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Abstract: Deafness is a medical condition with important relational implications. This condition
could affect well-being and self-esteem and cause social anxiety. Sign language is not only a simple
mimic but can be considered as a different kind of communication that could be protective for those
who have learned it. However, some people do not use sign language because they think it can
be marginalizing. The present study aimed to compare the quality of life (QoL) between people
who learned Italian sign language as their first language with those who had never learned it or
learned it later. This cross-sectional study involved 182 deaf Italian adults (70.3% females) who were
recruited from Ente Nazionale Sordi (ENS) and by the main online deafness groups. The present
results suggest that the deaf condition does not seem to significantly affect the dimensions of QoL
pertaining to satisfaction and self-esteem, while it could have an effect on preventing high levels of
social anxiety and in particular, the group who learned Italian sign language showed significantly
less social anxiety than those who had never learned it.

Keywords: deafness; sign language; quality of life; social anxiety; self-esteem

1. Introduction

In a medical context, deafness is defined as a degree of hearing loss such that a person
is unable to understand speech, even in the presence of amplification. However, deafness is
not only a medical condition, but it also has important social implications because it affects
not only the communicative dimensions of individuals, but also relational ones. Following
the BIAP (Bureau International d’Audiophonologie) guidelines, different kinds of deaf-
ness can be categorized by severity grade (low, moderate, severe, and profound), injury
(transmission, neurosensory, combined and central), or the time of language development
(pre-verbal, peri-verbal and post-verbal).

In particular, children who have preverbal deafness were born with hearing impair-
ment, and they need prosthetic support and rehabilitation therapy to develop language
compared to their neurotypical peers. Children who have peri-verbal deafness develop
hearing impairment around 3–4 years and lose the language previously acquired if they
are not promptly prothesized. In contrast, people who suffer post-verbal deafness de-
velop hearing impairment after complete language acquisition and preserve their linguistic
heritage unaltered, but without proper implants, their verbal communication will not be
adequately fluid and modulated, and this condition could affect the relational, social, and
self-esteem dimensions [1].
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In the developmental age, children with hearing impairment learn to speak in a
dyadic relationship with their primary caregiver (often mothers) through repeated format
(routines). With this repetitive behavior, mothers allow children to understand and predict
their actions, thus becoming an active part of the interaction [2]. In this phase, oral language
plays a fundamental role. Still, in mother–infant relationships, many other non-verbal
messages are expressed by looking, body contact, and smiling, allowing communication
beyond spoken language. The caregiver refers to situational context constantly, talking
about things that can be seen and manipulated by the child and using pointing and
gesticulation [3].

In this way, children with a hearing impairment can understand what is happening
around them through the undamaged visual-gestural channel with natural and sponta-
neous communication with their caregiver [3].

1.1. Cultural and Social Dimensions of Deafness

Many people in the deaf community use sign language to communicate. They usually
communicate with other people who are signers or receive assistance from an interpreter.
This last option, in many cases, is the preferred one, even if they could have good language
competence, thanks to lip reading and hearing residuals, to have better communicational
access through their language [4]. This is because deafness is also considered as a socio-
cultural condition for them. Some people do not want to use sign language but only lip
read or hearing residuals [5] because these people think that sign language can be seen as
marginalizing and consider deafness as a handicap [6].

In this regard, in recent years, deafness has been defined as a “deaf norm” [4,7]. In deaf
studies [8], for example, the term “deaf”, with the first lowercase letter, has been opposed to
“Deaf”, with the first capital letter, to describe two different ways of interpreting deafness
and being deaf. They can be “audiology deaf” but not share “social facts” with other people
who are deaf and trying to integrate themselves exclusively with hearing people, or they
can be “signers deaf” and belong to the deaf community [5]. In this regard, from the English
debate about deaf culture has emerged the term “deafhood” to underline linguistic and
cultural identity in contrast to “deafness”, which refers to the audiology condition [4,5].

1.2. The Importance of Learning Sign Language

In the past years, in Italy, research about the communication of people who are deaf
has highlighted how sign language is not only a simple mimic but can be considered as a
different kind of communication that expresses itself through a visual–gesture modality
instead of an acoustic–vocal one [9]. The “sign language” definition underlines that it can
be considered as a language for all intents. Therefore, it has complex characteristics, specific
symbol systems, and grammar rules shared by the deaf communities. In addition, it is
important to differentiate between “sign”, which indicates the set of manual movements
and/or facial expressions used by people who are deaf, and “gesture”, used by hearing
people to complement verbal language [10]. There is no universal sign language, but it can
be defined as “zoned” because each nation has different signs languages: American Sign
Language (A.S.L.) or Langue des Signes Francaise (L.S.F.), British Sign Language (B.L.S.),
and the Lingua Italiana dei Segni (L.I.S.). In Italy, deafness affects 1% of children [11].
About 95% of children with hearing impairment have hearing parents. However, among
those with a parent who is deaf, only 5% of these parents use sign language as their first
language. In this situation, only a few children with hearing impairment can learn signs
spontaneously from the first months of life. Children who develop a hearing impairment
later often cannot have the opportunity to learn both sign and spoken language naturally.
Both of them are taught with an explicit education, usually late. Spoken language is
acquired only after years of intense acoustic and speech therapy, and sign language is often
taught only when other teaching systems fail [12].
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In other cases, people who are deaf can decide to learn sign language in adulthood
because they feel they belong more to the deaf community than the hearing one, from
which they can feel excluded or have a more natural communication channel [13].

