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Foreword and acknowledgements 

This thesis is submitted in partial fulfilment of the requirements of MSc Clinical Psychology degree from 

Reykjavík University in Iceland. It is written in the form of an article for submission to a peer–reviewed 

journal. The idea for the thesis came from research that the supervisor conducted 11 years ago about general 

health, communication, and trauma of the Deaf in Iceland. The thesis is written over three semesters. In the 

first semester, a literature review was written about the mental health among deaf individuals and their 

attitudes towards psychological services. The second semester involved planning the questionnaire, gaining 

permission for conducting the research with the National Bioethics Committee of Iceland and establishing 

contact with the Association of the Deaf in Iceland. In the third semester the research was conducted, and 

data was collected. The final draft of the method, results and conclusion was written in the third semester.  

The main purpose of the study was to obtain information regarding mental health of deaf individuals 

in Iceland and their attitudes towards and their use of psychological services. The participants were 

registered members of Association of the Deaf in Iceland. An electronic questionnaire was administered via 

e–mail that contained, for example background questions (gender, age, education), DASS–21, PCL–5, 

attitudes towards psychological services, mental well–being and perception to stressful events. The research 

was conducted electronically in cooperation with the Association of the Deaf in Iceland.  

There are no studies up to date in the Icelandic literature that address mental health of the Deaf 

population and their attitudes towards and use of psychological services. When seeking help the Deaf face 

other challenges than hearing individuals. They often need to make an appointment with doctors or 

psychologist through an interpreter and as well bring him or her with them to the appointment. This research 

adds new knowledge of the mental health and attitudes towards psychological services for the Deaf in Iceland. 

In this thesis “Deaf” with capital letter refers to a group who share a language and a culture. 
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Abstract 

Background: Issues of the Deaf in Iceland have not been in the mainstream discussion in recent years. 

Knowledge about mental health and use of psychological services among the Deaf in Iceland is lacking. The 

Deaf face many hindrances when seeking service in general, for example difficulties with communication 

and access to interpreter services. Few studies abroad show that deaf individuals prefer not to have an 

interpreter with them to psychological appointment. Aims: In the present study the main goals were: (1) How 

often have Icelandic deaf individuals used psychological services, (2) Are there differences between age 

groups regarding the amount of usage of psychological services, (3) How accessible are psychological 

services for individuals who are deaf, (4) What form of mental health services would be suitable to serve the 

best interest of the deaf, and (5) What is the mental health status of the Deaf in Iceland compared to the 

general population in Iceland? Method: Total 61 individuals that were deaf answered an electronic 

questionnaire via e–mail. All members of the Association of the Deaf in Iceland in the ages 18 and up were 

invited to participate in the study. Descriptive statistics and chi–square test of independence was used to 

study prevalence and group differences in prevalence of mental health problems and use of and attitudes 

towards psychological services. The Deaf sample was compared to data from study of The Directorate of 

Health from the year 2012. Results: Participants younger than 50 years old were more likely to have been to 

psychological appointment than the older group (86.4% to 59.3%). Majority of participants in both age 

groups rated their access to psychological services as good or very good. More than half of the participants 

in the younger group rated quality of the services as bad or very bad. Both age groups preferred a private 

appointment with psychologist that knows sign language and has good knowledge of Deaf culture. The Deaf 

sample showed more depressive and stress symptoms compared to the general population. However, the 

Deaf sample showed less anxiety symptoms but tended to rate their mental health lower. Conclusion: A lot 

needs to be explored in this area to determine further how the health system can meet the needs and improve 

the services. Few themes were evident in the study; the younger group was more likely to seek help with 

mental health issues than the older group. The participants in this survey prefer psychologist that knows sign 

language and has knowledge of Deaf culture. 

 

Keywords: Deaf, Deaf in Iceland, mental health, psychological services 
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Introduction 

In the last decades the issues of the Deaf have not been in the mainstream discussion in general. However, 

when the matter is brought to the spotlight, it mainly involves services of the government or rather the lack 

of it. Services that most people in the society take for granted, may not be for the Deaf for example 

psychological services (Ministry of Education, Science, and Culture, 2011). 

