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Practice, theory long after 

Theory and practice simultaneously 

III Duration of module 

Below 4 hours 
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20 to 25 hours 

Above 25 hours 

III Teaching strategies used 

Didactic 

Didactic-observation-clinical practice 

Case studies 

Group discussion 

Simulated practice 

Practice with real patient 

Internet learning 

Problem-based learning 

Community-based learning 

wh ich was either due to 

programmes, or that they chose more than one 

on 

4. 

37 76 

3 6 

9 18 

8 21 

2 

29 76 

14 47 

14 47 

0 0 

0 0 

2 6 

0 0 

8 27 

6 20 

8 27 

2 6 

6 20 

23 24 

19 20 

15 16 

8 8 

10 10 

17 18 

0 0 

4 4 

0 0 

details of their education 



Univ
ers

ity
 of

 C
ap

e T
ow

n

areas in 

1, 

40 

35 
III .... 

30 c: 
ttl 
0.. 
'0 25 
1:: 
m 20 Il.. 

--0 ... 
III 

15 
.c 
E 10 
::I 
Z 

5 

0 

Content areas covered in the curriculum 

1: content areas r-nM '" n':l,,, in 

on 

are 

in comments are 

• 

• 

• 

an see 2. 



Univ
ers

ity
 of

 C
ap

e T
ow

n

3 

40 

35 

30 

25 

20 .... 
0 

:u 15 
,.0 

E 
10 ::I 

Z 

5 

0 

Theoretical 

8% 

Fractical 

31% 

in 

Content areas that need more attention 

more <>TTcnTlnn 

more 

in 



Univ
ers

ity
 of

 C
ap

e T
ow

n

With an 

Speech Audiometry 

Play Audiolmetry 

Visual Reinforcement Audiometry 

Immitance 

Acoustic Reflex (AR) 
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Immitance 40 1,28 0,82 ·13,37 ,DODO 

Acoustic Reflex (AR) 40 1.40 0,78 ·13,01 ,0000 

Site-af-Lesion Testing 40 2,68 1,25 -1,65 ,1077 

Electrocochleaography (EcochG) 40 3,93 1.14 5,13 ,DODO 

Auditory Brainstem Response (ABR) 40 2,95 1.45 ·,22 ,8284 

Middle Latency Response (MLR) 40 3,98 1,19 5,19 ,DODO 
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Theory only 0 0 

Practice only 3 

More theory, less practice 3 

More practice, less theory 2 5 

More both theory and practice 35 89 

Less both theory and practice 0 0 

• Sequence 

Theory, practice immediately follows 28 72 

• Theory, practice long after 0 0 

• Practice, theory immediately follows 0 0 

• Practice, theory long after 0 0 

• Almost simultaneously 11 28 
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• Clinical setting 6 12 

• Clinical skills centres 3 6 

• Combination of two of above 7 14 

• Combination of all three above 21 60 

• Teaching strategies 
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• Group discussion 23 15 

• Simulated practice 32 22 
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• Internet learning 13 7 
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Should be open, inspiring, motivating and interesting 

Teaching method should np'm\/s,rr\f 

The education of ABR, site-ot.·lesion testing, EcochG and ENG should be thoroughly illcorporated 

There should be a focus on threshold searching in paediatric population 

ABR testing should be taught in an integrated manner 

Theoretical Education: (n=3) 

There should be: 

More focus on current research and less on the history 

More Information on ABR testing procedures with sedated infants 

• Self-study on ABR theory 

Clinical Education: (n=10) 

Students should be ensured that they are able to use the ABR test independently 

Supervision is required throughout the entire ABR management procedure 

• More case studies are needed for practicing diagnosis and management 

There should be more practice with difficult-to-test patients 

Clinical experience with a variety of possible patient scenarios should be provided 

More management of paediatric and oto-neurologic cases should be provided 

There should be a focus on problem-solving 

Technical Education: (n=3) 

StUdents should be familiarized with instrumentation before engaged in theory 

There should be more exposure to instrumentation 

• Explicit instructions on use of equipment should be provided 

There should be more practice with recording and interpretation of normal ABR tests responses 

• More advanced techniques in ABR, site-of-Iesion, EcochG & ENG tests should be provided 

Thoro should be a focus on paediatric ABR testing 

More practice with trouble shooting should be provided 
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Technical skills 40 1.40 0.63 -16.00 .0000 

Management skill 40 1.48 0.75 -12.85 .0000 

Decision making skill 40 1.28 0.55 -19.69 .0000 

Analytic reasoning 40 1.33 0.53 -20.15 .0000 

Reflective skill 40 1.48 0.68 -14.21 .0000 

Teamwork & leadership 40 1.75 0.81 -9.78 .0000 

Self-directed learning 40 1.53 0.60 -15.58 .0000 

CPO 40 1.45 0.55 -17.75 .0000 

Implement change management 40 1.75 0.67 -11.80 .0000 

Consultation skill 40 138 0.59 -17.55 .0000 

Communication skill 40 1.25 0.49 -22.43 .0000 

Interpersonal skill 40 1.33 0.57 -18.51 .0000 

Flexibility & accountability 40 1.28 0.51 -21.57 .0000 
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Technical skills 40 2.85 1.48 -.64 .5245 

Management skill 40 2.73 1.32 -1.32 .1954 

Decision making skill 40 2.58 1.30 -2.07 .0451 

Analytic reasoning 40 2.43 1.22 -2.99 .0048 

Reflective skill 39 2.44 1.05 -3.37 .0017 

Teamwork & leadership 39 2.36 1.06 -3.76 .0006 

Self-directed learning 39 2.26 1.07 -4.34 .0001 

CPD 39 2.28 1.12 -3.99 .0003 

Implement change management 39 2.64 1.04 -2.16 .0372 

Consultation skill 39 2.18 1.12 -4.57 .0001 

Communication skill 39 2.03 1.14 -5.36 .0000 

Interpersonal skill 39 2.00 1.10 -5.68 .0000 

Flexibility & accountability 39 2.15 1.14 -4.65 .0000 
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Technical skills 40 -1.45 1.65 -5.57 