Offering different kinds of stimulations is fundamental because the language devel-
opment of a child who is deaf, exposed to sign language from birth, has the same stages
that a hearing child has in the acquisition of spoken language. At first, there is the “Manual
Babbling” phase, then the holophrases phase, and later, by composing more songs, they
can produce more articulated phrases [14,15]. Late exposure to oral language significantly
affects language development in a subject with hearing impairment, which could be com-
promised. They cannot follow a steady developmental path in spoken language, with
inevitable production and comprehension errors [3,16,17].

However, there is a chance for children with hearing impairments to combine the use
of oral language, which they acquire by using a cochlear implant or hearing prosthesis,
and sign language [18]. This bilingual and bimodal approach can promote children’s
speech, communication, and cognitive development [19,20]. In this regard, a study by
Jimenez et al. [21] on children with cochlear implants, comparing those who received only
oral education with those with bilingual and bimodal education, showed that the latter
obtained significantly better scores in verbal fluency. These results indicate that using
sign language can promote access to oral language. The bimodal bilingual approach
is important and necessary to permit people who are deaf to develop total language
competence [13]. Sign language also has a good influence on reading ability [22,23], and as
a coded transposition of oral language, it is also affected in people with hearing impairment.

Furthermore, sign language could promote satisfying relationships based on a stan-
dard communication system [24]. Regarding this, one study by Hintermair [25] examined
the role of bilingual bimodal acculturation on self-esteem and life satisfaction; his findings
showed that people who are deaf with marginal acculturation collectively have lower
self-esteem and show less satisfaction with life than people with bimodal bilingual edu-
cation. These results suggest how important it is for the promotion of mental health in
people who are deaf to understand the factors related to their self-esteem. Self-esteem
could be considered as an important resource for the quality of life, and it is associated
with both reduced proneness to depression and a lower level of anxiety [26]. Regarding
this, some studies have already highlighted the need for one’s psychosocial well-being to
have a cultural anchor [27,28], supporting the idea that developing a healthy deaf identity
and a home cultural identity requires a bimodal bilingual education [29–31]. Despite this
evidence, there are still a few studies that have focused on the use of sign language and the
quality of life of people who are deaf, and, to our knowledge, no studies have evaluated the
effects of bimodal bilingual education on the dimensions of self-esteem and social anxiety
in adulthood, and the impact of the precocity in which sign language was learned has on
these dimensions.

The present study compares the quality of life between people who have learned ISL
as their first language and those who have never or later learned it.

The hypotheses are:

(1) Participants who learned ISL show low social anxiety and high life satisfaction and
self-esteem than those who had never learned ISL.

(2) Participants who learned ISL as a primary language showed better results in every
QoL dimension such as self-esteem, social anxiety, and life satisfaction than those who
later learned it.

2. Materials and Methods
2.1. Procedure

In this study, all questionnaires were administered online using Google Forms, and
each item was also presented with a video translation in ISL. The translation was carried
out by a researcher with a third-level ISL degree supported by the Sign Dictionary of
Orazio Romeo and “The Italian Sign Language Dictionary, Spreadthesign”. Every item
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was transcribed following ISL grammar rules and later video-recorded. This study was
conducted as per the Declaration of Helsinki and approved by the University of Palermo
ethics committee (n.64/2021).

2.2. Participants

The present study is a cross-sectional design that involved 182 participants who are
deaf (128 females; 70.3%; mean age = 37.21; SD = 10.31). Most (124; 68.8%) were born deaf,
and only 38 (21%) had parents who were deaf. Finally, 128 of the participants (70.3%) knew
ISL. Participants were recruited from Ente Nazionale Sordi of Trapani (Italy) and by online
groups of people who are deaf. The inclusion criteria for the sample were: age (18–60) and
the severity of their condition (only participants with profound deafness were recruited).

2.3. Measures

To measure quality of life, three different variables were evaluated: life satisfaction,
social anxiety, and self-esteem.

2.3.1. Demographics

Demographic data were collected using an ad hoc questionnaire to collect information
about gender, age, if they had been deaf since birth or not, if participants had parents who
were deaf or not, if the participants had learned ISL or not, and the age at which they had
learned it.

2.3.2. Life Satisfaction

Life satisfaction has two components: emotional and judgment (cognitive). In this
study, the Satisfaction with Life Scale [32] was used to measure the cognitive compo-
nent. It consists of 5 items in a 7-point Likert scale with a total score range of 5 to 35. A
range of 5–9 indicates an extremely low life satisfaction, 10–14 indicates general unsatis-
faction, 15–19 indicates scores slightly below the average, 20–24 indicates average scores,
25–29 indicates high satisfaction, and 31–35 indicates maximum life satisfaction.

