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You’ve updated your credentials to an Au.D. Now take your office to a new level as well. With unparalleled 

industry expertise, we can help you create an office environment leading to a better patient experience and 

greater sales. Heine headlights and loupes, Seiler microscopes, ENT quality tools for ear canal exams and 

cerumen management, video otoscopy, MTI exam chairs and cabinets, and much more. Financing available.
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Spatial Sound 2.0 builds on Oticon’s unique 

spatial sound system by adding a binaural noise 

management system.

Speech Guard automatically adjusts gain level 

in changing environments without the speech 

distortions of traditional compression systems.

Connect [+] delivers a richer, more natural 

listening experience when streaming sound 

through ConnectLine.

Available in all styles - from Power CIC through 

Power BTE , with the industry’s most stylish 

new mini RITE.

Featuring 3 breakthrough audiological concepts:

For more information about Oticon Agil call 1-800-526-3921 or visit www.oticonusa.com
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2 + 2 + 2 = More
It was a pleasure to meet with Au.D. students 

from across the country at a reception hosted by 

ADA as a satellite event at the AudiologyNow! 

Convention in April!  Students in attendance 

networked with ADA members and discussed 

practice ownership and future career goals.  

Prior to the reception, students took part in 

ADA’s Future Audiologists Survey, highlighting 

the perceptions and vision of tomorrow’s prac-

titioners about the future of the audiology pro-

fession. Th e results of the survey can be viewed 

from the “Important Announcements” section 

of the ADA website (www.audiologist.org). Of 

the 62 respondents, 35 percent ranked audiolo-

gist-owned solo or group private practice as the 

most interesting practice setting. I was pleased to 

see such a decidedly signifi cant percentage, and 

I would like to see it even higher in the future. 

Aft er meeting with these Au.D. students, I am 

more convinced than ever that audiology’s pro-

fessional socialization must do more to encour-

age and prepare more young Au.D. graduates to 

consider diff erent practice models, including pri-

vate practice, for their futures.

When I think about how to have more audi-

ologists in independent practice in the future, I 

know we have to start with the education of stu-

dents today. What keeps coming to my mind is 

“2 + 2+ 2= more” as an equation for 2 courses, 2 

rotations and 2 ADA conventions to instill more 

business knowledge, confi dence, and the expec-

tation of autonomous practice in Au.D. students. 

Formal academic training through business 

courses within Au.D. programs can provide part 

of the equation.  Reports on Au.D. curricula have 

shown that there is a great deal of variety in the 

amount and types of business courses provided 

to Au.D. students, ranging from no business 

courses to multiple business courses.  As a for-

mer Au.D. student, former preceptor and current 

program chair, I believe that students should be 

required to take a minimum of two business 

courses prior to graduation. If business topics 

are covered as only a portion of other courses 

or in a single course, the amount of information 

provided becomes a superfi cial overview of prac-

tice models, corporate and legal issues, business 

planning, marketing, personnel management, 

billing, etc., without enough depth in any area 

for students to grasp necessary concepts.  While 

more than two courses would be benefi cial, the 

amount of content to teach and the number of 

clinical hours to be obtained does not leave much 

extra room, even in a four-year Au.D. degree 

program.  

Students also need to be exposed to real-world 

business training through clinical rotations. 

When students and preceptors interact dur-

ing clinical rotations, there is rightfully a strong 

focus on development of clinical expertise. We 

also need to make a concerted eff ort to engage 

students in learning about best business prac-

tices, which should be interwoven through the 

clinical education, to reinforce and expand what 

can be taught in the classroom.  I see the second 

part of the 2+2+2 = more equation as two rota-

tions for each student in settings which allow for, 

and eff ectively provide, training in the business 

management side of the practice of audiology, 

in addition to the clinical side. Th ese rotations 

should follow or coincide with the didactic busi-

ness courses, off ering specifi c business experi-

ences, to 3rd and/or 4th year students, who may 

have more understanding and appreciation of 

the value of what they are learning.

Continued on page 11
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E D I T O R ’S  M E S S A G E Nancy Gilliom, Ph.D.

Every quarter, I create written goals. For this 

quarter, one of my objectives was to continually 

challenge myself with “Why not?” Yesterday, my 

business mentor asked me what I meant by that. 

I provided the example from the 2006 movie 

Akeelah and the Bee. 

Akeelah: [reading the quote by Marianne Wil-

liamson] “Our deepest fear is not that we are inad-

equate. Our deepest fear is that we are powerful 

beyond measure. We ask ourselves, Who am I to 

be brilliant, gorgeous, talented, fabulous? Actually, 

who are you not to be? …”

Dr. Larabee: Does that mean anything to you? 

Akeelah: I don’t know. 

Dr. Larabee: It’s written in plain English. What 

does it mean? 

Akeelah: Th at I’m not supposed to be afraid? 

Dr. Larabee: Afraid of what? 

Akeelah: Afraid of... me?

I think we, the human race, oft en limit ourselves 

because we are afraid to be too happy, too proud, 

too successful—we are afraid to shine. I’m sure 

you have heard people suspiciously ask “What 

are YOU so happy about?” as if you don’t inher-

ently have a “right” to be happy. Many audiolo-

gists are afraid to stand out for fear of seeming 

arrogant and exclusive. Being successful or 

standing up for what you believe in is not syn-

onymous with conceit. Success and humbleness 

oft en go hand-in-hand. As private practitioners 

we may limit ourselves by accepting the average. 

Why not individually dispense 40, 50, 60 units a 

month? Th ink about it, there are 160 work hours 

in a month, yet the national average for hearing 

aid units dispensed per month by audiologists is 

only 18—which means approximately 9 people 

were helped! What else are we doing with our 

time? As professionals, why are we not charging 

for services when rendered? Recent behaviors 

from ASHA are threatening our reimbursement. 

Colleague Veronica Heide has argued “Why 

would we want to become (in terms of billing 

practices) what physicians are trying to escape? 

Dentists, optometrists, veterinarians have been 

much wiser about point of service billing, and 

physicians are forming boutique practices to fl ee 

the current Medicare billing system and return to 

the old pay as you go system.” Why not? 

I see audiologists in three groups: 1) those who 

simply do a job, 2) those who are invested in their 

personal career/their universe, 3) and those that 

want to advance the profession. By and large, the 

members of ADA fall into the second and third 

group. For years ADA members have advanced 

our profession. Th e pioneers and the “mavericks” 

of audiology have been our members asking 

“Why not? Who are we not to dispense hearing 

aids? Who are we not to own a business? Who 

are we not to own the profession of audiology?” 

In this issue of Audiology Practices, you will read 

a historical tribute to AFA and to our ADA mem-

bers that have been a part of believing that we 

can move mountains. As you grow your prac-

tice, or teach your students–and as we move our 

profession toward more autonomy–ask yourself 

“Why not?” and then go forth and act as if any-

thing is possible. 

Akeehah “…And as we let our own light shine, we 

unconsciously give other people permission to do 

the same.” ■

Why Not?
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for relaxation and tinnitus management.
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Stephanie Czuhajewski, Executive DirectorH E A D Q U A R T E R ’S  R E P O R T

Th ere has been much discussion and debate 

in recent weeks regarding the merits of Direct 

Access legislation, and some confusion over 

whether or not ADA, and other organizations 

(who purport to represent audiologists), should 

support such legislation. ADA is committed to 

engaging in advocacy eff orts that are in the best 

interest of its members. To that end, ADA’s posi-

tion on Direct Access is as follows:

Th e Academy of Doctors of Audiology whole-

heartedly supports the proposed Direct Access 

legislation contained in HR 3024, the Medicare 

Hearing Health Care Enhancement Act of 2009, 

which was introduced nearly one year ago, and if 

passed will amend title XVII of the Social Secu-

rity Act to provide Medicare benefi ciaries greater 

choice with regard to accessing hearing health 

services and benefi ts.  Th is position is consistent 

with ADA’s long history of supporting legislation 

that would provide direct access to audiologists 

for Medicare patients. ADA believes that Direct 

Access is in the best interest of ADA members, 

their patients and the profession of audiology, 

because Direct Access ensures the most effi  cient 

and eff ective delivery of high-quality hearing 

healthcare. 

Direct Access Means Better Care for the 

Patient

Audiologists are the only professionals who are 

university-trained and licensed to specifi cally 

identify, evaluate, diagnose, and treat hearing 

and balance disorders. Today, clinical audiolo-

gists must earn a professional doctoral degree 

(the Doctor of Audiology, or Au.D.) in order 

to enter the profession. Furthermore, audiolo-
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ADA Supports Direct Access  

Continued on page 11

gists are trained to recognize problems requiring 

medical attention and to immediately refer such 

patients to a physician. 

Direct Access is Safe and Cost-eff ective

Th e requirement of an initial physician visit, 

prior to a visit to an audiologist, is costly to the 

Medicare program. During the initial appoint-

ment, audiologists perform a number of pro-

cedures, including case history, otoscopy, and 

immittance, that serve as a screening for medi-

cal conditions. As a result, entry into the hearing 

healthcare system can be made safely without a 

perfunctory physician visit.

Precedent Abounds: Other Federal Programs 

Already Allow Direct Access to an Audiologist

By allowing Direct Access for audiologists, the 

Medicare program will be consistent with other 

federal health care programs that already allow 

Direct Access to audiologists. Th e Department 

of Veterans Aff airs (VA) has allowed veterans 

Direct Access to audiologists for the past 15 

years, with successful results. Furthermore, the 

Offi  ce of Personnel Management allows federal 

employees and members of Congress to directly 

access audiologists through the Federal Employ-

ees Health Benefi ts Program. 

Professional Autonomy’s Relationship to 

Direct Access

Direct Access has been a bellwether for indepen-

dence in other professions and serves as a key 

indicator of autonomy. Medicare allows benefi -

ciaries Direct Access to a range of non-physician 

practitioners who have gained clear recognition



Re-Invest in 
Your Business 

for Maximum Growth
  The Three Rules Every Business 

Owner Must Follow

BY TINA SOIKA, M.S.
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B U S I N E S S

So, you want to grow your business? You want to 

have a highly successful business; and retire with 

enough money to enjoy the things you like to do 

while you are still young enough to do them. Every-

one does. But how does one do that exactly?   How 

much money do you need to re-invest into the busi-

ness? What should you invest in? How should you 

spend your time so that it yields the best results? 

Those are seemingly complex business questions, 

the answers to which can hold some of the keys to 

how fast, or even if your business grows.  

Invest Money Back Into Your Business
Th e number one reason small businesses fail is because they 

are under-capitalized.  In other words, the entrepreneur who 

owned the business either did not have the money to, or chose 

not to, invest capital back into the business so that the busi-

ness had fuel to grow. Not investing in your business is analo-

gous to fi lling your new car with gas when you drive it off  the 

lot; and then expecting it to run forever on that single tank 

of gas. It doesn’t work that way with cars; and it doesn’t work 

that way with your business.  

As a business owner, you need to be comfortable with the 

concept of foregoing some of your small profi t now for much 

bigger profi ts later. Granted, you need to eat, but if you want 

to grow your business by, let’s say 20% per year, you will need 

to re-invest some of your profi ts back into your business every 

year. As your business grows, then you can start taking a 

larger profi t. But, always think about the concept of investing 

ahead of the revenue growth you want to achieve.  If you’re 

wondering what you should invest in, here are three simple 

concepts that can help you know what to invest, and when.  

Rule #1. Invest in people fi rst, last and always!
Let’s agree! If you own an audiology practice, you are all about 

providing service to the customer. If you want to provide 

excellent customer service that diff erentiates your practice, 

brings people back, and persuades them to recommend your 

practice to their golfi ng buddie,: you are going to need people 

to do that. Not just any people – great people! Your people 

are your greatest asset. Invest in hiring enough of and (more 

importantly) the right kind of people with the skill sets you 

need to grow your company.  