Management skill 40 -1.25 1.39 -5.68 .0000 

Decision making skill 40 -1.30 1.29 -6.40 .0000 

Analytic reasoning 40 -1.10 1.19 -5.83 .0000 

Reflective skill 40 -0.95 1.18 -5.11 .0000 

Teamwork & leadership 39 -1.00 1.00 -6.24 .0000 

Self-directed learning 39 -0.62 1.02 -3.78 .0005 

CPO 39 -0.74 1.09 -4.25 .0001 

Implement change management 39 -0.85 1.09 -4.85 .0000 

Consultation skill 39 -0.90 1.07 -5.23 .0000 

Communication skill 39 -0.82 1.17 -4.39 .0001 

Interpersonal skill 39 .. 0.79 1.08 -4.59 .0000 

Flexibility & accountability 39 -0.69 0.98 -4.42 .0001 

40 2.38 1.05 -3.75 .0006 

Clinical application 40 2.73 1.30 -1.34 .1889 

Limitation 40 2.75 1.24 -1.28 .2081 

Diagnostic protocol 40 2.83 1.30 -.85 .3993 

Interpretation parameters 40 2.93 1.31 -.36 .7189 

Referral Criteria 40 2.38 1.10 -3.59 .0009 
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'Tinnitus, vertigo & HL 40 2.78 1.21 -5.03 .2462 

*Recruitmant 40 1.88 0.82 8.27 .0000 

'Poor speech discrimination 40 2.70 1.14 -1.18 .1031 

*Tone decay 39 1.82 0.85 -8.65 .0000 

Cerebral Vascular Disease 40 2.35 0.83 -1.67 .0000 

Brain lesion 40 1.48 0.72 -6.51 .0000 

Unilateral HL 40 1.65 0.86 -8.62 .0000 

Conductive HL 40 2.23 0.97 -13.48 .0000 

Functional HL 40 2.03 0.95 -4.93 0000 

Special population 39 1.69 0.77 -10.66 .0000 
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Technical skills 40 1.63 1.10 -7.89 .0000 

skill 40 1.75 1.15 -6.88 .0000 
Decision making skill 40 1.68 1.23 -6.83 .0000 
Analytic reasoning 40 1.73 1.13 -7.12 .0000 
Reflective skill 40 1.83 1.20 -6.21 .0000 
Teamwork & leadership 40 2.18 1.24 -4.21 .0001 

Self-directed learning 40 1.95 1.18 -5.65 .0000 

CPD 40 1.98 1.21 -5.36 .0000 

Implement change management 40 2.03 1.23 -5.01 .0000 

Consultation skill 40 1.98 1.23 -5.27 .0000 

Communication skill 39 1.87 1.13 -6.25 .0000 

Interpersonal skill 40 1.85 1.17 -6.23 .0000 

Flexibility & accountability 40 1.73 1.13 -7.12 .0000 
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Exact threshold 10 39 3.46 1.60 1.80 .0802 

Site-of·lesion test 39 3.38 1.39 1.73 .091'7 

Fitting of amplification 39 1.90 1.17 -5.91 .0000 

Oto-neurological purpose 39 2.05 1.28 -4.64 .0000 
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UNIVERSITY OF CAPE TOWN 

Division of Communication Science and Disorders 
School of Health and Rehabilitation Sciences 

Faculty of Health Sciences 
F45 Old Main . Groote Schuur 

(021) 3 
Fax: (021) 406-6645 

.uct.ac,za 
S Singh 

I am currently a Masters student in Audiology at the University of Cape Town and in order to comply with the degree demands I have to 
complete an extensive dissertation. My dissertation is in the field of audiology education and investigates the issues of clinical education 
and perceived competence in the use of auditory brainstem response (ABR) testing. 

The Health Professional Council of South Africa the concerns about poor technical knowledge of 
the audiologists and little of diagnostic testing. This research aims to explore the nature of 
the training and the perceived and audiologists in use of ABR testing. Your input 
is not only in identifying the needs in use of testing, but the researcher to explore how the ABR curriculum may 
best be modified to address your needs in light of required professional competencies. The ultimate purpose of the study is to contribute 
to improve the quality and quantity of training programme in this field. 

The questionnaire forms part of the research process and your will be greatly appreciated. It should not take more than 30 
minutes to complete the questionnaire. Please answer all items as and as possible and be assured that there are no 
ri~lht and answers. There are no risks involved in the participation this All information used for the purpose of this study 
will be kept and anonymous. At all times. Withdrawal at any point from this study will not be penalized. 

Should you be interested in the outcome of this study. an abridged version of the results will be provided to you upon completion. 

Thank you for the courtesy of your assistance and participation. 

If you have any questions, please feel free to ask the researcher, at any time of the stUdy. 

Bf:!§!lJlf.9J!l[ 
E-m§jJ..8ddress: 

Sandy Lai 

of Communication Sciences and Disorders 
F45 Old Main Building, Groote Schuur Hospital 
Observatory 7925 

Participant Informed Consent 

Sandy Lai, a Masters Audiology student, is conducting a study on: ~ 

" 711e training programme and perceived competence in the using Auditory Brainstem F.'esponse testing: The aU(jlOloQlsts DfJl"SDI9ct,IV(J. 

I hereby acknowledge that the 
implications of the results were 

I further understand that: -
I can withdraw from the study at any 
There is for me to ask 

of this study has been fully explained to me. The expectations, benefits and 

There will no for participating in the research study; 
(iv) All information for research purpose will be kept confidential and anonymous; 
(v) The abridged version of the results of the study will be made available to me on request. 

I, , hereby give my consent to participate in the abovementioned study. 

participant 
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Participant Number 

III The infonnation you provide in this section is completely confidential and will be used for research purposes only. 
III Please answer each question the appropriate block with an X. 
III Please mark Q[1ly one response question. 

