ACTA Otorhinolaryngologica Italica 2025;45:207-216; doi: 10.14639/0392-100X-N2826

AubpIOLOGY

Italian adaptation of Listening Effort Assessment
Scale and Fatigue Assessment Scale questionnaires

Cover figure. Methodologies for the assessment of listening effort.

Summary

Objective. The purpose of this study is to adapt linguistically and culturally the Listening Effort
Assessment Scale (EAS) and Fatigue Assessment Scale (FAS) questionnaires into Italian (EAS-IT
and FAS-IT) and to investigate the reliability and validity of these scales in normal hearing and
hearing-impaired subjects.

Methods. The Italian adaptation of the EAS and FAS questionnaires was conducted based on back
and forward translation methodology. Both questionnaires were administered to 101 normal hear-
ing (NH) subjects and 88 hearing-impaired subjects including 19 hearing aid users (HA), 50 coch-
lear implant users (Cl) and 19 affected by single-sided deafness (SSD).

Results. Both questionnaires showed a high reliability (Cronbach’s o was 0.953 for EAS-IT and
0.837 for FAS-IT). EAS-IT showed high internal consistency with item-rest correlations. The inter-
item correlation of the FAS-IT shows a difference in the internal consistency of item 4. A high
significance between the NH group and the 3 hearing loss groups (HA, Cl, SSD) was found for
EAS-IT, but no significant difference was found between NH and the single hearing-impaired
groups for FAS-IT.

Conclusions. EAS-IT showed good internal reliability and validity and is sensitive to hearing loss.
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Introduction

The restoration of auditory function for individuals expe-
riencing hearing loss is feasible in the majority of cases in
contemporary settings. Today, different types of hearing de-
vices are available depending on the degree and typology of
hearing loss. It is possible to choose between conventional
hearing aids in case of sensorineural hearing loss, cochlear
implant in profound deafness, or implantable hearing de-
vices in case of mixed or conductive hearing loss. How-
ever, comfortable hearing is not always achieved simply by
wearing an electronic hearing device; in fact, hearing dif-
fers from person to person because several factors play a
key role in this sensory ability !-2.

These include, among others, age at onset of hearing loss ?,
time of deprivation, aetiology, time of device use, associ-
ated disabilities, and memory and cognitive capacities. In
some case, patients affected by similar degrees of hearing
loss and speech perception ability may exhibit different per-
formances and different quality of life outcomes.

The greatest difficulty reported by patients is listening in
adverse situations like in noise or in reverberant spaces
where a great deal of energy must be expended to under-
stand the sound message. They report headaches, frontal
heaviness, fatigue and tiredness at the end of the day. Such
energy expenditure is called listening effort +°>. Measuring
just the magnitude of hearing loss is therefore insufficient
for a comprehensive assessment of hearing ability. In order
to understand the global auditory capacities, it is essential
to evaluate the multiple domains involved. In particular, it
is important to investigate listening effort and fatigue do-
mains 6.

A “gold standard” procedure to evaluate listening effort
does not exist as different aspects are involved in this do-
main. Three test typologies are currently used: cognitive-
behavioural (e.g. dual-task paradigm), physiological (EEG
or pupillometry measures), and self-report tests °.

For practical reasons, subjective questionnaires are often
used because of the simplicity of administration and their
repeatability. To date, there are only a few specific question-
naires in the literature to evaluate listening effort in subjects
with hearing loss. In most studies the Speech, Spatial, and
Qualities (SSQ) Hearing Scale questionnaire is used’. In this
questionnaire, only 3 of 49 items refer directly to listening ef-
fort: “Do you have to concentrate very much when listening
to someone or something?” (item 14 - Qualities subscale);
“Do you have to put in a lot of effort to hear what is being
said in conversation with others?” (item 15 - Qualities sub-
scale) and “Can you easily ignore other sounds when trying
to listen to something?” (item 18 - Qualities subscale).
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The only patient-reported outcome measure (PROM) that is
hearing-specific for evaluating listening effort is the Listening
Effort Questionnaire-Cochlear Implant (LEQ-CI). This tool is
targeted to adult CI recipients with profound hearing loss ®.
Recently Alhanbali and colleagues introduced 2 PROMs
for adults with hearing loss of any degree and typologies:
the Listening Effort Assessment Scale (EAS) and the Fa-
tigue Assessment Scale (FAS) °.

