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Abstract 

Objective: The first aim of the research was to provide insight into compassion satisfaction, 

resilience, burnout syndrome, and overall occupational stress levels of experienced 

audiologists.  Another aim was to investigate variables that significantly predicted burnout 

syndrome.  Finally, the study sought to investigate the top occupational stressors impacting 

audiologists and to see whether these stressors differed based on practice type.   

Design: An online questionnaire consisting of the Audiology Occupational Stress 

Questionnaire (AOSQ), the compassion satisfaction, and compassion fatigue subscales of the 

Professional Quality of Life Scale Version 5 (ProQOL, version 5), the 10 question version of 

the Connor-Davidson Resilience Scale (CD-RISC-10), and a series of demographic 

questions.  

Study Sample: 59 audiologists with more than 5 years of experience completed the survey. 

The clinicians were actively practicing in New Zealand, Australia, South Africa, America, 

Hong Kong, Israel, Singapore, and the United Kingdom.  

Results: The results illustrated that no audiologists experienced high levels of burnout or low 

compassion satisfaction scores. Significant positive correlations existed between resilience 

and compassion satisfaction, and between burnout syndrome and overall occupational stress.  

Significant negative correlations were found between resilience and burnout syndrome, 

burnout syndrome and compassion satisfaction, compassion satisfaction and overall 

occupational stress, and resilience and overall occupational stress.  Resilience (p = .015), 

compassion satisfaction (p <.001), and overall occupational stress (p <.001) were identified 

as being significant predictors of burnout syndrome. The top five occupational stressors for 

audiologists were reported as being staff shortages, administration duties, paperwork and 
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patient reports, patient or family expectations to fix a clients hearing, and the amount of time 

available with each patient.  There was minimal difference between public and private 

audiologists when it came to how much various occupational stressors impacted them.  The 

differences in responses for each stressor always remained below 1 Likert point, suggesting 

that the stressors impacted all audiologists in a similar way regardless of practice type.  

Conclusions: The research analyses burnout syndrome, compassion satisfaction, resilience, 

and occupational stress in experienced audiologists.  Audiologists appear to experience high 

levels of professional quality of life based on no clinicians experiencing high levels of 

burnout or low levels of compassion satisfaction.  As compassion satisfaction, resilience, and 

overall occupational stress were all significant predictors of burnout syndrome, they could be 

targeted in future interventions to enhance audiologist professional quality of life.  Likewise, 

the identification of the top audiology specific occupational stressors could be useful in 

targeted interventions to enhance clinician wellbeing.   
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1.0 Introduction 

1.1 Audiologist Professional Quality of Life  

An audiologist can be defined as a professional that works in the domains of hearing 

and balance (ASHA, 2018a).  They provide diagnoses, non-medical treatment, and 

rehabilitation to their clients (ASHA, 2018a).  Hearing loss is extremely prevalent across all 

cultures and societies and impacts increasingly more individuals annually (Planey, 2019; 

Windmill, 2011; WHO, 2021).  The World Health Organisation (WHO, 2021) estimates that 

25% of the entire population will have some form of hearing impairment by 2050.  From this 

25%, approximately 700 million people will require hearing rehabilitation (WHO, 2021).  As 

a result, the demand for audiologists is anticipated to increase significantly in the coming 

years.  There is already a documented shortage of audiologists and with this increasing 

demand for clinicians, there is a growing need to identify and understand the factors that 

influence their professional quality of life (Nemes, 2002; Planey, 2019).  

Professional quality of life can be defined as “the quality one feels in relation to their 

work as a helper” (Stamm, 2009, p. 8).  It is important to understand as a worker’s quality of 

life does not only directly impact them as the clinician (Stamm, 2009).  It also impacts their 

clients, their workplaces, and their home life in both positive and negative ways (Stamm, 

2009).  Both the positive and negative elements of working in the helping professions 

impacts professional quality of life (Stamm, 2005; Stamm, 2009).  As shown in figure one, 

the positive element of professional quality of life refers to compassion satisfaction (CS).  

This can be defined as the pleasure one gets from helping others through their work (Stamm, 

2002; Stamm, 2005; Stamm, 2009).  Increased CS is associated with positive outcomes and 

indicates a clinician is more effective in their role (Stamm, 2009).   
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Figure One 

Diagram of Both the Positive and Negative Components of Professional Quality of Life 

 

Note. Model from The Concise ProQOL Manual (page 8), by B. Hudnall Stamm, 2009, 

Proqol.org.  

 

The negative element of professional quality of life is compassion fatigue (Stamm, 

2002; Stamm, 2005; Stamm, 2009).  Compassion fatigue is a phenomenon unique to the 

helping professions (Hudson & DeRuiter, 2002).  It is accepted as being an empathetic stress 

response linked to the chronic exposure to the hardships and suffering of others (Figley, 

1995; Hudson & DeRuiter, 2002; Sinclair et al., 2017).  When a clinician experiences 

compassion fatigue they emotionally withdraw from clients, partly due to exhaustion, and 

partly as a coping strategy to prevent further fatigue (Figley, 1995; Hudson & DeRuiter, 
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2002).  Practitioners then operate with decreased compassion and empathy (Sinclair et al., 

2017).  Hence, compassion fatigue is often referred to as a “cost of caring” (Sinclair et al., 

2017).  Emotionally withdrawing from clients can lead to practitioners feeling stressed and 

guilty about not operating to the best of their ability (Huggard & Dixon, 2011; Skovholt & 

Trotter-Mathison, 2016; Valent, 2005).  These guilty feelings lead to increased compassion 

fatigue (Huggard & Dixon, 2011; Skovholt & Trotter-Mathison, 2016; Valent, 2005).  

Consequently, compassion fatigue negatively impacts both the clinician’s professional 

quality of life and the quality of patient care that they provide (Maslach et al., 1986, Sorenson 

et al., 2016).   

As depicted in figure one, compassion fatigue can be broken into two subgroups: 

burnout syndrome (BOS) and secondary traumatic stress (Stamm, 2002; Stamm, 2005; 

Stamm, 2009).  BOS is linked to negative feelings that lead to challenges in performing work 

effectively (Stamm, 2005; Stamm, 2009).  Secondary traumatic stress can be defined as a 

disorder occurring as a consequence of vicarious exposure to clients that have directly 

experienced traumatic events (David, 2012; Stamm, 2002).  Secondary traumatic stress is 

especially relevant and well researched in those working in high trauma roles like counselling 

or work in palliative care (David, 2012; Stamm, 2002).  Whilst hearing loss can be an 

emotionally challenging condition for many individuals with hearing impairment, 

audiologists are likely not being exposed to the same degree of trauma experienced by 

clinicians that work in the entirely therapy-based settings.  In turn, this thesis will not delve 

into the implications secondary traumatic stress and compassion fatigue have on audiologists.  

On the other hand, BOS is relevant to the audiological field, and has been studied by other 

researchers (Blood et al., 2007; Ravi et al., 2016; Severn et al., 2012; Swidler & Ross, 1993).  

In turn, BOS is being analysed in this study.   
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1.2 Burnout Syndrome 

BOS is the main variable being investigated.  It is a multidimensional, psychological 

condition that is defined as the final stage of stress (Hudson & DeRuiter, 2002; Maslach et 

al., 2001; Ross, 2010; Skovholt & Trotter-Mathison, 2016).  There are three well established 

dimensions of BOS: emotional exhaustion, depersonalisation or cynicism, and professional 

inefficacy (Hudson & DeRuiter, 2002; Huggard & Dixon, 2011; Maslach et al., 1986).  When 

experiencing emotional exhaustion clinicians may feel fatigued, depleted, and lack the 

emotional resources needed to connect with their patients (Hudson & DeRuiter, 2002; 

Maslach et al., 1986).  The affected clinicians can experience depersonalisation as they 

withdraw from their clients emotionally in an attempt to protect themselves from further 

exhaustion (Hudson & DeRuiter, 2002; Huggard & Dixon, 2011; Maslach et al., 2001).  

Practitioners can also feel negatively towards their patients and cynically about work 

(Hudson & DeRuiter, 2002; Maslach et al., 1986; Maslach & Leiter, 2008).  These initial two 

dimensions can lead to professional inefficacy (Maslach et al., 2001).  Experiencing 

professional inefficacy may present as clinicians feeling guilty about their emotional 

withdrawal, experiencing an inability to cope, being less productive, feeling demotivated, and 

feeling unhappy with their workplace accomplishments (Hudson & DeRuiter, 2002; Huggard 

& Dixon, 2011; Maslach et al., 1986; Maslach et al., 2001; Stamm, 2005; Valent, 2005). 

The consequences of BOS can be severe, impacting clinicians, their family, and their 

clients negatively (Huggard & Dixon, 2011; Lubinski, 2001; Ross, 2010).  Physiological 

symptoms typically include fatigue, reduced immunity, difficulty sleeping, and general aches 

and pains (Ross, 2010; Sinclair et al., 2017; Maslach et al., 1986; Maslach et al., 2001; 

Skovholt & Trotter-Mathison, 2016).  Behavioural symptoms can manifest as increased 

irritability, substance dependency, lack of motivation, poor commitment, poor performance, 

decreased interest in work, displaying a lack of empathy or emotional connection, and 
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reclusiveness (Ross, 2010; Sinclair et al., 2017; Maslach et al., 1986; Maslach et al., 2001; 

Skovholt & Trotter-Mathison, 2016).  The cognitive signs include negativity, pessimism, 

reduced confidence, depression, and negative thoughts (Ross, 2010; Maslach et al., 1986; 

Maslach et al., 2001; Skovholt & Trotter-Mathison, 2016).  BOS negatively impacts job 

turnover as practitioners experiencing BOS are more likely to leave their roles (Maslach et 

al., 2001).  Interestingly, studies show that the colleagues of those experiencing BOS also 

become more susceptible to experiencing it themselves (Maslach et al., 2001).  The severity 

and wide range of consequences that occur as a result of experiencing BOS highlight the 

importance of understanding causal stressors to enable prevention and mitigation (Maslach et 

al., 2001).   

