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PRESIDENT’S MESSAGE

Tabitha Parent Buck, Au.D.

Getting Down to Business!
Considering what ADA has accomplished over
the years and the struggles we have overcome, it
would be easy to sit back and coast for awhile.
However, the urgent realities confronting audiology today dictate that we rise up and “Get Down
to Business”!
Getting down to business over the next year for
ADA will mean continuing to implement our
new Strategic Plan to be the organization that
embraces and promotes audiologists owning the
profession through autonomous practice models.
With your help and participation, the ADA Convention has been rejuvenated, and I am confident
that we will continue to see the productive interactions, educational sessions and general fun
atmosphere improve even more each year. ADA
member feedback during and after the 2009 convention has echoed the sentiment that ADA is
back on track and that it is the right place to be to
pursue education, resources and support regarding business and clinical practices in audiology. I
am excited to report that ADA is getting down to
business by booking great convention locations
for the next 5 years (visit www.audiologist.org for
dates and locations for 2010-2014).
To promote the vision of owning the profession
through a culture of practice ownership, the
ADA Mentoring Committee chaired by Dr. Kim
Cavitt and the Preceptor Subcommittee chaired
by Dr. Eric Hecker will be developing ways to
interact with Au.D. students and ADA members.
The committees will be getting down to business
by building relationships with Au.D. students
who are seeking to gain guidance about autonomous practice models, and by working with

ADA members who have served as preceptors to
students and those who wish to start doing so. It
is imperative that students be exposed to practice
ownership models and mentored by experienced
practice owners and partners. The connections
made between Au.D. students and ADA members
through mentoring activities and clinical placements will provide students with the best and
most realistic education about business practices.
In addition to students, ADA realizes that there
are many practicing audiologists who need and
want access to business education and resources
to improve their current practices, to move
toward practice ownership in the future, and/
or to work on exit strategies as they look toward
retirement. ADA is providing those resources
through Audiology Practices, the ADA website,
and the new Healthy Practice Webinar Series.
Getting down to business according to ADA’s
2009-2010 Strategic Plan also calls for enhanced
peer-to-peer mentoring which will include
opportunities for ongoing distance networking
throughout the year.
Getting down to the business of protecting our
profession against challenges to our scope of
practice will require two significant commitments from ADA and its members. First, every
ADA member must continue to be a role model
in advocating for our profession by demonstrating the highest standards of practice management. It is important to remember that practice
management does not only pertain to the business side of the house, but also the management
of patient care, using the best clinical diagnostic
Continued on page 45
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EDITOR’S MESSAGE

Nancy Gilliom, Ph.D.

Just Say It!
It seems with every turn there is an obstacle to
overcome in order to do what we are trained to
do as audiologists. The irony is that the main
obstacles are the patients themselves. Institutions
and age-old systems will always be challenging,
and advocacy efforts on a local and national level
need to continue to move our profession towards
recognized autonomy. But, on a personal practice level, the obstacles that are present at a fundamental level…are simply, people.
Years ago, my professors never prepared me for
a world full of objections and barriers from the
actual people I was preparing to help. A colleague
of mine said to me, “A good audiologist has to
help a patient overcome the objections of treatment (hearing aids).” In day-to-day practice,
we counsel patients about their hearing loss and
options for maximizing their communication
abilities ranging from hearing instruments, communication strategies, cochlear implants, and
possible medical intervention. And in the same
day-to-day practice, we encounter resistance to
our recommendations. The denial of hearing loss
and objections to assistance has not changed.
With experience and counseling, a good audiologist can help a patient overcome these objections
and have the opportunity to successfully treat the
patient. In turn, the patient learns about what we
do, is satisfied with their new way of hearing, and
can potentially change the unwarranted negative
feelings about audiology.
That sounds ideal…but, I think we need to go a
step further: “a good audiologist needs to be the
voice of audiology in their community.” I say

this because the statistics have not changed: the
majority of hearing impaired individuals are not
seeking help (or they are seeking help from less
qualified providers). I have heard from enough
patients, “I wish I would have known you were
here sooner,” that I have made a concentrated
effort to be in front of physicians, community
centers, and churches on a weekly basis. By being
with the masses or having lunch with local physicians, I have become more aware of the obstacles
we face from society in general, as well as from
other health care professionals. Anecdotally, I
was already aware of this, but at recent speaking
engagements, I have been paying more attention
to what is said in the arena prior to my presentations. I hear jokes about hearing loss, hearse
complaints about the worth of amplification, and
mistrust of anyone who “sells hearing aids”…
what I continually witness is “bad press” from
people (some with normal hearing, some with
obvious hearing loss, and even other health care
providers) whom have never had any interaction
with an audiologist. Granted, these are not the
people that have come into our offices, but these
are the people who need our services and never
make it to our offices.
So, why is this? It seems the public does not differentiate what an audiologist is versus a hearing aid specialist, in fact, a large proportion of
health care providers also do not. Many MDs
do not see audiology as a profession; they see us
as a means to a product. We can not play innocent to this misconception as many audiologists
reach the public by advertising product instead
Continued on page 45
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Stephanie Czuhajewski, Executive Director

ADA Membership: Aligning Personal
Values with the Value Proposition
One of the things that I enjoyed most about the
recent ADA Convention was the opportunity to
talk to members one-on-one to get their perspectives on the future of ADA and the audiology
profession. What I learned through these conversations, coupled with what we have gleaned from
the recent ADA Member Survey, is that the decision to join ADA has as much to do with an individual’s personal values as it does with the value
proposition of specific ADA member benefits.
That is to say that ADA members are principleoriented and that they are engaged in ADA, at
least in part, because of its core focus to foster
and promote autonomous practice.
The Member Survey data clearly showed that the
five most important things that ADA members
hope to receive, gain or achieve through their
affiliation and participation in ADA are:
• Access to practice management resources
and tools
• Influencing legislation and regulations
that affect the audiology profession
• Business education offerings
• Opportunities to network with other
professionals in audiology
• Establishment of the vision of the future
of audiology
In addition to their commitment to continual
improvement through education and networking, ADA members are deeply interested in controlling their destinies by establishing the vision
of the future of the profession and by influencing legislative and regulatory bodies in order to

advance their professional ideals. Given the outcome of the survey, and through first-hand feedback from ADA members, I am convinced that
ADA’s strategic focus remains true to the needs
and the passions of its members.
ADA is the only national membership association focused on ownership of the audiology
profession through autonomous practice and
practitioner excellence as its primary purposes.
ADA is committed to providing members with
the knowledge, skills and resources necessary
to achieve an ownership position in professional practices. ADA is determined to deliver
unmatched business and clinical resources to
members, to expand advocacy efforts both independently and through partnerships with other
organizations, and to provide ongoing, enhanced
opportunities for networking, while ensuring
that ADA and its members continue to serve as
leaders in the establishment of the vision of the
future of audiology.
But ADA membership is not for everyone. It
is not for practitioners who are satisfied with a
status quo approach to the status of the profession. It is not for practitioners who are content
to allow other professions to dictate audiology’s
scope of practice. ADA is for practitioners who
understand that healthy irreverence is sometimes
necessary to prevent irreparable irrelevance.
ADA and its members believe, now more than
ever, that the future of the audiology profession
and the provision of comprehensive and effective
patient care will be best served by audiologists
Continued on page 45
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Measuring
Improving

Quality
BY BRIAN TAYLOR, Au.D.
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In today’s competitive world,
hearing aid technology no longer
differentiates one practice from another,
as audiologists have access to the same
technology from several reputable manu-

from a manufacturer benchmarking survey tracking several
key financial variables. The majority of respondents said they
routinely track the following variables: gross revenue (80%),
cost of goods (78%), return rate (62%), average selling price
(61%), tested, not sold (53%), close rate (52%) on a monthly
basis. Although there is certainly room for collective improvement on what financial variables are measured, effective managers understand the importance of tracking these numbers in
order to gauge the progress of the business.

facturers. From a customer’s perspective, hearing aids, and even the process
of delivering them, are largely viewed as
commodities. That statement is substantiated by the following observations:
1) All of us have encountered patients who have purchased
discounted hearing aids on-line only to be frustrated by a
lack of performance when they arrive at our clinic asking
for assistance.
2) Not a week goes by when a person calls a practice
inquiring about your particular product offerings in
relation to the other practices in your area.
3) Recent MarkeTrak research has shown that the average
consumer still cannot differentiate the services of an
audiologist with a doctoral degree from those of a
hearing aid instrument specialist without any
academic training.
These are a few of the examples suggesting the commoditization of audiology. Clearly, there is an opportunity for audiologists to differentiate their practice by measuring and improving
the quality of experience provided to patients. This opportunity
begins with the fomentation of a quality movement by a small
group of forward-thinking audiologists obsessed with improving quality of services delivered to patients. Admittedly, quality
is a difficult word to define. It means different things to different
people. For the purposes of this article, quality is defined as evidence-based service delivery that is effective, patient-centered,
efficient and results-oriented. And, quality can be measured!
The highly influential business management pioneer, Peter
Drucker, once said, “When you measure something you begin
the process of improving it.” Taking the time to measure various aspects of your practice has a profound and lasting effect on
its productivity. Figure 1 shows the percentage of respondents
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Figure 1. The percentage of survey respondents tracking several key
financial variables on a monthly basis.

ACTION ITEM #1
Use a Productivity
Dashboard to Measure Success
Figure 1 shows the nine most popular measures
of the productivity of a practice. Managers can
select the five most important variables and track
them on a weekly basis. Before beginning the tracking
process, however, benchmarks must be established for
each variable. Suggested benchmarks include:
Close Rate: 60%
Average Selling Price: $1800/unit
Gross Margin: 65%/unit
Return Rate: 5%
Premium Product Rate: 40%

A careful examination of consumer buying trends indicates
that managers need to reach beyond traditional financial metrics and begin to systematically assess the quality of the patient’s
interaction with their practice. A primary focus of this article is
to define seven dimensions of quality, as well as, to offer several
pragmatic approaches to measuring them in a busy practice.
Beyond simply measuring key financial indicators, the astute
practice manager, by combining several direct and indirect
measures of the patient’s interaction with your practice, can
continue to raise the standards on how care is delivered to
patients, and, consequently become more profitable. According
to Fornell (2008), in a competitive market, the business that has
the reputation as the leader in quality will soon own the highest
market share, and be able to command the highest average selling price. From a business standpoint, it is in the best interest
of every audiologist and practice manager to have an obsession
with quality and how to measure it.
There are two different ways to measure quality within an
audiology practice; it is necessary to measure both. Directly
measuring quality is conducted by employing either subject
or objective metrics. The other approach is to use an indirect
or proxy measure. This would include any type of checklist or
scale that represents important behaviors or procedures that
must be conducted by the hearing professional or support staff
in order to achieve more favorable results. An example of a
proxy quality measure would be a patient satisfaction survey.
Figure 2 outlines direct and proxy measurements. A combination of direct and proxy measures are used in order to get a
comprehensive picture of quality.

