events as traumatic that 
may be experienced as taxing but not traumatic by hearing peo-
ple. Schild and Dalenberg (2012) propose the term information 
deprivation trauma to denote traumatization as a result of lack of 
adequate and sufficient information in deaf individuals.

Trauma in Deaf and Hard-of-Hearing Individuals

In an American epidemiological study, Sullivan and Knutson 
(1998) found that neglect was the most frequently reported form 
of maltreatment in deaf and hard-of-hearing children, followed 
by physical abuse and sexual abuse, and that the maltreatment 
was most often by family members. In a retrospective question-
naire study involving 302 Norwegian adults (177 were female, 
age range 18–65 years) who had become deaf prior to 9 years of 
age, Kvam (2004) found that 46% of the female participants and 
42% of the male participants reported unwanted sexual expe-
riences prior to 16 years of age. However, 13% of the reported 
sexual experiences were described as voluntary, which casts 
some doubt on these numbers. Sexual abuse involving physical 
contact was reported by 36% of the female participants and 31% 
of the male participants. Fifty-one percentage reported that the 
abuse had taken place in a residential school and in 19% of cases, 
the abuser was a family member. In another study of the same 
sample, Kvam and Loeb (2010) found that 35% of participants 
reported symptoms of anxiety and depression on the Symptom 
Check List-5, a shortened version of the Symptom Check List-25 
(SCL-25) (Strand, Dalgard, Tambs, & Rognerud, 2003).

A retrospective study among American deaf and hard-of-
hearing college students found significantly more reports of 
emotional, physical, and sexual abuse and emotional and physi-
cal neglect in childhood in the deaf and hard-of-hearing group 
(N = 108) than in the hearing group (N = 317). The deaf and hard-
of-hearing students also reported significantly more symp-
toms of posttraumatic stress disorder (PTSD) than the hearing 
students (Burnash, Rothman-Marshall, & Schenkel, 2010). In 
another American study of 79 deaf adults recruited from organi-
zations of the deaf (Schild & Dalenberg, 2012), all participants 
reported at least one potentially traumatic event on the Life 
Event Checklist (Blake et al., 2000), and the average number of 
different trauma types was 6.2 (Schild & Dalenberg, 2012).

Studies of clinical samples of deaf and hard-of-hearing 
persons are scarce, but some suggest a relationship between 
traumatic experiences and mental disorder. Black and 
Glickman (2006) found that 33 of 64 deaf psychiatric inpatients 
in their U.S. sample had a known history of abuse. Nineteen 
of the patients were diagnosed with PTSD and all but one 
had a known history of abuse. Johnston-McCabe et al. (2011) 
found that 33 (72%) of the 46 deaf and hard-of-hearing female 
American outpatients in their sample had been exposed to 
psychologically or emotionally abusive behavior by their part-
ner; more than half had experienced physical partner vio-
lence, and one fourth had experienced sexual abuse.

Language and Communication

Adjustment and healing after a trauma may depend on age-
appropriate explanations and information, as well as on shar-
ing concerns and worries. Communication and language form 
the basis for the conceptual and emotional processing of stress-
ful events and therefore play a crucial role in preventing subse-
quent traumatization (Pynoos et al., 1999). Consequently, good 
communication and a common language between deaf and 
hard-of-hearing children and their caregivers are vital for the 
appraisal of all types of life events, including the opportunity 
to share and understand emotional reactions when experienc-
ing potentially traumatic events. More than 90% of deaf chil-
dren are born to hearing parents and many deaf children are 
raised by parents with limited sign language skills (Mitchell 
& Karchmer, 2004; Moores, 2001). The quality of parent–child 
communication may have far-reaching consequences for par-
ent–child emotional bonding and for the child’s emotional, 
cognitive, and social development. However, Johnston-McCabe 
et al. (2011) found that domestic violence in adulthood occurred 
as frequently among deaf and hard-of-hearing female patients 
raised in households using the same communication modes 
they preferred as adults compared with those who had not been 
raised in such households. Except for the study by Johnston-
McCabe et al., there is limited empirical knowledge about the 
association between caregivers’ communicative skills and the 
prevalence and impact of traumatic events in their children.

Types of Traumatic Experiences

Studies on the prevalence of traumatic experiences tend to 
focus on events of physical abuse and/or sexual harassment 
and abuse in childhood, both in general population samples 
(e.g., Briere & Elliott, 2003; Jonas et al., 2011; Steine et al., 2012) 
and in patient populations (Fosse & Dersyd, 2007; Peleikis, 
Mykletun, & Dahl, 2004; Schoedl et  al., 2010). Little is known 
about traumatization in the deaf and severely hard-of-hear-
ing adult population, and even less about those who develop  
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mental disorders. Like studies on traumatization in the general 
population, studies on traumatization in deaf and hard-of-hear-
ing adults have focused on the consequences of traumatization 
in childhood and adolescence (Burnash et al., 2010; Kvam, 2004; 
Kvam & Loeb, 2010; Schild & Dalenberg, 2012). These studies 
suggest that deaf and severely hard-of-hearing children may be 
more susceptible to neglect, abuse, maltreatment, and violence 
than the general population (Black & Glickman, 2006; Burnash 
et al., 2010; Kvam, 2004; Kvam & Loeb, 2010; Schild & Dalenberg, 
2012; Sebald, 2008; Sullivan, Vernon, & Scanlan, 1987). Some 
studies (e.g., Kvam, 2004; Sullivan & Knutson, 1998; Vernon 
& Miller, 2002) report a high prevalence of traumatic experi-
ences among deaf and hard-of-hearing individuals who mainly 
attended residential schools or lived in institutions. Sullivan 
and Knutson (1998) found that placement in residential schools 
increased the risk of sexual and physical abuse. Studies in the 
United States (Vernon & Miller, 2002) and Norway (Kvam, 2004) 
have reported an increased risk of abuse in residential schools, 
and Kouwenberg, Rieffe, Theunissen, and de Rooij (2012) found 
that deaf and hard-of-hearing children in special education 
in the Netherlands reported more peer bullying than those in 
mainstream education. Although communication and access 
to information remain problematic throughout life, few stud-
ies have examined various types of traumatization in deaf and 
hard-of-hearing individuals from a lifespan perspective.