2.3.3. Social Anxiety

Social anxiety was measured using the Social Anxiety Scale (SAS-30) [33]. This scale
is a 30 item scale that measures seven dimensions: Fear, Social Avoidance, Self-efficacy,
Communication Difficulties, Being Watched, Dyadic Relationship with Strangers, and
Demophobia [33]. The SAS-30 only provides a total score obtained by the sum of the values
of each item. The total score was between 30 and 150, with higher scores corresponding
to higher levels of social anxiety. In particular, the score ranges were: very low = 30–49;
low = 40–56; average = 57–94; high = 95–114; very high = 115–150.

2.3.4. Self-Esteem

Self–esteem was measured using the Italian version of the Rosenberg Self-Esteem
Scale [34]. It consists of 10 items that measure the degree of the global self-esteem of
individuals by expressing how much they agree or disagree with the statements along a
4-point Likert scale. Regarding the scores, the total is between 0 and 30; 15–25 is considered
the average range, and scores below 15 indicate low self-esteem [35].

2.4. Data Analyses

Statistical analyses were performed using programs in the Statistical Package for Social
Sciences (SPSS for Windows release 25.0). The significance of observed associations and
differences between groups was tested using analysis of variance (ANOVA, F test) and the
chi-square statistic (Pearson’s χ2). A difference was considered to be statistically significant
with p < 0.05.

Once the entire sample was recruited, it was divided into three different groups, with
no significant differences between gender and age composition (p > 0.05) following only
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the criteria of knowing ISL or not and, for those who learned ISL, the age at which they
learned it. The first group was composed of 54 participants (41 females, 13 males) who
had never learned Italian sign language (ISL); the second was composed of 71 participants
(53 females, 18 males) who learned ISL before 18 years of age; the third was composed by
58 participants (34 females, 24 males) who learned ISL after 18 years old.

The group of those who learned ISL before 18 years old was also sub-divided into three
different subgroups to evaluate the efficacy of preventive learning: the first was composed
of 42 participants (32 females, 10 males) who learned ISL as their first language (between
0 and 5 years old); the second was composed of 16 participants (11 females, five males)
who learned ISL between 6 and 11 years old; the last was composed of 13 participants
(10 females, three males) who learned ISL later, between 12 and 17 years old.

Additionally, the scores of all variables were divided into three levels (high, average,
and low) following the cutoff score indication of each test. The chi-squared test was used to
verify between-group differences in each. In particular, comparisons were made between
groups sorted by demographics (gender and age), by knowing ISL or not regardless of the
learning period, and by the ISL learning period (0–5, 6–11, 12–17, and >18).

3. Results
3.1. Descriptive Results

The information about the composition of the three groups and the total sample
are described in Table 1. With regard to the psychological variables, the overall mean
scores of the sample were life satisfaction (M = 23.80; SD = 6.38); social anxiety (M = 83.99;
SD = 19.30); self-esteem (M = 19.76; SD = 4.62). Regarding gender differences, the mean
scores were similar in satisfaction (females: M = 23.86; SD = 6.16; males: M = 23.67;
SD = 6.99) and self-esteem (females: M = 19.87; SD = 4.58; males: M = 19.48; SD = 4.73)
with no significant differences (p > 0.05); females scored higher than males in social anxiety
(females: M = 85.08; SD = 19.69; males: M = 81.41; SD = 18.25;) but not significantly (F = 1.37;
p > 0.05).

Table 1. Distribution of gender, age, birth deaf condition and deaf parents in the groups.

ISL

>18 <18 Never Total Sample
N (%) N (%) N (%) N (%)

Gender F 34 (58.6) 53 (75.7) 41 (76.0) 128 (75.7)
M 24 (41.4) 17 (24.3) 13 (24.0) 54 (24.3)

Age 18–30 13 (22.4) 27 (38.6) 17 (31.5) 57 (31.3)
31–50 37 (63.8) 32 (45.7) 29 (53.7) 98 (53.8)
>50 8 (13.8) 11 (15.7) 8 (14.8) 27 (14.8)

Birth Yes 34 (58.6) 59 (84.3) 31 (57.4) 124 (68.0)
No 24 (41.4) 11 (15.7) 23 (42.6) 58 (32.0)

Parents Yes 1 (1.7) 34 (48.6) 3 (5.6) 38 (21.0)
No 57 (98.3) 36 (51.4) 51 (51.0) 144 (79.0)

Note: Information about gender, age, deaf condition at birth, and parents who are deaf in the groups of those who
have learned ISL (after and before 18 years) and those who never learned it.

With regard to age, three ranges were used (18–30; 31–50; >50,) and these groups
showed no significant differences in all variables (p > 0.05) (see Table 2).