Effective Manager Skills: A Prerequisite
for Success
Before reviewing the seven dimensions of quality and how to
measure them, let’s spend some time discussing the importance of being an effective manager. Although data is imperative to making good business decisions, effective managers
intrinsically know they manage people, rather than numbers
on a spreadsheet.
Just like anything else, becoming a skillful manager can be
learned. While many of the details of acquiring these skills
are certainly beyond this article, there are three traits that a
manager must exhibit if she wants to measure quality within
a practice. They are listed in action item box #2.

ACTION ITEM #2
Hone your Manager Skills
Skills required of all managers planning to
measure quality within their practice:
1. Know your staff exceptionally well—conduct
weekly meetings to foster personal relationships
with staff and establish clear expectations
2. Communicate incessantly about performance
by providing constant feedback to your staff about
their interactions with patients and other job
responsibilities.
3. Regularly ask for improved performance
by providing coaching on how to get
better in areas you’ve identified as
a performance gap.

Direct Measurements of Quality
• ANSI spec sheet
• Data logging
• Self-reports of beneﬁt
• Laboratory measures of beneﬁt

Proxy Measurements of Quality
• Initial Ofﬁce Contact checklist (appropriate greeting
is tracked)
• Clinical Protocol Checklist (use of protocol
is tracked)

Seven Dimensions of Quality and How to
Measure Them
The purpose of this article is to give the busy clinician some
helpful and easy-to-use tools that will measure quality. The
seven dimensions of quality represent the various phases of
the patient’s journey from initial contact with the office until
initial use with hearing aids. By taking the time to measure
these quality dimensions, the audiologist can manage the
entire process and begin to ensure that each patient is highly
satisfied and willing to refer others to your practice.

Figure 2. Various direct and proxy (indirect) measures of quality in a
hearing aid dispensing practice
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2. Appearance of Physical Location and Wait Time
The reception area or waiting room is one of the most easily
overlooked aspects of a practice by managers, but the most
important first impression for patients. It may seem rather obvious that when patients enter a practice location, they expect the
facilities to reflect their perceptions of a professional business.
However, given the relatively high number of disheveled offices
around the country, many managers and owners do not routine
inspect the physical location of their practices.

Figure 3. The seven dimensions of quality have a direct impact on
patient satisfaction.

1. Initial Greeting/Contact with your practice
Woody Allen once said that 80% of success is simply showing
up. In any customer service business this certainly holds true.
Little things like the receptionist getting out of his comfortable office chair, walking over to the patient and shaking her
hand when she arrives in your clinic, can make a big difference to the overall success of the practice. For example, we
know that warmly greeting the patient when they arrive at
your office puts the patient at ease, helps them feel comfortable and more willing to do business with us.
Taking the time to fine tune the details of your initial greeting
of patients when they arrive in your office is likely to improve
business results. A warm handshake and smile go a long way
toward putting patients at ease. Armed with this information,
managers can train their front office staff to cordially greet
every patient when they arrive in the clinic. Since communication experts agree that standing up, squarely facing the patient,
smiling and offering a handshake are components of an ideal
greeting, the ability of the front office staff to perform these
behaviors can be tracked through the use of a tracking form.
Measurement Tool: Daily Office Tracking Form/
Telephone Log
Type of Quality Measurement: Proxy
Evidence to Support its Use: HIA Top Ten Reason’s
for Hearing Aid Delight Survey

12
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Beyond the reception area, the entire physical location of the
practice needs to be routinely inspected. A simple approach
to measuring the quality of any physical location is to maintain a checklist that the office manager or front office professional marks daily with meticulous attention to detail. The
physical location checklist is completed each morning by the
office manager, and a written copy is shared with owner or
managing director. All areas in need of upgrades or repair are
recorded at the bottom of the form.
Measurement Tool: Reception Area/Location
Checklist
Type of Quality Measurement: Proxy
Evidence to Support its Use: HIA Top Ten Reason’s
for Hearing Aid Delight Survey

3. Interpersonal Communication Skills of the
Hearing Care Professional
The effectiveness of the audiologist is largely determined by
their ability to form strong relationships with patients. Any
investment managers can make toward improving the relationship building skills of their employees is likely to pay off
in improved service delivery. Good listening skills, the ability
to ask open-ended questions, and clear and concise explanations of test results are a few of the “people skills” needed
to build effective relationships with patients and make an
important contribution to patient satisfaction.
Interpersonal or relationship-building skills can be directly
measured by patients. Using a comment card with five or six
important components of interpersonal skills directly measures the effectiveness of this dimension of quality. Once
you have collected a representative data sample (15 to 20
responses per month for the typical practice), you can begin
the process of improving behaviors that have the largest
impact of patient satisfaction.

Measurement Tool: Patient Satisfaction Survey or
Comment Card
Type of Quality Measurement: Direct
Evidence to Support its Use: Seven Ideal Behaviors
of a Medical Professional. Benapudi, et al. Mayo Clinic
Proceedings, March 2006.

ACTION ITEM #3
Create your own comment
card by asking each patient the
following questions:

5. Product Quality
Two cc coupler measures within the hearing aid test box are
the standard method for ensuring that hearing aids are performing at a specific standard by the manufacturer, and they
can be used by the hearing professional before the fitting to
ensure that the hearing aid is functioning properly. Prior to
the fitting the hearing professional must take the hearing aids
from the packaging material, perform a listening check on
them and, finally, conduct a routine electroacoustic analysis
of the devices, using the correct 2 cc coupler.
In addition to 2 cc coupler measures, probe mic measures
provide an objective assessment of the integrity by comparing
the aided response to a known standard.

• Friendliness and warmth of the front office staff
Measurement Tool: 2 cc coupler and probe mic
measures

• Wait time was satisfactory
• Audiologist listened to me

Type of Quality Measurement: Direct

• Audiologist explained results clearly
• Audiologist provided clear recommendations

Evidence to Support its Use: AAA and ASHA Best
Practice Consensus Statements

• Audiologist solved my
communication problem
• Overall satisfaction with
office experience

6. Use Time of the Devices
Score each
question on a scale
of 0 to 10

There is a relationship between patient satisfaction and time using the hearing aids. Full time
hearing aid users are more likely to report
Make sure there is blank space on
higher overall satisfaction scores comthe comment card for patient to write
4. Technical Skills of the
pared to part time or non-users. In addiService Provider
Collect responses from patients at
tion, lower rates of usage are reported for
distinct appointment types (hearing
patients with negative attitude towards
The ability of the hearing professional
aid fitting, 6 month check, etc)
amplifi
cation (Wilson and Stephens, 2002),
to conduct a comprehensive hearing
Use
the
fi
ndings
to
improve
patients in denial (Brooks & Hallam, 1998)
evaluation, as well as program, fit & troustaff interaction
and
those that consider hearing aid use to be
bleshoot hearing devices can be indirectly
with patients
stigmatizing (van der Brink, et al, 1996).
measured by assessing the professional’s
adherence to a clinical protocol.
Hearing aid use time can be measured either subjectively or objectively. Subjective measures of use time would
Unlike interpersonal skills, which patients can directly meabe considered to be diaries or questionnaires that the patient
sure, the technical ability of the hearing professional needs to
completes. However, research conducted by Taubman, et al
be gauged indirectly by tracking their adherence to a clinical
(1999), argue that subjective reports of usage are unreliable.
protocol. Managers can track the execution of a protocol by
Objective measures of usage can be readily obtained using
requiring hearing professionals place a completed checklist
data logging, which is found in many modern hearing aids.
into each patient chart notes at the end of the consultation.
Measurement Tool: Clinical Protocol Checklist
Type of Quality Measurement: Proxy
Evidence to Support its Use: Benapudi, et al. Mayo
Clinic Proceedings, March 2006.

Measurement Tool: data logging system on-board
the hearing aid
Type of Quality Measurement: Direct
Evidence to Support its Use: Humes, 2004
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7. Laboratory & Self Reports of Hearing Aid Benefit

Summary

Benefit is simply the difference between the unaided and
aided condition. Hearing aid benefit can be measured in a
number of different ways, including laboratory measures and
self-reports or questionnaires. Considering the findings of
Cox (2007) and Humes (2004), a common sense approach to
measuring benefit would be to use some combination of laboratory and self-reports.

In today’s modern audiology practice, it seems there are
two distinctly different approaches to management. One
approach is composed of managers with a strong audiology
orientation that focus on the technical aspects of hearing aids.
When they take the time to quantify the results of their fitting,
those with a product orientation typically focus on measures
related directly to the device, like probe mic and hearing aid
outcome measures.

Laboratory measures of benefit complement probe microphone measures, as they can be used to objectively demonstrate to the patient that certain features within the hearing
aid are functioning properly. Assessment of functional gain
using the count-the-dots audiogram, aided sound quality
judgments, aided UCL and aided speech testing are all examples of laboratory measures of outcome.
Self-reports or questionnaires compliment laboratory measures of benefit because they ask the patient to rate their
success with amplification in everyday listening, using some
type of a scale. There are dozens of self-reports that have been
created and validated. Self-reports subjectively measure real
world benefit and are an integral part of an evidence-based
practice paradigm. Research has indicated that many selfreport measures of outcome are associated with the personality of the hearing aid users. For example, the results on the
Hearing Handicap Inventory for the Elderly (HHIE), which
is a commonly used outcome measure, is strongly influenced
by personality. Therefore, audiologist must be cautious in the
interpretation of the findings. Even though personality influences scores, there are several self-reports that can be used to
measure this dimension of quality. Here are four examples:
• Client Oriented Scale of Improvement (COSI)
• Abbreviated Profile of Hearing Aid Benefit (APHAB)

On the other hand, there is another type of audiology practice manager who focuses almost exclusively on tracking key
financial indicators with little regard for hearing aid outcome
measures or the use of a clinical fitting protocol. According
to survey data, this group of business managers may focus
on just a few metrics that quantify business operations and
routinely track them.
Given the fact that patient satisfaction is directly related to
both service and product quality, business managers need
to look beyond exclusive use of traditional financial metrics
or traditional measures of hearing aid outcome to gauge the
success of their practice. Squarely focusing on the patient’s
interaction with the practice and taking the time to measure
various aspects of this interaction, allows the prudent practice manager to see the benefits of blending a commercial and
clinical approach to improving patient satisfaction and business productivity and efficiency. Measuring each of the seven
dimensions of quality, using a combination of direct and
proxy measures, enables the professional to identify performance gaps and begin the process of improving them. Managing today’s modern audiology practice requires judicious
application of quality metrics that compliment the traditional
productivity measures. Audiologists and practice managers
alike must start measuring quality in order to improve it. ■

