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Abstract 

The overwhelming nature of hearing loss identification often causes families to experience grief 

and confusion. Children as young as nine months old with severe hearing loss have the option to 

undergo cochlear implantation (CI) surgery with the hopes of restoring normal hearing. Pediatric 

audiologists accompany families through the identification of hearing loss and the learning 

process that coincides with this surgery. Despite knowledge that parents of children with 

communication disabilities will experience a sense of loss and have moderate to severe cyclic 

emotional reactions, little is known about how audiologists manage the emotional needs of 

families, if they feel prepared to do so, or if they encounter opportunities to do so in clinical 

practice. The purpose of this study was to assess the reality of pediatric audiology clinical 

practice, specifically the counseling that pediatric audiologists provide to parents. Participants 

were audiologists who provide CI and hearing aid services to pediatric patients in various health 

service settings, such as hospitals, speech-language clinics or ear-nose-throat clinics. Audiologists 

reported high confidence in every topic except for a handful, such as communicating with parents 

in the depression stage of the grief cycle. Most audiologists received a counseling course as a part 

of their graduate education in audiology, however 61% of counseling courses did not involve 

role-play experiences and can be considered ineffective courses. A linear regression revealed a 

VLJQLILFDQW�UHODWLRQVKLS�EHWZHHQ�DQ�DXGLRORJLVW¶V�FRQILGHQFH�LQ�SURYLGLQJ�HPRWLRQDO�VXSSRUW�LQ�

initial appointments and the percent of pediatric patients an audiologist sees in their average 

patient load (b= .011, and p = .001). Years of experience and completion of counseling 

coursework did not predict confidence in providing personal adjustment counseling. 77% of 

audiologists agreed that personal-adjustment counseling is within the scope of audiology, but 

only 61% of audiologists reported that they have the necessary skills to provide adequate 

personal-adjustment counseling. 
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Introduction 

Ninety percent of infants identified with severe hearing loss at birth are born to parents 

with no known family history of hearing disorders. The incidence of congenital hearing loss is 

high, in fact, three out of every 1,000 children born will have a hearing impairment.28 A pediatric 

audiologist is a hearing health care provider serving a population of 0-18 year old. They are the 

first SURIHVVLRQDO�WR�FRQILUP�DQG�GHVFULEH�D�FKLOG¶V�KHDULQJ�ORVV�WR�WKHLU�IDPLO\��DQG�WKH\�DUH�WKH�

most qualified to do so.19, 23 This responsibility requires audiologists to be proficient and 

experienced in providing information that might be upsetting, stress-evoking, and even painful for 

some families.3 Families with normal hearing often experience grief and confusion as they 

approach the learning curve of raising a deaf or hard of hearing child.  

Children with severe hearing loss have the option to undergo cochlear implantation (CI) 

surgery, with the hopes of restoring normal hearing through the implantation of this prosthetic 

device. Cochlear implants have become a viable option for those with severe to profound 

sensorineural hearing loss.13 Children born with severe hearing loss can be implanted as young as 

nine months old.13 According to the Food and Drug Administration, approximately 65,000 of 

these devices were implanted in pediatric patients in the United States by December 2019.13 The 

job of a pediatric audiologist is to accompany families through the identification of hearing loss, 

implantation and programming of this device, and the learning process that coincides with this 

major surgery. Due to the journey that cochlear implantation requires, parents of these patients 

look to their audiologist as the primary contact for care during this time. Despite the knowledge 

that parents of children with communication disabilities will experience a sense of loss and have 

moderate to severe cyclic emotional reactions,34 little is known about how audiologists manage 

the emotional needs of families undergoing this difficult process, if they feel prepared to do so, or 

if they encounter opportunities to do so in clinical practice.  

 

Counseling in Audiology: Our Definition 
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  Many health care providers who are not formally trained in clinical psychology 

implement personal adjustment counseling in their practice.16 Some of these professionals are 

pediatric audiologists. In this study counseling in audiology is broken down into three domains: 

aiding decision making, communicating new information, and personal adjustment.3 

The first domain, aiding decision making, includes guidance on device and fitting 

selection, communication modes, and educational options. The second domain, communicating 

new information, includes realistic expectations of language development and schooling 

following CI implantation. It refers to presenting and facilitating the new responsibilities of a 

family raising a hearing impaired child. These responsibilities include but are not limited to 

optimizing the listening environment of the child, implementing listening strategies, and 

advocating for them in their schooling years. The third domain, personal adjustment, is defined as 

proficiency in walking families through the stages of grief, such as: shock and denial, pain and 

guilt, anger and bargaining, depression, reconstruction and working through, and acceptance and 

hope. 

  Aiding decision making, communicating new information, and personal adjustment 

counseling all fall within the basic scope of practice for an audiologist. Communicating in terms 

of the first two domains, such as the type and severity of audiometric results is a routine matter to 

audiologists, and is frequently communicated via a rehearsed verbal template, where the details of 

several tests are explained in non-technical terminology. The fundamentals of communicating 

new information and aiding decision making are developed through four years of graduate 

training in equipment, technology, anatomy, psychoacoustics, electrophysiology, specialized 

clinical areas, best practice treatment, etc. 

The interprofessional nature of cochlear implantation allows audiologists to have support 

from ENT doctors and surgeons during the entire cochlear implant process. Representatives from 

hearing aid and cochlear implant manufacturers are available to provide training for audiologists 
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and answer questions about new products. Therefore, audiologists are well supported in terms of 

the devices they fit and the programming they provide.  

The support and preparation that audiologists receive for the last domain within our 

definition of counseling in audiology, personal adjustment counseling, is more ambiguous. 

Parents with normal hearing who have children with severe hearing loss are a very unique 

population. These children by right of their birth can belong to the deaf community, a community 

their parents do not belong to.20 These parents have the option to integrate sign language into their 

home and choose the Deaf world for their child, or they can choose to pull them out of this 

community and into the hearing world by implanting them with cochlear implants.20 This is not to 

say that a deaf person who wears hearing aids or cochlear implants is not a part of the deaf 

community. It is however to say that choosing not to embrace sign language will have a pivotal 

effect on a FKLOG¶V�DELOLW\�WR�SDUWLFLSDWH�LQ�GHDI�FXOWXUH�20 A definition of counseling that does not 

include assisting families with the emotions that accompany an identification of hearing loss is 

too restrictive.27 

Few studies have acknowledged the needs of these parents that only an audiologist can 

fulfill. A counseling psychologist is more than capable of working through grief with these 

parents, but how much more effective would an audiologist be? (A professional who already sees 

this family very often, understands the extent of the decisions they need to make, and can 

DQWLFLSDWH�WKH�KXUGOHV�WKDW�ZLOO�HPHUJH�DORQJ�WKH�MRXUQH\���³7KXV��DXGLRORJLVWV²the professionals 

most qualified to counsel those with difficulties relating to hearing problems²need to be 

HTXLSSHG�ZLWK�FRXQVHOLQJ�VNLOOV´�13 A patient-centered approach to communication, where an 

DXWKHQWLF�UHODWLRQVKLS�LV�GHYHORSHG�DQG�DQ�DXGLRORJLVW�DWWHQGV�WR�D�SDWLHQW¶V�HPRWLRQDO�DQG�

audiological needs, leads to improved adherence to treatment, self-management and satisfaction 

of the parents of pediatric patients.17 

 Unfortunately, many audiologists lack confidence in their ability to successfully provide 

personal adjustment counseling. A lack of training and experience in this area is likely 
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responsible for these feelings of concern and/or discomfort. 8, 25, 28, 32 The American Speech-

/DQJXDJH�+HDULQJ�$VVRFLDWLRQ��$6+$�¶V�SUDFWLFH�SROLF\�³*XLGHOLQHV�IRU�DXGLRORJLVWV�SURYLGLQJ�

informational and adjustment counseling to families of infants and young children with hearing 

ORVV�ELUWK�WR���\HDUV�RI�DJH´ acknowledges that ³LW�LV�ZLWKLQ�WKH�VFRSH�RI�SUDFWLFH�LQ�DXGLRORJ\�WR�

LQIXVH�HPRWLRQDO�VXSSRUW�GXULQJ�LQWHUDFWLRQV�ZLWK�IDPLOLHV´�5 They continue by warning 

audiologists to be observant of families suffering for long periods of time, although no data exists 

to help audiologists anticipate the proportion of parents who require additional emotional support 

in clinical practice. The final line of this policy states ³Our current body of counseling literature 

is largely based on late identification of hearing loss in children, not our current reality of early 

detection in the newborn period. As such, there is a great need for more current investigations 

into the counseling process and its effectiveness for families with newly identified infants with 

hearing loss. The foundation of outcomes studies upon which EHDI policies were implemented 

must be expanded. To the extent possible, counseling families during crucial periods of parenting 

VKRXOG�EH�HYLGHQFH�EDVHG�DQG�RXWFRPH�GLUHFWHG´�5 

 

Aims  

The long term goal of this research is to further existing literature on the current reality of 

SUDFWLFH�IRU�SHGLDWULF�FOLQLFDO�DXGLRORJLVWV��)DPLOLHV�QRWLILHG�RI�WKH�UHDOLW\�RI�WKHLU�FKLOG¶V�KHDULQJ�

impairment following their hearing screening at birth are in need of much more than best practice 

audiology. Following an identification of hearing loss in an infant or child, families will follow 

up with their audiologist several times due to the necessity of their services early on in the 

identification process. Despite the fact that pediatric audiologists are first and foremost 

diagnosticians, they have the potential to play a pivotal role in the personal adjustment of parents. 

A patient-centered approach leads to improved patient satisfaction, adherence to treatment, and 

self-management. Despite this knowledge, little is known about the nature of pediatric 

audiologist-patient communication throughout diagnosis and management planning.18 It is our 
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hope that the responses from audiologists measured in our questionnaire will inform the 

audiology community about how we currently serve our patients and where there is room for 

improvement. Also, we hope to inform graduate training in terms of the necessity and benefit of 

time spent on counseling coursework. 

The goal of this specific questionnaire is to better understand audiologists' practice in 

cochlear implants for children (0-18 years old) beyond programming the equipment. We hope to 

accomplish this by developing a questionnaire to assess the reality of pediatric audiology clinical 

practice in the counseling that pediatric audiologists provide to the parents of cochlear implant 

recipients throughout the diagnostic and implantation journey. Specifically, we aimed to 1) 

explore the likelihood of audiologists to provide counseling services in various situations and the 

amount of effort committed to their provision; 2) assess selected aspects of counseling (such as 

confidence, recognized importance of providing counseling, and proportion of caseload that 

requires counseling) to learn more about the reality of clinical practice; 3) we hope to identify 

how factors such as years of experience, completion of counseling coursework, and percentage of 

case load in pediatrics correlate with the likelihood of providing these services. Our questionnaire 

probed pediatric audiologists on the following topics: emotional support; personal adjustment 

counseling; grief; resources available for families; graduate preparation; scope of practice; inter-

professional relationships; realistic expectations; device selection; and low SES resources, in 

hopes to uncover trends in the provision of counseling in clinical practice. 

 

Research Questions  

In hopes to reveal the audiologist perspective to the results cited by Muñoz, K et al. in 2015, the 

research questions to be examined include the following: 

1. How confident are audiologists in engaging in personal adjustment counseling? 
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���:KDW�SHUFHQWDJH�RI�DXGLRORJLVWV¶�FDVH�ORDG�LV�H[SHULHQFLQJ�HPRWLRQDO�GLVWUHVV�DQG�ZRXOG�

benefit from their audiologist addressing these emotional concerns? 

3. How important is audiologist's guidance for patients who are experiencing the distress 

accompanied by hearing loss identification? 

���+RZ�GR�WKH�IROORZLQJ�IDFWRUV�FRUUHODWH��LI��DW�DOO��ZLWK�DXGLRORJLVWV¶�OLNHOLKRRG�RI�RIIHULQJ�

patient counseling: 1. years of experience practicing audiology, 2. completion of counselling 

coursework, 3. percent of average patient load in pediatrics. 

 

Methodology 

This questionnaire exists within the research lab of Dr. Yingjiu Nie, Ph.D. and her 

ongoing research of aXGLRORJLVWV¶�SUDFWLFHV�LQ�FRFKOHDU�LPSODQW�VHUYLFHV��0RUH�VSHFLILFDOO\��WKLV�

study began as a continuation of a previous questionnaire probing cochlear implant audiologists 

on programming variability. The aim of this questionnaire was to again probe cochlear implant 

audiologist, but to focus on counseling in clinical practice rather than the programming of the CIs 

themselves. In addition, this study focused on pediatric cochlear implant audiologists, and how 

they interacted with the families of children with hearing loss.   

Methods are presented below in the form of a flow chart for readability. Each step of the 

development and implantation process are bolded. See ³$SSHQGL[�9,��0HWKRGV�1DUUDWLYH´�IRU a 

more detailed account of the process of developing, distributing, and analyzing our questionnaire.  
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Defining Areas of Interest 

First Draft of Questionnaire Topics 

(4 Topics Identified, 2 Chosen) 

 

First Draft of Questionnaire Questions 

See Appendix II: First Draft of Questions. 

(Questions gathered from dissertation committee and advisors.) 

 

Organizing Questionnaire Questions 

Define Counseling in Audiology 

³In this study counseling can be broken down into three domains: aiding decision making, communicating 

new information, and personal adjustment. Aiding decision making includes guidance on device selection. 

Communicating new information includes realistic expectations of language development and schooling 

following CI implantation and refers to presenting and facilitating the new responsibilities of a family 

raising a hearing impaired child. These responsibilities include but are not limited to optimizing the 

listening environment of the child, implementing listening strategies, and advocating for them in their 

schooling years. Personal Adjustment is defined as proficiency in walking families through the cycles of 

grief, such as: shock and denial, pain and guilt, anger and bargaining, depression, reconstruction and 

working through, acceptance and hope.´ 

 Separate Definition into Domains 

Categorize questions by domain 

See Appendix II: First Draft of Questions 

 

Formulated a Researchable Question 
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³:KDW�LV�WKH�UHDOLW\�RI�FRXQVHOLQJ�LQ�DXGLRORJ\�FOLQLFDO�SUDFWLFH��VSHFLILFDOO\�FRXQVHOLQJ�WKURXJK�GHFLVLRQ�

making, delivering LQIRUPDWLRQ��DQG�SHUVRQDO�DGMXVWPHQW"´ 

First Literature Review 

Searched ComDisDome, ASHA Full-Text Journals, ERIC, PubMed, and Google Scholar 

11 Articles identified 

First Reading Phase  

9 areas of subject matter identified in common through 11 articles 

9 DUHDV�ZHUH�RUJDQL]HG�LQWR�³7RSLFV´�IRU�WKH�&RPSUHKHQVLYH�/LWHUDWXUH�5HYLHZ: 

(1)Evidence that families of hearing impaired children benefit from personal adjustment counseling. (2) 

Evidence for the necessity of this study. (3) Evidence that audiologists would benefit from a course in 

FRXQVHOLQJ������(YLGHQFH�DERXW�DXGLRORJLVW¶V�VFRSH�RI�SUDFWLFH������(YLGHQFH�WKDW�FOLQLFLDQV�KDYH�EHWWHU�

outcomes if they counsel patients well. (6) Data about informational counseling. (7) Data about personal 

adjustment counseling. (8) Calls for further research. (9) History of the profession of audiology. 

 

Second Reading Phase 

Evidence within each study was highlighted and numbered as Topic 1-9.  

 

Third Reading Phase 

Evidence from 11 articles converted into an electronic format. Data from studies was organized 

underneath each topic. 

 

Second Literature Review 

A second literature review was initiated with tighter criteria for publication date, as majority of 11 articles 

was published over ten years ago. Four more articles were identified, read, and organized.  

 

Second Draft of Questionnaire Questions 
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Second list of questionnaire questions was drafted considering the new information the literature 

introduced. Included 61 questions. 

(See Appendix III: Second Draft of Questions) 

 

Formatting Questionnaire 

The format is as follows: The questionnaire presents one topic at a time and then asks three 

questions about this topic. Questions were formatted to be answered on a five point Likert scale.  

[Topic] 

1. How confident are you in executing this in clinical practice? 

2. How often do you engage in this in clinical practice? 

3. How important is this topic in clinical practice? 

 

Finalizing Questionnaire 

Finalized questionnaire (See Appendix V: The Questionnaire) was converted into 

QuestionPro where a shareable link was used to distribute it to participants. 

Institutional Review Board (IRB) Protocol 22-2679 protocol submitted and approved. 

 

Recruitment  

Audiologist who provide amplification services to pediatric patients in various health services 

settings were identfied by published professional provider lists and word of mouth. 

 

Participants were contacted via email and asked if they were interested in completing the 

questionnaire 

(see Appendix IV: Recruitment Email). 

 

QuestionPro questionnaire link was provided to 35 participants who expressed interest. 
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17 participants completed this questionnaire. The effective response rate was 49%. 

Seven participants reported seeing 20% or less pediatric patients in their average patient load. 