Regarding the knowledge of ISL, the mean scores in SWLS and RSES were very similar
between the groups of those who learned ISL (after and before 18 years) and those who
never learned it. This last group tended to show higher mean scores than the others in the
SAS scores, even if the mean differences were not statistically significant (F = 0.56; p > 0.05)
(see Table 3).
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Table 2. Overall means (SD) by gender, age, and F statistics of ANOVA between groups.

Gender Age Total Sample
F M 18–30 31–50 >50

SWLS 23.86 (±6.16) 23.67 (±6.94) 24.44 (±5.87) 23.88 (±6.53) 22.19 (±6.82) 23.80 (±6.38)
ANOVA F = 0.34 F = 1.15

SAS 85.08 (±19.69) 81.41 (±18.25) 86.18 (±18.90) 82.88 (±19.90) 83.41 (±18.22) 83.99 (±19.30)
ANOVA F = 1.37 F= 0.53

RSES 19.87 (±4.58) 19.48 (±4.73) 19.09 (±4.29) 19.97 (±4.56) 20.41 (±5.35) 19.76 (±4.62)
ANOVA F = 0.27 F = 0.96

Note: SWLS = Satisfaction with Life Scale; SAS = Social Anxiety Scale; RSES: Rosenberg Self-Esteem Scale.

Table 3. Mean score s(SD) and F statistics of ANOVA between groups.

ISL
>18 <18 Never

SWLS 23.95 (±5.85) 24.20 (±6.81) 23.13 (±6.41)
ANOVA F = 0.44

SAS 82.19 (±20.08) 83.87 (±20.11) 86.07 (±21.10)
ANOVA F = 0.56

RSES 20.66 (±4.03) 19.36 (±4.39) 19.31 (±5.39)
ANOVA F = 1.61

3.2. Life Satisfaction, Social Anxiety, and Self-Esteem Levels of the Sample

In order to verify the hypotheses of this study, we divided the scores of the psychologi-
cal variables into three levels (low, average, and high) according to the cutoff ranges of each
test. First, when examining the total sample, it showed mainly high levels of satisfaction
(56.6%) followed by average levels (33%), and only 10.4% had low satisfaction levels. With
regard to social anxiety, more than half of the total sample showed average levels of social
anxiety (58.2%), while more than a quarter (33.5%) showed high scores, and only 8.2%
showed low social anxiety scores. Finally, regarding the self-esteem levels, the total sample
mainly showed average scores (74.7%), while high and low self-esteem levels represented
only 12.6% of the sample, respectively (see Table 4).

Table 4. The differences in the SSWLS, SAS, and RSES levels between those who learned ISL and
who did not.

ISL
No Yes Total Sample

SWLS Average 33.3% 32.8% 33%
High 53.7% 57.8% 56.6%
Low 13.0% 9.4% 10.4%

χ2 0.58

SAS Average 44.4% 64.1% 58.2%
High 44.4% 28.9% 33.5%
Low 11.2% 7.0% 8.2%

χ2 6.01 *

RSES Average 70.4% 76.6% 74.8%
High 13.0% 12.5% 12.6%
Low 16.6% 10.9% 12.6%

χ2 1.18
Note: * p < 0.05.
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3.3. Level Comparisons between Those Who Learned ISL and Those Who Not

To verify the first hypothesis, we compared those who had learned ISL on the whole
(grouping together the two groups) (N = 128) and those who had not (N = 54). Both groups
mostly showed high levels of satisfaction (No ISL = 53.7%; ISL = 57.8%), followed by
average levels (No ISL = 33.3%; ISL = 32.8%) and low levels (No ISL = 13%; ISL = 9.4%),
finding no significant differences between groups (χ2 =0.58; p > 0.05).

With regard to the social anxiety levels, the group of those who had never learned
ISL showed 44.4% of high anxiety levels and only 11.2% of low scores, while the sample
including those who learnt ISL mainly showed average scores (64.1%), followed by 28.9%
of high scores, and only 7% of low scores, and these differences were statistically significant
(χ2 = 6.01; p < 0.05).

Finally, regarding the self-esteem levels, both groups showed a great percentage of
average scores (70.4% and 76.6%, respectively), similar results in high self-esteem (13%
and 12.5%), while those who had never learned ISL showed the worst results in low self-
esteem levels (16.7%) than those who had learnt it (10.9%), but these were not statistically
significant (χ2 = 1.18; p > 0.05). See Table 4.

3.4. Level Comparisons between Those Who Learned ISL as a Primary Language and Those Who
Learned It Later

To test the second hypothesis, only the participants who had learned ISL were consid-
ered in the analysis. Specifically, the group of those who learned ISL before 18 years of age
was sub-divided into three sub-groups to evaluate if there were differences in the levels
of psychological variables related to the age of learning: 0–5 years (as primary language);
6–11 years; 12–17.

Regarding the life satisfaction levels, the 6–11 group showed the highest percentage
in high levels (66.7%), followed by 0–5 (59.5%), >18 (56.9%), and 12–17(46.2%), while the
12–17 group showed the highest percentage of low scores (23.1%) followed by 0–5 (9.5%),
>18, and 12–17(6.9% and 6.7% respectively), but these differences were not statistically
significant (χ2 = 4.35; p > 0.05).