• International Outcome Inventory for Hearing Aids
(IOI-HA)
• Device Oriented Subjective Outcome (DOSO)
Measurement Tools: Laboratory and self-report
questionnaires of choice
Type of Quality Measurement: Direct
Evidence to Support their Use: Humes, 2004;
Cox, 2007

14
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ACTION ITEM #4:
For more details on
how to measure the seven
dimensions of quality, along
with specific measurement tools,
contact Dr. Brian Taylor
at Unitron. He can be
reached at brian.taylor
@unitron.com.
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Brian Taylor, Au.D., is the Professional Development Manager
for Unitron in Plymouth, MN. In addition to his 15 years of
clinical experience, he has been active in teaching and business
management at a global level. Over the past five years, he has
written numerous articles on a wide variety of topics related to
clinical audiology and hearing aids and practice management.
He has also lectured in the U.S. and Europe on these subjects. In
addition to his duties at Unitron, Dr. Taylor is a Contributing
Editor for Audiology Online and an advisory board member for
the Better Hearing Institute.
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hen I received an email from my optometrist inviting me to
schedule my next appointment online, I was puzzled. It made me
stop and think. Was this good? Was it too impersonal? How did
I feel about using an online calendar to schedule my profes-

sional visit? While I have used electronic scheduling in my practice for my
convenience for many years, I have not provided that opportunity to my
patients. This prompted me to investigate the options in patient scheduling
software, online scheduling for patients, and portability of practice schedules for Audiology Practices.

I started by looking at current audiology practice management
software that is designed for and marketed to audiologists. These
programs focus on patient scheduling from our perspective as
the practice. Practice management software provides solutions
for many other business practices such as accounting, medical claims processing, and patient database management (see
Appendix A). When you select a practice management software
package, you will need to evaluate each program on a variety of
parameters including access to the internet, multi-site, multiuser capabilities, etc. Demo versions of these packages are available by downloading them or calling the manufacturers. (www.
audiologysoftware.com) Talk with several users of each program after you have gone through the demo programs and tutorials for each package. The Academy of Doctors of Audiology
Annual Convention or the ADA Listserve are both very helpful venues for finding out what other audiologists are using and
what they like about the programs they are using.
Common complaints from audiologists across these audiology
practice management programs included lack of responsiveness
to requests for features. It probably speaks to the unique nature of
each audiology practice. Several audiologists commented about
the inability to adjust the length of appointment times, ease with

which they can search for appointments already scheduled, sync
with contact management software and accounting programs,
and the potential to schedule conflicting appointments (the same
appointment in two different offices or even within the same
office). One frustrated audiologist commented, “When you search
a patient’s name and click on it, the summary should include the
patient’s next appointment.” So, the most common desire among
practitioners who own audiology practice management software
is to have a system that is flexible and can be modified to fit the
specific needs of the practice. Your practice needs are unique so
you need to spend time looking at each of these packages and
talk with owners of practices that are similar in size and purpose
to yours. Find out how if the software can be customized to meet
your needs, and what the fees for customization cost.
Portability of the schedule is also an issue. Many audiologists
practice at multiple sites or locations. Keeping a practitioner on
the move up to date with the latest schedule changes is challenging. None of the audiology practice management packages
surveyed provided real-time synchronization of multiple sites
to a mobile device. A search on the internet provided some
interesting options for patients and audiologists. AppointmentQuest.com markets an internal scheduling system that can be

AUDIOLOGY PRACTICES

■

FALL 2009

17

configured to allow your patients to book appointments with
you online. You can use it in a single location, or across multiple offices. You can have multiple users working in it at the
same time, scheduling appointments simultaneously all in
real-time.
The ability to schedule depends on many variables including:
• Physical resources such as exam room availability
• Equipment resources: such as real ear; middle ear,
ABR, etc.
• Staff resources: Professional, technical or support staff
• Appointment type: Patient visit vs. meeting
While conventional clinic scheduling programs fill time
slots, programs such as TimeTrade report that their scheduling program is activity based. So, if the appointment is for a
“Hearing Aid Fitting Verification Appointment,” the program
checks the availability of resources (audiologists, verification
equipment, rooms, etc.) associated with that activity to enable
the appointment to be scheduled more efficiently without
needing to find out which audiologist or room is required to
complete the activity.
They report that TimeTrade can be used internally by a scheduling desk or department receptionists, or opened up for selfservice scheduling by patients and referring physicians via the
internet or through an automated voice response system.
Before you purchase any package, always ask for a working
demo or a limited day trial version and commit to testing
it for many days in a dynamic and robust way. Just as with
many things in life, it is typically the small details(such as ease
of use) that are not obvious in the marketing descriptions of
these products.
While all of these scheduling challenges are bearing down
on the practitioner, this still does not address the needs of
the patient. Paul Worland, Ph.D. president of Press Garney,
wrote, “With the rise of consumer-directed health care and
the push for medical transparency, …medical providers need
to consider (their 2007 report) in order to meet growing consumer demands.” He went on to say, “Patients want providers
to offer easy appointment scheduling and short experiences
in the waiting room. …Quality patient care fails when the
patient’s needs are not met.”
We all know that when patients do not clearly articulate what
they want or need, it results in delays in diagnosis and treatment. If incoming patient calls are handled abruptly by a harried receptionist who is busy managing the phone, front desk,

18

AUDIOLOGY PRACTICES

■

FALL 2009

and claims processing, they may not get the focus and full
attention of the receptionist to triage their needs.
Most patients experience a traditional approach to scheduling. They phone a practice, are put on hold, directed to voicemail or talk with a receptionist who must then interpret what
the patient says they need into an appointment slot.
Online scheduling offers patients the option to be in charge
of their own time and to request the services they would like.
Many patients are busy during the day whether they are in
the workforce or retired and active, and would love to be able
to book appointments after conventional office hours. Online
scheduling offers that option. Another advantage of online
patient scheduling is that you can control the way that the
patient is introduced to your practice. Online scheduling can
provide downloadable history forms, tutorials, resources and
materials to prepare the patient for their visit to your office in
a consistent professional manner that still meets individual
needs and your criteria for best practices.
The program used by my optometrist is called www.
4patientcare.com. In addition to online scheduling, this program allows you to send email, voice or print appointment
reminders automatically and to confirm, and reschedule your
patients according to your practice scheduling rules. They
provide web scheduling, product pick up notification, patient
outreach and recall notices. It will also send out communications such as seminar announcements, movie announcements, and birthday or anniversary notes using voice, email,
web, and postal methods.
Looking for a receptionist who is available 24/7? Consider
Angela. http://www.angelspeech.com/ markets an automated
24/7 medical front desk receptionist and online appointment
scheduler. She can take phone calls from patients, engage in
natural language dialogs search and schedule appointments or
foreword their calls to the office emergency contact or voicemail. She also makes automated telephone reminder calls to
patients in their preferred language. While Angela has a good
professional voice, we would most likely need to incorporate
lessons for our hearing impaired patients in talking to Angela
or a very short decision tree to minimize the options for the
special needs of our patients.
Keeping up with the latest technologies in scheduling provides options to patients that can enhance the value and
experience of their relationship with your practice. Scheduling is the number one reason patients contact your practice:
to make or change an appointment. Audiologists are adapting
to technologies that improve access to their practices as well
as to the professional services and products they provide. ■

Questions to Ask When
Evaluating Practice
Management Programs

Appendix A
http://www.audiologysoftware.com/ and http://www.
hearingaidsoftware.com/
Office Management software:

1. How does the program handle
multiple clinic sites? Multiple
practitioners? Multiple exam rooms?
2. How does the program handle schedule
synchronization between the remote
site and home base?
3. Do you have to export and import the
schedule manually?
4. Does your program require internet
access to perform this function?

• Audiology Software & Office Management Software
• HearForm Office Management Software (http://www.
hearform8.com/)
• Practice Navigator—Siemens (http://www.siemenshearing.com/professional/)
• ProHear.net—Starkey (http://www.starkey.com/pages/
professional/profPartner04.html)
• Sycle.Net (http://www.sycle.net)
• TIMS—Online Claims Audiology (http://www.
timsforaudiology.com/)

5. Do you have multiple audiologists?

References

6. How easy is it to schedule
multiple practitioners with
your program?

Paul Worland, Ph.D , American Health Care report; www.
pressganey.com/outpatient-report.pdf.

7. Is block scheduling
offered? Color coding?
Scheduling by room
availability or
practitioner?
8. What are the report
features?
9. Is the recall section
editable? Database–
patient type editable?
10. Would you recommend
this program?
11. Initial start-up costs?
Monthly fees?

www.AppointmentQuest.com
http://www.4patientcare.com
http://www.angelspeech.com/

Dr. Veronica Heide has been in practice in Madison for over
25 years. Dr. Heide has worked in clinics, hospitals, and industry, and founded her private practice, Audible Difference, in
1991. In addition to her clinical practice, she was a research
audiologist for Nicolet Instrument Corporation with Project
Phoenix—the world’s first commercially available digital hearing aid. She is the author of numerous technical articles and
publications on hearing evaluation and topics in digital hearing
aid research. She was an instructor for the Wisconsin Pediatric
Fitting course and is an adjunct professor at Pennsylvania College of Optometry-Audiology. She serves as a board member of
the Audiology Foundation of America. She served two terms
on the Governor’s Council on Speech Language Pathology and
Audiology. She received the first “Audiologist of the Year” award
in 2000 from WSHA-P and the WSHA-P Outstanding Service
Award in 2004.
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& LONG-TERM
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The global financial crisis has
focused everyone’s attention
on the security of businesses,
while ADA has recently adopted
a position that the desired
mode of practice for audiologists is self employment. How
do these two factors interact?
At a superficial level, now is the worst time to be selfemployed. Credit is tight, and consumers are avoiding consumption, chasing the cheapest option, or denying needs.
Maybe we should all be going to the largest, most secure
employer. Beware! As a self-employed person, you have several strengths not available to the large chains:
• You don’t have to keep the shareholders happy with
dividends, so you CAN survive a short recession
• It is unlikely that you have a dynamic financing
arrangement requiring frequent renegotiation
• Staff wages and conditions can be renegotiated more
easily without large group resistance
• If the worst comes to worst, you are the last person
to be ousted.
This paper adds another compelling reason for audiologists
to be in independent practice in difficult economic times
(and isn’t that always?) As a small business you can adopt a
flexible service offering that builds a long-lasting relationship
with the client. (See “Why big business can’t compete on relationships.”)
The key component of business security is a solid relationship
with the individuals and groups that form your customer base.
This relationship means that YOUR customers continue to
seek your help despite the economic conditions—when they
become more careful with spending money, they are LESS
inclined to take a risk with other alternatives. In a dispensing
audiological practice this benefit is magnified because hearing aids are regarded as a risky purchase by non-users. (Over
22
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the last 40 years, hearing aids sales have been stuck at about
20% of the potential. In another article—The Hearing Journal
Oct 2008—I argue that this is due to poor service delivery by
our peers and competitors.)
If we can demonstrate that hearing aids purchased from us
actually work, we have access to the 80% of current nonusers. Surely that will preserve us through a tremendous economic storm.