The EAS is a self-administered 6-item questionnaire that
measures effort in different conditions: listening in the pres-
ence of different speakers, in a noisy environment, listening
to music, etc. The patient is required to respond to each
item using a visual analogue scale (VAS), with a higher to-
tal score being associated with greater effort °.

The FAS is also a self-administered questionnaire that was
taken from an earlier study by Michielsen et al. '°. It con-
sists of 10 items that explore different aspects of fatigue
and has been widely used in a variety of conditions. The
response to each item is rated on a VAS scale.

The 2 questionnaires have good psychometric properties,
take a short time to complete and assess fatigue and lis-
tening effort in realistic situations. Both the EAS and FAS
questionnaires are in English and have been translated and
validated in several languages, but not in Italian 12,

The purpose of this study is to linguistically and culturally
adapt both the EAS and FAS questionnaires into Italian
(EAS-IT and FAS-IT) and to investigate the reliability and
validity of these scales in normal hearing and hearing-im-
paired subjects.

Materials and methods

Fatigue Assessment Scale (FAS) questionnaire

The FAS is a self-administered questionnaire described and
validated by Michielsen et al. '°. Tt consists of 10 items as-
sessing different types of fatigue (physical, cognitive and
mental). The patient is asked to answer each item on a
visual analogue scale from 1 to 5, where 1 corresponds to
never and 5 to always. A higher total score correlates with a
higher degree of fatigue.

The validation study showed high reliability, validity and
internal consistency. The population with hearing loss has
a higher average score compared to subjects with normal
hearing, but no differences were reported between different
types of hearing loss °.

Listening Effort Assessment Scale (EAS) questionnaire
The EAS questionnaire was first described and validated in
2017 by Alhanbali et al. °.
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Table I. Number of subjects, number of males, mean age and pure tone threshold average (PTA) in both ears in the 4 groups (NH, HA, Cl, SSD) and

in the total sample.

Group N Male Age PTA PTA
n (%) mean (range) | Better ear mean in dB (range) Worse ear mean in dB (range)
NH 101 39 (38.6%) 43.4 (21-77) 13.3 135
(0-35) (0-31.2)

HA 19 7 (39.6%) 55.9 (19-81) 65.7 (32.5-96.2) 78.2 (46.2-110)

Cl 50 24 (48%) 53 (18-78) 95.4 (48.7-130) 113 (82.5-130)

SSD 19 5 (26.3%) 51 (18-72) 17.2 (10-30) 118.4 (67.5-130)

Total 189 75 (39.7%) 50.8 (18-81)

NH: normal hearing; HA: hearing aids; CI: cochlear implant; SSD: single-sided deafness.

It is a self-administered scale, with 3 of the items taken
from the SSQ hearing scale * and the other 3 were extracted
from a doctoral dissertation.

The items explore listening effort in different situations.
The patient is asked to respond to each item on a VAS rang-
ing from O to 10, where O corresponds to no effort and 10
corresponds to a lot of effort. A higher total score corre-
sponds to a greater degree of listening effort.

In the study of Alhanbali et al. a significant statistical cor-
relation between hearing-impaired (with higher score) and
normal hearing subjects was reported °.

Cross-cultural adaptation of the EAS-IT and the FAS-IT
The Italian adaptation of the EAS and FAS questionnaires was
carried out according to the guide proposed by Hall et al. 3.
The process is based on back and forward translation meth-
odology and consists of 6 steps: (a) obtaining permission
from the corresponding authors of the studies responsible
for developing the original EAS and FAS questionnaires;
(b) forward translation of the 2 questionnaires into Italian,
performed independently by 2 native speakers (audiologist
and otolaryngologist); (c) committee review: a working
group not involved in the previous stage reviewed and in-
corporated all comments and changes; (d) back-translation
into English by a native English speaker with knowledge
of Italian to check for consistency with the English ver-
sion; (e) comparison of the 2 English versions (original and
translated from Italian) by the original authors and analy-
sis to highlight any substantial differences; (f) field testing:
both the questionnaires were administered to 100 normal
hearing subjects. Both questionnaires were then adminis-
tered to a sample of hearing-impaired subjects.