Four participants saw pediatric patients for 40% of their average patient load, and the remaining 

six participants saw between 60-100% of pediatric patients. Half of the participants worked in a 

medical center and the other half worked in private clinics, schools, and university clinics. 

 

 

Analysis 

Participants responded to questions on a five point Likert Scale. As numbers increase from 1 to 5, 

colors change from red (1) to orange (2) to yellow (3) to green (4 and 5). 

 

 

 

 

 

 

Data was coded without identifying information and analyzed using Excel and IBM SPSS 27 

 Descriptive statistics, Spearman correlations, and linear regression were conducted. Specifics of 

analysis and results will be described in the results section for readability. 

See ³Appendix VI: Methods Narrative´ for more detail 

 

 

 

 

 

 

Key 

5 (100%) = Extremely / Always / Strongly Agree 

4 (80%) = Very / Very Often / Agree 

3 (60%) = Moderately / Sometimes / Neutral  

2 (40%) = Slightly / Rarely / Disagree 

1 (20%) = Never / Not at all / Strongly Disagree 
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Results 

Result 1: General Emotional Support.  

This questionnaire begins with questions about general emotional support in pediatric 

DXGLRORJ\�DSSRLQWPHQWV��3DUWLFLSDQW¶V�median responses to all questionnaire questions can be 

seen in Figures 1 and 9. The median of all the responses in the General Emotional Support section 

ZHUH�³JUHHQ´�VXFK�WKDW�DXGLRORJLVWV�UDWHG�KLJK�FRQILGHQFH��KLJK�IUHTXHQF\��DQG�KLJK�LPSRUWDQFH�

across all general emotional support questions. In initial diagnostic appointments audiologists 

reported feeling very confident in providing the emotional support that family members required 

LQ�UHVSRQVH�WR�WKH�QHZV�RI�WKHLU�FKLOG¶V�KHDULQJ�LPSDLUPHQW��7KH\�DOVR�UHSRUWHG�EHLQJ�YHU\�

confident in providing an environment for parents to process grief and in communicating 

emotionally charged information to parents.  

There was little variability in the confidence that audiologists reported across all 

subtopics in general emotional support. They always provided emotional support in these initial 

appointments, always attempted to provide this environment, and often communicated 

emotionally charged information. They rated their role in providing emotional support in initial 

appointments and creating an environment for the processing of grief as extremely important. 
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They also considered their role in communicating emotionally charged information as very 

important. 

 
)LJXUH����3DUWLFLSDQW¶V�5HVSRQVHV�WR�4uestionnaire Questions in Block 1: General Emotional Support, and Block 2: 
Personal Adjustment Counseling. The median, first and third quartile for responses. See legend for Likert scale values. 
As numbers increase from 1 to 5, colors change from red (1) to orange (2) to yellow (3) to green (4 and 5) 

 Little YDULDELOLW\�ZDV�VHHQ�LQ�UHSRUWV�RI�IUHTXHQF\�RU�LPSRUWDQFH��$�6SHDUPDQ¶V�5KR�

correlation revealed that a correlation between confidence in providing emotional support in 

initial appointments and confidence in communicating emotionally charged information 
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approached significance (r2 = .453, p = .051). Audiologists reported that on average they spent 

60% of appointment time providing informational counseling and 40% of appointment time 

providing personal adjustment counseling, seen in Figure 2. 

 

Figure 2. Proportional of Appointment Time Spent Counseling. Audiologists spent 60% of appointment time providing 
informational counseling and 40% of appointment time providing personal adjustment counseling. Error bars refer to 
first and third quartiles. 

Result 2:  Personal Adjustment Counseling: Communicating with Parents in Stages of the 
Grief Cycle, a Descriptive Analysis 

The next block of the questionnaire examined the audiologists' confidence in 

communicating with family members of pediatric patients who are managing specific emotions of 

JULHI�LQ�UHVSRQVH�WR�WKH�RQVHW�RI�WKHLU�FKLOG¶V�KHDULQJ�LPSDLUPHQW��6WDJHV�RI�JULHI�DUH�EURNHQ�GRZQ�

into experiencing specific emotions understood within Elisabeth Kübler-5RVV¶V�VWDJHV�RI�JULHI��

³shock and denial´, ³pain and guilt´, ³anger and bargaining´, ³despair´, and ³acceptance and 

hope´.31 The median of aXGLRORJLVW¶V�FRQILGHQFH�when communicating with parents enduring 

grief varied depending on the stage, as seen in Figure 3. The frequency that audiologists saw each 

stage of grief varied as well, as seen in Figure 4.  
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In Figure 3, when asked to rate their level of confidence for counseling family members 

experiencing each stage of grief, audiologists reported they were very confident when  

communicating with families experiencing the first three stages, ³shock and denial´, 

³pain and guilt´, and ³anger and bargaining´, with little variability seen in the response set. 

Audiologists reported seeing patients experiencing these first three stages ³VRPHWLPHV´ (first 3 

columns of Figure 4). Seen in the last column, audiologists reported high confidence when 

FRPPXQLFDWLQJ�ZLWK�IDPLOLHV�H[SHULHQFLQJ�WKH�VWDJH�RI�³DFFHSWDQFH�DQG�KRSH´ and saw patients 

experiencing ³DFFHSWDQFH�DQG�KRSH´�very often. Audiologists reported only moderate confidence 

ZKHQ�FRPPXQLFDWLQJ�ZLWK�IDPLOLHV�H[SHULHQFLQJ�³GHVSDLU´�ZLWK�PHGLXP�YDULDELOLW\� The 

frequency that an audiologist encountered family members experiencing ³despair´ varied, seen in 

the forth column. However, RQ�DYHUDJH�WKH\�UHSRUWHG�³UDUHO\´�HQFRXQWHULQJ�WKLV, as seen in Figure 

4. $XGLRORJLVWV�SHUFHLYHG�WKDW�WKHLU�JXLGDQFH�ZDV�³H[WUHPHO\�LPSRUWDQW´�ZKHQ�IDPLO\�PHPEHUV�

experienced each stage of grief in response to thH�QHZV�RI�WKHLU�FKLOG¶V�KHDULQJ�LPSDLUPHQW��ZLWK�

little variability. 
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Figure 3. Audiologists reported high confidence when navigating emotional situations. They feel 
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6SHDUPDQ�FRUUHODWLRQV�ZHUH�SHUIRUPHG�DPRQJVW�WKH�DXGLRORJLVW¶V�UHSRUWHG�FRQILGHQFH�

when communicating with families experiencing each of the five stages of grief. Significant 

relationships are visualized in Figure 8. Statistically significant correlations were revealed 

between the median confidence in three stages, including ³shock and denial´, ³anger and 

bargaining´, and ³acceptance and hope´. Confidence in ³shock and denial´�and ³anger and 

bargaining´ were significantly correlated (r2 = .739, p= .001), ³anger and bargaining´ and 

³acceptance and hope´ were significantly correlated (r2 = .497, p= .036), and ³shock and denial´�

DQG�³acceptance and hopH´ were significantly correlated (r2 = .697, S ��������$XGLRORJLVW¶V�

confidence when counseling parents experiencing the remaining two stages, ³pain and guilt´ and 

³despair´ were not significantly correlated; their confidence in these two stages also did not 

FRUUHODWH�ZLWK�WKDW�LQ�WKH�DIRUHPHQWLRQHG�WKUHH�VWDJHV��L�H���³VKRFN�DQG�GHQLDO´��³DQJHU�DQG�

bDUJDLQLQJ´��DQG�³DFFHSWDQFH�DQG�KRSH´��  

 

 

Figure 4. How Often Do Audiologists Encounter Families Experiencing Grief? They encounter the first 3 stages 
³VRPHWLPHV´��HQFRXQWHU�JULHI�³UDUHO\´�DQG�HQFRXQWHU�³DFFHSWDQFH�DQG�KRSH´�YHU\�RIWHQ� Error bars refer to first and 
third quartiles. 
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When asked about the process of grieving, 100% of audiologists either disagreed or 

strongly disagreed that the grief cycle that hearing parents of pediatric SDWLHQWV¶ experience is 

linear; 88% agreed or strongly agreed that grief was instead cyclic in nature. As seen in Figure 5, 

87% of audiologists agreed or strongly agreed that personal adjustment counseling is within the 

scope of practice of a pediatric audiologist. However, only 61% of audiologists agreed that they 

have the skills necessary to provide adequate personal adjustment counseling.  

 

 

Figure 5. Is Personal Adjustment Counseling in an Audiologist's Scope of Practice? 77% of audiologists agreed that 
personal adjustment counseling is within the scope of audiology. The other 22% were neutral / disagreed. 
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Figure 6. "I have the Skills and Knowledge Necessary to Provide Adequate Personal Adjustment Counseling." 39% of 
audiologists reported that they did not have the necessary skills to provide adequate personal adjustment counseling. 

Audiologists reported various perspectives about whether or not they had adequate 

appointment time for personal adjustment counseling. Half reported that they did not have enough 

time. The other half ranged from agreeing to strongly agreeing that they had enough appointment 

time to counsel families. 67% of audiologists received a counseling course as a part of their 

graduate education in audiology, however most of their counseling courses (61%) did not involve 

role-play experiences (Figure 7).  
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Figure 7 Did Audiologists Receive a Counseling Course in Graduate School? Over half of audiologists survived 
reported that they did receive a counseling course as a part of graduate school, though 61% of those audiologists 
reported that their course was ineffective because it did not include role playing experiences.  

 

Result 3: Personal Adjustment Counseling: Communicating with Parents in Stages of the 
Grief Cycle, a Linear Regression  

 
A linear regression was performed to understand what percent of the variability in 

counseling confidence can be explained by predictor variables collected in our questionnaire. The 

independent variables 1. ³Years of experience practicing audiology´, 2. ³completion of 

counseling coursework´, and 3. ³percent of average patient load in pediatrics´�were tested with a 

linear regression to measure to what degree they predict audiologist's confidence when 

counseling parents of pediatric patients. The dependent variables that were used to measure 

confidence can be seen in Figure 8 and Table 1.  The three variables seen in the center of Figure 5 

include the three general areas of emotional support.  

The dependent variables examined are median confidence in providing emotional support 

LQ�LQLWLDO�DSSRLQWPHQWV�³LQLWLDO´��median confidence in providing an environment suited for the 

SURFHVVLQJ�RI�JULHI�³HQY´��DQG�median confidence in communicating emotionally charged 
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LQIRUPDWLRQ�³HPRWLRQ´��VXFK�DV�LQLWLDOO\�FRPPXQLFDWLQJ�WKH�LGHQWLILFDWLRQ�RI�D�KHDULQJ�ORVV�LQ�D�

pediatric CI patient of hearing parents). The four other variables around the perimeter of Figure 8 

are median confidence in VWDJHV�RI�WKH�JULHI�F\FOH��$�6SHDUPDQ¶V�FRUUHODWLRQ�RI�WKHVH�GHSHQGHQW�

variables (these three general measures of confidence and the confidence in each of the four 

stages of grief) was performed and it revealed statistically significant correlations between 

dependent variables depicted by lines connecting them in Figure 8, and p-values ZLWK�D�³´�

indication in Table 1. 7ZR�RI�WKHVH�JHQHUDO�PHDVXUHV��³HQY´�DQG�³LQLWLDO´�ZHUH�VLJQLILFDQWO\�

correlated with each other (ȡ = .723, p=.001). Due to this correlation, for purposes of increased 

power, the PHDVXUH�RI�³HQY´�ZDV�UHPRYHG�DV�D�GHSHQGHQW�YDULDEOH in the linear regression.  

Dependent Variable Search: Quantifying $XGLRORJLVW¶V�&RQILGHQFH�6SHDUPDQ�52 Values 

  ³,QLWLDO´ ³(PRWLRQ´ ³(19´ ³6KRFN�
and 
'HQLDO´ 

³3DLQ�
and 
*XLOW´ 

³$QJHU�DQG�
%DUJDLQLQJ´ 

³'HVSDLU´ 

³,QLWLDO´ ȡ 1 .490 .723** .740** .199 .731** .350 
 Sig. (2-

tailed) 
 .054 .002 .001 .460 .001 .184 

³(PRWLRQ´� ȡ .490 1.000 .511* .573* -.166 .712** .511* 
 Sig. (2-

tailed) 
.054 . .043 .020 .540 .002 .043 

³(19´ ȡ .723** .511* 1.000 .577* -.179 .592* .597* 
 Sig. (2-

tailed) 
.002 .043 . .019 .508 .016 .015 

³6KRFN�DQG� ȡ .740** .573* .577* 1.000 .378 .802** .424 
'HQLDO´ Sig. (2-

tailed) 
.001 .020 .019 . .149 <.001 .102 

³3DLQ�DQG� ȡ .199 -.166 -.179 .378 1.000 .137 -.014 
*XLOW´ Sig. (2-

tailed) 
.460 .540 .508 .149 . .612 .958 

³$QJHU�DQG� ȡ .731** .712** .592* .802** .137 1.000 .426 
%DUJDLQLQJ´ Sig. (2-

tailed) 
.001 .002 .016 <.001 .612 . .100 

³'HVSDLU´ ȡ .350 .511* .597* .424 -.014 .426 1.000 
 Sig. (2-

tailed) 
.184 .043 .015 .102 .958 .100 . 

Note: ȡ  �6SHDUPDQ¶V�UKR.    * p < .05.    ** p < .01 

Table 1. Dependent Variable 6HDUFK��9DULDEOHV�WR�4XDQWLI\�$XGLRORJLVW¶V�&RQILGHQFH Spearman Rho. Correlations 
between dependent variables that are used to quantify audiologist confidence. P-values from the Spearman Rho 
correlation of dependent variables. ** Indicates correlation is significant at a 0.01 level (2-tailed). Significant 
correlations are illustrated in Figure 8.  
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'HSHQGHQW�9DULDEOH�6HDUFK��4XDQWLI\LQJ�$XGLRORJLVW¶V�&RQILGHQFH�6SHDUPDQ�5KR�9DOXHV 

Illustrated 

 
Figure 8. Dependent Variable Search: Quantifying $XGLRORJLVW¶V�&RQILGHQFH�6SHDUPDQ�5KR�,OOXVWUDWHG.  Boxes 
UHSUHVHQW�VHYHQ�VHSDUDWH�GHSHQGHQW�YDULDEOHV�WKDW�DUH�XVHG�WR�TXDQWLI\�DXGLRORJLVW¶V�FRQILGHQFH�ZKHQ�SURYLGLQJ�
personal adjustment counseling. Significant Spearman Correlations between variables are illustrated by connection 
with a line. 

Confidence in communicating with families experiencing ³VKRFN�DQG�GHQLDO´�DQG�³DQJHU�

DQG�EDUJDLQLQJ´�ZHUH�VLJQLILFDQWO\�FRUUHODWHG�ZLWK�HDFK�RWKHU��ȡ = .802, p < �������³'HVSDLU´�ZDV�

not correlated with any other stage of the grief cycle but was significantly correlated with an 

DXGLRORJLVW¶V�FRQILGHQFH�LQ�FRPPXQLFDWLQJ�HPRWLRQDOO\�FKDUJHG�LQIRUPDWLRQ��³HPRWLRQ´��r2 = 

������S �������&RQILGHQFH�FRPPXQLFDWLQJ�ZLWK�IDPLOLHV�H[SHULHQFLQJ�³JXLOW´�ZDV�QRW�FRUUHODWHG�

with any other dependent variable.  

Six multiple linear regression models were analyzed, respectively for the dependent 

variables of 1) FRQILGHQFH�LQ�SURYLGLQJ�HPRWLRQDO�VXSSRUW�LQ�LQLWLDO�DSSRLQWPHQWV�³LQLWLDO´��2) 

FRQILGHQFH�LQ�FRPPXQLFDWLQJ�HPRWLRQDOO\�FKDUJHG�LQIRUPDWLRQ�³HPRWLRQ´��3) confidence 

FRPPXQLFDWLQJ�ZLWK�SDUHQWV�ZKR�DUH�H[SHULHQFLQJ�µVKRFN�DQG�GHQLDO¶��4) µSDLQ�DQG�JXLOW¶� 5) 

µDQJHU�DQG�EDUJDLQLQJ¶��DQG�6) µGHVSDLU¶��)RU�WKH�SXUSRVHV�RI�RXU�H[SORUDWRU\�UHVHDUFK��ZH�GLG�QRW�

adjust for multiple correlations because we are more interested in trends than specific confidence 
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values. We anticipate that meaningful results will come from our analysis, and that results will 

approach significance with more participants.  

A OLQHDU�UHJUHVVLRQ�UHYHDOHG�D�VLJQLILFDQW�UHODWLRQVKLS�EHWZHHQ�DXGLRORJLVW¶V�FRQILGHQFH�

LQ�SURYLGLQJ�HPRWLRQDO�VXSSRUW�LQ�LQLWLDO�DSSRLQWPHQWV�³LQLWLDO´�DQG�WKH�audiRORJLVW¶V�³percent of 

average patient load in pediatrics´ with a correlation of b= 1.175, and p= .029, seen in Table 2. 