From the first hair cell to the last—
A lasting relationship
First contact with a potential hearing aid client is somewhere
between the first notice of hearing difficulties in groups,
through to many years of frustration and failure with an
increasing, un-rehabilitated loss. Our typical model of hearing aid provision assumes the latter situation, and builds aural
rehabilitation into the price of the aids (although relatively
few dispensers actually provide effective rehabilitation.)
Then, at the other end of the scale, we eventually pass off our
severe/profound patients to the cochlear implant team. They
come back crying with gratitude that we have saved their lives
because now they can function again after 3-10 years of misery.
In both cases, our lack of flexibility has resulted in poor service
to clients and increased their difficulties. This is the antithesis
of what we entered the audiology profession to accomplish.
However, for the rest of this article I will only focus on the
business and financial reasons for adopting a relationship
model of service delivery, and a method of implementing it.

Three stages of hearing loss, so three
levels of treatment
At the earliest stage of hearing loss, a client (patient is a particularly inappropriate term here) perceives problems in specific situations but doesn’t feel they are ready for hearing aids
yet. They will resist (and don’t need) payment for unnecessary
aural rehabilitation, and distrust anyone who tries to force it
on them. They are ready for OTC type of hearing aids (hearing enhancer) that are not considered a financial investment.
When we see them, we should be able to “fix” their problems quickly, economically, and still create a relationship that
returns them to us when their problems worsen. I am not suggesting we embrace the internet model of “hearing aid” provision, but use it to develop a long-term customer. So it isn’t “fit
and forget”, but “fit and remember”. Every year we re-assess (for
a fee), recalibrate, and carry through to traditional hearing aid

care when appropriate. (Typically, gaining a new client costs a
major chain $400 – we are getting paid here to retain the client.) An alternative is the LACE package either instead of or
with the hearing enhancer. LACE is the Listening and Hearing Enhancement package. Although it is available through the
internet, it is better provided under the gaze of a rehabilitation
audiologist while some clients need more support at the start
than others. The main point for this article is that it provides an
appropriate solution for some of our clients.
The next stage is the traditional hearing aid client. We know
as an industry that we miss 80% of potential hearing impaired
individuals that need our help– but if we have already established a reputation for solving hearing problems efficiently,
we have an advantage in gaining these patients from the first
stage people and their friends. When our first stage people are
passed into the second stage, they cost less to process (they
have no history of auditory deprivation, so they d not necessarily need expensive rehabilitation, training etc). We know
that, but our competitors don’t, so if competitive pricing is an
issue, we know how low we can go.
Big business’ can’t compete on relationships. The economic
advantage big business has over independent practice is
mostly centered on their purchasing power. They can make a
better margin than us on hearing aid sales. This allows them
to pay better salaries to attract staff – but only when they have
a sales commission system to make the sales. We can fail to
close the sale while building a lasting relationship with the client. Remember that our typical early hearing loss client might
be 50 years old – good for a few hearing aid sales over time.
The large business also finds it hard to deliver continuity of
care. They lose staff as the pressure to make sales becomes
repugnant. Their focus on hearing aid work makes the job
boring for staff too.
Listen to the big business training seminars – every time they
mention closing the sale, or mining the database, or focus on the
bottom line, you know that your strengths are invisible to them.
At the third stage, our patient is expensive to maintain (financially and emotionally) and is receiving little benefit from
OUR hearing aids. But there are significant impediments to
improving their situation with a cochlear implant:

At the same time, the cochlear implant team suffers constraints:
• the surgeons can implant more devices than the
audiologists can map/rehabilitate
• the implant audiologists have to cope with a
traditional power hearing aid on the non CI ear.
A simple solution is for us to learn about a single implant
technology so we can provide mapping etc, and continue on
with the hearing aid on the other ear. The business benefit in
this approach is that we can transfer this client to a different
pricing model (possibly with funding supplemented by third
party payers who recognise cochlear implants as different and
expensive.)

Make the dream come true
ADA has chosen to take independent audiological practice
from nowhere to about 75% of the offering. Clients have
chosen to refuse poor quality service most of the time (80%
non-use).
The math is compelling! Quality supports the relationship.
I believe that to maintain a relationship, delivery of quality
services is necessary. This quality must be measured, so that it
is reliably delivered.
We (audiologists in independent practice) have the opportunity to turn internet hearing aid provision into a strength—
for us—and to improve hearing care for the population. All
we need to do is grasp the opportunities we have, perform
to our best, invest a little time in having our representative
bodies help it all come true, and develop relationships with
our market. ■

Neil Clutterbuck is in private practice in Australia, and also a
part creator of the EARtrak Continuous Quality Improvement
system for dispensers. In the time left he enjoys biking, singing,
travelling and telling jokes, but he has lately been cleaning up
after the serious Australian bushfires of 2009 - he thinks saving
the house but losing the garden was a win/win situation.

• they don’t want to leave our care and a long-term
relationship,
• we don’t to want them leave because of our feelings
for them, and
• maybe we fear losing them for economic reasons.
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DI AGNOSIS & T REAT MENT

BY RYAN SCOTT BAKER, Au.D.
Today’s hearing instruments are truly remarkable.
Fully automatic directional microphones and noise reduction, “easy”
t-coils, lightning quick processing time, extended bandwidth and the
ability to learn user preferences are just a few of the features that have made
today’s devices more user friendly and more widely accepted than ever before.
With all of that processing power packed in to one tiny instrument and all of the
marketing power of the industry it’s reasonable to think that they should solve the
most difﬁcult situations faced by those with hearing impairments. So why, despite
all of these technological advancements and bold claims, do we still see patients
who are unsatisﬁed with the performance and beneﬁt that they are receiving
from their hearing aids?
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As a skillful and diligent audiologist
(evidenced by your reading of this publication) you took
the time to select an appropriate instrument, veriﬁed the
device was ﬁt properly, explained the adaptation period
and counseled the patient on realistic expectations. What
more can be done to ensure you are meeting their needs?
As dispensing audiologists, patients seek our help to alleviate communication difficulties and lifestyle alterations caused
by their hearing impairment. For a successful outcome, it
is important that we understand the situations the patient is
interested in correcting in order to make appropriate recommendations and set realistic expectations. Taking inventory of
these needs in a face to face interview is a helpful exercise to
ensure a comprehensive solution is achieved. Identifying areas
in which hearing aids may not be sufficient prepares the patient
for the possibility that additional tools may be needed to complete the rehabilitation process and offers opportunities for
aural rehab counseling. What follows are tools to better predict
and assess the needs of your patients and solutions to bridge
the gap between hearing aids and common communication
obstacles.

Home Setting
Ask your patient about their difficulties hearing at home.
Since this is where our adult patients spend a lot of time, it
is worthwhile to find out when and why the communication
breakdowns occur. You may hear stories that Lylah always
talks from 3 rooms away or that she speaks while the TV is
on making it impossible to understand either. You may also
hear that hosting cocktail parties and family gatherings are
nearly impossible for the patient. Of course you would want
to counsel the spouse and children on their responsibilities,
but also dig deeper and ask about specifics about where the
most trouble occurs.
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Many newer homes have living rooms with high ceilings,
hard floors and open living spaces making them acoustic
nightmares. If your patient is under the impression their new
digital hearing aids will clean up these poor acoustic signals
and restore crystal clear hearing, they may be disappointed.
Counseling the patient on the need to address the acoustics and also offering recommendations for assistive devices
such as wireless FM can help avoid disappointment in their
hearing aid performance. In the event that your patient lives
alone, communication may not be as critical but safety should
be considered.

Safety Alarms/Doorbells
Ask if the patient ever misses the doorbell or has trouble
hearing the smoke detector or their alarm clock. There are
times when the hearing aids are not being used yet important information is being transmitted. We should make our
patient aware of high output alarms or visual alerts that can
be coupled to doorbells, smoke detectors, and alarm clocks.
Suggesting the use of a baby monitor equipped with vibrotactile alerts can provide additional security at times when
the hearing aids are not in use.

TV
Many solutions exist to minimize the effects of distance and
reverberation when watching television. Most recently, the
advent of Bluetooth streaming devices have offered TV viewers the ability to receive wireless, ear level transmissions of

their TV programs amplified according to their audiometric
configuration. The hearing aid can still be used to hear others
in the room creating a more interactive television watching
experience. In most cases, the level of the Bluetooth output
can be adjusted independent of the room volume of the TV.
Wireless headphones with FM or infrared technology can
also be recommended. One should consider how much direct
sunlight is in the TV room as infrared can be disrupted by
bright light. If the patient likes the idea of mobility while listening to programming, FM may be the best option as it does
not require direct line-of-site transmission like infrared does.
Keep in mind that these options leave the user little or no ability to hear others in the room and makes for a more isolated
listening experience.

Telephone
Staying connected to love ones is of
paramount importance to a majority of our patients. Being able
to communicate with friends,
siblings, children, grandchildren, and great-grand
children is often the most
enriching experience of
our patients’ day. Annoying
feedback, weak volume, and
confusing operating instructions can significantly impair
one’s ability to perform this essential function. Often audiologist may not
consider blue tooth technology for an elderly patient, when
in fact, they may be the most ideal candidate because of
ambulatory issues. Hearing the phone ring and being able to
safely answer it in time are also factors to consider with telephone usage.
Bluetooth technology now allows a user to hear the phone
ring in their hearing aids, answer the call without having to
stand or walk to find the phone, and hear the conversation
in both ears. This can be used with cell phones and home
phones. The Bluetooth telephone option is offered by several
manufacturers as an accessory in their high level instruments.
It requires a neck worn device to receive the Bluetooth signal
which then transduces it into a less power hungry signal that
the hearing aid will receive. An independent manufacturer
also makes a Bluetooth receiver that delivers the cell phone
signal to t-coil equipped hearing aid using monaural or binaural silhouette earpieces. Cell phones can also be heard

binaurally in t-coil equipped hearing aids using an amplified
neck loop with direct auditory input or with a hands-free
device that delivers sound to the hearing aid using silhouette
or HATIS earpieces. Some users report that neck loops are
prone to electromagnetic interference and produce a lower
than desired output level and that the silhouette earpieces can
be a bit cumbersome. Despite these factors, these ALDs allow
hands-free access and improve speech comprehension while
maintaining privacy.
Coupling the phone with T-coil has the added benefit of reducing feedback and minimizing room noise. Automatic t-coils
have made it less cumbersome to activate the phone setting in
the hearing instrument but in my experience many users still
find it difficult to get consistent results. Also, those with poor
WRS may not comprehend speech well enough for monaural
use of the phone. Amplified phones with the option
for speaker phone can provide binaural cues but
limit privacy. Florida Telecommunication Relay, Inc. offers free amplified
phones to Florida residents with
hearing impairments and many
other states have similar programs. Taking into account
one’s word recognition abilities and success in the using
the cellular and home phone
without amplification should
provide pertinent information
when considering telephone ALDs.