 Every year approximately 12–17 individuals are born in Iceland with hearing impairness, with one of 

those individuals on average being born deaf (Ministry of Education, Science, and Culture, 2011). Recent 

decades have offered progress in the medical field, resulting in fewer individuals being born deaf. However, 

with increased life expectancy, individuals experiencing hearing impairness or deafness in their later years is 

more frequent now than before (Ministry of Education, Science, and Culture, 2011). According to The 

World Health Organization (WHO), around 360 million individuals worldwide have hearing impairness 

accounting for 5% of the world population (The World Health Organization, 2015). In Iceland, there are 

approximatively 30.000 individuals that are hearing impaired by various reasons and 10.000 individuals use 

hearing aid (Ministry of Education, Science, and Culture, 2011; The National Hearing and Speech Institute 

of Iceland, n.d.). 

The majority of individuals with hearing impairness or deafness live in countries that have on 

average low– to middle–income (The World Health organization, 2015). One can speculate this fact alone 

should emphasize the importance of looking closer at the status of individuals who are deaf. Individuals that 

have low social status are less likely to seek public services such as health care and moreover that it is 

affordable to them. When complications such as deafness is added individuals are less likely to seek public 
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services. This group faces various hindrances such as difficulties with communication and access to 

interpreter services (Fusick, 2008).  

 The Prime Ministry in Iceland (2009) made an evaluation of The School for the Deaf in Iceland, 

which was operated in the years 1909–2002, after statements in the media in the year 2007. The statements 

included sexual abuse both from employers and individuals that stayed at the school. Children who attended 

the school stayed at a dormitory, sometimes from four years old, often far distances from their families. In 

1944 when the Oralism became mainstream it was forbidden to use sign language at the school. In addition, 

parents were encouraged not to use sign language to communicate with their children. Sign language as a 

way of communication was taken away resulting in more isolation, even in their homes (The Prime Ministry 

of Iceland, 2009). These events in the history of the Deaf in Iceland may make the Deaf more at risk for 

having faced abuse in childhood and can make them particularly vulnerable for psychological distress in 

later years.  

A research among the Deaf indicated that some children at the School for the Deaf in Iceland had 

been subjected to sexual abuse. Deaf children are at substantial risk of being sexually abused. The reason for 

this increased risk stems from lack of ways to communicate with others making it difficult to tell someone 

about abuse as well as having problems reading circumstances (Ásgeirsdóttir et al., 2004; see in The Prime 

Ministry in Iceland, 2009). Children that attended The School for the Deaf are now in their adulthood and 

one can only speculate how such childhood traumas are affecting their current daily life.  

 Guðmundur Ævar Oddson and Hekla Gunnarsdóttir (2004) researched the social status of the Deaf 

where their data was compared to Norwegian data since no comparable data was available for the Icelandic 

Deaf population. Results indicated that approximately half of the participants experienced loneliness. 

Guðmundur and Hekla speculated that loneliness was a form of social isolation of the Deaf.  Ratio of deaf 
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individuals in Iceland who felt lonely are substantially higher compared to Norwegian sample. In the 

Norwegian study half of the participants had never experienced loneliness compared to 20% in the Icelandic 

sample. No gender difference was reported regarding experienced loneliness in the study (Guðmundur Ævar 

Oddson and Hekla Gunnarsdóttir, 2004).  

 Sheppard and Badger (2010) explored how nine deaf individuals experienced depressive symptoms 

as well as looking into whether their experience was somehow different from hearing individuals. Four 

themes were evident; emotional complications early in life, experience of depression, help seeking behavior 

and feeling of belonging to a society of the Deaf. All nine participants had experienced emotional 

complications early in life that contributed to their depressive symptoms. They described symptoms of 

depression in the same way as hearing individuals and used same methods of self–soothing, such as drinking 

alcohol or consuming pills. When participants tried to seek help their needs were not met by the near society, 

mainly due to lack of understanding and ways of communication. The symptoms of depression went largely 

unnoticed and untreated by health care staff. The third theme was help seeking behavior which involved that 

the participants did not know where to search for help. Even if it was acceptable to use sign language 

interpreter, the participants did not prefer interpreter when they sought help for mental issues. The reason 

given for this was that The Deaf community is usually small in each place and the interpreters know the deaf 

individual. Worries about confidentiality was the main issue and embarrassment that the interpreter would 

know about their mental issues. Fourth and final theme in Sheppard’s and Badger’s (2010) research was 

belonging to a community but all participants agreed that it was very important. They did not feel as second 

class or disabled with other deaf individuals and they could be full members of a society (Sheppard and 