BOS can impact any worker but those in the helping professions have been found to 

have elevated BOS levels when compared to other workforces (Hudson & DeRuiter, 2002; 

Huggard & Dixon, 2011).  This is thought to be linked to healthcare workers experiencing 

another dimension of occupational stress in the form of an empathetic stress response (Figley, 

1995; Hudson & DeRuiter, 2002; Sinclair et al., 2017).  This response is linked to the chronic 

exposure to the hardships and suffering of others and is dubbed the “cost of caring” (Figley, 

1995; Hudson & DeRuiter, 2002; Sinclair et al., 2017).  Due to its prevalence, BOS has been 

well studied in the healthcare literature (Hudson & DeRuiter, 2002; Sinclair et al., 2017).  

Profession specific analysis is required to understand how BOS is impacting a workforce 

(Huggard & Dixon, 2011).  Conceptualising BOS in an occupation specific way better guides 

both preventative and reactive interventions to create a higher chance of BOS reduction 

(Maslach et al., 2001; Morse et al., 2011).  In turn, clinicians are less likely to experience or 

continue to experience the negative consequences of BOS (Maslach et al., 2001; Morse et al., 

2011).  Despite the importance of analysing BOS in audiologists specifically, few studies 

have done so thus far.   
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Swidler and Ross (1993) and Blood et al. (2007) used the Maslach Burnout Inventory 

to analyse BOS in audiologists.  Blood et al. (2007) reported 84% of audiologists had low or 

average BOS scores and only 16% scored highly indicating they were at risk for BOS.  

Swidler and Ross (1993) found that most of those surveyed experienced moderate levels of 

emotional exhaustion.  However, only a low percentage of audiologists had a tendency for 

depersonalising their clients, suggesting that even when emotionally exhausted they had a 

low tendency to work from a place of low empathy (Swidler & Ross, 1993).  Most 

practitioners exhibited low levels of reduced personal accomplishment, indicating that they 

felt confident, satisfied, and competent in their roles (Swidler & Ross, 1993).  Severn et al. 

(2012) and Ravi et al. (2016) had similar results using the Professional Quality of Life Scale 

(ProQOL; Hudnall-Stamm, 2009).  Severn et al. (2012) showed a fifth of audiologists had 

high levels of BOS and a quarter had low BOS levels.  Ravi et al. (2016) found 61% of 

clinicians had low levels of BOS.  When combined, these findings illustrate audiologists as 

experiencing low BOS risk.  However, the inclusion of the speech-language pathologists in 

the Swidler & Ross (1993) and Ravi et al. (2016) studies could make the findings less 

directly relevant to audiologists.  This study can help provide a more accurate and current 

clarification of BOS prevalence and its predictors in audiologists.   

 

1.3 Compassion Satisfaction 

 Another concept that is a critical aspect of professional quality of life as well as 

something that has been identified as a predictor of BOS is CS.  Compassion can be defined 

as “feeling and acting with deep empathy and sorrow for those who suffer” (Stamm, 2002, p. 

107).  It underpins the work that is done in the helping professions (Skovholt & Trotter-

Mathison, 2016).  Satisfaction refers to feeling a sense of fulfilment or contentment (Skovholt 

& Trotter-Mathison, 2016).  In turn, CS refers to the pleasure one gets from being able to 
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complete their work to a high standard, help people, derive reward from work, feel 

competent, and experience a sense of self efficacy in their role (David 2012; Killian 2008; 

Stamm, 2002; Stamm, 2005; Stamm, 2009).  It is the opposite of compassion fatigue and 

BOS, where rather than being a “cost of caring”, CS is the positive element in the 

professional quality of life model depicted in figure one and a necessary element of helping 

(Stamm, 2002; Stamm, 2009).   

   When someone maintains high levels of CS, they are happier and more successful in 

their personal and professional life (Stamm, 2002; Stamm, 2009).  Those with high CS are 

less likely to experience BOS in the face of occupational stress and adversity (Stamm, 2002; 

Stamm, 2009).  This shows that even when experiencing stress and witnessing difficult 

situations, clinicians can have high CS and they can still obtain positive outcomes and derive 

reward from being able to help others (Stamm, 2002).  When a clinician experiences 

increased CS, they typically also experience an enhanced sense of motivation to help and a 

desire to perform their job to a high level (Stamm, 2002).  Consequently, CS has been shown 

to be fundamental in providing clinicians with the desire to work in challenging environments 

(Stamm, 2002; Stamm, 2009).  Enhanced CS has been found to have positive outcomes in the 

healthcare literature where it is related to corresponding increases in job retention and 

decreases in turnover intention (Wells-English et al., 2019).  The wider healthcare literature 

also shows increased CS is related to increases in job satisfaction as well as higher overall 

levels of practitioner quality of life (Killian, 2008; Sinclair et al., 2019; Wells-English et al., 

2019).  It is critical to study the CS levels of practitioners in an occupation specific way to 

better understand how these positive outcomes can be enhanced (Stamm, 2002).   

CS has generally been found to be predictive of BOS levels in the sense where those 

with higher CS are less likely to experience BOS (Stamm, 2005).  However, this is not 

always the case (Severn et al., 2012; Stamm, 2002; Stamm, 2009).  Intriguingly, some studies 
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have found that individuals can synonymously experience high CS and high BOS (Severn et 

al., 2012; Stamm, 2002; Stamm, 2009).  When developing the ProQOL questionnaire, Stamm 

(2002) hypothesised that there is a balance between CS and BOS.  Due to this, the apparent 

anomaly where clinicians can score highly in both the negative and positive domains of the 

questionnaire is possible (Stamm, 2002; Stamm, 2005).  In these cases, the practitioners 

remain altruistic in their wish to help clients even when experiencing adversity (Stamm, 

2002; Stamm, 2005; Stamm, 2009; Severn et al., 2012).  However, this is thought to only be 

possible up to a certain level (Stamm, 2002).  In cases where practitioners are experiencing 

especially high levels of BOS, they are unlikely to have the energy to remain altruistic and 

derive CS from work (Hudson & DeRuiter, 2002; Stamm, 2002).  When this occurs, the 

likelihood of having synonymously high BOS and CS is diminished (Stamm, 2002).   

Like with BOS, CS has been minimally studied in audiologists.  Severn et al. (2012) 

was one study that did look at CS in audiologists.  When utilising the ProQOL questionnaire 

to study New Zealand based clinicians, Severn et al. (2012) found the outlying atypical 

relationship between BOS and CS.  This was where increases in CS resulted in corresponding 

BOS increases.  However, Ravi et al. (2016) also used the ProQOL to study the CS levels of 

audiologists and found the anticipated negative relationship between CS and BOS.  Both 

Severn et al. (2012) and Ravi et al. (2016) found that most audiologists had encouraging CS 

levels, indicative of career satisfaction and an enhanced sense of self efficacy.  Ravi et al. 

(2016) found 48% of practitioners had high CS and only 1% had low CS.  Severn et al. 

(2012) found 25% of practitioners had high CS, 22% had low CS, and the remaining 

clinicians had average levels of CS.  Other studies that looked at satisfaction in audiologists 

measured job satisfaction as opposed to CS.  Predictably, the two types of satisfaction are 

often related (Roney & Acri, 2018; Zhang et al., 2018).  These studies found that audiologists 

experienced generally high levels of job satisfaction (ASHA, 2018b; Martin et al., 1997; 
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Saccone & Steiger, 2012).  Despite the cited relevant studies, there is still a distinct lack of 

audiologist focused research in comparison to other helping professions.  Further profession 

specific analysis is required to clarify CS levels and understand the influence of CS on BOS 

in audiologists.   

  

1.4 Occupational Stress Relevant to Healthcare Workers 

One concept that needs to be analysed to understand both CS and BOS levels in a 

population is occupational stress (Ross, 2010).  Stress can be defined as one’s subjective 

response to pressures and demands that impacts people in several ways (Hudson & DeRuiter, 

2002; Ross, 2010).  A person can experience a stress response when there is a perceived 

imbalance between demand and the resources available to cope with it (Hudson & DeRuiter, 

2002; Ross, 2010; Skovholt & Trotter-Mathison, 2016).  Occupational stress is influenced by 

external demands and resources, internal wants, values, and coping resources (Hudson & 

DeRuiter, 2002; Ross, 2010).  The sources of occupational stress are unique to different 

workforces, workplaces, and individuals (Hudson & DeRuiter, 2002; Ross, 2010).  In turn, 

stress is a challenging concept to universally understand and needs to be conceptualised in an 

occupation specific way to be relevant (Hudson & DeRuiter, 2002; Ross, 2010).   

The helping professions have been found to be both highly rewarding and highly 

stressful as they involve the combination of intense demands and high expectations (Adams 

et al., 2006; Sinclair et al., 2017; Skovholt & Trotter-Mathison, 2016).  Consequently, those 

that work as helpers are at an increased risk of experiencing the negative responses related to 

occupational stress (Adams et al., 2006; Sinclair et al., 2017; Skovholt & Trotter-Mathison, 

2016).  BOS is of particular concern as it is considered the breaking point of experiencing 

occupational stress (Maslach et al., 2001; Ross, 2010).  Stress is not always entirely negative,  

humans require some degree of stress to be driven to function (Hudson & DeRuiter, 2002; 



 19 

Ross, 2010; Skovholt & Trotter-Mathison, 2016).  However, too much stress can increase the 

risk of experiencing negative symptoms that manifest in several forms (Hudson & DeRuiter, 

2002; Ross, 2010; Skovholt & Trotter-Mathison, 2016).   