Sample size
Based on previous validated and translated versions and
statistical sampling power, a sample size of at least 101 nor-

mal hearing (NH) and 88 hearing-impaired subjects was es-
timated as necessary for both the EAS and FAS adaptations.
The sample size was considered sufficiently large because
both the EAS and FAS scales are relatively short (6 and 10
items, respectively): the subject-to-item ratio is over 30 in
the case of the EAS and close to 19 in the case of the FAS,
which is above the average of similar studies '*. In addition,
both scale measures are unidimensional, i.e., they measure
a single latent structure so that the sample size is in line
with the recommendation in the literature '3

Finally, the group-specific sample sizes were set to ensure
the 0.05 significance of a one-way ANOVA test (or Kruskal-
Wallis in the case of non-normality), which has been used
in the assessment of discriminant validity to compare nor-
mal hearing individuals with different groups of hearing-
impaired individuals. These sample size determinations,
based on a significance level of 0.05, an effect size of 0.4
and power of 0.8, were obtained using the pwr R package '.

Participants

In all, 189 subjects (75 males) aged 18-81 years with and
without hearing loss participated in the study (Tab. I). Par-
ticipants were recruited at the ENT outpatient facilities of
the “Guglielmo da Saliceto” Hospital in Piacenza, Italy.
The inclusion criteria encompassed individuals of both gen-
ders, aged over 18 years, of Italian mother tongue, able to
consent to the study and with a recent pure-tone audiogram
(< 3 months).

Subjects with cognitive impairment or any other morbidity
that might prevent them from understanding and answer-
ing the self-administered questionnaires were excluded. All
subjects signed the informed consent form before the ques-
tionnaires were administered.

Patients enrolled in the study were divided into 4 groups ac-
cording to pure tone threshold average (PTA) at 500, 1000,
2000, 4000 Hz frequencies and type of hearing device used.
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The groups were: (1) Normal Hearing (NH): subjects with
bilateral PTA less than 30 dB HL; (2) Hearing Aids (HA):
subjects using bilateral hearing aids with an unaided PTA
between 35 and 90 dB HL; (3) Cochlear Implant (CI): sub-
jects using unilateral CI with unaided PTA greater than
90 dB HL at the side of the CI; (4) Single-Side Deafness
(SSD): subjects not using any device, with PTA less than
30 dB HL in the better ear and greater than 70 dB HL in
the worse ear. All participants in the CI and HA groups had
used their hearing devices for at least 6 months.

Patients in the CI group were implanted on the side with
the worse hearing threshold (profound hearing loss). Spe-
cifically, 30 subjects were implanted on the right side and
20 on the left. Hearing threshold on the contralateral side
ranged from moderate to profound degree. Only 5 patients
had a moderate HL (PTA between 50 and 70 dB HL), but
all had a ski-slope threshold configuration with moderate
threshold at low frequencies and profound threshold at high
frequencies. None of the patients in the CI group used a
device on the better hearing ear.

All subjects in the SSD group had been affected by unilat-
eral profound hearing loss for at least one year: 7 on the
right and 19 on the left side. The aetiologies were 12 sudden
hearing loss, 3 unknown, one head trauma, one meningitis,
one congenital deafness and one neuroma of the 8th cranial
nerve.

Statistical analysis

Statistical analysis was carried out in order to identify the
basic dimensions of validity. Cronbach’s a was calculated
to measure the internal consistency of the scale, which pro-
vides information about the ability of the scale to accurately
assess single construct. Cronbach’s a is a number between
0 and 1, with the recommended value of item-total corre-
lation being 0.30 and above '7. In particular, values < 0.4
correspond to low reliability, values between 0.4 and 0.6 to
uncertain reliability, values between 0.6 and 0.8 to accept-
able reliability and values > 0.8 to good reliability.