Here is an example that most practice owners overlook: do 

you have the right front offi  ce staff ? Th e right front offi  ce per-

son is someone who is not only able to handle the adminis-

trative duties of their job, but the sales activities that go along 

with sitting at that front desk.  Th at’s right! Your practice’s 

front offi  ce position is a sales position.  Th ink about all of the 

ways that the front offi  ce person has impact on the number of 

hearing aids your practice sells every month. Are you com-

pletely comfortable with what happens when the phone rings, 

or when someone asks how much your hearing aids cost, or 

when that patient brings that fi ve-year old hearing aid in for 

repair? Th ose are all selling opportunities; and your front 

offi  ce staff  encounters more of those opportunities every day.

When you hire front offi  ce staff , don’t settle for someone just 

because he or she only wants $10.00 per hour. You would be 

far better off  hiring someone for $15.00 per hour or more if 

that person is eff ective at converting phone calls into appoint-

ments; and at convincing disgruntled patients into seeing 

the audiologist one more time before returning their hear-

ing aids. Th ose activities require a completely diff erent set of 

competencies and a diff erent mindset.    

Too oft en, business owners look at the diff erence between the 

10.00 per hour and the 15.00 per hour person as a way to save 

$10,000 per year. But, if you see the money you pay your staff  

as an investment that is designed to yield a return, you will be 

happy to pay the diff erence. Let’s say that the $15.00 per hour 

person could convert just one more phone call per week into 

an appointment; and that 40% of the time, the appointment 

yields a binaural set of hearing aids. Th at’s 50 weeks a year x 

2 hearing aids x $2,000 x 40%. Th at’s an incremental $80,000 

in revenue and $40,000 in profi t. Would you spend $10,000 to 

get $40,000 in return? All Day Long!

Do you have a dedicated resource person to recall your for-

mer patients with older hearing aids and gets them back into 

the practice? Th ink you can’t aff ord that individual?  Let’s 

look at the picture diff erently. Instead of thinking about that 

individual as another mouth to feed, think about what rev-

enue your practice is missing by not having that individual.  

I know what you’re thinking – “All of my patients come back 

to me without me having to hire that person.” It isn’t true. 
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Many of your former patients have escaped into the hands of 

your competitors. Whenever I talk to a practice owner who 

has made the step to hire a recall specialist, they invariably 

tell me how shocked they are to learn just how many former 

patients bought their second pair of aids from a competitor... 

just a week or a month before the recall specialist called them. 

Th at’s lost opportunity that is stunting the growth of your 

practice.    

Th ere are two more investments you can make in your people, 

which will yield higher returns:  

Your time.  I know. You’re busy seeing patients and run-

ning the practice; and, you never really thought much about 

that people management thing when you started the practice. 

But, if you have even one staff  person working with you, you 

need to invest time in that individual. Your people are looking 

to you for guidance and direction. Th e more time you spend 

setting expectations and coaching them on “what good looks 

like”, the more successful they will be; and the happier they 

will be in their job. Study aft er study shows that what employ-

ees really want is recognition and to have clearer job expecta-

tions. Your employees want you to invest your time – in them! 

It’s that simple.  

Training.  Invest in providing training for your people. Peo-

ple get stale and bored if they keep doing the same thing the 

same way day aft er day. Send your staff  to training workshops; 

then set the expectation that they will come back, report on 

what they learned; and implement new skills. By doing this, 

you accomplish several things. You ensure that your invest-

ment in training is truly an investment; and that training 

helps to keeps fresh ideas fl owing into the practice. It’s also a 

great way to retain good employees. When employees know 

that you are willing to help them grow as individuals, they 

will stick around. Th is doesn’t just apply to your fi tting staff .  

Everyone in your practice needs to have their skills sharpened 

on an at least a quarterly basis.

Rule #2. Re-invest at least 10% of the revenue 
you expect to achieve in the coming year in 
marketing dollars. 
Every business owner knows that there is risk involved in 

owning a business.  Marketing and advertising is defi nitely 

one of the least predictable, but absolutely essential invest-

ments you must make in order to grow your business.  

Let’s say that you generated $500,000 in revenue in 2009; and 

you spent $50,000 in marketing and advertising.  If you want 

to grow your business to $650,000 in 2010, you need to budget 

at least $65,000 in marketing and advertising.  It is important 

that you track the results of your marketing eff orts, so that 

you are not throwing good money aft er bad. It is true - there 

are no guarantees that the incremental investment in market-

ing will yield the proportional incremental sales. But, if your 

$50,000 marketing investment yielded reasonable returns last 

year, you can generally expect that the additional expenditure 

will yield proportional returns.  Th at’s investing in growth.  

Rule #3.  Invest in Yourself
As a small business owner you must continually invest in your 

personal growth so that you can grow your business. Invest-

ing in improving your skills will help you stay ahead of your 

competition. When you invest in learning new ways to grow 

your business, you will help your business grow.   Th ere is 

nothing like a couple of days out of the offi  ce every quarter 

to learn more and think more about how to better run your 

business to give you fresh perspective and new ideas.  

I know what you’re thinking - Leaving my practice for two 

days means LOST revenue. Th ink of it as an investment in 

you and in the future of your practice. You have to take time 

out of your business to work on your business and your busi-

ness skills. While you’re at it, pick up a business book or mag-

azine in the airport on your way to your training session.  

Summary  
Growing your business doesn’t require magic or special pow-

ers or secret knowledge owned only by the privileged few. It 

requires hard work, the willingness to take some risks and the 

ability to invest money back into the business. Th ere are many 

ways to spend the profi ts that you derive from your business. 

Putting some of those profi ts back into your business now 

will help to ensure that your business remains a going and a 

growing concern for many years to come. Th e real pay-off  to 

having grown your business will come on the day you sell it. 

Th at’s when you want the size of that check to enable you to 

retire to that beautiful home on the beach or in the mountains 

you’ve been dreaming about with no fi nancial worries! ■

Tina Soika is President of American Hearing Associates.  Over 

the last ten years, she has worked with hundreds of practice 

owners, teaching them how to grow and run  their businesses.  

Tina can be contacted at tsoika@ahaanet.com.  
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Finally, I will make one blatantly ADA-centered addition to 

the equation, and that is attendance at two ADA conventions 

for all students or recent graduates. Continuing education 

on business practices and emerging professional issues is a 

never-ending need. Even with two formal courses, and two 

rotation experiences, there is much to gain through network-

ing with fellow practitioners and learning from the insights 

and experience of others who have been engaged in practice 

development and management. Th is fi nal piece of the equa-

tion can lead to the enduring relationships and peer-to-peer 

mentoring for practitioners in any stage of their careers.  

Dialogues with students and recent graduates have illustrated 

that an interest in business and  practice ownership are not 

usually a priority for students when they are in school, as they 

are understandably focused on honing clinical skills. How-

ever, I have found that following graduation, or sometimes 

even aft er a couple of years into practice, many students wish 

they would have had more business training (or that they 

would have paid more attention in the business courses they 

did have).  Having a connection to a professional organiza-

tion such as ADA, can help new audiologists develop their 

understanding of best business practices and hopefully lead 

to more than 20% of audiologists having some type of owner-

ship of their practices.  Working together, I think ADA, uni-

versity programs and clinical sites can start to make 2 + 2 + 

2 = More! ■

PRESIDENT’S MESSAGE Continued from page 3 HEADQUART ER’S REPORT Continued from page 7

as fully autonomous practitioners. For example, Medicare 

benefi ciaries do not need a physician referral to see a den-

tist, oral surgeon, podiatrist, optometrist, or chiropractor. It 

is important for the continued advancement of audiology as 

a profession and the recognition of audiology as a doctoring 

profession that Direct Access be attained.

You Can Make a Diff erence

ADA members have historically been pioneers in the profes-

sion. From successfully advocating for the “right” to dispense 

hearing aids to pushing for the creation and acceptance of a 

doctoral-level clinical degree in audiology, ADA members 

have been pioneers of the profession.  

Th e same dedication, fervency and commitment will be 

required in order to achieve Congressional support for Direct 

Access! We need your help today—please visit the ADA web-

site (www.audiologist.org) to download resources and mate-

rials to assist you in advocating for Direct Access in your 

Congressional District. ■
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Marketing in a Nutshell
To Whom Should I Market and How Do I Do It?

BY TIM PETERSON 

To successfully grow your business, you must make some important marketing 

decisions: to whom to market, what type of ads to run, and how often to send ads.

For the past seven years, I have entirely focused on marketing campaigns for hearing 

care professionals. While researching these campaigns, I have noticed patterns and 

trends that I use to help me when developing a marketing plan.
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B U S I N E S S

BY RICHARD GANS, Ph.D.

Determining Your 
Universe: 
to Whom to Market
Consider your universe as the geographical area from which 

most consumers would be willing to drive to your offi  ce. 

Observe from where your current customers are coming, but 

if you have one or two from distant areas don’t consider that 

a trend. Consider the following to help determine where your 

clients might originate:

1. What geographic obstacles exist?

Do they have to detour around lakes, mountain ranges, 

bridges, freeway interchanges that they ORDINARILY 

DON’T HAVE TO in order to shop? For instance, if you 

have an offi  ce in San Francisco and customers ordinarily 

drive from the North Bay across the Golden Gate Bridge to 

work or shop, then the bridge is not an obstacle. If they don’t 

regularly do that then the bridge will be a major obstacle.

2.  Be aware of consumer driving patterns for
your area. 

Usually people will not drive from a larger city to a smaller 

one to buy medical services (farmer’s produce, yes, but 

not hearing aids). Th ey drive “down” the valley or “in” to 

town. Every area in the US has a natural dynamic occurring 

between the “regional” shopping center and the “local” cen-

ter. For example, here in Salt Lake City, people will drive 30 

miles from Park City to shop “in town”.  Th ey will drive from 

8 miles around a point of the mountain into Salt Lake to 

shop but they will not drive 8 miles from Salt Lake to Boun-

tiful to shop for most professional services. It is extremely 

important to be aware of those patterns when choosing your 

marketing audience.

3.  How many other hearing care practices do 
they have to drive past to get to you? 

Th ere is no hard fast number, but some people may be aware 

of several local offi  ces. If they have to drive past 10 or 15 

offi  ces to get to yours, they are probably receiving a lot of 

mail from the offi  ces closest to them. Th ey still might be 

potential clients, but not your prime clients. 

4. Look at the distance from your offi ce. 
Is the distance reasonable or customary for them to travel 

for shopping? People will drive 90 miles to shop at the 

closest Costco, so distance is relative.  Being aware of this 

factor can open up new areas for marketing, but they may 

not be prime areas.

Once you have determined the areas from which people will 

drive to your location, use a zip code map to fi nd all the zip 

codes that correspond to these areas. I use a web site called 

“zip code fi nder and boundary map” that can be found at 

http://maps.huge.info/zip.htm. 

5. Who they are

a. Income - Can Th ey Aff ord My Services?

In my experience, the best demographic qualifi er to evalu-

ate income is “household income.” Demographics such as 

homeowner, net worth or credit card user haven’t resulted 

in higher response rates or helped to determine whether 

someone can aff ord hearing aids. I have clients that don’t use 

income as a qualifi er, reasoning that they will fi nd a solution 

for anyone, but most use an income of at least $20,000 to 

eliminate Medicaid (the average list we use has an income 

qualifi er of at least $40,000).

You might consider splitting the list and running diff erent 

income demographics based on age. For example, you could 

use an income of $40,000 or $50,000 for those under 65 and 

a lower income for those who are retired. 

b. Age as a Qualifi er

Th ere are two important factors to keep in mind when mar-

keting to the “mature” population:

1.  Th e average hearing aid wearer in the US is still in their 

mid-to-late 60’s. 