The physiological responses to stress include elevations in heart rate, blood pressure, 

respiration, headaches, fatigue, muscle pain, sleeplessness, and gastrointestinal problems 

(Hudson & DeRuiter, 2002; Ross, 2010; Skovholt & Trotter-Mathison, 2016).  Emotional 

responses can manifest as predispositions to experiencing anger, sadness, and emotional  

withdrawal (Hudson & DeRuiter, 2002; Ross, 2010; Skovholt & Trotter-Mathison, 2016).  

Increased risk of experiencing BOS and compassion fatigue is another negative consequence 

to increased occupational stress (Huggard & Dixon, 2011; Sinclair et al., 2017; Skovholt & 

Trotter-Mathison, 2016).  When experiencing increased stress, clinicians tend to emotionally 

withdraw as a protective mechanism, and CS levels are often reduced as a consequence 

(Huggard & Dixon, 2011; Sinclair et al., 2017).  Also importantly, occupational stress has 

been found to decrease job retention as clinicians want to leave their roles to reduce their 

stress levels and increase their quality of life (Adams et al., 2006; Sinclair et al., 2017).  The 

multitude of negative consequences is the reason that stress has been found to be the top 

cause of all workplace health issues (Hudson & DeRuiter, 2002).  In turn, these negative 

consequences highlight the importance of reducing occupational stress.  This thesis aims to 

identify the primary occupational stressors that impact audiologists, with a view to providing 

a more specific insight into reducing stress and BOS.    

Unlike this study, the few studies that have already examined sources of occupational 

stress for audiologists have been confined to single country cohorts. Brännström et al. (2016), 

Ravi et al. (2015), and Severn et al. (2012) used the AOSQ to measure occupational stress in 

audiologists working in Sweden, India, and New Zealand, respectively.  Brännström et al. 

(2016) identified seven main stressors: time spent at work, practitioner accountability, 
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leadership in the workplace, demands of practice and paperwork, clinical protocol and 

equipment, concerns about their own health status, and career control.  Severn et al. (2012) 

identified six primary stressors impacting audiologists: time demand, audiological 

management, patient contact, clinical protocol, patient accountability, and administration or 

equipment.  The other main stressors in the Severn et al. (2012) study included: the 

expectation to provide a high level of service to clients, staffing problems, working in 

management roles, administration and paperwork, and clients overestimating what hearing 

aids can do.  Ravi et al. (2015) found 75% of audiologists had moderate stress levels across 

all of the following domains: paperwork and administration, patient contact and time, 

professional responsibility, health, management of social life outside of work, and 

management of professional life.  

Other studies identified audiological stressors utilising different questionnaires.  

Blood et al. (2007) illustrated increases in time pressure and caseload were associated with 

decreased job satisfaction.  Simpson et al. (2018) found these same stressors had negative 

impacts on the morale and workplace climate.  Manchaiah et al. (2015) unearthed 

audiological stressors in the form of witnessing unethical practice from other clinicians, 

having non-audiological professionals interfere with patient care, and poor pay.  Several 

studies found that decreasing social support and issues with management were related to 

increased stress (Brännström et al., 2013; Manchaiah et al., 2015; Simpson et al., 2020).  

Whilst some studies have analysed the influence of occupational stress on BOS, resilience 

which is another influencing variable has not yet been studied in audiologists.  

 

1.5 Resilience 

Resilience is a concept that remains understudied, it is often incorrectly defined, and it is 

commonly misinterpreted (Adamson et al., 2012; David, 2012; Luthar et al., 2000; McCann 
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et al., 2013; Stoffel & Cain, 2018).  This is partially attributable to there not being a single 

agreed upon definition of resilience (Adamson et al., 2012; Herrman et al., 2011).  It is 

consistently recognised as a personal strength and is colloquially referred to as the ability to 

bounce back (David, 2012; Luthar et al., 2000; McCann et al., 2013; Stoffel & Cain, 2018; 

Zanatta et al., 2019).  Initially, relevant research showed resilience as being accepted as a 

human trait (Adamson et al., 2012; David, 2012; Zanatta et al., 2019).  Although, by 

conceptualising resilience as a trait, it was perceived as being stable and therefore a factor of 

an individual’s personality (Adamson et al., 2012; David, 2012; Zanatta et al., 2019).  

Current literature now disputes this and almost unanimously agrees that resilience is instead, 

a dynamic and evolving construct requiring some degree of positive adaptation to adversity to 

develop (Adamson et al., 2012; David, 2012; Fletcher & Sarkar, 2013; Herrman et al., 2011; 

Luthar et al., 2000; McCann et al., 2013; Skovholt & Trotter-Mathison, 2016; Zanatta et al., 

2019).   

The actual development of resilience is a complex process and is influenced by a 

multitude of stressors that are both internal and external to the individual (Adamson et al., 

2012; Connor & Davidson, 2003; Luthar et al., 2000; McCann et al., 2013).  When stressors 

are continual in one way or another, humans must react and adapt to cope with them (Connor 

& Davidson, 2003; Huey & Palaganas, 2020).  The way in which people adapt is largely 

dependent on whether previous adaptations to similar scenarios have been successful or not 

(Connor & Davidson, 2003; Richardson, 2002).  In cases where the disrupting stressor is met 

with positive adaptation, resilience is increased (Connor & Davidson, 2003; Richardson, 

2002; Ross, 2010; Skovholt & Trotter-Mathison, 2016).  Therefore, resilience can be seen as 

a product of successful coping (Connor & Davidson, 2003; Herrman et al., 2011; McCann et 

al., 2013; Richardson, 2002; Ross, 2010; Skovholt & Trotter-Mathison, 2016).  Perhaps most 

significantly for the context of this study, current research also depicts resilience as being 
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something that is able to act as a buffer (David, 2012; Klein et al., 2018; Luthar et al., 2000; 

McCann et al., 2013; Ross, 2010; Rushton et al., 2015; Southwick et al., 2014; Stoffel & 

Cain, 2018; Zanatta et al., 2019).   

Resilience has been found to act as a buffering factor that is protective against 

occupational stress, BOS, compassion fatigue, and negative workplace scenarios (David, 

2012; Klein et al., 2018; Luthar et al., 2000; McCann et al., 2013; Ross, 2010; Rushton et al., 

2015; Southwick et al., 2014; Stoffel & Cain, 2018; Zanatta et al., 2019).  Other healthcare 

literature has found increasing resilience to be positively associated with increasing 

professional quality of life (Hollnagel et al., 2013; Stoffel & Cain, 2018; Tempski et al., 

2015).  Similarly, positive correlations have been identified between CS and resilience in 

several clinically focused studies (David, 2012; Klein et al., 2018; Shi et al., 2015; Stoffel & 

Cain, 2018).  Resilience can therefore be both an important resource for healthcare clinicians 

and a potential predictor of BOS (Adamson et al., 2012; David, 2012; Robertson et al., 2016; 

Southwick et al., 2014).  Despite this knowledge, resilience has yet to be studied in a 

population of audiologists.  If resilience were indeed predictive of BOS in audiologists, it 

could be a focus of future interventions as increasing resilience could help maintain 

professional quality of life and prevent BOS development (Adamson et al., 2012; Robertson 

et al., 2016; Stoffel & Cain, 2018).  Hence, resilience is being analysed in this study to see if 

it is an influential variable.  

 

1.6 Age and Experience 

Practitioner age and experience are two other variables that have been found to be 

influential on the development of BOS (Adams et al., 2001; Berger et al., 2015; Dasan et al., 

2016; Hiles-Howard et al., 2015; Kelly et al., 2015; Lawson & Myers, 2011; Maslach et al., 

2012; Okoli et al., 2019; Potter et al., 2010; Vredenburgh et al., 1999; Wijdenes et al., 2019; 
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Yu et al., 2016).  Logically, age and experience are often related, and similar results have 

been found for both concepts in the literature.  In many audiology focused studies, increased 

age appears to have a somewhat protective effect against occupational stressors and 

experiencing BOS (Brännström et al., 2016; Ravi et al., 2015; Saccone & Steiger, 2012; 

Simpson et al., 2018; Swidler & Ross, 1993).  Similar results were found for greater 

practitioner experience (Ravi et al., 2015; Swidler & Ross, 1993).  This is consistent with 

healthcare literature where age and experience have been linked to decreasing occupational 

stress, compassion fatigue, and BOS levels (Adams et al., 2001; Al-Majid et al., 2018; Berger 

et al., 2015; Dasan et al., 2016; Hiles-Howard et al., 2015; Kelly et al., 2015; Lawson & 

Myers, 2011; Maslach et al., 2012; Okoli et al., 2019; Potter et al., 2010; Vredenburgh et al., 

1999; Wijdenes et al., 2019; Yu et al., 2016).  However, other research has not displayed the 

same trends. 

In some healthcare studies, increasing age and experience was linked to increased 

occupational stress and BOS (Kheiraoui et al., 2012; Robins et al, 2009).  Two audiology 

focused studies also found increasing age and experience to be negative factors.  Severn et al. 

(2012) showed that increased age was associated with increased BOS.  Similarly, Ravi et al. 

(2016) found that the risk of BOS for audiologists increased with years of working 

experience.  Both studies hypothesised that older, more experienced clinicians had increased 

job demands in comparison to those younger and less experienced (Ravi et al., 2016; Severn 

et al., 2012).  This may have contributed to the increased occupational stress and BOS levels 

(Ravi et al., 2016; Severn et al., 2012).  Both age and experience are being analysed as 

potential predictors of BOS in this study due to their significance in the healthcare literature.  
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1.7 Practice Setting 

Another variable that has been found to significantly influence BOS is practice setting.   

Clinically practicing audiologists work in a variety of settings that can be broadly categorised 

into two groups: private sector audiology and public sector audiology (Katz et al., 2015).  

Working publicly generally refers to working for the government or an organisation that is 

typically not for profit (Buelens & Van den Broeck, 2007).  Those that are employed in the 

private sector work for commercial individuals and organisations (Buelens & Van den 

Broeck, 2007).  The influence of practice setting is of particular interest in healthcare studies 

as it is commonly influential on professional quality of life (Adams et al., 2006; Mangoulia et 

al., 2015; Siegrist et al., 2004; Vredenburgh et al., 1999).   

