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Abstract

Deaf and hard of hearing (DHH) individuals constitute 4.5% of the total population in Turkey.
They experience challenges in integrating into society, along with stigma and discrimination. Studies
document that they have limited access to healthcare services and are at higher risk of mental health
problems such as anxiety and depression. The current study focuses on that vulnerable group and
examines the association between stigma, perceived social support, and mental health outcomes. Data
were collected through social network platforms, DHH associations, and word of mouth. The study was
conducted with Turkish adults (18-65 years old) who had either total or partial hearing loss and/or used
hearing assistance devices or Turkish Sign Language (TSL). Participants were provided with three online
study participation options including survey written in Turkish, written in simplified Turkish (parallel
with TSL), or videotaped TSL with subtitles. The final sample included 97 participants (68% female;
51% DHH since birth; Mean,,.= 32.75; SD...= 9.86). Multiple linear regression analysis revealed that
higher levels of experienced stigma was associated with increased levels of self-reported anxiety, but not
depression. Internalized stigma and age were robust predictors of anxiety symptoms, suggesting that
DHH individuals who were younger and self-stigmatized reported more anxiety symptoms. Furthermore,
perceived social support and internalized stigma were independently linked to depressive symptoms, but
did not interact with one another. Findings suggest the need to focus on internalized stigma as a risk
factor for DHH individuals’ mental health.
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Ozet

Sagir veya isitme giicliigii olan bireyler, Tiirkiye'deki toplam niifusun %4,5'ini olusturmaktadir.
Bu kisiler, damgalama ve ayrimcili§in yani sira toplumla biitiinlesmede de zorluklar yagamaktadirlar.
Caligmalar, saglik hizmetlerine sinirli erisime sahip olduklarini ve anksiyete ve depresyon gibi ruh sagligi
sorunlar1 agisindan daha yiiksek risk altinda olduklarini gdstermektedir. Mevcut calisma, bu savunmasiz
gruba odaklanmakta ve damgalanma, algilanan sosyal destek ve ruh saglig1 sonuglari arasindaki iligkileri
incelemektedir. Bu ¢alismada kullanilan veriler sosyal platformlar, sagir ve isitme giicliigii odakli
dernekler ve agizdan agza pazarlama yoluyla toplanmistir. Caligsma, total veya kismi isitme kaybi olan
ve/veya isitme cihazi veya Tiirk Isaret Dili (TID) kullanan, 18 —65 yas arasindaki Tiirk yetiskinler ile
yiiriitiilmiistiir. Katilimcilara Tiirkge yazili, sadelestirilmis Tiirkce yazili (TID’e paralel) ve videolu TID
versiyon (altyazili) olmak lizere ii¢c ¢cevrimici anket secenegi sunulmustur. Nihai 6rneklem 97 katilimciy1
icermektedir (%68 kadin; %51 dogustan sagir veya isitme giicliigii olan; Ortalama= 32.75; SDyas= 9.86).
Coklu dogrusal regresyon analizine gore, damgalanma ve algilanan sosyal destegin sagir veya isitme
glicliigii olan bireyler arasinda depresyon ve kaygi ile farkli baglantilari oldugu bulunmustur. Spesifik
olarak, deneyimlenen damgalanmanin yiiksek olmasinin, daha yiiksek kaygi diizeyiyle (6z-bildirim)
iligkiliydi oldugu, ancak depresyonla iliskili olmadigi bulunmustur. I¢sellestirilmis damgalanma ve yasmn,
kaygi belirtilerinin gii¢lii yordayicilari oldugu, daha genc ve damgalanmayi i¢sellestiren sagir veya isitme
glicliigii olan bireylerin daha fazla kaygi belirtisi bildirdigi bulunmustur. Ayrica, algilanan sosyal destek
ve igsellestirilmis damgalanmanin, birbirlerinden bagimsiz olarak depresif semptomlarla baglantili
olduklar1 ve birbirleriyle etkilesime girmedikleri saptanmistir. Bulgular, sagir veya isitme giicliigii olan
bireylerin ruh saglig: i¢in bir risk faktorii olarak i¢sellestirilmis damgalamaya odaklanma ihtiyacini ortaya
koymaktadir.

Anahtar Kelimeler: Anksiyete, Sagirlik, Depresyon, Isitme Giicliigii, Sosyal Destek, Damgalama



CHAPTER 1
INTRODUCTION

Among the disabilities present at birth, deafness is the most common one (Brody, 2000).
World Health Organization (WHO, 2021a; 2021b) estimates that there are over 1.5 billion deaf
and hard of hearing (DHH) individuals worldwide and it is projected to increase to 2.5 billion by
2050. Although the number of DHH individuals varies by regions and countries, the majority of
them are in low and middle income countries (WHO, 2021b). According to the Turkish
Statistical Institute Health Survey (TURKSTAT, 2018), the percentage of individuals who have
problems with hearing! in Turkey constitutes 4.5% of the total population. However, those
estimates may be conservative and not capture the diversity of the DHH community. Individuals
differ regarding their degree of hearing impairment (i.e., mild vs. total hearing loss), time of
occurrence (pre-linguistic vs. post-linguistic), and anatomy of the hearing loss (Tiifek¢ioglu,
2003; Ipek Timur, 2016). Preferred communication method, language use and assistance devices
vary depending on the level of hearing loss of the DHH individuals (Iipek Timur, 2016).

In the current study, we focus on DHH individuals who either have total hearing loss or
need hearing assistance devices and methods to comprehend speech and communicate. DHH
individuals are an invisible and a marginalized population around the world, including Turkey
(Aydogdu & Yiiksel, 2020). According to the Turkish Statistical Institute (2002, 2010), 36.3% of

individuals with disability (orthopedically, seeing, hearing, speaking and mentally disabled) are

! Turkish Statistical Institute Health Survey (2016) conceptualized 'hearing disabled person' as those who are
completely deaf or have partial hearing in one or both ears. Of note, individuals who use 'hearing apparatus' are also

included in this data.



illiterate, 52.5% of them do not have a social security registration and 73.2% of DHH are
unemployed. Those experiences clearly indicate that DHH individuals are a disadvantaged
population who experience social exclusion and deprivation due to ablism and stigma.

In his seminal work, Goffman (1963) defines stigma in a broad sense and refers to it as
‘attributes that is deeply discrediting’, which he categorized as a) tribal stigmas (i.e., race, nation,
religion); b) blemishes of individual character (i.e., weak will, domineering or unnatural
passions, treacherous and rigid beliefs, dishonesty); and c) abominations of body-physical
deformities, including deafness (p. 11, 13). According to Goffman (1963), stigma is ‘the
situation of the individual who is disqualified from full social acceptance’ (p. 11). Stigma
represents prejudice, discrimination, labeling, stereotyping and negatively biased attitudes and
behaviors toward the individual or the group that is stigmatized (Corrigan, 2000; Link & Phelan,
2001; Mak et al., 2007). Turan and his colleagues (2017a) noted that stigmatization and its
consequences are ‘pervasive social processes’, in which stigmatized individuals' social value is
perceived as lower than the others who do not possess socially undesirable attributes or identities
(p- 863), and experiences of prejudice and discrimination are the outcomes of stigma. In line with
those operational definitions of stigma, DHH individuals constitute a stigmatized population who
are labeled, rejected and marginalized from the hearing world because of their unique
communication styles and needs. Often, DHH individuals are perceived as "the other" by the
hearing individuals (Aydogdu & Yiiksel, 2020; Mousley & Chaudoir, 2018).

Stigma has many negative effects on well-being of DHH individuals, including mental
health issues (i.e., depression, anxiety), defensiveness, hostility, self-derogation and self-hate
(Mousley & Chaudoir, 2018; Fellinger et al., 2012). Although it is known that DHH individuals

have more mental health problems compared to the general population (Clausen, 2003), DHH



studies are relatively new to the field of clinical psychology, especially in Turkey. In addition,
while there is an accumulation of research with a deficit and psychopathology-oriented
perspective, little is known about the stigma experiences of DHH adults and their mental health
with regard to protective factors such as social support and resilience. Therefore, the current
study addresses the relationship between stigma and mental health in DHH adults with a focus
on social support.

DHH Stigma

In order to comprehend the stigma of DHH, social representations of this specific
population, specifically stereotypes about DHH should be addressed. Stereotypes are generalized
beliefs formed by others to categorize a particular group of people based on their characteristics
(Cardwell, 2014; Kiger, 1997). DHH individuals experience many difficulties due to these
stereotypes, particularly the risk of assimilating them into their self-image (Cambra, 1996). For
instance, Kiger (1997) found that DHH individuals are mostly described as ‘happy, alone, angry
and friendly’. Such stereotypes seem mostly ‘positive’ at first sight, indicating that DHH
individuals are not perceived as dangerous or a threat to the hearing participants. However, those
stereotypes hint a sense of physical weakness or a vulnerability attached to the image of being a
DHH individual (Kiger, 1997).

According to Lane (1993), although individuals do not exhibit hostile behaviors and
attitudes towards the DHH, they may behave in a more patronizing and paternalistic way.
Several examples of negative stereotypes around individuals with DHH include attributes such as
‘immature’, ‘emotional’, ‘aggressive’, and ‘argumentative’ as compared to hearing individuals
(Coryell et al., 1992). Additional stereotypes included the depiction of DHH individuals as less

communicative and segregated as a group (Coryell et al., 1992). These stereotypes are parallel to



the communicational and attitudinal barriers DHH individuals experience in areas such as higher
education, the workplace, and leisure activities (Ladd, 2005; Olsson et al., 2021). These
communication barriers stem from a lack of DHH awareness and perpetuate the social exclusion
of DHH individuals in a circular manner (Hoang et al., 2011; Olsson et al., 2021). The more
DHH individuals experience language and communication barriers (e.g., lack of sign language
translator, inability to communicate in TSL), the less they build relationships with others (Olsson
et al., 2021), and the more unfriendly they might be perceived. That perceived unfriendliness, an
outcome of a stereotype, may inadvertently fulfill these stereotypes and make DHH individuals
socially excluded from the hearing world. All limited knowledge considered, negative
stereotypes and pathologizing views towards DHH constitutes a major obstacle in their social
integration within the hearing world (Munoz et al., 2000; Olsson et al., 2021).

Regarding DHH stigma and its consequences, studies have shown that DHH individuals
feel compelled to prove their abilities and try to fit to the social norm when they are around
hearing individuals (Powell-Williams, 2017; O’Connell, 2016). Specifically, DHH individuals
modify their behavior, appearance and communication preferences and even try to imitate
hearing individuals’ interactions to feel accepted and prevent potential discrimination
(O’Connell, 2016; Powell-Williams, 2017). Furthermore, DHH individuals may try to cover the
markers of their "deafness" (e.g., avoid using hearing aids or concealing it, avoid using or
abandoning sign language), minimize its effects, or nullify the difficulties they experience in
communication (O’Connell, 2016; Powell-Williams, 2017; WHO, 2021b). Studies document that
DHH individuals may get ‘tired of trying to fit in” and feel frustrated with the hearing world
(Aydogdu & Yiiksel, 2020; Meadow-Orlans & Erting, 2022; WHO, 2021b). As a reaction, DHH

individuals might give up — they may refuse to interact with the hearing people, isolate



themselves, but also develop a sense of anger against the hearing world who focuses on their
lack of hearing, perceives them as ‘disabled and handicapped’ (Aydogdu & Yiiksel, 2020;
Meadow-Orlans & Erting, 2022; WHO, 2021b).