The two other independent variables, ³years of experience practicing audiology´�DQG�³completion 

of counseling coursework´�were not significantly correlated with their confidence in providing 

HPRWLRQDO�VXSSRUW�LQ�LQLWLDO�DSSRLQWPHQWV��³LQLWLDO´��³<ears of experience practicing audiology´, 

³completion of counseling coursework´, and ³percent of average patient load in pediatrics´ did 

QRW�SUHGLFW�DQ�DXGLRORJLVW¶V�FRQILGHQFH�ZKHQ�FRPPXQLFDWLQJ�HPRWLRQDOO\�FKDUJHG�LQIRUPDWLRQ��

³HPRWLRQ´��7KHVH�WKUHH�LQGHSHQGHQW�YDULDEOHV�ZHUH also QRW�UHODWHG�WR�DQ�DXGLRORJLVW¶V�FRQILGHQFH�

ZKHQ�FRPPXQLFDWLQJ�ZLWK�SDUHQWV�H[SHULHQFLQJ�³SDLQ�DQG�JXLOW´��³DQJHU�DQG�EDUJDLQLQJ¶��RU�

³GHVSDLU´��RU�³VKRFN�DQG�GHQLDO´.  

 

Variables  B ܴଶ Significance N 

³,QLWLDO´�DQG�³3ercent of average 

patient load in pediatrics´ 

1.175 .338 .029 13 

 
Table 2. Significant results from linear regression. One significant relationship was found  between DXGLRORJLVW¶V�
FRQILGHQFH�LQ�SURYLGLQJ�HPRWLRQDO�VXSSRUW�LQ�LQLWLDO�DSSRLQWPHQWV�³LQLWLDO´�DQG�WKH�DXGLRORJLVW¶V�³SHUFHQW�RI�DYHUDJH�
SDWLHQW�ORDG�LQ�SHGLDWULFV´.  

 
 
Result 4: Interprofessional Relationships 

Figure 9 illustrates pDUWLFLSDQW¶V�median responses to all questionnaire questions in block 

3, 4, and 5. As seen in Figure 9, when probed about interprofessional relationships, audiologists 

reported similar experiences when communicating with speech language pathologists (SLPs) and 

physicians, but very different experiences when communicating with counseling psychologists. 
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Audiologists reported high confidence when communicating with SLPs and physicians about the 

progress of a patient, with little variability.  

Figure 9. The median, first and third quartile for responses to all questions in Block 3,4, and 5. See legend in Figure 1 
for Likert scale values. As numbers increase from 1 to 5, colors change from red (1) to orange (2) to yellow (3) to 
green (4 and 5). 

However, audiologists reported only moderate confidence when communicating with 

counseling psychologists. Audiologists reported they communicated with SLPs, and physicians 

very often, but rarely communicated with psychologists. They reported being updated frequently 
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by SLPs, occasionally by physicians, and rarely by psychologists about patient progress, as seen 

in Figure 10.  

 

 
 

Figure 10. Frequency of Updates about Patient Progress by SLPs, Physicians, and Counseling Psychologists. 
Audiologists reported they communicated with SLPs, and physicians very often, but rarely communicated with 
psychologists. Error bars refer to first and third quartiles. 

Audiologists reported communication with SLPs and physicians as very important with 

little variability. The importance of communication with psychologists was reported on a 

spectrum of moderately important (40% of participants) to extremely important (28% of 

participants). Half of audiologists reported that it was very important for the families of pediatric 

patients to receive counseling from psychologists and report referring parents for counseling. 

Some audiologists (28%) reported never doing this. Audiologists reported moderate confidence 

when referring a patient to a counseling psychologist for further grief and acceptance counseling.  
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Result 5: Informational Counseling 

When considering counseling related to evaluating a family's ability to comply with 

responsibilities that cochlear implants require, what receiving this device will entail, choosing a 

device, and expectations for language after implantation, results revealed that audiologists are 

very or extremely confident. They communicated about these topics very often or always in 

clinical appointments. They rated their role in communicating about these topics as extremely 

important. Audiologists reported the highest confidence and highest frequency in communicating 

about what receiving a cochlear implant entails and facilitating the device selection process.  

When facilitating device selection, audiologists reported that they always encouraged 

parents to make their own decision when selecting a device, unbiased by their personal opinion. 

Audiologists reported that their opinion sometimes influenced the decision of brand selection and 

external sound processor style, but that their guidance was very important in this process as seen 

in Figure 11. 
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Figure 11. How do Audiologists guide Parents When Selecting Amplification Devices? Although audiologist 
encouraged parents to make their own decision when selecting a device, unbiased by their personal opinion, 
DXGLRORJLVW�UHJDUG�WKHLU�JXLGDQFH�DV�³YHU\�LPSRUWDQW´��Error bars refer to first and third quartiles. 

Result 6: Serving Low Socioeconomic Status Patients  
 

When probed about serving families who have a low socioeconomic status (SES), 

audiologists encountered these families very frequently, reported that identifying them was very 

important, but were only moderately confident doing so, with little variability. Audiologists 

reported that the services provided to low SES families were only slightly different than the 

services provided to their general patient base. The services that are provided most frequently for 

low SES families are scheduling accommodations and interpretation services, seen in Figure 12. 
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Figure 12. Low SES Services Provided that Differ from Services Provided to Other Families. The services that are 
provided most frequently for low SES families are scheduling accommodations and interpretation services. 

 Audiologists were moderately confident in providing these services. This confidence 

measure was spread upward, with another 48% reporting high confidence. Audiologists reported 

that providing low SES specific services was extremely important, and 94% reported that they 

collaborated with other professionals to provide services for low-SES families. 64% of 

audiologists strongly agreed that their office contributed effort to accommodate these families. 

However, on average audiologists strongly disagreed when asked if their office had a program in 

place to exclusively serve low-SES patients. 89% of audiologists reported that their office 

provides interpretations services, and 80% of these services are provided in person (20% provided 

over the phone), seen in Figure 13.  
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Figure 13. Interpretation Services Offered. 89% of audiologists reported that their office provides interpretations 
services, and 80% of these services are provided in person (20% provided over the phone).  
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Discussion 

We distributed a questionnaire to pediatric audiologists with hopes to identify numerous 

factors affecting the likelihood of providing counseling services���VXFK�DV�³\ears of experience 

practicing audiology´, ³completion of counseling courseworN´, and ³percent of average patient 

load in pediatrics´) to learn more about the reality of clinical practice. Our questionnaire probed 

pediatric audiologists on the following topics: emotional support; personal adjustment counseling; 

grief; resources available for families; graduate preparation; scope of practice; inter-professional 

relationships; realistic expectations; device selection; and low SES resources, in hopes to uncover 

trends in the provision of counseling in clinical practice.  

2XU�UHVXOWV�UHYHDOHG�WKDW�WKH�SHUFHQW�RI�DQ�DXGLRORJLVW¶V�SDWLHQW�ORDG�LQ�SHGLDWULFV�ZDV�

significantly correlated with confidence in providing personal adjustment counseling.  In 2008 a 

found that the impact of experience played a significant role in the counseling performance of 

new versus experienced clinicians, however in our study the only variable that was significantly 

correlated with confidence in providing personal adjustment counseling was percent of patient 

load in pediatrics. Years of experiences in clinical practice and completion of a counseling course 

in graduate school were not significantly correlated to high confidence when counseling.  

When asked general questions about navigating emotional situations during clinical 

appointments, audiologists reported high confidence. When asked how important an audiologist's 

guidance is when parents are experiencing an emotional reaction, audiologists consistently 

reported their role was highly important. Given this result, we can assume that audiologists are 

likely to attempt use their depth of knowledge in the subject of audiology to advise their 

interpersonal skills, responding with empathy, being keenly aware of the needs of the patient, and 

anticipating those needs based on WKH�UHDOLW\�RI�WKHLU�SDWLHQW¶V�impairment all scenarios where a 

patient is experiencing an emotional reaction during a clinical appointment.5 In 2015 when Karen 

Muñoz, Ed.D. and her colleagues asked parents of hearing impaired children to report the 

challenges they faced on a daily basis, they included daily hearing aid management and emotional 
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adjustment,26  VXSSRUWLQJ�DXGLRORJLVW¶V�UHSRUW�WKDW�SURYLGLQJ�SHUVRQDO�DGMXVWPHQW�FRXQVHOLQJ�WR�

parents is important and relevant.  

 In the second block of the questionnaire when audiologists were probed about navigating 

appointments when patients are experiencing more specific emotions, their confidence becomes 

more variable. Audiologists are confident when counseling parents experiencing the beginning 

stages of the cycle of grief, such as the initial shock and pain and the guilt they may feel before 

they understand the etiology of hearing loss. Audiologists feel the least confident when they 

HQFRXQWHU�D�SDUHQW�H[SHULHQFLQJ�WKH�µGHVSDLU¶�VWDJH�RI�WKH�JULHI�F\FOH�� 

FiJXUH���GLVSOD\V�WKDW�DQ�DXGLRORJLVW¶V�FRQILGHQFH�ZKHQ�FRPPXQLFDWLQJ�ZLWK�D�SDUHQW�

experiencing despair is only correlated with the responses to one other question: their confidence 

ZKHQ�FRPPXQLFDWLQJ�HPRWLRQDOO\�FKDUJHG�LQIRUPDWLRQ�WR�SDUHQWV�³ePRWLRQ´��3RVVLEOH�

explanations for this lack of confidence include that despair is a complex emotion, this emotion is 

seen least often in clinical appointments, and audiologists rate their role in counseling parents 

experiencing despair as less important in comparison to the rest of the stages of grief. Mary 

Friehe, Ph.D. published an article in 2003 for the purpose of preparing speech language 

pathologists to aid these parents. She found that VRFLHW\�PD\�QRW�YDOLGDWH�D�IDPLO\¶V�JULHYLQJ�

process while they work through this recurring sense of loss associated with a communication 

disorder.15 Due to this juxtaposition, it is important that families are given permission to grieve by 

a clinician, specifically their audiologist. She called for further research to understand how 

FOLQLFLDQ¶V counsel patients experiencing each stage of grief. Dr. Friehe calls for further research 

on episodi in response to a communication disorder. Our results suggest that audiologists may 

have room to improve here in order to serve parents in all stages of grief equally.  

In order for audiologists to deliver appropriate personal adjustment counseling to parents, 

it is necessary they can predict and understand the emotions that parents may feel. A study in 

1999 which examined the steady hearing-aid return rate explored why adult patients frequently 

UHSRUWHG�GLVVDWLVIDFWLRQ�ZLWK�WKH�TXDOLW\�RI�SDWLHQW¶V�LQWHUDFWLRQV�ZLWK�DXGLRORJLVWV�DV�RQH�RI�
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several reasons for returning their hearing aids. Oftentimes in conversations between patients and 

audiologists, patients do not seek technical information, but rather express an emotional concern 

about their hearing loss. The ability to tell the difference is necessary to respond properly to 

patients in need.12  They determined that audiology graduate students had great trouble 

differentiating between content messages and emotional messages from patients and responding 

to each type of message appropriately. Eighty-eight percent of the time, students provided 

content-heavy responses to messages of emotion from patients (a conversation mismatch). This 

indicated audiologists would likely provide technical information in response to a non-technical 

(emotional) comment. In doing so unintentionally present themselves as maintaining an uncaring 

SURIHVVLRQDO�GLVWDQFH��RU�³ZHDULQJ�DQ�H[SHUW�PDQWOH´�LQVWHDG�RI�EXLOGLQJ�DXWKHQWLF�UHODWLRQVKLSV�12  

Our study revealed that audiologists appear to have an adequate understanding of the 

emotions that accompany hearing loss, as audiologists seem to understand that grief is cyclic.  

The term episodic grief was introduced in counseling psychology literature over fifty years ago. It 

is less well defined and has been conceptualized best as a pervasive cyclic experience.,  Our study 

revealed100% of audiologists either disagreed or strongly disagreed that the grief cycle that 

hearing parents of pediatric patients travel through is linear and 88% agreed or strongly agreed 

that grief was instead cyclic in nature.  . Audiologists reported that on average 40% of 

appointment time is spent on personal adjustment counseling. It is unclear as to whether or not 

there is adequate appointment time to address the emotions of family members, as responses were 

varied.  

Seventy-seven percent of audiologists either agreed or strongly agreed that personal 

adjustment counseling is within the scope of audiology. The other 22% were either neutral or 

GLVDJUHHG�WKDW�WKLV�LV�ZLWKLQ�RXU�VFRSH�RI�SUDFWLFH��$6+$¶V�VFRSH�RI�SUDFWLFH�IRU�DXGLRORJLVWV�

clearly states that it is within the scope of practice in audiology to infuse emotional support 

during interactions with families.3 7 'HVSLWH�FOHDU�JXLGHOLQHV�LQ�WKH�$6+$¶V�DXGLRORJ\�VFRSH�RI�

practice, literature reveals that some professionals have a misunderstanding of personal 
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adjustment counseling, and ³EHOLHYH�LW�LV�VROHO\�WKH�UROH�RI�D�FRXQVHOLQJ�SV\FKRORJLVW�WR�VHUYH�

patients who have chronic issues with life adjustment.11 However, the goal of counseling is not to 

UHVROYH�RXU�SDWLHQWV¶�LVsues, but rather acknowledge they exist in an empathetic manner. In 1957, 

Carl Rogers, the father of client-centered therapy, hypothesized that if there is a relationship 

between the therapist and patient in which the therapist communicates empathy, that relationship 

alone may be capable of producing positive change in the client. Counseling skills are preeminent 

in establishing and maintaining strong relationships with parents of patients.7,11 If an audiologist is 

aware that a positive relationship alone cDQ�SURGXFH�D�JUHDWHU�DFFHSWDQFH�RI�WKHLU�FKLOG¶V�KHDULQJ�

loss and increase the effectiveness of treatment,11 the audiologist should unquestionably prioritize 

personal adjustment counseling. Our results support the possibility of a misunderstanding of 

counseling in the field of pediatric audiology seen in the literature.  

³The discrepancy between the scope of practice and available practice guidelines persists, 

as there are no practice guidelines related to necessary knowledge and skills for counseling. 

ASHA¶V�VFRSH�RI�SUDFWLFH�IRU�DXGLRORJLVWV�DOVR�VWDWHV�WKDW�WKHUH�LVno data to establish whether 

counseling training is sufficient in preparing audiologist to counsel patients".34 1 In 2003 a 

questionnaire RI�6/3�VWXGHQW¶V�RSLQLRQ�DERXW�WKHLU�VFRSH�RI�SUDFWLFH� 50% of the respondents 

agreed that it was within their role to provide counseling services and 30% disagreed that this was 

part of their role. Although these differences cannot be generalized from speech language 

pathology to audiology, no other study has probed audiologists on the same topic.5 The 

GLVFUHSDQF\�FLWHG�LQ�OLWHUDWXUH�LV�VHHQ�LQ�WKHVH�UHVXOWV��DV�WKHUH�LVQ¶W�D�XQDQLPRXV�UHVSRQVH�DV�WR�

whether audiologists are expected to provide personal adjustment counseling.  

It is clearly cited in literature that there are several negative consequences when 

DXGLRORJLVWV�PLVV�WKH�RSSRUWXQLWLHV�WR�DFNQRZOHGJH�D�SDWLHQW¶V�HPRWLRQDO�FRQFHUQV�WKDW�LPSDFW�

likelihood of follow-up, such as giving parents the impression that audiologists do not understand 

thH�IDPLO\¶V�FRQFHUQV�RU�KDYH�WLPH�WR�DWWHQG�WR�WKHP�12  In 2018 two counseling educators Kelly 

Beck, Ph.D. and Jamie Kulzer, Ph.D. published an article recommending counseling skills to 
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audiology students. They emphasize that the relationship between an audiologist and their 

patients, or the therapeutic alliance, has a great influence on patient outcomes. Specifically, 

³SDWLHQWV�ZKR�UHSRUW�D�SRVLWLYH��WUXVWLQJ�UHODWLRQVKLS�ZLWK�WKHLU�FOLQLFLDQV�DUH�PRUH�OLNHO\�WR�

demonstrate treatment compliance and improved health outcomes compared to patients who do 

QRW�UHSRUW�D�VWURQJ�UHODWLRQVKLS�ZLWK�WKHLU�FOLQLFLDQV´� 

  Only 61% of our participants reported that they have the skills and knowledge necessary 

to provide adequate personal adjustment counseling. This result is understandable, as much of an 

DXGLRORJLVW¶V�HGXFDWLRQ�IRFXVHV�RQ�SUHSDULQJ�WKHP�WR�VHH�DGXOW�UDWKHU�WKDQ�SHGLDWULF�SDWLHQWV��

When an audiologist identifies a hearing loss in an adult, it is hardly a surprise because that 

patient sought out an audiologist due to a concern with their hearing. Also, most hearing loss in 

the adult population has a gradual onset, declining over many years before it warrants the 

attention of a hearing health care professional.9  In these appointments a personal adjustment 

counseling skills are not useful. However, in appointments with parents of pediatric patients the 

situation is very different. When a hearing loss is identified in a child, parents are normally 

surprised and experience a sense of loss. It has been estimated that 70% of these family members 

will have moderate to severe emotional reactions.16 

 $6+$¶V�SUDFWLFH�SROLF\�³*XLGHOLQHV�IRU�$XGLRORJLVWV�3URYLGLQJ�,QIRUPDWLRQDO�DQG�

Adjustment Counseling to Families of Infants and Young Children With Hearing Loss Birth to 5 

Years RI�$JH´ acknowledged that historically, little has been done to equip audiologists with 

these skills, and that the transition from a masters to a doctorate program may begin to remedy 

this problem.3 The results from this questionnaire do not appear to supSRUW�$6+$¶V�H[SHFWDWLRQ��

as 39% of respondents reported that they did not have the necessary skills to provide adequate 

personal adjustment counseling.  