Traumatic Experiences in Women and Men

The general trauma literature provides extensive evidence that 
women are exposed more to abuse and maltreatment than 
are men (e.g., Felitti & Anda, 2010; Hjemmen, Dalgard, & Graff-
Iversen, 2002). Research on domestic violence and intimate 
partner violence among deaf and hard-of-hearing people is 
increasing (e.g., Anderson & Kobek Pezzarossi, 2012; Anderson & 
Leigh, 2011; Anderson, Leigh, & Samar, 2011; Johnston-McCabe 
et  al., 2011; Pollard, Sutter, & Cerulli, 2014; Porter & Williams, 
2011). Findings suggest that young deaf women do not have 
access to adequate information and, consequently, knowledge 
about what constitutes violent actions (Anderson & Kobek 
Pezzarossi, 2012), and that there is an association between 
being deaf or hard-of-hearing and physical and psychologi-
cal abuse by a partner (Johnston-McCabe et al., 2011; Porter & 
Williams, 2011). One study of intimate partner violence among 
deaf adults (Pollard et al., 2014) reported that emotional abuse 
and forced sex are more prevalent among deaf adults using sign 
language than in the general population, and that sex differ-
ences in abuse experiences among deaf adults are smaller than 
those usually found in studies of intimate partner violence in 
the general population (Pollard et  al., 2014). However, less is 
known about other types of traumatic experiences in female 
and male deaf and hard-of-hearing adult outpatients.

In summary, trauma in childhood and adulthood is associated 
with poor physical and mental health, psychiatric disorders, and 
increased substance abuse in the general population, (e.g., Felitti & 
Anda, 2010; Larsson et al., 2013). Deaf and hard-of-hearing individ-
uals have traditionally been excluded from participation in general 
research and thus tend to be understudied. Consequently, there is 
limited evidence of the frequency of traumatic experiences and the 
subjective impact of such experiences within this group. In addi-
tion, there is limited knowledge about mental health among deaf 
and hard-of-hearing individuals who have experienced traumatic 
events. It is important to investigate the prevalence and nature 
of traumatic events experienced by this population to understand  

the scope of this critical health issue. The reviewed studies of 
trauma in the adult deaf and hard-of-hearing population include 
samples from different subgroups, but deaf and hard-of-hearing 
adult psychiatric outpatients hardly feature in this research.

Purpose of Current Study

Our purpose was to investigate the prevalence and subjective 
impact of traumatic experiences among deaf and hard-of-
hearing adult psychiatric outpatients and to examine the asso-
ciations between these experiences and core sociodemographic 
characteristics of the sample. Few studies of traumatization dif-
ferentiate between subgroups in the deaf and hard-of-hearing 
population. This study explored whether patients’ language 
preference (signed vs. spoken language), age at onset of deaf-
ness or hearing loss, and degree of hearing loss were related to 
differences in the prevalence and impact of traumatic events. 
We also investigated whether childhood caregivers’ command 
of patients’ preferred mode of communication was related to 
trauma prevalence, and whether there was an association 
between trauma prevalence and different living conditions in 
childhood. We examined potential associations between trauma 
at different stages of life, the age at onset of mental disorders, 
and patients’ present symptoms of mental distress and disor-
der. Lastly, we investigated whether the type, prevalence, and 
impact of trauma differ by sex.

We addressed the following questions:

1. What is the prevalence of different types of potentially trau-
matic events and the subsequent impact reported by deaf 
and hard-of-hearing adult psychiatric outpatients who are 
referred for assessment and treatment of mental disorders?

2. Does the prevalence differ between patients who are deaf 
(hearing loss above 80 dB) and hard-of-hearing (hearing 
loss at or below 80 dB), between patients with prelingual 
and postlingual hearing loss, or between patients using 
Norwegian Sign Language (NSL) and spoken Norwegian 
(with or without sign support)?

3. Are traumatic experiences more frequent when the car-
egiver’s command of the patient’s main language form in 
childhood was insufficient, and is the prevalence of trau-
matic experiences higher or lower in patients who mainly 
attended residential schools compared with patients who 
lived in the family home?

4. What is the prevalence and impact of trauma in patients 
who reported events in childhood only, adulthood only, and 
in both childhood and adulthood?

5. What is the association between age at first trauma and 
age at onset of mental disorder, and what is the association 
between age at first trauma and patients’ present symp-
toms of mental distress and disorder?

6. What are the sex differences in the prevalence and impact 
of trauma?

Method

This investigation was part of a comprehensive study of men-
tal health in individuals referred during an 18-month period to 
specialized psychiatric outpatient clinics for deaf and hard-of-
hearing patients in Norway. A systematic assessment of trauma 
(the Traumatic Experiences Checklist, TEC) was added to the 
ordinary intake interview, which included the Mini International 
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Neuropsychiatric Interview (MINI), the SCL-25, and the Global 
Assessment of Function (GAF).

Participants

All patients referred to the adult unit at the National Unit 
for Mental Health and Hearing Impairment, Oslo University 
Hospital, and the Regional Centre for Mental Health and Hearing 
Impairment, St. Olav’s Hospital, Trondheim during the 18-month 
period were invited to participate in the study.

The specialized psychiatric outpatient clinics serve the deaf, 
hard-of-hearing, and deafblind population in Norway. This is a 
highly heterogeneous population with a common characteris-
tic of severe hearing loss. There are approximately 5,000 deaf 
individuals in Norway whose natural language is NSL (Peterson, 
2012). The adult Norwegian hard-of-hearing population 
aged 18–62  years constitutes approximately 100,000 persons 
(Hørselshemmedes Landsforbund, 2014).

The exclusion criteria were age below 18 years, dual sensory 
loss (deafblindness) requiring tactile communication, referral 
for reasons other than assessment and treatment of mental dis-
orders, and acute and severe psychiatric or somatic illness; that 
is, patients who were considered by the clinicians as unfit to 
participate in the study. Because of the exclusion criteria, the 
study sample comprises patients with nonpsychotic disorders 
(see Table 1).

At the beginning of the first assessment session, we ascer-
tained the patient’s preferred language and mode of com-
munication before he or she was informed about the study. 
Written consent was obtained from the patients who decided 
to participate. Throughout the study, communication between 
patients and professionals was in each patient’s preferred lan-
guage and communication mode: mainly spoken Norwegian, 
NSL, or sign-supported speech. One patient needed typed 
interpretation and one patient from a foreign country needed 
an interpreter.

One hundred and twenty-six deaf and hard-of-hearing 
adults were referred to the two specialized mental health outpa-
tient units during the inclusion period. Seventeen patients did 
not meet the inclusion criteria, and 10 individuals did not attend 
their appointments. Ninety-nine patients met the participant 
criteria and were asked to participate. Fifteen patients declined 
and 84 consented to participate. However, four deaf patients 
ended the contact before all assessments were completed and 
five deaf patients were considered by their clinicians not to have 
the cognitive or language skills required to answer the ques-
tions, even with assistance. The latter exclusion criterion was 
also applied in the original study on the psychometric proper-
ties of the TEC (Nijenhuis, Van der Hart, & Kruger, 2002) and in 
Schild and Dalenberg’s (2012) study of deaf adults. Of the 75 eli-
gible patients, 13 (nine deaf and four hard-of-hearing) did not 
return the TEC questionnaire. Sixty-two (83%) of the 75 eligible 
participants completed the TEC and were included in the study.