Badger, 2010).  
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Some of these results are consistent with Asgeirsdottir (2004) research. Her results indicated that 

history of trauma, lack of communication and understanding of family members prevented abuse and 

violence towards deaf individuals in Iceland being discovered. Primary results indicated that deaf children 

were in greater risk at being victims of sexual abuse, being socially isolated and being in poor connection 

with family and others in their near surroundings (Asgeirsdottir, 2016, May).  

 Exploring the need for mental health services for the Deaf in Iceland is important to establish the 

mental health status of this group. Furthermore, gaining knowledge of the need for mental health services is 

likely to result in improved services for the Deaf. The main goal of this research is to explore mental health 

of the Deaf in Iceland and their use and attitudes towards services. This will hopefully shed light on what 

kind of mental health services is suitable for this group in Iceland. The research questions put forward were 

following: 

1. How common is it for the Deaf in Iceland to have used psychological services?  

2. Are there differences between age groups regarding the amount of usage of psychological services? 

3. How accessible is psychological services for the Deaf in Iceland? 

4. What form of mental health services would be suitable to serve the best interest of the Deaf? 

5. What is the mental health status of the Deaf in Iceland compared to the general population in 

Iceland? 
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Method 

Participants 

The sample in the study were members of The Icelandic Association of the Deaf. In total 160 individuals are 

registered members of The Association of which approximately 40 individuals were not expected to have the 

ability to answer the questionnaire due to further disabilities. Therefore, the population who were eligible for 

the study were assumed to be 120 individuals, 18 years and older. In total 61 individual answered the 

questionnaire, hence giving the response rate of 50.8% (N=61). The sample consisted of 38 females (62.3%) 

and 21 males (34.4%) and two participants did not inform their gender (3.3%). Total of 17 participants 

ranged in the age of 18–40 years, 12 in the age group of 41–50 and 32 individuals were 51 years and older. 

In the data analysis the group younger than 50 years old consisted of 29 individuals and the group older than 

50 years old consisted of 32 individuals. Majority of the participants considered themselves deaf (N= 53). 

The National Bioethics Committee in Iceland approved the research (No. 17-077-S1). 

 The Deaf sample was compared to randomized sample, age 18 – plus 80 years old, from survey of 

The Directorate of Health from the year 2012. The survey is large and was first conducted in the year 2007 

and was intended to routinely measure health, well–being and quality of life for the Icelandic population and 

health determinants. It was repeated in the year 2009 and 2012 (The Directorate of Health, 2016). In total 

6804 participated in that survey, with 3623 females (53.2%) and 3128 males (46%) and 53 did not inform 

their gender.  

 

Measures 

An electronic questionnaire was made in the survey program Survey monkey. It was sent via e–mail to 

members of The Association of the Deaf by executive committee of The Association. The front page 
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contained information about the questionnaire and what it involved to participate. Most of the questions 

were multiple choice questions but also included few open–ended questions. The questionnaire consisted of 

40 questions, for example about attitudes towards psychological service, mental well–being, traumas, and 

demographic questions such as gender, age, marital status, and education level. In addition to the general 

demographic questions it included two questions regarding perceived physical and mental health. These two 

questions are comparable to the survey, Health and Well–being of the Icelandic population, conducted by 

The Directorate of Health (2016). The question about perceived physical health is from the Short–Form 

Health Survey that includes 36 questions about health. It contains eight subtests and one of the subtests 

evaluates general physical health. The question is one of five components in the subtest (Brazier et al., 

1992). Reliability of the SF–36 questionnaire is good where the alpha coefficients range from 0.7–0.9 (Ware, 

2000).  

Need for psychological services. Questions about the need for psychological services were for example 

“Have you ever used psychological services in your lifetime?”, “How many times have you used 

psychological services?” and “How would you like the psychological services to be?”). Author and 

supervisor composed these questions to obtain information about which services would be suitable for the 

deaf. 

