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People diagnosed as hard-of-hearing most often face
a chronic disability. Here, cure is beyond the patient’s
reach, and has been replaced by the ideal of a ‘good
life’ (Mol 2008)
clear. Rehabilitation is a practice aiming to restore and

ciological and historical outline of the Danish audiolsocial space and its transformations. Whereas Bourdieu remained committed to the analysis of education

means to be an ‘able’ and ‘competent’ person (Stiker
1999). The notion of rehabilitation emerged in conjunc.

This provides a potential for an explanation of the development in Danish audiology by unfolding the un-

The shift represented a response on part of Western sodevelopments, and struggles for professional control.
by the increase of more general notions of replacement
and compensation of a prior situation. Hard-of-hearand have become a target group for rehabilitation and

thus rehabilitation of hard-of-hearing individuals. By

(UN 2013), disability has undergone a radical conceptual shift in internacial version, disability is no longer a purely biomedical
condition. Instead, it is a matter of cultural difference
and social justice. It is no longer the disabled individual
that needs compensation to integrate into normal society. Instead disabled individuals should be included as

evolve:

as described by Kramer et al. ( 2005), the dominated

•

audiological rehabilitation is restricted to a dispensation of hearing-aids only.

•

•

The economically oriented position represented
by the industry as a major player having an interest in technology developments and econom-

•

The professions oriented position represented
by physicians and technicians struggling for
control of the area in diagnosing and treatment
The consumer (patient) position expecting efcians struggle for popularity amongst the pop-

– to reconstruct historically and relationally the origin
and structure of hearing impairment and institutions atin most European countries audiological rehabilitation

The paper is divided into four sections. First, there
is a presentation of methods and the conceptual frame-
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hearing institutions appear and the position of audiolpairment is orchestrated and effected by a variety of

occur outside of that context, although forces external
-

gles that has not accomplished in transformation of the
ities, from WHO/ICF, and from patient organisations.

governmental and medical marketplaces as it has to do

Methods
Our study involves several different kinds of data to
ing about the hard-of-hearing and hearing impairment:
historical sources, audiological clinical literature, anniversary publications from medical societies and deaf
administrative nature, consultation procedures, information pamphlets, marketing material, user manuals,

status in that they form a separate reality and should be
tinctive purposes in mind.
in our analysis. Bourdieu places most aspects of social
life in the context of objective structures constituting
-

coordinates, the overall volume and the composition of
of Bourdieu’s entire relational approach, autonomy and
heteronomy are its keystones (Maton 2005). By auton-

42

and political success (such as generating research in-

state. One of Bourdieu’s main points – in continuation
of the school of historicist realism – is the necessity
scribed in the obviousness of ordinary experience. As

thoughts
expects them to be: in our categories, constructions,
and assumptions about the human being and the social

and injustices – is according to Bourdieu the result of
social conditions that are prompted by this incorporation. The state is not only something that exists ‘out
there’ in terms of different institutions, bureaucratic
processes, etc. It also exists ‘within us’ and adherence
to the existing order operates primarily not through the
mediation of ideas and ideals, language games, and
ideological conviction but through the ‘double naturalization
resulting from its inscription in things and in bodies’ and through the silent and
tal structures in terms of mental categories, it forms a
system of beliefs acquired through our education and
our social life
.

to Larsen ( 2003)
both as a 200-year-old socially prestigious activity and

-
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ments constitutes the desired and monopolised capital.
means the values and markers of achievements gener-

hearing-aid user is around 70 years. Hence, the condivanced age and therefore not found on the upper rungs
of the prestige ladder of specialisation.

Audiology is part of the larger relatively autonresult of a program aimed at helping American soldiers
to recover due to an increase in noise-related hearing
seeks to preserve the existing distribution of capital
(manifested by the ranking of institutions, theories,
inevitable logic of science so much as the perceived
ability of a group of doctors to meet current needs. So
the underlying forces that has shaped medical specialbilitation have been technological developments, political conditions, and historical events.
Audiology in Denmark is a subspecialisation of
cialisations are equally prestigious. The concept of a
umented, and this ranking also applies to the diseases
(Album 2008). Factors related to
characteristics of the disease such as organ location and
factors related to characteristics of the patient such as

-

distinctive capitals and categories that impinge on this
ics, politics, and legislation. According to Bourdieu,
-