In particular, DHH individuals experience stigma, prejudice, and discrimination in
employment, housing, healthcare, and education. With regard to employment, they frequently
face underemployment and pay inequality (Garberoglio et al., 2019). In addition, DHH
individuals experience significant problems related to communication with hearing colleagues in
the workplace setting in addition to the physical obstacles and negative attitudes that interfere
with their work (Punch et al., 2004). Those barriers negatively influence their job performance
(Rosengreen & Saladin, 2010). Moreover, regarding housing, DHH individuals struggle with
communicating with the landlords and in obtaining information about available units. Turner and
colleagues (2005) found that housing providers gave less information about rental application
processes and provided fewer follow-up calls to DHH individuals as compared to hearing
customers (Turner et al., 2005). In healthcare settings, DHH individuals struggle to communicate
their needs to the healthcare providers (Kuenburg et al., 2015) and lack adequate access to
health-related information due to the unavailability of materials in sign language (Fellinger et al.,
2012; Pollard et al., 2009). In a study examining physicians’ knowledge and beliefs about DHH
patients (Ebert & Heckerling, 1995), it was reported that although most of the participants knew
that sign language interpreters should be utilized as needed, only a minority of physicians used
interpreters in their practice. Instead, they utilized methods such as writing notes and lip reading.
DHH patients who experience communication barriers with healthcare professionals struggle to
comprehend diagnosis, treatment, medication use, and side effects (Ubido et al., 2002). DHH

individuals reported feeling fear, mistrust, and frustration in healthcare settings (Steinberg et al.,



2006). As a result of such difficulties, many DHH patients are reluctant to seek physical health
care and are at higher risk of chronic health conditions (Emond et al., 2015).

In addition, DHH individuals may be also stigmatized within the deaf community
(Aydogdu & Yiiksel, 2020; Powell-Williams, 2017). DHH adults who are trying to adapt to the
hearing world and assimilate with hearing people are often viewed as "inauthentic" by the DHH
communities, and they may be stigmatized for not adapting to the DHH culture and identity
(Powell-Williams, 2017). Although DHH stigma is mostly generated from strangers, DHH
individuals also face stigma from significant others such as family and close friends who do not
adapt to their communication needs (Hauser et al., 2010). Relatives with negative attitudes
toward being DHH significantly reduces DHH individuals’ motivation to seek care for their
hearing (Meyer et al., 2014). DHH individuals often describe their interactions with hearing
others as stressful (Zaidman-Zait & Dotan 2017). These experiences operate as a vicious cycle as
they reinforce the view that deafness is stigmatized and should be hidden. Therefore, DHH
stigma is a factor that limits the opportunities and potential of DHH individuals and causes
further social stress (Atcherson, 2002; Wallhagen, 2010).

DHH Stigma and Mental Health

Studies document that DHH individuals report earlier onset of mood disorders (Kvam et
al., 2007; Kushalnagar et al., 2019), impulse control disorders, learning disabilities and pervasive
developmental disorders (Landsberger & Diaz, 2010) than the general population. In addition,
DHH individuals have increased rates of mental health problems such as anxiety, depression,
somatization, and paranoid ideation symptoms (Fellinger et al., 2005; Bridgman et al., 2000).
Despite such high rates of mental health issues, DHH continues to experience difficulties in

accessing quality mental health care (Vernon & Leigh, 2007). In a study with undergraduate and
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graduate students in behavioral health, most participants reported feeling unsure about their level
of competency about serving DHH population and had little knowledge about the needs of this
population (Tarmey, 2007). In addition, Bartlett (2017) found that mental health professionals,
including psychologists, psychiatrists, and psychological counselors had limited knowledge of
DHH culture and low awareness of DHH individuals.

Not surprisingly, stigma has direct and indirect effects on the mental health of DHH
individuals. Neal (2015) found that perceived discrimination was significantly associated with
depression. In another study with people with concealable stigmatized identities, it was found
that anticipated stigma leads to greater levels of psychological distress in terms of depression and
anxiety (Quinn & Chaudoir, 2015). Moreover, in a qualitative study by Wallhagen (2010),
researchers conducted interviews with DHH adults and found that deaf stigma lead to alterations
in DHH individuals’ self-perception. The results were deduced from discussions of DHH
individuals about the influence of the meaning of hearing loss, hearing aids, how they perceived
themselves and their partners, as well as their expectations about the perspectives of the others.

Regarding experienced stigma? (past experiences of prejudiced and discriminative
behaviors encountered by the stigmatized individual; Pescosolido & Martin, 2015), it was found
that such experiences predicted greater levels of depressive symptoms, anxiety, and lower quality
of life (Chapman & Dammeyer, 2017; Mousley & Chaudoir, 2018; Quinn & Chaudoir, 2015).
On the other hand, research is limited on DHH adults that focus on anticipated stigma and its

effects on their mental health. Two studies are exceptions (Chaudoir & Quinn, 2016; Quinn &

2 Of note, the terms “enacted” and “experienced” stigma are used interchangeably in the literature. In the current
study, we will use the term “experienced stigma.”
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Chaudoir, 2015) and revealed that anticipated stigma is linked to greater depressive symptoms
and anxiety among people with concealable stigmatized identities.

The literature on internalized stigma among DHH individuals is mixed. Internalized
stigma (or self-stigma) refers to endorsing, believing, and assimilating the perceived negative
stereotypes, discriminative behaviors and prejudice held by the others on the part of the
stigmatized individual (Pescosolido, 2015). Some studies suggested that internalized stigma
among DHH individuals is rare. That is, DHH individuals experience stigma and anticipate
further stigma, but do not necessarily internalize them (Pescosolido, 2015; Mousley & Chaudoir,
2018). One potential explanation is that DHH individuals who identify with DHH communities
are proud to belong to that culture and society (hence, the term Deaf with capital “D” refers to
the individuals who identify themselves with the Deaf community, Powell-Williams, 2017).
Therefore it is possible for them to internalize DHH stigma at lower rates or they have developed
a sense of belonging that protects them against internalized stigma (Bauman & Murray, 2014;
Mousley & Chaudoir, 2018). Contrary to these findings, Admire and Ramirez (2021) found that
DHH individuals reported internalized stigma when they experienced institutional and
interpersonal violence because they viewed themselves as “devalued persons” who are less
worthy than the hearing individuals. Such contrary findings indicate that social isolation and
rejection may be quite influential in aggregating internalized stigma, while community belonging
and social support may be beneficial (Admire & Ramirez, 2021).

Stigma, Social Support, and Mental Health

Social support refers to being cared for, loved, esteemed and valued as well as belonging

to a supportive network of individuals for communication and mutual obligation (Cobb, 1976).

In addition to being a significant predictor of the quality of life of DHH individuals, social
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support is positively associated with mental health (Lovretic et al., 2016). Nevertheless, the
majority of research that examines the link between social support, stigma and mental health
focuses on marginalized and vulnerable minority groups such as HIV patients and LGBTQ+
minorities, and there is not any study focusing on the DHH adults through including all of these
variables. For instance, Turan and his colleagues (2016) reported that lower rates of social
support and higher rates of loneliness may embitter depressive symptoms in individuals having
HIV, and according to the findings, depression mediated the relationship between internalized
stigma and treatment adherence. Similarly, in a study with the LGBTQ+ community as another
marginalized group, a relationship was found between social support, depression, and anxiety
levels of the participants. Namely, people with higher levels of social support have been found to
have lower levels of depression and anxiety (Budge et al., 2014).

When DHH individuals experience abuse, violence, and negative treatment in various
settings, they may internalize these experiences and perceive themselves as devalued individuals
(Admire & Ramirez, 2021). Those experiences, in turn, may have negative effects on their
mental health (Admire & Ramirez, 2021; West, 2017). Moreover, DHH individuals with severe
self-rated hearing problems (who become hard of hearing due to aging) demonstrated higher
levels of depressive symptoms when they had less social support, and higher levels of social
support were linked to lower levels of depressive symptoms (West, 2017). Although these
findings did not demonstrate a buffering effect of social support on the relationship between
hearing impairment and mental health, it was suggested that social support interacted with
mental health outcomes and had a moderator role in this relationship. In this context, providing
social support and an inclusive social environment is crucial to make DHH individuals feel

socially included (Olsson et al., 2021).
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The Current Study

The current study examined the relationship between experienced stigma, internalized
stigma and mental health symptoms among DHH individuals as well as their interaction with the
perceived social support. The hypothesized model 1 and 2 are presented in Figure 1. Consistent
with the literature (Mak et al., 2007; Lee et al., 2002), it was expected that there would be a
positive and significant correlation between stigma and mental health symptoms. The stress-
process paradigm suggests that social support can change the relationship between the stressor
and depression, where social support can act as a protective factor through interacting with the
stressor (Cohen & Wills, 1985). Building on that model, we hypothesized that perceived social
support would interact with the stigma experiences of DHH individuals. In this context, stressors
in the model were experienced stigma and internalized stigma, independently. Specific
hypotheses were as follows:
Model 1: Depressive symptoms

H, ;: Experienced stigma is positively associated with depressive symptoms.

H,;: Internalized stigma is positively associated with depressive symptoms.

H; ;: Perceived social support is negatively associated with depressive symptoms.

H,,;: Perceived social support moderates the relationship between experienced stigma

and depressive symptoms such that it decreases the effects of stigma on depressive

symptoms.

H; ;: Perceived social support moderates the relationship between internalized stigma

and depressive symptoms such that it decreases the effects of stigma on depressive

symptoms.



Model 2: Anxiety symptoms

H,,: Experienced stigma is positively associated with anxiety symptoms.

H,,: Internalized stigma is positively associated with anxiety symptoms.

H;,: Perceived social support is negatively associated with anxiety symptoms.

H,,: Perceived social support moderates the relationship between experienced stigma

and anxiety symptoms such that it decreases the effects of stigma on anxiety.

H;,: Perceived social support moderates the relationship between internalized stigma

and anxiety symptoms such that it will decrease the effects of stigma on anxiety.

Figure 1. Hypothesized models
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CHAPTER 2
METHOD
Procedure

To be eligible for the study, participants needed to be between 18 to 65 years old, and
either had total hearing loss or had partial hearing but used hearing assistance devices or methods
to communicate (e.g., sign language, hearing aid, cochlear implant, lip reading). Consistent with
current inclusive definitions of Deafness and being hard of hearing (National Association of the
Deaf, 2021; WHO, 2021; Aydogdu, 2017), we operationally defined DHH individuals in a broad
sense so that timing of the hearing loss (at birth vs. lifespan or pre-linguistic vs. post-linguistic)
or the degree of hearing loss (i.e., mild vs. total hearing loss) were not accounted for in the
participant selection. Participants who were completely illiterate (those who could not read either
Turkish, or simplified Turkish, or understand Turkish Sign Language; TSL) were excluded from
the study. We recruited participants via social network platforms (i.e., Instagram, Facebook,
Twitter), deaf and hard of hearing associations (i.e., DEM Dernegi), and word of mouth (i.e.,
TSL translators, TSL instructors, CODAs). Individuals who were eligible to participate in the
study continued with the consent form and completed the survey study in Qualtrics.