Regarding social anxiety, the group that showed higher levels was 12–17 (46.2%),
followed by 0–5 (28.6%), 6–11 (26.7%), and >18 (25.9%), while with regard to low levels,
the 0–5 group scored better (11.9%) than the others whereas no participants showed low
levels in SAS in the 12–17 group. However, these differences between groups were not
statistically significant (χ2 = 10.22; p > 0.05).

Finally, regarding self-esteem levels, the 12–17 group showed the worst scores, with
30.8% low self-esteem levels, while the >18 group showed only 5.2%. Finally, the 0–5 group
showed the best results in high self-esteem (19%), while no participants showed high self-
esteem levels in group 6–11. However, in this case, these differences were not statistically
significant (χ2 = 11.59; p > 0.05) (see Table 5).

Table 5. The differences in the SWLS, SAS, and RSES levels in the subgroups of those who learnt ISL.

<18

>18 0–5 6–11 12–17

SWLS Average 36.2% 31% 26.7% 30.8%
High 56.9% 59.5% 66.7% 46.2%
Low 6.9% 9.5% 6.7% 23.1%

χ2 4.35

SAS Average 68.9% 69.% 66.7% 53.8%
High 25.9% 28.6% 26.7% 6.7%
Low 5.2% 11.9% 6.7% 0%

χ2 10.22

RSES Average 82.8% 69% 86.7% 61.5%
High 12.1% 19% 0% 7.7%
Low 5.2% 12% 13.3% 30.8%

χ2 11.59
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4. Discussion

Considering the total sample, these results suggest that deafness does not significantly
affect satisfaction and self-esteem, while it could affect social anxiety. In particular, most of
the sample reported high life satisfaction levels and average self-esteem. These data seem
to be counterintuitive and unexpected, but are consistent with another study on an Italian
sample of deaf people who reported higher levels of satisfaction than a sample of hearing
people [36]. Moreover, this could also be interpreted by using some coping strategies or
a sort of social desirability linked to the need to show themselves as people with great
resiliency who do not complain about their condition, as indicated by the prevalence of
average self-esteem scores.

The situation was different with social anxiety: more than a third of the sample showed
high social anxiety scores, indicating how deafness could affect more social dimensions
than the others. This effect could be related to difficulties in communication that people
who are deaf could have in a hearing people context. These difficulties were identified by
four studies and are related to skills in terms of communication, language, and a lack of
information starting from childhood [29,37,38]. However, external and cultural factors also
play a fundamental role as the Italian context is still not inclusive enough toward people
who are deaf. For example, in a hospital, they would probably have some difficulties in
understanding a diagnosis from a doctor, and so would probably try to understand them
labially or would ask friends or family to interpret for them as well as at the post office or
other public services [39]. Therefore, in such a context, people who are deaf could be more
likely to experience social anxiety.

Regarding the demographic factors, the results of the group comparison by age and
gender showed that they did not seem to affect any of the three variables significantly.
Regarding the role of ISL, contrary to the hypotheses, the results suggest that it is not
a strong protective factor, or at least not entirely. In particular, comparing those who
had never learned ISL and those who had learned, we found no significant differences in
the satisfaction and self-esteem dimensions. It was expected that people with bilingual
education got along well in both the deaf and hearing communities. For that reason, they
could tend to have higher self-esteem [40]. This study did not satisfy this expectancy, which
showed only a non-significant tendency in the group of those who never learned ISL to
have lower self-esteem. The situation is different for social anxiety because knowing sign
language seems protective and prevents high social anxiety levels. The results suggest that
those who have never learned ISL showed significantly higher anxiety scores than those
who had learned it.

These differences can be explained by the fact that ISL can be considered as one more
adjustment resource to be more resilient and to make contact with others. It could permit
having more instruments for more accessible and more effective communication [41], at
least with other signers, which could assist in expressing a lower level of social anxiety, if
not within the whole community, then at least within the deaf community.

In contrast, those who have never learned ISL, will have to implement a greater effort
to integrate themselves into the hearing community without the possibility of experiencing
the facilitator environment represented by people who are deaf signers. For this reason,
they could experience higher social anxiety levels [42].

Moreover, in contrast with the second hypothesis, those who learned ISL as a primary
language (0–5) did not show the best results in social anxiety, but those who studied ISL in
primary childhood (6–11), aside from oral language, did. In particular, the results shown
by the 6–11 group (highest SWLS, lowest SAS) as well as those shown by the 12–17 group
(lowest SWLS, highest SAS, and lowest RSES) could be considered as a tendency and not
as a representation of significant differences between groups. Finally, it can be stated that,
in the present sample, deafness did not seem to significantly affect the QoL expressed by
satisfaction and self-esteem and only partially affected the social anxiety dimensions. This
effect on social anxiety scores only becomes significant when considering knowing ISL as a
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variable; in terms of those who have never learned ISL, scores were significantly higher in
anxiety regardless of the learning time.