Travel
Whether by car, RV or airplane traveling presents challenges
that can often be addressed with ALDs. Travelers to Great
Britain and Europe (and even some American cities) are
discovering that many locations are “looped” for sound. For
example, airports can deliver announcements through magnetic induction loops that limit the effects of reverberation
and distance common in most terminals. Taxi cab drivers can
be heard in the backseat of their cabs by simply turning on
the hearing aid’s t-coil in cabs equipped with induction loop
technology. Even store clerks are using microphones so their
voices can be broadcast on a loop system so patrons can hear
them clearly. Imagine their disappointment if they found out
that they cannot take advantage of this technology because
their audiologist recommend a hearing aid with a t-coil.
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Those traveling by RV may need the ability to hear their
spouse over the road noise and from distances that make
audition more difficult. For these users consider looping the
RV, using remote microphone FM technology, or adapting a
Bluetooth streaming device to broadcast a microphone signal
within the RV.

Worship
Worship centers have also addressed many of their acoustic
shortcomings with induction loops. Asking your patient about
their worship experience may help when recommending ALDs or deciding whether to include
a t-coil in the hearing aid. It may also present business opportunities through
consultation and sales of ALDs to
alleviate the poor acoustics common in many worship centers.
Other common solutions
include FM transmitters with
multiple receivers (including
induction neck loops) and
personal amplifiers. Counseling is always helpful. You may
be surprised by how many of
your patients sit in the back row and
complain they cannot hear well!

Music
Considering the importance of music in the life of your patient
can also provide valuable information when recommending
ALDs and features to be included in the HA selection. Bluetooth streaming devices offer DAI that can directly connect
a portable MP3 player or other audio devices to the hearing
instrument. Depending on the manufacturer the music can
be delivered in mono or stereo. Keep in mind that in open-fit
devices there is a lack of bass so the quality of the music may
not be as good as an occluded fit. Many of the same devices
recommended for TV can be also used to broadcast music.
When selecting a hearing instrument for the audiophile, find
one with a devoted music program or at least make sure you
can disable the noise reduction and feedback manager for a
music listening program.
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Conclusion
As audiologists, we hold the key to a better quality of life for
millions of individuals with hearing impairment. Using amplification devices and effective counseling we can remove many
of the obstacles that hearing loss presents. While hearing aids
are often the most effective way to mitigate the difficulties
presented with hearing loss there are many instances where
HAs are simply not enough. Planning ahead for these considerations will result in more satisfied patients, fewer returns,
and most importantly better quality of life for your patients.
How we determine what to prescribe and how to focus our
limited counseling time is critical to a successful outcome. By assessing lifestyle and
communication needs at the initial
appointment we can better target
the areas that need special consideration and position ourselves for better outcomes by
considering each individuals
needs and communication
environments before making
recommendations. ■

Ryan Baker, Au.D., is a clinical assistant professor with the University of Florida who has experience
with adult and pediatric populations in a variety of settings.
Areas of focus include diagnostic audiometry, adult amplification, auditory electrophysiology, hearing conservation
programs, aural rehabilitation, and assistive listening technologies. He is a member of the Academy of Doctors of Audiology (ADA), American Speech-Language Hearing Association (ASHA), Florida Academy of Audiology (FLAA), and is
a fellow of the American Academy of Audiology (AAA).
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DI AGNOSIS & T REAT MENT
BY LYNN SIROW, Ph.D.
Picutre this scenario: You have been diagnosed with liver cancer, and you are consulting an oncologist about chemotherapy.
The oncologist tells you, “We are going to use Erythromycin.”
“But doctor,” you protest, “are you sure that is the right drug for
treating liver cancer?”
“Erythromycin is a good drug, and all drugs are pretty much
the same,” says the oncologist, “so we deal with only a couple of
drug companies. Besides, all cancers are pretty much the same,
so you can treat them all the same way.” In addition,” he says,
“we got a great-two-for-one deal on Erythromycin this month,
so we can offer it to you at a good price.”
You are somewhat skeptical, but you try the treatment and
return one month later.
“Well, how are you?” asks the doctor.
“Maybe a little better” you say.
“Great,” he says, “you are cured!”
“But don’t you want to get any test results?” you ask.
“No,” says the doctor, “if you feel better, then we know this was
the right drug for you.”
Although you may cringe at this scenario, this is the exact scenario followed by many professionals who dispense amplification. They deal with a limited number of manufacturers because
they believe most hearing aids are “pretty much the same,” and
that “one or two sizes fit all.” Their rationales for fitting are
based on criteria other than providing maximum benefit for the
patient, and their means of measuring success are based on dismissing the patient quickly.

Audiogram—Speech Discrimination
Discrepancies
Most audiologists can attest to the fact that not all hearing losses
are the same; in fact, the scenario of two patients with the same
audiogram not benefitting from the same hearing aid is quite
common. Schuknecht and Gacek (1993)1 noted that individuals
having presbycusis with two different sites of lesion could have

the same audiogram while having different speech discrimination scores. Gaeth (1948)2 first noted the discrepancy between
pure tones and speech discrimination, and termed it “phonemic regression”. So, it is evident that audiograms do not fully
describe the reasons for impaired speech discrimination ability.
James Jerger (2005)3 suggested “in speech discrimination, there
is a central processing factor that cannot easily be explained by
the audibility factor.” Vishaka Rawool (2006)4 also noted: “speech
understanding is not always completely reliant on audition. Temporal processing makes a difference in how people hear.”

Temporal Processing—
Differentiating Factor?
What is temporal processing? It generally refers to the way the
neural system processes timing elements in speech (e.g., duration of phonemes, silent intervals, intensity changes over time).
The cadence with which phonemes flow into one another and
become words is termed the “envelope” or rhythm of speech,
and the quick changes between consonants are termed “fine
structure changes.” According to noted linguist Stuart Rosen
(1992)5, all information in speech has components of timing or
temporal information.
It is well know that the speed of auditory transmission slows
as we age. Why has audiology ignored this important aspect of
speech discrimination in the rehabilitation of hearing? Why
have we not examined hearing aids in relation to their ability to
help or hinder temporal processing, thereby helping or hurting
speech discrimination?
To consider temporal processing, it must first be measured for
each patient. The best way to measure temporal processing is
with late evoked potentials; however, most private practitioners
find the cost of the equipment and the time needed to accomplish the testing prohibitive. Tests to accomplish behavioral
measurement of temporal processing have been included in the
auditory processing test battery for some time. However, they
have rarely been used with adults for hearing aid evaluation;
they have been limited to Central Auditory Processing batteries.
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To measure the ability to judge durational cues, the Duration
Pattern Sequence Test (Musiek et al., 1990) takes about five
to seven minutes to deliver. To judge gap detection (the silent
period durations), the Gaps in Noise Test (Musiek, 2005) is
also short and easily delivered. The Random Gap Detection
Test (Keith, 2000) measures gap fusion. An important part of
temporal processing is relative intensity judgment. Unfortunately, no test of relative intensity exists at present.

Hearing Aids and Temporal Processing
Once these measures have been established, the effect of
different hearing aid characteristics on temporal processing must be considered. Most of the audiological literature
is in agreement that distorting the envelope cues will impair
speech discrimination for the individual who has difficulty
with temporal processing (Kuk, 1998)6. Shortened attack and
release times tend to reduce the differences between loud
inputs and soft inputs, homogenizing the relative intensities
between various phonemes and phoneme transitions. Theoretically, the cue of relative intensity will be diminished for
those with temporal processing difficulties who must rely
upon it.
Do individuals with poor temporal processing discriminate
speech better with slow attack-slow release compression
hearing aids? Do individuals with good temporal processing ability discrimination speech better with fast attack-fast
release compression hearing aids? These questions must be
considered.
Fifty-seven subjects from 47-94 years of age were randomly
chosen from over 200 individuals tested. While not strictly
matched, all subjects had mild to moderate flat or mildly
sloping sensorineural losses, dropping to a moderately severe
to severe loss in the high frequencies. Subjects were given
the Random Gap Detection Test. More recently, 15 subjects
were given the Gaps in Noise test to establish the presence or
absence of temporal processing problems. Six subjects were
tested with the Duration Pattern Sequence Test. Each subject
was then tested at 50 dBHL in quiet and in the presence of
background babble (S/N ratio= +10) on the Northwestern
University #6 test. Each subject was tested wearing fast acting
compression aids (attack time <10 msecs., release time <150
msecs.) aid, and slow acting compression aids (attack time
>10 msecs., release time >150 msecs.). Five subjects were also
tested with an additional third alternative: a fast acting compression instrument that is placed 4 mm. from the tympanic
membrane.
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Figure 1: Random Gap Detection Test results in relation to attack and
release times in best performance hearing aids.

Figure 2: Gaps in Noise test in relation to best performance on slow
vs. fast acting Compression hearing aids. (Ath scores represent gap
detection thresholds, with passing at 8 or below).

Figure 1 illustrates the relationship between Random Gap
Detection test results and hearing aids with varied attack and
release times. Those individuals who failed the Random Gap
Detection test performed better with slow attack and release
hearing aids; those who passed performed better with fast
acting compression instruments.
Figure 2 illustrates the relationship between the Gaps in
Noise (GIN) test results and hearing aids with varied attack
and release times. Almost all of the subjects tested failed the
GIN test (with “Ath” scores of 8 or poorer); its comparisons to
hearing aids were not as useful. However, the small number of
subjects tested may have influenced the results; further data
need to be collected.