The consent form and the survey were available in three different formats to
accommodate the diverse needs of participants: 1) written materials in Turkish, 2) a simplified
Turkish version in parallel with TSL, 3) a videotaped version in TSL and supported with Turkish
subtitles. Two TSL translators translated, revised, and finalized the study materials. One of the
translators was a CODA (a child of a deaf adult), therefore, was bilingual. The other translator
was a hearing translator whose first language was Turkish. This survey translation process was

preferred because DHH individuals vary in their literacy rates, and there are grammatical
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differences between Turkish and TSL. Therefore, offering several options for survey format
ensured the accessibility and feasibility of our study while also increasing the validity of our
study measures.

All survey options (written Turkish, simplified written Turkish (parallel to TSL), and
videotaped TSL with Turkish subtitles) followed the same order of questions. The survey started
with a demographics form, followed by the scales. The completion of the study varied across
versions: it took around 34 minutes to complete for written in Turkish version (due to the
possible slowness of reading rates of DHH participants), 30 minutes for the simplified written
version, and 60 minutes for the videotaped TSL version. After the data collection was complete,
50 participants randomly drawn from the total sample were given 100 TL gift card to a
supermarket (A101) to compensate for their time to participate in the study. All study procedures
were approved by the Kog¢ University College of Social Sciences Ethics Review Board (Protocol
no: 2021.421.IRB3.196).

Participants

Data were collected from November 2022 to February 2023. Prior to the data collection,
we used G¥*Power program to determine the sample size. In order to achieve .80 power with
seven predictors at alpha = 0.05, the required sample size was 103 participants. The study was
conducted with a hard-to-reach population; therefore, we were able to recruit 97 participants in
total. Although the study was underpowered, we decided this sample size was adequate to test
the main study hypothesis.

Of the 97 participants, 31 (32%) were male, and 66 (68%) were female. Participants were
32.75 years old on average (SD = 9.86). Approximately half of the sample (51%, n = 49)

indicated that they were DHH from birth and the latter group (49%, n = 47) became DHH later
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on their lives. Among the participants who became DHH later, the mean age of hearing loss was
10.96 years (SD = 11.17). Regarding marital and relationship status, more than one-third of the
sample was single and not in a relationship (39.2%, n = 38) and married (36.1%, n = 35). The
rest of the sample reported being single and in a relationship (16.5%, n = 16), divorced

(6.2%, n = 6), and widowed (2.1%, n = 2). In addition, more than half of our participants had a
university degree (58.8, n = 57), followed by those with a high school diploma (29.9%, n =29), a
graduate degree (7.2%; n = 7) and primary school 83.1%, n = 3). Lastly, one participant reported
being literate but not having a diploma. There were no participants who were middle school
graduates. Regarding employment status, mostly our participants were full-time employed
(68.8%, n = 66). The rest of them were students (10.4%, » = 10), not employed (8.3%, n = 8),
part-time employed (6.3%, n = 6), and retired (6.3%, n = 6).

When communication preferences were investigated (where the DHH individuals could
select more than one option), 53.6% (n = 52) of the participants selected lip reading, 46.4% (n =
45) selected sign language and 45.4% (n = 44) selected speech (verbal) as their communication
preference. Moreover, 40.2% (n = 39) of our participants stated that they utilize hearing aids and
35.1% (n = 34) of them cochlear implant. Notably, the vast majority of our participants

(79.4%, n = 77) reported that they have other DHH individuals (i.e., relatives) around.
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Table 1. Demographic characteristics of the sample (N= 97)

Age (years)
Gender
Male
Female
Hearing loss period
Inborn
Later
Hearing loss age (if later is chosen)
Relationship status
Single and not in a relationship
Single and in a relationship
Married
Divorced
Widowed
Education level
No diploma, literate
Primary school
Middle school
High school
University

Masters

Mean (SD)

n(%)

n (%)

n (%)

n (%)

Mean (SD)

n (%)
n (%)
n (%)
n (%)

n (%)

n (%)
n (%)
n (%)
n (%)
n (%)

n(%)

32.75(9.86)

31(32.0%)

66 (68.0%)

49 (51.0%)
47 (49.0%)

1097 (11.17)

38 (39.2%)
16 (16.5%)

35 (36.1%)
6 (6.2%)

2 (2.1%)

1 (1.0%)

3(3.1%)

0 (0.0%)
29 (29.9%)
57 (58.8%)

7(7.2%)



Employment Status
Student
Part time employed
Full time employed
Not employed
Retired
Communication Preference*
Sign language
Speech (Verbal)
Hearing aid
Cochlear implant
Lip reading
Having other DHH individuals around
Yes

No

n (%)
n (%)
n (%)
n (%)

n (%)

n (%)
n (%)
n (%)
n (%)

n (%)

n(%)

n(%)

10 (10.4%)
6 (6.3%)
66 (68.8%)
8(8.3%)

6 (6.3%)

45 (46 4%)
44 (45.4%)
39 (40.2%)
34 (35.1%)

52 (53.6%)

77 (79.4%)

20 (20.6%)

19

*Note: Respondent could pick more than one option in this question. Therefore, total percentage exceeds 100%.

Measures

Demographic form. The survey included a demographic form that assessed age, gender,
the onset of deafness or hardship of hearing, relationship status, education level, employment

status, preferred methods or assistance devices to communicate, and whether they have DHH

relatives or not.
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Access to health care services. We also utilized 14-item access to health services scale to
assess barriers DHH individuals experience when seeking health care. The scale was constructed
based on questions used in studies on vulnerable populations such as refugees (Fuhr et al., 2020;
Sijbrandij et al., 2017), but the original study did not report the psychometric properties of the
measure. Of 14 items, 12 items inquired about the utilization of physical health, mental health,
TSL translation services and other issues related to the health care system (sample item: ‘Have
you ever had a 30-minute or longer counseling or therapy session with any professional?). All
items were dichotomized with two categories (yes / no). One additional dichotomous item
inquired perception on the access to health care (‘How would you evaluate deaf and hard of
hearing individuals' access to the health care services and health-related information?”) and was
rated as sufficient / insufficient. Also, one item was a checklist where participants could indicate
potential stigma experiences and discrimination. Options included; negative attitude of health
personnel, denial of their rights, absence of a health institution where they live, refusing to
provide them treatment or health care services and other stigma or discrimination experiences.
The checklist was also coded in a dichotomous format (yes/no).

Experienced Stigma Scale. Mousley and Chaudoir (2018) adapted the Experienced
Stigma Scale (a 26-item scale, Cronbach alpha = .85 in the original study). In this scale,
participants were asked whether they had experienced the situations presented in the items.
Examples of the items are “Not get hired for a job” or “Getting poorer service than others do at
restaurants or stores.” Response categories were “Yes, this has actually happened to me (1)” or
“No, this has never happened to me (0).” Of note, the "Roommates wanting to move out of the
apartment or dorm room" item on this scale were omitted in the current study as it was not

applicable to our target population. Cronbach alpha of the scale was .87 in the current sample.
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Internalized Stigma of Mental Illness Scale (ISMI). We used an adapted version of ISMI
to examine internalized stigma levels of DHH adults. ISMI was originally developed by Ritsher
et al. (2003) to measure the subjective experience of stigma. It has 29 items and five subscales;
alienation (6 items), stereotype endorsement (7 items), perceived discrimination (5 items), social
withdrawal (6 items) and stigma resistance (5 items). [tems of the stigma resistance subscale
were reverse-coded prior to the analysis so that higher scores in the scale indicated higher
internalized stigma. The original English version of ISMI demonstrated internal validity
coefficient as .90 and its’ test-retest reliability coefficient was » = .92. The internal consistency of
the subscales ranged from .58 to .80 and test-retest coefficients ranged from .68 to .94. Ersoy and
Varan (2007) adapted the ISMI to Turkish and they reported that it is a reliable and valid tool.
Cronbach’s alpha of the Turkish version of ISMI was .93 for the entire scale, ranging from .63 to
.87 for the subscales. For the current study, we used the Turkish version of ISMI and replaced
the items related to mental health with DHH to measure the internalized stigma of DHH. Sample
items were “I cannot contribute anything to society because I have a hearing disability” and “I
feel inferior to others who are not DHH.”) Items were rated from 1 (“strongly disagree”) to 4
(“strongly agree’). We used the total score of the scale which demonstrated adequate reliability
(0 =.89).

The Center for Epidemiologic Studies Depression Scale (CES-D). The scale was initially
designed to measure depressive symptoms with an emphasis on its’ affective components
(Raddolff, 1977). It is a self-report instrument in which participants are asked to rate how often
during the past week they have felt as stated in the items. It consists of 20 items rated on a 0
(“never-rarely”) to 3 (“mostly-usually”) scale. Items 4, 8, 12 and 16 were reverse-coded before

the statistical analysis. Examples of the items are “I was bothered by things that usually do not
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bother me” or “T had crying spells”. The total score on the CES-D range from 0 to 60, with
higher scores indicating greater depressive symptoms. Internal consistency of the scale was high
in both the general population (healthy) and clinical sample, o was .85 and .90, respectively
(Raddolff, 1977). It has shown adequate test-retest reliability (.45 to .70; Raddolff, 1977). For the
current study, Turkish version of CES-D was used (Tatar & Saltukoglu, 2010). It has been found
to demonstrate good psychometric properties for internal consistency (o range from .75 to .90),
the Guttman split-half coefficient (.89), and the test-retest reliability (two weeks; .69) with
Turkish samples. In our study, the Cronbach alpha of the scale was .89.

Brief Symptom Inventory (BSE). The scale was initially developed by Derogatis
(1992) to assess the psychological symptom status of participants. It is a 53 item self-report
symptom inventory in which each item is rated on a 5-point scale (0 = not at all, 4 = extremely).
In the original study (Derogatis, 1992), the scale had a nine factor solution with the subscales
including somatization, obsession-compulsion, interpersonal sensitivity, depression, anxiety,
hostility, phobic anxiety, paranoid ideation and psychoticism, with internal consistency
coefficients ranging from .71 (psychoticism) to .85 (depression). In addition, the test-retest
reliability (by two weeks) ranged from .68 (somatization) to .91 (phobic anxiety). BSI was
adapted to Turkish by Sahin and Durak (1994) and has shown high internal consistency with a
Cronbach's alpha ranging from .95 to .96 (Savasir & Sahin, 1997). In the Turkish adaptation
study, BSI was found to have five factors including anxiety, depression, negative self concept,
somatization and hostility. In the current study, 13 item anxiety subscale was utilized to measure
anxiety symptoms of DHH adults and higher scores indicated high levels of anxiety symptoms.