Audiograms were received from 34 patients (55%), and physi-
cians’ diagnoses of deafness and hearing loss from 24 patients 
(39%). Four participants did not provide information on hearing 
status. These four patients were signers and had attended resi-
dential schools for the deaf; they spoke of themselves as deaf. 
The final sample (N = 62) contained slightly fewer deaf patients 
(47%) than the total sample (N = 75) of eligible participants (51%).

Twenty-eight patients (45%) reported that their families of 
origin had used the same mode of language and communication 
that they preferred as adults. However, this percentage was dif-
ferent for different language modes.

Assessments

Translation procedures
The MINI, SCL-25, and TEC were translated from Norwegian 
into NSL in 2008 and 2009. The translation was performed 
in accordance with internationally acknowledged transla-
tion procedures for diagnostic instruments (Bhui, Mohamud, 
Warfa, Craig, & Stansfeld, 2003; John & Benet-Martínez, 2000; 
Maneesriwongul & Dixon, 2004) and with the procedures for 
translating from written and spoken material into sign lan-
guage suggested by Steinberg, Lipton, Eckhardt, Goldstein, 
and Sullivan (1998) and Cornes, Rohan, Napier, and Rey (2006).

Table 1. Participant information (N = 62)

Characteristics n %

Number of female participants 44 71
Degree of hearing lossa

 Hard of hearing ≤80 dB 33 53
 Profound/deaf >80 dB 29 47
Time of hearing loss onset
 Prelingual (≤2 years) 38 61
 Postlingual (>2 years) 24 39
Marital status
 Single 27 44
 Married or cohabiting 29 47
 Divorced or separated 6 10
Ethnicity
 European/Caucasian 58 93
 Asian 4 7
Hearing loss in the family
 Yes 20 32
 No 37 60
 Information missing 5 8
Preferred language and mode of communication
 Norwegian Sign Language 29 47
 Spoken Norwegian 21 34
 Sign-supported speech 12 19
Family’s communication with patient in childhood
 Norwegian Sign Language 6 10
 Spoken Norwegian 36 58
 Sign-supported speech 20 32
Main childhood residence
 Family home 41 66
 Residential school or other institution 21 34
Education
 Primary school 7 11
 High school and equivalent 31 50
 University, lower degree 18 29
 University, higher degree 6 10
Source of income
 Paid work and study loans 25 40
 Social welfare and pension 37 60
ICD-10 diagnosis
 Alcohol and drug-induced disorders 3 5
 Depressive episode 9 15
 Recurrent depressive disorder 20 32
 Anxiety disorders 9 15
 Adjustment disorder 8 13
 PTSD 4 7
 Personality disorders 5 8
 General psychiatric assessment 4 7
 Total diagnoses 64 100

Note. PTSD = posttraumatic stress disorder.
aAs defined by the World Health Organization.
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A bilingual team of hearing and deaf clinicians and research-
ers translated each item into sign language. When agreement 
was reached about all items of the signed version, it was vide-
otaped and back-translated into written Norwegian by deaf and 
hearing bilingual professionals not familiar with the original 
text. The research team compared the back-translations to the 
original written text. In instances where back-translated items 
did not correspond to the content and intent of the original item, 
the items were discussed and rephrased. We obtained consen-
sus regarding the original text and back-translations before any 
item was included in the final versions. We then video recorded 
the final NSL versions of the assessment instruments and used 
these versions to train signing therapists to pose the questions 
through uniform NSL expressions.

Clinical interview
We extended the standard clinical intake interview to include 
questions about background factors and life events that may 
have affected the patient’s psychological vulnerability. These 
questions included etiology and age at onset of hearing loss, 
primary language and communication mode, childhood com-
munication environment, educational setting, and experiences 
related to growing up with severe or profound hearing loss or 
life experiences related to the loss of hearing. Information about 
hearing status, preferably an audiogram, was requested from 
the participants.

TEC
The TEC (Nijenhuis et al., 2002) is a comprehensive self-report 
trauma questionnaire assessing exposure to a broad range of 
potentially traumatic events and their impact on the individual 
across the lifespan. It includes 29 questions about emotional 
neglect and abuse, physical abuse, bodily threat from another 
person, intense pain, and sexual harassment and abuse. 
Presence of the event, age at onset, age at possible recurrence, 
duration, and the subjectively experienced impact of the event 
are assessed. We measured the number of different types of 
traumatic events (“TEC score”) and the impact of those events 
(“impact score”). The impact scores range from 1 (none) to 5 (an 
extreme amount). The TEC measures heterogeneous traumatic 
experiences; in this study they were organized as follows: rela-
tional versus nonrelational, intentional versus nonintentional, 
and single events versus lasting or recurring events. Questions 
about relational abuse are categorized according to the perpe-
trator’s relationship to the victim. The TEC has good internal 
consistency, with Cronbach’s alpha values between .86 and .90 
when administered in written and spoken language in a Dutch 
sample of general outpatients (Nijenhuis et  al., 2002). For the 
Norwegian and NSL versions of the TEC administered in the pre-
sent study, Cronbach’s alpha was .74 for the total score, .74 for 
the Relational Traumatic Events subscale (26 items), and .52 for 
the Non-Relational Traumatic Events subscale (3 items). The sex, 
age, marital status, and education level distributions, and the 
distribution of psychiatric diagnoses in this and the study by 
Nijenhuis et al. (2002) were similar.

SCL-25
The SCL-25 (Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 1974) 
is a widely used self-report instrument measuring symptoms 
of anxiety and depression. The SCL-25 includes 25 items scored 
on a four-point scale ranging from 1 (not bothered) to 4 (extremely 
bothered). The average item score (calculated by dividing the 
total score by the number of items answered) is often used as a 
measure of emotional distress. When presented in written and 

spoken languages, a cut-off point of 1.75 is recommended as a 
threshold for mental disorder (Nettelbladt, Hansson, Stefansson, 
Borgquist, & Nordström, 1993; Sandanger et al., 1998; Winokur, 
Winokur, Rickels, & Cox, 1984). When administered in Norwegian 
and NSL, Cronbach’s alpha was .91 for the total score, .86 for the 
Anxiety subscale, and .87 for the Depression subscale.