Usually people will not drive from a 
larger city to a smaller one to buy 

medical services (farmer’s produce, 
yes, but not hearing aids)
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2.  Because of the huge quantity of baby boomers in their 

50’s, marketing to this group is very expensive. For 

this reason, I would use direct mail to reach those over 

58 and newspapers to reach those in their 50’s. Th is 

approach gives you good reach while keeping the cost 

reasonable. 

Once you have determined all the zip codes that are within 

your market and which age and income demographics to use, 

you now have your “Universe” of available potential clients. 

Use this number as a starting point for marketing. Th ere are 

times when you will want to use diff erent demographics, but 

this should give you an overall view of the group you have 

available to you. 

Determine your 
PRIME area
I believe that you ought to “own” those in your target group 

who surround your offi  ce.  Just like defending your turf those 

people close around your offi  ce ought to know who you are, 

what you do and why they should do business with you. In 

most areas, a good core group of 2000-4000 addresses exist 

in the universe that surrounds your offi  ce. Th ey should hear 

from you regularly, preferably every 1-2 months, and at least 

once a quarter. Whether it is an article in the local paper, a 

direct mail piece, or a newspaper insert targeted to their zips, 

these people should know you. You might argue that having 

them get something from you every month is too oft en, but 

my experience is that they are hearing from one of your com-

petitors regularly. Th ey won’t know you exist as well unless 

you market to them. You can split this group and mail 2000 

every month so that within 2 months they each hear from 

you.  (Th ere is no hard rule about the quantity, 2000 is just a 

minimum that I have found worked for most budgets – more 

will give you higher results at a higher cost). 

Reach out to the rest occasionally

Now that you are reaching the prime group around your 

offi  ce, consider splitting up the remaining zips and mailing 

to them on a consistent basis. In most metro areas of the 

country, this remaining list is around 12-15000. Smaller areas 

may only have 4000-8000 total, including their prime clients. 

Mail to them as oft en as your budget allows. I have clients 

that rotate a new ad through the entire list (typically every 

quarter) then moves to another new ad. A mailing campaign 

might consist of 2000 from your prime group and 2000 from 

a group of zip codes from this group. 

Zero in on targeted groups

One way of reaching your market is to send an occasional 

targeted mailing to a specifi c demographic in your entire uni-

verse. Th ere are hundreds, if not thousands, of demographic 

qualifi ers available that help you target your ads to reach cer-

tain people. Some examples are:

Automobile types: What we drive says something about us. 

Sam Walton was famous for driving an old pickup truck. He 

would probably not respond to an ad off ering the latest high-

end technology but someone over 65 driving a luxury sedan 

might. 

Interests: Th e Acxiom database uses an interest category 

of 126 diff erent interests to help target consumers. Sending 

a picture of a couple with dogs to dog owners might get it 

opened. Some others are: cat owner, 10 categories of collect-

ables, cooking, exercise (8 categories), gardening, motorcy-

cling, music, Nascar, photography, sports, woodworking and 

others. 

Life events: “Recently married” among those over 58 might 

be an interesting group to whom to market. 

Occupation: Th ere are hundreds of qualifi ers for specifi c 

occupations. You can use that to determine who might be 

more of a candidate for hearing aids or target an ad to a spe-

cifi c occupation. 

Th e only problem with zeroing in on specifi c groups is that if 

you narrow the group too much, you may only have 10 peo-

I believe that you ought to “own” those 
in your target group who surround 

your offi ce.  Just like defending your 
turf those people close around your 
offi ce ought to know who you are, 

what you do and why they should do 
business with you.



ple that qualify. Th at’s why you need to take care of your core 

group and then use targeted groups to improve your reach.

“Reaching out” 

Th e further you go from your offi  ce, the lower the response 

rate will be. You can improve that response rate by holding 

luncheon/dinner seminars at neighborhood restaurants. 

Once they have met you, they are much more willing to drive 

the distance to your offi  ce.

HOW - Putting it all 
together
Now that you have defi ned who you need to market to, you 

can defi ne when and how. Th e following is an example of a 

marketing schedule. Your budget will dictate how much 

you can do but consider the following as a recommended 

minimum:

Month 1

Mail to your 2000 prime group and the use rest of your budget 

to mail to one or two zip codes in the remainder of your area. 

Th is could be an invitation to check out a cool new product. It 

is critical that you tell your potential clients what the product 

will do for them. If you do hold an open house, consider 

drawings for small items like “dinner for 2” as a thank you for 

coming in. Th is might be a good time to use a manufacturer’s 

co-op and mail a larger group or combine with month 2 for a 

direct mail/newspaper campaign. 

Month 2

Use a newspaper insert for your entire target area. Use inserts 

to reach a broader target like those under age 58. Insert 

25,000-35,000, per run for average most cities. 

Month 3

Re-mail to your prime group from month 

1 or to a zip next closest to your offi  ce, 

along with a zip from an area further 

out. Th is will help spread the risk 

in mailing further out and keep 

you in touch with those closest to 

you.  Consider a letter this time 

and use another letter to mail to 

your customer database. Mail to 

your customer database at least 2 times per year. Personally, 

I would mail to them at least 4 times per year including 1 

newsletter (at least), 1 Holiday card, 1 upgrade letter and 1 

referral request. 

Month 4

Consider a consumer seminar to your prime group or a 

selection from the rest of your universe near the location 

of the event.  It helps to provide lunch or dinner and mail 

between 4000 and 6000. If your ad is eff ective, you should get 

20-40 people there. If you off er a good presentation, at least 

half that number should make appointments. I recommend 

using seminars 3-4 times per year as a way of introducing 

your target audience to the benefi ts of hearing improvement. 

Now repeat that process 3 more times for the remaining year. 

Be consistent in the look and feel of your ads. It’s okay to 

change color, off ers, and style to keep them fresh, but brand 

yourself so that your audience recognizes your ad. Make 

manufacturers and marketers alter their ads enough that they 

refl ect your brand while staying true to their message. ■

Tim Peterson is the founder of Nutshell Marketing, Inc., a Salt 

Lake City based direct response marketing company serving the 

hearing care industry exclusively. You are welcome to contact 

him with questions or comments at 877-444-0227 or tim@nut-

shellmarketing.com.
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Counseling is perhaps the most overlooked and 
most important aspect of the process of fi tting ampli-
fi cation. Most audiologists perceive counseling as orienta-
tion in the care and use of amplifi cation (Wilkinson, 1995). Hearing 
aid orientation is certainly a critical part of the audiological rehabilitation 
process. However, it is clear that such a narrow focus on “product solutions” 
is only one small portion of a set of necessary components of audiological rehabilitation. It is evident 
that a large portion of our patients require counseling support during the amplifi cation process, and 
it is critical that audiologists deliver these helping skills. An additional problem lies in the fact that 
audiologists frequently feel uncomfortable in their counseling role, often expressing insecurity as to 
how far their counseling should extend (Clark and English, 2004). Furthermore, at the time of this 
writing, there is no uniform national standard that provides inclusion of counseling in course curricula.

 Patients must realize the importance of accepting their hear¬ing loss and the aspects of adapting 
to hearing aid use before the actual fi tting process. This article will provide necessary background 
and tools to assist the audiologist with basic counseling strategies in order to  deliver hearing 
instrument fi ttings in which (1) psychological barriers to the use of ampli¬fi cation are identifi ed, (2) 
appropriate strategies in managing those barriers are implemented, (3) a balanced picture of the 
advantages and limitations of amplifi cation are presented to the patient, and (4) most management 
and resolution of psychological barriers occur prior to fi tting.

EFFECTIVE 
COUNSELING

Strategies 

to Facilitate Hearing 

Aid Use
BY DAVID CITRON, III, Ph.D.
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D I A G N O S I S  &  T R E A T M E N T

COUNSELING DEFINED

A common mistake made by audiologists is to defi ne coun-

seling as providing information as a part of the hearing aid 

orientation process. It appears that audiologists oft en ignore 

the “psychological aspects” of the counseling process, par-

ticularly aff ect or “emotional”-based phenomena. Clark and 

English (2004) divide counseling into content (information-

based) and personal adjustment (aff ect-based) components. 

Th ese components oft en overlap and constantly change dur-

ing a patient visit, as the specifi cs of earmold insertion (con-

tent), and the underlying frustration of being able to insert 

the earmolds (personal adjustment) can occur within seconds 

of each other.

One measure of separation between personal adjustment 

counseling and content counseling/orientation is the iden-

tifi cation of patient aff ect. Aff ect can best be described as 

“feeling” states. Th e keys in audiological counseling are to 

recognize and manage aff ective behaviors. Rezen and Haus-

man (2000) state that anyone who undergoes a physical or 

emotional change will go through the same stages of denial, 

projection, anger, depression, and acceptance. Th ese catego-

ries are similar to those described by Kubler-Ross (1969) as 

a cycle of grief for patients coping with death and dying. All 

patients will not always move from one stage to the other but 

will experience at least one of the following until they accept 

their hearing loss. Th ese emotions will appear randomly and 

then may reappear at later times. It is also important to real-

ize that grieving is a normal process, and the management 

and resolution of these components add to overall emotional 

maturity (Kennedy and Charles, 2001). Defi ning and under-

standing these emotional stages are critical in eff ective per-

sonal adjustment counseling.

Denial is an expected initial reaction if someone is faced with 

a threat to their physical or emotional health. Oft en, patients 

are stuck in this stage for some time and practice the philoso-

phy of Lucy Van Pelt from “Peanuts” who said, “No problem 

is so big or so complicated that it cannot be run away from. 

Denial of hearing loss creates a mechanism for the patient’s 

emotions to “stall for time” to build up emotional energy to 

deal with their problem. Th e insidious nature of hearing loss 

makes denial an easy alternative because is the loss is fre-

quently not discernible to the patient. For instance, a spouse 

can observe that his/her partner did not hear most of the 

conversations that occurred at the social function only to have 

the hearing impaired spouse retort: “Th e conversations were so 

boring that I did not care to listen to any of it. I can hear when I 

want to hear.” Th is pattern can cause emotional distress within the 

family, and it will not change until the patient accepts the prob-

lem and is open to addressing it. Projection is the next eff ective 

avoidance measure and involves shift ing the blame for the hearing 

loss to another person. A common example of projection is the 

patient who responds, “I hear fi ne, people mumble…. Especially, 

my wife!” Many elderly patients are convinced that the youth of 

the 2000’s collectively mumble. Just as in the case of denial, erro-

neous lack of awareness of the slow, progressive nature of hearing 

loss can lead to projection. Th e underlying psychological behavior 

is that nothing is better than a good scapegoat to avoid solving a 

problem.

Anger typically follows projection and usually involves a general 

sense of anger or at a specifi c individual, most oft en the their sig-

nifi cant other. Anger can cause a breakdown in the most solid 

family relationships. Furthermore, the signifi cant others should 

be cautious of their behavior in dealing with a spouses hearing 

loss. For instance, the husband who tells his wife, “You did not 

hear anything at the Waxmans’ last night and made me feel like 

a real idiot,” can oft en serve to reinforce the patient’s anger and 

defensiveness. 

Depression develops once the anger is spent and is oft en leads 

to isolation or withdrawal. Depressed patients will state, “I know 

I cannot hear well, but I don’t mind having to ask my family to 

repeat things” or “I just don’t think that I can face my friends the 

Gilmans again because I feel so ashamed of my hearing loss.” In 

some patients, this sense of isolation can last for many years before 

they seek help for their hearing loss.

Acceptance occurs when depression fades, and the patient fi nally 

realizes that the problem lies not with themselves but with their 

hearing. Th is is the only stage in which patients can take action 

to seek treatment for their hearing loss. It is well documented in 

the mental health literature that elderly patients manifest denial, 

projection, anger, and depression as a result of other psychological 

problems within their lives (Novalis et al, 1993). 