Cronbach alpha of the anxiety subscale was .88.
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Multidimensional Scale of Perceived Social Support (MSPSS). The scale was initially
developed by Zimet et al. (1988) to assess perceived social support. It is a self-report scale
consisting of 12 items in which participants rate perceived social support using 7-point Likert
type scale ranging from 1 (“very strongly disagree”) to 7 (“very strongly agree”). MSPSS has
three subscales that address different sources of social support: significant other, family and
friends. The original scale has good internal reliability, factorial validity, and adequate construct
validity (Zimet et al., 1988). Cronbach’s alpha was reported as .88 and it was .91, .87 and .85 for
each subscale, respectively. For the current study, Turkish version of MPSSS (Eker et al., 2001)
was used which demonstrated good internal reliability with Turkish samples (as range from .80
to .95). In the current study, we used the total score of the scale and internal reliability was .89.
Data Analysis

First, preliminary analyses were conducted to investigate the demographic characteristics
of the sample and participants’ experiences about access to health care services. In addition, the
distribution of variables were examined in terms of means, standard deviations, frequencies,
skewness and kurtosis. The correlations between age, access to health care and main variables
(experienced stigma, internalized stigma, perceived social support, depressive symptoms and
anxiety symptoms) were analyzed through Pearson correlation analysis. In addition, independent
samples t-test analyses were conducted to examine gender differences and differences by hearing
loss in dependent and independent variables.

For the main analyses, two separate multiple linear regression analyses were performed
for depression and anxiety. The models were built using enter method and missing data were
handled by listwise deletion. In the first step, experienced stigma, internalized stigma, and

perceived social support were added as the predictors and age was included as a control variable
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in both models. In the second step, three interaction terms (experienced stigma * perceived social
support; internalized stigma * perceived social support; and experienced stigma * internalized
stigma * perceived social support) were added to the models. Explained variance of each
dependent variable was assessed via R Squared and model fit indicators were reported via F tests

at p <.001.



Preliminary Analyses

CHAPTER 3

RESULTS
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Test of normality assumption. First, we investigated whether the distribution of scales

confirmed the assumptions of normality. As it can be seen in Table 2, there was no violation of

normality assumption since all scales’ kurtosis and skewness were in an acceptable range (+1.96

and -1.96). Therefore, it was concluded that the data were normally distributed and could be used

for multiple linear regression analysis.

Table 2. Descriptives of independent and dependent variables

N Mean SD Skewness Kurtosis

Variables Statistic ~ Std. Error ~ Statistic ~ Std. Error
Age 95 32.75 9.86 1.24 25 1.75 49
Access to health care

services 97 5.5 2.23 31 25 14 49
Experienced stigma 97 937 5.62 21 25 -.60 49
Internalized stigma 97 58.84 14.14 27 25 -.56 49
Perceived social support 97 60.24  19.27 -1.08 25 1.31 49
Depressive symptoms 97 20.14 11.36 64 25 11 49
Anxiety symptoms 97 88 67 1.14 25 1.82 49
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Access to health care and discrimination experiences. In addition, we investigated DHH
individuals’ reports of the availability of and access to physical and mental healthcare services
(Table 3). The majority of our participants reported that they had health insurance (83.5%, n =
81), there was a healthcare institution available in their residential area (90.7%, n = 88), and they
knew where to go and which doctor to see if they had any health problems (85.6%, n = 83). The
majority of DHH individuals (73.7%; n = 70) perceived their access to available healthcare
services and information as insufficient. Similarly, 74.7% (n = 71) of participants did not receive
sign language translation or support when they went to the hospital and 70.8% (n = 68) of the
sample have never been briefed on mental health issues, nor they have ever received any mental
health care such as counseling or therapy (75%, n = 72). Additionally, 64.2% (n = 61) of the
individuals who participated in this study have never been briefed on any topic about physical
health or physical illness. For 53.1% (n = 51) of the participants, it was financially challenging to
meet health care services and among them, 43.1% (n = 22) have postponed their health checks
due to economic difficulties. Almost half of the participants (52.6%, n = 50) felt stigmatized or
discriminated against while receiving health care services due to their DHH status and listed
several experiences of discrimination. The most common experience was the negative attitudes
of the health personnel (40.2%; n = 39), followed by denial of rights (23.7%; n = 23) and being
rejected to be provided with treatment or health care services (7.2%; n = 7). Further details on

the challenges to access to healthcare services are presented in Table 3.
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Table 3. Participants' access to healthcare

Do you have health insurance?

Is there an institution in your area where you can get healthcare
services?

Do you know where to go and which doctors to see if you have

any health problems?

When you go to the hospital, do you think that the healthcare

professionals inform you enough about the treatment options?

Would you evaluate DHH individuals’ access to available
healthcare services and healthcare information as sufficient?
Were you able to get sign language translation-support when
you went to the hospital for any reason, or do you think you can
get it if you request it?

Have you ever been briefed on any topic about mental health or
mental illness issues? (For example: depression, anxiety
disorders, therapy options...)

Have you ever had a 30-minute or longer counseling or therapy

session with any professional?

(If yes) Were you satisfied with the service you received?

Yes

n (%)

81 (83.5%)

88 (90.7%)

83 (85.6%)

41 (42.7%)

25 (26.3%)

24 (25.3%)

28 (29.2)

24 (25.0%)

18 (75.0%)

No

n (%)

16 (16.5%)

9 (9.3%)

14 (14.4%)

55 (57.3%)

70 (73.7%)

71 (74.7%)

68 (70.8%)

72 (75.0%)

6 (25.0%)



Have you ever been briefed on any topic about physical health
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34 (35.8) 61 (64.2%)
or physical illness? (For example: diabetes, cancer, drugs...)
When you receive health care services, is it financially 51 (53.1%) 45 (46.9%)
challenging for you to meet these services?
In the last 12 months, have you postponed your health checks
22 (43.1%) 29 (56.9%)
due to economic difficulties?
Have you ever felt stigmatized or discriminated against while
59 (52.6%) 45 (47.4%)
receiving health care services because you are DHH?
In which of the following issues have you experienced stigma
or discrimination?*
39 (40.2%)
Negative attitudes of health personnel
23 (23.7%)
Denial of my rights
2 (2.1%)
There is no health institution where I live
7 (7.2%)
Refusing to provide me with treatment or health care services
10 (10.3%)

Other

Note: *Respondent could pick more than one option in this question. Therefore, total percentage exceeds 100%.
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"Other" category was formatted as open-ended question. Therefore, the answers consisted of the stigma or
discrimation experiences written by the participants (e.g., “Health care personnel don't understand my problem and

they treat me as if I don't deserve to be treated as people who are not DHH”.

Correlational analysis. Pearson correlation coefficients were computed between
independent and dependent variables (Table 4). Access to healthcare services (count variable)
was significantly and negatively correlated with experienced stigma (r = -.36, p < .001), but was
not associated with any other variables in the model (internalized stigma, mental health
outcomes, and perceived social support, p > .05). Given the overlap between experienced stigma
and access to healthcare services, we decided to include experienced stigma in the main analysis
as a more broad assessment of stigma experiences and dropped access to healthcare services
variable.

Significant correlations between independent and dependent variables ranged from » = -
.21 to r =.74 and were low to high in magnitude. Results revealed that experienced stigma was
significantly and positively associated with internalized stigma (» = .32, p <.001), depressive
symptoms (r = .33, p <.001) and anxiety symptoms (r = .29, p <.001) and was negatively
correlated with perceived social support (= -.29, p <.001). In addition, internalized stigma was
significantly and positively associated with depressive symptoms (= .53, p <.001) and anxiety
symptoms (r = .48, p <.001) and it was negatively correlated with perceived social support (» = -
.30, p <.001). Moreover, perceived social support was significantly and negatively correlated
with both depressive symptoms (r = -.42, p <.001) and anxiety symptoms (r = -.28, p <.001).
Age was associated with all study variables except for access to health care services. Finally, a

strong correlation was found between depressive symptoms and anxiety symptoms (r = .74, p <
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.001; Table 4). Given those findings, we decided to run a separate regression analysis for
depression and anxiety. Bivariate correlations between independent variables (stigma variables
and perceived social support) were in an acceptable range and indicated no issues with
multicollinearity; therefore, we maintained the original model. Age was added to the model due

to its relevance to all selected variables.

Table 4. Pearson correlation coefficients between independent and dependent variables

1 2 3 4 5 6 7
1. Age 1
2. Access to health care
services 02 1
3. Experienced stigma -21% - 36%FE 1
4. Internalized stigma -22% -17 32wk 1
5. Perceived social support 32wk 04 S 20 FEk 3k 1
6. Depressive symptoms -23% -.14 JB3FHE §3wAEk 4Dk 1
7. Anxiety symptoms - 32wk 03 20%Fk - ARHFER _QREER - T4wEk ]

*p < 05, ¥**p < 001

Group comparisons. All study variables were compared by hearing loss timing (birth vs.
later). Independent samples t-test analysis showed that there was no significant difference
between participants who are inherently DHH and those who became DHH later on. Namely,
there were no statistical difference between two groups for experienced stigma, [ (94) = 1.43,p

= .16], internalized stigma, [t (94) = .06, p = .96], perceived social support [# (94) = .06, p = .95],
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depressive symptoms [7 (94) = -.85, p = 40], and [anxiety symptoms, ¢ (94) =-.77,p = 45].
Given those findings, we analyzed data using the full sample and did not control for hearing loss
timing in the final regression model (Table not shown).

All study variables were also compared by gender (men vs. women). According to the
results of the independent samples t-test, women reported significantly higher depressive
symptoms, [z (95) = 1.96, p = .05] and anxiety symptoms [z (95) = 2.40, p = .02], than men. There
were no gender differences in reports of experienced stigma [z (95) = .212, p = .83], internalized
stigma [z (95) = -.79, p = .43], and perceived social support, [¢(95) = -.57, p = .57]. Since the
sample size was small and the results were marginally significant at p < .05, gender was not
included in the final model as a variable.

Main Analysis: Multiple Linear Regression

For the main analysis, we conducted multiple linear regression analyses separately for
depressive symptoms (Model 1) and anxiety symptoms (Model 2) in two steps. In the first step,
the model included age, stigma variables, and social support (Model 1a for depressive symptoms
and Model 2a for anxiety). In the second step, we added interaction terms between stigma and
social support to the full model (Model 1b and 2b for depression and anxiety, respectively; Table
5).

In Model 1a, internalized stigma was positively (B = .43, p <.001) and perceived social
support was negatively (B = -.27, p = .004) associated with depressive symptoms. On the other
hand, age (p = -.02, p = .82) and experienced stigma (f = .11, p = .21) were not related to
depressive symptoms. The model 1a accounted for 39% of the variance and demonstrated a good
fit to the data [F(4, 90) = 14.63, p <.001]. After adding the two and three-way interactions to the

model (Model 1b), associations of internalized stigma ( = .32, p =.19) and perceived social
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support (B =-.13, p = .70) with depressive symptoms became nonsignificant. In model 1b,
experienced stigma was still nonsignificant but there was a trend (B = .52, p =.07). In addition,
all interactions' effects were nonsignificant. Contrary to our hypothesis, perceived social support
did not moderate the relationship between internalized stigma, experienced stigma, and
depression. The Model 1b accounted for 42% of the variance.