Item reliability was examined by calculating the corrected
item-total correlation to assess the extent to which an indi-
vidual item contributes to the total score of the scale. It is
calculated as the Pearson correlation between the scores of
an individual item and the total score obtained by summing
all the remaining items. Item reliability was guaranteed if
the item correlates significantly with the total score. In ad-
dition, Cronbach’s alpha was recalculated by dropping each
item in turn to assess whether the removal of an item had
a significant impact on the index. Removals that increase
the index are associated with potentially problematic items.
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To assess the discriminant validity of the scales, we com-
pared the scores of the normal hearing subjects with those
of the different groups of hearing-impaired patients. The
test used to compare group medians is Kruskal-Wallis (one-
way ANOVA was rejected due to the failure of the nor-
mality assumptions for both the EAS and the FAS scales).
Post-hoc analysis was performed using Dunn’s test, which
consistently with Kruskal-Wallis, does not require normal-
ity. Spearman rank correlation was used to assess the rela-
tionship between EAS and FAS scores in the overall sample
and within groups. The same tool was applied to study the
relationship between scores and age. To compare the medi-
ans of the scores between genders (within groups), a non-
parametric Wilcoxon test was used.

Results

The final versions of the FAS-IT and EAS-IT can be found
in Appendices 1 and 2.

Factor analysis EAS-IT

RELIABILITY

Cronbach’s o for the total score of the EAS-IT was 0.953.
The scoring of the individual items also showed high in-
ternal consistency with item-rest correlations ranging from
0.757 (item 3) to 0.916 (item 4) and Cronbach’s a ranging
from 0.937 (item 2) to 0.955 (item 3) (Tab. II).

Factor analysis FAS-IT

RELIABILITY

Cronbach’s o for the total score of the EAS-IT was 0.837.
The inter-item correlation (Tab. III) and the correlation
matrix (Tab. IV) showed a difference in the internal con-
sistency of item 4 (item-rest correlation of 0.156; Cron-
bach’s a of 0.862). The other items have similar values
(Tabs. II-1V).

Group comparisons

Table V shows the median, mean, standard deviation and
range of scores for the EAS-IT and FAS-IT questionnaires
in the 4 groups. The mean scores of the 2 questionnaires are
shown in Figure 1.

Statistical analysis of the EAS-IT showed high significance
between the NH group and the 3 single hearing loss groups
(HA, CI, SSD) (Kruskal-Wallis chi-square equal to 93.345,
df = 3, p < 2.2 e-16; Dunn’s test results equal to 0.0000).
Dunn’s test showed that there was no significant correla-
tion between CI and HA (0.3428); between SSD and CI
(0.4434); and between SSD and HA (0.4137).



The inter-group comparative analyses of the FAS-IT showed
similar median and mean scores between the 4 groups. No
significant difference was found between NH and the single
hearing-impaired groups (HA, CI, SSD) with a Kruskal-Wal-
lis chi-square of 10.691, df = 3 and p = 0.01352.

The Dunn test confirmed the low significance between CI
and HA (0.0200), between NH and CI (0.0073), and be-
tween SSD and CI (0.0023).

There were no significant differences (Spearman) between
age and the EAS and FAS scores. Similarly, we did not find

Italian adaptation of EAS and FAS

The correlation between the different items of the EAS-IT
(0.76-0.92) showed a high internal consistency. The values
were comparable to those of the original study by Alhanbali
et al. ® (0.63-0.83).

Table Il. Scale Reliability Statistics: inter-item of the EAS-IT questionnaire.
If item dropped

Item-rest correlation Cronbach’s o

any statistically significant difference in the median scores EAS_Q1 0.905 0.939
between genders, as assessed by Wilcoxon tests. EAS_Q2 0.881 0.941

EAS_Q3 0.757 0.955
EAS-IT and FAS-IT correlation EAS_Q4 0.916 0.937
For the total sample, the Spearman correlation between the | EAS_Q5 0.878 0.942
EAS-IT and FAS-IT scores was 0.20 (p = 0.0049). EAS_Q6 0.792 0.951

Figure 2 shows the 2 scores in the 4 groups. The correla-
tion was significant in the NH (rho = 0.46 p < 0.001) and CI
(rho=0.297, p=0.036) groups, but not in the HA (rho =0.24,
p=0.301) and SSD (rho =-0.17, p = 0.258) groups.