1.1 

1.2 

1.3 

1.4 

1.5 

1.6 

1.7 

1.8 

III 
III 
II 

III 

'::'::":':'='-:_":"'-'"'-"'T!2'JI"(:~_'~"nn best describes your ethnicity? 

you currently working or studying? 

r'~:"'.';-~:.:~,=,:"'.J..:~--:::.r':.:::':,,:; you been practicing as a qualified practitioner? 

current work? 

'l.:'o:J't}!jI_~'.':I.!.~I?..!!'.P.':~,CI:l have access to ABR facilities? 

This section is divided into three sub-sections. 
Please answer all in each sub-section .. 
Please answer by the 
You may mark ."-'-'''-''' __ =''-'-''''-'''' 

nn,'nnro,,'rc> block with an X providing any opinions in the space provided. 
question. 

A) THE ABR TRAINING PROGRAM 

2.1 onrl .. rnr:uhl",t'j> training in ABR, please check all aspects that were covered. 

11 

B 

1-3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 
14 
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2.2 

2.3 ,:C-=I=-,,=-:cc:. . .:::.:.,-c:..,~,':':"/~.~'rI in the practical component? 

2.4 frequent reason for using ABR? 

2.5 patient populations? 

2.6 

2.7 the ABR? 

2.8 of the ABR module? 

2.9 

2.10 aspect(s) of ABR training require additional attention? 

iii 

15 

16 

17 

18 

19 

I----.. 'i 20 
21 

22 
23 

24 
25 

29 
II- .... C-".._ ... '>-·_···-1 30 

31 
,L ____ -j 32 

33 

34 
11--_""-'+"'-- --1 35 

36 
1-,,,--,.,-] 37 

38 
1--"'---+ ..... ·_·--1 39 

40 
41 

42 

43 

44 
45 

f'--"-'-1 46 

47 

1--"0.:. '-___ +_ ...... ,,_ ..... 1 48 
, ... _ ......... __ 1 49 

50 
51 

f-.... ,·-, 52 

L, •.• __ ._.-j 53 

54 
55 
56 
57 
58 
59 
60 

61 
1·..:::-:..:..·--+--------1 62 

l ____ .. --' 63 
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2.11 

B) THE GENERAL AUDIOLOGY CURRICULUM 

2.12 co~r&re,CI in your audiology curriculum? 

2.13 Do agree that the following audiological test procedures were 
aUicliologlY curriculum? 

2.14 mora attention? 

THE IDEAL ABR TRAINING PROGRAM 

2.15 for an ABR training program? 

2.16 

covered in the 

Q20 

69 
r-----I 70 

71 
r---'~'~I 72 

Q21 73 
I--~~'-'-''''''+-~-'-~'; 74 

75 
,~--I 76 

77 
1----~---1 78 

79 
80 
81 
82 

f-"'''--~-I 83 

~::'::'=---1~-~'~"'" 95 
96 
97 
98 

J--~~-"~-1 99 

100 
r---"--I 1 01 

102 .. __ cc_,,_,, __ '-., ___ ~ 103 

104 
105 
106 

107 
108 
109 
110 

'--'''----I 111 
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2.17 ABR curriculum? Q26 

2.18 be effective for undergraduate and CPD courses? 

2.19 In your opinion, what other teaching methods would facilitate the learning in ABR testing? 

This section is divided into three sub-sections. 
Please answer all questions in each sub-section. 
Please rate all or statements below marking the nn,"nn,.,""'A block with an X. 

III 

III 

III 

III 

III 
The numbers 1 - Strongly Agree - Agree (A); - (N); 4 - Disagree (D); and 5 - Strongly Disagree 
Please mark only one response for each or statement 

A) PROFESSIONAL COMPETENCE 

3.1 

B) PERCEIVED COMPETENCE IN USE OF ABR TESTING 

3.2 I possess the following attributes when using ABR 

v 

112 
113 
114 
115 
116 
117 

118 
119 
120 
121 
122 
123 

124 
125 
126 
127 
128 
129 
130 
131 
132 
133 

134 
135 
136 
137 

138 
139 
140 
141 
142 
143 
144 
145 
146 
147 
148 
149 
150 
151 
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3.3 I will NOT use ABR testing for the followina purpose? 

18~~ 
Q58 
Q59 

_Q60 
061 

3.4 

962 
Q63 
Q64 
Q65 
Q66 
067 
Q68 

3.5 

069 
070 
071 
Q72 
073 
974 

=~~ Q77 
Q78 

1
079 

I-~~-
082 

3.6 

Q83 
084 
Q85 
086 
Q86 
087 
088 
089 
Q90 
Q91 
092 

C) PERCEIVED CLINICAL COMPETENCE IN GENERAL DIAGNOSTIC AUDIOLOGY 

3.7 I am professionally competent in using the following 

093 
094 
095 
Q96 
097 
098 
999 
0100 
0101 
Q102 
0103 

3.8 The following sources contribute to your competence in using 

0104 
0105 

-~t 

---, 

"~ 

,----"--" 

-----

----

152 
153 
154 
155 
156 
157 

158 
159 
160 
161 
162 
163 
164 

165 
166 
167 
168 
169 
170 
171 
172 
173 
174 
175 
176 
177 
178 

179 
180 
181 
182 
183 
184 
185 
186 
187 
188 
189 

190 
191 
192 
193 
194 
195 
196 
197 
19a 
199 
200 

201 
202 
203 
204 
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3,9 Would you like to add anything else that might be of value to this study? 

• • 

I I 
focus group study, which will be conducted in May 2004 in Cape Town. 

on clinical education and in use of ABR testing will be shared and discussed. 
• Participation is not ODllfJarea but highly 
• CPO are pending. 

• will be provided. 
• Further information with regard to the focus group study will be forwarded to you. 

I am interested in the focus group study, my personal and contact details are as follows: 

Please mark the appropriate block with an X, should you choose the "others" option, please specify. 

III III III 

'Please note that all personal details are completely confidential and will be used for contact purpose only. 