In Model 2a, internalized stigma was the only significant predictor of anxiety (p = .38, p
< .001) and age was marginally nonsignificant, indicating a trend (p = -.01, p = .06). On the
other hand, experienced stigma (3 = .10, p = .30) and perceived social support (§ =-.08, p = 41)
did not significantly predict anxiety. The final model explained 30% of the variance in anxiety
symptoms. Model fit was significant at F(4, 90) = 9.22 (p < .001). The model with interaction
terms (Model 2b) yielded different results; age (§ =-.19, p = .04) and experienced stigma ( =
68, p = .03) became significantly associated with anxiety symptoms. Additionally, the
relationship between anxiety symptoms and internalized stigma remained significant (§ = .57, p
= .03) after adding the interaction variables. Similar to Model 1b, all interaction terms were
nonsignificant in Model 2b (Table 5). The final model accounted for 33% of the variance in

anxiety symptoms.



Table 5. Multiple linear regression analysis findings
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Variable

Age

Experienced stigma (ES)

Internalized stigma (IS)

Perceived social support (PSS)

ES x PSS

IS x PSS

ES x IS X PSS

Model indices

F test and p value

R squared

Adjusted R squared

Model 1:

Depressive symptoms

Model 2:
Anxiety symptoms

Model la
B p
value
-02 82
A1 21
43 <001
-27 004
1463 <.001
39
37

Model 1b Model 2a Model 2b
B p B p B p
value value value
-.04 .65 -.18 06 -19 04
S2 07 .10 30 .68 03
32 19 38  <.001 S7 03
-.13 .70 -.08 41 37 30
-.69 a1 -47 30
08 .83 -16 .69
29 S5 -15 .77
892 <.001 9.22 <.001 6.09 <.001
42 29 33
37 26 28
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CHAPTER 4:
DISCUSSION

In the current study targeting DHH adults, we investigated the barriers to access to health
care as well as the relationship between experienced stigma, internalized stigma, and mental
health symptoms (depression and anxiety) and the potential role of perceived social support for
mental health. Overall, our study demonstrated that stigma and perceived social support have
different links to depression and anxiety among DHH individuals. Specifically, higher levels of
experienced stigma was associated with increased levels of self-reported anxiety, but not
depression. Internalized stigma and age appear as robust predictors of anxiety symptoms,
suggesting that DHH individuals who are younger and self-stigmatize report more anxiety
symptoms. On the other hand, perceived social support and internalized stigma were
independently linked to depressive symptoms, but did not interact with one another in the current
study.

Internalized stigma played a partial role in the increase in depressive symptoms and a
more robust role in the alleviation of anxiety symptoms. In the current study, internalized stigma
(self-stigma), defined as the stigmatized individual’s acceptance, belief, and assimilation of the
perceived negative stereotypes, discriminatory behaviors, and prejudice held by the others
(Pescosolido, 2015), played a more key role than experienced stigma. It appears that the
endorsement of the negative beliefs and assimilation of negative stereotypes attributed to DHH
population may make DHH individuals more vulnerable for developing mental health issues
(Mousley et al., 2018).

DHH individuals, as well as other stigmatized populations, may develop anxiety and

depression in addition to other mental health problems regardless of their discrimination
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experiences (Fellinger et al., 2005; Fellinger et al., 2012; Kushalnagar et al., 2019; Kvam et al.,
2007). Limited research in the literature focuses on the relationship between internalized stigma
and mental health problems among DHH individuals. Contrary to our findings, the only study in
the literature focusing on DHH adults, stigma and mental health found a significant and negative
relationship between experienced stigma, depression and anxiety, and a non-significant role of
internalized stigma on DHH individuals’ mental health (Mousley & Chaudoir, 2018). All limited
research focusing on mental health, stigma and DHH individuals considered, our findings
regarding internalized stigma can be interpreted through considering the literature on the
internalized stigma experiences of the DHH adults and the negative effects of internalized stigma
on mental health in other stigmatized identities (Hatzenbuehler et al., 2013; Hinshaw & Stier,
2008; Meyer, 2013).

With regard to internalized stigma and its negative effects on mental health, Turan and
his colleagues (2017b) investigated the relationship between community stigma and mental
health outcomes and found a mediator role of internalized stigma, which negatively effected self-
esteem, depressive symptoms, avoidance coping and self-blame among individuals living with
HIV. Moreover, similar to our findings, internalized stigma was linked to increased depression,
anxiety, and suicidal ideation among sexual minorities (Cronin et al., 2021). In addition, in a
meta-analysis on stigma and mental health across other stigmatized identities, it was reported
that stigma increased psychological distress and had negative effects on adjustment and growth.
In a study conducted by Whitehead and his colleagues (2016) with LGBT individuals as one of
the other stigmatized identities, a significant and negative relationship between internalized
stigma and self-esteem was found and potential participation in negative health behaviors was

emphasized as the outcome of this relationship. Similarly, in a study conducted with DHH and
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visually impaired individuals, internalized stigma was higher for DHH individuals and it
mediated the relationship between perceived personal discrimination and self-esteem (Pérez-
Garin et al., 2021). If evaluated by adapting to the internalized stigma of being deaf or hard of
hearing, these results are also in line with the self-stigma of mental illness model in which self-
esteem decrement is considered as the final outcome of internalized stigma (Link, 1987; Link &
Phelan, 2001). Based on these findings, it can be suggested that impairments in self-esteem may
be another outcome of internalized stigma in addition to the increase in depression and anxiety
symptoms. In this context, studies document that low self-esteem resulted in a vicious cycle with
early onset and worst prognosis of psychiatric disorders, and its’ negative effects on mental
health endured even after the remission of disorders (Pérez-Garin et al., 2021; Silverstone &
Salsali, 2003). Moreover, in accordance with our findings, minority stress model describes
stigma as one of the main factors that lead to poorer mental health outcomes (i.e., anxiety;
Dohrenwend, 2000; Meyer & Northridge, 2007; Meyer, 2013).

Additionally, internalization of the stigma experienced by DHH individuals may lead to
alterations in their self-perception and formation of a devalued image in their self-worth, which
is also referred as "the most destructive form of violence" and it may reinforce the notion that
DHH individuals are inferior (Admire & Ramirez, 2021; Sobsey & Doe, 1991; Wallhagen,
2010). In addition, the process in which DHH individuals internalize the stigma that they
experience and view themselves as devalued individuals (Admire & Ramirez, 2021), may have
been contributed to their depressive symptoms, as Beck (1979) suggested in his cognitive triad
model which he proposed a vicious cycle that negative views about oneself leads to negative
views about the world and the future. Therefore, by changing the self-image in a negative way,

internalization of the stigma may appear as a risk factor for depressive symptoms. In sum, it
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could be suggested that internalization of the stigma is a significant risk factor that may put
individuals at higher risk for developing psychopathologies such as depression and anxiety.

Contrary to our hypotheses, experienced stigma was related to an increase in anxiety
symptoms, but not depression. Even though the accumulating evidence suggests a positive and
significant relationship between stigma experiences and depression levels in different hearing
and DHH populations (Chapman & Dammeyer, 2017; Hatzenbuehler et al., 2013; Heredia
Montesinos, 2012; Li et al., 2021; Mousley & Chaudoir, 2018; Marti-Pastor et al., 2020), our
results only suggested a partial link between the two variables. It can be suggested that although
stigma is related to serious problems for mental health, it may bring out the urge to develop new
and more effective coping methods, a sense of purpose, and closer relationships with the
stigmatized group that the one belongs to (Frost, 2011). Literature on stigma and depression
emphasizes that the internalization of the stigma experienced by individuals as a significant
factor that might be effectful on depression (Amini-Tehrani et al., 2021; Li et al., 2020; Li et al.,
2021; Lo Hog Tian, 2021). Therefore, it could be argued that the the experienced stigma by itself
might not be an influential factor in explaining changes in the depression level. In other words,
individuals’ perceptions about their stigma experiences and the level that they internalize this
stigma might have hindered the effect of experienced stigma on depression.

Additionally, perceived social support was a protective factor for depression, but not for
anxiety. However, social support did not interact with stigma and functioned as an independent
factor for the alleviation of depression. Similar to our findings, in a study with DHH individuals
(with poor vs excellent hearing), high levels of social support reduced depressive symptoms of
DHH individuals with poor self-rated hearing and social support was associated with alleviation

of the depressive symptoms (West, 2017). One possible explanation for the non-significant
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relationship between anxiety and perceived social support and its lack of interaction with stigma
types might be made through intergroup anxiety, originally defined by Stephan and Stephan
(1985). Major tenets of intergroup anxiety suggest that it increases and causes discomfort for
both interactants (able and disabled individuals) when they communicate. Accordingly, DHH
individuals may make assumptions regarding the possibility of their interactions with hearing
individuals as the outgroup members to be negative and that they will experience rejection and
discrimination (Stephan & Stephan, 1985). In addition, they may internalize this anticipated
stigma and self-doubt about their ability to communicate with outgroup members, which
eventually increase their anxiety (Stephan & Stephan, 1985). As the other interactant part,
outgroup members’ anxiety levels may also increase due to the uncertainty and lack of
knowledge about the appropriate behaviors they should engage in these interactions (Stephan &
Stephan, 1985). Therefore, the lack of a protective role of social support in alleviating the
anxiety levels of DHH individuals and the lack of interaction between social support and stigma
types may be due to DHH individuals' perception of social support resources as a factor that may
trigger stigmatization and increase their anxiety. In sum, our findings suggest that DHH
individuals who seek and receive social support from significant others have benefits in
alleviating their depressive symptoms, but the effect of other protective factors for their anxiety
levels and psychological well-being might be in question.

We expected that when individuals with DHH experience stigma or internalize the stigma
that they experience, perceived social support of significant others would act as a protective
factor for their mental health. Contrary to our hypotheses and premises of the stress-process
paradigm (Cohen & Wills, 1985), social support did not moderate the relationship between

stigma and mental health. That is, DHH individuals’ perception of the social support did not
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change the relationship between internalized stigma, experienced stigma, and depression and
anxiety levels. Regarding the overall non-significant moderating effects of perceived social
support (for both experienced and internalized stigma), this contradictory finding could be
explained in several ways. One possibility is that, receiving visible social support might be
interpreted as ‘neediness’ which may perpetuate the stereotype that they are vulnerable, in need
of help, and hierarchically lower than the provider of the support who is superior then themselves
(Zee & Bolger, 2019). Moreover, DHH individuals may feel so isolated that their perceived
social support may be too low to detect any protective role against stigma, indicating a floor
effect. Indeed, this feeling of isolation may cause feelings of being left out even among their
significant others who need to be the primary source of social support (Sheppard, 2014). DHH
individuals’ isolation within family environments which was referred as “dinner table syndrome”
(Lee et al., 2022), eventually may rule out their significant others' (i.e. family) role as a resource
of social support and protective role against stigma. In a study focused on DHH individuals and
their mental health, it has been reported that DHH individuals feel stigmatized about their
problems even within their own community and were concerned about confidentiality which may
lead them not to share their problems and seek social support when it is needed (Cabral et al.,
2013). Specifically, as individuals existing both in the hearing and the DHH worlds, being in a
position in which they seek social support for another issue may bring the possibility of a
“double stigma” against them (Cabral et al., 2013). In this context, DHH individuals may not
have seen social support as a protective factor, but as another factor that may cause
stigmatization. Therefore, they may not utilize social support as a coping mechanism in order to

avoid an extra resource of stigma.
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Another potential explanation pertains to other potential protective factors (other than
social support) that are helpful in enduring the challenges of stigma. For instance, in the current
study social support was assessed as supportive interactions with friends, partners or significant
others — that is our operational definition of social support was restricted to significant others.
However, support of DHH community, belonging, and identification with the DHH culture may
be important factors to help DHH individuals persist despite the negative effects of stigma.
Indeed, sense of belonging is regarded as one of our basic human needs and it is crucial for
survival (Baumeister & Leary, 1995). In that sense, embracing the DHH identity and belonging
to DHH community may be a potential protective factor for DHH individuals’ well-being while
coping with the adverse effects of stigma (Chapman & Dammeyer, 2017; Crabtree, 2010;
Powell-Williams, 2017). In sum, perceived social support benefits DHH individuals in dealing
with depressive symptoms, but offers no protective value in dealing with stigma and its negative
consequences for mental health.