When analysed in audiologists, several studies did not find practice setting to have a 

significant impact on clinicians experiencing BOS (Brännström et al., 2016; Manchaiah et al., 

2015; Ravi et al., 2016).  However, other studies did find that practice setting was of 

significance.  Both Brännström et al. (2013) and Severn et al. (2012) found that audiologists 

working publicly had greater overall occupational stress levels than privately working 

audiologists.  As BOS is the final stage of stress, there is a direct correlation between the two 

constructs (Maslach et al., 2001; Ross, 2010).  Therefore, these findings could imply that 

publicly working clinicians are at increased risk of BOS.  Supporting the findings of these 

two studies, when investigating BOS in audiologists and speech and language pathologists, 

Swidler & Ross (1993) found that publicly working audiologists experienced increased BOS.  

Specifically, these public clinicians experienced higher levels of emotional exhaustion and 

depersonalisation to a significant degree (Swidler & Ross, 1993).  These findings are 

consistent with the bulk of the healthcare literature that found those working publicly had 

increased rates of BOS (Bhutani et al., 2012; Rupert & Kent, 2007; Sprang et al., 2007; 

Vredenburgh et al., 1999).  It is commonly hypothesised that this could be a result of roles in 
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the private sector providing increased workplace autonomy and income (Siegrist et al., 2004; 

Vredenburgh et al., 1999).  Both increased autonomy and salary are linked to higher CS and 

lower BOS (Adams et al., 2006; Circenis & Millere, 2011; Mangoulia et al., 2015; Ross, 

2010; Siegrist et al., 2004; Vredenburgh et al., 1999).   

The audiology specific studies identified certain stressors that were more prevalent in 

publicly working clinicians.  These stressors could help explain why the majority of the 

literature depicts private practice more favourably.  Those working publicly were found to 

have more complex cases and increased caseloads in the Swidler & Ross (1993) study.  

Brännström et al. (2013) found that increasingly private practice was tied to better effort 

reward imbalance ratios and lower psychosocial demands.  Audiologists working in publicly 

funded private clinics saw the highest number of clients daily and experienced the highest 

time demands (Brännström et al., 2013).  Severn et al. (2012) revealed audiologists working 

publicly had increased stress associated with management, administration or equipment, 

accountability, staffing, and time demand.  Whereas those working privately had increased 

stress associated with providing a high level of service, patient contact, administration and 

paperwork, and unrealistic client expectations (Severn et al., 2012).   

Some audiology specific studies do paint elements of public sector audiology in a more 

favourable light.  For instance, Brännström et al. (2013) showed that audiologists working 

publicly had been practicing for longer and had more social support, which is suggestive of 

increased satisfaction and a positive professional quality of life.  Although, the majority of 

audiologist focused studies depict work in the private sector as being associated with more 

favourable outcomes.  Due to these findings and the significance of practice type in the wider 

healthcare literature, practice setting is being investigated in this study as a potential predictor 

of BOS.  If practice setting is found to be a significant predictor of BOS in experienced 
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audiologists, future interventions can be more specific to the clinicians and the information 

revealed about BOS in audiologists will have increased relevance.     

 

1.8 Client Type 

 Client type is another potentially influential variable that it is being investigated in 

this study as a possible predictor of BOS in experienced audiologists.  The term client type is 

specifically being used to refer to audiologists working with either paediatric or adult clients.  

Working paediatrically in healthcare is commonly linked to workers having a poorer 

professional quality of life in the forms of lower CS and higher BOS levels (Hiles-Howard et 

al., 2015; Melamed et al., 2001; McGarry et al., 2013; Vredenburgh et al., 1999).  Despite it 

being a commonly significant variable in influencing BOS in other helping professions, there 

is currently limited information in the audiological literature about the influence that client 

type has on professional quality of life.  Investigating client type in this paper can assist in 

revealing if it is a significant predictor of BOS in an audiologist population.  Severn et al. 

(2012) and Simpson et al. (2018) are the two relevant studies that analysed paediatric 

audiologists.  Simpson et al. (2018) illustrated that paediatric audiologists, and those working 

purely diagnostically felt more positively about their work than the other clinicians.  

However, Severn et al. (2012) found paediatric audiologists had the highest overall stress 

levels and this increased stress was associated with management, administration, equipment, 

and accountability.  Severn et al. (2012) stated that it is likely that these results are due to 

children being more challenging to diagnose and manage.   

 

1.9 Study Rationale and Aims 

As outlined above, BOS has several significantly adverse consequences which can 

negatively impact professional quality of life.  CS, occupational stressors, resilience, practice 
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setting, client type, age, and experience are all variables that have been found to influence 

BOS levels in other occupations.  Despite this knowledge and the fact that these concepts are 

well studied in other healthcare professions, there is minimal research investigating their 

influence on audiologists (Brännström et al., 2013; Brännström et al., 2016; Severn et al., 

2012).  This is especially true when it comes to resilience, where there is no audiology 

specific research.   

The study aims to see if any significant relationships exist between BOS, CS, resilience, 

and overall occupational stress scores.  This study aims to augment existing research to 

establish a global, profession specific understanding of how these variables correlate, as well 

as identifying potential predictors of BOS, with a view to improving audiologist wellbeing 

and professional quality of life.  The first and second research questions address these aims.  

The first asks if there are any significant relationships between BOS, CS, resilience, and 

overall occupational stress scores in experienced audiologists.  The second research question 

asks if CS, overall occupational stress, resilience, clinician age, years worked, client type, or 

practice setting significantly predict BOS in experienced audiologists.  

The final two research aims relate to occupational stressors.  The study aims to better 

guide any future measures to enhance audiologist wellbeing by specifically identifying the 

occupation specific top sources of stress.  The third research question aims to identify the top 

occupational stressors impacting experienced audiologists.  Of the existing audiological 

research analysing occupational stress, practice setting has been found to be a significant 

factor (Brännström et al., 2013; Martin et al., 1997; Saccone & Steiger, 2012; Severn et al., 

2012).  The final research question analyses the influence practice setting has on the top 

occupational stressors.   

Wider healthcare literature shows that less experienced clinicians encounter several 

temporary stressors such as clinical exams, adapting to a new profession, working closely 
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with a supervisor, increased time demands, and increased role stress (Duchscher & Myrick, 

2008; Halpin et al., 2017; Hu et al., 2016; Zinsmeister & Schafer, 2009).  This can reasonably 

be applied to audiology, with it also being a healthcare profession.  Consequently, this 

suggests there should be two cohorts of clinicians, ‘experienced’ and ‘less experienced’, 

when considering occupational stressors.  To enable a more specific and relevant perspective, 

this study is confined to experienced audiologists.  The exclusion of ‘less experienced’ 

audiologists, aims to make the results more relevant to ‘experienced’ clinicians, removing the 

potential for skewing by the aforementioned ‘temporary’ stressors.  Participants have been 

deemed experienced by having worked as audiologists for more than 5 years.  This is the 

same time based criteria applied in several other helping profession focused studies (Blegen 

et al., 2001; Elstad et al., 2010; Ginsberg et al., 2016; McHugh & Lake, 2010).   

 

1. For experienced audiologists, are there any significant relationships between BOS, CS, 

resilience, and overall occupational stress scores? 

 

2. For experienced audiologists, do CS, overall occupational stress, resilience, clinician age, 

years worked, client type, and practice setting significantly predict BOS? 

 

3. What are the top occupational stressors impacting experienced audiologists? 

 

4. Do the top occupational stressors differ in different practice settings?  
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2.0 Methodology 

2.1 Participants and Procedure 

A priori power analysis revealed that a minimum of 42 participants was required to 

fulfil a partial R2 of .25, with an alpha-level of .05 and a power level of .80.  The survey in its 

entirety was pilot tested on a sample of 20 adults.  The feedback from the pilot testing was 

used to adjust the survey to make it more user friendly.  The main strategy in recruitment was 

to obtain a global sample.  The survey was distributed using purposive sampling to 

professional audiological organisations.  In addition, a global advertisement was posted on an 

international audiology e-newsletter.  To be included in the study, the participants needed to 

be deemed experienced by having practiced clinically for more than 5 years, be able to read 

and answer questions in English, and have suitable access to technology to complete the 

online questionnaire.  The questionnaire was accessible between the 8th of July and the 14th of 

September 2021 via a computer, tablet, or mobile phone using the Qualtrics online survey 

platform.  

There were 59 clinicians that completed the survey in its entirety.  Any participants 

that had incomplete data for the AOSQ, CD-RISC-10, ProQOL-5, and years of experience 

questions were excluded.  Clinicians practiced in New Zealand (49.2%), South Africa 

(16.9%), United States of America (15.3%), the United Kingdom (6.8%), Hong Kong (5.1%), 

Israel (3.4%), Singapore (1.7%), and Australia (1.7%).  There were 48 females, 7 males, and 

4 participants opted not to report their gender.  The mean participant age was 40.5 years, the 

youngest being 28 years and the oldest was 68 years.  The mean for hours worked weekly 

was 39.1.  The majority (81.4%) of audiologists reported not having a health condition.  Of 

those that had a health condition, 6.8% experienced a mental health condition, 5.1% a 

sensory impairment, 3.4% both a sensory impairment and a mental health condition, 1.7% 
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preferred not to answer and 1.7% put other.  For those with a condition, 30% felt it 

significantly hindered their work and 70% did not.  

Most of the clinicians worked with both adults and paediatric clients (57.6%).  

However, some clinicians worked with adults (30.5%) and children (11.9%) exclusively.  For 

client type analyses, clinicians were split into two groups.  The 54.2% of audiologists that 

reported working with adult clients more than 50% of the time comprised group one.  Group 

two was comprised of the 25.4% that worked more than 50% of the time with children, and 

the 20.3% that worked about a 50/50 split.   