The Depression Anxiety Stress Scale (DASS; Lovibond and Lovibond, 1995; Icelandic translation Pétur 

Tyrfingsson). DASS is designed to measure symptoms of depression, anxiety, and stress. The Scale has 42 

items that is divided into three factors. Each factor contains 14 subscales. It is also available with 21 items 

that contains seven subscales (Psychology Foundation of Australia, 2014). The symptoms are measured with 

four–point Likert scale and symptoms are measured from the last week of the time you fill it out (Lovibond 

and Lovibond, 1995). In this research the shorter version was used. Research have shown the scale to have 
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good internal consistency (Antony, Bieling, Enns and Swinson, 1998; Brown, Chorpita, Koroitch and 

Barlow, 1997). Furthermore, the three–factor model of the scale improves the goodness of fit (Lovibond and 

Lovibond, 1995) and discriminates between symptoms of depression and anxiety that other similar scales do 

not (Page, Hooke, and Morrison, 2007). Convergent and discriminant validity is good (Lovibond and 

Lovibond, 1995) and internal consistency is also good (depression= 0.96, anxiety=0.89 and stress= 0.93) 

(Brown et al., 1997). Test-retest reliability have also been fair with the range of 0.71–0.81. Mellor et al. 

(2015) researched construct validity of DASS-21 in four different cultures. Their results conveyed that it is 

possible to use DASS-21 in these four different cultures. Anthony et al. (1998) draw the conclusions in their 

study that shorter version of DASS could be more ideal than the longer version. The reason for this they 

believe is that there are fewer items, variables load well on each factor and it is less correlation between 

factors. DASS is widely used in clinical work in Iceland and is used in The Directorate of Health study, 

Health and Well–being of the Icelandic population. In the Deaf sample the reliability was good with the 

alpha coefficients for depression (α = 0.92), anxiety (α = 0.83) and, stress (α = 0.85). 

Life Events Checklist for DSM–5 (LEC-5; National Center for PTSD, Weathers et.al., 2013a). LEC–5 is 

designed to scan for events that are difficult and stressful. It is self–evaluation list and contains 16 stressful 

events that can possibly lead to symptoms of posttraumatic stress disorder (PTSD). In addition, the list 

contains one extra question that evaluates other stressful events that the other items on the list do not 

measure (Weathers et.al, 2013a).  Items on the list involve if one experienced, heard of, witnessed a stressful 

event and the most hardest or most stressful events that one needs to write a short description (Blevins, 

Weathers, Davis, Witte, and Domino, 2015). The LEC–5 was used as guideline when designing the question 

“Who (if any) of the following events have happened to you in childhood and/or in adulthood?” Participants 

were only asked of the primary categories; physical, emotional, and sexual abuse hence the other categories 
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were not of interest for this research, for example nature disaster, war, or other similar events. The item that 

measures other stressful events was included to cover other events than violence or abuse. The latter part of 

LEC–5 was skipped since the focus of the research was not to get full description of the events. The focus 

was to get information whether the participants had experienced stressful events but not the nature of it. 

PTSD Checklist for DSM–5 (PCL–5; National Center for PTSD, Weathers, Keane, Palmieri, Marx and 

Schnurr, 2013b). PCL–5 is designed to measure symptoms of PTSD as it is defined in DSM–V. It contains 

20 items and is self–evaluation tool. It measures changes in symptoms while in treatment and follow–up, 

scan for individuals with PTSD and diagnose PTSD temporally. The symptoms are measured with five scale 

Likert scale from 0= nothing to 4=very much (Weathers et al., 2013b). Blevins, Weathers, Davis, Witte, and 

Domino (2015) conducted two researches among university students on test–retest reliability, internal 

consistency, convergent validity, and discriminant validity compared to other lists that measure symptoms of 

PTSD. The former research compared PCL–5 to PCL and DAPS (Detailed Assessment of Posttraumatic 

Stress) but the second research was repetition of the former but only assessed internal consistency, 

convergent and discriminant validity. The results indicated that PCL–5 had good internal consistency (α= 