Table Ill. Scale Reliability Statistics: inter-item Pearson correlation of
the FAS-IT questionnaire.

If item dropped

Discussion Item-rest correlation Cronbach’s o
The aim of this study was to determine the reliability and | fag Q1 0.654 0.810
validity of the Italian adapted versions of the EAS and FAS FAS_QZ 0.620 0812
questionnaires. Both showed good reliability, but only the | rrg o3 0.553 0.820
EAS showed acceptable internal consistency. Reliability —"ppo Q4 0.156 0.862
was assessed using Cronbach’s a. The Cronbach’s a coef- FAS_QS 0.696 0.806
ficient of the Italian version of the EAS was 0.95, which is FAS_QG 0.686 0.807
very close to the original study (0.94) °, as well as the Ara- FAS_07 0.687 0'809
bic (0.91) 2 and Danish (0.93) !! adaptations. = : :
Cronbach’s o coefficient of the Italian version of the FAS was 1 12-08 0649 0811
0.84, which is very close to the original study by Michielsen FAS_G9 0.652 0.809
et al. (0.87) '° and to the Arabic adaptation (0.88) 2. FAS_Q10 0.151 0.861

Table IV. Correlation matrix among the FAS-IT items.

FAS_Q10
FAS_Q1 —
FAS_Q2 | 0.600 i —
FAS_Q3 | 0.399 o 0449 | ™ | —
FAS_Q4 | 0.133 -0.039 0.004 —
FAS_Q5 | 0.560 - 0.650 | ** | 0.448 | ™ | 0.060 —
FAS_Q6 | 0.515 o 0516 | ™ | 0524 | = | 0.106 0.587 | ™ —
FAS_Q7 | 0.540 o 0.542 | ™ | 0402 | = | 0.080 0.587 | ™ | 0.563 | ™ —
FAS_Q8 | 0.463 o 0.460 | ** | 0.543 | = | 0.024 0.511 | = | 0580 | ™| 0.622 | ** —
FAS_Q9 | 0.536 i 0.534 | »* | 0.424 | = | -0.006 0.639 | ™ | 0.500 | = | 0.682 | ** | 0.667 | ** —
FAS_Q10 | 0.082 0.004 0.124 0.550 | = | 0.030 0.129 0.014 -0.015 -0.065 —

D <0.05;**p < 0.01; **p < 0.001.
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Table V. Median, mean, standard deviation and range score of the EAS-IT and FAS-IT questionnaires in the 4 groups.

EAS-IT score FAS-IT score
Median Median
NH 101 8 12.7 12.3 0-50.8 18 16.1 6.5 4-29
HA 19 46 39.2 16.2 6-59.7 17 17.6 7.6 8-38
cl 50 36.5 36.6 11 9.6-60 1.5 13.2 5.7 0-26
SSD 19 401 37.2 12.7 13-58 18 18.1 4.7 9-27

Figure 1. Mean score of the EAS-IT (in black) and FAS-IT (in grey) ques-
tionnaires into 4 groups: hearing aids (HA), cochlear implant (Cl), single
sided deafness (SSD) and normal hearing (NH).

In contrast, we found a low consistency of the item 4 of the
FAS-IT with the other items. In fact, item 4 “I have enough
energy for the everyday life” correlated weakly with the
other items. The answers to the Italian version of this item,
imply that “Never” corresponds to a state of fatigue and
“Always” to a state of well-being. The answers to the other
items are exactly the opposite, with “Never” corresponding
to a state of well-being and “Always” to a state of fatigue.
In the Arabic adaptation of the FAS, the authors found a
weak correlation of another item with the others. This was
item 3 “I do not do much during the day”. For this reason,
the item 3 was removed from the Arabic questionnaire °.