Thank 
Your 

for your time and cooperation. 
rtil~ipation is mostly appreciated. 

vii 
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UNiVERSITY OF CAPE TOWN 

Division of Communication Science and Disorders 
School of Allied Health Sciences 

Faculty of Health Sciences 
F45 Old Main • Groote Schuur Hospital 

(021) 406-6313 
Fax: (021) 406-6645 

.uct.ac.za 
S Singh 

Upon completion of the questionnaire, 
have returned to me. I appreciate 

agreed to participate in the focus group study as per you affirmation on the consent that you 
effort and contribution .. This letter serves to provide you more information about the nature 

and structure of the focus group 

study will be conducted with a group of 4 to 6 The purpose of the focus group is to provide you 
issues raised in the questionnaire. be able to share and your 

'nrl"r~,t"rlrlirln<' on nature of ABR training programs, level of perceived and factors might 
improving the ABR curriculum. The agenda that lists the topics of discussion will provided during the focus group. 

During the focus group, 
comment on their own and 

will be encouraged to talk to one another, ask questions, exchange anecdotes and reflect and 
other's experiences and points of view. 

The focus (JrOUp study will be both audio- and recorded for transcription purposes. The will be sent to you at a 
later stage for review and approval. A participant will be assigned to you and this number will used throughout the entire 

and confidentiality. You are asked to keep the details of each member of the focus group confidential so 
can be maintained. Such will facilitate group members' participation without concern 

identified outside the study. Participation in the study in and are entitled to withdraw at any time, even after 
begun, with no penalties for withdrawal. In any publication or of the study, you will not be identified. 

Delails regarding the focus group study are as follows. 

Should you be interested in the outcome of this study, an abridged version of the results will be provided to you upon completion of the 
study. 

Thank you for the courtesy of your assistance and participation. 

If you have any questions, please feel free to ask the researcher, at any time of the study. 

Sandy Lai 

0")"""7'>" I 082-7392222 
Address: of CSD, F45 Old Main Building, Groote Schuur Hospital, Observatory 7925 

Participant Informed Consent 

Sandy Lai, a Masters Audiology student, is conducting a focus group study on: 

"The training programme and perceived competence in the using Auditory Brainstem Response testing: The audiologists' perspective." 

I hereby acknowledge that the purpose and procedures of this focus group study has been fully explained to me. The expectations, 
benefits and implications of the results were also discussed. 

I further understand that: -
The entire focus group will be videotape recorded; 
I have the right to review approve the focus group transcriptions; 
I can withdraw from the focus group at any stage: 
There is for me to ask questions; 
There will no for participating in the focus group; 
All information for research purpose will be kept confidential and anonymous. 

I, , hereby give my consent to participate in the abovementioned focus group study. 
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D 

INTRODUCTION 
• Orientation to the study 
• The role of the participants and the researcher 
• informed consent 

POSSIBLE TOPICS OF DISCUSSION 
Attitude towards the ABR education and received 
Ac(~essibiility of ABR facility 
Experience with ABR testing 
Your needs with regard to an ABR training program 
Factors you think will improve an ABR program 

• Perceived competence for practice with ABR testing 
• Perception of your clinical competence with ABR testing VS. other measures 
• Factors you think will improve competence 
• General comments on the issue 

CONCLUSION 
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The ABR Focus Group Meeting Transcription 

= Researcher 
= Participant 1 

Partiei,.,ant 2 

R: 

3 
4 

nartir.inanl<:: together 

focus group study. Before 
of my study. I'm 

currently a Masters in Audiology at UCT and in order to comply with the degree 
demands I have to complete an extensive dissertation. 

The research that I'm and is based on the background that 
the Health Professional Council of South Africa 
the concerns about poor technical knowledge 
diagnostic and interpretation procedures of ABR testing. 
to explore two things: firstly, the nature of the 
the perceived competence of audiologists in use of 

has 

There are two means that I'm using for data collection. The first phase of data 
collection was the questionnaire that you all have completed. Upon completion of the 
questionnaire, you agreed to in this focus group tonight, which serves as 
the second phase of data collection my study. 

of the focus group is to provide with an opportunity to discuss issues 
in the questionnaire. You can and your participantive 

understandings on the following areas: the nature of training programs, 2) your 
level of perceived competence and 3) that might contribute to improving the 
ABR curriculum. 

Just to give some information of what is a focus group. A focus is like an 
interview more than one interviewees. But unlike an interView, a group is 
very flexible, without structure to follow. Several topics listed on the 
agenda will be don't need to discuss all of can focus on 
one or two that you are interested. You could also think of lopics 
the study that you want to discuss, you are welcomed to put forward. Okay? 

Your role as a participant of the focus group, you are encouraged to talk to one 
another, ask questions, reflect and comment on your own and each other's 
experiences and of view. role will be a neutral facilitator of the entire 
process of and diSCUSSion, providing any participant or biased input 
on the issues discussed. 

SA: 

S1: 

R: 

R: 

52: 

51: 

R: 

As you can see all the equipments here, the focus group will be both audio- and video-
tape recorded, just for transcription purposes The reason to have both is in case 
one cidn't work, still have the other one as a The entire focus group will be 
transcribed verbatim, and the transcriptions will be sent to you later this week or early 
next week via email, just for you to review and approve whether it is an accurate 
record of the focus group tonight. 

A participant number will be assigned to you and this number will be used throughout 
the entire study to ensure privacy and confidentiality. Also please keep the 
details of each member the focus confidential so that 
confidentiality can be maintained. Such will facilitate group mpmhpr",' 

partiCipation without concern about being identified outside of the study. 

in the study in are entitled to withdraw at any time, 
even atter the study has begun, no for withdrawal. In any publication or 
presentation ofthe study, you will not be identified. 

Please bear in mind that there in both the questionnaire and the focus group 
tonight is not only valuable in the needs in use of ABR testing, but also help 
to how the ABR curriculum best be modified to address your needs in 
light required profeSSional The ultimate purpose of the study is to 
contribute to improve the quality ane quantity of training program in this field. Okay? 

Is it clear? Do you have any question so far? 

No 

No, we have no questions. 

Okay. What I have said just now has been summarized onto this participant 
information sheet, which I'm sure has got one via email. Please si~n the 
nartieinanl informed consent here at bottom if you agree to take part in the 

know we have to keep all the ethical procedures in place. 