MINI
The MINI (Lecrubier et al., 1997; Sheehan et al., 1997) includes 
23 disorders from the tenth revision of the International 
Classification of Diseases and Related Health Problems (World 
Health Organization, 1993) and from the Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition (American Psychiatric 
Association, 1994). For written and spoken language, excellent 
interrater and test–retest reliabilities have been reported for the 
English and French versions (Shrout, Spitzer, & Fleiss, 1987), and 
good to very good concurrent validities relative to the Composite 
International Diagnostic Interview and the Structured Clinical 
Interview for Diagnostic and Statistical Manual (Lecrubier et al., 
1997; Sheehan et  al., 1997). For the NSL version of the MINI, 
kappa values indicated fair to moderate agreement between 
MINI diagnoses and clinical expert diagnoses. In the interrater 
reliability analysis, kappa values showed moderate to substan-
tial agreement (Øhre, Saltnes, von Tetzchner, & Falkum, 2014). 
In the present study, the MINI 5.0.0 was used either in spoken 
Norwegian language, with or without sign support, or in NSL.

GAF Scale (GAF)
The GAF scale (Endicott, Spitzer, Fleiss, & Cohen, 1976) is a 
measure of overall impairment caused by mental factors. It is 
a 100-point scale on which a higher score indicates better func-
tioning. The score is based on all available information about a 
patient’s psychiatric symptoms and social and occupational lev-
els. The GAF split version, which was used in the present study, 
is recommended for research purposes (Pedersen & Karterud, 
2012). In the split version, the symptoms and functions are rated 
separately (Pedersen, Hagtvet, & Karterud, 2007). We scored the 
GAF using internationally established criteria used at the Oslo 
University Hospital; each patient’s case was discussed and 
scored by clinical teams who had attended training courses at 
the Oslo University Hospital, or at St. Olav’s Hospital, Trondheim.

Procedure

We conducted the assessments at the two hospitals. Psychiatrists 
and clinical psychologists carried out the assessment interviews in 
spoken Norwegian, NSL, or sign-supported speech, depending on 
each patient’s preferred language and communication mode. All 
therapists were knowledgeable about deafness, deaf culture, and 
the potential psychosocial consequences of hearing loss, had exten-
sive clinical experience with deaf and hard-of-hearing patients, 
and were skilled in NSL and the various communication modes 
used by the patients. To reduce the risk of differences in signed 
utterances, all the professionals were instructed and trained to 
pose the assessment instrument questions according to the filmed 
NSL versions. However, differences in vocabulary and NSL skills 
among the patients sometimes called for phrases to be adapted 
to enable the patient to comprehend what was being asked. All 
diagnostic assessment sessions were video recorded, except in the 
case of three patients who did not consent to recording.

The SCL-25 and TEC are self-report instruments usually 
completed individually by patients. As some deaf patients may 
struggle to read written texts (Holt, 1993; Pollard & Barnett, 
2009), the therapist asked all the patients to check carefully if 
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they understood the wording and whether they preferred to fill 
in the questionnaires by themselves, or have the therapist pose 
the questions as in an interview so the patient could fill in the 
appropriate answer. This assessment was not recorded as we did 
not know which patients would complete the reports individu-
ally and who would ask for assistance in reading the questions.

Ethics

The Regional Committee for Medical and Health Research Ethics 
(REK) and the Norwegian Data Protection Authority (NDPA) 
approved the study. Study inclusion required informed consent. 
Participants were informed that they could withdraw from the 
study at any time and have their videotapes erased without 
any consequences to their treatment. Appropriate support and 
counseling were available for any participant who experienced 
additional stress because of participation in the study.

Statistical Analysis

IBM SPSS Statistics for Windows, Version 22.0. (IBM Corp., 2013, 
Armonk, NY) was used to analyze the data. Analyses include 
descriptive statistics, chi-square tests for comparisons of cate-
gorical data, independent samples t tests to compare subgroups, 
and Pearson product-moment correlation coefficients to exam-
ine associations in ordinal and interval data.

Results

The relatively large number of analyses conducted in this study 
increase the chance of a Type I error. However, because the study 
is exploratory, we have chosen to present all the results to avoid 
missing important trends instead of adjusting the alpha level. 
Therefore, we interpret those results at lower levels of signifi-
cance with caution. In all statistical analyses, the significance 
level is two tailed.

Types of Traumatic Events and Their Impact

All the patients reported traumatic events, with a mean of 6.2 
different types of events (SD  =  3.6, range: 1–16). The average 
impact score per trauma item was 3.5. Eighty-five percentage 
(n = 53) of the patients reported a high impact from one or more 
events (i.e., scoring 4 or 5 on the impact scale). Ninety-seven 

percentage (n = 60) of the patients reported traumatic events of 
a relational character, and 85% (n = 53) reported a high impact 
of one or more such events. Forty-seven percentage (n = 29) of 
the patients reported nonrelational traumatic events, and 39% 
(n = 24) reported a high impact from one or more of these.

The three most frequent traumatic event types reported by 
the sample were “emotional neglect (e.g., being left alone, insuf-
ficient affection) by your parents, brothers, or sisters” (47%), 
mean impact score, 3.7; “family problems (e.g., poverty, parent 
with alcohol or psychiatric problems)” (40%), mean impact score, 
4.0; and “emotional abuse (e.g., being belittled, teased, called 
names, threatened verbally, or unjustly punished) by your par-
ents, brothers, or sisters” (39%), mean impact score, 4.1. The item 
with the highest average impact score (4.3) was “serious bodily 
injury (e.g., loss of a limb, mutilation, burns)” reported by 18% of 
the patients.

The majority (75−100%) of the patients within each diagnos-
tic category reported that they had experienced one or more 
events with a high trauma impact. However, as the number of 
patients within some of the diagnostic categories were too small 
to compute a chi-square statistic, the scores of the broader diag-
nostic categories “Mood disorders” (n = 29) and “Neurotic, stress-
related and somatoform disorders” (n  =  21) were calculated 
(see Table 2). The difference between them was not significant, 
regarding neither mean TEC score, nor impact score.

Differences Related to Hearing Loss, Onset of 
Hearing Loss, and Language Form

Table 2 shows that the mean TEC scores and impact scores did 
not differ between subgroups based on degree of hearing loss, 
onset of hearing loss, or the language of patients and caregivers.