Conclusion
How can we benefit from the relationship between temporal processing and attack and release times in hearing aids?
Armed with our temporal test results, we can more accurately choose hearing aids that will deliver maximum speech
discrimination benefit to the patient. We can more efficiently
find the correct hearing aids for the patient, without having to
test every aid available!

Figure 3: Duration Pattern Sequence Test in relation to best performance on slow vs. fast acting compression hearing aids.

Figure 3 illustrates the relationship between the Duration Pattern Sequence test and hearing aids with varied attack and
release times. The individuals with the highest scores were
those who obtained the highest scores on speech discrimination with fast acting compression instruments. Again, the
small number of data collected may influence the results.
An alternative to slow and fast acting compression instruments is a new aid that is designed to be worn 4 mm from
the tympanic membrane. Although the aid processes with fast
acting compression, its proximity to the tympanic membrane
minimizes any distortion. Data with five test subjects (Figure
4) reveal scores at least equal to those from conventional aids.

Attack and release times are only one component of hearing aid performance. If we can recognize the relationships
between other aspects of temporal and central auditory processing and other components of hearing aids (e.g., noise suppression, expansion, kneepoint position), our accuracy and
efficiency can improve even further.
It is our obligation to provide our patients with the best treatment available for their individual problems. James Jerger
stated this fact more directly: “If we cannot take the time to
insure reasonable accountability for what we do, then we are
not the professionals we purport to be…” ■
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DI AGNOSIS & T REAT MENT

CASE BY

CASE
BY FIRST NAME LAST NAME
IMAGES BY LAST NAME
SUBMITTED BY NANCY SHAW HART, Au.D.

This won’t be the most exotic or exciting case study you’ll ever read,
but it does illustrate how, as Audiologists, we can help people in
more ways than expected and simultaneously grow our practices.

Setting
Just a few weeks after taking delivery of my fandango new VNG
equipment, I found myself hungering for all the unusual and
exotic cases out there, just ready for my laser-like diagnostic abilities. Reality, however, brought me mostly BPPV, an occasional
labyrinthitis and a handful of normal VNGs. Many of the normal VNGs were people whose BPPV had spontaneously resolved
or who probably had non-vestibular events contributing to their
overall “dizziness”. But what to do w/ these so-called normals?
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I found my answer with a lovely gentleman who was referred to
me by an ENT. The ENT has a bare bones satellite office in my
area, but normally provides ENGs at his main office 20 miles
away. This particular patient could not travel the 20 miles hence
it was my good fortune to work with him.

Symptoms
My normal patient was 94 years old with a history of episodes
of imbalance, including falls backwards resulting in leg muscle
stiffness/weakness resolving in a day, 2 orthopedic evaluations

of left knee, several physical therapy sessions that did not provide relief, hearing loss, several unsuccessful attempts at hearing
aid use and well controlled diabetes/hypertension. And our 94
year old gentleman lives alone and it’s February and it’s icy.

Results
VNG results were as follows:
• Vertebral Artery Screening—negative
• Gans SOP Test - positive for fall on dynamic surface w/
eyes open and closed, negative in all other conditions
• AIB Computerized Dynamic Visual Acuity Test—
negative in all head movement conditions (baseline,
vertical and horizontal planes)
• Oculo-motor – pendular pursuit and saccades were
poorly performed
• OKN was normal in all conditions.
• Gaze, High Frequency Headshake, Positionals
were all WNL.
• Hallpike negative for BPPV.
• Calorics yielded a 7% non-clinically significant
unilateral weakness no directional preponderance
of any significance and fixation index was WNL.

Report and Recommendations:
My report to the referring ENT included the following recommendations:

The ENT scheduled the Neurology consult appointment for
our patient and faxed him my report and recommendations. A
few days later I find myself fielding a call from the Neurologist. Imagine my surprise! My doors have been open exactly 2
months, and now I’ve got a Neurologist holding, ...waiting to
talk to…ME…YIKES!…What did I do? What’s this about?
Well, little did I know that our patient actually did fall just several days after his VNG. He went out to check the mail and
slipped on an icy patch in his driveway, breaking his ankle.
From the Neurologist’s standpoint it appeared that I had a crystal ball and had actually “called” this event before it happened.
He praised my “distinctly non-ENT approach” to the testing and
recommendations.

Reflection
This got me to thinking. Did I have a crystal ball? Was I able to
predict this patient’s fall? Naturally, none of us can predict with
100% certainty any future occurrence, but I did realize that my
training and experience has given me a knowledge base from
which I can make fairly reliable predictions about a person’s fall
likelihood. Also, this information has the ability to make substantial quality of life improvements in many people’s lives. In a
time when healthcare reform is the buzzword, isn’t it a wonderful thing to be part of prevention in addition to treatment?
Luckily, the Neurologist in this case study felt the same way. In
the past 18 months he has literally pumped my practice with
all sorts of patients, many of them just the unusual and exotic
cases that I hungered for in the beginning (Psychiatric, MS,
SCD, TBI).

1. Fall pattern of Gans SOP test consistent with a centrally
mediated disequilibrium.
2. Symmetrical caloric responses, absence of oscillopsia and
absence of spontaneous or provocable nystagmus support
a non-labyrinthine origin.
3. A Neurological evaluation was recommended.
4. Lab work to rule out metabolic/electrolyte imbalance
re: muscle spasm may be considered.
5. A Physical Therapy consult for assistive device evaluation,
fall prevention/recovery strategies and home evaluation
for fall risks was strongly recommended.

Lesson Learned
So from an unexpected source I learned some valuable lessons:
look beyond the ear; make clear, direct recommendations in
a collegial manner that help all involved healthcare providers
move our mutual patients forward in prevention and treatment,
and be open to the idea that a normal VNG may be the best kind
of patient to walk through the door! ■
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PROFESSIONAL ISSUES

IN MY OPINION
We want to know what you think. If you have a suggestion for an “In My Opinion” topic idea or
an opinion to share, please contact Nancy Gilliom, Ph.D. at gilliomaudiology@comcast.net.

Audiology Assistants
and Hearing Aid
Specialists

However, they should be trained to make ear
mold impressions, do basic hearing aid adjustments, replace battery doors, clean hearing aids,
replace ear hooks and tubing, and many other
daily functions that audiologists are carrying
out in their office. They will function very close
in analogy to a nurse practitioner or physician’s
assistant to a medical doctor.

BY JOHN BALKO, Au.D.

These students will be well trained in hearing
aids when they graduate from the academic
course for audiology assistants and hearing aid
specialists. Many of these students will be immediately able to take the state license test to fit
hearing aids, and they should pass those exams
quite easily with their academic training. Then,
they will be able to complete an apprenticeship
with the practicing audiologist or hearing aid
dispenser that they are working with to get their
state license. This academic program is designed
to ensure that professional conduct is maintained and improved. This is not a home study
course; it is an intense academic course with
college credits. This structured academic program will train people to dispense hearing aids
in a competent professional manor. I personally
feel that this audiometric assistant / hearing aid
specialist concept should be embraced by the
audiology profession and further evaluated, then
this program will become the gold standard of
training audiometric assistants and hearing aid
specialists.

Having used audiology assistants and hearing aid
technicians in all areas of my private practice for
the past 30 years, I strongly feel that they are a benefit to our profession. In the past, I have personally
trained these individuals to utilize in my offices.
They shadowed me for approximately six months
while I saw patients, did histories, tested, fit hearing aids, worked on ear molds, and took care of
patients problems. Basically, I trained them in all
areas of audiology. Today, I spend the majority of
my time managing my large multi-state practice so
that I no longer have time to train technicians that
I desperately need. Now, if you combine this with
the fact that it takes longer to train professional
audiologists today and there are less of them available today for the amount of job openings that we
have, it just makes good business and professional
sense to standardize the training of technicians to
help practicing audiologists become more efficient
and productive.
These audiology technicians should be trained
to complete basic tests including air-bone speech
discrimination, tympanometry, and OAE’s.
Obviously, they are not going to be trained to
interpret the results. That is the audiologists’ job.
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This will change the future of our profession for
the better. This is similar as to when seven audiologists took on ASHA and changed the way
hearing aids could be dispensed by audiologists

for a profit, which we all know, was a major milestone for the
profession of audiology. Being one of those seven pioneers, I
realize how difficult it is for our profession to make a radical
change like this in thinking. I think that we should all be cognizant of the fact that if we cannot service the emerging population in hearing healthcare, someone else will do it for us.
Utilizing audiology assistants is the only way that I see that we
can increase our service to the hearing impaired community.
As doctors of audiology and dispensers of hearing aids, we
need to develop our own audiology assistants so that we are
better able to manage our patients. I can see this program
expanding to allow a technical support staff to assist in ENG’s
and other tests that we are currently carrying out.

 If you are interested in sharing your thoughts
and ideas on this topic, please sign up for
ADAConnect, ADA’s interactive Listserve,
which facilitates an open dialogue among
members and meaningful peer-to-peer
knowledge transfer. Visit www.audiologist.org
to join ADAConnect today!

I have always felt that being proactive in our profession while
being innovative helps the profession of audiology to attain
its deserved doctoral level status. ■

Dr. John Balko received his bachelor of science degree from
Clarion State College, and a Master of Arts Degree in Audiology
from Kent State University. He received his Doctorate degree
from the Arizone School of Health Sciences Kirksville School
of Osteopathic Medicine. His participation in Post Graduate
Education has given him national recognition for continuing
education. He has served as president of the Society of Medical
Audiology and a past president of the National Hearing Conservation Association. Dr. Balko was one of the seven founding
members of the Academy of Dispensing Audiologists. He currently operates the largest Audiology private practice in Western Pennsylvania with threen clinical office locations. He has
lectured locally and nationally and has authored publications
in several national journals and has also written chapters in
text books for higher education in audiology. Dr. Balko is also
the President/CEO of Senior Healthcare Associates which serves
residential care patients in six states in the professional areas of
Cerumen Management, Audiology, Podiatry, Optometry, Fall
Risk Assessment, Therapeutic Diabetic Shoes, and Dentistry.

Wiki Good
ADA’s Wiki provides ADA
members and constituents with
an opportunity for collaborative
contributions that advance the
audiology profession. A Wiki is
a web page, designed to enable
anyone who accesses it to
contribute or modify content
in a shared environment.
The freshly launched ADA
Wiki is intended to
serve as a platform for
ideas and a place where
the tools of the trade of the
independent practitioner
can be continually refined
through broad-based peer review.