In conclusion, these results could be included in a broad social and cultural perspective
that includes the relationship between people who are deaf and hearing individuals, in
which the use of sign language interpretation could be fundamental. For instance, in a
study by Jones et al. [43], participants reported feeling more included and valued when sign
language interpretation was provided at social events, and additionally, hearing people who
had previously felt uncomfortable interacting with people who were deaf reported feeling
more confident and at ease when they were able to communicate through a sign language
interpreter. Furthermore, another important factor in building relationships between the
deaf and hearing communities is education. Providing education on deaf culture and
language can help to reduce misunderstandings and promote mutual understanding and
respect [44].

5. Limitations

This study had several limitations that should be considered when interpreting our
results. These include the overall sample size, which was relatively small, and in particular,
the discrepancy between different subgroups in size and the higher prevalence of female
participants (70.3%). Moreover, another important limitation was the lack of sociodemo-
graphic information on the participants such as education, marital status, the age at which
they received the diagnosis, and additional information about their parents (e.g., if they
were signers or not).

Additionally, the online recruitment procedures could constitute a limitation: it may
naturally select more active individuals on both the Internet and social media platforms,
thus neglecting potential individual differences in how people deal with their condition.

Finally, a probable cause of the lack of significance of the tendencies that emerged
from the descriptive results was the low sample size due to the size of the population
we surveyed.

Future studies should carefully consider these elements, together with a more hetero-
geneous sample selection, particularly in terms of gender and signers–no signers. Thus,
the absence of results should not be treated as definitive; more studies with larger samples
are needed to explore and deepen the effect of ISL in the future.

6. Conclusions

In conclusion, knowing ISL seems to be not enough and can’t be considered a universal
protective factor for QoL of all people who are deaf. These results show that it is surely
good for them to know sign language, and it can be helpful to feel more competent and less
anxious in communication with other signers, but it is not possible to demonstrate that this
is an effective protective factor for other dimensions of quality of life, especially regarding
social and everyday aspects within Italian society.

Author Contributions: Conceptualization, S.L.G. and M.S.E.; Methodology, S.L.G., M.S.E. and
M.A.P.; Software, M.A.P.; Validation, E.T., F.A. and M.S.E.; Formal analysis, M.A.P.; Investigation,
I.F.; Resources, S.L.G.; Data curation, M.A.P.; Writing—original draft preparation, M.A.P. and V.S.;
Writing—review and editing, M.S.E. and F.A.; Visualization, V.S. and M.R.; Supervision, F.A. and
M.S.E.; Project administration, S.L.G. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was conducted in accordance with the Declaration
of Helsinki, and approved by the ethics committee of the University of Palermo (no. 64/2021).

Informed Consent Statement: Informed consent was obtained from all subjects involved in
the study.

Data Availability Statement: Data are available upon request due to privacy restrictions.



Healthcare 2023, 11, 1021 10 of 11

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Verrastro, V. Psicologia Della Comunicazione. Un Manuale Introduttivo; Franco Angeli: Milano, Italy, 2016.
2. Bruner, J.S. Child’s Talk: Learning to Use Language; Norton: New York, NY, USA, 1983.
3. Caselli, M.C.; Maragna, S.; Pagliari Rampelli, L.; Volterra, V. Linguaggio e Sordità; Firenze, La Nuova Italia: Firenze, Italy, 1994.
4. Fontana, S. Esiste la cultura sorda? In In limine. Esplorazioni Attorno All’idea di Confine; Calzolaio, F., Petrocchi, E., Valisano, M.,

Zubani, A., Eds.; Edizioni Ca’ Foscari; Università Ca’ Foscari: Venice, Italy, 2017.
5. Hauser, P.C.; O’Hearn, A.; McKee, M.; Steider, A.; Thew, D. Deaf Epistemology: Deafhood and Deafness. Am. Ann. Deaf. 2010,

154, 486–492. [CrossRef] [PubMed]
6. Van Cleve, V.; Crouch, B. A Place of Their Own, Creating the Deaf Community in America; Gallaudet University Press: Washington

DC, USA, 2002.
7. Dolnick, E. Deafness as Culture. The Atlantic 1993, 272, 37–53.
8. Leigh, I.W. A Lens on Deaf Identities; Oxford University Press: Oxford, UK, 2009.
9. Meristo, M.; Falkman, K.; Hjelmquist, E.; Tedoldi, M.; Surian, L.; Siegal, M. Language access and theory of mind reasoning:

Evidence from deaf children in bilingual and oralist environments. Dev. Psychol. 2007, 43, 1156–1169. [CrossRef] [PubMed]
10. Volterra, V. (Ed.) La Lingua Italiana dei Segni. La Comunicazione Visivo-Gestuale dei Sordi; Il Mulino: Bologna, Spain, 1987.
11. Ministero della Salute, M. Promozione E Tutela Della Salute Del Bambino E Dell’adolescente: Criteri Di Appropriatezza Clinica,

Tecnologica E Strutturale. 2012. Available online: https://www.salute.gov.it/imgs/C_17_pubblicazioni_2573_allegato.pdf
(accessed on 10 October 2021).