The most reported practice type was working publicly as a local, state, or federal 

government employee (41.4%).  For practice type analyses, clinicians working for a private 

but not-for profit, tax-exempt, or charitable organisation (6.9%) were considered part of the 

public group.  Those working for a private for-profit company, business, or individual 

(34.5%) and those that were self-employed in their own business, or a family business 

(15.5%) were analysed in the private sector group.  Audiologists that were not currently 

working or were on leave were not included in the practice type analyses (1.7%). 

 

2.2 Survey 

The online questionnaire included an information sheet describing the intent of the 

research, a consent form, eligibility requirements, confidentiality procedures, and how to 

contact the researchers to ask questions.  The survey itself had four parts: the Audiology 

Occupational Stress Questionnaire (AOSQ), the CS, and compassion fatigue subscales of the 

Professional Quality of Life Scale Version 5 (ProQOL, version 5), the Connor-Davidson 

Resilience Scale 10 (CD-RISC-10), as well as a section enquiring about demographic 

variables.   
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The Connor Davidson Resilience Scale 10 (CD-RISC-10; Campbell-Sills & Stein, 

2007) is the shortened version of the CD-RISC, consisting of 10 questions instead of the 

original 25.  The shortened version has been shown to be an equally effective but more 

efficient measure of resilience than the original version (Campbell-Sills & Stein, 2007).  

Participants were asked to respond to the 10 questions based on how they felt at work over 

the previous month.  If a question was not applicable, they were asked to answer it based on 

how they thought they would have felt.  Each question was scored on a 5-point scale that 

ranged from not true at all (0), to true nearly all the time (4).  Higher scores indicated higher 

resilience.  The maximum score possible was 40.   

The CS, and compassion fatigue subscales of the Professional Quality of life, version 

5 (ProQOL; Hudnall-Stamm, 2009) were used to measure CS and BOS.  There were 30 

items.  Each question was scored on a 5-point scale that ranged from never (1), to very often 

(5).  Participants were asked to answer the questions based on how they felt in their role over 

the previous 30 days.  Scores for the sub-scales were categorised as low (22 or less), 

moderate (between 23 and 41), or high (42 or greater).    

The Audiological Occupational Stress Questionnaire (AOSQ; Severn et al., 2012) 

measured occupational stressors relevant to audiologists.  Participants were asked to reflect 

on the stress they experienced in everyday clinical practice.  The AOSQ was composed of 2 

sections. The first section had 36 ranking based questions.  These questions were scored on a 

7-point scale that ranged from never stressful (1), to extremely stressful (7).  The second part 

of the questionnaire comprised open-ended questions asking participants to reflect on the 

most stressful aspects of their jobs, how that stress impacted them, how they relieved this 

stress, and the support available to them as audiologists. One of the questions in this second 

element of the questionnaire asked the practitioners to rate their overall level of stress in their 

job as an audiologist on the Likert scale that ranged from never stressful (1), to extremely 
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stressful (7).  This question was used to gauge the clinician’s overall level of occupational 

stress in the correlation analyses.  

The demographic section had 22 questions.  The variables included: gender, age, 

ethnicity, country of residence, country worked in, disability status, education, client type, 

years of work experience, hours worked weekly, practice setting, income type, and salary.  

Questions related to income and salary were omitted from the analyses due to a low response 

rate.  

 

2.3 Data Analysis 

 Data from the questionnaires was stored in Microsoft Office Excel software (version 

16.53).  The data were then analysed using Jamovi statistical software (version 1.6).  

Normality checks were done to ensure that the assumptions for parametric testing were met. 

Pearson’s correlations, linear logistic regression, and descriptive analyses were performed.  

 

2.4 Ethical Considerations 

Prior to commencing data collection, ethical approval for this study was obtained via 

the University of Canterbury Human Research Ethics Committee.  All elements of the 

research are consistent with these ethical guidelines.  The survey information sheet, ethical 

details, and consent form that were included in the survey are displayed in appendix A.  
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3.0 Results 

3.1 Relationships Between BOS, CS, Resilience, and Overall Occupational Stress Scores 

No audiologists had high BOS scores, 44.1% had moderate BOS levels, and 55.9% 

had low BOS scores.  No audiologists had low CS, 54.2% had moderate CS, and 45.8% had 

high CS.  The mean resilience score was 27.9 out of a possible 40 (SD = 5.27).   

 The results of the correlation analyses are presented in table one and illustrate that the 

correlations between resilience, CS, BOS, and overall occupational stress were all significant.   

Strong positive correlations were found between resilience and CS, and between BOS and 

overall occupational stress.  Strong negative correlations were found between resilience and 

BOS, BOS and CS, and CS and overall occupational stress.  A moderate negative correlation 

was found between resilience and overall occupational stress.   

 

Table One 

Correlations Between BOS, CS, Resilience, and Overall Occupational Stress 

  Resilience CS BOS Overall 

Occupational 

Stress 

Resilience Pearson’s r -    

CS Pearson’s r 0.60 -   

BOS Pearson’s r -0.67 -0.74 -  

Overall 

Occupational Stress 

Pearson’s r -0.49 -0.56 0.83 - 

Note. All correlations were significant at the 0.001 level 
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3.2 Variables Predicting BOS 

The results of the regression analysis performed to explore the second research 

question are presented in table two.  The regression predicted 81% of the variance in BOS. 

Clinician age (p = .95), years worked (p = .82), client type (p = .86), and practice setting (p 

= .40) were all found to be non-significant in predicting BOS.  Resilience (p = .015), CS (p 

<.001), and overall occupational stress (p <.001) significantly predicted BOS.  The positive 

coefficient indicated that as BOS scores increased by 1 point, overall occupational stress 

associated with audiology increased by 2.59 points.  CS and resilience were negative 

coefficients in relation to BOS. As BOS scores increased by 1 point, CS levels decreased by 

0.3.  As BOS scores increased by 1 point, resilience scores decreased by 0.21.  
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Table Two 

Linear Regression with CS, Overall Occupational Stress, Resilience, Clinician Age, Years 

Worked, Client Type, and Practice Setting Predicting Overall Level of BOS 

Predictor Estimate SE t p Adjusted R² F 

Overall Model 

Test 

   <.001 0.81 35.7 

CS -0.30 0.08 -3.67 <.001   

Overall 

Occupational 

Stress 

2.59 0.33 7.84 <.001   

Resilience -0.21 0.08 -2.52 .015   

Clinician Age -0.003 0.06 -0.06 .95   

Years Worked -0.01 0.06 -0.23 .82   

Client Type 0.19 1.08 0.17 .86   

Practice Setting 0.89 1.05 0.85 .40   

 

3.3 Occupational Stressors Impacting Audiologists 

 The top five occupational stressors for all clinicians regardless of practice setting, for 

only the privately working clinicians, and for only the publicly working clinicians are 

illustrated in table three.   

All clinicians irrespective of practice type were most stressed by staff shortages, 

administration duties, doing paperwork and patient reports, expectations of the patient and 

the patient’s family of them as an audiologist to fix their hearing, and the amount of time 

available with each patient.  The privately working clinicians reported being most stressed by 
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administration duties, finding time to stay in good physical condition, paperwork and patient 

reports, staff shortages, and keeping up to date with audiological literature and continuing 

education points.  Audiologists working publicly experienced the most occupational stress in 

the forms of staff shortages, the amount of time available with each patient, paperwork and 

patient reports, the pressure from expectations of the patient and their family about their 

hearing care, and the number of patients they have to care for on a daily basis.   

When comparing mean differences in overall occupational stress, the privately 

working clinicians (M = 3.79, SD = 1.45) reported higher stress levels than their publicly 

working colleagues (M = 3.46, SD = 1.10).  However, the differences between the mean 

scores for each stressor was never greater than 1 Likert point suggesting the stressors impact 

all clinicians regardless of practice setting relatively consistently.  A complete table 

displaying the means and standard deviations for all AOSQ variables is displayed in appendix 

B.  
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Table Three 

Means (M) and Standard Deviations (SD) of the Top 5 Occupational Stressors Identified 

Using the AOSQ for all Clinicians, Privately Working, and Publicly Working Clinicians. 

Top 5 

Stressors 

Stressor, Mean and SD 

for all Clinicians  

Stressor, Mean and SD 

for Privately Working 

Clinicians 

Stressor, Mean and SD 

for Publicly Working 

Clinicians 

1 Staff shortages Administration duties Staff shortages 

M (SD) 3.98 (1.73) 4.17 (1.47) 4.21 (1.64) 

2 Administration duties  Finding time to stay in 

good physical condition  

Amount of time available 

with each patient 

M (SD) 3.92 (1.41) 3.97 (1.72) 4.14 (1.65) 

3 Paperwork and patient 

reports  

Paperwork and patient 

reports 

Paperwork and patient 

reports  

M (SD) 3.88 (1.52) 3.93 (1.60) 3.89 (1.47) 

4 Patient/family 

expectations of you as an 

audiologist to fix their 

hearing  

Staff shortages 

 

Patient/family 

expectations of you as an 

audiologist to fix their 

hearing 

M (SD) 3.76 (1.64) 3.83 (1.39) 3.79 (1.45) 

5  Amount of time 

available with each 

patient  

Keeping up to date with 

current Audiological  

literature and continuing 

education points  

The number of patients I 

have to care for  on a 

daily basis  

M (SD) 3.75 (1.48) 3.83 (1.63) 3.71 (1.33) 
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4.0 Discussion 

4.1 Relationships Between BOS, CS, Resilience and Overall Occupational Stress Scores 

 The study sought to understand factors influencing professional quality of life in 

experienced audiologists.  To do so, resilience, occupational stress, CS, and BOS were 

analysed.  The first research question asks if there are any significant relationships that exist 

between BOS, CS, resilience, and overall occupational stress scores.  Whilst this has been a 

well-studied concept in other helping professions, there is a lack of audiology specific 

literature to help establish these relationships (Brännström et al., 2016; Ravi et al., 2015; 

Severn et al., 2012).  The results of this study indicated that there are indeed strongly 

statistically significant correlations between all of these variables in experienced audiologists.  