(Everyone signs the participant informed consent and hands over to the researcher) 

Alright. The first thing I'd like to know from all of you as that when you hear about ABR 
testing, how do you 

Um ... when I hear about ABR 

Comfortable! 

Comfortable? What about you, S3? 

E 
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53: No, 
test but 

uncomfortable. feel fairly comfortable when to send someoody for an ABR 
the rest, is not 

R: Okay. S1, when you said comfortable, what aspect of ABR do you refer to? 

51: 

R: 

52: 

51: 

52: 

R: 

54: 

R: 

S3: 

R: 

Doing it, interpreting it, trouble-shooting during procedure. making recommendations 
as to the management of a patient. 

What about you, 52? 

U m ... 1 feel comfortable In the sense that I can do it, I can interpret ii, but it's always 
nice 10 work in the environment that we do when we have another colleague to consult 
to it So it actually makes the decision at the end of the feel more worthwhile. So 
think in the setup that we have where we're working, we the added benefit of 
having to, or being able to discuss with a colleague when you come across with a 
problem .. , 

agree ... 

think if we sit down and think about it, there's lot of ABRs that we sometime interpret 
differently to the next person. So it's always to have someone else's view on it 
Um ... 1 feel comfortable in doing ABR but I say, you always feel that YOU have a 
safety nel when you are running 10 trouble. When you have other 
discuss it with. 

Okay, what about you, S4? 

In terms of the it's I have a lot of worries or concerns in terms of 
practice and how to an I Ihink in principle I know how to an ABR but actually 
practicing and eleclrodes on and making sure that they stay there and you 
know, switch the button on and off, those kind of thing obviously I've got no 
confidence in that I won't be able to do that on my own even though! had 
as a student in ABR. In terms of theory, I know how to interpret an ABR but I 
lack in terms of just it and where is Wave V for example. So 
I what I lack is practice and in ABR. So I'd be very reluctant to 
do it if I have to do it. And if I had to do it, it'd have to be under someone's supervision. 

Thank you. S3, when you said 
you mean theoretically or 

feel uncomfortable about doing an ABR testing, do 

Both ... particularly practically ... but also theoreticaily, my knowledge is very dodgy. 

May I ask what is your experience on ABR testing, in the training program that you 
have received? 

xi 

S3: '-Neil, we had lectures and when it came to praclice, we watched a clinician t\vice. 

R: How long ago was that? Can you remember? 

53: In year 2000. 

R: 

53: 

R: 

51: 

R: 

52: 

R: 

54: 

in terms of theoretical training, do you Ihink it was adequate? 

No, no. The theoretical training that we had was inadequate, 

And the rest of you, the ABR experience that you had during the training, how do you 
feel about it? 

to bear that the concept of 
ABR only really starting to become in I was trained in the early 80s 
so the was extremely limited. Most of my knowledge have been self 
actually. I also why you ABR, my interest will be 
and i think it's very when you to do a threshold search versus 
you trained to do neuro-otologic studies. Because they are two different tests, the 
whole concepts are very diffe~ent. Aclual formal lectures, very very little. But that is 
also because the amount of the knowledge then was not that great. So, yes, training 
was very limited. 

VVhataboutyou,S2? 

never ever receive any formal theoretical background 10 ABR. 
through experience from a colleague, reading ... but not very often, 
ABR. I started off doing Ihreshold search on baby which wasn't very interesting 

do three or four of them, you wiil get the same thing over and over 
again. So looking at neurological, ABR is very much different. It's more interesting and 
you have wide variations and you tend to learn more where put you theory and 

together. Well, with theory that I've had, as I said, really attend in the 
any formal ABR lectures, it was all self taught 

Thank you. And S3? 

to think, we had extensive ABR course Ihat fealured or focused 
on Atjl-{ itself, and that have the ciick·evoked ABR. We had that in 

and it was presented in a fairly understandable way or fashion. All of us 
what ABRs are, where come from, what the generators are etc. In terms of 
practice we only practice for threshold purposes on neonates and older 
infants and I I tested three or four babies, and all was done under supervision. 
That's all the experience that I've got apart from ... say a little bit from a colleague and 
some workshops that I attended. 
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R: 

52: 

R: 

53: 

Would the training that you received or your experience on ABR affect the way you feel 
about doing it? 

I don't think so. I think if you are confident with it then you will be confident doing it. Is 
that what youre talking about? 

No, I mean the training. You feel confident because you are getting constant exposure 
to it at your current work situation, is that right? But what I mean was whether the 
training program affects your attitude towards ABR testing." 

So like probabiy I didn't feel the training was adequate and as a direct consequence I 
wouldn't touch it unless I had more training." 

R: So is that the direct consequence of , 

53: 

R: 

53: 

S1: 

53: 

wouldn't want to go and do something, And that is a serious 
no experience per se and no." very very limited training. 

Was there any CPD course on ABR that you have ever attended after the 
undergraduate training? 

No.", 

Yes. several. Some good, some extremely basic that I thought would have been better 
directed to undergraduates. I was not pleased that had made the time to go and then 
found out that il was so basic, I thought the convener should have said was seriously 
basic and I wouldn't be bothered to go. And that there was another one that was 
good because the person presented there was extremely well respected clinician in 
field who was just absolutely superb and that was well worth going to. But I think one 
of the whole things could come out from this is how it is to do it as an 

level because certainly for us, all of our have just been 
post-graduate level and that's where we are leaming has actually taken place but 
that's aoing to force thing because you have to test those equipment to do a test. Even 

you said you did it on neonates, and I would found that as an undergraduate, it 
is extremely scary. You got this little like that with a head like this size of a tennis 
ball and you got to slab on electrodes this and that and doing it in 
worth areas and I'd found it absolutely terrified. I would much more comfortable 
to do adult ABR where you can control the patients but that's it. A lot of ABR is 
just like so your discomfort, um if you do enough, that's the 
whole thinq. I you have to kind of doing it and watching it is not really the 

Yes, exactly".to get the experience. And watching two is not going to get you through, 
even with basic audiology diagnostic testing, .. 

xii 

51: 

R: 

52: 

And the ramificalions to make you instead is 
professional life. It's probably going to be arousing it. It's failure to 
pathology and that's what you are getting attention for and that's also very scary, 

And have the two of you attended any CPD courses on ABR? 