A majority (67%) of audiologists received a counseling course as a part of their graduate 

education in audiology, however most of their counseling courses (61%) did not involve role-play 

experiences. A counseling course that does not give students the opportunity to participate in 
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role-playing scenarios where students can practice the skills they learn in class is not considered 

to be effective in preparing students for real world scenarios.11, 30, 7, 14 7DNLQJ�D�FRXUVH�ZDVQ¶W�

significantly correlated with higher confidence during personal adjustment counseling. It is 

unclear if this is because 61% of counVHOLQJ�FRXUVHV�ZHUH�LQHIIHFWLYH�EHFDXVH�WKH\�GLGQ¶W�KDYH�

role playing opportunities that were deemed essential components of a course in counseling. It 

appears that there is room for improvement in standardizing the quality and effectiveness of 

counseling courses in audiology coursework. This finding is supported by literature, as the 

number of audiology programs that include a course in counseling has increased since the 

transition to doctorate level curriculum (to 75%), however it is uncertain the national percentage 

of programs which both offer and require this course for graduation. Due to this, overwhelming 

HYLGHQFH�VWLOO�VXJJHVWV�WKDW�³DXGLRORJ\�VWXGHQWV�UHFHLYH�OHVV�WUDLQLQJ�LQ�FRXQVHOLQJ�WKDQ�LV�

necessary and feel unprepared in the area of couQVHOLQJ´�14, 15, 21, 25, 27 

Another place for improvement that was uncovered in this questionnaire LV�DXGLRORJLVW¶V�

lack of comfort when communicating with and referring patients to counseling psychologists in 

comparison to physicians and speech language pathologists (SLPs). When asked how important it 

is for pediatric CI patients and their families to receive counseling from psychologists, 

audiologists responded that this was very important, however they report referring families to 

counseling psychologistV�RFFDVLRQDOO\��DQG�GRLQJ�VR�ZLWK�PRGHUDWH�FRQILGHQFH��$XGLRORJLVW¶V�

lack of confidence may be attributed to the report that audiologists communicate with 

psychologists less often than other professionals. The discrepancy seen between how important 

we consider access to counseling to be and the priority we give it in clinical practice was 

uncovered by John J Whicker Au.D., Ph.D., and his colleagues in 2018. They acknowledged the 

physical, emotional, and financial burden on parents of infants with hearing loss and explored 

DXGLRORJ\�VWXGHQWV¶�SHUVSHFWLYHV�RQ�FRXQVHOLQJ�WKLV�SRSXODWLRQ��7KH\�IRXQG�WKDW�VWXGHQWV�

generally appreciate the importance of counseling in audiology, however, data suggests that 

students receive unstructured and irregular support in developing counseling skills.34 When serving 
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low SES populations, the likelihood of audiologists to provide in-person interpretation services 

was high. The accommodations offered for low SES families most often by an average audiology 

clinic are scheduling accommodations and audiologists reported that offering these 

accommodations was extremely important. 

This study was completed for the purposes of our exploratory research and limitations 

include a small sample size (17 participants). In our analysis we did not adjust for multiple 

correlations because we were more interested in trends than specific confidence values. We 

anticipate that meaningful results will come from our analysis, and that results will approach 

significance with more participants, though further studies may aim to increase the sample size in 

order to draw more meaningful conclusions.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 
 

35 

Conclusions 

Literature reveals that the field of audiology is making a transition from a medical model 

to a patient centered approach. $OWKRXJK�DXGLRORJLVWV�DUH�ILUVW�DQG�IRUHPRVW�GLDJQRVWLFLDQV��³WR�EH�

WUXO\�LPSUHVVLYH��D�FOLQLFLDQ�PXVW�PDNH�D�GLVWLQFWLRQ�EHWZHHQ�WKH�FOLHQW¶V�WKRXJKWV�DQG�IHHOLQJV32 . 

Based upon the results of our questionnaire, we can assume that audiologists are likely to attempt 

to provide counseling services in all scenarios where a patient is experiencing an emotional 

reaction during a clinical appointment. When interacting with parents of pediatric patients 

experiencing despair, audiologist appear to be the least confident. The reason for this is unclear, 

though possible explanations include that despair is a complex emotion, this emotion is seen least 

often in clinical appointments, and audiologists rate their role in counseling parents experiencing 

despair as less important in comparison to the rest of the stages of grief. $XGLRORJLVW¶V�UHSRUWV�

about grief are more variable than other stages of the grief cycle, therefore the continuation of this 

questionnaire in the future with more respondents is recommended. Our questionnaire also 

revealed that it is unclear as to whether there is adequate appointment time to address the 

emotions of family members, as responses were varied.. This questionnaire also revealed that 

almost half of respondents did not have the necessary skills to provide adequate personal 

adjustment counseling. Respondents offered several text-box answers to elaborate or provide 

clarity to their responses, though they were not analyzed for the purpose of this paper. Future 

clinicians may find that these text responses offer insightful information about the variance seen 

in this conclusion.  

Our questionnaire also revealed that taking a counseling FRXUVH�ZDVQ¶W�VLJQLILFDQWO\�

correlated with higher confidence during personal adjustment counseling. It is unclear if this is 

EHFDXVH�����RI�FRXQVHOLQJ�FRXUVHV�ZHUH�LQHIIHFWLYH�EHFDXVH�WKH\�GLGQ¶W�KDYH�UROH�SOD\LQJ�

opportunities that were deemed essential components of a course in counseling. It appears that 

there is room for improvement in standardizing the quality and effectiveness of counseling 
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courses in audiology coursework, at least within the audiology programs of the questionnaire¶V 

participants.  

Future data collection should work to increase the questionnaire sample size and expand 

the regions where participants are found so that more general conclusions can be made from the 

data. Further questionnaires may focus on topics which revealed unclear results in this study. This 

study revealed that it is unclear whether or not there is adequate appointment time to address the 

emotions of family members. In future studies it would be interesting if audiologists were asked 

more specific questions about how time is delineated during appointments. Separate 

measurements for each appointment type, such as audiologic evaluations, hearing aid fittings, and 

CI activations / subsequent mapping appointments may offer more clarity on this measure. 

 We also discovered it is unclear whether counseling training is sufficient in preparing 

audiologist to counsel patients, and how counseling coursework with and without role playing 

opportunities correlates to higher confidence during personal adjustment counseling.  We also 

discovered there are unclear expectations within professional circles for providing counseling 

during appointments. ASHA acknowledges that audiologists are the most equipped professionals 

to serve the emotional struggles of parents with children with hearing loss, WKRXJK�$6+$¶V�&RGH�

of Ethics reminds clinicians that they are only to practice in areas in which they are competently 

trained.5 At the ASHA Education Summit in 2016, the lack of standardized counseling 

preparation for audiology students was recognized. They acknowledged that future research is 

needed to improve preparation in audiologic counseling, specifically.1  

Additional research may explore how best to educate and prepare audiologists to provide 

adequate personal adjustment counseling, as our results revealed only 61% reported that they 

have these skills. This may include searching for resources that already exist to train pediatric 

audiologists to provide emotional counseling. It may also include collaborating with professionals 

within the field of counseling psychology to create a counseling course specifically targeted 

toward pediatric audiologists. One article suggests a 3-credit-hour course that reviews both the 
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theoretical basis and clinical applications of counseling, preferably with role-playing scenarios 

where students can practice the skills they learn in class.11 Though literature suggests that an 

interdisciplinary approach where psychologists work together with audiologists will be necessary 

to develop a course that will meet American Speech Language and Hearing Association (ASHA) 

guidelines and adequately prepare clinicians.28 

Following the collection of data to on these topics, it would be beneficial for future 

studies to aim to draft and publish example practice guidelines related to necessary knowledge 

and skills for counseling within the field of pediatric audiology, as our results reveal WKHUH�LVQ¶W�D�

unanimous understanding as to whether audiologists are expected to provide personal adjustment 

counseling. Counseling guidelines may be especially beneficial for clinics or hospital systems 

who do not have the patient support staff available such as social workers, audiology assistants, 

insurance pre-certification staff, and appointment coordinators. Without support staff these extra 

services may that fall on the audiologists to provide, limiting the time they spend with patients 

providing quality care. 

The discrepancy seen between how important we consider access to counseling to be and 

the priority we give it in clinical practice was uncovered and mirrored in past literature and is 

seen in our results.34 Future studies may consider probing audiologists on what processes exist for 

providing referrals to counseling psychologists as compared to ENT physicians or primary care 

physicians in hopes to understand why audiologists lack confidence when making referrals to 

psychologists. 

.$6+$¶V�FDOO�IRU�UHVHDUFK�WR�LQYHVWLJDWH�WKH�HIIHFWLYHQHVV�RI�FRXQVHOLQJ�SUHSDUDWLRQ�DQG�

delivery when serving families with newly identified infants with hearing loss remains.3 With 

continuation of this questionnaire we anticipate that meaningful results will continue to surface 

IURP�DQDO\VLV�RI�SDUWLFLSDQW¶V�WH[W�UHVSRQVHV��DQG�that results will approach significance as our 

sample size increases.  
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Appendix I: Extended Literature Review 

Existing studies on this personal adjustment counseling have uncovered a lack of 

quantitative data on pediatric DXGLRORJLVW¶V�VHOI-reported practices. The only study specifically 

targeting the counseling of parents of pediatric patients was conducted by Karen Muñoz, Ed.D. 

and her colleagues in 2015. They measured responses from parents rather than audiologists. Only 

half cited that they had enough time to talk about their emotions when speaking with their 

audiologist(s), and 69% reported the audiologist did not help them know what to expect related to 

HPRWLRQV�DERXW�WKHLU�FKLOG¶V�KHDULQJ�ORVV�26 However, these responses only supply us with half of 

the story ± DV�WKH�DXGLRORJLVW¶V�SHUVSHFWLYHV�UHPDLQ�XQGRFXPHQWHG�  

In fact, no data exists specifically probing pediatric audiologists on how they counsel 

hearing parents of hearing impaired children. There are two published research studies which 

examined counseling in clinical practice from the perspective of the clinician, and neither of them 

targeted the population of pediatric audiologists. The first of these studies was conducted by 

Vinaya Manchaiah, Au.D., and his colleagues in 2019. They published a descriptive review of the 

FRPPXQLFDWLRQ�EHWZHHQ�DQ�DXGLRORJLVW��SDWLHQW��DQG�SDWLHQW¶V�IDPLO\�PHPEHUV�GXULQJ�LQLWLDO�

audiology consultation. They uncovered that audiologists dominate the conversation during 

audiology consultations and do not take advantage of the opportunity to develop patient-centered 

communication and shared decision making.24 However, this review only meaVXUHG�DXGLRORJLVW¶V�

interactions with adult patients.  

In appointments with adults the setting is vastly different and naturally centered around 

informational counseling. In these appointments audiologists often explain how hearing DLG¶V 

function, how to handle and clean them, their benefits, etc. When an audiologist identifies a 

hearing loss in an adult, it is hardly a surprise to the patient because that patient sought out an 

audiologist due to a concern with their hearing. Also, most hearing loss in the adult population 

has a gradual onset, declining over many years before it warrants the attention of a hearing health 
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care professional.9 In appointments with parents of pediatric patients the situation is very 

different. When a hearing loss is identified in a child, parents are normally surprised and 

experience a sense of loss. It has been estimated that 70% of these family members will have 

moderate to severe emotional reactions.16 Although the conclusions from Dr. Vinaya Manchaiah 

may lead us to believe that audiologists are poor counselors; results from this study cannot be 

JHQHUDOL]HG�WR�DXGLRORJLVW¶V�LQWHUDFWLRQV�ZLWK�SDUHQWV�RI�KHDULQJ�LPSDLUHG�FKLOGUHQ�  

A second study that examined counseling in clinic practice from the perspective of the 

clinician was conducted in 1997 by Martha Ann Rosenberg, Ph.D., and offered valuable insight. 

She revealed that many students and professionals in the field of speech language pathology feel 

uncomfortable dealing with emotion in their clinical work, creating difficulties in the therapeutic 

relationship given that people often initially react to loss at an emotional level.28 These results are 

from the perspective of speech language pathology students rather than practicing pediatric 

audiologists, aQG�WKHUHIRUH�FDQQRW�EH�JHQHUDOL]HG�WR�DXGLRORJLVW¶V�SHUVSHFWLYHV�RI�GHDOLQJ�ZLWK�

emotion in clinical work. 

 

What is Personal Adjustment Counseling? 

Counseling in audiology includes both personal adjustment counseling and informational 

counseling. We can begin to understand personal adjustment counseling by understanding the 

difference between these two. Informational counseling can be understood as the process used for 

information gathering, information giving, and problem solving as it relates to a hearing 

impairment.28 Informational counseling encompasses much of the expertise that an audiologist 

offers patients, such as explaining the nature of a hearing impairment, the treatment plan, the 

procedure for assessing hearing in children, and the prognosis. The first two domains of 

counseling used in our definition of counseling in audiology (aiding decision making and 

communicating new information) are types of informational counseling. However, informational 
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counseling only defines part of the communication between an audiologists and parents, 

HVSHFLDOO\�WKRVH�ZKR�DUH�VXUSULVHG�WR�OHDUQ�RI�WKH�RQVHW�RI�WKHLU�FKLOG¶V�KHDULQJ�ORVV�  

Counseling in audiology clinical practice should also encompass helping families cope 

with the emotions that are often experienced as a result of a communication disorder.3  Personal 

adjustment  counseling can be defined as helping people cope with attitudes, feelings and 

problems that are related to the communication disorder.28 This exchange between an audiologist 

and parent can alsR�EH�H[SODLQHG�DV�³D�PXWXDOO\�HGXFDWLYH�SURFHVV�ZKLFK�DOORZV�IRU�WKH�H[FKDQJH�

RI�ERWK�LQIRUPDWLRQ�DQG�DIIHFW´�23 When an audiologist focuses on the emotions of parents is not to 

say that an audiologist takes on the role of a licensed counselor, but rather that they use their 

depth of knowledge in the subject of audiology to advise their interpersonal skills, responding 

with empathy, being keenly aware of the needs of the patient, and anticipating those needs based 

RQ�WKH�UHDOLW\�RI�WKHLU�SDWLHQW¶V�LPSDLUPHQt. It is also important to note that counseling in 

audiology refers specifically to helping normal individuals cope with normal problems.27 It is not 

within the scope of an audiologist to provide professional help to a patient suffering from acute 

psychological distress.5 

A study by Kris English, Ph.D. and his colleagues in 1999 examined the steady hearing-

aid return rate cited throughout literature in the 1990s. Dr. English explored why adult patients 

frequently reported dissatisfaction with the quality of SDWLHQW¶V interactions with audiologists as 

one of several reasons for returning their hearing aids. They determined that audiology graduate 

students had great trouble differentiating between content messages and emotional messages from 

patients and responding to each type of message appropriately. 88% of the time, students 

provided content-heavy responses to messages of emotion from patients (a conversation 

mismatch). This indicated audiologists would likely provide technical information in response to 

a non-technical (emotional) comment. In doing so an audiologist can unintentionally present 

WKHPVHOYHV�DV�PDLQWDLQLQJ�DQ�XQFDULQJ�SURIHVVLRQDO�GLVWDQFH��RU�³ZHDULQJ�DQ�H[SHUW�PDQWOH´�

instead of building authentic relationships.12 Oftentimes in conversations between patients and 



 

 
 

41 

audiologists, patients do not seek technical information, but rather express an emotional concern 

about their hearing loss. The ability to tell the difference is necessary to respond properly to 

patients in need.12 

 Audiologists often overlook opportunities to address the impacts that hearing loss will 

have on patient¶V families.14 $�UHYLHZ�RI�DXGLRORJLVW¶V�FRPPXQLFDWLRQ�ZLWK�DGXOW�SDWLHQWV�LQ������

IRXQG�WKDW�SDWLHQWV¶�SV\FKRVRFLDO�FRQFHUQV�ZHUH�UDUHO\�DGGUHVVHG�18 There are several negative 

consequences when audiologists miss the opportunities to acknowledge a patient¶V�HPRWLRQDO�

FRQFHUQV��7KH\�FDQ�JLYH�SDUHQWV�WKH�LPSUHVVLRQ�WKDW�WKH\�GR�QRW�XQGHUVWDQG�WKH�IDPLO\¶V�FRQFHUQV�

or have time to attend to them.12 

7KHUH�DUH�VHYHUDO�IDFWRUV�WKDW�PD\�LPSDFW�DQ�DXGLRORJLVW¶V�DELOLW\�WR�H[KLELW�JRRG�OLVWHQLQJ�

skills. One of these factors is clinical experience.26 In 2008 Daphne T. Phillips, Ph.D. and Lisa 

Lucks Mendel, Ph.D. investigated counseling training that audiology and speech language 

pathology graduate students received. They found that the impact of experience played a 

significant role in the performance of new versus experienced clinicians. The clinicians with less 

experience practiced fewer counseling behaviors than did experienced ones.27 

 

Families Benefit from Personal Adjustment Counseling. 