Oft en, patients will have other problems in their lives such as 

recent loss of spouse, serious illness, or changes in lifestyle that 

are not related to hearing loss. Many patients will be able to man-

age these issues successfully and accept their hearing loss, whereas 

others will be “stuck.” Sometimes a patient who is “stuck” may not 
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our patients’ emotions and attitudes in the audiological reha-

bilitation process? Th e intent is not for audiologists to become 

psychologists; the goal is to improve patient care and mini-

mize in-the-drawer (ITD) hearing instruments and those 

returned for credit. In addition, training and understand-

ing of basic helping skills will help audiologists to determine 

when patients need to be referred to a mental health profes-

sional.

Helping Skills Model

Carkhuff  (2000) has developed an excellent model for train-

ing basic helping skills. It is based on his theory that people 

are constantly undergoing intrapersonal processing, and it is 

the basic process for human growth and development. Intra-

personal processing involves exploring, understanding, and 

acting. Th is is a personal process in which the helpee (patient) 

relates to personally relevant experiences and transforms 

them into human actions for human purposes. Th is model 

will be reviewed in somewhat simplistic fashion to provide 

specifi c strategies that audiologists can use to improve their 

counseling skills.

Interpersonal processing or helping skills facilitate the intra-

personal processing of others. Attending skills by the audi-

ologist assist the helpees in the helping process; Responding 

skills expedite understanding by the helpees; Personalizing 

skills facilitate understanding; Initiating skills encourage act-

ing by the helpees. Feedback that occurs from the helpee’s 

actions recycles the stages of intrapersonal and interpersonal 

processing.

Attending (Prehelping)

Attending involves communicating undivided attentiveness 

to the patient to exemplify a concern for the patient and 

encourages them to be more engaged. Furthermore, physi-

cal attending is imperative including eye contact, squaring 

by fully facing the patient, and leaning forward at least 20 

degrees so that our forearms can rest on our thighs. Con-

sistency in attentive behaviors communicates interest in the 

patient and his or her problems. It also serves to direct the 

audiologist’s listening and observing skills to the patient’s 

verbal and behavioral description of their experiences.

Egan (1977) suggests a helpful tool (SOLER) to employ 

proper attending behavior: Straight, face-to-face body orien-

tation, with Openness in body posture and a slight, forward 

Lean, while maintaining Eye contact in a Relaxed manner.

Observing consists of viewing the appearance and behavior 

of the patient. Th is can begin right in the waiting room by 

be able to make the large emotional jump from a depressed 

state. So how much apprehension is acceptable? How much 

“encouragement” can the audiologist provide before it is clear 

that the audiologist is pushing the patient into something that 

they do not want and may not use? During the course of the 

interview, if the audiologist is observant, it will be apparent 

how an individual copes with age-related changes in their 

health and lifestyle. Approximately one in ten American 

adults suff er from depression (Narrow, 1998). Several studies 

have shown a larger than normal prevalence of depression in 

adults with hearing loss (Bridges and Bentler, 1998; Straw-

bridge, et. al., 2000). 

ENVIRONMENT for COUNSELING 

Carl Rogers (1951), one of the pioneers in modern psycho-

therapy, stresses the importance of the counseling “rela-

tionship.” Patients must possess a sense of “safety and free-

dom” and feel confi dent in the skills of their provider before 

expressing feelings and concerns. Th e external environment 

is a critical component in providing comfort to the patient.

Comfort and emotional safety begins at the front desk of your 

facility. Are patients greeted in a timely and friendly fashion? 

Does the front offi  ce staff  provide assistance in com¬pleting 

forms? Observe the telephone manners of your staff . How 

many times are patients placed on hold before they are appro-

priately served? How quickly can patients receive an appoint-

ment? Is there fl exibility in scheduling appointments (early 

mornings, evenings, weekends) to accommodate patient 

needs? How frequently do patients have to wait past their 

scheduled appointment times?

Basics of Helping Skills

Our knowledge base of understanding hearing loss, amplifi -

cation, and follow-up aural rehabilitation is exceptional, but 

do audiologists know how to be good listeners and integrate 

...the goal is to improve 

patient care and minimize 

In-the-Drawer (ITD) hearing 

instruments...
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observing the patient’s body movements, posture, groom-

ing, and facial expressions. For instance, poor grooming, 

a slouched appearance, slow body movements, a furrowed 

brow, and downcast eye movements all suggest low energy 

level and minimal readiness for helping, whereas fast body 

movements and fi dgeting can indicate anxiety.

Th e ability of audiologists to listen and respond to the verbal 

expressions of the patient is most critical in the helping pro-

cess. Certainly, listening is hard work and necessitates focused 

concentration. Carkhuff  (2000) describes numerous ways to 

sharpen audiologist’s listening skills including 1) having a 

purpose for listening, 2) suspending judgments or preexisting 

attitudes, 3) focusing on the patient and the content, and 4) 

recalling the patient’s verbal and nonverbal expressions while 

listening for common themes. 

Stage I: Responding

Responding consists of responding to the content, feelings, 

and meaning of the patient’s expressions. Responding to con-

tent helps to clarify the basics of the patient’s experiences, 

whereas responding to feelings identifi es the aff ect that is 

a part of the experience. Clarifi cation of the reason for the 

feeling occurs by responding to meaning. Naturally, the fi rst 

step is to respond to the content of the patient’s expressions. 

Th is is accomplished by using Carkhuff ’s (2000) “5 Ws”: Who 

and what was involved? What did they do? Why and how did 

they do it? When and where did they do it? Th is will help 

the audiologist to organize the patient’s thoughts. A good 

response does not “parrot” back the statement but rephrases 

the expression in a fresh fashion. An appropriate response 

format is: “You are saying that ____________.” or “In other 

words ____________.”

Responding to feeling is perhaps the most critical of helping 

skills because it mirrors the patient’s emotional experience of 

themselves in relation to their everyday world. Most audiolo-

gists are uncomfortable in relating to patients in the aff ective 

domain. Consider reversing roles: If I were the patient, how 

would I feel? Carkhuff  (2000) organizes these diff erent emo-

tions into seven diff erent categories: (1) happy, (2) sad, (3) 

angry, (4) scared, (5) confused, (6) strong, and (7) weak. 

Because human feelings represent the most basic quality of 

human experience, it becomes critical for the audiologist to 

understand and identify the aff ective forces that patients bring 

into the hearing rehabilitation process. Learning to respond 

to emotional issues can help facilitate appropriate counseling.

In this model, feelings must also be integrated with content to 

provide patients with emotional meaning to their expressions. 

It is based on the principle of cause and eff ect in that every 

feeling is precipitated by some particular reason or causes. It 

is easy to practice responding to feeling and content by using 

examples in our own lives, then extending them into typical 

patient expressions, e.g. I feel happy (feeling) because I was 

promoted (content).

Personalizing Meaning: Stage II

Personalizing the meaning of the patient’s experiences and 

expressions is probably the most demanding helping skill to 

master and use during counseling. It tends to happen over 

time and may exceed the format of the typical hearing aid 

consultation session. However, it can provide necessary 

information to assess the emotional stage of the patient and 

whether the patient is close to setting goals to resolve hear-

ing problems. Personalization consists of introducing the 

patient’s experiences into the responses by use of the format 

“You feel (feeling) because you (meaning, problem or goal).” 

Th is can be applied to the patient with hearing loss by using 

the following examples:

Personalizing meaning:

“You feel frustrated because you wish people would stop 

mumbling.”

Personalizing problems:

“You feel sad because you cannot understand your 

grandchildren.”

Personalizing goals:

“You feel upset because you cannot hear at Rotary and you 

want to stay active.” 

Ultimately, personalizing 

goals can shift into decision 

making and action to begin to 

take positive steps toward 

problem solving.
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CONCLUSION

Th ere is little doubt that counseling and orientation toward 

amplifi cation are complex processes. Greater knowledge and 

management of the psychological aspects of hearing loss and 

our patients will not only reduce the number of instruments 

that sit in the drawer but will also improve the proportional 

number of successful hearing aid users. Th e audiologist is 

not intended to become a mental health professional, but the 

information contained in this article may provide dispens-

ing audiologists with some of the tools that are essential to 

improve their helping skills and fi tting profi ciencies. ■
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Ultimately, personalizing goals can shift  into decision mak-

ing and action to begin to take positive steps toward problem 

solving.

Stage III: Initiating to Facilitate Acting

During the fi nal stage of Carkhuff ’s (2000) helping process, 

the audiologist assists the patient in a program for action 

(amplifi cation). It is important for the audiologist to defi ne 

and focus the patient’s personalized goals in developing an 

action plan. Implementing the program will resolve the 

patient’s problem and achieve his or her goals. Feedback is 

necessary throughout this stage. Oft en, a patient will cling to 

emotional barriers such as depression while initiating solving 

the hearing problem. Feedback involves recycling into those 

emotions that can serve to block acting. For instance, even 

though a patient may be willing to pursue amplifi cation, their 

depression still served to make the process diffi  cult; every 

step along the way can feel “overwhelming.” Th e plan can be 

modifi ed to “ease” a patient into the amplifi cation experience. 

Th e acting stage requires hard work and high motivation on 

the part of the patient. Many will succeed with support and 

encouragement; others will border the emotional line so that 

any negative experience during the process (e.g. shell remake) 

will result in termination of the amplifi cation process.

Validation of aff ect can begin to take place during the initial 

interview. Use appropriate statements such as “I understand 

how frustrating it is to feel like people are mumbling all the 

time.” Th ese validation techniques improve the counseling 

“relationship” and provide an inner sense to the patient that 

“the audiologist understands what I’m feeling.” Management 

of these aff ect-based behaviors are best accomplished 

when the test results are reviewed or during a hearing aid 

consultation session. Inappropriate intervention early in the 

counseling process with a statement such as, “People do not 

mumble; you have a hearing loss” can only serve to create 

a confrontational counseling relationship and can oft en be 

interpreted by the patient as being judgmental and lacking 

understanding of their feelings.
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Infection 
  Control
GETTING YOUR AUDIOLOGY PRACTICE IN 

COMPLIANCE WITH OSHA STANDARDS

BY A.U. BANKAITIS, Ph.D.



B U S I N E S S

Infection control refers to the conscious man-

agement of the clinical environment for the 

specifi c purposes of minimizing the potential 

spread of disease, regardless of how remote 

that possibility may seem (Bankaitis and 

Kemp, 2003, 2004, 2005). Several decades 

ago, the need for infection control in audiol-

ogy practice remained virtually unrecognized; 

however, changes in the profession’s scope 

of practice paired with the discovery of new 

infectious microorganisms quickly moved 

infection control to a recognized part of routine 

audiological practice (Roeser, 2003). Much of 

the infection control publications pertaining to 

the hearing industry have focused primarily 

on educating audiologists on basic concepts 

related to microbial transmission along with 

the practical application of Standard Precau-

tions to minimize the spread of potentially 

infectious germs in the clinical setting. This 

level of information is important to appreciate 

and currently readily available throughout the 

audiology literature. As a federally mandated 

initiative, infection control is associated with 

specifi c elements that must be implemented 

in clinical practice; not doing so can and has 

resulted in signifi cant fi nes.  The purpose of 

this article is to provide practical information 

that will assist audiologists in implementing 

required infection control elements meeting 

current federal standards.
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be reserved for employees whose primary job responsibilities 

routinely expose them to anticipated occupational exposure, 

a second category must be reserved for employees whose sec-

ondary job assignment exposes them to occupational expo-

sure, whereas the third category must be reserved for employ-

ees whose overall job responsibilities does not expose them to 

occupational exposure. For example, Category 1 employees 

may include any personnel involved in handling contami-

nated surgical instrumentation or working in the operating 

room environment (e.g. physicians, scrub nurse, audiologist 

involved in intraoperative monitoring), inserting fi ngers in 

the mouth (e.g. dentists, dental hygienists, orthodontists), or 

routinely exposed to bodily and/or infectious substances (e.g. 

paramedics) since the primary responsibilities associated 

with the job are associated with a high degree of potential 

occupational exposure.  In contrast, Category 3 employees 

may include other personnel whose primary job responsibili-

ties are not associated with anticipated risk of occupational 

exposure. Th e establishment of the category nomenclature 

remains arbitrary; in other words, whether the categories 

are defi ned as A, B, and C or 1, 2 and 3 is irrelevant. What 

remains paramount is for each of the three categories to spe-

cifi cally defi ne exposure determination according to the rela-

tive risk of occupational exposure.