0.94) and correlation between items were acceptable. Test–retest reliability (r = 0.82), convergent and 

discriminant validity were all within limits compared to PCL, PDS and DAPS. The results of the second 

research also showed good internal consistency (α= 0.95) and acceptable correlation between items (Blevins 

et al., 2015). PCL have acceptable psychometrics qualities, that is, results of researches have shown good 

discrimination validity (correlation under 0.87) and convergent validity (correlation 0.62–0.93 with other 

instruments of PTSD). Furthermore, test–retest reliability has been 0.66–0.96 and internal consistency have 

been very good (α= 0.83–0.98; see for example in McDonald and Calhoun, 2010; Wilkins, Lang, and 

Norman, 2011).  
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Attitudes towards psychological services. Questions regarded attitudes towards psychological services and 

how the participants perceived their access to the service. Participants were asked if they ever been to a 

psychological appointment or to other professionals in the mental health services. Furthermore, participants 

were asked in which field, the professional they seeked advice or treatment, worked and quantity of service 

they used. Questions regarded quality and access to psychological services and what was important that the 

services included. At the end of the section participants were asked open ended question where they could 

provide their own ideas of how the services should be. 

Age groups. Due to small sample size the sample was divided into two age groups instead of three. The two 

age groups were younger than 50 years old (N=29) and older than 50 years old (32).  

 

Procedures 

An e-mail was sent to the participants through The Icelandic Association of the Deaf containing information 

about the research.  Participants gave their consent by clicking a link in the e-mail that took them to the 

questionnaire online. All information was interpreted into sign language. Each question contained a video 

with explanation for the question.  

Data collection was conducted from January 2017 to December 2017. The Association of the Deaf 

assisted the participants if they needed help filling out the questionnaire. Processing of the data was from 

January 2018 till May 2018.  

 

Data analyses 

Data was analyzed with SPSS (Statistical Package for the Social Science), version 24. The results are mainly 

presented in descriptive analyses and chi–square tests of independence. First, a descriptive analysis was 
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conducted for the variables gender, age, and whether participants considered themselves deaf or hearing–

impaired. Due to a small sample size the sample was divided into two age groups instead of six. The two age 

groups were younger than 50 years old (N=29) and older than 50 years old (32). Analysis between age and 

physical and mental health, use of psychological services, use of services of other mental health 

professionals, quality and access of service and preferred psychological services was made. Age and DASS–

21 and PCL–5 analysis was conducted.  Analysis between gender and the same variables as age was 

compared to were made. Difference between gender and DASS–21 and PCL–5 was also conducted. The 

same data analysis was made for the sample from The Directorate of Health survey in comparison to the 

Deaf sample. 

 

Missing values 

Missing values were considerable in the survey and ranged from two to 20 individuals. Lowest missing 

values were for the question of gender and the highest was for the question regarding quality of 

psychological services. 

Results 

Psychological services 

In total 57.4% had used services of a psychologist at some point in their life while 23% had never used it, 

and around 20% did not give answer. In the group younger than 50 years old 86.4% had used the services of 

a psychologist at some point in their life while 40.7% in the older than 50 years old had never used the 

services, X2(1, N = 49) = 4.364, p < 0.05. The age group younger than 50 years old were likely to have been 

to six or more psychology appointments than the older group. Around 62% of the younger group had been to 
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six or more appointments compared to 22% of the older group. In the younger group around 24% had been 

to one to five appointments compared to 44% in the older group. The older group was thus more unlikely to 

have been to a psychology appointment or 33% compared to 14% in the younger age group, X2(2, N = 48) = 

7.83, p < 0.05 (see in Table 1.). It was not possible to make statistical comparison due to few individuals 

within some categories.  

 

Table 1. How many times (if ever) have you been to psychologist? 

 Younger than 50 years old Over 50 years old Total 

 
Frequency % Frequency % Frequency % 

Never 

 

3 14.3% 9 33.3% 12 25% 

One to five times 

 

5 23.8% 12 44.4% 17 35.4% 

Six or more times 13 61.9% 6 22.2% 19 39.6% 

Total 23 100% 27 100% 48 100% 

 

More than half of participants in the younger group had seeked help from other mental health 

professionals compared to 42.1% in the older group. More than half of the younger group had sought help 

from psychologist for their mental health compared to 45.5% in the older group, X2(1, N = 45) = 5.11, p < 