Differences Related to Residency and Educational 
Setting

The share of patients who reported the first traumatic event 
before or at the age of 16 years (childhood trauma) was exactly 
the same (71%) among patients who had lived in the family 
home as among patients who attended a residential school, and 
the number of childhood traumas in the two groups was not sig-
nificantly different (see Table 3). Two of the patients who lived in 
the family home attended special schools for deaf and hard-of-
hearing children. The number of traumatic events in childhood 

Table 2. TEC scores and impact scores for central patient subgroups (N = 62)

n

TEC score Impact score TEC score Impact score

M (SD) M (SD) t (df) t (df)

Mood disorders 29 5.8 (3.8) 3.4 (0.9)
Neurotic disordersa 21 6.9 (3.8) 3.5 (1.0) −0.98 (48) −0.54 (48)
Deaf 29 6.4 (3.6) 3.4 (1.0)
Hard-of-hearing 33 6.0 (3.6) 3.4 (1.0) 0.45 (60) −0.20 (60)
Prelingual hearing loss 38 6.3 (3.7) 3.5 (0.9)
Postlingual hearing loss 24 5.9 (3.5) 3.2 (1.1) 0.50 (60) 0.97 (60)
Norwegian Sign Language 29 6.6 (3.4) 3.5 (1.0)
Spoken Norwegianb 33 5.8 (3.8) 3.3 (1.1) 0.95 (60) 0.71 (60)
Caregivers’ language similar to patient’s 28 6.3 (4.0) 3.4 (1.1)
Caregivers’ language not similar to patient’s 34 6.1 (3.3) 3.4 (0.9) 0.18 (60) −0.13 (60)

Note. TEC = traumatic experiences checklist.
aNeurotic, stress-related, and somatoform disorders.
bWith or without sign support.
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among the patients who attended special schools did not differ 
from that of patients who had been in other educational set-
tings. Twenty percentage (n = 8) of the patients who lived in the 
family home and 29% (n = 6) of the patients who attended resi-
dential schools reported childhood events of sexual harassment 
and abuse. The scores of sexual harassment in the two groups 
were not significantly different (M = 1.3, SD = 0.5 and M = 1.3, 
SD = 0.8; t(12) = −0.24, p = .81).

Differences Related to Time of Trauma

Seventy-one percentage (n = 44) reported childhood trauma; 37 
of these patients had also experienced trauma after the age of 
16 years (in adulthood). Twenty-nine percentage (n = 18) of the 
patients reported traumatic events in adulthood only, and 11% 
(n  = 7) reported traumatic events in childhood only. A  total of 
89% (n = 55) of the patients reported traumatic events in adult 
life. There was an almost-significant difference in the mean TEC 
score between patients reporting traumatic events in adulthood 
only and patients reporting traumatic events in childhood only 
or in both childhood and adulthood (see Table 4). The average 
trauma impact score was similar for patients reporting trau-
matic events in adulthood only and patients reporting traumatic 
events in childhood only or in both childhood and adulthood.

Differences Related to Age at First Trauma

The age at onset of mental disorder in patients who had expe-
rienced traumatic events in childhood differed significantly, 
although moderately, from that of patients who had experi-
enced traumatic events in adulthood only (see Table 4). Patients 

who had experienced traumatic events in childhood were also 
significantly younger at the time of the present assessment than 
patients with traumatic experiences in adulthood only.

The mean GAF function score at admission was 57.4 
(SD = 11.5, range: 39–80), indicating moderate educational, voca-
tional, and general social functioning. The mean GAF symptom 
score at admission was 56.8 (SD = 9.2, range 40–75), indicating 
moderate symptom intensity. There was a significant, although 
moderate, difference in the GAF symptom score between 
patients reporting traumatic events in childhood and patients 
reporting traumatic events in adulthood only. There was no dif-
ference in the GAF function score between these two groups, 
nor was there a significant difference in the SCL-25 scores for 
anxiety and depression between patients reporting traumatic 
events in childhood and patients reporting traumatic events in 
adulthood only.

Sex Differences

The pattern of lifetime trauma differed between male and female 
patients. Fifty percentage of male patients and 80% of female 
patients had experienced trauma in childhood. There was a sig-
nificant association between sex and childhood trauma, and the 
effect size was moderate (see Table 5) Sixty percentage of the 
sample reported traumatic events throughout the lifespan; this 
was more prevalent in women (68%) than in men (39%). The dif-
ference was nearly significant.

Table 3. Scores of patients who reported childhood traumaa, related 
to their main childhood residence and educational setting (N = 44)

Score of childhood traumaa

n M (SD) t (df)

Attending residential school 15 3.9 (3.5)
Living with the family 29 3.7 (2.7) 0.19 (42)
Educated at special school 17 4.2 (3.4)
Other educational settingsb 13 3.4 (2.7) 0.79 (42)

Note. aEvents taking place before or at 16 years of age.
bMainstreamed alone or with few other children.

Table 4. Patients reporting first traumatic event in childhooda and in adulthoodb; TEC scores and impact scores, age at onset of mental disorder, 
age at assessment, scores of GAF S and F, and SCL-25 scores (N = 62)

Patients reporting first  
traumatic event in childhooda

Patients reporting first  
traumatic event in adulthoodb

t (df)* Eta2M (SD) M (SD)

TEC score 6.9 (3.4) 4.9 (3.8) 1.83 (60)
Impact score 3.4 (0.9) 3.4 (1.1) 0.80 (60)
Age at onset of mental disorder 19.7 (12.7) 30.7 (18.2) −2.35 (24.1)* .08
Age at present assessment 33.0 (12.2) 44.0 (13.4) −3.15 (60)** .14
GAF S score 58.2 (10.0) 53.7 (6.0) 2.10 (48.3)* .08
GAF F score 59.0 (11.9) 53.7 (9.7) 1.62 (56)
SCL-25 scores 52.6 (12.7) 54.9 (15.8) −0.60 (58)

Note. GAF = global assessment of function; SCL-25 = symptom checklist-25; TEC = traumatic experiences checklist.
aEvents taking place before or at the age of 16 years.
bEvents taking place after the age of 16 years.

*p < .05; **p < .01.

Table 5. Number of male and female patients with childhood trau-
maa, events through the life span, events of sexual harassment, and 
nonrelational traumatic events

Male 
patients

Female 
patients

χ2 (df)* phin (%) n (%)

Childhood traumaa 9 (50) 35 (80) 4.07 (62)* .30
Traumatic events  

throughout the lifespan
7 (39) 30 (68) 3.42 (62)

Events of sexual  
harassment

1 (6) 15 (34) 4.04 (62)* .30

Nonrelational  
traumatic events

11 (61) 18 (41) 1.36 (62)

Note. aEvents taking place before or at 16 years of age.

*p < .05.
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The types of events reported by most female patients were 
family problems in childhood (73%), followed by emotional 
neglect (64%) and emotional abuse (64%), whereas the trau-
matic events reported by most male patients were nonrela-
tional (serious bodily injury, followed by intense pain due to 
an accident or an operation, and by threat to life from seri-
ous illness, an operation, or an accident; 61%), followed by 
physical abuse (50%) and family problems in childhood (44%). 
Significantly more female patients reported sexual harass-
ment events, the effect size was moderate. More male patients 
reported nonrelational traumatic events but the difference 
was not significant. The mean number of emotional neglect 
events reported by female patients was significantly higher 
than the number reported by male patients (see Table  6). 
There were no sex differences between other types of trau-
matic events. Sexual abuse had the highest average impact 
score for female patients (M  =  4.1, SD  =  1.2), whereas non-
relational traumatic events had the highest impact for male 
patients (M  =  3.7, SD  =  1.3). The mean impact of emotional 
neglect was significantly higher in female patients. This was 
also true for emotional abuse. Otherwise, the impact scores 
did not differ by sex.

