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Table 6. Correlation (Pearson's r) Between Chronicity of Sudden Hearing Loss 3 Months After Sudden Hearing Loss and 
Psychological and Sociodemographic Variables and Characteristics Associated with the Disorder 

LOCint LOCpow LOCfat LE (no.) LE (strain) DH (no.) 
0.108 0.14 0.34a - 0.17 - om -0.1 

DH (strain) COPpos COPneg W SS 
- 0.06 0.01 0.02 - 0.07 0.07 

Age Gender Family status No. of children No.ofSHL 
0.23 0.02 - 0.02 0.06 0.27 

Anxiety related to SHL TIN in the past Acute TIN Disability due to TIN Disability due to SHL WB at onset 
0.40b - 0.10 0.09 0.31 b 0.42b - 0.46b 

LOCint = internality; LOCpow = powerful others-externality; LOCfat = fatalistic externality; LE = life events; DH = daily hassles; COPpos = positive coping 
strategies; COPneg = negative coping strategies; W = worrying; SS = social support; SHL = sudden hearing loss; TIN = tinnitus; WB = well-being. 
' p :5 .05. 
b P :5 .0 I. 

with disability due to TIN and SHL, and with the de­
gree of anxiousness concerning SHL and LOCfat. 
Chronicity of hearing loss is not correlated to the other 
sociodemographic variables or characteristics attrib­
uted to the disorder (Table 6). 

The six variables- WB, disability due to acute TIN, 
SHL, LOCfat, anxiety concerning SHL, and number of 
SHL-correlated most highly to the chronicity of hear­
ing loss were entered into a discriminant analysis at the 
same time. The analysis discerns statistical significance 
(p = .009) between the groups with a Wilks' lambda of 
0.57 and an eigenvalue of 0.76. Eighty percent of the 
patients were classified correctly. WB and disability 
due to SHL are the most influential variables (13 = 1.01 
and 0.82). Disability due to TIN and LOCfat also con­
tribute to the discrimination between the groups (13 = 

0.42 and 0.38). Anxiousness concerning SHL contrib­
utes very little to the correct classification (13 = 0.08), 
and the number of prior SHL does not have any influ­
ence (13 = 0.01). 

DISCUSSION 

The hypothesis regarding the stress differences ex­
pected between SHL and TIN patients and the control 
group before the onset of the disorder was confirmed 
fully . Life events and daily hassles before the onset of 
the disorder were significantly more frequent, and their 
stressfulness was more distinct in the experimental 
group. Interestingly, the reported strain due to the 
stressful events differentiates more clearly between 
groups than does their number. Thus, the subjective 
evaluation of stressful events is more important than is 
the sum of events. Our data show, as is found often in 
other studies, that life events and daily hassles are not 
independent of each other but correlate to a large de­
gree. To determine the independent effect of each vari-
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able, the other was partialed out. After this procedure, 
the discriminating function of life events , be it number 
or strain, was lost. On the other hand, daily hassles (es­
pecially their stressfulness) retain their differentiating 
function. Thus, what can be concluded is that life 
events probably give rise to various stressful daily has­
sles that undermine health status. Consequently, our 
study applying psychological instruments of satisfying 
reliability and validity in a control group design con­
firms findings by Hoffmeister [1], Kropp and Rad [10], 
Stange [11], and Neuser and Knoop [12]. 

The affective state of certain persons often has been 
shown to influence memory; in a negative state, more 
negative memory contents are activated and retrieved. 
As a marked difference in well-being was found be­
tween the two groups (worse mood in the experimental 
subjects), the variance between groups attributed to dif­
ferences in well-being was eliminated by partial corre­
lation. Otherwise, the reported higher amount of stress 
could be ascribed to the negative state of those in the 
hearing loss and TIN group at time of assessment. 
However, the difference in stressfulness of life events 
and daily hassles were shown to be maintained at a sig­
nificant level. Thus, well-being had some effect on re­
membering and reporting negative events, especially 
on the number, but the difference between experimen­
tal and control group cannot be explained totally by 
their different state of well-being. 

Positive and COPneg strategies also differentiated 
between groups. The hypothesis of more COPneg strat­
egies in the experimental group was supported, but the 
level of positive coping endeavors also is much higher 
in the SHLITIN group, a finding contrary to expecta­
tion. One can assume that the classification of coping 
behaviors into "bad" or "good" regarding their problem­
solving or palliative capacity may be invalid, as some 
often have argued that the effectiveness of coping also 
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depends on the kind of stressor and other characteristics 
of the situation. Regardless, the fact remains that differ­
ent coping behaviors, whether positive or negative, are 
used much more frequently by the experimental group. 
What might be posited is that the experimental group 
uses more coping strategies because they meet more 
life problems, as shown. A further assumption might be 
that they are trying hard to cope with stress most of 
the time but are not successful, as the reported strain by 
the events is higher in the experimental group. Thus, 
their potentially exhausting coping endeavors could 
also contribute to onset of the hearing disorders. This 
effect remained after controlling for WB. 