0.05. Around 46% in the older group had sought help from psychiatrist compared to 55% in the younger 

group, X2(1, N = 45) = 1.3, p > 0.05. In the older group 60% of the participants compared to 40% in the 

younger group had seen a nurse for their mental health, X2(1, N = 45) = .01, p > 0.05. Nearly 58% in the 

younger group had sought help from a doctor or social worker compared to 42% in the older group, chi–

square X2(1, N = 45) = 4.38, p < 0.05. 
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Around 33% considered the quality of psychological services as good or very good and around 34% 

considered it as bad or very bad, 33% did not give answer. More than half of the participants in the younger 

age group evaluated quality of services as bad or very bad compared to 45.5% in the older group. No 

statistical difference was between the age groups, X2(1, N = 41) = .63, p > 0.05. Most of the participants in 

both age group (younger: 71,4%; older: 69,6%) consider their access to psychological services as good or 

very good and no statistical difference is between age groups, X2(1, N = 41) = .18, p > 0.05. 

When participants were asked “If you needed psychological services, how would you like it to be?” 

the results indicated that most individuals, who answered the question, in both groups preferred a private 

appointment with psychologist that knows sign language. Fewest of those answering in both groups 

preferred a course on the Internet as shown in Table 2. In the open–ended question “How do you think 

psychological services for the Deaf should be?”, two themes were clear. Most participants who answered the 

question wanted to have psychologist who knows sign language (8 participants), have good knowledge of 

Deaf culture, and understands deaf individuals (6 participants). Participants in both age groups preferred a 

psychologist who has knowledge of Deaf culture (younger: 86.4%; older: 96.2%). It was not possible to 

make statistical comparison due to few individuals within some of the categories. 

Participants were asked if they preferred the psychologist would be situated within the Association of 

the Deaf or not. No statiscical difference was between age groups regarding if it was not important or not 

important at all that psychological services would be situated within the Association of the Deaf, X2(1, N = 

48) = .138, p > 0.05. A difference between age groups is evident when asked directly if it is important or 

very important that psychological services would not be situated within the Association, X2(1, N = 47) = 

5.62 p < 0.05.  
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Table 2. Preferred psychological services. 

Psychological service Younger than 50 years old Older than 50 years old Total 

 Yes No Yes No Yes No 

 Freq. % Freq. % Freq. % Freq. % Freq. % Freq % 

Interview with 

interpreter 

8 27.6 21 72.4 15 46.9 17 53.1 23 37.7 38 62.3 

Interview: 

psychologist knows 

sign language 

16 55.2 13 44.8 22 68.8 10 31.3 38 62.3 23 37.7 

Interview through 

communication 

application 

5 17.2 24 82.8 4 12.5 28 87.5 9 14.8 52 85.2 

Course on the 

Internet 

1 3.4 28 96.6 3 9.4 29 90.6 4 6.6 57 93.4 

Group therapy with 

interpreter 

5 17.2 24 82.8 5 15.6 27 84.4 10 16.4 51 83.6 

Group therapy: 

psychologist knows 

sign language.  

 

5 17.2 24 82.8 7 21.9 25 78.1 12 19.7 49 80.3 

 

Around 77% of the older group considered important or very important to have psychological 

services with the help of interpreter compared to 86% in the younger group. Eighty two percent of the older 

age group preferred psychologist who knows sign language compared to 68% of the younger group. Both 

age groups preferred group therapy with psychologist that knows sign language (younger: 55%; older group: 

67%). Majority of both age groups also preferred a group therapy with an interpreter (younger group: 60%; 

older group: 52%). No statistical difference was between groups regarding these variables. 
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Mental health status 

Participants rated their physical health in the scale good, very good, honorable, or bad. In total 36% 

considered their physical health as honorable or bad in both groups and 54% as good or very good. Around 

10% did not give answer to this question. Higher percentages in the younger group considered their physical 

health as good or very good (69.2%) than honorable or bad (30.8%). In the older group, 48.3% of 

participants considered their physical health as honorable or bad and 51.7% as good or very good, no 

statistical difference is between the groups, X2(1, N = 55) = 1.75, p > 0.05. Participants from The Directorate 

of Health survey rated their physical health as good or very good (Younger than 50: 80%; older than 50: 

65%), with significance, X2(1, N = 6670) = 175.02, p < 0.05. There is no difference between the two 

samples regarding evaluation of physical health.  