Audiology Environment

Within the context of the audiology environment, all blood, 

dried blood, blood byproducts, and bodily secretions, includ-

ing mucous, must be regarded as potentially infectious 

(Kemp, Roeser, Pearson, & Ballachanda, 1996).  Th e nature 

of audiological practice routinely exposes the clinician to 

cerumen, a bodily substance oft en times contaminated with 

blood or mucous by-products (Bankaitis and Kemp, 2002). 

Given the color and viscosity of cerumen, the audiologists 

is not in a position to determine with predictable accuracy 

whether or not cerumen is contaminated with potentially 

infectious material and, as such, must be treated as a poten-

tially infectious substance (Kemp, Roeser, Pearson, & Bal-

lachanda, 1996). Table 2 provides a general guide as to how 

audiologists may be classifi ed according to the occupational 

exposure paradigm established by OSHA.  Of the three cat-

egories, Category 2 represents the classifi cation category 

applicable to most practicing audiologists since the nature 

of audiological practice including hearing aid dispensing, 

cerumen management, handling contaminated objects such 

as hearing aids, immittance probe tips, or otoscope specula, 

inevitably involves secondary exposure to blood, ear drain-

age, or mucous/saliva contact (Bankaitis and Kemp, 2003, 

2004, 2005). 

WRITTEN INFECTION CONTROL REQUIREMENTS
Th e Occupational Safety and Health Administration (OSHA) 

is the federal regulatory body responsible for overseeing 

implementation of safety procedures in the work place. Infec-

tion control falls under the umbrella of safety in the work 

place; as such, OSHA has issued guidelines on how to reduce 

exposure to infectious agents in the form of Standard Precau-

tions originally issued by the Centers for Disease Control and 

Prevention (CDC). Audiologists are legally and ethically obli-

gated to uphold these established, federally mandated infec-

tion control standards. Furthermore, as outlined in Table 1, 

OSHA requires employers to establish and maintain a written 

infection control plan in those cases where employees per-

form duties associated with potential occupational exposure 

as defi ned by reasonably anticipated contact with body fl uids 

(e.g. blood, saliva, semen) or any body fl uid contaminated 

with blood (e.g. cerumen), and/or body fl uids whereby the 

presence of blood may be diffi  cult to substantiate (e.g. ceru-

men) (OSHA, 1991). As outlined in Table 1, Federal Register 

29 CFR Part 1910.1030 requires the written plan to minimally 

include the following  elements: 1) employee exposure clas-

sifi cation, 2) Hepatitis B (HBV) vaccination plan, 3) training 

plan, 4) implementation protocols, 5) emergency procedures, 

and 6) post-exposure evaluation and follow-up. Each required 

element will be outlined in more detail in the next sections. 

Table 1.  Required Elements of a Written 
Infection Control Plan as Outlined By OSHA

Employee Exposure Classifi cation

Hepatitis B (HBV) Vaccination Plan 

Training Plan

Implementation Protocols

Emergency Procedures

Post-Exposure Evaluation and Follow-up 

Employee Exposure Classifi cation

As outlined by Federal Register 29 CFR Part 1910.1030, the 

written infection control plan must include an established, 

three-tiered employee exposure classifi cation system based 

on risk of potential occupational exposure associated with job 

responsibilities considered routine or reasonably anticipated 

(Bankaitis and Kemp, 2005). One classifi cation category must 



Table 2.  Examples of Engineering Controls Outlined in 29 CFR Part 1910.1030 

Employers shall ensure that employees wash their hands immediately or as soon as feasible after removal of gloves or other 

personal protective equipment

Contaminated needles and other contaminated sharps shall not be bent, recapped, or removed unless employer can 

demonstrate that no alternative is feasible or that such action is required by a specifi c medical procedure. 

Immediately or as soon as possible after use, contaminated reusable sharps shall be placed in appropriate containers 

until properly reprocessed. These containers shall be:

a. Puncture resistant

b.  Labeled or color-coded in accordance with this standard

c. Leakproof on the sides and bottom

Eating, drinking, smoking, applying cosmetics orlip balm, and handling contact lenses are prohibited 

in work areas where there is a reasonable likelihood of occupational exposure

All procedures involving blood or other potentially infectious materials shall be performed in such 

a manner as to minimize splashing, spraying, spattering, and generation of droplets of these 

substancess

Implementation Protocols

As outlined by Federal Register 29 CFR Part 1910.1030, the 

written infection control plan must include appropriate engi-

neering controls and work practice controls. Engineering con-

trols refl ect modifi cations made in the physical environment 

for the specifi c purposes of minimizing the potential spread 

of disease. For example, the use of sharps containers refl ect 

an engineering control whereby sharp instruments (needles, 

razor blades) will be disposed of in a manner designed to 

reduce the likelihood of injury. Table 2 lists examples of spe-

cifi c engineering controls addressed in the Federal Register 

(OSHA, 1991). 

In addition, work practice controls must be created and imple-

mented in the clinical environment. Work practice controls 

refer to written procedures that outline how a clinical task 

or procedure will be performed for the specifi c purposes of 

minimizing the spread of disease. Th e intent of the work prac-

tice control is to ensure that any standard precaution relevant 

to the clinical procedure is applied to the execution of that 

procedure. For instance, several studies have documented the 

presence of bacterial and fungal grown on hearing instrument 

surfaces (Bankaitis, 2002; Sturgelewski, Bankaitis, Klodd, and 

Hamberkamp, 2006). While some of the recovered microor-

ganisms were consistent with normal ear canal fl ora (Jahn 

and Hawke, 1992), the majority of the recovered microorgan-

isms were not; several of the microorganisms were considered 

Hepatitis B (HBV) Vaccination Plan

Employees with the potential for encountering blood or other 

infectious substances in the workplace as part of their job 

responsibilities are to be off ered the opportunity to receive a 

HBV vaccination.  According to OSHA, this vaccination must 

be off ered to all employees classifi ed as Category 1 or Cat-

egory 2 workers free of charge within 10 working days of ini-

tial assignment unless the employee has previously received 

the complete hepatitis B vaccination series, antibody testing 

has revealed that the employee is immune, or the vaccine 

is contraindicated for medical reasons (OSHA, 1991). Th e 

employee is not required to accept the off er of vaccination, 

but a waiver must be signed noting the refusal of the off ered 

vaccine. 

Training Plan

OSHA requires infection control training in several forms. 

Infection control training must be provided to employees at 

the time of initial hire assignment and must take place at least 

annually thereaft er (Bankaitis and Kemp, 2005). Th e training 

must provided at no cost to the employee and during work 

hours and include specifi c elements including, but not limited 

to, standard precautions, modes of disease transmission, and a 

review of the employer’s infection control plan (OSHA, 1991). 

Furthermore, infection control training must be conducted 

any time a new or updated procedure is to be implemented. 

Proper documentation of training completion is required. 
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agents. In the event a patient falls, acquires a nosebleed, or 

becomes sick, every employee must know what to do. Acci-

dental exposures to bloodborne pathogens require a report of 

the exposure incident and procedural evaluation and follow-

up as described in the Post Exposure Evaluation and Follow-

up section.  

Post Exposure Evaluation and Follow-up

Following a report of an exposure incident, it is the employer’s 

responsibility to immediately provide the exposed employee 

with a confi dential medical evaluation and follow-up (OSHA, 

1991). Th e circumstances under which the exposure incident 

occurred, including route of exposure and identifi cation of 

the source individual, must be documented. While these may 

be relatively rare in the audiology clinic, as dictated by OSHA, 

if the exposure involves a percutaneous or mucous mem-

brane exposure to blood or other bodily fl uids, or a cutaneous 

exposure to blood when the worker’s skin is chapped, 

abraded, or otherwise broken, the source patient shall be 

informed of the incident and tested for HIV and HBV aft er 

consent is obtained (Bankaitis and Kemp, 2003, 2004, 2005). 

If the patient refuses consent or if the source patient tests pos-

itive, the worker shall be tested for HIV antibodies and seek 

medical evaluation for any acute illness that occurs within 

12 weeks of exposure. HIV sero-negative workers shall be 

retested in 6 weeks and 6 months aft er exposure.

extremely virulent (i.e. Staphylococcus aureus, Pseudomo-

nas aeruginosa) while others were considered exceptionally 

unhygienic (Lactobacillus, Enterococci), consistent with the 

presence of urine and feces (Bankaitis, 1992). Since hearing 

instruments have been found to be contaminated with poten-

tially infectious microorganisms, a work practice must be cre-

ated and implemented, outlining how audiologist and other 

personnel will receive hearing instruments from patients 

(i.e. accept hearing instrument with gloved hands or using 

disinfectant towelette as a protective barrier). Table 3 shows 

an example of a work practice control outlining how a clinic 

will handle hearing aid drop-off  procedures. Depending on 

the scope of services provided at a specifi c clinical setting, 

additional work practice controls will need to be developed. 

In the dispensing environment, separate work practice con-

trols outlining earmold impression procedures, hearing aid 

listening checks, electroacoustic analysis of hearing aids, real 

ear measurements, and the like will be required. For addi-

tional work practice control examples, the reader is referred to 

Infection Control in the Audiology Clinic (2005) by Bankaitis 

and Kemp. 

Emergency Procedures

Th e written infection control plan must outline steps to be 

taken in the event of an accident which may expose individu-

als to bloodborne pathogens or other potentially infectious 

Table 3.  Example of written work practice control outlining how front offi ce staff is to handle drop off 
hearing aids 

It is the policy of this clinic that front offi ce personnel will not accept or receive hearing aids, earmolds, or similar 

devices directly from the patient. In the event that a patient is dropping off a hearing aid for later servicing, the following 

procedures will be observed:

•  The front offi ce staff person will retrieve a designated “hearing-aid drop-off envelope”* and hold the envelope in an open position

• The front offi ce staff person will instruct the patient to place the earmold(s) and/or hearing aid(s) into the envelope.

•  The front offi ce staff person will close the envelope and secure the fl ap by stapling the upper portion of the envelope shut

•  In the event the earmold or hearing aid was inadvertently placed on a counter or any horizontal surface area of the front offi ce, the 

front offi ce staff person will clean and then disinfect the surface area using fresh disinfectant towelettes

• During this time, the patient will complete any paperwork

•  The front offi ce staff person will attach paperwork to envelope and place envelope in the designated location for the audiologists to 

process later

•  Prior to returning to desk, front offi ce staff will commence with hand hygiene procedures

 *  A pre-packaged box (i.e. earmold impression box) may also be used. The important component is to integrate something that can completely contain the earmold 
and/or hearing aid without inadvertent exposure to others.

Adapted from Infection Control in the Audiology Clinic (2nd Ed.) by Bankaitis and Kemp (2005). Reprinted with permission from Auban, Inc.
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COMPLIANCE WITH OSHA INFECTION CONTROL 
REQUIREMENTS
Th e fi rst step in meeting OSHA infection control requirements 

involves the development of a written infection control plan. As 

previously mentioned, the written infection control plan must 

minimally encompass the six infection control plan elements 

described above. Written infection control templates with cor-

responding forms along with examples of work practice con-

trols associated with a wide range of audiological procedures are 

readily available (Bankaitis and Kemp, 2005, 2004, and 2003). 