At first glance, the data about worrying confirm our 
hypothesis that it is more intense in SHLITIN patients. 
However, after controlling for well-being, this effect 
vanished, which demonstrates that the process of wor­
rying is intensified markedly by an individual's nega­
tive state. The hypothesis of a deficit in social support 
in the experimental group was not confirmed. All sub­
jects reported an extraordinary high degree of social 
support (high above the average of the norm group). 
Generally, social support may be very high in the spe­
cial situation to which all subjects were exposed: being 
in the hospital for their first few days. This could be re­
sponsible for the ceiling effect in the data. 

The discrimination analysis fully supported the fore­
going conclusions, selecting daily hassles as the stron­
gest variable in the prediction of group membership 
and coping as a further relevant aspect. All other vari­
ables did not exhibit any surplus power of prediction. 
The discrimination between groups was well above 
chance but, with an error rate of 25%, was not really 
very satisfactory. 

The second part of our study was concerned with the 
prediction of chronicity of SHL or TIN 3 months after 
onset. The general assumption is that the probability of 
remission of these special hearing disorders at that time 
is rather low, so that a chronic state can be assumed. 

None of the sociodemographic variables is an im­
portant predictor. The only psychological trait variable 
with some predictive power for TIN is negative coping. 
Such is also the case for a fatalistic locus of control re­
garding SHL. The most powerful predictor both for 
chronic TIN and for SHL is the state of subjective well­
being at time of first assessment immediately after the 
onset of the disorders. Also very influential is the de­
gree of disability due to TIN experienced at first assess­
ment. In the prediction of chronic SHL, both disability 
due to SHL and TIN at onset are important. After all, 
80-83% of the patients could be classified correctly by 
these variables. 

Though the validity of these predictions cannot be 
guaranteed and has to be cross-checked, an interesting 
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note is that the supposedly predisposing stress factors 
that seem important for the onset of the studied hearing 
disorders do not contribute to its chronicity. Only habit­
ual processing variables (coping, fatalistic LOC) show 
some influence on chronicity, but the best predictor is 
well-being, probably an indicator of the subjective 
evaluation of the biopsychosocial state of an individual. 
Interestingly, this global self-evaluation is more impor­
tant than is the rating of disability due to TIN and SHL 
and variables related to the history of the disorder. Fur­
thermore, what should be mentioned is that the ex­
plained variance is higher in the prediction of chronic­
ity than in the discrimination of the different clinical 
groups. 

All in all, our study suggests that psychological vari­
ables related to stress and its processing are predispos­
ing for TIN and SHL and that the actual subjective state 
of well-being shortly after onset of the di sorder is a rel­
evant predictor of chronicity of both disorders. Habit­
ual psychological trait characteristics (coping, LOC) 
exhibit some, but not a strong, influence. 

Though our data support the hypothesis of psycho­
logical influences on disease etiology and prognosis in 
SHL and TIN, some methodological limitations of the 
study have to be taken into account. The experimental 
group exists of patients suffering predominantly from 
both types of hearing disorders; very few persons were 
afflicted with TIN or SHL only. This finding probably 
is the consequence of recruiting patients in a hospital 
setting. "Pure" TIN patients are treated mostly in out­
patient settings and only rarely in a hospital , probably 
limiting the generalization of data about single-syndrome 
patients. 

The intent of our study was to sample similar groups 
maximally except for the disorder itself. This was suc­
cessful in nearly all assessed variables, with the excep­
tion of well-being, which turned out to be an important 
variable. The definitely worse state of well-being in the 
experimental group points to the fact that the comorbid­
ity of SHL and TIN probably is very stressing and an­
noying. This finding supports the notion that the study 
assessed a very special group of patients. One undesir­
able aspect of our study is the difference in the number 
of subjects in the experimental control group, due to the 
difficulty in recruiting control patients. The task of 
identification of patients for the study was allotted to 
the hospital staff, who then informed the psychologists 
of their potential subjects. Because the identification of 
potential control group patients was much more diffi­
cult than was the identification of SHLITIN patients 
and because of the fact that pending surgery excluded 
many patients from the control group, the recruitment 
of the control subjects was very time-consuming and 
less successful. However, the number of subjects lies 
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within the range of statistical demands (number of sub­
jects = 5 X number of variables) [41]. 

Furthermore, the conclusions drawn from the pro­
specti ve part of the study, especially regarding the im­
portance of psychological variables, are somewhat un­
certain. As no audiological or other potentially relevant 
variables could be included in the prospective study 
(e.g., masking level of TIN, kind and severity of hearing 
loss), no assertions can be made regarding the relative 
significance of the assessed psychological variables in 
comparison to medical characteristics. Nevertheless, 
our data support the hypothetical role played by stress 
and related psychological factors in the etiology of SHL 
and TIN. The search for prognostic factors of chronicity 
must be continued, after this first attempt offering some 
challenging data. 
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