These findings appear to be in line with what has been found in the wider healthcare 

literature as well as in the minimal audiology specific research that has been carried out to 

date.  

One of these audiologist focused studies was performed by Ravi et al. (2016) who 

used the ProQOL questionnaire to analyse professional quality of life in audiologists working 

in India.  As was found in this study, Ravi et al. (2016) illustrated the presence of a strong 

negative correlation between CS and BOS.  This negative correlation was anticipated as it is 

consistent with the majority of the findings in the wider healthcare literature (David, 2012; 

Huggard & Dixon, 2011; Klein et al., 2017; Lee et al., 2014, Maslach et al., 2001; Okoli et 

al., 2019; Sorenson et al., 2016; Stamm, 2002; Stamm, 2005; Stamm, 2009; Wells et al., 

2019).  However, the only other audiologist specific study found a positive correlation that 

contradicted the bulk of the healthcare literature (Severn et al., 2012).  Severn et al. (2012) 

also used the ProQOL questionnaire but revealed that increases in CS scores resulted in 

corresponding increases in BOS scores in a population of New Zealand audiologists.   
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Whilst uncommon, this positive trend does exist in the literature (Stamm, 2005; 

Stamm, 2009).  When developing the ProQOL questionnaire, Stamm (2005) noted that some 

clinicians scored highly for both CS and BOS.  Stamm (2005) hypothesised that these 

anomalies were due to some practitioners having the ability to remain altruistic in their wish 

to help patients despite experiencing distress themselves.  The findings contained in this 

thesis could have been expected to be similar to the Severn et al. (2012) study as the 49.2% 

of our participants were New Zealand audiologists and the same questionnaire was used to 

measure BOS and CS.  However, the thesis did not reveal this deviant positive correlation 

between BOS and CS.   

The influence of overall occupational stress level on CS and BOS is another 

relationship that has been minimally studied in audiologists thus far.  The Severn et al. (2012) 

study looked at the influence of individual stress factors on BOS.  Severn et al. (2012) found 

that increases in stress associated with time demands, accountability, management, clinical 

protocol, administration, patient contact, and equipment were correlated with increased BOS 

levels in audiologists.  Due to the lower level of power in this thesis, these individual 

stressors identified through the AOSQ were not able to be individually analysed.  In turn, the 

only form of stress that could be analysed was an overall level of occupational stress.   

As an overall measure of occupational stress has not been utilised in other audiology 

specific papers, the findings cannot be directly compared in an occupation specific way.  

However, the results correlated with studies analysing other healthcare professionals.  The 

especially strong positive correlation that was found between overall occupational stress and 

BOS was anticipated based on its prevalence in the wider healthcare literature (Huggard & 

Dixon, 2011; Sinclair et al., 2017; Skovholt & Trotter-Mathison, 2016). Similarly, the 

negative correlation found between occupational stress and CS was consistent with the results 
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of other helping professional focused research (Ames et al., 2017; Hegney et al., 2013; Lee et 

al., 2021; Zhang et al., 2018).   

The correlations between CS, BOS, and overall occupational stress, with resilience 

are unable to be compared to profession specific literature as there is currently no published 

research investigating resilience in audiologists.  Hence, further research to conceptualise 

resilience in a population of audiologists is required.  However, in the wider healthcare 

literature, resilience has been shown to influence BOS, overall occupational stress, and CS 

levels in similar ways as to what was found in this study.  The strong positive relationship 

discovered between CS and resilience in helping professionals appears to be the normative 

correlation (David, 2012; Klein et al., 2018; Shi et al., 2015; Stoffel & Cain, 2018; Tempski 

et al., 2015).  Likewise, the strong negative relationship found between BOS and resilience 

was also depicted in the wider healthcare literature (David, 2012; Klein et al., 2018; Rushton 

et al., 2015; Stoffel & Cain, 2018).  The negative correlation between occupational stress and 

resilience was in line with the findings of other studies analysing those in similar occupations 

(Kim et al., 2011; Magtibay et al., 2017; Rushton et al., 2015).   

In answer to this initial research question, all of these significant relationships found 

between CS, BOS, overall occupational stress, and resilience were anticipated based on what 

has been found in relevant research.  Whilst none of the findings were unexpected, they were 

important in helping to establish their relevance and occurrence in a professional population 

that has been minimally studied to date.   

 

4.2 Variables Significantly Predicting BOS 

The second research question investigated whether CS, overall occupational stress, 

resilience, clinician age, years worked, client type, or practice setting significantly predicted 

BOS in experienced audiologists.  No current literature has studied predictors of BOS in a 
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population of audiologists.  However, it has been studied in other helping professionals and 

the thesis results were consistent with what was found for these clinicians.  The identification 

of the negative predictive relationship between CS and BOS was anticipated based on it 

being the representative result in other studies (Gribben et al., 2019; Ray et al., 2013; Zakeri 

et al., 2020).   

Resilience was also found to be a significant predictor of BOS.  Wider literature 

typically illustrated resilience as being a variable that is protective against BOS as opposed to 

studying whether it is predictive of BOS (McCann et al., 2013; Ross, 2010; Rushton et al., 

2015; Stoffel & Cain, 2018).  Although, some researchers did study this and as was found 

this thesis, the majority of studies showed that decreases in resilience levels were predictive 

of increases in BOS levels (Guo et al., 2018; Taku, 2014; Kutluturkan et al., 2016).  

Our regression showed that overall occupational stress levels predicted BOS levels.  

Audiologists with higher overall occupational stress levels were more likely to experience 

higher levels of BOS.  This same trend was displayed in studies analysing practicing 

clinicians in other helping professions (Peiró et al., 2001; Zhang et al., 2018).  Unfortunately, 

due to a relatively small sample size and reduced power, the AOSQ variables were not able to 

be analysed separately as potential BOS predictors in the thesis.  This was a limitation of the 

study as the information could have helped to provide insight into whether any occupational 

stressors are predictive of BOS in audiologists.  This would have been an especially 

interesting comparison as increases in time demand, hours spent at work, paperwork, 

pressure, caseloads, caseload complexity, accountability, management, equipment or 

administration, and clinical protocol have all been found to be correlated with an increased 

risk of BOS in several audiologist focused studies (Brito-Marcelino et al., 2020; Severn et al., 

2012; Swidler & Ross, 1993).   
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Clinician age and years worked were not significant variables in predicting BOS.  

However, most studies suggested that increasing age and experience had a somewhat 

protective effect against both occupational stress and BOS in audiologists (Brännström et al., 

2016; Brito-Marcelino et al., 2020; Ravi et al., 2015; Simpson et al., 2018; Swidler & Ross, 

1993).  Although, Ravi et al. (2016) and Severn et al. (2012) found that increasing age and 

experience increased the risk of audiologist BOS.  Despite the significance in other research, 

neither variable was a predictor of BOS level in this thesis.  The global sample of 

audiologists and the exclusion of inexperienced clinicians was unique to this study when 

compared to current audiologist focused literature.  The other studies also looked at the 

variables as being correlated with BOS as opposed to being predictive of it.  These differing 

factors could have influenced why the variables were not found to be of significance.   

Both client type and practice setting were found to be insignificant in predicting BOS.  

The influence of client type on audiologist BOS appears previously unresearched.  However, 

some healthcare studies illustrated that working with paediatric as opposed to adult patients 

was predictive increased levels of BOS (Hiles-Howard et al., 2015; Melamed et al., 2001; 

McGarry et al., 2013; Vredenburgh et al., 1999).  Some relevant audiology studies also found 

practice setting to be insignificant in influencing BOS (Brännström et al., 2016; Manchaiah et 

al., 2015; Ravi et al., 2016).  However, Swidler & Ross (1993) did find that publicly working 

audiologists had increased levels of BOS when compared to their privately practicing 

counterparts.  Whilst these studies are relevant as they looked at the influence of practice 

setting on audiologists, they did not look at whether practice setting is a predictor of BOS.  

However, studies analysing other healthcare workers did.  Several studies found results that 

supported the Swidler & Ross (1993) correlation where working in the public sector was 

predictive of enhanced BOS levels (Bhutani et al., 2012; Rupert & Kent, 2007; Sprang et al., 
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2007; Vredenburgh et al., 1999).  Despite this, practice setting was not a variable of 

significance in the findings of this thesis.    

This second research question highlighted that CS, resilience, and overall 

occupational stress are significant predictors of BOS in experienced audiologists.  The 

identification of these predictors helps to establish an understanding of how these variables 

are related in this population.  Further research needs to be performed to confirm these 

audiologist specific findings.  However, by identifying these predictors, any future 

preventative measures that are undertaken to reduce the risk of audiologists experiencing 

BOS and its negative consequences can be better guided.   

 

4.3 The Top Occupational Stressors Impacting Audiologists 

The third research question sought to identify what the top occupational stressors are 

impacting experienced audiologists.  Generally, the top stressors corroborated the findings 

from other audiologist focused studies (Brännström et al., 2016; Ravi et al., 2015; Severn et 

al., 2012).  However, the top stressor being staff shortages appears unique to this study.  A 

potential reason for this could be the presence of the coronavirus pandemic which has been 

shown to negatively impact job security in many fields (Crayne, 2020).  Nevertheless, 

reducing staff shortages would act to enhance clinician wellbeing by reducing occupational 

stress.   

Administration duties, paperwork and patient reports, patient or family expectations 

of you as an audiologist to fix their hearing, and the amount of time available with each 

patient also comprised the top five occupational stressors.  But unlike staff shortages, these 

stressors were commonly identified in other audiology focused studies.  Brännström et al. 