12. Chennat, S. Conceptualizing disability inclusion. In Disability Inclusion and Inclusive Education; Springer: Berlin/Heidelberg,
Germany, 2020; pp. 39–62. [CrossRef]

13. Bertone, C.; Volpato, F. Le Conseguenze Della Sordità Nell’accessibilità alla Lingua e ai Suoi Codici; EL.LE; Edizioni Ca’ Foscari; Venice
University Press: Venice, Italy, 2012; Volume 1, pp. 553–554.

14. Bellugi, U. The Acquisition of a Spatial Language. In The Development of Language and Language Researchers: Essays in Honor of
Roger Brown; Kessell, F., Ed.; Lawrence Erlbaum: Hillsdale, NJ, USA, 1988.

15. Petitto, L.; Marentette, P. Babbling in the Manual Mode: Evidence for the Ontogeny of Language. Science 1991, 251, 1493–1496.
[CrossRef]

16. Volterra, V.; Capirci, O.; Caselli, M.C. What Atypical Population Can Reveal about Language Development: The Contrast between
Deafness and Williams Syndrome. Lang. Cogn. Proc. 2001, 16, 219–239. [CrossRef]

17. Chesi, C. Il linguaggio Verbale Non Standard dei Bambini Sordi; EUR: Rome, Italy, 2006.
18. Chilosi, A.; Comparini, A.; Scusa, M.; Orazini, L.; Forli, F.; Cipriani, P.; Berrettini, S. A Longitudinal Study of Lexical and Grammar

Development in Deaf Italian Children Provided With Early Cochlear Implantation. Ear Hear. 2013, 34, 28–37. [CrossRef]
19. Swanwick, R. Deaf children’s bimodal bilingualism and education. Lang. Teach. 2015, 49, 1–34. [CrossRef]
20. Prestes Vivian, E.; Leonel, A. Teaching-learning Physics in Bilingual Education Schools for the Deaf. Rev. Bras. Pes. Ed. Ciên. 2022,

22, 1–25. [CrossRef]
21. Jiménez, M.S.; Pino, M.J.; Herruzo, J. A Comparative Study of Speech Development between Deaf Children with Cochlear

Implants Who Have Been Educated with Spoken or Spoken+Sign Language. Int. J. Ped. Otor. 2009, 73, 109–114. [CrossRef]
22. Padden, C.; Ramsey, C. Reading Ability in Signing Deaf Children. Top. Lang. Disord. 1998, 18, 30–46. [CrossRef]
23. Chamberlain, C.; Mayberry, R.I. ASL Syntactic and Narrative Comprehension in Skilled and Less Skilled Adult Readers: Bilingual

Bimodal Evidence for the Linguistic Basis of Reading. Appl. Psycholinguist. 2008, 29, 368–388. [CrossRef]
24. Kuenburg, A.; Fellinger, P.; Fellinger, J. Health Care Access among deaf people. J. Deaf Stud. Deaf Educ. 2015, 21, 1–10. [CrossRef]
25. Hintermair, M. Self-esteem and satisfaction with life of deaf and hard-of-hearing people—A resource-oriented approach to

identity work. J. Deaf Stud. and Deaf Educ. 2007, 13, 278–300. [CrossRef]
26. Greenberg, J.; Solomon, S.; Pyszczynski, T.; Rosenblatt, A.; Burling, J.; Lyon, D.; Simon, L.; Pinel, E. Why do people need

self-esteem? Converging evidence that self-esteem serves an anxiety-buffering function. J. Pers. Soc. Psychol. 1992, 63, 913–922.
27. Bat-Chava, Y. Diversity of deaf identities. Am. Ann. Deaf 2000, 145, 420–428. [CrossRef]
28. Weldon, K. Examining Prelingually Deaf and Hard of Hearing College Students on Self Identity and Acculturation. Psychology

2017, 8, 2453–2468. [CrossRef]
29. Mekonnen, M.; Hannu, S.; Elina, L.; Matti, K. The self-concept of deaf/hard-of-hearing and hearing students. J. Deaf Stud. Deaf

Educ. 2016, 21, 345–351. [CrossRef]
30. Cue, K.R. Hegemonic Deaf and Hearing Cultures in the United States: A Deaf ecological Systems Perspective. Lamar University—

Beaumont ProQuest Dissertations Publishing. 2020, p. 27993623. Available online: https://www.proquest.com/pagepdf/242842
9328?accountid=12045 (accessed on 13 November 2021).

31. Delgado, N.J.; Buchanan, B.; Sides, M.; Behmanesh, A.A.; Cheslik, B.; Koo, C.K.; Clark, M.D. Deaf Cultural Capital and its
Conflicts wth Hearing Culture: Navigational Successes and Failures. J. Am. Deaf. Rehabil. Ass. 2020, 54, 15–30.

32. Diener, E.; Emmons, R.A.; Larsen, R.J.; Griffin, S. The Satisfaction with Life Scale. J. Pers. Assess. 1985, 49, 71–75. [CrossRef]
33. Michelini, G.; Pelosi, A.; Pinelli, M. Ansia sociale: Presentazione di un questionario [Social anxiety: Presentation of a questionnaire].