Participants were also asked to rate their mental health in same scales as physical health. 

Approximately 51% rated their mental health as honorable or bad and 39% considered their mental health as 

good or very good. Around 10% did not give answer to this question. Total of 61.5% considered their mental 

health honorable or bad in the younger group compared to 48.4% in the older group. Thirty eight percent 

rated their mental health as good or very good in the younger group compared to 48% in the older group, the 

difference was insignificant, X2(1, N = 55) = .54, p > 0.05. Participants in The Directorate of Health survey 

were more likely to rate their mental health as good or very good, the difference is statistically significant, 

X2(1, N = 6676) = 4.1, p < 0.05. The Deaf sample tended to rate their mental health lower than the 

Directorate of Health sample, X2(1, N = 6770) = 49.63, p < 0.05. 
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Depression, Anxiety, and stress symptoms 

The guideline scores for the depression scales are normal (0–9 points), mild (10 – 13 points), moderate (14–

20 points), severe (21–27 points) and very severe (28+ points). In total 36% of the participants scored within 

normal range, 25% in mild to moderate, 11.5% in severe or very severe and 28% did not give answer. Figure 

1 shows the scores of the DASS Depression Scale in percentages. Due to few participants in some of the 

categories it was not possible to make comparison between age groups. In the sample from the research of 

The Directorate of Health 61% scored within normal range, 30% in mild to moderate, 2% in severe or very 

severe, and 7.3% did not give answer. Younger than 50 years old that scored within normal range were 

63.3% and 67% in older than 50 years old. In mild to moderate 34% in the younger group scored with mild 

to moderate symptoms compared to 31% in the older group. One and half percent in the older group scored 

in severe or very severe compared to 2.6% in the younger group. Participants in this research score 

significant higher on the depression scale than the participants in the Directorate of Health survey, X2(1, N = 

6354) = 4.78, p < 0.05. 

 

Figure 1. Scores on DASS21 Depression Scale of the Deaf sample in percentages. 
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The cutoff score for the Anxiety Scale are; normal (0–7 points), mild (8–9 points), moderate (10–14 

points), severe (15–19 points) and very severe (20+ points). Around 10% of the Deaf sample scored in 

severe and very severe end of anxiety scale, 13% scored in mild to moderate and, 49% score within normal 

range. No difference was between age groups, X2(4, N = 44) = 3.67, p > 0.05. Figure 2 show the results of 

the Anxiety scale in percentages. When the sample in this research is compared to sample from the research 

Health and Well–being of the Icelandic population (The Directorate of Health), no difference is between age 

groups in The Directorate of Health survey in the Anxiety Scale, X2(2, N = 6310) = 1.12, p > 0.05. When the 

Deaf sample is compared to the participants in The Directorate of Health survey, the Deaf sample scores 

lower on the anxiety scale, X2(1, N = 6370) = 5.47, p < 0.05. Cutoff points for the stress scale are; normal 

(0–14 points), mild (15–18 points), moderate (19–25 points), severe (26–33 points) and very severe (34+ 

points). Figure 3 show the results of the stress scale in percentages. Over half of the participants score 

 
Figure 2. The scores of the Deaf sample in DASS21 anxiety scale 
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Figure 3. The scores of the Deaf sample in DASS21 stress scale. 

within normal range, 13% in mild to moderate and 5% in severe and very severe range of the scale. 

Comparison of age groups was not possible because of few participants in some of the categories. When the 

sample is compared to The Directorate of Health sample, similar pattern is observed. Most participants score 

within normal range of DASS–21 Stress Scale (Younger than 50: 87%; older than 50: 95%). The difference 

between age groups in Health and Well–being is significant, X2(2, N = 6268) = 141.253, p < 0.05. The Deaf 

sample score significantly higher on the stress scale than the sample from The Directorate of Health survey, 

X2(1, N = 6326) = 16.6, p < 0.05. 

 

PTSD symptoms 

Results of the PCL–5 indicate that around 74% show no symptoms of PTSD, 16.4% show mild to moderate 

symptoms and 10% show severe symptoms. No statistical difference was between age groups in the PCL–5, 

X2(2, N = 61) = 2.55, p > 0.05.  
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Gender Analysis 

Analyses with gender was made but no statiscical difference was between women and men regarding the 

variables above.  