Yes. I attended l\vo".same as S1. As S1 said one was basic and the other one 
was more involved. ! if you are teaching then undergraduates 
would probably benefit But when you started and you pass that you 
maybe then, I as a refresher, if you want to call it that. the second one 
that I did was as S1 said, feel pretty welL .. that was interesting, 

R: And S4? 

S4: 

R: 

54: 

R: 

S4: 

R: 

Yes, I also attended a few, I can't remember how many, at least three courses not 
necessarily all focused on ABR but electric or some included the other 
evoked potentials as well. What was quite me was one seminar or 
workshop that attended where it was in Pretoria or somewhere in Gauteng and then 

asked the person to come down here to do more or less the same thinq, When 
the course in Johannesburg, it focused on central auditory 

and how you use the electric for that and maybe 
evoked potentials. he came down to the Cape. he COUldn't 
because most people didn't even have the basic 
the people who attended the course actually .. , or what he felt they 
some basic information on how the ABR works, or very few there were about three or 
four people actually knew how the ABR works and probably two or three who have 
done ABR. 

How long ago was that? 

That was either year 2000 or 2001" 

That was quite recent, 

Yes, that was not long So that was something that for me was quite striking 
because I was so in what he did in that he had to come to presant 
the same thing here so the can actually start it here or whatever, but 
head was somewhere in a and! that this is the Western And 
the that were at this all them are audiologists. This is 
not people who are out of the or whatever, some them even have the 
ABR equipment available to them. You know, but due to some of other reason are not 
necessarily interested and are not competent in the field of ABR.,. 

So what you are suggesting is the accessibility of ABR equipment in Gauteng and 
other areas are belter Ihan in the Western Cape? 
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I wouldn't that they actually might be 
something versus the training that our 
students have received in the Western Cape might actually be different Because 
in Gauteng. almost every private practice that they get, they do 
ABRs, and a lot of the people there are actually quite confident and do good jobs. But 

people who don't. .or who are chances I think get them 
most of them do actually know what are compared 

to the Western Cape, there are quite a few audiologists here as you can count 
on one hand how many private practitioners actually do ABR for example ... and it's no 
comparison to what is happening in Gauteng. 

It eets also boils down to the private practitioners the issues of billing and 
because you to bear in mind the Gauteng is a much wealthier area with 

pool of patients who are about to pay. Western Cape is very over 
accentuated with ENTs and things like that, and I think are more difficult 
here for private practitioners, have major with and 
paying and so on, I think the is that in Western Cape, we have 
who are not about ABR and they don't realize the ABR may be a viable 
alternative to But their argument is: when I get to scan a cheap and 
scan admittedly for hundred Rand, this is going to cover my back side 

am I to have that or am I to have my patient paying a thousand 
or an and surely are doing a neurologic or neuro-

otologic ABR you are going to it properly it can get you up to an hour and that 
is with a compliant patient And I think that's another reason why 
audiologists don't want to do ABRs because you can only do one at a 
time. You doing it on sedated or babies, you could do three in an hour. 
So I think there are whole kinds of issues like the as well that I think are very 
problematic and I think simply the standard of private oto-neurologic ABRs that I've 
seen have not been particularly good, And I think their focus is on paediariic diagnosis 
because that is kind of easier to do and that's and I think that's why most of 
the private practices are being done, iust to make a now and make them to 
fit a hearing aid, So, I don't know but 

Yes, but I'm just on the other hand on how many people, okay I think there are 
not a lot either, but vestibular testing which is even more costing and time-
consuming than ABRs. You know I'd have rather gone through ABR because it costs 
less to the patient and you as the and also goes a little bit auicker than the 
vestibular testing and it's easier doing easier to 
feelings, 

I think the base of knowledge doesn't have to be as broad because it is actually pattern 
recognition. , 
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Yes, that's think that the don't realize that thaI's what ABRs are 
about. But I that's a 
and there might be many 
big role, 

versus Western Cape 
think training plays a 

Okay, you mentioned about training, When you referred that one of the workshops was 
being good, How was it different from the training that you received? 

Well. have said that! didn't actually receive any formal training on ABR. .. it was very 
informative to the where you ,you are able to put more together after 
you attended the of things you thought of ... difficult situations and 
difficult interpretations and you maybe more able to put it in your own mind the results 
that you are it made me feel more comfortable that there is somebody 
out there that what you and he is a professional in the field, It just gave you 
another perspective to how other people interpret what you have been interpreting and 
all that That you are actually on the right path and I think it made rne feel better about 
what we are 

In terms of the setting, was it done through a classroom setting or clinical setting? 

It was both. I don't know if you are talking about the same one .. 

Yes, but I didn't go to the practical. The first part was didactic ... 

that the theoretical training that I received was adequate. I also attended that 
same workshop, i understood before I went to the workshop 
because there were new that he told us, he just presented it in such a clear cut 
manner that you actually had a sense that this man has got a great understanding of 
the brain. never mind just the little brainstem, 

I agree, A lot of them appeared to be a slick presentation and that was sO ... you know 
those are the ones that make impression on you, those are the ones that you 
remember. 

Yes, because what a lot of people that actually do attended to his.". when other people 
talk about the brain, or talk about the neural pathway, everything is so fussy and 
difficult to understand and whatever. but what he for example did was he had a few 

in fronLnow this is the cochlear. this person is afferent, that person is 
whatever whatever. and that way. in a very simple fashion or 

manner but still there were no Because sometimes when simplify things 
you leave things out but he didn't do that It was also very clinically although 
with the necessary theoretical background, all the things that he said was 
applicable to what you are to do with your patients".like why you have 
repetition rate at this, why you to use whatever other setting .. 
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S3, you said your exposure to clinical A3R was only 
to say about your needs and concerns about ABR testing, 

observation, !f 
would they 

have 

My main concerns would be ... just about everything. The theoretical background was 
very fussy, so I'd need to go over some theory there, but also just hands-on ... actuaJly 

with the dial setting other things up and actually testing half a dozen patient 
before! feel fairly confident to give it a try, So actually hands-on, because with 

a book and put some time into it you can catch up, but it's 
suppose ... 