Episodic vs Stage Grief 

Parents often experience trauma and a persistent sense of loss after their child is 

diagnosed with a severe communication disorder.16 Mary Friehe, Ph.D. published an article in 

2003 for the purpose of preparing speech language pathologists to aid these parents. Grief is a 

³G\QDPLF��FRPSOH[��DQG�SV\FKRVRFLDO�SURFHVV�SURGXFHG�E\�IRUFHG�FKDQJH´�31 It is important to 

understand how we conceptualize grief and how our common understanding of grief differs 

significantly from the way parents of children with hearing loss may experience their emotions. 

The most understood type of grief is stage grief. It is commonly associated with response 

to the death of a loved one. Stage grief is made up of a series of stages that are approached and 
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resolved one at a time. After the death of a loved one, society typically grants between one and 

three years for resolution to occur and symptoms of grief to ease.16 

 In contrast, the grief that a family will experience as they cope with the loss of a 

³SHUIHFW´�FKLOG�LV�GHILQHG�E\�WKH�WHrm episodic grief. Episodic grief is defined as a prolonged 

process with no predictable end and perhaps no complete resolution, as the source of loss 

remains.29 The term episodic grief was introduced in counseling psychology literature over fifty 

years ago in response to how families coped with children born with severe intellectual disability. 

It is less well defined and has been conceptualized best as a pervasive cyclic experience.16 Most 

notably, it is often revisited at critical life junctures, such as the decision to incorporate sign 

ODQJXDJH�LQWR�D�IDPLO\¶V�FRPPXQLFDWLRQ��HQWUDQFH�LQWR�SXEOLF�HGXFDWLRQ��FKRRVLQJ�H[WUDFXUULFXODU�

activities, supporting children through harmful social interactions with peers, and future career 

exploration.35 The progression of language development in a child with a severe hearing 

impairment is unpredictable, as the success of cochlear implants is dependent on several factors. 

There are several modes of communication that a family may integrate in order to maximize a 

FKLOG¶V�GHYHORSPHQW�RI�age-appropriate language, all of which may be foreign to parents at the 

time of initial diagnosis.  

6RFLHW\¶V�H[SHFWDWLRQV�IRU�WKH�SURFHVVLQJ�RI�HSLVRGLF�JULHI�DUH�PRUH�DPELJXRXV�WKDQ�IRU�

stage grief. A society which emphasizes the positive nature of disability and stresses the need for 

inclusion and equity works to uphold the dignity of all people. However, the convergence 

EHWZHHQ�VRFLHW\¶V�FHOHEUDWLRQ�DQG�D�SDUHQW¶V�LQLWLDO�SURFHVVLQJ�RI�JULHI�LV�QRW�FOHDUO\�XQGHUVWRRG��

UltimDWHO\��VRFLHW\�PD\�QRW�YDOLGDWH�D�IDPLO\¶V�JULHYLQJ�SURFHVV�ZKLOH�WKH\�ZRUN�WKURXJK�WKLV�

recurring sense of loss.15 Due to this juxtaposition, it is important that families are given 

permission to grieve by a clinician, specifically their audiologist. Dr. Friehe calls for further 

research on episodic grief in response to a communication disorder. According to a study 

revealing the grieving process of families whose children experience traumatic brain injuries: 
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when families actively addressed their emotions early in the grieving process, they were less at 

risk for later dysfunction.33 

The impact of direct contact with a clinician that provides empathetic personal 

adjustment counseling effects patient outcomes. By having their emotional needs addressed, 

families may have an easier time practically integrating new information and are more likely to 

PDNH�HGXFDWHG�DQG�WKRURXJK�GHFLVLRQV�UHJDUGLQJ�WKHLU�FKLOG¶V�FKRVHQ�FRPPXQLFDWLRQ�PRGH��,Q�

2018 two counseling educators Kelly Beck, Ph.D. and Jamie Kulzer, Ph.D. published an article 

recommending counseling skills to audiology students. They emphasize that the relationship 

between an audiologist and their patients, or the therapeutic alliance, has a great influence on 

SDWLHQW�RXWFRPHV��6SHFLILFDOO\��³SDWLHQWV�ZKR�UHSort a positive, trusting relationship with their 

clinicians are more likely to demonstrate treatment compliance and improved health outcomes 

FRPSDUHG�WR�SDWLHQWV�ZKR�GR�QRW�UHSRUW�D�VWURQJ�UHODWLRQVKLS�ZLWK�WKHLU�FOLQLFLDQV´��1RW�RQO\�GRHV�

this relationship support the emotional needs of parents, but it will likely improve performance 

with use of hearing instruments and language development in their children.7  

 

Effects of Unresolved Grief 

It is widely cited that experiences of normal grief can manifest into clinical level 

depression if left unresolved.17 Mothers and fathers typically experience different reactions to 

episodic grief. Mothers typically experienced grief more intensely because the day to day affairs 

RI�DQWLFLSDWLQJ�WKHLU�FKLOG¶V�QHHGV�ZHUH�QRUmally their responsibility. Fathers more often 

experienced grief related to comparing their child to typically developing children.17  

Not only does grief negatively impact parents, but children are also impacted by their 

IDPLO\¶V�JULHI��3DUHQW¶V�XQUHVROYHd grief and negative emotions will hinder their involvement, 

likely resulting in slowed progress of language development for children.16 This is why the 

presence and persistence of personal adjustment counseling is necessary for these parents. Simply 

inforPLQJ�SDUHQWV�RI�WKHLU�FKLOG¶V�KHDULQJ�WHVW�UHVXOWV�DQG�VHQGLQJ�WKHP�KRPH�ZLWK�DQ�
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informational pamphlet is missing an opportunity to interrupt the cycle of grief that is likely to 

ensue. Warnings of the negative effects of unresolved grief in the lives and families of patients 

have been adequately cited, yet the available literature on the reality of practice to reveal if we 

support these families is lacking.18 

 

The Scope of Practice for Clinical Audiologists 

The scope of practice of DXGLRORJLVW¶V�RXWOLQHG�E\�WKH�QDWLRQDO�RUJDQL]DWLRQ�$6+$�ZDV�

last updated in January 2004.5 It currently states that audiologists serve in a number of roles 

RXWVLGH�RI�³FOLQLFLDQ´��LQFOXGLQJ�DGPLQLVWUDWRU��UHVHDUFKHU��DQG�WKHUDSLVW��7KH�SUDFWLFH�SROLF\�

³*Xidelines for Audiologists Providing Informational and Adjustment Counseling to Families of 

Infants and Young Children with Hearing Loss Birth to 5 Years of $JH´ was developed by an 

ASHA working group and approved by the ASHA Board of Directors four years later in February 

2008. This policy states that it is within the scope of practice in audiology to infuse emotional 

support during interactions with families. It goes on to acknowledge that historically, little has 

been done to equip audiologists with these skills, and that the transition from a masters to a 

doctorate program may begin to remedy this problem.3 They conclude by saying it will be 

important for their professional organization to monitor the development of this coursework for 

audiologists to be prepared to serve the pediatric population. Unfortunately, the provision of this 

coursework is unknown.  

$6+$¶V�FDOO�IRU�UHVHDUFK�WR�LQYHVWLJDWH�WKH�HIIHFWLYHQHVV�Rf counseling preparation and 

delivery when serving families with newly identified infants with hearing loss still remains 

XQDQVZHUHG��³7HQ�\HDUV�ODWHU�WKH�GLVFUHSDQF\�EHWZHHQ�WKH�VFRSH�RI�SUDFWLFH�DQG�DYDLODEOH�SUDFWLFH�

guidelines persists, as there are no practice guidelines related to necessary knowledge and skills 

for counseling, and no data to establish whether counseling training is sufficient in preparing 

DXGLRORJLVWV�WR�FRXQVHO�SDWLHQWV´�34 
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 Although it is encouraging that ASHA acknowledges that audiologists are the most 

equipped professionals to serve the emotional struggles of parents with children with hearing 

loss, $6+$¶V�&RGH�RI�(WKLFV�UHPLQGV�FOLQLFLDQV�WKDW�WKH\�DUH�RQO\�WR�SUDFWLFH�LQ�DUHDV�LQ�ZKLFK�

they are competently trained.5 At the ASHA Education Summit in 2016, the lack of standardized 

counseling preparation for audiology students was recognized. They acknowledged that future 

research is needed to improve preparation in audiologic counseling, specifically.1  

Professional associations have designated resources to explore ways to develop new 

competency measures into audiologic education. Despite this, confusion over our scope of 

practice in regard to personal adjustment counseling, remains.1 In a questionnaire RI�6/3�VWXGHQW¶V�

opinion about their scope of practice, 50% of the respondents agreed that it was within their role 

to provide counseling services and 30% disagreed that this was part of their role. Although these 

differences cannot be generalized from speech language pathology to audiology, no other study 

KDV�SUREHG�DXGLRORJLVWV�RQ�WKH�VDPH�WRSLF��7KH�GLIIHUHQFHV�LQ�WKH�VWXGHQWV¶�UHVSRQVHV�ZDUUDQW�D�

call for further research to identify why they exist, and if they change with increased experience 

in the field, and if they are also seen in the field of audiology.28 

 

Referrals to Counseling Psychologists 

 $6+$¶V�SUDFWLFH�SROLF\�³*XLGHOLQHV�IRU�DXGLRORJLVWV�SURYLGLQJ�LQIRUPDWLRQDO�DQG�DGMXVWPHQW�

FRXQVHOLQJ�WR�IDPLOLHV�RI�LQIDQWV�DQG�\RXQJ�FKLOGUHQ�ZLWK�KHDULQJ�ORVV�ELUWK�WR���\HDUV�RI�DJH´�

clearly states that audiologists need to be observant of families suffering from emotional 

UHVSRQVHV�WKDW�³FRQWLQXH�IRU�OHQJWK\�SHULRGV�RI�WLPH�DQG�RU�EHFRPH�PRUH�DFXWH�RYHU�WLPH´�

because these emotions will warrant a referral to a counseling psychologist.3 In a questionnaire of 

SLP graduate students, the majority reported they would counsel and/or refer clients who 

experienced depressed mood, denial about the communication disorder, or feelings of shame and 

guilt about the communication disorder.28 However��WKH\�UHSRUWHG�³LQ�UHDO-life clinical practice it 
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is difficult to make a distinction between normal psychosocial responses to audiologic conditions 

and serious comorbid mental health conditions.7  

 

Distinction from Counseling Psychologists 

There is overlap between the scope of practice for audiologists and counseling 

psychologists, as an essential role of both professions is to counsel related to psychosocial 

adjustment to disability.7 'HVSLWH�FOHDU�JXLGHOLQHV�LQ�WKH�$6+$¶V�DXGLRORJ\�VFRSH�RI�SUDFWLFH��

somH�SURIHVVLRQDOV�EHOLHYH�WKDW�LW�LV�QRW�WKH�UROH�RI�DQ�6/3�RU�DXGLRORJLVW�WR�³UHVROYH�DOO�RI��WKHLU��

FOLHQW¶V�FRQIOLFWV´�11 Instead, they believe it is solely the role of a counseling psychologist to serve 

patients who have chronic issues with life adjustment.11 This argument is flawed due to its 

misconception of what personal adjustment counseling is. The goal of counseling is not to resolve 

RXU�SDWLHQWV¶�LVVXHV��EXW�UDWKHU�DFNQRZOHGJH�WKH\�H[LVW�LQ�DQ�HPSDWKHWLF�PDQQHU��,Q�������&DUO�

Rogers, the father of client-centered therapy, hypothesized that if there is a relationship between 

the therapist and patient in which the therapist communicates empathy, that relationship alone 

may be capable of producing positive change in the client. Several decades later, studies have 

confirmed that more than 50% of treatment effects in counseling psychology result from the 

therapeutic relationship, as opposed to only 10% of effects resulting from therapeutic techniques.  

Counseling skills are preeminent in establishing and maintaining strong relationships 

with parents of patients.7,11 If an audiologist is aware that a positive relationship alone can produce 

D�JUHDWHU�DFFHSWDQFH�RI�WKHLU�FKLOG¶V�KHDULQJ�ORVV��WKH�DXGLRORJLVW�VKRXOG�XQTXHVWLRQDEO\�prioritize 

personal adjustment FRXQVHOLQJ��7KH�DUJXPHQW�WKDW�DQ�DXGLRORJLVW¶V�MRE�LVQ¶W�WR�UHVROYH�WKHLU�

SDWLHQW¶V�LVVXHV�EHFRPHV�TXLWH�LUUHOHYDQW��DV�assisting patients with the emotional impact of their 

FKLOG¶V�KHDULQJ�ORVV�ZLOO�OLNHO\�LQFUHDVH�WKH�HIIHFWLYHQHVV�RI�WUHDWPHQW�11  

The effectiveness of amplification (such as hearing aids and cochlear implants) is 

contingent on the waking hours a child wears them. Amplification devices are useless if a child 

GRHVQ¶W�ZHDU�WKHP��,QFUHDVHG�ZHDU-time with amplification is directly related to improved 
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ODQJXDJH�GHYHORSPHQW��$�SDUHQW¶V�DELOLW\�WR�PDNH�KHDULQJ�DLGV�RU�FRFKOHDU�LPSODQWV�D�SULRULW\��

introduce a language rich environment into their home, and consistently come to appointments all 

require effort. When a patient feels as though their concerns are understood and respected, they 

are more likely to participate actively in and out of the appointment, improving adherence to 

device management.14 The opposite is true for patients who have no relationship with their 

audiologist. Neglecting the human dynamics of hearing loss can cause poor patient satisfaction 

DQG�LQFRQVLVWHQF\�LQ�SDUHQW¶V�DGKHUHQFH�WR�DXGLRORJLVW�recommendations.14 Speech language 

SDWKRORJLVW�DQG�DXGLRORJLVW¶V�UROH�LQ�FRXQVHOLQJ�DUH�HVVHQWLDO�to facilitate behavioral changes.9, 32 

 
Progression Past the Medical Model 

Counseling in audiology has historically utilized a medical model with an emphasis on 

providing informational counseling to drive service delivery. Historically, audiologists rarely 

provided emotional support.3 Utilizing the medical model had advantages in the 1960s before 

audiology and speech language pathology were well established professions. In order to establish 

scientific credibility, the scope of audiology was defined in more narrow technical terms. The role 

of an audiologist relating to family-RULHQWHG�DSSURDFKHV�WR�FRXQVHOLQJ�ZDVQ¶W�HPSKDVL]HG�22 Since 

then, many speech language pathologists have recognized the fact that communicative disorders 

cannot be successfully treated in isolation from the emotions that accompany them.28 The field of 

audiology is making the same transition from a medical model to a patient centered approach. 

$OWKRXJK�DXGLRORJLVWV�DUH�ILUVW�DQG�IRUHPRVW�GLDJQRVWLFLDQV��³WR�EH�WUXO\�LPSUHVVLYH��D�FOLQLFLDQ�

PXVW�PDNH�D�GLVWLQFWLRQ�EHWZHHQ�WKH�FOLHQW¶V�WKRXJKWV�DQG�IHHOLQJV�32 

When Karen Muñoz, Ed.D. and her colleagues asked parents of hearing impaired 

children to report the challenges they faced on a daily basis, they included daily hearing aid 

management and emotional adjustment.26 The medical model in audiology is focused on a 

SDWLHQW¶V�DXGLRORJLFDO�SUREOHPV�DQG�V\PSWRPV��ZKHUHDV�D�SDWLHQW-centered approach is no longer 

HQWLUHO\�SUHVFULSWLYH�LQ�QDWXUH��DQG�UHFRJQL]HV�WKH�LPSRUWDQFH�RI�WKH�SDWLHQW¶V�VRFLDO��
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psychological, and physical well-being.14, 28 This transition is necessary for audiologists working 

with parents of pediatric patients.  