Visit wiki.audiologist.org today!
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T HE SOURCE

THE WHEEL
FORMS FORUM
There is no need to reinvent the wheel every time
you need a new form in your office. Audiology
Practices will include an example of a form,
template or checklist that you can implement
into your practice; the form will be available on
our website as well as on the following page
so you may cut/copy/scan for use in your office.
The Wheel is an opportunity for you to share your forms with
your ADA colleagues. Our members are in all phases of their
careers, so virtually any form may be of use to some of our members. Please submit forms to
the Audiology Practices Editor to help keep our wheels turning. If you have any needs or ideas
that you would like to see provided in this section, please email the Editor at gilliomaudiology@
comcast.net.

Take the Direct Route to
Direct Access
H.R. 3024, was introduced in the 111th Congress
in July of this year, and if passed, will amend
title XVIII of the Social Security Act to provide
Medicare beneficiaries greater choice. H.R. 3024,
the Medicare Hearing Health Care Enhancement Act of 2009 will provide for direct access to
qualified audiologists for Medicare beneficiaries,
without any requirement that the beneficiary be
under the care of (or referred by) a physician or
other health care practitioner, or that such services are provided under the supervision of a
physician or other health care practitioner. This
would also allow for coverage of audiology services under Medicare part B (Supplementary
Medical Insurance).
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H.R. 3024 is gaining momentum as more legislators have recently signed on in support of the bill.
At the ADA 2009 Annual Convention, Dr. Susan
Parr, the chair of ADA’s Advocacy Committee,
prepared a customized form letter for attendees.
More than 120 of our members signed this letter,
which was sent to legislators around the country.
Visit our website, www.audiologist.org, and click
on the Home banner for advocacy or the left
column tool box under government links. The
names, emails and addresses of your congressman and senators are easily found by the click of
your state on the map.
Contact your state and federal legislators. Take the
time and let your voice be heard! To accompany
the letter, please find some key talking points to
present to your legislator on the next page. ■

T HE SOURCE

CPT Coding for 2010
BY KIM CAVITT, Au.D.

As this issue of Audiology Practices goes to press,
the American Medical Association (AMA), creator of the Current Procedural Coding System
(CPT) and the Resource-Based Relative Value
Scale (RBRVS), and the Centers for Medicare
and Medicaid Services (CMS) are releasing their
final CPT codes, Relative Value Units (RVUs),
their associated fee schedules, and the conversion factor for 2010. The Department of Health
and Human Services (HHS) publishes this information annually in the Federal Register on the
first Monday in November. These new CPT codes
go into effect on January 1, 2010. As a result of
HIPAA, all third-party payers are required to
begin using these new codes on this date.
Audiology should expect significant changes
in CPT coding for 2010. CMS will begin “bundling” immittance test procedures and certain
vestibular tests under independent, singular
codes if these procedures are performed together
on a single date of service. For example, 92569
(Acoustic reflex testing; decay) will be eliminated as an independent CPT code. When 92567
(tympanometry), 92568 (acoustic reflex testing;
threshold) and 92569 (Acoustic reflex testing;
decay) are performed together, they will need to
be billed under the new 92570 code (The description is “Acoustic immittance testing, includes
tympanometry (impedance testing), acoustic
reflex threshold testing, and acoustic reflex decay
testing. Do not report 92570 in conjunction with
92567, 92568”). When 92567 and 92568 only are
performed together, they will need to be billed
out under the new CPT code 92550 (The description is “Tympanometry and reflex threshold
measurements. Do not report 92550 in conjunction with 92567, 92568”). Both 92567 and 92568
can still be billed independently if they are performed independently.
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The same will also hold true for vestibular testing. When 92541 (Spontaneous nystagmus test,
including gaze and fixation nystagmus, with
recording), 92542 (Positional nystagmus test,
minimum of 4 positions, with recording), 92544
(Optokinetic nystagmus test, bidirectional,
fovela, or peripheral stimulation, with recording), and 92545 (Oscillating tracking test, with
recording) are performed together on the same
date of service, they will need to be billed out
under the new 92540 code (The description is
“Basic vestibular evaluation, includes spontaneous nystagmus test with eccentric gaze fixation
nystagmus, with recording, positional nystagmus
test, minimum of 4 positions, with recording,
optokinetic nystagmus test, bidirectional foveal
and peripheral stimulation, with recording, and
oscillating tracking test, with recording. Do not
report 92540 in conjunction with 92541, 92542,
93544, or 92545”). Please note that 92543 was not
included in this bundle and still should be billed
separately with 4 or 6 (if ice water is performed)
units (in most typical test situations). It is also
important to again note that 92547 (Use of vertical electrodes) is only appropriate to use when
performing Electronystagmography (ENG) testing, not Videonystagmography (VNG) testing.
As a result of these changes, it is imperative for
every audiology practice to purchase a new CPT
manual for 2010. These books can be purchased
from Medical Arts Press (www.medicalartspress.com), the American Medical Association
bookstore (catalog.ama-assn.org/Catalog/;jses
sionid=QGE52NM52OB4FLA0MRPVX5Q?_
requestid=255372) or Ingenix (www.shopingenix.com). The CPT manual costs approximately
$50-80 per manual.

The ICD9-CM coding changes for 2010 were already released
as they went into effect October 1, 2009. There were no significant coding changes in ear and/or hearing related coding for
2010. But, if you do not have a manual that was printed in 2007
or later, your practice does not have access to the required ear
and hearing related codes. The same vendors who supply CPT
coding materials can also supply ICD9 coding materials. An
ICD9 manual costs approximately $55 to $100. It is important
to keep abreast of all ICD9 coding changes as you may need
to utilize some of these other codes if a diagnosis outside our
scope of practice is documented by the ordering or referring
physician as the reason for referral.
As we went to press, there were no significant HCPCS coding
changes on the horizon for audiology for 2010. Again, it is
important to keep abreast of these coding changes and have a
2007 or newer copy of this manual in your office. A HCPCS
manual costs approximately $65 to $100.
Finally, it is extremely important to update your Medicare
fee schedules by January 1, 2010. You can locate these fee
schedules through your Medicare Area Contractor (MAC),

the private insurer who administers and pays the Medicare
claims in your area. If you do not know who your MAC is,
you can locate that, as well as Local Coverage Determinations
for your area, at http://www.cms.hhs.gov/DeterminationProcess/04_LCDs.asp#TopOfPage. Local Coverage Determinations are guidelines and regulations created by the MAC
that guide reimbursement in areas where Medicare is silent.
CMS has proposed a 10-20% reduction in reimbursement for
2010. The Medicare Conversion Factor (which is multiplied
by the RVU and your geographic adjustment to create your
fee) is also proposed to decrease from its current $36.0666 to
$28.3208. Congress though could get involved at the eleventh
hour, as they have in recent years, and lessen the financial
blow on the healthcare industry.
As a result of all of these coding changes, it is vital that every
audiology practice update their fee bills/encounter forms and
fee schedules to reflect these changes. ADA will have their
updated coding information and sample fee schedule available at the end of the year as well as specific coding updates
and guidance in their ADA Blasts. Please stay tuned! ■

IDEAS SO BIG
November 4-6, 2010 c Marriott Rivercenter c San Antonio, Texas
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PANDORA’S BOX

YOUR STORY
Peer-to-peer exchanges provide exceptional opportunities for knowledge transfer but more
importantly for the discovery or rediscovery of camaraderie and common purpose within our
profession. For this reason, ADA is pleased to facilitate the sharing of member experiences
through “Your Story.”

Darrell Micken:
Heeding the Nudge
AP: Thank you for agreeing to be interviewed for
Audiology Practices. You have been an unwavering supporter of our profession in terms of your
dedication and service on various professional
boards, your work in your own community, and
your perseverance in setting up worldwide hearing centers with support from Rotary International. Tell me, what keeps you motivated to be
such an active participant in the profession of
audiology?
DM: I have had a lot of “nudges” in my life. You
know, when you get off course by whatever circumstance, but you actually end up exactly where
you are supposed to be…as for me, I ended up in
a profession that I dearly love.
AP: I understand the nudges and bumps started
when you came into this world on your birthday.
DM: I was the second twin…breech baby (that
ought to tell you something about my view of
the world) and in between my brother and I,
an earthquake hit…the doc left thinking there
was not a second baby…and the nurse ended up
delivering me.
AP: So you started out a little backwards…Tell us a
little more about your course…about your nudges.
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DM: I entered audiology really from a circuitous series of misfortunes. After flunking out of
college, I was in Army communications. I later
returned to college to give it another try and
earned a BA in oral and written communication
and got a teaching certificate. I had not intended
to use it. It was an insurance policy, so to speak.
I knew I could always get a job if I needed one.
After that, I had a scholarship for a graduate position, but some clerical error resulting in missing
paperwork blew my scholarship. So I cashed in
on the insurance policy and ended up teaching
English for five years at the rural high school. I
truly enjoyed teaching, but I still wanted to go
to graduate school. Next, I had plans to work
with a professor in Business Communications in
Boulder, CO. When I got there, he was no longer
there, and there wasn’t a program for Business
Communications. So nudged again, I returned
to the University of Montana, to see what I could
study, and I found Communication Disorders.
In 1969, I received a master’s degree in Speech
Language Pathology and in Audiology. Following graduation, I was offered a clinical supervisor

position on the U of M campus. I worked for the university
for five years.
AP: Your early career years included a lot of teaching. Do you
miss that?
DM: Yes, but learned along the way, teaching is what we
do every day in the profession of audiology. I enjoy helping
people…the entire process of screening, diagnosis, fitting and
rehabilitation. Audiology provided me with a means of applying what I know and seeing the results.
AP: You do have a passion for helping people…and helping
the profession. Tell our readers why that is so important to you.
DM: When I first started working with children, all of a sudden the child would get quiet and have a look of utter awe…
still gives me goose bumps as I tell you this…the instant
awareness of sound in their life…hearing a wind-up toy then
a broad grin spreads across the faces of all those present.
Those privileged experiences had more impact on me than
anything I had ever done. Parents starts crying, …I’m crying…there is no other feeling like it. Helping people hear is
incredibly rewarding.
AP: Following your academic position, you worked for many
years in the corporate sector prior to opening a private practice. In fact, you were servicing a large territory.
DM: Yes, from 1974-1983, I was the Easter Seals Center Director in Bozeman MT…and the Montana Easter seals Audiology director, responsible for developing 13 audiology centers.
During my tenure there, I helped establish standards for the
region in Montana, Wyoming and Idaho as well as hearing
conservation for school and general populations. It was a
busy time with a lot of procedural developments and changes.
AP: During this same time period, the Profession of Audiology was also changing. You practiced through all of these
years and helped to make these changes. Give us a little history from your perspective.
DM: All of this was before ADA/AAA…and ASHA was not
helping move audiology forward. For years, ASHA was kicking people out of that organization if they were dispensing
hearing aids for profit. I was on the ASHA legislative counsel for 6 years. It was difficult. As soon as ASHA “permitted”
audiologists to dispense hearing aids, the face of the profession was able to change. People could open sustainable private practices and make a living.