So it's actually applying it.. 

Yes, to actually using It... 

thing you said was using the word 'patients' because some programs, students 
basicallv just each other. It'll to get hands-on and so on, whilst that 

some on how it actually works, like to put on an electrode like 
and press that button. What it doesn't do is to teach you how to cope with 
oh"msive patients and adults that is neuro-otological and that is major issue. It 

teach you how to cope with patients that have real losses t'lat mayor 
may not have You are testing your classmate, it you what a 20 
years old young lady and I that is very problematic when it cominq to do on 
patients, even when it is under attentive supervision, I think that is 
know it's no good just getting in, it has to be an old man, or a younger 
person or somebody with a big hearing loss or somebody with a known loss 
as a start. Because otherwise I assume your only exposure would be what a young 
girl's ABR looks like. I think that's also very problematic. 

So if there is a CPD course 
how would you like it to be done? 

in the future, focuses particularly on ABR testing, 
you want it to focus on any aspects? 

A postgraduate level CPD course? ... 

I think it all depends on the presenter. if you are very technical in the way 
the information then you to have people sitting there 
without knowing what you are and lose interest 

deal with 
bored 

In your personal experience, without any 
would you like the course to be? Any aspect 

on ABR testing, how 
on? 

I think if you are talking about just a CPD course running for a couple of hours, there is 
a lot of theoretical to cover if you don't have of that so I think if you are 
running a course, to for never been exposed to 
ABR, you would to cover your hands-on experience but it's 
difficult running workshops like that. 
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I think you have to have two different one aims to people like me who feel 
like incompetent and basics again. and one to people who are practicino and 
knowing what are doing but want to improve their knowledge and 
skills ... You have that would appeal to both categories, I think you 
have to have two separate workshops like ABR one on one, and. 

Yes, i agree .. 

Do you all agree that both components, namely theory and practical, are as important? 

Yes, as important. .. 

Then think back your undergraduate training, how do you think it could be improved? 
in terms of the that the teacher taught you, the setting of the program. how would 
you think these could be 

did attend a of ABR lectures in a university and I found it very to the 
point that you of just sat there and you could read the book because it was taken 
out from a particular book. There were overheads where the person read off. I 
suppose if you could keep mind busy with examples and whole thing 
more interesting."and if I to read a book, ! could go home do that without 

to go to a lecture, But I thought that was So yes, I think you need 
it interesting for people who want to learn but you also on the other 

hand shouldn't must technical in a way but also not over and above 
everybody's head they understand any of the concepts at the end of the day. 

How would 
component 

to be? In terms of what particular 

I think one can do both at the same time, in the same seL when you talked 
about what normal looks like. But if it's an good idea to expose students to ABR 
machines, these are what the electrodes are, scrubbing off all those fatty acids and 
whatever on the skin, that kind of so they can at least practice how to do a 
nomlal ABR As soon as they done all theory on the neural, that will then happen 

after that that they see the patients for neurological or infants 
after, I think for normal ABR it can happen at the same time. 

are concern. then I think the theorv should precede the clinical practice. 

There are some journal articles about the issues of methods for medical 
students that some innovative teaching strategies as computer programs 
and clinical where simulations are provided for students to practice. 

feel about the applicability of these teaching methods in the field of 
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I think it's fantastic. I think it's really nice .. 

I think it takes the of the real patients but certainly can precede the practice with 
real patients ... So think once you've done half a dozen slm ulated practices then you 
get to real patients, you'll not be throbbing around. 

for example have to scrub someone for the first time, that absolutely 
on a doll before, and you know you have to move her hair 

you know all of those kind of things. Because people, especially with babies. a lot 
not just students quite awkward when neonates are concem 

are pre-term or normal term so 10 actually have practice with 
simulators would be nice. 

10 as S3 said to get that confidence, 
to risk it, actually done somelhing to 

being there and you 
doing .. 

make your life 

annrehensive and it's more difficult for you to do it 
variety of cases can be nrl">vin",n 

to be 
Some examples of these could 

consultation skills, communication skills etc 

mean to 
because 

over to the 
to go for a 

that out to 

think in anythinn 

an abnormal 
'hey you get a fat 

you know? So 
You also need to be 

R: 

92: 

R: 

S2: 

R: 

54: 

S1 

xv 

When referred to being competent', is there a particular skill that you 
refer Like the diagnostiC or skills or knowledge to manage the case. 

pvervthinn combined really. I think that all comes together You know in 
that diagnosis at the end of the and carry it over ... 

remember mentioned earlier having a 
how do you about teamwork ability to work in a team can 

to consult, so 
be part of the 

skills required to practice ABR? 

you the confidence that the diagnosis that you're making. somebody 
else also feels the same.. also diagnose in the way. was just that in the 

thai had, have that we can say 'what do 
and In that sense we are very lucky, 

nice to be like about ABR results, you always 
bring your patient them information or making 

confident about the first test that 
make, can always bring the back 

Privately different because people 

What the others. what of do 
professionally? 

asked 
vestibular be oostorad 

as well. Because I 
and: let's buy an ABR machine, 
truly competent 10 do this, .. that's why 

required practice ABR 

technical. 
have to have 
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On the other hand, you have no ol1e to. want people at 
competent to know correct and the importance of 
not doing ABR At least they should be able to be 
one is called for, what it needs and know that sort of things, even if you're 
not doing it. I would hate not to any of that basic knowledge even on 
vestibular .. not any of that... maybe not to do the testing but certainly a 
sound theoretical knowledge and what it is, how it into a greater picture .. , 

It's the issue of setting up sharp and we'll just learn it when we go along. It a hospital 
possibly have some form of protection there because you got your team, 

work that sort of thing but that as an isolated it worries 
me as I said if you've got thaL, you know a limit to what 
you can fit into the undergraduate training and I'd like to see for instance if you're going 
to open an ABR shop, have to have done 50 real life patients under supervision 
from a senior to actually feel truly comfortable that you know all the 
patterns that are that know what is pathological, that can differentiate 
two brainstems that have schwan nom as and so on, what I think is 
kind of lacking", I also think that we tend to think possibly professionally somewhat 
over competent in our skills and that's what actually worries me, And for me that raises 
unethical issues, even things like sedation protocols and things like that, I don't think .. , 

have patients lives in your hands, you've got students and graduates 
don't even how to do CPR and actually don't know how to maintain 

their airways while you're yelling your head help and the patient could die, you 
know? That kind of thing worries me, 

When you mentioned about the referral criteria. In your training that you received, was 
there anything like that provided to you? 