For female patients, there was a moderate significant corre-
lation between trauma prevalence and level of anxiety (r =  .40, 
p  =  .008), between trauma prevalence and GAF symptom score 
(r = −.50, p = .001), and between trauma prevalence and GAF func-
tion score (r  =  −.47, p  =  .002). Furthermore, there was a signifi-
cant correlation between trauma impact and GAF symptom score 
(r = −.35, p = .03). The corresponding figures for male patients were 
not significant. Depression symptoms were not related to trauma 
prevalence or impact scores in either male or female patients.

Discussion

To our knowledge, this study is the first investigation of trau-
matic experiences in a sample of male and female deaf and 
severely hard-of-hearing psychiatric outpatients. The sample 
reflects the heterogeneity of referrals to the Norwegian spe-
cialized mental health outpatient clinics for deaf and severely 
hard-of-hearing adults. The results can neither be generalized to 
the total deaf population nor to the total hard-of-hearing popu-
lation. Most Norwegian-speaking hard-of-hearing adults who 
seek treatment for mental disorders attend the regular services 
for the general population. However, there appears to be an 
increase in the referral of patients in this group to the special-
ized services. One reason for this may be that specialized ser-
vices can provide the combined expertise of psychiatry, clinical 
psychology, and knowledge of the psychosocial consequences of 
hearing loss or deafness.

As the study does not include a hearing comparison sam-
ple, the results are compared to those of the original TEC norm 
group. This group comprised 153 psychiatric outpatients (mean 
age 35.0 years, 62% female) recruited from the general hearing 
Dutch population (Nijenhuis et al., 2002). The demographic char-
acteristics (education and marital status) and the distribution of 
psychiatric diagnoses in the norm group were similar to those 
of the present sample.

Prevalence and Impact of Traumatic Events

All the patients in our study reported potentially traumatic 
events, and 85% reported traumatic experiences with clearly 
negative impacts. These findings accord with the findings from 
the TEC norm group, 90% of which had experienced one or more 
traumatic events (Nijenhuis et al., 2002). This may indicate that 
the prevalence of traumatic experiences is not fundamentally 
different in deaf, hard-of-hearing, and normally hearing adult 
psychiatric outpatients, and that the TEC effectively assesses 
trauma in all three groups. The findings also accord with other 
studies of deaf and hard-of-hearing people (Johnston-McCabe 
et al., 2011) and of hearing patients with mental disorders (e.g., 
Larsson et al., 2013).

All the patients reported at least one traumatic event and 
the average number was 6.2, almost the same number (M = 6.0) 
as reported by Nijenhuis et al. (2002). There are similar findings 
from studies of other clinical populations (e.g., Felitti & Anda, 
2010; Giller, 1999; Johnston-McCabe et  al., 2011). Regrettably, 
there are few studies on the prevalence of trauma in both the 
general and clinical deaf and hard-of-hearing adult popula-
tions. In a study of a general deaf population sample, Schild 
and Dalenberg (2012) found exactly the same average number 
of traumatic events (M  =  6.2) as this study. However, nearly 
20% of their participants were diagnosed with PTSD, which is 
a rather high percentage in a nonclinical sample. The corre-
sponding figure in the present study was 6.7%. Unfortunately, 
a more detailed comparison between this study and that of 
Schild and Dalenberg (2012) is precluded as the latter used dif-
ferent assessment instruments and present limited informa-
tion on the mental status of their participants.

The most common types of traumatic events reported by 
the patients in our study were of a relational character: emo-
tional neglect and abuse by close family members and fam-
ily problems in childhood. These findings are consistent with 
previous research and possibly indicate that interpersonal 
traumatic experiences impact most on an individual’s mental 
health. Sullivan and Knutson (1998) found a high prevalence of 
neglect and emotional abuse among deaf and hard-of-hearing 
children. Burnash et  al. (2010) found emotional neglect and 
abuse in childhood to be more prevalent among deaf and hard-
of-hearing students than among hearing students, and in the 
study by Johnston-McCabe et al. (2011), the majority of the deaf 
and hard-of-hearing outpatients (71%) reported that they had 
been exposed to emotional and psychological abusive behavior 
in adult life. Thus, a high prevalence of experienced emotional 
neglect and abuse seems to be a robust finding in studies of dif-
ferent subgroups of the deaf and hard-of-hearing population.

Traumatic Experiences and Mental Disorders

Within all diagnostic categories the majority of the patients 
reported high impact scores, indicating that reactions to trau-
matic experiences are not limited to the symptoms typically 

Table  6. TEC scores and impact scores of emotional neglect and 
abuse among male and female patients

Female 
patients

Male 
patients

t (df)* Eta2M (SD) M (SD)

Score of emotional neglect 1.7 (0.7) 1.1 (0.4) 2.04 (33)* .11
Impact score emotional neglect 3.7 (0.8) 2.9 (1.5) 2.26 (33)* .13
Impact score emotional abuse 3.8 (1.4) 2.6 (1.7) 2.18 (32)* .13

Note. TEC = traumatic experiences checklist.

*p < .05.
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seen in PTSD. This result is consistent with previous findings and 
indicates that abuse in both childhood and adulthood is asso-
ciated with a broad range of mental disorders (Bulik, Prescott, 
& Kendler, 2001; Jonas et al., 2011). These findings may reflect 
that individuals try a number of coping strategies when dealing 
with the psychological consequences of trauma, some of which 
may prove dysfunctional and produce symptoms of mental dis-
orders. The prevalence of trauma was slightly higher among 
the patients within the broader diagnostic category “Neurotic, 
stress-related and somatoform disorders” than among patients 
with “Mood disorder,” but the difference was not significant in 
the present (small) sample. However, the perceived impact of 
trauma in the two groups was identical.

In our sample of deaf and hard-of-hearing psychiatric out-
patients, there was no significant difference in the prevalence 
and impact of traumatic events in patients with prelingual 
hearing loss compared with patients with postlingual loss, or 
in the variety of traumatic events reported by deaf patients 
compared with hard-of-hearing patients. The same was true 
for scores of patients who used sign language compared to 
those who used spoken language (with or without sign sup-
port). These findings should be interpreted with caution as 
the subsamples were small and there were overlaps between 
the subgroups. The results are, however, in accordance with 
the findings of Schild and Dalenberg (2012) who demonstrated 
that deaf individuals with high and low trauma scores did not 
differ on any demographic variables. The present findings also 
support those of Kouwenberg et  al. (2012) who found simi-
lar experiences of victimization in deaf and hard-of-hearing 
children and adolescents. Even though these studies focus on 
different populations, their results are similar to ours. One 
tentative implication may be that hearing loss of any degree 
is associated with a risk of experiencing traumatic events, 
whether the hearing loss is congenital or acquired, the lan-
guage used spoken or signed, and whether the individual is 
mentally healthy or ill. However, evidence is limited and fur-
ther research is needed to investigate these central issues.