The emergence of hearing institutions in Denmark
There have been several patient organisations for hardof-hearing and deaf in Denmark serving as patients’
representatives or patients’ support. Internal struggles

prestige (Norredam and Album 2007). We consider

of activity are highly positions and possess high capital
and relatively high autonomy compared to others. As
an example some types of hearing impairment can be
cured by means of operation and surgery that ‘cure’ is

hearing or professional management led to the closure
isations amalgamated to “Dansk Tunghøre Forening”
tegically converting the resources they possessed (pa-

the highly prestigious sensorineural hearing loss that is
in policy making in health care in Denmark by consmall, complex electronic devices that can help promembers. In 1962 the union changed name to “Landsof hearing or deaf. Other types – such as presbyacusis
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– to convert capital by expanding its activities into that
is normally considered the professionals’ prerogatives
namely involvement into clinical research (Lindstad
2007)
-

covered the rest. In 1952, the government invited hea-

Early on, hearing aids had been of a poor standard
Industry the hearing centres established a battery centre
sense

bulks at considerable discounts. Thus, the bureaucratic
-

position-takings. In England, the government-produced

of introducing a state produced apparatus politicians
decided to stimulate the manufacturers to produce increasingly effective products via competition. Thus,

the product of investment strategies. These investments
th
ment No. 21 of 27 January 1950 stating that all examination and treatment is done free of charge for all

charge. The examination, treatment, and rehabilitation

Whereas lip reading had been the sole rehabilitative
service offered to the hard-of-hearing, the hearing aid
from the establishment of the hearing centres in 1951
became the prime possibility for rehabilitation. The

ded from the government demonstrated that a great
number of prescribed hearing aids remained unused an
-

the 1960’s they considered listening, lip-reading and
hearing aids. The hearing centres initiated family cou-

the so-called mouth-hand system

).

ring centres should be a teacher (like in the USA) or a

equipment seemed a better investment and leaders of
-

struggles of the physical placement of the hearing cen-

(Roejskjaer 1961). These challengers
had the resources needed and thus soon occupied stra-

ENT-department and one hearing centre isolated from

to validate the outcome of hearing aids in individual

(Roejskjaer
1961
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competences of the staff employed at the hearing cen-
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tres emerged gradually. The education of the hearing

for the patients.
The evidence-based movements introduced in the

education. Thus, their relative lack of capital meant
audiology, perceptive psychology, personality development, abnormal psychology and other psychological
-

government. Instead, the physicians themselves initiated an education programme of audiology technicians

hearing therapists. Then the hearing therapists initiated
the 5-year university degree of audiologist.
in 1980 can be understood as representing a refracted

tive reform initiated from the government to replace
the responsibility for some handicap groups from the
government to the local counties and hearing handiof mental and physically handicapped. The reform initiated major protests from the handicap-organisations
ned as an ‘assistive device’, despite that according to
EU-standards it is a ‘medical device’. The implications
medical device are that the municipalities are responsible for the payment. Audiological rehabilitation is sus-

comply. At present, governments in North America,
Britain, Western Europe, and Australia fund institutions that commission research, collate evidence, and
produce evidence-based guidelines, and physicians are
tice (Wahlberg and McGoey 2007
introduced by Cochrane (1972), contributing to the
collecting and collating of ‘current best evidence’, it

i.e. those present in the hearing clinics are informed not
only by ‘current best practice’ but also often by judgments about ‘cost-effectiveness’. Cochrane challenged
diagnostic and therapeutic practice outcomes based
on indeterminacy. His methodological strategies are
hegemony and authority in both medicine and health
of evidence a basic concern (Jensen 2007
perspective, EBM’s rise can be linked to a shift from a
form of collegiate control of autonomy to one exerted
by the state. Thus, truth is the set of representations regarded as true because they are produced according to
tion
). We argue that EBM is a state-based control strategy that claims to reduce uncertainty
by identifying economically effective interventions and
by removing economically ineffective treatments from
clinical practice. Therefore, it critiques and challenges
physicians’ previously dominant ontological under-

part of the validation before the hearing aid is granted.

In addition, it can be seen as a mechanism for lending
tical’ decisions.

some counties in Denmark decided that they had to ap-

-

granted even though a doctor already had approved it.

cultural pole is increasingly usurped by that of the economic counter pole. As claimed by Bourdieu (2005:
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obtaining state licensure from humanistic disciplines
autonomous logic is increasingly undermined by the
exogenously imposed dictates of the market, paradoxically this does not lead to the differentiation of products
but instead to their homogenisation.