Yes. I think it kind of came as part of the course. I think the actual lectures for the 
course were not great But when S1 came and did one of the afternoon workshop 
which I think she dropped the theory and then gone, .. 

As I always do .. , 

And I think more of what came to us was when to use an ABR, why you have 
an ABR, who has an ABR. what the ABR for ... that kind of thing rather than 
actual in knowing eqUipment is. that's still very dodqv but I at least 
think that bases which got to come out the 

With all the attributes or factors or different kind of skills that we mentioned, how do 
your think the training program could incorporate all these to prepare you as a qualified 
audiologist? 

don't know if they can! I think this is more suitable as a postgraduate thing, To me. it's 
veri similar to vestibular and I don't really know if there's enough time to cram into that 

53: 

54: 
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S3: 

54: 

xvi 

course, to make you dinica!!y comn"t",nl 
as I concem competence comes 
know. I actually don't know if can do it in the undergraduate level. .. it's 
and that's I said we to be specially licensed for that reason because I do 
have serious whether it is possible or not, given the time constraints in the 
program. It isn't the only thing that the students are doing; there are many things that 

are doing. That and vestibular are the most alien concepts to the 
the probably the most difficult 10 the most important in 

terms thai it well by somebody who actually doing it rather than 
jusLas you this is what the book says this must be right and said that is 
right so must be right so let me just tell this to the students, And I don't know 
if it is possible to 

Well, if it was done in the undergraduate level, I think that the theory can be covered 
quite adequately in undergraduate level in the amount of time spent. But it's practical, 
how many practical can you gel in and if you could in a sufficient amount of 
practical, whether there Is enough patients for everybody the undergraduale level to 
be able to get sufficient on it. Then yes, it'd be nice to have it done in Ihe 
undergraduate level as as you've enough exposure to the patients at Ihe 
undergraduate level. 

I think I tend to disagree with what 51 is saying, not necessarily for the lack of 
concems of what people do outside where they are at the current moment I think 
people have been and that's exactly why you see all these 
funny and and all kind know even with wrong 
case parameters and kind of things. But I think that this course of ABR actually does 
belong to an undergraduate course because our country is also going to the direction 
where audiology is a one professional because previously it had to and it had to fit 

language courses and all kind of things. think where things 
ABR and all of the things that actually fell down. And i think in terms of 

time especially for theory. there is even at this even in our programs the time 
has now been created, maybe not for the people are going to graduate now but 
from next onwards, But in terms of practical, that obviously is a problem, I just see 
that as a problem and not something that you can't overcome, you know? 

Moves it to third year, and having them to do practical for two years, yes then th;:Jt's 
viable. Because in two years you can do neonate, infants, neum-otologic and all the 
workS."if you have two-year exposure, then yes. 

There's no reason why ABR couldn't be taught in third year." because in terms of the 
knowledge that you need beforehand, you cover all the anatomy and all that stuff, 

I think even if we do make ABR a postgraduate course and people don't have a proper 
understanding of what ABR is, you still people who set up shops and do all things 
of funnv things, In that sense, one rather come down on those people because 
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know? Because 
if your training was 

was talking about special license,. 

they might have inadequate 
you should have been not 

but still be unethical. 
the 

__ Training,.. because i mean most areas, most professionals not feel 
one of the areas, say rehab isn't your area but ABR then iI's fine 

But iusl deal with the areas that you feel competent 

Yes, being in a hospital. do have a nice setup in terms of just calling on your 
click or whatever. private practice. oeople don't 

But just know a lot of who 
misdiagnose and because they the consequences ot a 

mi<.t1i,~""/"\"i" and those kinds Or call on their professors or 
call the old were a bachelor or 

the case those who isolated 
themselves are ones who don', actually want acknowledge that they 
don't know. So their are with all kinds of things bul not just the 

is the use of ABR 
I"'n,nr",t""" .. .., from health council. is there a 

different kinds of skill should be possessed by a 
you possess ofthem? 

of them .. the 

R: And S2? 

52: 

R: 

52: 

think in the field. or n the 
feel comfortable with 

was the question 

feel that you possess the 
to have reoard the use 

feel confident to do A8R 
confirm it with <:;nmAhnriv 

like to think that most of them are here. People 
there's always something that one can work on more 10 better 
communication skills or something. That's probably the one area, 

R: competence doing ABR other audlOloQlcal 

51' No difference ... 

R: No difference? As competent? 

51 
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R: 
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Yes ... 

computers 
moment. 

diagnosis in terms 
know whether 

to them and explain to them this little pattem looks 
look like whatever. Yes I think those two areas 1"11 need to 

How do you think your competence can be improved with regard to ABR testing? 

For me personally, I think clinical practice would be quite nice ... 

R: So is it clinical practice, the technical components of it? 
exposure to variety of real Can you think of ways of improving 
current competence using ABR testing? 

51: I'd like to improve my in more specialized ABR like steady-state and AEP 
ABR because that's not areas thatI'm strong in and like 10 ... 50 those would be 
the two areas that I'd like develop my competence In. 

R: The other? S3? 

53: as said before ... lectures but 
texlliooks read through, 

need to become competent. 

Because lectures you can actually 
really essential but hands-on 


