Of note, findings pertaining to age are noteworthy. Our study demonstrated that as age
decreased, DHH individuals’ anxiety levels were more prone to increase. This finding is in line
with previous research that showed a negative relationship between age and anxiety (Carden et
al., 2022; Gould & Edelstein, 2010). Our results regarding younger DHH individuals
experiencing more anxiety may be explained through Socioemotional Selectivity Theory
(Carstensen, 1992). According to the Socioemotional Selectivity Theory (Carstensen, 1992),
individuals' ability to regulate their emotions and utilize positive experiences increases as they
age, enabling them to cope with discriminatory experiences more quickly and easily and
internalize the stigma at a lower level. Similarly, Carden and his colleagues (2022) found that

there is a decrease in perceived discrimination among younger individuals. As our findings
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suggested, experienced stigma and internalized stigma is related to an increase in anxiety.
Therefore, young DHH individuals might be exposed to higher levels of stigma which might
eventually increase their anxiety levels. On the other hand, age was not a significant predictor of
depression scores of DHH individuals either before or after adding the interaction variables.
Previous findings on the relationship between age and depression is mixed. While some studies
reported a significant and positive relationship (Stordal et al., 2003), others reported no
significant correlation between age and depression (Jorm, 2000). The researchers suggested that
the discrepancy between these findings may be explained through other variables and risk factors
(e.g., gender, race, social support) that may influence the results (Stordal et al., 2003). Although
the relationship between age and depression and the variables which may effect this relationship
might be in question, our results supported the studies which reveal a nonsignificant role of age
on depression.
Limitations and Strenghts

There are several limitations of the current study. First of all, most of our participants
were women and more than half of the participants were university graduates, suggesting a bias
in the sample towards a relatively less advantaged and educated subpopulation of DHH
individuals. Secondly, the study was designed as cross-sectional. Since the research was not
designed as experimental, no causal inferences can be made from our results. We can not provide
any finding regarding the direction of the relationships. In other words, our hypotheses'
directions may be reversed. Namely, participants may have internalized the stigma and found
themselves in a more depressive or anxious mental state, or they may have a tendency to
internalize stigmatizing attitudes from the others due to ongoing depression or anxiety issues.

Similarly, we can not draw any conclusions regarding whether participants' experiences of
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stigma have caused their anxiety or they were exposed to stigmatizing behaviors from their
surroundings as a result of their anxious nature. Of note, we also acknowledge that we did not
assess other potential stigma factors such as associative stigma (stigmatizing attitudes of family
members, their experiences of stigma and their self-stigma) and disclosure. DHH individuals
may refrain from disclosing their status, yet we did not have information on concealment efforts
and its potential role in internalized and experienced stigma. Finally, we acknowledge that our
study sample was relatively small and the study may lack enough power to detect potential
significant associations between stigma and mental health.

Besides limitations due to the nature of the research design, there were also some
limitations stemming from the characteristics of the sample group of our study. One of the major
issues in the current study was related to recruitment difficulties during data collection. The
DHH participants lacked the motivation to participate in our study. This issue can be actually
attributed to the overall recruitment and engagement issues with vulnerable groups (Flaskerud et
al., 1998; Sutton et al., 2003). Similarly, we observed that DHH adults were cautious, critical,
and guarded about participation, possibly due to the worries about confidentiality and being
stigmatized. Such issues may have biased our results because DHH individuals who feel the
most stigmatized, isolated and discriminated may have refused to participate the study. It may be
also the contrary claim; we may have recruited participants with the most strong relationship
with DHH organizations, hence, they have relatively low mental health issues or high social
support to deal with stigma.

Although there were several limitations as mentioned above, the current study has
contributed to the literature. Our study is one of the few empirical research with Turkish DHH

individuals that offers a detailed and comprehensive picture of DHH adults’ stigma experiences
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and the level in which they internalize the stigma that they experience. Additionally, our findings
contributed to the literature by examining the roles of stigma types (i.e., experienced stigma,
internalized stigma) and the effect of perceived social support on depression and anxiety
symptoms of DHH individuals. Our study expands the research on stigma literature investigating
one of the minority populations in Turkey. It is known that stigma has many negative effects on
mental health (Admire & Ramirez, 2021; Clair, 2018; Fellinger et al., 2012; Sheppard & Badger,
2010; West, 2017). In addition, populations that are likely to be stigmatized, such as DHH adults,
are known to experience the detrimental effects of stigma on their mental health. However, there
was a gap in the literature regarding the lack of studies investigating these factors together and
focusing on DHH adults. Our findings highlighted the critical role of internalized stigma in terms
of depression and anxiety symptoms of DHH adults. In this context, our study shed light on the
importance of stigma for DHH adults’ mental health and might contribute to the understanding
for future studies in terms of factors related to the psychosocial processes, such as perceived
social support.

In addition, the current study might contribute to the visibility of DHH adults living in
Turkey and raise awareness about their unmet needs in the healthcare system, especially in the
mental health area. In our study, 70% of our participants evaluated their access to healthcare
services and healthcare-related information as insufficient. Their experience with mental health
services was even more remarkable. 68% of our participants have never been briefed on any
topic about mental health or mental illness issues and 72% of them never had a counseling or
therapy session with any professional. Therefore, it is crucial to add on improvements in the

prevention and intervention studies for DHH community health care. In this context, we hope
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that our findings will contribute to the awareness of professionals working in the field of mental
health.

Most importantly, our study is an example for future studies on DHH population in terms
of its data collection method. The fact that DHH individuals use various methods for
communication makes it impossible to collect data with a single type of material. In our study,
we prepared the online survey in three formats (Turkish written version, simplified Turkish
written version, and TSL videotaped version with subtitles) to address the diverse
communication needs of DHH individuals. Such an approach underscores the heterogeneous
nature of the DHH community. We hope that the presentation of research materials through this
highly inclusive method, which ensures that the entire DHH population is able to comprehend
the data collection materials, will serve as an example for future studies and could hopefully
inspire the researchers in our field to focus on DHH and mental health topics by highlighting the
gap in the literature.

Implications for Future Research

The experiences of DHH adults with regard to stigma and its impact on their mental
health would be better understood by a longitudinal design because it would enable us to gain
information on how experienced and internalized stigma may change over time or how their
association may interact with the onset and prognoses of depression and anxiety. In addition,
although our findings suggested a relationship between internalized stigma, depression and
anxiety, future studies might focus on experienced stigma through considering other stigma types
in different models. Specifically, investigating the mediator role of internalized stigma on the

relationship between experienced stigma and mental health through a study with a higher sample
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size might be beneficial to understand the dynamics between various types of stigma (i.e.,
perceived, anticipated) and its’ effects on the mental health of DHH adults.

In addition, although there are many unanswered research questions in the clinical
psychology literature in terms of studies focusing on DHH adults, it is essential to turn the focal
point from the psychopathology oriented approach to the protective factors and resilience of
DHH adults in future studies. In the current study, perceived social support was investigated as
one of the factors that may contribute to the psychological well-being of DHH adults. Contrary
to our expectations, its' lack of significant relationships with the other variables suggests many
research questions and variables that can be considered such as community belonging,
identification, and self-esteem (Bat-Chava,1993; Munoz, 2000; Olsson, 2021). In addition,
although social support is considered as a protective source for the individuals coping with
difficult situations, studies document that it can have negative effects when it is done directly and
recognizably and perceived as “help” by the recipient of social support (Zee and Bolger, 2019).
Future research could explore these variables with more complex models to better understand the
differences or similarities between visible vs invisible social support on the relationship between
experienced or internalized stigma and the psychological well-being of DHH adults.

Lastly, our participants’ moderate scores on experienced and internalized stigma might
raise the question of whether this situation is related to other variables that were not investigated
such as, group identification. Chapman and Dammeyer (2017) found that although feeling
discriminated against explains psychological well-being, individuals who identify as deaf,
hearing or bicultural had higher levels of psychological well-being compared to the participants
who identify as neither deaf nor hearing. Investigation of such protective factors in future studies

could be beneficial in terms of intervention and prevention studies in the field of application.
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Suggestions for Clinical Practice

This study has emphasized the key role of internalized stigma in DHH individuals' mental
health. Our findings demonstrated the need for identifying and treating self-stigma tendencies
among DHH individuals when dealing with experiences related to prejudice, discrimination,
labeling, stereotyping and negatively biased attitudes. Cognitive Behavioral Therapy (CBT; Roe
et al., 2014) and other therapeutic modalities or techniques that aim to alleviate the negative
effects of internalized stigma, such as focusing on training in self-compassion for internalized
stigma (Edwards, 2022), may assist individuals in managing adverse effects of stigma on their
psychological well-being.

DHH individuals might utilize a different language (i.e., TSL) or have inadequate literacy
to comprehend written therapy materials (O’Hearn & Pollard, 2008). Therapies that rely on
written materials or processes and include frequent use of metaphors or acquire familiarity with
culture-related issues might be challenging for this unique population (O’Hearn & Pollard,
2008). Although there are few studies focused on the adaptation of therapy modalities for the
utilization with DHH individuals (e.g., dialectical behavior therapy, solution-focused therapy,
constructionist therapy, and CBT), many of the modalities and methods remain unavailable to
DHH clients due to extensive reliance on written materials, and other culturally specific qualities
(Estrada & Beyebach, 2007; Fellinger et al., 2012; Munro et al., 2008; O’Hearn & Pollard,
2008). Additionally, clinicians need to be aware that DHH individuals might lack the proper
understanding of or motivation to access and employ mental health care services (Glickman,
2008). In terms of being culturally prepared, they might not have the prior knowledge to work
with mental health professionals as hearing individuals do, which might also be an issue for

mental health professionals in their clinical practice (Glickman, 2008). Therefore, clinicians
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should be aware of these difficulties that might be faced in therapeutic environments, improve
their familiarity with DHH culture, and modify the methods according to the unique needs of this
specific population.

Lastly, as the findings of the current study and previous studies demonstrated, although a
variety of mental health problems are prevalent among DHH individuals (Fellinger et al., 2005;
Bridgman et al., 2000; Kvam et al., 2007; Kushalnagar et al., 2019), their access to health
services, especially mental health services is quite limited (Mousley & Chaudoir, 2018; Fellinger
et al., 2012). Due to communication barriers, DHH individuals are mostly unable to comprehend
the information related to the diagnosis and treatment (Sheppard, 2014). By offering specialized
services with clinical practitioners educated to directly communicate with DHH individuals or
with sign-language interpreters, it is possible to increase and improve their access to health and
mental health care services (Fellinger et al., 2012).