 

Counseling Instruction as a Part of Graduate Coursework  

The discrepancy between how important we consider counseling to be and the priority we 

give it in clinical practice was uncovered by John J Whicker Au.D., Ph.D., and his colleagues in 

2018. They acknowledged the physical, emotional, and financial burden on parents of infants 

ZLWK�KHDULQJ�ORVV�DQG�H[SORUHG�DXGLRORJ\�VWXGHQWV¶�SHUVSHFWLYHV�RQ�FRXQVHOLQJ�WKLV�SRSXODWLRQ��

They found that students generally appreciate the importance of counseling in audiology, 

however, data suggests that students receive unstructured and irregular support in developing 

counseling skills.34 

In 1986 Culpepper, Mendel, and McCarthy found that only 12% of university 

Communication Sciences and Disorders programs in the United States offered coursework and 

practice in counseling. Almost 10 years later in 1994 the three authors repeated their study and 

found that still, only 22% of the audiology programs required a counseling course.9 13 years later 

in 2017 (well into the transition from master to doctorate level audiology requirements) 40 of the 

53 (75%) of Au.D programs surveyed offered a counseling course.34 Although the number of 

audiology programs that include a course in counseling has increased since the transition to 

doctorate level curriculum, it is uncertain the national percentage of programs which both offer 

and require this course for graduation. Due to this, overwhelming evidence still suggests that 

³DXGLRORJ\�VWXGHQWV�UHFHLYH�OHVV�WUDLQLQJ�LQ�FRXQVHOLQJ�WKDQ�LV�QHFessary and feel unprepared in 

WKH�DUHD�RI�FRXQVHOLQJ´�14, 15, 21, 25, 27 According to 2020 Standards and Implementation Procedures for 

the Certificate of Clinical Competence in Audiology, Standards II-D: Counseling, and II-F: 

Pediatric Audiologic (Re)habilitation, knowledge and clinical experience in personal adjustment  

counseling is required for Clinical Certification in Audiology and Speech-Language Pathology.4 
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There is a wide array of evidence that audiologists desire more access to counseling 

coursework as a part of their graduate degree. The majority of the audiology fellows (87%) 

surveyed in 1986 felt that graduate schools should be responsible for providing training in 

counseling.11 Thirty years later, in 2016, over 50% of pediatric audiologists (regardless of their 

previous counseling coursework) indicated a desire for more training in counseling skills in order 

WR�VXSSRUW�SDUHQWV¶�DFFOLPDWH�WR�WKH�QHZ�UHVSRQVLELOLWLHV�RI�UDLVLQJ�D�KHDULQJ�LPSDLUHG�FKLOG�25 

Speech Language Pathology graduate students share the same opinion, desiring further 

counseling training focusing on the full breadth of needs of their patients with  communication 

disorders.28 It is predicted that more access to counseling training will produce audiologists who 

will be more at ease in these clinical scenarios.11 Even though counseling is understood to be 

important in the field of audiology, no specific guidelines for counseling instruction are provided 

to audiology graduate programs.14  

Finai, J., et al. acknowledged that the lack of counseling-related guidelines is responsible 

for the wide variability of counseling skills among audiology graduate students. To address this 

WUDLQLQJ�JDS��WKHLU�VWXG\�PHDVXUHG�DXGLRORJ\�JUDGXDWH�VWXGHQWV¶�FRXQVHOLQJ�VNLOOV�GXULQJ�

roleplaying and during sessions with patients. Then, they provided feedback on how the students 

performed in these sessions. They found that this method was effective in providing counseling 

training to graduate students, however this study only had five participants, and they enrolled in 

an audiology program which was more counseling focused than most audiology programs, 

therefore these results (and any results which explore counseling coursework in audiology 

programs) may not be generalizable to the average audiology student. More research is needed on 

ZD\V�WR�LPSURYH�DXGLRORJ\�VWXGHQW¶V�FRXQVHOLQJ�VNLOOV�14 

 

Effects of a Lack of Counseling Coursework 

Audiology coursework provides students with the content used in informational 

counseling. Providing emotional support to families involves different communication skills than 
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informational counseling, including the ability to talk less and listen actively.14 Only coursework 

LQ�FRXQVHOLQJ�ZLOO�SUHSDUH�VWXGHQWV�WR�EH�JRRG�OLVWHQHUV��DV�5REHUW�6ZHHWRZ��3K�'��UHPDUNV��³QRW�

DOO�VWXGHQWV��RU�DXGLRORJLVWV��IRU�WKDW�PDWWHU��DUH�JRRG�OLVWHQHUV´�30 A study that examined 

communication patterns during case history conversations found that audiologists interrupted 

patients and asked closed questions (yes or no questions), indicating that communication skills of 

DXGLRORJLVWV�DUHQ¶W�DSSURSULDWHO\�GHYHORSHG�14 Although knowledge of audiology will prepare 

audiologists to use best practices to diagnose hearing loss, these skills do not translate into 

competent communication and counseling abilities.30  

In 1999 a study by Kris English, Ph.D. and her colleagues measured the counseling skills 

of two cohorts of audiology graduate students before and after taking a counseling course. They 

discovered that without a course in counseling, audiology graduate students exhibited great 

trouble differentiating between content messages and emotional messages.12 These mistakes likely 

occurred because success in audiology graduate coursework is measured in terms of adequately 

explaining high-level technical information to clinical educators and professors.12  

A lack of understanding of the spectrum of human emotion provided through courses in 

counseling may also cause audiologists to misinterpret the emotional reactions of parents. For 

example, a patient may present with anger as a result of fear and a loss of control. Anger may be 

misinterpreted by the audiologist as a judgment of her competency if she is not trained to expect 

and correctly interpret these emotions.3 

 

Essential Components of Counseling Coursework in Audiology 

An essential component to building relationships with patients is to recognize and listen 

to their experiences. In ordeU�WR�GR�WKLV�ZHOO��ZH�UHTXLUH�DQ�XQGHUVWDQGLQJ�RI�³FRSLQJ�VW\OHV��

personality variables, use of silence, assessment of motivation, and understanding the difference 

between content questions (those seeking further information) and affect questions (those rooted 

LQ�DQ�XQGHUO\LQJ�HPRWLRQDO�QHHG�´�30 Kelly Beck, Ph.D. DQG�-DPLH�.XO]HU�3K�'�¶V�DUWLFOH�
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recommending counseling skills to audiology students introduces the idea of a counseling micro 

skills instruction approach. This process introduced audiology students to basic counseling tools 

to use in conversations with parents of patients.7, 14 0LFUR�VNLOOV�DUH�GHILQHG�DV�³EDVLF�FRXQVHOLQJ�

VNLOOV�WKDW�DVVLVW�UDSSRUW�EXLOGLQJ�DQG�EHJLQ�WKH�WKHUDSHXWLF�SURFHVV´�VXFK�DV�DFWLYH�OLVWHQLQJ��

awareness of nonverbal communication, comfort in silence, and use of empathy.7 These 

FRXQVHORUV�DUJXH�WKDW�HVWDEOLVKLQJ�D�WUXVWLQJ�UHODWLRQVKLS�EHWZHHQ�SDWLHQWV�DQG�FOLQLFLDQV�VKRXOGQ¶W�

be reserved for professional counselors utilizing psychotherapy, but is necessary between 

audiologists and their patients as well. They propose that utilizing counseling micro skills fits into 

WKH�DXGLRORJLVW¶V�VFRSH�RI�SUDFWLFH�DQG�VKRXOG�EH�WDXJKW�WR�DXGLRORJ\�JUDGXDWH�VWXGHQWV�LQ�RUGHU�WR�

build these relationships. For example, silence will serve as a useful micro skill because some 

patients find it upsetting and invalidating for an audiologist to move too quickly from difficult 

news to an informational counseling monologue.7 

These ideas can be implemented in many ways. One article suggests a 3-credit-hour 

course that reviews both the theoretical basis and clinical applications of counseling, preferably 

with role-playing scenarios where students can practice the skills they learn in class.11 An 

interdisciplinary approach where psychologists work together with audiologists will be necessary 

to develop a course that will meet American Speech Language and Hearing Association (ASHA) 

guidelines and adequately prepare clinicians.28 
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Appendix II: First Draft of Questions 
 
1. How much time is devoted to counseling?  
2. :KDW�LV�WKH�DSSRLQWPHQW�VFKHGXOH�OLNH"ု  
3. How many sessions? Are there follow-up sessions?  
4. Do clinicians use tele practice for counseling?  
5. What kind of material do they use?  
6. Are there printed materials available for the patients to take home? 

a. Are there any audiovisual materials available for counseling? 
b. Are the counseling materials developed by the CI center or are they provided by the 

CI manufacturer? 
7. Which professionals are involved in counseling? Audiologists, Surgeon, AVT, Others?  
8. How confident do you feel communicating the initial hearing needs of a hearing impaired 

child to their normally hearing family following a diagnosis of hearing loss?  
9. How confident do you feel in communicating realistic expectations of language development 

and schooling following CI implantation? 
10. +RZ�SUHSDUHG�GR�\RX�IHHO�WR�SURYLGH�WKH�HPRWLRQDO�VXSSRUW�WKDW�\RXU�SDWLHQW¶V�SDUHQWV�UHTXLUH�

in initial appointments?  
11. Does your practice provide resources such as support groups or other support services for 

hearing families of hearing impaired children? How effective are these services at 
accomplishing their intended goal? 

12. How often do you find yourself communicating emotionally charged information to patients 
and families? 

13. How prepared do you feel to provide advice about creating a language rich environment in 
the homes of hearing impaired children? 

14. How confident do you feel teaching families of hearing impaired children listening strategies 
to be implemented at home and in school? 

15. Is the time allotted for each appointment enough time to accomplish everything you wish to? 
if no: How rushed do you feel by the length of time of appointments at your clinic? 

16. Do you refer to social worker?  
a. Are they on your team? Internal / external?  
b. Do you play the social worker role? 

17. How much time do you spend / effort do you invest toward establishing realistic expectations 
for families where a hearing loss diagnosis is unexpected? 

18. How often do you refer out to a counseling psychologist for grief / acceptance counseling? 
a. When we refer, how much contact do we get through interprofessional relationships? 

Are they in contact with the counselor / SLP or just getting updates from parents?  
b. How often do you attempt grief counseling with your patients yourself, rather than 

referring out? 
c. If you do, how many years have you been practicing? 
d. If you do, what is your education level? 
e. If you do, are you familiar with a grief-cycle model, such as the 5 or 7 step model? 
f. Does it inform your practice? 
g. If you do, do you feel your Au.D. degree prepared you for this? 
h. If you do, do you feel your PDVWHU¶V degree prepared you for this? 
i. If not, do you think a course in counseling through the grief cycle would be 

beneficial in an Au.D. program? 
19. What portion of your time with parents is dedicated to working through these stages of the 

grief-cycle? 
a. Shock and denial 
b. 3DLQ�DQG�JXLOW��VXFK�DV�³+HU�KHDULQJ�ORVV�LV�P\�IDXOW´ 
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c. $QJHU�DQG�EDUJDLQLQJ��VXFK�DV�³ZKDW�LI´�DQG�³LI�RQO\´�VWDWHPHQWV��VXFK�DV�³LI�RQO\�,�
noticed sooner, etc.´ 

d. Depression, such as ³, GRQ¶W NQRZ�KRZ�WR�JR�IRUZDUG�IURP�KHUH�´  
e. 5HFRQVWUXFWLRQ�DQG�ZRUNLQJ�WKURXJK��³/HW¶V ILQG�D�ZD\�IRUZDUG´ 
f. $FFHSWDQFH�RI�WKH�UHDOLW\�RI�WKHLU�FKLOG¶V�KHDULQJ�ORVV�DQG�KRSH 

20. Do you provide the auditory verbal therapy (other speech therapy) yourself? 
21. Auditory Aural therapy? 
22. Do you refer to an SLP? 
 
 Post - Activation CI Protocol variability  
 

1. Do you prefer to test CI outcomes with speech in quiet or in noise? 
2. When testing speech in noise, what is your preferred SNR? Why? 
3. How frequently do you see CI patients for follow up in the first x months? 
4. Do you evaluate auditory developmental skills, how? 
5. Testing Procedure  
6. How are bilateral simultaneous implants activated?  (rout) 
7. How often are children who are eligible for a bilateral fit, fit bi-modally instead? 
8. How often do parents of children who are eligible for a bilateral implant choose a 

bimodal configuration instead? 
9. Approaches to set up stimulus levels 
10. Specific Qs about parameters for children 
11. Why are there still inconsistencies in programming? 
12. What parameters do you pick? 
13. Why do we pick different parameters? 
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Appendix III: Second Draft of Questions 

 
1. Personal Adjustment  

a. Au.D. Comfort Level / Preparedness 
i. How comfortable are you providing the emotional support that parents 

require in initial appointments? 
ii. How comfortable are you providing the emotional support that parents 

require during life milestones, (such as beginning of schooling)? 
iii. Rate your level of agreement: I make an active effort to make space during 

clinic appointments for processing through grief of a hearing loss 
identification 

iv. Rate your level of agreement: The grief cycle new parents travel through is 
linear 

v. Rate your level of agreement: The grief cycle new parents travel through is 
cyclic, in that its grief is reintroduced at new milestones 

b. Appointment Time Devotion 
i. How often do you find yourself communicating emotionally charged 

information to patients and families? 
ii. What portion of your time with parents is dedicated to working through 

shock and denial? 
iii. What portion of your time with parents is dedicated to working through pain 

DQG�JXLOW��VXFK�DV�³+HU�KHDULQJ�ORVV�LV�P\�IDXOW´ 
iv. What portion of your time with parents is dedicated to working through 

DQJHU�DQG�EDUJDLQLQJ��VXFK�DV�³ZKDW�LI´�DQG�³LI�RQO\´�VWDWHPHQWV��VXFK�DV�³LI�
only I noticed sooner, etc.´ 

v. What portion of your time with parents is dedicated to working through 
depression, such as ³, GRQ¶W�NQRZ�KRZ�WR�JR�IRUZDUG�IURP�KHUH�´�$�SDUHQW¶V 
inability to play an active role in the present because of overwhelming 
despair 

vi. What portion of your time with parents is dedicated to working through a 
SKDVH�RI�UHFRQVWUXFWLRQ�DQG�ZRUNLQJ�WKURXJK��³/HW
V�ILQG�D�ZD\�IRUZDUG´ 

vii. What portion of your time with parents is dedicated to working with parents 
UHDG\�WR�DFFHSW�RI�WKH�UHDOLW\�RI�WKHLU�FKLOG¶V�KHDULQJ�ORVV�DQG�KRSH 

c. Resources  
i. Does your practice provide resources such as support groups or other support 

services for hearing families of hearing impaired children? 
ii. How effective are these services at accomplishing their intended goal? (Text 

box - LI�WKH\�GRQ¶W�PHDVXUH�HIIHFWLYHQHVV��WKH\�VKRXOG�UHSRUW�WKLV� 
d. Scope of Practice 

i. How often do you refer out to a counseling psychologist for grief / 
acceptance counseling? 

ii. When we refer out, how much contact do you get through interprofessional 
relationships? 

iii. How frequently are you updated by your team about counseling progress 
(SLP, Counselor?) 

iv. How frequently are you updated by your team about speech progress (SLP, 
Counselor?) 
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v. How often do you attempt grief counseling with your patients yourself, rather 
than referring out? 

vi. If you provide grief counseling, how many years have you been practicing? 
vii. If you provide grief counseling, what is your education level? 

viii. If you provide grief counseling, are you familiar with a grief-cycle model, 
such as the 5 or 7 step model? 

ix. If you provide grief counseling and use a grief-cycle model, to what degree 
does it inform your practice? 

x. If you provide grief counseling, do you feel your Au.D. degree prepared you 
for this? 

xi. If you provide grief counseling, do you feel your PDVWHU¶V degree prepared 
you for this? 

xii. Do you think a course in counseling through the grief cycle would be 
beneficial in an AuD program? 

xiii. Rate your level of agreement: Personal adjustment counseling is within the 
scope of practice of pediatric audiologist 

xiv. Rate your level of agreement: There is adequate time during appointments to 
offer personal adjustment counseling 

xv. Rate your level of agreement: It is within the scope of practice of clinical 
AuD to offer advice through life events impacted by hearing loss 

xvi. Rate your level of agreement: A clinical audiologist is expected to offer 
services to patients that are not trained to do so in, such as parenting / social 
worker (text box: such as...) 

xvii. Rate your level of agreement: I would hesitate to refer my patients 
experiencing grief to a counselor 

xviii. Do you provide the auditory verbal therapy (other speech therapy) yourself? 
e. Audiologist Perceptions  

i. How do you perceive the adequacy of counseling services that your office 
provides? 

ii. How do you perceive the adequacy of counseling services in our field as a 
whole? 

f. )DPLO\¶V�:LOOLQJQHVV�WR�&RPSO\  
i. Do you refer out to social worker? 

ii. Are they on your team (internal)? 
iii. Do you play the social worker role if you do not refer? if no: text box 

 
2. Informational Counseling  

a. Communicating Realistic Expectation  
i. How confident do you feel communicating the initial hearing needs of a 

hearing impaired child to their normally hearing family following a diagnosis 
of hearing loss? 

ii. How confident to you feel communicating realistic expectations of language 
development and schooling following CI implantation? 

iii. How prepared do you feel to provide advice about creating a language rich 
environment in the homes of hearing impaired children? 

iv. How confident do you feel teaching families listening strategies to be 
implemented at home and in school? 
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v. How much time do you spend / effort do you invest toward establishing 
realistic expectations for families where a hearing loss diagnosis is 
unexpected? 

b. Scope of Practice  
i. How often are you expected to provide informational counseling on a topic 

outside of audiology? 
c. Aiding Decision Making  

i. Device Selection 
ii. How much does your opinion impact the decision to implant bilaterally or 

unilaterally? 
iii. How do you select a device without forcing parents toward one way or 

another? (Text box response?) 
iv. To what degree does your opinion influence the device selection decision? 
v. To what degree do you encourage the parents to make their own decision 

about device selection, unbiased by your opinion? 
vi. To what degree does the surgeon's opinion influence the device selection 

decision? 
vii. +RZ�RIWHQ�GR�IHHOLQJV�RI�JXLOW�VXFK�DV�³+HU�KHDULQJ�ORVV�LV�P\�IDXOW��,�DP�

responsible, I am not capable of further authority in this process / am 
LQFDSDEOH�RI�GRLQJ�ULJKW�E\�P\�FKLOG´�LPSDFW�WKH�GHFLVLRQ�PDNLQJ�RI�SDUHQWV"� 

viii. Does the family consult you about social / education opportunities? 
ix. Do you provide opportunities for them to ask questions that fall outside of 

the realm of audiology? 
x. How prepared are you to answer questions that fall outside of the subject area 

of audiology? 
xi. To what degree to parents expect AuD's to be a point person for non-clinical 

concerns 
d. SES 

i. How do you identify families who are low-SES? (Textbox?) 
ii. How do you provide services to families who are low-SES? 

iii. Rate your level of agreement: My office contributes more effort to 
accommodate low-SES families. 

iv. Rate your level of agreement: My office provides free interpretation service? 
v. Rate your level of agreement: My office has a program in place to 

exclusively serve a low-SES patients 
vi. Rate your level of agreement: My office collaborates with other professionals 

to provide services for low-SES families. 
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Appendix IV: Recruitment Email 
 
 
From: 
 
Lara Leggio, B.S. 
 