Once a written plan has been created, the next critical step is 

to provide infection control training to the audiology staff  and 

other appropriate personnel. Th is includes an overview of infec-

tion control principles including but not limited to a discussion 

of standard precautions and their specifi c applications to the 

audiology environment (Table 4), familiarization with blood-

borne pathogens including transmission modes and routes, and 

a summary of OSHA’s written infection control requirements.

Table 4. Standard Precautions

Appropriate personal barriers (gloves, masks, eye 

protection, gowns) must be worn when performing 

procedures that may expose personnel to infectious 

agents

Hands must be washed before and after every patient 

contact and after glove removal

“Touch” and “splash” surfaces must be pre-cleaned and 

disinfected

Critical instruments must be sterilized

Infectious waste must be disposed of appropriately

Following infection control training, the third step is to ensure 

all employees fi ll out and fi le necessary paperwork associated 

with the written infection control plan. Th is includes assigning 

each employee to the appropriate employee classifi cation cat-

egory based on risk of potential occupational exposure, making 

arrangements to off er employees at risk of occupational exposure 

the HBV vaccination, and investing in the necessary products to 

ensure that infection control goals can be met. Necessary products 

include the provision of necessary personal barriers in the form 

of appropriately fi t gloves, masks, and eye-protection, access to 

hand hygiene products such as liquid soap and/or no-rinse hand 

Reference: CDC. (1987). Recommendations for prevention of HIV trans-

mission in healthcare settings. MMWR, 36(2S).

degermers, disinfectants, sterilants, and waste management 

products such as sharps containers and biohazard bags. 

Finally, the fourth and most critical step in meeting compli-

ance with OSHA’s infection control requirements is ensur-

ing that all staff  and personnel execute implementation 

protocols in the form of engineering and work practice 

controls consistently. While training can teach audiologists 

what to do, it is important to develop an infection control 

culture within the confi nes of the clinical practice environ-

ment whereby those procedures designed to minimize the 

spread of disease are recognized and respected, becoming 

second nature. ■
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While many articles have been written about the transforma-

tion of our profession to a single degree designator, Au.D., 

my perspective as a former board member of the Audiology 

Foundation of America (AFA) and the Academy of Doctors 

of Audiology (ADA) is personal. It is personal because this 

was a change that started from the ground up – not from the 

top down. Many ADA members have spent the past twenty 

years embracing the mission of transitioning our profession 

to the Au.D. by tirelessly and fi nancially supporting the work 

of the AFA. Many ADA members were early and enthusiastic 

supporters of the Au.D and served as AFA torchbearers, state 

leaders, and board members of various supportive state and 

national organizations. Th e ADA was the fi rst professional 

organization to limit new membership to those who held this 

new degree. Out of this phenomenal focus of the energies of 

many we became one profession united under one degree, the 

Au.D. It is in tribute to all of these individuals that I dedicate 

this article – one among so many. 

WHO ARE WE?
Prior to the Au.D., audiologists practiced with various degree 

designators including: M.Ed., M.S., M.A., M. Art., M.A.T., 

M.C.D., Ph.D., Ed.D., Sc.D., D.Art. and others.  We were suf-

fering from an identity crisis. Audiologists educated in Speech 

and Hearing programs were led to believe that it was, “pub-

lish or perish,” and that unless you became a research Ph.D., 

you were just going to “get a job” working for another profes-

sional such as an ENT doing “clinical audiology.” In addition, 

because there was no common degree among these programs 

graduating audiologists, the national membership organiza-

tion, ASHA, deemed it necessary to create a post graduate 

Clinical Fellowship Year for new graduates to obtain clinical 

experience under the tutelage of another audiologist. Many of 

those who worked during those years know that if you didn’t 

have your CCC-A, you couldn’t get a decently paying job and 

Early 1970s

ASHA’s Code of Ethics in the forbid audiologists 

from dispensing hearing aids.

TIMELINE

many worked for less than the local truck-stop waitress dur-

ing their CFY year to earn their CCCs. 

Dr. Nancy Green writes:

Th e landscape of audiology was desolate before the Au.D., as 

evidenced by the fact that 50% of the profession had deserted 

it every ten years since the 1960s. Th e gene pool was confi ned 

to “speechandhearing” majors. Th e CFY “training completion” 

model kept salaries artifi cially low. Th e ENT/employee model 

saw audiologists treated as technicians, and it prevented them 

from discovering their true value in the marketplace as well. It 

still does, to some extent, but the Au.D. is changing that, too, 

by raising student expectations. Both students and young prac-

titioners now have a future in a health care universe in which 

THEY have the power to control their own destinies. Th eir 

Au.D. training has taught these young practitioners to look “in” 

themselves for what is right, rather than meekly looking “up” to 

AAA or ASHA, hoping to be told what to do.

WHY ROCK THE BOAT? WHY CHANGE?
ASHA’s Code of Ethics in the early 1970’s forbid audiolo-

gists from dispensing hearing aids or even affi  liating with any 

commercial enterprise. I recall that as a fi nancially struggling 

graduate student looking to fi nd a part-time job even vaguely 

related to the profession, I had to had to have the Chairman of 

the Department co-sign a letter of intent and send it to ASHA 

for approval before I could start a part-time clerical job in the 

offi  ce of a local hearing aid dealer (the one that the Speech 

and Hearing Clinic at the University sent all their patients to 

see to purchase their hearing aids). I had to take a job to earn 

some money because it took an extra semester to complete a 

Master’s Th esis (v.s. taking comprehensive exam) and I was 

told that if I ever wanted to be considered as a doctoral candi-

date, I would HAVE to complete a Master’s thesis. 

Audiologists were unhappy with the aural habilitation process 

that consumers had to endure to obtain a linear amplifi er 

with a tone and output control in the available hearing aids. 

Audiologists were educated in academia, and were told that they 

were scientists, not salesmen. Th ey were trained in hearing aid 

selection methods developed during WWII by Carhart. Th is 

selection process included aided testing in a sound booth 

and speech threshold and word recognition in quiet and (if 

“Never doubt that a small, group of thought-
ful, committed citizens can change the world. 

Indeed, it is the only thing that ever has.” 

— Margaret Mead
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time allowed) in noise. Th e winning hearing aid was then 

recommended for purchase and the client would take the 

recommendation to the local hearing aid dealer (preferred 

name at the time) for purchase. Th e client would come and 

go back and forth several times between the audiologist and 

dealer until the audiologist determined that the measurements 

in the sound booth showed that the client was meeting their 

fi tting criteria. Th e client had little input in this process, and 

was caught in the middle between the audiologist and hearing 

aid dealer and kept telling both professions that testing in a 

sound booth had little to do with real world success with 

amplifi cation. 

Charlie Stone recalls:

From the day I graduated with my M.S. and started my 

fi rst job I knew that Audiology could be so much more 

than being a button pushing pure tone-et.  We provided 

services that would never be provided by MD’s or Speech 

Pathologists. And we served a population that needed us 

to guide them through the challenges of hearing loss and 

the emotional and personal struggles that accompanied 

it. I knew that we were the only professional that had 

the education and training to best serve these individu-

als, however, we lacked the professional recognition to 

claim this territory as our own. We were the proverbial 

neglected “step child” of the communication disorders 

family and were badly out-numbered and shuffl  ed off  to 

the side. 

I became disenfranchised, disillusioned, dejected and 

was convinced that I needed to change professions. While 

teaching at the University of North Dakota I was able to 

take 6 credit hours per semester at no charge so I com-

pleted my pre-Dentistry, and pre-Optometry undergrad-

uate courses over the next 3 years and actually applied 

for acceptance at the School of Optometry at Pacifi c Uni-

versity in Forest Grove Oregon. Luckily I was off ered an 

educational Audiology position at a hearing aid company 

and decided to give it one more chance. It was about 

the same time that ADA broke ranks with ASHA and 

started dispensing. I attended one of the fi rst meetings as 

a representative of this manufacturer and saw a new and 

energized group of audiologist that saw the profession the 

1976

The Professional Doctorate in Speech Pathology 

and Audiology: A Discussion of the Issues.

same way I did or at least a closer resemblance of what I 

envisioned it to be. 

A few years later I had entered the private practice venue 

with a highly regarded dispenser who saw the future of dis-

pensing would be in the hands of audiologist if they played 

their cards right. With his encouragement and mentoring 

I developed many of the business skills that I lacked in my 

academic training . Th is was against the mainstream of the 

audiology community.

My support group with the ADA where like minded indi-

viduals would meet and share their ideas and successes in 

practice with anyone who would listen - most of us were all 

ears. It was this group who saw Audiology as a totally sepa-

rate and autonomous profession that conceived the notion 

to elevate our profession to a new level with additional 

educational requirements and a more independent nature. 

Th is was just what I wanted to hear so I got involved in this 

grass roots movement and with visionaries the likes of Leo 

Doerfl er and David Goldstein. In order to accomplish the 

impossible, ADA formed a foundation (AFA) to move the 

profession toward the professional Doctorate Degree as its 

point of entry degree. Th e rest is history. It goes to show that 

if enough people truly believe in something that will be for 

the betterment of the patients we serve as well as the profes-

sion as a whole, there is no obstacle big enough to stop it 

from happening.

Th e Professional Doctorate in Speech Pathology and 

Audiology: A Discussion of the Issues, March 1976 — 

Chicago, IL (conference organized by Douglass Noll and 

David Goldstein). 

David Goldstein recalls: 

Th e idea for the formation of the AFA came to me from a 

presentation by Don Peterson, Ph.D., dean of the Gradu-

ate School of applied and Professional Psychology at Rutgers 

University who had started the fi rst PsyD program at the 

University of Illinois. He discussed how the practicing psy-

chologists formed a council to improve education by develop-

ing a professional doctorate to be off ered at the state-funded 

university campus in Newark, NJ. When Rutgers found 

out about these eff orts, they changed their mind about the 
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professional doctorate (previously against it) and decided 

to off er the degree fi rst. It was the bottom-up movement 

led by a practitioner’s organization that changed the pro-

fession of psychology, and that became embedded in my 

thinking about the Au.D.

Out of frustration over the lack of control over the outcome 

for their patients, many audiologists either continued in their 

jobs, left  the profession altogether (50% left  the profession 

aft er ten years), or started their own practices that included 

the dispensing of hearing aids. At the time, dispensing hear-

ing aids for profi t was deemed a violation of the ASHA code 

of ethics. Pressure from the audiology practitioners and 

like-minded academics who were involved in the Legislative 

Council of ASHA resulted in an uproar documented in all 

the professional journals of the era. From 1973-1976 propos-

als were brought to AHSA’s Legislative Council to provide 

an ethical path for audiologists to dispense hearing aids.  In 

1978, ASHA wrote a series of rules by which audiologists 

could ethically sell hearing aids. In the ASHA rules, the audi-

ologists would bill for their professional services and sell the 

hearing aids at cost through a remote clearing house. 

THE TIPPING POINT: How the U.S. Supreme 
Court Ruling Changed Audiology
On April 25, 1978 the U.S. Supreme Court ruled on an anti-

trust suit against the National Society of Professional Engi-

neers, “…alleging that petitioner’s canon of ethics prohibiting 

its members from submitting competitive bids for engineer-

ing services suppressed competition in violation of § 1 of the 

Sherman Act.” ASHA was immediately notifi ed that its rules 

about hearing aid dispensing by its members were now illegal. 

Th is single action had a profound eff ect on our profession. 

Now, like-minded audiologists could ethically and legally 

gather to discuss the process of hearing aid selection and fi t-

ting. Out of this need, came the formation of the Academy of 

Dispensing Audiologists, with founding president, Leo Doer-

fl er, in 1977. Th e early years saw the growth and involvement 

of 50 to 200 dedicated audiologists interested in changing the 

scope of practice of the profession. Over the next ten years, 

this organization of audiologists who were largely practice 

owners took deliberate small steps that would ultimately 

change the profession. 