Language, Communication, and Traumatic Events

The percentage of participants who reported that their fam-
ily had used the same language and mode of communication 
they preferred as adults varied between patients using dif-
ferent language modes. Seventeen percentage of signing par-
ticipants, 33% of those who preferred sign-supported speech, 
and 90% of those who spoke Norwegian reported that their 
family communicated in the same language and modality. 
This indicates that most of the signing patients did not share 
a common language with their caregivers, in contrast to the 
patients who spoke Norwegian. Contrary to our expectations, 
we found that the prevalence and impact of traumatic events 
were not related to caregivers’ command of patients’ preferred 
language and mode of communication. A common language 
and good communication are vital for receiving adequate 
information about events, for comfort and healing following 
potential traumatic events, and for preventing subsequent 
traumatization (Pynoos et al., 1999). This result may rely on 
attribution profiles. Several patients reported that because 
they knew that other deaf and hard-of-hearing children had 
been exposed to similar events, they considered them to be 
normal childhood experiences. This may indicate that even if 
the child and the caregivers shared a common language, there 
was little exchange of information and concerns about trau-
matic events. If the child attended a residential school and 

was seldom at home, there were few opportunities for com-
munication and, consequently, for talking about such events. 
Another possible explanation is that the deaf and hard-of-
hearing children had limited experience with and under-
standing of the help and comfort that may be gained from 
talking to someone about their traumatic experiences.

Childhood Residency and Traumatic Events

The percentage of participants reporting traumatic events 
in childhood was the same among those who lived at home 
and those who attended a residential school. In addition, the 
patients who had attended special schools and regular schools 
reported similar numbers of traumatic events in childhood, 
including physical and sexual abuse. These findings contradict 
reports that residential school settings represent a higher risk 
of neglect, maltreatment, and abuse than the family home (e.g., 
Kvam, 2004; Sullivan & Knutson, 1998; Vernon & Miller, 2002). 
Here, too, the present results should be interpreted with cau-
tion, as the subsamples are small. However, the discrepancy 
regarding this point may partly be a reflection of the societal 
and educational changes that have taken place in the period 
between the studies, as well as differences in the organization 
of healthcare services and services for disabled populations in 
the countries where the studies were conducted.

Another explanation may be that both living at home and 
living in residential schools had been challenging for the deaf 
and hard-of-hearing patients, but in different ways. Those 
who mainly lived at home had the advantage of stable living 
conditions, whereas those who attended residential schools 
had to leave home relatively early, often without their (hear-
ing) parents being able to explain where they were going or 
why. Several patients described this experience as traumatic. 
The conditions in the residential schools may not have been 
optimal, but the children and some of the adults shared a 
means of communication and language. Within this commu-
nicative environment, the children could establish new attach-
ments both to the staff and to other deaf children. In this 
way, being part of a larger language community and sharing 
experiences with other pupils may have compensated for the 
negative aspects of an institutionalized childhood compared 
with a family life. The advantages and disadvantages of fam-
ily life and residential school in childhood may balance each 
other and explain why only marginal differences were found 
between the trauma experiences of the two groups.

Organization of Health Care Services and 
Consequences for Samples Studied

An important factor in a comparison between these and pre-
vious findings is the different organization of healthcare and 
other specialized services in countries where research has been 
conducted, possibly resulting in differences in the samples and 
the populations that they represent. The demographic variables 
and the distribution of psychiatric diagnoses in this sample are 
similar to those found in samples of outpatients in studies of 
the general mental health services in Norway (Fosse & Dersyd, 
2007) and in the Netherlands (Nijenhuis et al., 2002), whereas, 
for instance, the sample in Black and Glickman’s (2006) study 
seems to represent a different population. This is apparent 
from the demographics (e.g., a higher percentage with profound 
hearing loss or deafness, marital status; a larger proportion of 
single people, and a higher percentage with a low level of edu-
cation), and the higher percentage of patients with additional 
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disabilities such as mental retardation and pervasive develop-
mental disorder. In Norway, patients with multiple disabilities 
and double diagnoses receive health treatment and participate 
in habilitation programs that are not part of the services of psy-
chiatric outpatient clinics.

Trauma From a Lifespan Perspective

As most studies have focused on traumatic events in child-
hood, and hearing loss represents a biological vulnerability 
throughout life, we were specifically interested in examining 
trauma from a lifetime perspective. Relational trauma experi-
enced in childhood, including attachment trauma, may have 
negative effects on the individual’s emotional, psychological, 
and cognitive development. It may cause insecure attachment 
patterns, insecure self-images, low self-esteem, and unstable 
relationships with other people (Anstorp, Benum, & Jacobsen, 
2006). Victimization in adult life is experienced and handled by 
individuals whose personality, reactions, and coping strategies 
are grounded in lifelong experiences. Hence, trauma at differ-
ent stages of life may constitute somewhat different phenom-
ena. In the present study, the majority of the patients (71%) had 
experienced traumatic events in childhood and an even higher 
percentage (89%) reported traumatic events in adult life. The 
patients who reported traumatic events throughout the lifespan 
reported only slightly higher numbers of different types of events 
than those with adult trauma experiences only, indicating that 
trauma in adult life is not limited to certain types of events, but 
includes events that are almost as diverse as traumatic events 
in childhood. The mean impact score of patients who reported 
traumatic events in adulthood only was not significantly differ-
ent from the impact reported by participants who had experi-
enced traumatic events both in childhood and adulthood. This 
shows that many patients had experienced traumatic events in 
childhood, but traumatic events in adulthood were even more 
frequent in deaf and hard-of-hearing individuals who develop 
mental disorders. In addition, traumatic events in adult life 
seem to affect the individual as strongly as do traumatic events 
in childhood. However, patients who had experienced traumatic 
events in childhood presented more severe symptoms of mental 
distress than did patients who had experienced trauma in adult 
life only. The patients who had experienced childhood trauma 
were also significantly younger both at onset of mental disor-
der and at the time of the present assessment than patients 
who had experienced trauma in adult life only; indicating that 
trauma early in life may be associated with more severe symp-
toms and earlier onset of mental disorder.