In the comparison between normal hearing and hearing-
impaired subjects, only the EAS-IT score was able to dis-
criminate between them; in fact, normal hearing subjects
showed a significantly lower level of listening effort (in
terms of overall score) compared to hearing-impaired sub-
jects. On the other hand, no significant differences were
found between normal hearing and hearing-impaired listen-
ers when using the FAS-IT. For these reasons, the results of
the EAS-IT questionnaire are predictive in the detection of
hearing impairment.
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Unlike us, Alhanbali et al. found a correlation between nor-
mal hearing and hearing-impaired subjects for both EAS
and FAS questionnaires, both in the original study and in
the Arabic adaptation *'2,

Similar to the 2 studies by Alhanbali and the Danish EAS
adaptation, our results showed that there are no differences
between the 3 groups of hearing-impaired subjects (HA, CI
and SSD) in both EAS-IT and FAS-IT °'2 Tt is interesting
to note that regardless of hearing loss type, degree and side
of deafness, patients with hearing loss had similar scores,
i.e. similar degree of listening effort. These data suggest
that unilateral (single-sided) deafness is associated with a
similar level of listening effort as bilateral deafness, such as
with hearing aids or cochlear implants.

There are only a few studies in the literature that have spe-
cifically investigated the level of listening effort in patients
with SSD. In particular, there is no specific research that has
evaluated patients with SSD in comparison to patients with
hearing aids or cochlear implants. A recent study by Mit-
ton et al. '® assessed the level of listening effort in patients
with SSD, but in contrast to our study, the subjects were CI
recipients. The authors showed that subjects with CI in SSD
had similar degree of listening effort as those with bilateral
hearing loss and use of unilateral or bilateral CI.
Furthermore, there is no agreement in the literature on the
methodology to assess listening effort in different typolo-
gies of patients with hearing loss. To date, there are no
questionnaires that are specifically designed for patients
with hearing loss. In the majority of cases, the Speech
Spatial Qualities (SSQ) or the general quality of life
questionnaires have been used '®. Other studies have used
physiological measures (such as pupillometry) to assess
listening effort .

The differences that we found between the EAS and FAS
questionnaires are due to the inherent nature of the FAS
tool; in fact, it is not a symptom (hearing) specific question-
naire, but is designed to assess fatigue as a more general
concept. Subjects in this study may report fatigue related to
global health rather than hearing ability.



In a number of chronic health conditions, fatigue is a com-
monly reported experience.

For these reasons, there are several different types of fatigue.
Among these, it is well know mental fatigue and physical fa-
tigue which correspond to a reduced ability, or desire, to carry
out mental or physical tasks. Another typology of fatigue is
listening-related fatigue which is defined as “the extreme tired-
ness resulting from effortful listening” 3. Listening-related fa-
tigue is an extreme stage of listening effort because “Listening
effort” is a construction that includes the concept of effort dur-
ing a listening task. In particular, effort is defined as “the delib-
erate allocation of mental resources to overcome obstacles in
goal pursuit when carrying out a task” and listening effort as
the “effort involved in carrying out listening tasks” . Listening
fatigue only occurs when the conscious allocation of mental
resources has been overcome and the goal of the task has not
been achieved. For these reasons, the FAS questionnaire is not
designed to assess specific hearing abilities, but it may be af-
fected by other coexisting conditions.

On the contrary, the EAS questionnaire is an assessment of
a specific hearing ability. This concept is also emphasised
and specified by the absence or weak correlation between
EAS-IT and FAS-IT correlation in the 4 groups. The degree
of listening effort or fatigue is also not related to anamnes-
tic factors such as age at the time of administration of the
questionnaires or gender. In line with our data, Alhanbali et
al. found no significant difference in questionnaire scores
between males and females and no correlation with age in
any group °. However, a correlation between the degree of
hearing loss and age has been reported in the literature, with
an increase in the degree of hearing loss with age .

A limitation of this study was the evaluation of CI patients
with bilateral hearing loss but using only one device. It will
be helpful to evaluate differences in listening effort between
patients with one or 2 Cls implanted either simultaneously
or sequentially. It will also be helpful to investigate and cor-
relate the age of patients and the presence of disabilities
with particular attention to cognitive impairment.

Conclusions

In conclusion, low internal consistency between items and
low sensitivity between different types of hearing loss make
the FAS-IT questionnaire an inconsistent tool for assessment
of hearing-impaired listeners. On the other hand, the EAS-IT
showed good internal reliability and validity and is sensitive
to the effect of hearing loss. We conclude that the EAS and
EAS-IT are reliable and consistent instruments in the Italian
and British populations. This suggests the usefulness of the

Italian adaptation of EAS and FAS

Figure 2. Score correlation between EAS-IT and FAS-IT in the 4 groups.