1978 

US Supreme Court Ruled on an anti-trust suit agains 

the National Society of Professional Engineers. ASHA 

notifi ed that its rules about hearing aid dispensing by 

its members were not illegal

1988 

ADA Conference on 

Professional Education (CPE)

ADA Conference on Professional Education (CPE), Octo-

ber 7-8, 1988—Chicago IL

Th e signifi cance of this conference was that it was orga-

nized by practitioners, not academics. Th e purpose was not 

to explore options to improve the quality of the audiology 

training programs. With the changes in scope of practice and 

the type of practice that many were pursuing, many audiolo-

gists were frustrated with the lack of change in the academic 

environment. Audiology students were still being trained in 

two-year Masters programs to look for jobs, not to practice a 

profession. Th e consensus of those who attended this confer-

ence (list Conference Attendees and Glenn Tecker as facilita-

tor in a sidebar) was that audiology had to become a doctor-

ing profession under a unifying degree designator (see details 

– proceedings – on AFA’s website – still up). Th e need for an 

organization to help nurture this idea was apparent.

Darrell Micken recalls: 

I remember having lunch with David G. in Tucson one 

time while we were both on the ASHA Legislative Council 

and discussing the need for the clinical doctorate in audi-

ology. I watched roots beginning in ADA and remember 

the attempts by “forces” to stop and then steal the process 

for their own. 

April 1989. Out of the ADA sponsored CPE, came the for-

mation of the Audiology Foundation of America. Th e AFA 

was governed by a Board of Directors who gave generously 

of their own monies to work on its behalf. All of the Board 

members paid their own expenses to attend the quarterly 

three-day intense meetings in Chicago. 

David Goldstein writes: 

I was founding chair of the AFA board and George 

Osborne, DDS, Ph.D. was Vice-Chair…We decided 

to invite only doctoral level audiologists to be on the

“Everything goes through 3 stages. First it is 
ridiculed; second it is violently opposed and 

fi nally accepted as self evident.” 

—Arthur Schopenhouse
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1989

AFA is formed from the ADA sponsored 

Conference on Professional Education

1995

AuD Standards and Equivalency 

Conference

were on the Board. I helped remove some of the emotion from 

the discussions and helped keep us focused on the mission of 

the AFA: What are the obstacles? How can we direct ourselves 

to the goal? I also feel that there was clarity of leadership. Each 

chair was great that way. Th ey kept all our eyes on the goal. 

We were fortunate to have had Susan’s direction and continuity of 

leadership for the entire life of the organization. No other audiol-

ogy organization has had the privilege of this continuity of leader-

ship.

In February 1995 in Atlanta, 200 audiologists met in Atlanta for 

the Au.D. Standards and Equivalency Conference organized by 

AFA and co-sponsored by ADA and AAA. Many ADA members 

were present and participated, and voiced their opinions on vari-

ous obstacles facing the profession’s transition to the Au.D. Audi-

ologists representing all facets of the profession participated. 

Mike Th elen recalls,:

I did fl y to Atlanta in February of 1995 with a sense of opti-

mism, hope and pride in my profession. It had been almost 6 

full years since the Au.D. movement was offi  cially and joy-

ously launched at ADA in May of 1989. It was at that ADA 

that I became a “torchbearer” in body and spirit. I still pos-

sessed the excitement and the electricity that I felt at that very 

special ADA convention. Th e S&E conference was impressive, 

in the attendees and organizational representation assembled. 

Th e meeting was facilitated by Glenn Tecker whose took those 

present through a clear, concise, process that distilled “consen-

sus” from a group that prior to the conference, I felt would be 

as successful as herding cats. I came away charged up. I was 

ready for the battles that inevitably lay ahead.

Out of this conference came one proposal for practitioners to 

complete their Au.D through Earned Entitlement. Th is would 

allow a critical mass of existing practitioners to make the transi-

tion quickly and had been successfully employed in other profes-

sions such as physicians, lawyers, and dentists in the past. 

David Goldstein:

For me personally, establishing a mechanism whereby existing 

experienced practitioners could become Doctors of Audiology 

without abandoning their practices was the right thing to do. 

For 40 or 50 yrs. professors in the academic community had 

founding board of the AFA (because) we felt that hav-

ing directors with doctorates would blunt some of the 

expected opposition (to a professional doctorate).”  Th ese 

recognized leaders of the profession came from all walks 

of professional life.  

“There are 2 kinds of people. Those who do the 
work, and those who take the credit.  Try to be in 

the fi rst group, for there is less competition there.”

—Mohandas Gandhi

TORCHBEARERS
Organized under David Goldstein at AFA, audiologists from 

around the country were recruited to become torchbearers in 

their states. Th ey gave presentations about the Au.D. at state 

meetings, contacted regulatory offi  cials in their states about 

the new degree, helped educate other audiologists and uni-

versities about how they could prepare and transition to this 

new degree that represented the profession under one title, 

Au.D.  We needed not only to transition new professionals to 

the Au.D., but a path for existing practitioners to transition 

to the Au.D. 

Susan Paarlberg was hired in August 1994 as executive direc-

tor of the AFA. She recalls: 

I had seen an ad in the local paper for an administra-

tive director for the AFA. Th rough a mutual friend I was 

introduced to David Goldstein and we talked in general 

terms. I was teaching management classes part-time at 

Purdue at the time and thought, that this additional 

part-time position might be interesting. Aft er listening 

to David describe what he wanted to accomplish, I said, 

“You don’t need an assistant, you need an executive direc-

tor to run things.” As many of you know, David can be 

very persuasive and he enlisted not only me, but recruited 

then Purdue Ph.D. student, Nancy Gilliom to work part 

time at the AFA offi  ce. We had additional help for a year 

from Maureen Davisson (She and her husband went on 

to work for Newt Gingrich) and the three of us shared two 

desks....I believe that I brought a business perspective to 

the AFA. Th ere was so much passion in the people that 
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been blocking it. Leo Doerfl er (professor and past presi-

dent of ASHA) and other founding AFA board members 

were insiders who elected to become outsiders. Th ese indi-

viduals elected to step out of their professorial comfort 

zones to move the profession forward. Th is caused an out-

rage in the academic communities, “Au.D. as a professor?” 

Mike Th elen recalls: 

When I presented the results of the S&E conference to 

the audiologists of Wisconsin, I expected verbal discus-

sion. However, the hostilities took a physical turn from a 

now retired Ph.D. who poked her fi nger in my chest and 

told me that I was not much more than a trouble mak-

ing malcontent and that this “stupid” idea would never go 

anywhere especially, earned entitlement.  My heels were 

dug in and she simply had unwittingly steeled my resolve.

It was also at this meeting that the Joint Audiology Commis-

sion was formed to establish a new accrediting program for 

Au.D. training programs. ASHA and AAA insisted that the 

Au.D. had to be earned at a university program – but no pro-

gram existed. In order to have a new degree that current prac-

titioners could transition to, we needed to have a curriculum 

and an existing Au.D. residential program to which audiolo-

gists could meet an equivalent degree. A generous donation 

from a practicing audiologist provided the initial endowment 

to Baylor to start the fi rst Au.D. program. 

ASHA LAWSUIT – TIDES TURN
Attorney and former AFA Board member Bob Gippen wrote: 

Th e favorable settlement of litigation between ASHA and 

the Audiology Foundation of America (AFA) in the late 

1990s allowed the Au.D. to gain a fi rm foothold as the 

profession’s entry level common degree designator, from 

which it has made its substantial growth to date. While 

the parties fought in court over the Au.D. credential, 

two regionally-accredited Au.D. degree distance learning 

programs were established to fully accommodate exist-

ing practitioners. Th e settlement of the litigation in 1999 

prevented any challenge to those programs and included 

ASHA’s explicit recognition of the objectives of the Au.D. 

movement.

1996

First AuD Graduate Program Opens

1997

ASHA sues AFA

As part of the negotiations, ASHA agreed to reaffi  rm 

its continuing support for the transition of audiology to 

a doctoral level profession. It also agreed to support the 

Au.D. degree when conferred by a regionally accredited 

institution, as well as the use of distance learning mecha-

nisms and the granting of reasonable academic credit for 

demonstrated competencies by Au.D. programs. ASHA 

agreed to support the use of the degree and titles Au.D., 

Doctor of Audiology, Dr., and Doctor by those who 

obtained degrees from regionally accredited institutions, 

and expressed its appreciation to those working toward 

the establishment of Au.D. programs.

Th us while many young Au.D. students are being taught that 

ASHA supports the Au.D., it was only as a result of this law-

suit that they were forced to support the Au.D. degree tran-

sition. Th is also resulted in competition between academic 

programs to switch to an Au.D. program and not to be the 

last program to change. 

Former AFA director, Tom Morris recalls:

I’ll never forget the phone call I received early in 1998. 

It was from AFA director Darrel Micken, and he invited 

me to join the AFA board - what an honor!! I attended 

my fi rst meeting in Chicago in May of that year. Over the 

next few years, It was a great pleasure associating and 

working with AFA directors and staff , and we made tre-

mendous progress during those years. I’m fascinated by 

the way a dedicated and focused group of individuals 

persevered towards a goal, with the understanding that 

continual reassessment and changing of tactics is a neces-

sity when taking on such a task as the evolution of an 

ENTIRE PROFESSION. 

One major tactical adjustment occurred when, following 

ASHA’s suit against us regarding EE, we abandoned the 

promotion of the AuD credential and proceeded whole-

heartedly toward the distance education concept for cur-

rent practitioners. And talk about success…We now have 

not one, but two independent (non-speech and hearing) 

schools of audiology which are associated with very presti-

gious, long established, private universities, and each has 

a residential four-year program for new students as well!



AUDIOLOGY PRACTICES ■ VOL. 2, NO. 2    35    

ASHS launched its distance program (transitional Au.D. 

program or T.AU.D.) in 2000 with a class of 33 students. 

ASHS fi rst class of residential Au.D. students arrived in 2002. 

August 2000 ASHS holds fi rst Au.D. Graduation ceremony. 

May 2001: SPRUCE GREEN chosen as our new professional 

color for Au.D. HOODS (Last green color available for a doc-

toring profession). 

George Osborne wrote a note to the fi rst graduating class of 

PCO – School of Audiology:

GEORGE OSBORNE, PHD   3/20/2001 11:02:36 AM 

To the First Graduating Class: Cathleen A. Alex, Au.D., 

Veronica H. Heide, Au.D., Kay D. Krebs, Au.D., John C. 

Miles, Au.D., Valerie F. Parrott, Au.D., and David Chin, 

Au.D. 

I am so very proud of each of you for the statement you 

have made for your profession and the professional model 

that the PCO School of Audiology represents. Your spirit 

of cooperation throughout the startup and development 

of this very new distance education experience has been 

the inspiration for our instructors and staff . Th ank you!

Graduation will be a busy time. It is the busiest week-

end of the entire year for Philadelphia as several institu-

tions hold their ceremonies that week. You are forging 

new ground - not only as graduates of a unique distance 

education program but as Au.D. graduates from an insti-

tution that has only off ered vision related programs for 

nearly 90 years. Protocol at PCO is being challenged and 

changed. Th e foundation for the fi rst “fi rst professional 

degree” in audiology is being established. You will be the 

fi rst graduates in the country to wear the “Spruce Green” 

hoods that will represent Doctors of Audiology. 