(2016), Ravi et al. (2015), and Severn et al. (2012) all used the AOSQ to measure 

occupational stress in audiologists working in Sweden, India, and New Zealand respectively.  
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Paperwork, administration, patient contact, and time demand were primary stressors 

identified in all three of these studies.  Patient and practitioner accountability were also 

primary stressors in both the Brännström et al. (2016) and Severn et al. (2012) studies.  Due 

to the prevalence of these stressors in multiple studies, they ought to be considered as 

primary focuses for any future interventions to reduce the risk of audiologists experiencing 

occupational stress and BOS.  

 

4.4 The Top Occupational Stressors Impacting Audiologists Specific to Practice Setting 

 The final research question asked whether the top occupational stressors differed in 

different practice settings.  To answer this, the mean scores of the clinician’s responses to the 

36 ranking based AOSQ questions were compared.  Whilst there were some differences when 

comparing the results for each question between each practice type, the difference in scores 

always remained less than one Likert point.  This suggests that the stressors tend to impact 

audiologists in similar ways irrespective of practice type.  However, there were small 

differences in stressors between the two practice settings.  Arguably most notably, when 

asked to score their overall occupational stress in their jobs as audiologists, the private sector 

clinicians scored slightly higher on average than publicly practicing colleagues.  This result 

contrasts with much of the previous audiological literature where it was shown that clinicians 

working publicly reported greater overall occupational stress levels than privately practicing 

clinicians (Brännström et al., 2013; Severn et al., 2012).   

 When analysing the top five stressors for public practice and private practice alike, 

two stressors were identified as being in the top five for both practice settings.  The first 

being paperwork and patient reports and the second was staff shortages.  This suggests that 

these two stressors are more common to audiology as a profession, as opposed to being 

specifically influenced by practice setting.  Staff shortages being a slightly higher problem 
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for public clinicians was consistent with the Severn et al. (2012) study.  The prevalence of 

audiologists ranking these stressors as top sources of occupational stress regardless of 

practice type was high.  In turn, these findings suggest that paperwork and patient reports and 

staff shortages should be considered primary focuses in any future interventions being 

undertaken by audiologists, or their employers to prevent clinicians experiencing 

occupational stress and reduce the risk of BOS.   

Stressors in the top five for the publicly practicing audiologists exclusively included 

the amount of time available with each patient, patient or family expectations of them as 

audiologist to fix their clients hearing, and the number of patients they have to care for on a 

daily basis.  Public clinicians experiencing increased time demands and seeing a higher 

number of clients per day was consistent with what was found in other audiological literature 

(Brännström et al., 2013; Ravi et al., 2015).  Consequently, these findings suggest that these 

stressors ought to be targeted in any future attempts to reduce the levels of occupational stress 

experienced by public clinicians and help enhance their professional quality of life.   

Occupational stressors in the top five exclusively for privately practicing audiologists 

included administration duties, finding the time to stay in good physical condition, and 

keeping up to date with current audiological literature and continuing education points.  

Unlike what was seen for public audiologists, these stressors were not entirely consistent with 

what was seen in other audiological literature.  Severn et al. (2012) found that publicly 

practicing audiologists were more stressed by administration duties than clinicians that 

worked privately.  Finding time to stay physically healthy and remain up to date with 

audiological knowledge were not identified as being top stressors in other audiology studies, 

implying these results are unique to this study.  It would be beneficial to corroborate these 

findings with further research.   
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4.5 Study Limitations and Implications for Future Research 

Like with any research, the study had some limitations.  Firstly, it ought to be 

acknowledged that the sample appears skewed because of those that reported their gender, 

87% of clinicians were female.  However, whilst this could indeed indicate the possibility of 

a gender bias, it could be equally representative of the actual composition of the workforce, 

as it is well established that audiology is currently a female dominated profession (Du Plessis, 

2018; Katz et al., 2015; Litosseliti & Leadbeter, 2012; Shaw, 2016).  The sample could also 

be critiqued on recruitment as whilst it aimed to provide a relatively global perspective, it 

was restricted to English speaking countries.  Furthermore, the study was dominated by 

participants from certain countries.  As an example, just under half of the survey respondents 

were from New Zealand alone.  If time permitted, leaving the survey open for longer and re-

advertising the study could have helped increase the sample diversity and sample size to 

provide a more global perspective.  Another potential limitation to recruitment was that the 

survey was advertised with audiological professional bodies and participants opted whether 

they wanted to participate in the survey or not.  This could have potentially skewed results as 

people with particularly strong feelings tend to choose to participate in surveys (Groves et al., 

1992; Harlow, 2010; Saleh & Bista, 2017).  Although, no participants had high levels of BOS 

or low levels of CS suggesting that this may not have been the case in this study.   

Another sample related restriction to the study was in the form of sample size.  A 

priori power analysis revealed that a minimum of 42 participants was required to fulfil a 

partial R2 of .25, with an alpha-level of .05 and a power level of .80.  Whilst 59 audiologists 

completed the survey in its entirety surpassing the 42-subject minimum, the power of the 

study was too low for certain analyses.  Specifically, the individual stressors identified 

through the AOSQ questionnaire were not able to be analysed to see if they correlated or 

predicted BOS, and a measure of overall occupational stress had to be used as a less specific 
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substitute.  If the sample size and in turn the power was increased, these individual stressors 

would have been able to be analysed.  This would have been especially informative as other 

research found that certain occupational stressors increased the risk of BOS in audiologists.  

For example, when reviewing studies looking at BOS and its relation to speech-language 

pathologists and audiologists, Brito-Marcelino et al. (2020) found that time demand and 

increased hours worked increased BOS risk in multiple studies.  Individual occupational 

stressors in the forms of: increased paperwork, time demand, management pressure, 

practitioner accountability, caseload, caseload complexity, equipment, administration, and 

clinical protocol were all significantly related to increased BOS in audiologists across 

multiple studies (Severn et al., 2012; Swidler & Ross, 1993).  It would have been interesting 

to see if these findings held true in this sample of clinicians as well.  Analysing the specific 

occupational stressors that increased the risk of audiologists experiencing BOS is something 

that could be further studied in future research to help prevent clinician BOS.   

The study identified the levels of and the relationships between resilience, 

occupational stress, CS, and BOS in experienced audiologists.  In doing so it was revealed 

that enhanced CS and resilience were associated with positive outcomes as increases in these 

scores significantly predicted decreases in BOS.  Conversely, increased occupational stress 

predicted increases in BOS.  However, the study did not test or provide any methods to 

enhance CS or resilience levels.  Nor did it identify precise methods to decrease clinician 

BOS or occupational stress levels.  The existing audiology focused studies also neglect to 

study this (Brännström et al., 2016; Ravi et al., 2015; Severn et al., 2012).  It would be 

beneficial to research this in future studies to enhance professional quality of life.  However, 

the significant correlations between the variables and predictors of BOS established were 

anticipated based on the findings of the wider healthcare literature.  In turn, the successful 

methods of enhancing CS and resilience and reducing occupational stress and BOS 
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discovered in the wider healthcare literature are likely applicable to audiologists in the 

interim of audiology specific research being performed.  These strategies could be utilised by 

clinicians wanting to enhance their professional quality of life.   

 

 

5.0 Conclusion 

 The main objective of the study was to analyse BOS, occupational stress, CS, and 

resilience in experienced audiologists.  All of these concepts have been shown to influence 

professional quality of life but have been minimally studied in audiologists to date.  In 

similarity to the wider healthcare literature, the study found statistically significant 

correlations between all these variables.  Increases in overall occupational stress was linked 

to corresponding increases in BOS.  A negative correlation with BOS was found for both CS 

and resilience.  Furthermore, CS, resilience, and overall occupational stress were all found to 

be significant predictors of BOS.  These findings suggest that the risk of audiologists 

experiencing BOS could be lowered by attempting to target future interventions towards 

enhancing resilience and CS, or to decrease occupational stress.   

 The top five occupational stressors impacting all experienced audiologists regardless 

of practice setting were identified in the study.  These five stressors were staff shortages, 

administration duties, paperwork and patient reports, patient or family expectations of the 

audiologists to fix the clients hearing, and the amount of time available with each patient.  

Whilst the study was limited by not researching the effectiveness of any interventions to 

reduce BOS, it did find a significant, strong, positive correlation between increased 

occupational stress and BOS.  Therefore, it can be anticipated that reducing occupational 

stress would reduce BOS, and the specific identification of the top occupational stressors 

impacting audiologists can better direct preventative measures.   
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The study established the top five stressors in both the private practice setting and the 

public practice setting to further understand how occupational stress impacts audiologists.  

Staff shortages and paperwork and patient reports were in the top five stressors for both 

private and public clinicians.  Whereas the amount of time available with each patient, patient 

or family expectations of them as audiologists to fix the clients hearing, and the number of 

patients they have to care for on a daily basis were only in the top five stressors for public 

clinicians.  Administration duties, finding time to stay in good physical condition, and 

keeping up to date with current audiological literature and continuing education points were 

only in the top five stressors for private audiologists.  This practice setting specific 

information aims to inform future interventions undertaken by clinicians and their employers, 

to reduce occupational stress and prevent BOS.   
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Appendices  

Appendix A - Survey Information Sheet  

Kia Ora/Hello, 

  

We are a group of four Masters of Audiology students at the University of Canterbury in 

Christchurch, New Zealand. We are conducting a study on the quality of life of student, 

newly qualified, experienced, and paediatric audiologists. We are investigating how quality 

of life is affected by variables including occupational stress, compassion satisfaction, 

burnout, and resilience. Predictors of some of the variables listed (e.g. resilience) and 

relationships between variables will also be studied.   

  

What is your involvement? 

You have been approached to take part in this study because you are currently working as a 

qualified audiologist or studying to become an audiologist. If you choose to take part in this 

study, your involvement in this project will be completing a one-off online survey. The 

questionnaire should take approximately 30 minutes to complete. There is no follow up 

involvement. 