AP: What attracted you to Private Practice?
DM: Before 1980, we started to consider Private Practice.
There was only one Private Practice in the area. I remember
talking with David Goldstein in Tuscan, AZ…talking about
clinical doctorate. I didn’t want to be in a University anymore.
Dr. Goldstein shed light into the vision of a clinical doctorate
and inspired me to keep looking into Private Practice.
AP: So, I understand Lee, your wife, is the president of Micken
Hearing Services.
DM: Initially, I did not formally join the practice…I was
involved with the practice, but we decided to keep one “for
sure” income in the family going as the practice broke ground.
My wife, Lee Micken, started Micken Hearing Services in
1980. By the way, in Montana, we had to hold dual licensure
for audiology and have a hearing aid dispensers license. I
joined the practice in 1983. When we started, we provided a
full range of services including industrial, at-risk programs,
hearing aids, and served from newborns to geriatrics. As the
profession developed and competition cropped up, we narrowed our services to accommodate the needs of our market.
AP: How did that work…you and your wife working with
each other?
DM: It’s been wonderful! We have an unwritten “no competition clause.” Simply, we work together…she has many
strengths and I have mine. We run it like our household—if
dishes need to be done, someone does them. We never had
to sit down and figure out who does what, we just get things
done together.
AP: You worked 26 years in the same practice. How many
years has your longest established patient been seeing you?
DM: Wow, I actually just saw one not too long ago. Very early
in my career, I was able to fit hearing aids through the University of Montana and there were two kids I saw in 1968. They
are still in Bozeman today, and in 2009, I still see them as
patients. I saw this lady as a teenager, and now, over 40 years
later she is a grandmother.
AP: I understand that working with children has been
extremely rewarding to you.
DM: Sometimes I feel like I have wings and a halo. 23 years
ago Micken Hearing and Missoula Hearing Centers, owned
by Dudley Anderson, started a program in Oaxaca, Mexico.
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We learned early that you must get an entity to adopt the cause
not a person. We worked for years to get a self standing program off the ground and found support with our local Rotary.
Our Rotary District adopted Hearing Health Care as a major
support area. We set up the program for screening, diagnostics, amplification, counseling, etc. We learned that we had to
train, teach and set up the protocol so that the local personnel
could sustain the mission. We are still working to get Rotary
International to adopt Hearing Health Care as a major world
wide effort so that centers like this could be developed all over
the world. Then our professionals can train, teach and help
them set up so that it is a self sustaining enterprise.
AP: I recently saw you at ADA’s SPLASH convention in
Clearwater, FL. Do you plan on working in Audiology forever? Now what?
DM: I enjoy ADA and the conventions. I love to see dear
friends and colleagues and plan on continuing to go. I became
a Lifetime Member of ADA this year. I officially retired at age
71 in 2007, but I am still active in Micken Hearing Services,
pinch hitting , and occasionally helping with business. I have
my own schedule now. I like to exercise, cross country ski,
and work with rocks..building walls and patios. Now, I need
to actually do more of it. I guess you could say, I am a “house
husband” now.
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AP: There is so much more we could talk about, but I want to
just ask you to tell our readers one more thing. You are one of
the most positive people I know and are a role model to our
profession. Tell our readers how you continued to stay engaged
and found rewards in what you did over the past 40 years.
DM: In order to be fulfilled, the most important thing a person can do is to get totally engaged in the profession of audiology, including getting involved in your professional organizations and your community. Give audiology a face! Step
up and join your local Rotary, Lion’s Club, etc. By being the
face of audiology in my community and helping to guide the
direction of our profession, by serving on various boards during critical changes in our profession, I have been rewarded. ■

 If you would like to share your story
or have a suggestion for this feature,
please contact Nancy Gilliom at
gilliomaudiology@comcast.net.
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and treatment protocols and understanding the most current
evidence-based body of knowledge for audiology. The second
commitment that we must make is to get involved in advocacy efforts on state and national levels. I encourage every
ADA member to examine the current legislative and regulatory landscape and to get involved in promoting directives
that are best for our profession and our patients now and in
the future.
ADA will highlight the challenges we face and provide talking points for members to use to support Direct Access and
to protect the scope of practice of audiology, but it is you, as
members, who need to take the talking points to your state
organizations, legislators, peers and other professionals to put
them to use. I call upon each member to pick an advocacy
task to complete every month. Check the ADA website for
advocacy updates and “Calls to Action.” Your task may be to
write a letter to a legislator, to research legislation being considered in your own state and report back to ADA, or to work
with the ADA Advocacy Committee. Please schedule time
for your monthly advocacy task today!
I look forward to serving as ADA’s President in 2010 and I
look forward to working with each of you to get down to the
business of audiology! Together we will help guarantee that
this next year is a year of growth and success for ADA and for
our profession. ■
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of marketing themselves and the profession. And, with that
notion, even health care providers are stating the same objections that many hearing impaired patients do about treatment
(often without any direct knowledge). I have heard physicians
prejudge a patient’s financial situation, assume less priority for
hearing health, and minimize the hearing loss as being simply
a part of life. I have been astonished by the misconceptions
about hearing loss, treatment options, and lack of knowledge
by health care providers regarding audiologists. I have been
appalled at society’s insensitivity to the hearing impaired
community. I can’t say I have heard people joke about people
with presbyopia or macular degeneration; yet, hearing loss is
society’s punchline. I can’t say that I have heard a physician
say not to treat high blood pressure as it is simply a part of
life; yet, living without optimal communication seems to be
acceptable. I can’t say I have heard a patient complain that the
brand of knee prosthetic was not worth it, and he should have
bought the titanium one he saw in the paper last Sunday; yet
we know our communities are being bombarded with product advertisements which are even from us.
How can we change this? Be the voice of audiology…Speak
out! Be heard! Teach the hearing impaired community and
the medical community about your profession and what
makes you the preferred provider for audiological services.
Dispel the misconceptions, confront prejudgments, market
yourself, prioritize hearing as non discretionary … believe in
the value of what we do.
Ask yourself, “If I could say whatever I wanted to say and
make a difference…what would it be?” Now…just say it! ■

securing ownership of the audiology profession. And that this
will be accomplished by strategically ensuring that practice
ownership is the predominant practice model for audiologists,
consistent with the recognized character and success of other
traditional doctoring healthcare professions.
If you subscribe to these values, you will find value in ADA.
Join or renew your membership today and to become involved
in the ADA community! ■
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PANDORA’S BOX

SCRAPBOOK
On October 29, more than 600 audiologists, key opinion leaders and industry representatives
landed on Clearwater Beach and made a big SPLASH at ADA’s 2009 Annual Convention! Attendees enjoyed innovative pre-convention workshops, a riveting keynote presentation by funny gal
Kathy Buckley, and more than 45 educational sessions over the next two days. The convention
was capped of by the participation of sixty-five exhibiting companies and social events including the fabulous ADA Beach Party and auction to support the Audiology Foundation of America,
where there were unprecedented opportunities for meaningful interactions and fun. View some
of the photos from this event below and visit www.audiologist.org for a complete photo gallery.
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PANDORA’S BOX

HAVE YOU
HEARD?
New ADA President and Board
Members Installed
ADA is pleased to announce that on October 31,
2009, Tabitha Parent Buck, Au.D., was installed
as ADA’s President for the 2010 Program Year.
Dr. Parent Buck, who serves as Associate Professor and Chair of Audiology at A.T. Still University, Arizona School of Health Sciences, has been
a member of ADA since 1995.
“I am looking forward to working with the Board
to advance ADA’s primary objective,” said Dr. Parent Buck, “which is to be the organization that
embraces and promotes audiologists owning the
profession through autonomous practice models.”
Other ADA Board members, who have been
elected to serve for the 2010 Program Year
include: Charles Stone, Au.D., Past President;
Bruce Vircks, Au.D., President-Elect; Eric Hagberg, Au.D., Treasurer; Susan Parr, Au.D., Secretary; Brian Urban, Au.D., Member-At-Large; and
Pamela Benbow, Au.D., Member-At-Large. In
addition, ADA is pleased to announce that Rita
Chaiken, Au.D., has been appointed to serve as
Member-at-Large for a two-year term to fulfill
the Board vacancy that emerged when Dr. Vircks
was elected to serve as President-Elect.

Exceptional Audiologists
Recognized at ADA Convention
On October 29, 2009, exceptional ADA members
were recognized for their contributions to the
audiology profession, during the opening general
session of the ADA Annual Convention.

Mary Caccavo, Ph.D. was presented with the Joel
Wernick Award to commemorate her outstanding educational contribution within the profession of audiology and hearing science.
David Berkey, Au.D. was presented with the Leo
Doerfler Award for his dedication to providing
outstanding clinical services in his community
for more than 30 years.
The Audiology Foundation of America presented
Linda Burba, Au.D. and Richard Burba, M.B.A.
with the David P. Goldstein Outstanding Audiologist Award for their longstanding contributions
to advancing the audiology profession.

ADA Membership Approves
Mission Modification
At the 2009 Annual Membership Business Meeting, ADA members approved a modification to
the ADA mission statement. The approved mission statement is as follows:
The Academy of Doctors of Audiology is dedicated
to the advancement of practitioner excellence,
high ethical standards, professional autonomy
and sound business practices in the provision of
quality audiologic care.

 Please contact Stephanie Czuhajewski
at sczuhajewski@audiologist.org for
more information about ADA,
ADA membership, and opportunities for
advancing your audiology career
through involvement with ADA.
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The pleasure
of hearing.

Widex invites you to unlock the potential of the new mindTM 330 hearing aid series designed
with focus on the pleasure of hearing through ease, comfort and exceptional sound.

Focus on exceptional sound

Focus on ease and comfort

TruSound compression system – Works to
achieve appropriate gain and quality sound
in every situation

Master program - Fully adaptive, automatic,
comfortable

ClearBand - Hi-fi two-way receiver

SmartSpeak - Verbal messaging for
easy hearing aid control

Audibility Extender - Access to high
frequency details

To hear more call 1.800.221.0188 or visit www.widexPro.com

Academy of Doctors of Audiology®
1020 Monarch Street, Suite 300B
Lexington, KY 40513

A Phonak is for everyone

Comprehensive solutions
Phonak is the trusted innovation leader, offering easy and
intuitive solutions for every client regardless of type of
hearing loss, lifestyle, personal preferences, age or budget.
Discover the benefits of the comprehensive and innovative
Phonak portfolio of products and services. Share the superior
quality and performance of Phonak technology with all of
your customers!
www.phonak-us.com