 

Conclusions and discussion 

This study is the first to address issues of mental health of the Deaf in Iceland and the use and attitudes 

towards psychological services in Iceland. The study seeked to answer five questions; (1) How common is it 

for the Deaf in Iceland to have used psychological services? (2) Are there differences between age groups 

regarding the amount of usage of psychological services? (3) How accessible is psychological services for 

the Deaf in Iceland? (4) What form of mental health services would be suitable to serve the best interest of 

the Deaf? (5) What is the mental health status of the Deaf in Iceland compared to the general population in 

Iceland? 

One fifth of the participants in both ages group had never been to a psychologist, 35.4% had been to 

two to five appointments, and 39.6% had been to six or more appointments. Participants in the younger than 

50 years old were more likely to have been to at least one psychological appointment in their life than the 

older group. The younger group was also more likely to have been to six or more appointments than the 

older group. The older age group was less likely to have sought help from psychologist, doctor, or social 

worker for their mental health issues.  

As regards the quality of psychological services, both age groups evaluated the quality of 

psychological services for the Deaf as bad or very bad but evaluated their access to services as good or very 

good. Hence, participants think they have good access to psychological services, but they perceive the 
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quality of the service as bad or very bad regardless of age. When the participants were asked how they 

would like the services to be, both groups preferred a private appointment with a psychologist who knows 

sign language. A course on the Internet was least preferred in both age groups. Large part of the participants 

preferred the psychological services to be situated outside of the Association for the Deaf. This in 

accordance with results of Sheppard and Badger (2010) where participants spoke of communities of the Deaf 

are usually small in each place and everyone know each other.  

As regards the mental health status, the results of DASS–21 that measured symptoms of depression, 

anxiety and stress indicated that the Deaf sample scored higher on the depression and stress scale than the 

sample from the Directorate of Health. However, the Deaf sample scored lower than the Directorate of 

Health sample in the anxiety scale. Hence, the Deaf show more depression and stress symptoms than the 

general population in Iceland but show less anxiety symptoms. Results of the PCL–5 indicate that 74% of 

the Deaf sample in this research show no symptoms of PTSD, 16% show mild to moderate and 10% show 

severe symptoms.  

More than half of the participants rated their physical health as good or very good. No difference was 

between groups regarding how they evaluated their physical health. The same pattern is evident with 

participants from The Directorate of Health survey. No difference is between the two samples regarding 

rating physical health. When asked to rate their mental health similar pattern was observed. No difference 

was between age groups where 51% of the participants rated their mental health as honorable or bad. Here is 

where participants from The Directorate of Health survey differ but they were more likely to rate their 

mental health more positive. The deaf sample was more prone to rate their health honorable or bad. 

The participants younger than 50 years old were more likely to have sought help from psychological 

services. Both age group perceive quality of services for the Deaf as bad or very bad, but the services are 
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accessible for them. The sample from this research preferred psychologist who knows language but a course 

on the Internet was least preferable to them. They prefer psychologist situated outside of the Association of 

the Deaf. The Deaf sample tended to rate their mental health lower than the sample from The Directorate of 

Health survey. Given the history of the Deaf in Iceland it is important and necessary to improve quality and 

access to psychological services as well as providing service that suits this group. Certain events in the 

history of the Deaf in Iceland have not been fully processed but consequences of these events may make the 

Deaf and hearing impaired more vulnerable for psychological distress. This is supported with the results of 

Asgeirsdottir (2004; see in The Prime Ministry in Iceland, 2009) were deaf children were in more risk of 

being sexually abused. 

Limitations of the study are considerable. Due to small sample size and low response rate one should 

be careful to infer about the data. In addition, the sample was difficult to reach. Another limitation is that 

The Deaf are vulnerable minority group in the society. One must tend to how results are presented because 

of small sample. The strength of this research is even if small sample gave response in this research, their 

responses are valuable information of the mental health status of this group and needs for psychological 

services. Participants who gave response in this research are large part of the Deaf population in Iceland. 

Another strength is that all questions in the survey was interpreted to sign language. Future research should 

focus on gaining more knowledge of mental health issues of the Deaf to understand better the need for 

services, their situation, and complications that they face when seeking public services. 
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