  

What incentive is there for you to take part in this study? 

All participants can go into a draw to receive one of four $50USD Amazon vouchers. After 

completing the survey, you will be directed to a separate webpage to enter the draw if you 

wish. This is to keep your contact details separate from your contribution to the survey, 

ensuring your anonymity. 
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What risks are involved? 

While there are no major risks of participating in the survey, reflecting on previous 

experiences may be psychologically challenging. In case you need support, international 

mental healthlines have been listed below: 

  

- New Zealand: Healthline: 0800 611 116 

- New Zealand: Maori Helpline: 0800 4 WHETU (0800 494 388) 

- Australia: Health Direct: 1800 022 222 

- America: Mental Health America (MHA): 1800 273 8255 

- Malaysia: Malaysian Mental Health Association (MMHA): 0327806803 

- Britain: SupportLine: 01708765200 

- Canada: Crisis Services Canada: 8334564566 

- Hong Kong: Samaritan Befrienders Hong Kong: 23892223 

- India: Kiran: 1800 599 0019 

- Singapore: SOS (Samaritans of Singapore): 1800 221 4444 

- South Africa: Befrienders Bloemfontein: 0027514445000 

  

Are the results confidential? How will the data be stored? 

Participation is voluntary. All of the survey responses are kept completely anonymous. 

Consequently, after completion of the survey, the removal of individual results will not be 

possible. If you do want to withdraw from the study at any point while taking the survey, you 

can close the browser to exit the survey.   

  

Research theses are public documents and will be available through the University of 

Canterbury Library. The results of the project may be published in one or more peer-
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reviewed journals, but you may be assured of the complete confidentiality of data gathered in 

this investigation. All information will be stored in password-protected electronic formats, in 

keypad locked research labs at the University of Canterbury.  Only the researchers, 

supervisor and co-supervisors will have access to this data. The data itself will be stored for a 

5 year period before being destroyed, as per the University of Canterbury Human 

Research Ethics Committee and research protocols.   

 

Can you obtain a copy of the results? 

Yes. At the end of the survey you will be redirected to a separate web page. Here you can 

choose to request a copy of the results or enter the prize draw. This way, your contact details 

will be submitted through a separate page, securely stored separately to your questionnaire 

response - with the two not being linked in any way.    

  

Who are the researchers and how can you contact them? 

Research is being carried out by Jessica Brown, Kate Giddens, Georgia Moore, and Rachael 

van Wichen under the supervision of Associate Professor Rebecca Kelly 

(rebecca.kelly@canterbury.ac.nz). The study's co supervisor is Professor Katharina Näswall 

(katharina.naswall@canterbury.ac.nz). They will be pleased to discuss any concerns you may 

have about participation.  

  

This project has been reviewed and approved by the University of Canterbury Human 

Research Ethics Committee, and participants should address any complaints to The Deputy 

Chair, University of Canterbury Human Research Ethics Committee, University of 

Canterbury, Private Bag 4800, Christchurch (human-ethics@canterbury.ac.nz). 

 

mailto:human-ethics@canterbury.ac.nz
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Ethics Information and Consent Form:  

Please read the consent form carefully. At the bottom of the page you will be asked to select 

whether you consent or do not consent to the survey. If you select ‘I do not consent’ the 

survey will automatically end.  

  

You have been given a full explanation of this study and have been provided with the means 

to ask questions about it. 

 

You understand what is required of you if you agree to take part in the research. 

 

You understand that participation is voluntary. All of the survey responses are kept 

completely anonymous. As a result, after completion of the survey, the removal of individual 

results will not be possible. However, if you do want to withdraw at any point while taking 

the survey, you can close the browser to exit the survey. 

 

You understand that any information or opinions you provide will be kept confidential to the 

researchers and that any published or reported results will not identify participants.  

 

You understand that a thesis is a public document and will be available through the 

University of Canterbury library.  

 

You understand that all data collected for the study will be kept in secure facilities 

in password-protected electronic format and will be destroyed after five years. 

 

You understand the risks associated with taking part in the survey and how they can be 
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managed. 

 

You understand that you can contact the research supervisor (Rebecca Kelly 

- rebecca.kelly@canterbury.ac.nz) or co-supervisor (Katharina Näswall 

- katharina.naswall@canterbury.ac.nz) for further information.   

If you have complaints, you can contact the Deputy Chair of the University of Canterbury 

Human Research Ethics Committee, Private Bag 4800, Christchurch (human-

ethics@canterbury.ac.nz) 

  

If you would like a summary of the results of the project, you will be redirected at the end of 

the survey to a different web page, where you can enter your email address to receive a copy 

of the results. These contact details will be collected and stored separately to any 

questionnaire responses provided. 

Informed Consent: 

• I consent (continue the survey) 

• I do not consent (end the survey) 
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Appendix B - Expansion of Table Three Demonstrating the Mean Scores and Standard 

Deviations for the AOSQ Occupational Stress Questions.  

Complete Table of Means (M), and Standard Deviations (SD) of all Audiology Specific 

Occupational Stressors Identified in the AOSQ for all Clinicians, Privately Working 

Clinicians and Publicly Working Clinicians. 

Stressor Mean and 

SD for all 

Clinicians 

Mean and 

SD for 

Privately 

Working 

Clinicians 

Mean and 

SD for 

Publicly 

Working 

Clinicians 

Paperwork and patient reports 3.88 

(1.52) 

3.93 

(1.60) 

3.89 

(1.47) 

Administration duties 3.92 

(1.41) 

4.17 

(1.47) 

3.71 

(1.33) 

Computer operation/tasks 3.44 

(1.38) 

3.52 

(1.38) 

3.36 

(1.45) 

Lack of resources 3.51 

(1.58) 

3.41 

(1.76) 

3.68 

(1.42) 

Lack of training on new equipment 3.20 

(1.42) 

3.28 

(1.58) 

3.14 

(1.30) 

Inadequate equipment 3.27 

(1.53) 

3.17 

(1.81) 

3.39 

(1.23) 

Change of clinical protocols 3.17 

(1.30) 

3.38 

(1.27) 

2.93 

(1.30) 
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Keeping up to date with current audiological  

literature and continuing education points 

3.75 

(1.55) 

3.83 

(1.63) 

3.64 

(1.52) 

Hearing aid repair/troubleshooting 2.73 

(1.30) 

2.69 

(1.20) 

2.68 

(1.39) 

Hearing aid fitting and consultation 2.47 

(1.21) 

2.55 

(1.12) 

2.32 

(1.31) 

Standard diagnostic assessment  2.47 

(1.30) 

2.24 

(1.12) 

2.75 

(1.48) 

Tinnitus assessment and rehabilitation 3.19 

(1.74) 

3.31 

(1.39) 

2.89 

(1.99) 

Witnessing traumatic events  2.95 

(1.60) 

3.10 

(1.50) 

2.82 

(1.76) 

Amount of time available with each patient 3.75 

(1.48) 

3.38 

(1.21) 

4.14 

(1.65) 

The number of patients I have to care for  on a daily 

basis 

3.58 

(1.61) 

3.48 

(1.45) 

3.71 

(1.80) 

Patient or family expectations of you as an 

audiologist to fix their hearing 

3.76 

(1.64) 

3.69 

(1.54) 

3.79 

(1.77) 

Feeling like you’re always on the job 3.31 

(1.61) 

3.45 

(1.50) 

3.25 

(1.76) 

The need to be accountable for doing    your job 3.34 

(1.59) 

3.41 

(1.80) 

3.29 

(1.50) 

Worry about getting sick from patients 3.20 

(1.75) 

2.90 

(1.50) 

3.57 

(1.99) 
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Occupational related health illness  3.00 

(1.88) 

2.69 

(1.75) 

3.43 

(1.99) 

Fatigue  3.66 

(1.47) 

3.83 

(1.39) 

3.54 

(1.57) 

Finding time to stay in good physical condition 3.75 

(1.69) 

3.97 

(1.72) 

3.64 

(1.66) 

Eating healthy at work 3.05 

(1.56) 

3.10 

(1.47) 

3.04 

(1.71) 

Managing your social life outside of work 3.08 

(1.47) 

3.34 

(1.37) 

2.86 

(1.53) 

Not spending enough time with friends and family 3.12 

(1.54) 

3.34 

(1.40) 

2.93 

(1.68) 

Lack of understanding from family and  friends 

about your work as an audiologist 

2.08 

(1.34) 

2.28 

(1.51) 

1.93 

(1.18) 

Limitations to your social life  2.24 

(1.41) 

2.38 

(1.50) 

2.14 

(1.35) 

Making ends meet with your current  financial 

income as an audiologist 

2.75 

(1.71) 

2.79 

(1.82) 

2.79 

(1.64) 

Dealing with co-workers 3.00 

(1.53) 

3.10 

(1.52) 

2.96 

(1.60) 

Feeling like you always have to prove  yourself to 

management 

3.20 

(1.80) 

3.52 

(1.88) 

2.96 

(1.73) 

Working with other healthcare professionals  outside 

the discipline of audiology 

2.85 

(1.30) 

2.76 

(1.15) 

2.96 

(1.48) 
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Dealing with supervisors 2.69 

(1.43) 

2.66 

(1.54) 

2.79 

(1.37) 

Inconsistent leadership style 3.42 

(1.66) 

3.31 

(1.87) 

3.61 

(1.47) 

Un-equal sharing of work responsibilities 3.39 

(1.72) 

3.38 

(1.93) 

3.46 

(1.55) 

Leaders overemphasise the negatives  2.97 

(1.78) 

3.14 

(1.96) 

2.89 

(1.62) 

Staff shortages 3.98 

(1.73) 

3.83 

(1.83) 

4.21 

(1.64) 

Overall stress in your job as an audiologist 3.61 

(1.27) 

3.79 

(1.45) 

3.46 

(1.10) 
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