James Madison University 
 
Department of Communication Sciences and Disorders 
 
I am writing to you to request your participation in a questionnaire of pediatric cochlear implant 
DXGLRORJLVWV¶�FRXQVHling in clinical practice. The data collected through this questionnaire will 
help the scientific and clinical communities better understand the reality of clinical practice in 
cochlear implants for children (0-18 years old) beyond programming the equipment. This study 
will contribute to the completion of my doctoral dissertation. 
 
This questionnaire will take about 30 minutes of your time. Please see the attached consent form 
for a complete description of the study. Should you agree to participate, please reply to this email 
to express your interest, and the questionnaire link will be provided to you! 
 
Your participation in this questionnaire is voluntary and all responses will be kept anonymous. 
Participant email addresses will be tracked using QuestionPro for follow-up notices, but names 
and email addresses are not associated with individual questionnaire responses. All participants 
who submit this questionnaire will receive an incentive of a $5 gift card, a coffee on us! 
Identifying information needed for distribution of the incentive to each participant will be kept 
separate from the questionnaire responses and destroyed at the conclusion of the study. Incentives 
will be distributed after the questionnaire is closed.  
 
Thank you very much for your time and support. 
 
Sincerely, 
 
Lara Leggio, B.S. 
 
Department of Communication Science and Disorders 
 
James Madison University Email: leggiolr@dukes.jmu.edu 
 
Telephone: 727-459-6553 
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Appendix V: Methods Narrative 
Defining Areas of Interest 

In order to EXLOG�XSRQ�'U��%URZQLQJ¶V�ILQGLQJV�RQ�WKH�SURJUDPPLQJ�YDULDELOLW\�LQ�

cochlear implants, first, we drafted topics of interest for the focus of this questionnaire. The 

following topics and sub-topics were proposed: 

1. Counseling Resources for Pediatric Audiologists. 

2. Post-Activation Cochlear Implant Protocol Variability. 

a. Assessment and Outcomes 

b. Programming Variability: Bimodal and Bilateral 

3. Professional Preparedness for Clinical Practice Following Completion of an 

Au.D.  

4. Reality of Programming Cochlear Implants in Clinical Practice 

Next, we narrowed down these four topics of interest into two, ³Counseling Resources 

for Pediatric Audiologists´ and ³Post-Activation CI Protocol Variability´. We drafted questions 

for both of these topics (See Appendix I: First Draft of Questions). This first stage of writing 

questions began by gathering ideas from my dissertation committee within these two topics. The 

first list of questions consisted of those contributed by both me and the dissertation committee, 

specifically Dr. Rout, Ph.D. and Dr. Heiner, Au.D.  

 Following this stage, it was evident that we were more interested in the first topic, 

³Counseling Resources for Pediatric Audiologists´ than the second topic, ³Post-Activation CI 

Protocol Variability´��We decided to focus our study on the first topic only. 

Next, we sought to define counseling in audiology in accordance with the literature 

specific to this study, and organize it into more specific sub-sections, or domains.7,12,14,15 ,18, 24 The 

purpose for identifying domains was to categorize all the different ways that audiologists 

communicate with parents. In order to draw clear conclusions from our questionnaire, it was 
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necessary to build one that was highly organized and specific. In order to do this, the questions 

we asked existed within clearly defined domains and sub-sections.  

Three separate domains of counseling in audiology were identified. All three domains 

existed in the context of how an audiologist communicates with the parents of children identified 

with hearing loss. These domains included 1. Aiding Parent Decision Making, 2. Informational 

Counseling, 3. Personal Adjustment Counseling7,12,14,15 ,18, 24. Within each domain we organized 

initial topics of interest. We identified four topics in total, as seen below: 

Domains of counseling: 

1. Aiding Decision Making 

a. Device selection 

2. Informational Counseling  

a. Realistic expectations 

3. Personal Adjustment Counseling  

a. General grief-cycle counseling 

b. )DPLO\¶V�ZLOOLQJQHVV�WR�FRPSO\ 

Next, we categorized the drafted questions by the domain they fell underneath (See 

Appendix III: First Draft of Questions). Next, we formulated the researchable question: 

³What is the reality of counseling in audiology clinical practice, specifically counseling through 

decision making, delivering information, and personal adjustment?´  

 

Literature Review 

A literature review was conducted in order to understand the knowledge and resources 

available for counseling in audiology, specifically for all three domains discussed above. The 

VHDUFKDEOH�TXHVWLRQ�³:KDW�LV�WKH�UHDOLW\�RI�FRXQVHOLQJ�LQ�DXGLRORJ\�FOLQLFDO�SUDFWLFH��VSHFLILFDOO\�

counseling through decision making, delivering information, and personal aGMXVWPHQW"´ was used 

to direct a comprehensive literature review. First, the JMU Libraries research database 
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ComDisDome, an index with abstracts for communications disorders literature, with focus on 

speech-language pathology and audiology, was searched. Next ASHA Full-Text Journals, ERIC, 

PubMed, and Google Scholar were searched for relevant studies examining counseling in 

audiology.  

Eleven articles were identified as being relevant to this study and were analyzed. First, 

the articles were all preliminarily read in order to understand the available data and lack thereof. 

During the initial reading phase, nine areas of evidence that the data could be analyzed into were 

identified. In order to organize necessary data into these areas of evidence, a second reading 

phase was completed. During the second reading phase, evidence from each study was identified 

and coded as evidence area 1-9. Functionally, this was completed with paper and pen. Evidence 

within each study was highlighted and numbered with evidence area 1-9.  

Next, in the third reading phase, each area of evidence was compiled together by 

converting them into an electronic format. The nine areas of evidence labeled as topics, and data 

from all eleven studies were organized underneath their corresponding topic. 

The areas of evidence included:  

1. Evidence that families of hearing impaired children benefit from personal adjustment 

counseling. 

2. Evidence for the necessity of this study. 

3. Evidence that audiologists would benefit from a course in counseling. 

4. EvidHQFH�DERXW�DXGLRORJLVW¶V�VFRSH�RI�SUDFWLFH� 

5. Evidence that clinicians have better outcomes if they counsel patients well. 

6. Data about informational counseling. 

7. Data about personal adjustment counseling. 

8. Calls for further research. 

9. History of the profession of audiology.  
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Upon analyzing this data, we identified that the majority of data was published over ten 

years ago. A second literature review was initiated with tighter criteria for publication date. Four 

more studies were found and coded for the same nine evidence areas as the first studies. Upon 

analyzing the literature, a definition of counseling in audiology was defined for the purposes of 

this study: 

 
In this study counseling can be broken down into three domains: aiding decision 

making, communicating new information, and personal adjustment. Aiding decision 

making includes guidance on device selection. Communicating new information includes 

realistic expectations of language development and schooling following CI implantation 

and refers to presenting and facilitating the new responsibilities of a family raising a 

hearing impaired child. These responsibilities include but are not limited to optimizing 

the listening environment of the child, implementing listening strategies, and advocating 

for them in their schooling years. Personal Adjustment is defined as proficiency in 

walking families through the cycles of grief, such as: shock and denial, pain and guilt, 

anger and bargaining, depression, reconstruction and working through, acceptance and 

hope. 

Following the comprehensive literature review, a second list of questions was drafted in 

light of the new information the literature introduced and the questions it left unanswered. This 

list included 61 questions. Functionally, the questions were stored in a separate google sheet 

where they could be accessed and revised during the refining and editing process (See Appendix 

III: Second Draft of Questions). They were organized by the topics and subtopics identified in our 

definition of counseling in audiology. This concluded the Defining Areas of Interest and 

Literature Review stages, as the second list of questions included all of the topics present in the 

final questionnaire. Next, we edited the questions into the final questionnaire format. 
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Editing 

 Upon editing the questionnaire questions, it became apparent that we desired to know the 

same three things about each topic and subtopic of counseling. First, how comfortable or prepared 

audiologists felt about the given type of counseling, second, how often they performed it in 

clinical practice, and third, how important they perceived this type of counseling to be. With this 

knowledge, this list of questions was organized into its final format.  

The format is as follows: The questionnaire presents one topic at a time and then asks 

three questions about this topic. All three questions were formatted to be answered on a five point 

Likert scale. The three questions include: 

[Topic] 

(1) How confident are you in executing this in clinical practice? 

(2) How often do you engage in this in clinical practice? 

(3) How important is this topic in clinical practice? 

 
Finalizing and Recruiting 

The questionnaire was finalized (See Appendix V: The Questionnaire) and converted into 

QuestionPro where a shareable link was used to distribute it to participants. An Institutional 

Review Board (IRB) Protocol 22-2679 was submitted and approved which began the recruitment 

portion of the study. Participants were audiologists who provide cochlear implant services to 

pediatric patients in various health services settings, such as hospitals, audiologic and/or speech-

language clinics, and ear-nose-throat (ENT) clinics. Potential participants were identified through 

word of mouth in the professional community of audiology, published professional provider lists 

on the websites of the health-care facilities, and audiology professional organizations ± such as 

the American Speech, Language, and Hearing Association (ASHA), American Audiology 

Association (AAA), and American Cochlear Implant Alliance (ACI).  
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Over 1000 participants were contacted via email and asked if they were interested in 

completing the (see Appendix IV: Recruitment Email). The QuestionPro questionnaire link was 

provided to 35 participants who responded via email expressing interest, and 17 took the 

questionnaire on a computer they selected. The consent forms were digitally provided, and 

SDUWLFLSDQWV�FOLFNHG�³\HV´�LQ�WKH�consent form to advance to the full questionnaire. Once the 

questionnaire was completed, participants were directed to a secondary questionnaire which was 

not linked to the first. This secondary questionnaire is where they entered their contact 

information so that they may obtain their $5 compensation.  

17 participants completed this questionnaire. The response rate was 49%, as 35 

participants received a link to participate in the questionnaire. All participants were considered to 

be pediatric audiologists by a designation of a pediatric specialization on the membership 

directory they were identified through. Seven participants reported seeing 20% or less pediatric 

patients in their average patient load. Four participants saw pediatric patients for 40% of their 

average patient load, and the remaining six participants saw between 60-100% of pediatric 

patients. Half of the participants worked in a medical center and the other half worked in private 

clinics, schools, and university clinics. 

Amendments were made to the questionnaire after initial feedback in order to provide 

clarity to a misleading question. Under the topic "Emotional Support", participants were asked to 

provide the proportion of time different aspects of appointments take up. The questionnaire asked 

WKHVH�WZR�TXHVWLRQV��³:KDW�SURSRUWLRQ�RI�WKH�DSSRLQWPHQW�WLPH�GRHV�SURYLGLQJ�HPRWLRQDO�VXSSRUW�

FRQVXPH��ZKHQ�LW�LV�SURYLGHG"´�DQG�³:KDW�SURSRUWLRQ�RI�WKH�DSSRLQWPHQW�WLPH�GRHV�SURYLGLQJ�

informational counseling consume, when it is SURYLGHG"´��$QVZHUV�DGGHG�WRJHWKHU�ZHUH�ODUJHU�

than 100%, which revealed that they did not understand our intent. After the amendment, the 

questionnaire ZDV�FKDQJHG�WR�DVN�WKUHH�TXHVWLRQV��³:KDW�SURSRUWLRQ�RI�WKH�DSSRLQWPHQW�WLPH�GRHV�

counseling (emotional ��LQIRUPDWLRQDO��FRQVXPH��ZKHQ�LW�LV�SURYLGHG"´��³2I�WKH�WLPH�VSHQW�

counseling, what proportion of counseling time does providing emotional counseling consume, 
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ZKHQ�LW�LV�SURYLGHG"´��DQG�³2I�WKH�WLPH�VSHQW�FRXQVHOLQJ��ZKDW�SURSRUWLRQ�RI�FRXQVHOLQJ�WLPH�

doHV�SURYLGLQJ�LQIRUPDWLRQDO�FRXQVHOLQJ�FRQVXPH��ZKHQ�LW�LV�SURYLGHG"´�  

No personal identifiable data was collected at the front end of the questionnaire. Thus, 

only de-identified data was collected. Raw data collected from the questionnaire (i.e., responses 

from the questionnaire) was stored on QuestionPro secure servers. The analysis on the de-

identified data was performed on either a secure personal computer or JMU-owned password 

protected computer. The de-identified data and analysis was stored on aforementioned computers 

DV�ZHOO�DV�WKH�/DE�IRU�$XGLWRU\�3HUFHSWLRQ�LQ�&KLOGUHQ�DQG�$GXOWV¶�SDVVZRUG-protected network 

drive. The passwords are accessible to the investigators listed on the IRB protocol only.  

 

Analysis  

The data was coded without any identifying information and analyzed using Excel and 

IBM SPSS version 27 when appropriate. Descriptive statistics and Spearman correlations were 

performed. A linear regression was conducted to assess independent variables that predicted 

confidence when providing personal adjustment counseling. Specific methods are described in 

Results for readability. 

Participants responded to questions of confidence, frequency, and perceived importance 

on a five point Likert Scale (see legend on Figure 1). The scale ranged from 1 to 5. Answers of 

³�´�,QGLFDWHG�UHVSRQVHV�RI�³QHYHU´��³QRW�DW�DOO´��RU�³VWURQJO\�GLVDJUHH´��$QVZHUV�RI�³�´�

indicated ³H[WUHPHO\´��³DOZD\V´��RU�³VWURQJO\�DJUHH´��$V�QXPEHUV�LQFUHDVH�IURP���WR����colors 

change from red (1) to orange (2) to yellow (3) to green (4 and 5). When audiologists were asked 

how confident they were about a subject, their response options included: extremely confident 

³�´��YHU\�FRQILGHQW�³�´��PRGHUDWHO\�FRQILGHQW�³�´��VOLJKWO\�FRQILGHQW�³�´��RU�QRW�DW�DOO�FRQILGHQW�

³�´��:KHQ�DXGLRORJLVWV�ZHUH�DVNHG�KRZ�IUHTXHQWO\�WKH\�HQFRXQWHUHG�D�VFHQDULR��WKHLU�response 

options included:  always ³�´��YHU\�RIWHQ�³�´��VRPHWLPHV�³�´��UDUHO\�³�´��RU�QHYHU�³�´��:KHQ�

audiologists were asked how important or relevant a topic was in clinical practice, their response 
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options included: H[WUHPHO\�LPSRUWDQW�³�´��YHU\�LPSRUWDQW�³�´��PRGHUDWHO\�LPSRUWDQW�³�´��VOLJKWO\�

LPSRUWDQW�³�´��RU�QRW�DW�DOO�LPSRUWDQW�³�´� The median, first and third quartile for responses to all 

questions are found in Figure 1 and Figure 9.
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Appendix VI: The Questionnaire 
 

What is the Reality of Counseling in Clinical Practice for Pediatric Cochlear Implant 
Audiologists? 