Traumatic Experiences Among Women and Men

Previous reports on the association between traumatic events 
and gender in the deaf and hard-of-hearing population are con-
flicting (e.g., Kvam, 2004; Schild & Dalenberg, 2012). In the pre-
sent study, the pattern of lifetime trauma differed between male 
and female patients. Significantly more female (80%) than male 
patients (50%) had experienced trauma in childhood. In addi-
tion, more female than male patients reported traumatic events 
throughout the lifespan, but this difference only approached 
significance. The findings are in accordance with results from 
both general and clinical hearing populations (e.g., Briere & 
Elliott, 2003; Nijenhuis et al., 2002), suggesting that the sex pat-
tern is similar in the hearing and the deaf and hard-of-hearing 
clinical populations. This finding does not support the results of 
Kouwenberg et al. (2012) and Schild and Dalenberg (2012) who 
did not demonstrate sex differences. These studies included 

nonclinical deaf and hard-of-hearing populations of differing 
ages so the discrepancy may reflect sample differences.

In the present study, women reported more events of emo-
tional neglect than men. A similar result (55% among female vs. 
35% among male patients) was found in a study of hearing psy-
chiatric outpatients in the Netherlands (Nijenhuis et al., 2002). 
The Dutch study also found that sexual harassment (49 vs. 14%) 
and sexual abuse (37 vs. 4%) were more prevalent in female than 
in male patients. In the present study, the impact scores for 
emotional neglect were significantly higher among female than 
among male patients. The impact scores of emotional abuse and 
sexual harassment were also higher among female patients, 
suggesting that emotional reactions to such experiences differ 
by sex. The frequency and impact of traumas were significantly 
related to symptoms of anxiety in women, but not in men.

We found no sex differences in the frequency and impact of 
physical abuse events. Similar results were reported in a study 
of the general Norwegian population (Hjemmen et al., 2002). Our 
results are also in accord with findings that women are gener-
ally more exposed to abuse and maltreatment than men (e.g., 
Felitti & Anda, 2010; Hjemmen et al., 2002). Some types of trau-
matic events were more frequent among female patients, others 
among male patients. Female patients were more often victims 
of neglect and maltreatment by close family members, whereas 
male patients were more at risk for maltreatment by persons 
outside the family. This is consistent with research on general 
population samples (e.g., Hjemmen et al., 2002) and supports the 
conclusion that the sex differences found in our deaf and hard-
of-hearing patients parallel those in the general population.

Limitations

The participants of this study were deaf and severely hard-of-
hearing adults who were referred for assessment and treatment 
for mental disorders. Therefore, the results cannot be general-
ized to the entire deaf and hard-of-hearing population.

Differences between countries in the organization of psy-
chiatric and other services may cause differences between 
the clinical samples studied and lead to diverging results. For 
example, in Norway, individuals with mental retardation or per-
vasive developmental disorders are not primarily assessed and 
treated in the psychiatric services, but in specialized habilita-
tion services. Therefore, deaf and hard-of-hearing adults with 
these diagnoses were not included in the current sample. In 
addition, the Norwegian specialized mental health services are 
open to all patients with severe hearing loss, whether they are 
signers or not. Naturally, a larger proportion of the signing deaf 
and hard-of-hearing population uses the specialized services, 
whereas many hard-of-hearing adults will seek treatment in 
ordinary psychiatric clinics. This implies that the present sam-
ple may represent the signing and the speaking patient popu-
lations in different ways. The Norwegian-speaking patients in 
this study represent a minority that seeks treatment in the 
specialized services. The size of the population they represent 
is unknown, and is not clear whether these patients are more 
or less severely ill than those seeking treatment in the regular 
mental health services.

The TEC is described as an instrument designed to assess the 
number of potentially traumatic events and their impact on the 
individual during the whole lifespan (Nijenhuis et al., 2002). It is 
important to note that it does not include any items about adult 
relationships such as those with partners or spouses. The TEC 
focuses mainly on traumatic events related to family members 
and other significant persons in childhood and adolescence. 
Only two of the 29 items focus on interpersonal relations in 
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adult life. This limitation of the TEC may have influenced the 
assessment of lifetime trauma in the present study. Because 
of the trauma inventory limitations, this study only partially 
examined intimate partner violence and domestic violence. 
The results of previous studies indicate that the trauma scores 
found here would have been even higher if intimate adult rela-
tionships had been included in the inventory.

The TEC is a self-report instrument completed by the par-
ticipants; therefore, the trauma assessment was not video 
recorded. Some patients asked their therapist for this assess-
ment to be conducted as an interview in NSL as they had diffi-
culties reading the questions. Even if all clinicians were trained 
to pose the questions in uniform NSL utterances according to 
the translated NSL version, misunderstandings might have 
occurred (as could also happen when a patient read the trauma 
questionnaire). A  transcribed video recording of these inter-
views might have detected potential irregularities and provided 
the opportunity for clarifications; therefore, this will be included 
in future studies.

A comparison of the background variables of the patients 
who agreed to participate in the study (N = 75) with those partici-
pants completing all assessments (N = 62) indicated that a larger 
proportion of deaf compared with hard-of-hearing patients did 
not return the TEC questionnaire, even when offered both a sign 
language presentation and a written questionnaire. It is possible 
that the responses of participants who did not return the TEC 
questionnaire might have changed the findings of this study, but 
it is not clear how this would have influenced the results.

Retrospective assessment of trauma always involves some 
degree of inaccuracy because of the processes of encoding, 
storing, and retrieving memories, the presence of defense 
mechanisms, and the need for the person to appear socially 
acceptable (Spinhoven, Nijenhuis, & Van Dyck, 1999). However, 
there is little reason to believe that this affects the results of 
research on deaf and hard-of-hearing samples, and hearing 
samples, in different ways.

Clinical Implications

A large majority of the patients in this study reported a high 
impact of traumatic events, which indicates that clinical intake 
interviews should routinely include assessment of potentially 
traumatic events and their impacts. The vast general literature 
on trauma focuses mainly on childhood trauma and its negative 
effects in adult life. This study found that patients who experi-
enced trauma in adult life report a correspondingly high level 
of mental distress. This indicates that assessment of adulthood 
trauma should also be part of the clinical intake interview in 
this population. Mental health professionals who are working 
with deaf and hard-of-hearing patients should have the skills to 
treat trauma-related disorders.

Conclusions

The results suggest that traumatic experiences are common 
among deaf and hard-of-hearing psychiatric patients and that 
these experiences may contribute to mental distress. Most of 
the deaf and hard-of-hearing patients reported traumatic events 
with a high impact. Traumatization is characterized by a subjec-
tively reported high trauma impact, and not by the prevalence 
of potentially traumatic events alone. The different patterns of 
traumatization found in female and male patients were similar  
to patterns found in hearing clinical samples, suggesting simi-
lar influences on the course of mental disorder. The lack of sig-
nificant associations between frequency of trauma and school 

setting, and between communicative competence of childhood 
caregivers and degree of traumatization, may reflect changes in 
both parent knowledge of signing and deaf culture and the qual-
ity of school environments, suggesting that these factors may be 
less prominent today than in the populations sampled in earlier 
studies.
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