EAS-IT questionnaires for both clinical and research purposes.
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Italian adaptation of EAS and FAS

Appendix

Fatigue Assessment Scale

Le seguenti dieci affermazioni si riferiscono a come solitamentesi sente. Per ogni affermazione, scelga una delle cinque
risposte, comprese tra Mai a Sempre.

Si prega di segnare per ogni domanda la risposta che meglio la descrive. Si prega di rispondere ad ogni affermazione anche
se non ha alcun disturbo al momento.

1. Mai

2. A Volte (una volta al mese o meno)
3. Regolarmente (alcune volte al mese)

4. Spesso (all’incirca settimanalmente)
5. Sempre (all’incirca ogni giorno)

Sono preoccupato per la fatica Mai Avolte Regolarmente Spesso Sempre
Mi stanco molto rapidamente Mai Avolte Regolarmente Spesso Sempre
Non faccio molte cose durante il giorno Mai Avolte Regolarmente Spesso Sempre
Ho abbastanza energia per la vita di tutti igiorni Mai A volte Regolarmente Spesso Sempre
Mi sento esausto fisicamente Mai A volte Regolarmente Spesso Sempre
Ho problemi ad iniziare a fare cose Mai Avolte Regolarmente Spesso Sempre
Ho problemi a pensare in maniera chiara Mai Avolte Regolarmente Spesso Sempre
Non sento il desiderio di fare cose Mai Avolte Regolarmente Spesso Sempre
Mi sento esausto mentalmente Mai Avolte Regolarmente Spesso Sempre
Quando sto facendo qualcosa riesco a concentrarmi Mai Avolte Regolarmente Spesso Sempre
abbastanza bene
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Le seguenti domande indagano il livello di sforzo richiesto per 1’ascolto nella vita di ogni
giorno. Contrassegnare con una X nella linea al di sotto di ogni domanda il punto che meglio

indica il suo stato.
1- Fa molto sforzo per sentire cosa viene detto in una conversazione con altre persone?

Nessuno sforzo Molto sforzo

| IESTRTEN FRTYETSTEN FINENETET] FUTNTETT] FYRTSTET] INNURTRETI SUTNUNTETI (RTETNET] RURTRTIT] INNTHTEIH |

o 12 3 4 5 6 7 8 9 10

2- Quanto si deve concentrare quando ascolta qualcuno?

Nessun bisogno di concentrazione Molta concentrazione

| ISTRTETN FRTYETSTE FINNETET] FUTNTNTT] FYRTSTET] INNURTRETI SUTNUNTNTI FRTETNET] RURTRTTT] INNTETEIH |

o 1 2 3 4 5 6 7 8 9 10

3- Quanto facilmente riesce a ignorare altri suoni quando sta cercando di ascoltare

qualcosa?

Ignoro facilmente Non ignoro facilmente

| IFETETET] FRNSTETET] FRNSTINN FNRTSTETE] FRTSTNTEY (NTRRETE] (ANUTEUNTI (EVUTNNTI SOVRUTEUT] SONRRTETH |

o 1 2 3 4 5 6 7 8 9 10

4- Fa molto sforzo per seguire una discussione in una classe, in un incontro o ad una lezione?

Nessuno sforzo Molto sforzo

| FESTETT FRTETREIT FNTRTRUT] INRUTRRTNY FATRUETET] NUTRUTEN] FEVUUTRUT] NUTRUTENL INTRUUNTE] FNUTTNT |

o 1.2 3 4 5 6 7 8 9 10

5- Fa molto sforzo per seguire una conversazione in un ambiente rumoroso (ad es. in un

ristorante, in una riunione famigliare)?

Nessuno sforzo Molto sforzo

o 1. 2 3 4 5 6 7 8 9 10

6- Fa molto sforzo per ascoltare al telefono?

Nessuno sforzo Molto sforzo

L 1 1 1 1 1 1 1 1 1 J

o 1 2 3 4 5 6 7 8 9 10
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