(Please note questionnaire functionality is improved when viewed on QuestionPro at the 
following link: https://jmu.questionpro.com/t/ATGeYZnOsK) 

 
Hello: You are invited to participate in our questionnaire so we can better understand the reality 
of counseling in audiology clinical practice. This questionnaire targets pediatric audiologists who 
work specifically with cochlear implants in the United States. It will take approximately 30 
minutes to complete this questionnaire.  
 
The goal of this questionnaire is to better understand audiologists' practice in cochlear implants 
(CIs) for children (0-18 years old) beyond programming the equipment. Specifically, we aim to 1) 
explore the likelihood of audiologists to provide counseling services in various situations and the 
amount of effort committed to their provision; 2) assess how some factors, such as confidence, 
perceived importance of providing counseling, etc., may affect the likelihood of providing 
different types of counseling services. 
  
Patient Population: Please provide your response related to children with hearing loss who have 
hearing parents, specifically those children who have received or who are receiving any 
audiological CI service or CI candidacy evaluation. In this questionnaire, we will refer to these 
children as pediatric CI patients. 
 
Your participation in this study is completely voluntary. There are no foreseeable risks associated 
with this project. However, if you feel uncomfortable answering any questions, you can withdraw 
from the questionnaire at any point. It is very important for us to learn your opinions. Your 
questionnaire responses will be strictly confidential and data from this research will be reported 
only in the aggregate. If you have questions at any time about the questionnaire or the procedures, 
you may contact Lara Leggio at Leggiolr@dukes.jmu.edu. Thank you very much for your time 
and support. Please start with the questionnaire now by clicking on the Next button below. 
 
  
Topics:  
Emotional Support; Resources; Scope of Practice; Inter-professional Relationships; Realistic 
Expectations; Device Selection; Low Socioeconomic Status (SES)  
 
Definitions: 
Counseling: In this study counseling can be broken down into three domains: aiding decision 
making, communicating new information, and personal adjustment. Aiding decision making 
includes guidance on device and fitting selection. Communicating new information includes 
realistic expectations of language development and schooling following CI implantation and 
refers to presenting and facilitating the new responsibilities of a family raising a hearing impaired 
child. These responsibilities include but are not limited to optimizing the listening environment of 
the child, implementing listening strategies, and advocating for them in their schooling years. 
Personal Adjustment is defined as proficiency in walking families through the cycles of grief, 
such as: Shock and denial, Pain and guilt, Anger and Bargaining, Depression, Reconstruction and 
Working Through, Acceptance and Hope. 
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Pediatrics: Age 0-18 
 

What is the Reality of Counseling in Clinical Practice for Pediatric Cochlear Implant 
Audiologists? 

 
Opening Questions:  
 
1.) Total Number of Implants 
 
Since you began programming cochlear implants, estimate as best you can how many CIs you, 
personally, activated? 
 
Adult CI______ Pediatric CI_______ 
 
2.) How many years have you been practicing audiology? 
  __________ 
 
3.) How many years have you specifically been working with pediatric cochlear implants? 
  __________ 
 
2.) Adult/Pediatric Ratio 
 
Estimate the percentage of your entire CI caseload that is made up of pediatric CI patients as 
described previously (i.e., children with hearing parents, receiving or having received any 
audiological CI service or having been evaluated for CI candidacy) 

x 100% 
x 80% 
x 60% 
x 40% 
x 20% or less 

 
3.) What percentage of your schedule is spent with hearing families of hearing impaired 
children? 

x 100% 
x 80% 
x 60% 
x 40% 
x 20% or less 

 
4.) What type of facility do you work in? 

x Privately-owned audiology clinic 
x Privately-owned Otolaryngology clinic 
x Medical Center 
x University Clinic 
x Other ____________________ 

 
5.) Services Performed at Center 
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Please indicate which services are provided at the facility in which you work: 
 
A.) Medical/ENT 

x Yes 
x Referred Elsewhere 

 
B.) Surgical (Cochlear Implantation) 

x Yes 
x Referred Elsewhere 

 
C.) Auditory Rehabilitation (Auditory Training) 

x Yes 
x Referred Elsewhere 

 
D.) Hearing Aid Fitting 

x Yes 
x Referred Elsewhere 

 
E.) Vestibular Assessment 

x Yes 
x Referred Elsewhere 

 
F.) Speech Language Pathology  

x Yes 
x Referred Elsewhere 

 
G.) Other (please explain): 
 
Emotional Support: 
 
Providing emotional support in initial diagnostic appointments  
 

1. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
2. How often do you provide emotional support in initial diagnostic appointments? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

3. What proportion of the appointment time does counseling (emotional + informational) 
consume, when it is provided?  

x 100% 
x 80% 
x 60% 
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x 40% 
x 20% or less 

 
4. Of the time spent counseling, what proportion of counseling time does providing 

emotional counseling consume, when it is provided?  
x 100% 
x 80% 
x 60% 
x 40% 
x 20% or less 

 
5. Of the time spent counseling, what proportion of counseling time does providing 

informational counseling consume, when it is provided?  
x 100% 
x 80% 
x 60% 
x 40% 
x 20% or less 

 
6. How important is your emotional support in these appointments? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
 
Providing an environment during clinic appointments for processing through grief of a 
hearing loss identification.  
 

7. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

8. How often do you strive to create this environment in clinical practice? 
x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
9. How important is providing this environment in clinical practice? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  
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Communicating emotionally charged information, (such as initially communicating the 
identification of a hearing loss in a pediatric CI patient of hearing parents, explaining the 
stress that raising a child with hearing loss will place on a marriage, etc.). 
 

10. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
11. How often do you engage in this in clinical practice? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
12. How important is your guidance in communicating emotionally charged information in 

pediatric CI services? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
Stages of Grief 
Personal adjustment counseling is defined as helping people cope with attitudes, feelings and 
problems that are related to the communication disorder, including the cycles of grief, such as: 
Elisabeth Kübler-5RVV¶V�WKH��-stages of grief: shock and denial, pain and guilt, anger and 
bargaining, depression, reconstruction and working through, the upward turn, acceptance and 
hope.  
 
 
Communicating with parents who are experiencing shock and denial about the reality of 
WKHLU�FKLOG¶V�KHDULQJ�ORVV 
 

13. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
14. How often do you encounter families experiencing these emotions in clinical practice? 

x Always  
x Very Often 
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x Sometimes 
x Rarely 
x Never 

 
15. How important is your guidance during this stage of the grief cycle? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
What do you do when addressing these emotions? 
[Optional Free Text Response] 

 
 
Communicating with parents who are experiencing pain and guilt, VXFK�DV�³0\�FKLOG¶V�
KHDULQJ�ORVV�LV�P\�IDXOW´� 
 

16. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
17. How often do you encounter families experiencing these emotions in clinical practice? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
18. How important is your guidance during this stage of the grief cycle? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
19. What do you do when addressing these emotions? 

[Optional Free Text Response] 
 
 
Communicating with parents working through the anger and bargaining stage of the grief 
F\FOH���FKDUDFWHUL]HG�DV�³ZKDW�LI´�DQG�³LI�RQO\´�VWDWHPHQWV��VXFK�DV�³LI�RQO\�,�KDG�QRWLFHG�
sooner, etc.´�  
 

20. How confident are you in executing this in clinical practice? 
x Extremely 
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x Very 
x Moderately  
x Slightly  
x Not at all  

 
21. How often do you encounter families experiencing these emotions in clinical practice? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
22. How important is your guidance during this stage of the grief cycle? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
23. What do you do when addressing these emotions? 

[Optional Free Text Response] 
 
 
Communicating with parents who are experiencing an inability to play an active role in the 
present because of overwhelming despair (depression stage of grief cycle)? 
 

24. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
25. How often do you encounter families experiencing these emotions in clinical practice? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
26. How important is your guidance during this stage of the grief cycle? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
27. What do you do when addressing these emotions? 

[Optional Free Text Response] 
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Communicating with parents who are ready to accept the reality of their FKLOG¶V�KHDULQJ�
loss, in the stage of working through, FKDUDFWHUL]HG�DV�³/HW
V�ILQG�D�ZD\�WR�PRYH�IRUZDUG´� 
 

28. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
29. How often do you encounter families experiencing these emotions in clinical practice? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
30. How important is your guidance during this stage of the grief cycle? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
31. What do you do when addressing these emotions? 

[Optional Free Text Response] 
 
Rate your level of agreement: 
 
 

32. The grief cycle that hearing parents of pediatric CI patients travel through is linear 
(in one direction)?  

x Strongly Agree 
x Agree  
x Neutral  
x Disagree 
x Strongly Disagree 

 
 

33. The grief cycle that parents travel through appears to be cyclic, in that grief is 
reintroduced at new milestones. 

x Strongly Agree 
x Agree  
x Neutral  
x Disagree 
x Strongly Disagree 
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Consider the definition of personal adjustment counseling provided earlier in this 
questionnaire.  
 

34. Personal adjustment counseling is within the scope of practice of a pediatric 
audiologist  

x Strongly Agree 
x Agree  
x Neutral  
x Disagree 
x Strongly Disagree 

 
 

35. There is adequate time during appointments to offer personal adjustment 
counseling. 

x Strongly Agree 
x Agree  
x Neutral  
x Disagree 
x Strongly Disagree 

 
 

36. I have the skills and knowledge necessary to provide adequate personal adjustment 
counseling.  

x Strongly Agree 
x Agree  
x Neutral  
x Disagree 
x Strongly Disagree 

 
 

37. I received a counseling course as a part of my graduate education in audiology. 
x Yes 
x No 

 
 

38. My counseling course involved role-play experiences 
x Yes 
x No 

 
Scope of Practice 
 
 
Providing auditory-verbal therapy to your patients. 
 

39. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
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x Moderately  
x Slightly  
x Not at all 

 
40. How often do you engage in this in clinical practice? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
41. How important is it that you provide this in clinical practice? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
 
The expectation that an audiologist should provide informational counseling to pediatric CI 
patients and their families on topics outside of audiology (social / education opportunities 
such as participating in sports, playing musical instruments, etc.?). 
 

42. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
43. How often are you expected to engage in this in clinical practice? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
44. Which topics outside of audiology do you address most often?  

[Optional Text Box Response] 
 

45. How important is your role in this communication? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 
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Guiding parents through choosing appropriate organized activities that may be relevant to 
the use of CIs for their child to participate in. 
 

46. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
47. How often are you expected to engage in this in clinical practice? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
48. How important is your guidance in this topic / at different milestones? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
 
Evaluating a family's willingness and ability to comply with the responsibilities required of 
them during and after implantation.  
 

49. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
50. How often do you utilize a social worker in the CI candidacy process? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
51. Is there a social worker on your team?  

x Yes 
x No 

 
52. If not, why? 

[Optional text Box Response] 
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53. How important is your role in this communication? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
54. +RZ�LPSRUWDQW�LV�D�VRFLDO�ZRUNHU¶V�UROH�LQ�WKLV�FRPPXQLFDWLRQ"  

x Extremely  
x Very  
x Moderately   
x Slightly   
x Not at all  

 
55. If there is not a social worker in your office, how often do you perform tasks that fall 

under the scope of a social worker during the CI candidacy process? 
x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
Interprofessional Relationships 
 
 
Engaging in two-way communicating with an SLP about the progress of a pediatric CI 
patient. 
 

56. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
57. How often do you engage in this in clinical practice? 

x Very Frequently  
x Frequently  
x Occasionally 
x Rarely  
x Never 

 
58. How frequently are you updated about patient progress by an SLP? 

x Very Frequently  
x Frequently  
x Occasionally  
x Rarely  
x Never 

 



 

 
 

78 

59. How frequently do you depend on parents to update you about their speech progress, 
rather than team members? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
60. How important is this line of communication? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
 
Communicating with physicians (in all medical specialties, such as otolaryngology, primary 
care, etc.) about the auditory progress / concerns of a patient. 
 

61. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
62. How often do you engage in this in clinical practice? 

x Very Frequently  
x Very Often 
x Occasionally 
x Rarely 
x Never 

 
63. How frequently are you updated about patient progress by a physician? 

x Very Frequently  
x Frequently  
x Occasionally  
x Rarely  
x Never 

 
64. How important is this line of communication? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
 
Communicating with a counseling psychologist about the progress of a patient. 
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65. How confident are you in executing this in clinical practice? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
66. How often do you engage in this in clinical practice? 

x Very Frequently  
x Frequently  
x Occasionally  
x Rarely  
x Never 

 
67. How frequently are you updated about patient progress by a psychologist? 

x Very Frequently  
x Frequently  
x Occasionally  
x Rarely  
x Never 

 
68. How frequently do you depend on parents to update you about their counseling progress, 

rather than team members? 
x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
69. How important is this line of communication? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

  
Referring out to a counseling psychologist for grief / acceptance counseling.  
 

70. How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all  

 
How often do you engage in this in clinical practice? 

x Very Frequently  
x Frequently  
x Occasionally  



 

 
 

80 

x Rarely  
x Never 

 
How important is it for the pediatric CI patients and their families to receive counseling 
from psychologists? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
 What other professionals do you engage with? 

[Optional Text Box Response] 
 
Realistic Expectations 
 
 

1. Communicating about what receiving a cochlear implant(s) entail WR�WKH�FKLOG¶V�
hearing family following a diagnosis of hearing loss. 

 
How confident are you in executing this in clinical practice? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
How often do you engage in this in clinical practice? 

x Very Frequently 
x Frequently 
x Occasionally  
x Rarely 
x Never 

 
How important is your guidance in this topic? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
 

1. Communicating realistic expectations of language development and schooling for a 
child with a CI.  

 
How confident are you in executing this in clinical practice? 

x Extremely 
x Very 
x Moderately  
x Slightly  
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x Not at all 
 

How often do you engage in this in clinical practice? 
x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
How important is your guidance in this topic? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
 

1. Providing advice about creating a language rich environment and listening 
strategies in the homes of pediatric CI patients? 

 
How confident are you in executing this in clinical practice? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
How often do you engage in this in clinical practice? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
How important is your guidance in this topic? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
Device Selection 
 
 

1.  Facilitating the device selection process.  
 

How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
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x Slightly  
x Not at all 

 
How often do you engage in this in clinical practice? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
How often do you encourage the parents to make their own decision about device 
selection, unbiased by your opinion? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
How often does your opinion influence the brand selection decision? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
How often does your opinion influence the external sound processor style? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
How important is your guidance in the device selection process? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
How do you select a device without forcing parents toward one device or another?  
[Optional Text Box Response] 

 
Low Socioeconomic Status 
 
 

1. Identifying families who are in low-SES.  
 

How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
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x Moderately  
x Slightly  
x Not at all 

 
How do you identify them? 
[Optional Text Box Response] 

 
How often do you encounter these families? 

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
How important is it to identify low-SES families? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
 

1. Providing low-SES specific services. 
 

How confident are you in executing this in clinical practice? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
How different are the services you provide to low-SES families compared to the services 
provided to other families? 

x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
What low-SES services do you provide that differ from services provided to other 
families? (Select all that apply) 

x Scheduling accommodations  
x Financial accommodations 
x Interpretation services 
x Informational counseling 
x Personal adjustment counseling 
x Realistic expectation counseling 
x Device selection (e.g., accessory selection). 
x Not Applicable 
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What percentage of your CI caseload is families with low SES? Enter Below: 
 [Number Response] 
 

How important is providing lower-SES specific services? 
x Extremely 
x Very 
x Moderately  
x Slightly  
x Not at all 

 
Rate your level of agreement: 
 
 

1. My office contributes effort to accommodate low-SES families.  
x Strongly Agree 
x Agree  
x Neutral  
x Disagree 
x Strongly Disagree 

 
 

1. My office provides interpretation services 
x Yes 
x No 

 
 

1. ,I�\HV��0\�RIILFH¶V�LQWHUSUHWDWLRQ�VHUYLFHV�DUH  
x Over-the-phone 
x In-person  

 
 

1. My office has a program in place to exclusively serve low-SES patients. 
x Strongly Agree 
x Agree  
x Neutral  
x Disagree 
x Strongly Disagree 

 
 

1. My office collaborates with other professionals to provide services for low-SES 
families.  

x Strongly Agree 
x Agree  
x Neutral  
x Disagree 
x Strongly Disagree 
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1. In a given cochlear implantation mapping appointment, how often is 
LQWHUSURIHVVLRQDO�FROODERUDWLRQ�XWLOL]HG�WR�LQFUHDVH�D�FKLOG¶V�VXFFHVV�LQ�VSRNHQ�
language development?  

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 

 
 

1. When providing services to families of low SES, how often are you able to provide 
financial assistance either from donors or local funding organizations??  

x Always  
x Very Often 
x Sometimes 
x Rarely 
x Never 
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