Psicot. Cogn. Comp. 2009, 15, 281–305.

http://doi.org/10.1353/aad.0.0120
http://www.ncbi.nlm.nih.gov/pubmed/20415284
http://doi.org/10.1037/0012-1649.43.5.1156
http://www.ncbi.nlm.nih.gov/pubmed/17723042
https://www.salute.gov.it/imgs/C_17_pubblicazioni_2573_allegato.pdf
http://doi.org/10.1007/978-981-15-0524-9_3
http://doi.org/10.1126/science.2006424
http://doi.org/10.1080/01690960042000067
http://doi.org/10.1097/AUD.0b013e31827ad687
http://doi.org/10.1017/S0261444815000348
http://doi.org/10.28976/1984-2686rbpec2022u93117
http://doi.org/10.1016/j.ijporl.2008.10.007
http://doi.org/10.1097/00011363-199808000-00005
http://doi.org/10.1017/S014271640808017X
http://doi.org/10.1093/deafed/env042
http://doi.org/10.1093/deafed/enm054
http://doi.org/10.1353/aad.2012.0176
http://doi.org/10.4236/psych.2017.814155
http://doi.org/10.1093/deafed/enw041
https://www.proquest.com/pagepdf/2428429328?accountid=12045
https://www.proquest.com/pagepdf/2428429328?accountid=12045
http://doi.org/10.1207/s15327752jpa4901_13


Healthcare 2023, 11, 1021 11 of 11

34. Prezza, M.; Trombaccia, F.R.; Armento, L. La scala dell’autostima di Rosenberg. Traduzione e validazione italiana. Boll. Psicol.
Appl. 1997, 223, 35–44.

35. Giannini, M.; Di Fabio, A.; Gori, A. Measuring the Self-Esteem: Applying the Mixed Rasch Model to the Self-Esteem Scale (SES).
Ris. Uomo. 2007, 3, 359–371.

36. Sagone, E. The role of coping strategies in life satisfaction and psychological well-being: An investigation with deaf and hearing
parents. Life Span Disabil. 2017, 2, 273–298.

37. Hall, W.; Li, D.; Dye, T. Influence of Hearing Loss on Child Behavioral and Home Experiences. Am J. Public Health 2018, 108,
1079–1081. [CrossRef] [PubMed]

38. Rieffe, C.; Terwogt, M.M.; Smit, C. Deaf children on the causes of emotions. Ed. Psychol. 2003, 23, 159–168. [CrossRef]
39. Ridoux, I. Communication difficulties of deaf and deafblind people related to language barriers: Impact on access to care. Ann.

Phys. Rehabil. Med. 2014, 57, e330. [CrossRef]
40. Jambor, E. Self-esteem and Coping Strategies among Deaf Students. J. Deaf Stud. Deaf Educ. 2005, 10, 63–81. [CrossRef]
41. Freitas, E.; Simões, C.; Santos, A.; Mineiro, A. Resilience in deaf children: A comprehensive literature review and applications for

school staff. J. Comm. Psychol. 2022, 50, 1198–1223. [CrossRef]
42. Johnson, P.; Cawthon, S.; Fink, B.; Wendel, E.; Schoffstall, S. Trauma and Resilience Among Deaf Individuals. J. Deaf Stud. Deaf

Educ. 2018, 23, 317–330. [CrossRef]
43. Jones, G.A.; Ni, D.; Wang, W. Nothing about us without us: Deaf education and sign language access in China. Deaf. Educ. Int.

2021, 23, 1–22. [CrossRef]
44. Jones, G. Bicultural, bilingual, and bimodal deaf education. In Oxford Research Encyclopedia of Education [Preprint]; Oxford

University Press: Oxford, UK, 2021. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.2105/AJPH.2018.304498
http://www.ncbi.nlm.nih.gov/pubmed/29927649
http://doi.org/10.1080/01443410303229
http://doi.org/10.1016/j.rehab.2014.03.1323
http://doi.org/10.1093/deafed/eni004
http://doi.org/10.1002/jcop.22730
http://doi.org/10.1093/deafed/eny024
http://doi.org/10.1080/14643154.2021.1885576
http://doi.org/10.1093/acrefore/9780190264093.013.457

	Introduction 
	Cultural and Social Dimensions of Deafness 
	The Importance of Learning Sign Language 

	Materials and Methods 
	Procedure 
	Participants 
	Measures 
	Demographics 
	Life Satisfaction 
	Social Anxiety 
	Self-Esteem 

	Data Analyses 

	Results 
	Descriptive Results 
	Life Satisfaction, Social Anxiety, and Self-Esteem Levels of the Sample 
	Level Comparisons between Those Who Learned ISL and Those Who Not 
	Level Comparisons between Those Who Learned ISL as a Primary Language and Those Who Learned It Later 

	Discussion 
	Limitations 
	Conclusions 
	References