skills depend on physicians’ assessment. The capital
-

be cultural capital in the form of educational opportuni-

The term ‘professional dominance’ originally formulated by Friedson ( 1970) posits that the traits that identify professions are internal control over the technical
establishment of the Danish National Hearing Health
Service and gaining encouragement to compensate for
ascending physician shortages, the physician-leaders
led ‘audiology technicians’. The audiology technicians
everyday segments the physician had carried out that
stricted scope for autonomy. This transformation illustrates that the hierarchy of expertise is also a hierarchy
of resources; hence, the external policy requirements

audiometry (BRA) has become the predominant choice
for threshold testing and retrocochlear evaluation comhy (ECoG), as BRA is less time consuming and does
not require medical assistance but can be performed
by the group of subordinates (Hindhede and Parving
2009).
Moreover, increasingly, physicians delegated to
audiology technicians functions that had been considered the prerogative of hearing therapists and teachers,
thus sounding the death knell for these layers of staff in
many of the hearing clinics. The academically educated
logy technicians. Pursuing a credentialist strategy by
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their biomedical problems and the sets of tasks needed
to accomplish their disposals controlled by physicians.
ting the hearing aids or the other technical equipment)
room to improvise. Rapid technological development
is a challenge for this group of staff.
chases of hearing aids in private hearing clinics in
the public clinics. As a consequence, a lot of private
clinics sprang up. With them a lot of audiology tech-

-

hearing centres had to rely on the producers and their
hearing loss. Thus, the producers became the repositoTo sum up, the audiologists have not been able to
(e.g. hearing tactics). Rather, their position is impeded
-

violence – the subtle imposition of systems of meaning
lity. The medical language, the medical object, and the
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realise a holistic approach to audiological rehabilitation
As dominated agents, the audiologists inscribe the arbitrary as self-evident and indisputable. As their on-

Over time, physicians have developed an increasingly
specialised language to treat many aspects of hearing
loss, i.e. the notion of acclimatisation, background noi-

shift in focus from cause to impact for the individual.
be found of any political efforts to change the general
objective for Danish hearing disability policy based on
a more relational understanding of disability.
The impact of patient organisations on the

of social movements. The establishment of the Natiopairment and rehabilitation. The possession of technia Hard of Hearing Committee and hearing centres, to
does not in itself represent capital. Recognition builds

strong results from everyone, including the audiologist,
according to this model.

for a hearing aid, batteries, and assistive listening de-

The impact from WHO/ICF
In the late 1990s, disability came to be considered contextually instead of categorically as a handicap. Hearing

England, a centralised form of political institutions and
a centrally regulated charity sector has encouraged the
Danish hard-of-hearing patient group to use conventisional organisations and paying close attention to the
mainstream political process
). The
very existence of the National Hearing Health Service
must be partly ascribed to the argumentation that the

(WHO 2001). Where the focus in traditional audio-

the compensatory side of rehabilitation and more to
text; a so-called ecological approach to the rehabilita-

‘at any rate at the beginning was extremely unwilling
to listen to the requests of the hard of hearing’ (Thuesen
1976: 28).
members of Høreforeningen (the Danish Hard-of-

in this change of focus. It is important to understand
that WHO and ICF are merely ideologies and not ac-

litation. This can be done only by matching the doxa in

movements; hence, there appears to be no struggle to
resist oppressive accounts of their identity (Hindhede
2012). Instead, groups are organised by various sorts
of ‘proxies’ for patients. It means that Høreforeningen
does not necessarily represent the ‘public understan-
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ding of hearing impairment’ but instead functions as

2005) can or does occur. Instead, it has been co-opted

-

accumulating and culminating in an artefact. According
to Bourdieu, those relegated to subordinate locations
are more liable to deploy strategies of subversion and
seek to introduce heteronomous standards because they
need the support of external forces to improve their dominated position in it. The Danish government’s approach to privatisation can be considered as an intrusion

The explicated goals concern improving the quality
of life for the hard-of-hearing, the development of practical advice for managing one’s impairment, the raising
of funds for research, and encouraging the experienti-

consider privatisation of the hearing-aid market as an
asset, because it means that hearing aids are no longer
provided free of charge to the individual. Moreover, it
means a decrease in hospital-related research, as pri-

tical rectitude.
Hearing-aid manufacturers have established their

patients, they continue to collaborate. Three of them,

an interest or invested in the stakes of the struggles
(Larsen and Larsen 2008). This
may have led to a decreased value and interest in audi-

group at Technical University of Denmark (DTU) called the Centre for Applied Hearing Research (CAHR).
According to the centre’s mission statement, its purpoacoustic communication.