Conclusion

In conclusion, the findings of this study emphasized the importance of internalized
stigma for DHH adults’ mental health, the partial importance of social support for depression,
and the importance of internalized and experienced stigma for anxiety. This study is among the
first known research that provide quantitative evaluation and empirical support regarding the
relationship between stigma, perceived social support and mental health among Turkish DHH
adults. Our findings added to the existing literature on stigma and addressed much-needed

research on DHH individuals and their mental health.
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APPENDIX A: Version Selection

1) Anketi agagidaki versiyonlarin hangisinde goriintiilemek istiyorsunuz?
() Tiirkce
() Sadelestirilmis Tiirkce

() Tiirk Isaret Dili videolu versiyon (Tiirkge alt yazili ve ses destekli)

64



1y

2)

3)

APPENDIX B: Participation Criteria

Sagir veya isitme engelli misiniz?
() Evet
() Hayir

18-65 yas araliginda misiniz?
() Evet

() Hayir

Tletisim kurmak igin isaret dili, isitme cihazi, koklear implant ve dudak okuma gibi
yontemlerden/araglardan birini veya birden fazlasini kullantyor musunuz?

() Evet
() Hayir

65



APPENDIX C: Demographics Form

1) Kag yasindasimiz? Liitfen asagiya yaziniz.

2) Cinsiyetiniz nedir?
() Kadin
() Erkek
() Diger

3) Sagirlik veya isitme engellilik durumunuz:
() Dogustan itibaren var

() Sonradan gelisti

4) Sagirlik/isitme engellilik durumunuz kag yasinda gelisti? Liitfen agagiya yaziniz.

5) 1liski durumunuzu asagidaki seceneklerden hangisi tanimlar?
() Bekarim ve iligkim yok
() Bekarim ve iligkim var
() Evliyim
() Bosandim

() Dulum (esim vefat etti)
6) Devam eden bir iligkiniz var m1?
() Evet

() Hayir

7) Egitim durumunuz nedir? (Liitfen en son mezun oldugunuz dereceyi isaretleyiniz.)
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() Egitim almadim, yalnizca okuma yazma biliyorum
() Ilkokul

() Ortaokul

() Lise

() Universite

() Yiiksek lisans

() Doktora

8) Calisma durumunuzu tanimlayan secenegi isaretleyiniz.
() Ogrenciyim
() Yar1 zamanl (part time) ¢alistyorum
() Tam zamanl ¢aligtyorum
() Calisgmiyorum

() Emekliyim

9) Iletisim kurmak i¢in asagidaki seceneklerin hangisinden/hangilerinden faydalaniyorsunuz?
() Isaret dili
() Konugma (sesli)
() Isitme cihazi
() Koklear implant
() Dudak okuma

10) Cevrenizde sizden bagka sagir/isitme engelli var m1?
() Evet
() Hayir
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APPENDIX D: Access to Healthcare Services Form

Bu boliimde, saglik hizmetlerine erisiminiz konusunda sorular sorulacaktir. Liitfen herhangi bir
nedenle saglik kurumuna gittiginizde yasadiklariniz1 diisiinerek sorulara cevap veriniz.

1) Saglik sigortaniz var mi1?
() Evet
() Hayir

2) Oturdugunuz bolgede saglik hizmeti alabileceginiz bir kurum var m1?
() Evet
() Hayir

3) Herhangi bir saglik probleminiz oldugunda, nereye gideceginizi ve hangi doktorlarla
goriisebileceginizi biliyor musunuz?

() Evet
() Hayir

4) Hastaneye gittiginizde saglik ¢alisanlarinin tedavi segenekleri konusunda sizi yeterince
bilgilendirdigini diigiiniiyor musunuz?

() Evet
() Hayir

5) Sagir ve isitme engellilerin, mevcut saglik hizmetlerine ve sagliga yonelik bilgilere erisim
imkanlarini nasil degerlendirirsiniz?

() Yeterli

() Yetersiz

6) Herhangi bir nedenle hastanaye gittiginizde isaret dili destegi alabildiniz mi veya talep
ederseniz alabileceginizi diislinliyor musunuz?

() Evet
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8)

9)

69

() Hayir

Akil sagligi veya akil hastali1 sorunlart hakkinda herhangi bir konuda bilgilendirildiniz mi?
(Ornegin: depresyon, kaygi bozukluklari, terapi secenekleri...)

() Evet
() Hayir

Hayatinizda hi¢ herhangi bir profesyonelle 30 dakika veya daha uzun siiren bir psikolojik
danigma veya terapi seansiniz oldu mu?

() Evet
() Hayir

Aldiginiz hizmetten memnun kaldiniz mi1?
() Evet
() Hayir

10) Fiziksel saglik veya fiziksel hastaliklar hakkinda herhangi bir konuda bilgilendirildiniz mi?

(Ornegin: diyabet, kanser, ilaclar...)
() Evet
() Hayir

11) Sagir veya isitme engelli oldugunuz i¢in saglik hizmeti alirken kendinizi damgalanmis veya

ayrimciliga ugramis hissettiginiz oldu mu?
() Evet
() Hayir

12) Asagidaki konulardan hangilerine bagli bir damgalanma veya ayrimcilik deneyimlediniz?

Gecerli olanlarin hepsini isaretleyin.

() Saglik personelinin tutumu

() Haklarimin reddi

() Yasadigim yerde saglik kurumu olmamasi

() Bana tedavi saglamay1 veya saglik hizmeti vermeyi reddetme

() Diger
Belirtiniz: ........ccoovvvvveiiie...
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13) Saglik hizmeti aldiginiz zamanlarda, bu hizmetleri karsilamak sizin i¢in maddi olarak
zorlayici oluyor mu?

() Evet
() Hayir

14) Son 12 ay icinde, ekonomik giicliikler sebebi ile saglik kontrollerinizi ertelediginiz oldu mu?
() Evet
() Hayir
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APPENDIX E: Experienced Stigma Scale
Deneyimlenen Damgalanma Olcegi

Gecmiste asagidakilerden hangisi sagir/isitme engelli olmaniz nedeniyle gercekten basimiza
geldi? Ifadeleri okuduktan sonra, uygun olan secenegi isaretleyiniz.

1) Birige alinmamak
() Evet, bu gercekten basima geldi
() Hayir, bu hi¢ bagima gelmedi

2) Is terfisi verilmemesi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

3) Bir isten kovulmak
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

4) Bir 68retmen tarafindan, egitiminize devam etmeniz konusunda cesaretinizin kirilmasi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ bagima gelmedi

5) Egitiminize devam etmeniz i¢in burs almay1 istemeniz, fakat reddedilmeniz
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi



6) Ev kiralamanizin veya satin almanizin engellenmesi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

7) Banka kredisi talebinizin reddedilmesi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

8) Komsular tarafindan yasadiginiz mahalleden gitmeye zorlanmak
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

9) Size tibbi bakim verilmesinin reddedilmesi (veya daha asag1 diizeyde verilmesi)
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

10) Size hizmet vermenin reddedilmesi (veya daha asag1 diizeyde verilmesi) (Ornegin su
tesisatgisi, tamirci vb. tarafindan)

() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ bagima gelmedi

11) Polis tarafindan giigliik ¢ikarilmasi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

12) Insanlarin, sizin onlar kadar iyi olmadiginizi diisiiniiyormus gibi davranmasi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

13) Insanlarin, sizin zeki olmadiginiz1 diisiiniiyormus gibi davranmasi
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() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

14) Size, diger insanlara davranildigindan daha az saygiyla davranilmasi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

15) Size, diger insanlara davranildigindan daha az kibar davranilmasi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

16) Insanlarin sizden korkuyorlarmis gibi davranmasi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

17) Restorantlarda veya magazalarda diger insanlardan daha kotii hizmet almak
() Evet, bu gercekten basima geldi
() Hayir, bu hi¢ basima gelmedi

18) Insanlarin size giivenilmezmis gibi davranmasi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ bagima gelmedi

19) Insanlarin size takma isimlerle seslenmesi veya hakaret etmesi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

20) Insanlarin sizi tehdit etmesi veya taciz etmesi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi
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21) Arkadaglarmizin sizinle vakit ge¢cirmeyi birakmasi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ bagima gelmedi

22) Arkadaglarmizin sizden kacinmasi
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

23) Insanlarn, sizi daha yakindan tanimak istememeleri
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

24) Insanlarin, sizinle flort randevusuna ¢ikmak istememeleri
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi

25) Insanlarin, sizinle yakin bir iliski icine girmek istememeleri
() Evet, bu gercekten bagima geldi
() Hayir, bu hi¢ basima gelmedi
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APPENDIX F: Internalized Stigma of Mental Illness Scale (ISMI; Adapted Version)

Ruhsal Hastaliklarin I¢sellestirilmis Damgalanmasi Ol¢egi (RHIDO; Adapte Edilmis
Versiyonu)

Bu testte sik sik gecen “sagir/isitme engelli” terimi, en genis anlamda kullanilmistir. Her bir
ciimleyi dikkatle okuduktan sonra, okudugunuz ciimleye ne olciide katildiginizi ya da
katilmadiginizi belirtiniz. Her ciimle i¢in seceneklerden sadece bir tanesini isaretleyiniz.

1) Sagir/isitme engelli oldugum i¢in kendimi bu diinyada bir yabanci gibi hissediyorum.
() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim
() Ayn fikirdeyim
() Kesinlikle ayni fikirdeyim

2) Sagir/isitme engelli olan kisiler saldirgan olmaya egilimlidirler.
() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim
() Ayn fikirdeyim
() Kesinlikle ayni fikirdeyim
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Sagir/isitme engelli oldugum i¢in insanlar bana farkli davraniyorlar.

() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

Reddedilmemek icin, sagir/isitme engelli olmayan kisilere yaklasmaktan kaciniyorum.

() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

Sagir/isitme engelli olmaktan utaniyorum.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

Sagir/isitme engelli olan kisiler evlenmemelidir.

() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

Sagir/isitme engelli olan kisiler topluma 6nemli katkilarda bulunurlar.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim
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() Ayn fikirdeyim
() Kesinlikle ayni fikirdeyim

Kendimi sagir/isitme engelli olmayan kisilerden daha asag: hissediyorum.

() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

Sagir/isitme engelli olmam benim “garip” goriinmeme ya da davranmama neden
olabileceginden dolay1 pek sosyal biri degilim.

() Kesinlikle ayni fikirde degilim

() Ay fikirde degilim

() Aym fikirdeyim

() Kesinlikle ayni fikirdeyim

10) Sagir/isitme engelli olan kisiler iyi ve doyum verici bir hayat yasayamazlar.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

11) Insanlar1 sagir/isitme engelli olmamla ilgili problemlerle stkmak istemedigimden dolay1,

kendimle ilgili fazla konusmam.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim
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12) Halk arasindaki sagirlik/isitme engellilik ile ilgili olumsuz diigiinceler, benim “normal”
yasamin diginda kalmama neden oluyor.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

13) Sagir/isitme engelli olmayan kisilerle birlikteyken, kendimi sanki o ortama ait degilmis ve
yetersizmisim gibi hissediyorum.
() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim
() Ayn fikirdeyim
() Kesinlikle ayni fikirdeyim

14) Sagirhigi/isitme engelliligi agikca anlagilan biriyle toplum i¢inde birlikte goriilmek beni
rahatsiz etmez.
() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim
() Ayn fikirdeyim
() Kesinlikle ayni fikirdeyim

15) Sirf sagir/isitme engelli oldugum i¢in insanlar bana sik sik ne yapmam gerektigini sdyleyip,
sanki cocukmusum gibi davranirlar.
() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim
() Ayn fikirdeyim
() Kesinlikle ayni fikirdeyim

16) Sagir/isitme engelli oldugum i¢in kendimden memnun degilim.



() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

17) Sagir/isitme engelli olmam hayatimi berbat etti.

() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim

() Aym fikirdeyim

() Kesinlikle ayni fikirdeyim

18) Insanlar goriiniisiimden sagir/isitme engelli oldugumu anlayabilirler.

() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

19) Sagir/isitme engelli oldugum i¢in benimle ilgili cogu karar1 bagkalarinin vermesine ihtiyac
duyarim.
() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim
() Ayn fikirdeyim
() Kesinlikle ayni fikirdeyim

20) Ailemi ve arkadaglarimi utandirmamak i¢in sosyal ortamlardan uzak dururum.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim
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21) Sagir/isitme engelli olmayanlarin beni anlamalar1 miimkiin degildir.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

22) Surf sagir/isitme engelli oldugum icin insanlar beni gz ardi eder ya da pek ciddiye almazlar.

() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

23) Sagir/isitme engelli oldugum i¢in topluma higbir katkim olamaz.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

24) Sagirlikla/isitme engellilikle yasamak beni miicadeleci bir insan yapti.

() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

25) Sagir/isitme engelli oldugum i¢in kimse bana yakinlagmak istemez.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim
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() Ayn fikirdeyim
() Kesinlikle ayni fikirdeyim

26) Genel olarak, hayatimi istedigim sekilde yasayabiliyorum.

() Kesinlikle ayni fikirde degilim
() Aym fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

27) Sagir/isitme engelli olmama ragmen, iyi ve dolu dolu bir hayatim var.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

28) Insanlar sagir/isitme engelli oldugum icin hayatta fazla basarili olamayacagimi
diisiliniiyorlar.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim

29) Sagir/isitme engellilerle ilgili olumsuz yaygin inaniglar benim durumum dikkate alindiginda
hi¢ de yanlis sayilmaz.

() Kesinlikle ayni fikirde degilim
() Ay fikirde degilim

() Ayn fikirdeyim

() Kesinlikle ayni fikirdeyim
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APPENDIX G: Center for Epidemiological Studies Depression Scale (CESD)

Asagida duygu ve davraniglarinizla ilgili ifadeler yer almaktadir. Liitfen gecen hafta boyunca
asagidakileri ne siklikla hissettiginizi veya yasadiginizi belirtin.

1) Genellikle canimi stkmayan seyler canimu sikti.
() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

2) Aglik hissetmedim, istahim yerinde degildi.
() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)



3)

4)

5)

Arkadaglarim veya ailemin yardimina ragmen kétii ruh halinden kurtulamadim.

() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

Ruh halimin diger insanlar kadar iyi oldugunu hissettim.
() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

Yaptigim ise odaklanmakta zorlandim.

() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)

() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

6) Kendimi depresyonda hissettim.

7

() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

Her seye caba harcamam gerektigini hissettim.
() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)

() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)
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8)

9)

Gelecek icin umutlu hissettim.

() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)

() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

Hayatimin bir basarisizlik oldugunu diigiindiim.

() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

10) Korktugumu hissettim.

() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

11) Huzursuz uyudum.

() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

12) Mutluydum.

() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)
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() Cokca — Cogu zaman (5-7 giin)

13) Her zamankinden az konustum.
() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

14) Kendimi yalniz hissettim.
() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

15) Insanlar arkadas canlis1 degildi.
() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

16) Yasamdan zevk aldim.
() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

17) Aglama nobetleri gecgirdim.
() Higbir zaman — nadiren (1 giinden daha az)

() Birazcik — Birka¢ Kez (1-2 giin)



() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

18) Kendimi iizgiin hissettim.
() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

19) Insanlarin benden hoslanmadigini hissettim.
() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)

20) Isler yolunda gitmedi.
() Higbir zaman — nadiren (1 giinden daha az)
() Birazcik — Birka¢ Kez (1-2 giin)
() Arada sirada — Bazen (3-4 giin)

() Cokca — Cogu zaman (5-7 giin)
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APPENDIX H: Brief Symptom Inventory (BSE) — Anxiety Subscale
Kisa Semptom Envanteri — Kaygi Alt Olcegi

Asagida insanlarin bazen yasadiklar1 belirtilerin ve yakinmalarin bir listesi verilmistir. Listedeki
her maddeyi liitfen dikkatle okuyun ve SIZDE BUGUN DAHIL, SON BIR HAFTADIR NE
KADAR VAROLDUGUNU asagidaki seceneklerden isaretleyin.

Hig yok (1), Biraz var (2), Orta derecede var (3), Epey var (4), Cok fazla var (5)

1) Hig bir nedeni olmayan ani korkular
() Hig yok
() Biraz var
() Orta dereced e var
() Epey var
() Cok fazla var

2) Kontrol edemediginiz duygu patlamalari
() Hig yok



() Biraz var

() Orta derecede var
() Epey var

() Cok fazla var

3) Otobiis,tren,metro gibi umumi vasitalarla seyahatlerden korkmak
() Hig yok
() Biraz var
() Orta derecede var
() Epey var
() Cok fazla var

4) Sizi korkuttugu i¢in bazi esya, yer ya da etkinliklerden uzak kalmaya calismak
() Hig yok
() Biraz var
() Orta derecede var
() Epey var
() Cok fazla var

5) Kafanizin bombos kalmast
() Hig yok
() Biraz var
() Orta derecede var
() Epey var
() Cok fazla var

6) Konsantrasyonda (dikkati bir sey iizerinde toplama) giicliik/zorlanmak
() Hig yok
() Biraz var
() Orta derecede var
() Epey var
() Cok fazla var

7) Kendini gergin ve tedirgin hissetmek
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() Hig yok

() Biraz var

() Orta derecede var
() Epey var

() Cok fazla var

8) Digerlerinin yanindayken yanlis bir seyler yapmamaya caligmak
() Hig yok
() Biraz var
() Orta derecede var
() Epey var
() Cok fazla var

9) Kalabaliklarda rahatsizlik duymak
() Hig yok
() Biraz var
() Orta derecede var
() Epey var
() Cok fazla var

10) Dehget ve panik nobetleri
() Hig yok
() Biraz var
() Orta derecede var
() Epey var
() Cok fazla var

11) Sik sik tartigmaya girmek
() Hig yok
() Biraz var
() Orta derecede var
() Epey var
() Cok fazla var
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12) Yalniz birakildiginda / kaldiginda yalnizlik hissetmek
() Hig yok
() Biraz var
() Orta derecede var
() Epey var
() Cok fazla var

13) Yerinde duramayacak kadar tedirgin hissetmek
() Hig yok
() Biraz var
() Orta derecede var
() Epey var
() Cok fazla var

APPENDIX I: Multidimensional Scale of Perceived Social Support

Asagida 12 climle ve her bir ciimle altinda da cevaplarinizi isaretlemeniz i¢in 1°’den 7’ye kadar
rakamlar verilmistir. Her ciimlede sOylenenin sizin i¢in ne kadar ¢ok dogru oldugunu veya
olmadigint belirtmek icin o ciimle altindaki rakamlardan yalniz bir tanesini isaretleyiniz. Bu
sekilde 12 ciimlenin her birine bir isaret koyarak cevaplarizi veriniz. Liitfen hi¢bir climleyi
cevapsiz birakmayiniz. Sizce dogruya en yakin olan rakami isaretleyiniz.

1) Ailem ve arkadaglarim disinda ihtiyacim oldugunda yanimda olan bir insan (6rnegin, flort,
nisanli, sozlii, akraba, komsu, doktor) var.

(1) Kesinlikle hayir
(2)
3)
4)
&)



2)

3)

4)

S)
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(0)
(7) Kesinlikle evet

Ailem ve arkadaglarim disinda seving ve kederlerimi paylasabilecegim bir insan (6rnegin,
flort, nisanli, sozlIi, akraba, komsu, doktor) var.

(1) Kesinlikle hayir
(2)

3)

4)

&)

(6)

(7) Kesinlikle evet

Ailem (6rnegin, annem, babam, esim, cocuklarim, kardeslerim) bana gergekten yardimeci
olmaya galisir.

(1) Kesinlikle hayir
(2)

3)

4)

&)

(6)

(7) Kesinlikle evet

Ihtiyacim olan duygusal destegi ailemden (6rnegin, annemden, babamdan, esimden,
cocuklarimdan, kardeslerimden) alirim.

(1) Kesinlikle hayir
(2)

3)

4)

&)

(6)

(7) Kesinlikle evet

Ailem ve arkadaslarim disinda beni gergekten rahatlatan bir insan (6rnegin, flort, nisanli,
sOzli, akraba, komsu, doktor) var.



6)

7)

8)
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(1) Kesinlikle hayir
(2)

3)

4)

&)

(6)

(7) Kesinlikle evet

Arkadaslarim bana gergekten yardimei olmaya calisirlar.
(1) Kesinlikle hayir

(2)

3)

4)

&)

(6)

(7) Kesinlikle evet

Isler kotii gittiginde arkadaslarima giivenebilirim.
(1) Kesinlikle hay1r

2)

3)

4)

&)

(6)

(7) Kesinlikle evet

Sorunlarimi ailemle (6rnegin, annemle, babamla, esimle, ¢ocuklarimla, kardeslerimle)
konusabilirim.

(1) Kesinlikle hayir
(2)
3)
4)
&)
(6)
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(7) Kesinlikle evet

9) Seving ve kederlerimi paylasabilecegim arkadaglarim var.

(1) Kesinlikle hayir

(2)

3)

4)

&)

(6)

(7) Kesinlikle evet

10) Ailem ve arkadaglarim diginda duygularima 6nem veren bir insan (6rnegin, flort, akraba,
komsu, doktor) var.

(1) Kesinlikle hayir
(2)

3)

4)

&)

(6)

(7) Kesinlikle evet

11) Kararlarimi vermede ailem (6rnegin, annem, babam, esim, ¢ocuklarim, kardeslerim) bana
yardimci olmaya isteklidir.

(1) Kesinlikle hayir
(2)

3)

4)

&)

(6)

(7) Kesinlikle evet

12) Sorunlarimi arkadaglarimla konusabilirim.
(1) Kesinlikle hayir



(2)
3)
4)
&)
(6)
(7) Kesinlikle evet

APPENDIX J:

Bu caligsmaya katilan kisiler arasinda yapilacak ¢ekilisle 50 kisiye verilecek olan 100 TL
degerinde market ¢ekini iletebilmemiz i¢in telefon ve adres bilgilerinizi yazar misiniz?
Bilgileriniz, market ¢ekleri iletildikten sonra silinecek ve farkli hicbir amag igin
kullanilmayacaktir.

Telefon:
Adres:

Arastirmamiza katildiginiz igin tesekkiir ederiz.
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