(Larsen

communities United Nations, World Health Organisation (WHO), Evidence Based Medicine (EBM)
High capital value
ENTsurgeons

Diagnostic
audiology

Industry: Hearing aid manufactures

Technical
audiology

Battery producers Odin project
Madsen Electronics

(engineers,
acousticians)

From 2000 private hearing aid
dispensers and their subordinates
included in this position taking

(physicians)

Scientifically dominating
Socially dominated
Rehabilitative
audiology
(teaching/hearing
Autonome pole

Scientifically dominated
Socially dominating
LBH

therapists, audiology
technicians, audiologists)

Consumers

(patients/’Dansk
Tunghøreforening’)

Low capital value
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Heteronome pole
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-

vertical, division pits agents holding large volumes of
either capital – the dominant against the dominated.
- as described earlier - are - in short:
Left above: ‘Diagnostic audiology’: physicians,
ENT doctors/private practitioners
‘Technical audiology’: engineers, acousticians.
degree of autonomy. With the privatisation of hearing-aid dispensation, some of these agents move

the situation in a slightly different matter – they take
the ‘particular’ or the ‘unique’ about an individual’s
situation. As they have no autonomy or legitimacy
-

but some do not and instead defy such technologies
and, perhaps surprisingly, demand to be treated and
disciplined in a more traditional sense.
se of the rise in dominance of the economic/heteronome
sicians and engineers on the upper left of the diagram
are constrained to think in terms of the economic drive

practice’ of audiological rehabilitation. Notions about
Right above: ‘Industry’: the hearing-aid manufacturers, battery producers. Characterised by high degree of heteronomy. Are relatively strengthened by
privatisation as demands for hearing aids increases
- although Denmark probably does not compose a
very large proportion of the total market for the Danish hearing-aid manufacturers
Left below:

-

are applying for research resources, they must relate
Stephens (2009) underpins Bourdieu’s thinking on

became hearing therapists. Then the hearing therapists initiated the 5-year university degree of audiologist. Neither teachers nor hearing therapists remain in present-day hearing clinics. Since 2000, an
increasing number of those relegated to subordinate
locations have deployed strategies of subversion of
signated and made operative (illustrated by the blue
position representing the public sector of audiological rehabilitation
Right below: ‘Consumers’: patients, patient orga-

comprised by individual agents. He points out seven
-

Hearing Centres in Copenhagen, Odense, and Aarhus,
respectively. Stephens explains: ‘While there were fre(Stephens 2009: 82),
and he notes that the struggles and competition for legi-
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a virtue’ of their individual differences and dispositions
in order to carve out novel, distinctive positions. The
.

more than the sum of its parts. The relations comprising
agents.
Conclusion

pursue strategies of conservation of the existing distri-

died prematurely. The third generation included only
sor ever of Danish audiology. According to Stephens,
‘She fought over the years to improve the service and
provisions, but was able to achieve little in improving
services for adults without support from capable colleagues’ (2009: 83). Hence, the ‘decline’ in Danish audi-

of rationality that comprise the present situation in hea-

of ‘accumulated history’ (Bourdieu 2005). The agents
care professionals, etc.) create, through their relationships, the very space that determines them, although
this space only exists through the agents placed in it.

-

institutional, involving a collection of persons in par-

sacred devotion to audiological reasoning. The diminishing dedication to provide still better quality hearing care to the public; this more or less unthinking
commitment to the logic, values, and capital of the

practices. What audiology and audiological rehabilitation is today is – cf. Rose (1999) – the outcome of
controversies and disputes over truth that involve the
deployment of arguments, prestige, cultural intelligibility, and practicability.
As stated in the beginning, according to UN it is no
longer the disabled individual that needs compensation
to integrate into normal society. Instead disabled individuals should be included as normal members of the
multicultural society. This paper has demonstrated that
the reason for this is that the development of audiolo-

Stephens concludes: ‘We must remember that the key
people for whom the services are important are the
Danish people with hearing problems’. He is alluding
to present audiological and rehabilitative practices that

of good intentions. It might also be descriptive of realion the vertical relationship of the established-chalabsence of such a service. According to Larsen (2003),
one might say that the more prevalent the rhetoric of
‘the key people for whom the services are important are
the hard-of-hearing
that the patient’s needs are marginalised.
What Stephens does not engage in is the fact that
of struggle. This also means that the social structure of
-
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in improving health and the ‘good life’ is economically
-
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but also recognition via submitted and published articles in international journals.
EBM remains a professionalising strategy through
its potential to control the indeterminate relationship

also complex and contradictory.
Keywords
-

this indeterminacy. Several struggles of clinical truth
scribed represent particular standpoints in relation to
tion, struggle, collaboration, or isolation (Hindhede &
Parving 2009)
ted as evidence depended on the ontologies enacted in
these particular practices.
-

quent impact on rehabilitative audiology and the different conceptualisations of hearing impairment. They
-

tation
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