Th e AFA propelled its torchbearers and directors into action 

sending them to state and national meetings to explain the 

Au.D. transition and its importance to audiologists. Th e 

EPAC was put into place as a method of giving practitioners 

credit for knowledge earned over the course of their profes-

sional careers so that they would know what coursework was 

needed to earn their Au.D. Model licensure laws were draft ed 

and proposed. A new national exam for audiologists who had 

completed their Au.D. degrees was written and proposed for 

2000

Lawsuit settlement forces ASHA to support the AuD

ATSU graduates fi rst AuD audiologist

acceptance to AAA. Th e ACAE was funded and supported by 

ADA and AFA. Mary Wilson brought on in 2001 to help with 

accreditation and to develop a patient satisfaction program. 

Becky White came on about this same time and worked for 

AFA for 9 years. Tracy Harding came on to help with writing 

articles and press releases to spread the word and coordinate 

information. 

Ken Lowder, third Chairperson of AFA, and one of the fi rst 

graduates of the University of Florida distance Au.D. program 

(and fi rst Au.D. to hold the position) writes,:

During my term as Chair, the Au.D. progressed from a 

slight possibility to a fait accompli. Th is was most emphat-

ically not an accident, but the result of the dedicated work 

and fi nancial support of many audiologists both within 

the AFA and by our supporters in the profession. I might 

add that without the additional signifi cant support that 

we had from industry, I believe that our eff ort would have 

fallen short. 

Despite the monumental change to audiology that the 

Au.D. has fostered, there remains more to be done in order 

to cement the change in stone. First, the profession needs 

to upgrade and modernize state licensure laws to more 

accurately refl ect the profession as it exists today. Our 

state licensure laws were written many years ago when 

audiologists were the step-children of SLP’s. Enacting nec-

essary changes will likely be a long-term endeavor. Next, 

the profession’s attempt at independent accreditation 

has to date been less than successful. All but two of our 

training programs still exist within liberal arts graduate 

programs, not professional schools. Going forward, our 

agenda as a profession is clear. But I see no real attempt 

by our professional organizations to work for change. 

Th roughout it all, the ADA supported the AFA fundraising at 

its annual meetings by providing time in the schedule for the 

annual golf outing and the annual art auction.  On one such 

occasion the professional auctioneer was in an auto accident 

and unable to be our auctioneer. Deborah Price (one of the 

fi rst graduates from the ASHS distance program) stepped up 

to the podium and did such a fabulous job that she became our 

annual auctioneer as well as the last Chairperson of the AFA. 

2007

62 AuD Programs open

4990 Total AuD Graduates



 36    AUDIOLOGY PRACTICES ■ VOL. 2, NO. 2

Nancy Green writes:

Future students may never know what battles were fought 

on their behalf in the twenty-two year war over the Au.D., 

especially now that the AFA has declared victory for the 

profession and sheathed its swords,”  Th at’s OK, because 

those battle-hardened but weary warriors who served in 

the trenches for such a long time deserve some respite. Th ey 

didn’t join the Au.D. Army for money, titles or awards. 

Th ey fought because the profession needed the Au.D., and 

because there wasn’t any other organization with guts 

enough to fi ght for it. Th e AFA had a secret weapon…

the will of the people. It was the grass roots support of the 

AFA from practitioners that ensured that the Au.D. would 

become THE degree for the profession. Th anks to the AFA 

and the ADA, audiology practitioners now control the pro-

fession of audiology, not the membership organizations, 

and that’s as it should be…destiny…fulfi lled.

Who will pick up the sword? Who will hold the academic 

community accountable to the practitioners? Who will carry 

the torch for the next generation? 

Th ank you AFA and all the people that moved this mountain!

A special thank you to Darrell Micken for the two quotes by 

Schopenhouse and Gandhi.
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2010

70 AuD Programs in place with 

over 9000 AuD graduates

MISSION ACCOMPLISHED

One Degree Unites Audiology



PROFESSIONALS

Audiology united under
 one degree...

MISSION ACCOMPLISHED!

With master’s degree programs 
phased out and more than half of all 
audiologists now holding the Au.D. 

degree, the AFA has declared victory 
for the profession and closed its doors.

In its final act as a non-profit 
foundation, the AFA assigned the 
remainder of its funds and assets, 
worth almost $1.2 million, to the 
audiology program at A.T. Still 

University (ATSU) in order to launch 
the new AFA Institute.

The AFA Institute will provide cutting - 
edge resources to enhance education 

in both the clinical and business 
aspects of the audiology practice 

model, and will be the 
AFA’s enduring legacy.

PRACTICE

l a u n c h i n g

Thanks  to all our friends at ADA for launching us and 
supporting the efforts to upgrade the profession along the way. 

We couldn’t have done it without you!

i n t o

www.AuDfound.org
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ELECTION     
2010

Completed ballots must be postmarked by Monday, September 

13. For additional information on election procedures, please 

view our bylaws at www.audiologist.org.

Please give thoughtful consideration to this 

year’s election and ensure strong leader-

ship for ADA over the next 

few years.
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Eric N. Hagberg, Au.D.
Candidate: President-Elect

Founder/Owner: Neuro-Communication Services, Inc.

Boardman, Ohio 

EDUCATION

B.A.    State University of New York at Buff alo (1974) 

M.A.   Kent State University (1976)

Au.D.   Arizona School of Health Sciences (2000)

PROFESSIONAL ACTIVITIES

• Practicing Audiologist (1975-Present)

• Founded – Neuro-Communication Services, Inc (1981)

• Board Certifi ed in Audiology – American Board of 

Audiology

• Fellow – Academy of Doctors of Audiology

• Fellow – American Academy of Audiology

• Member – Ohio Academy of Audiology

• President – Mahoning Valley Speech and Hearing 

Association (1979)

• Marcon Hearing Instruments, Inc. – Board of Directors 

(1990-2010)

• Audiology Foundation of America – Ohio Torch Bearer 

(1997-1999)

• Established the Ohio Au.D. Defense Fund (1998)

• Audiology Foundation of America – Board of Directors 

(1999- 2007)

• Audiology Foundation of America – Senior Advisory 

Council (2007-2010)

• Established the “Kenneth W. Berger Memorial 

Scholarship” – NEO Au.D. Consortium

• 15 Published Professional Articles

• K. Berger, E. Hagberg and R. Rane “Prescription Fitting of 

Hearing Aids” Herald Publishing House, 1st edition 1977, 

5th edition 1989       

• 11 Professional Presentations 

• Accepted Presenter – AAA’s “ 4th Year AuD Student 

Consensus Conference” (2004)   

• Speaker – Numerous state and national AFA presentations 

• ADA treasurer 2009-2010

POSITION STATEMENT

Th roughout its history audiology has lacked autonomous 

practitioner models that characterized traditional health care 

professions like medicine, dentistry or optometry. I will be 

forever thankful for those daring few; those bold and free-

thinking, independent audiologists that formed the ADA 

and made change possible.  I will do my best to honor these 

visionaries by capturing their past to ensure the future of 

audiology. 

 I understand the importance of leadership and of taking a 

stand to make real change happen.  Th e ADA has a strong 

tradition of seeing what is possible for audiology, and 

then moving the profession forward. Th e strength of any 

organization is its membership. Th e ADA is no exception and 

needs to focus on increasing members who will be the movers 

and shakers of the next twenty years.  

To insure the future health of Audiology every Doctor of 

Audiology, no mater what their current practice setting, 

should be part of a professional society that focuses on best 

practice issues, business development and governmental 

aff airs. We need to ensure that students, young Au.D’s and 

seasoned practitioners understand career tracks and that the 

implications for exceptional patient care and professional, 

personal and fi nancial goals are a result of choices they 

control.

ADA is unique in its focus on direct patient care, practice 

management and business issues.  

I hope to help lead attitude changes via the ADA that will 

focus our profession’s direction so that a majority of Doctors 

of Audiology understand the rewards and joys of autonomous 

practice. 

Th e end result will be audiological services in every town, city 

and hamlet providing skilled professional care to the public. 

In turn it will brand audiology and create the environment 

that will allow far greater market penetration.                  
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• “Th e Joy of Private Practice”

• “Financing your Dream”

• “Th e Art of Growing a Successful Practice from Infancy to 

Adulthood”  

• AAA BEST Committee (2007 & 2008)

• AAA Practice Compliance Committee (2010)

• ADA PRAC Committee (2010)

Kamal A. Elliot, Au.D
Candidate: Member-at-Large

Founder/Owner, A&E Audiology, Inc.

Lancaster, PA 

EDUCATION

B.Sc.Ed   University of Georgia, Athens (1991) 

M.A.        Northern Illinois University (1994)

Au.D.       University of Florida (2003)

PROFESSIONAL ACTIVITIES

• Board Certifi ed in Audiology – American Board of 

Audiology

• Fellow – Academy of Doctors of Audiology

• Fellow – American Academy of Audiology

• Member – Pennsylvania Academy of Audiology

• President – Pennsylvania Academy of Audiology (2009)

• Presenter – ADA and AAA Conventions (2007 & 2008)

POSITION STATEMENT

I am honored to be considered for a board position with the ADA. I think we can all agree that our profession has made enormous 

strides in the past decade, but much work still remains. Th ese days we are all so busy day in and day out; with our work, our 

families, and everything else that life brings our way. Let us not forget that there are very important issues that still need to be 

tackled in our fi eld. Issues such as direct access, insurance and reimbursement for hearing aids, autonomy for our colleagues, all 

require our attention now more than ever before. To accomplish the goals and advance the mission of the ADA, we need people 

who are able to bring people, resources, and ideas together to enable our organization to reach its full potential. I believe I bring 

this ability, and a wealth of experience, to the proverbial table.    

As a board member, president and now former president of the Pennsylvania Academy of Audiology, I have been closely involved 

in updating our state Licensure Act. Th is has allowed me to learn so much about the importance of autonomy for audiologists and 

how we are viewed by some ENTs as technicians.  Recently, an ENT from Ohio told me that if I wanted to “fl y the plane I should 

have gone to captain school.” He likened an ENT to a pilot and an audiologist to the fl ight attendant who serves drinks, and that 

although a pilot can serve drinks as well as fl y the plane, a fl ight attendant is only capable of serving drinks.

You can imagine my reaction to this man’s perspective, and in the name of professionalism I will leave much of it to your imagination. 

Clearly, I believe that audiologists are not the fl ight attendants serving drinks in the plane analogy, but we are more like the skillful 

engineers who ensure that the plane is fi t to fl y and reach its destination. We are an integral part of the hearing healthcare system, 

and we need to own our role as the gatekeepers. We each spend years earning advanced degrees and countless hours serving 

patients and improving lives. Regardless of what an ignorant ENT from Ohio thinks, we are educated, skilled, dedicated, and most 

of all caring professionals. We cannot and will not be denied our future.  

Th e ADA has been fortunate to benefi t from the expert leadership of countless wonderful and visionary audiologists – George 

Osborne, Leo Dorfl er, and Herb McCollom to name just a few. My heart is fi lled with respect and awe when I think of these 

brave pioneers of our profession who worked tirelessly towards making audiology better for future generations of practitioners. 

Th ey would not accept defeat, and neither will I. I look forward with determination and optimism to the opportunity to serve 

my profession, and I vow to do everything I can to live up to the reputation of this meritorious organization and those who have 

come before me. If elected, I will serve and represent you to the best of my abilities and work towards advancing the autonomy of 

audiologists into the future.
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• Member of the Ethics committee with the ABA

• Fellow – Academy of Doctors of Audiology

• Fellow – American Academy of Audiology

• Member – Audiological Resource Association

• Member- Kentucky Academy of Audiology

• Member – Kentucky Hearing Aid Association

• Graduate of Leadership Tri-County (Awarded the Leader 

among Leader award)

• Graduate of Leadership East Kentucky

• Presenter – KAA and KSHA conferences

• Conduct negotiations on behalf of Audiologists in KY 

with the Department of Medicaid Services

Angela Morris, Au.D.
Candidate: Member-at-Large

Southeast Kentucky Audiology

Corbin, KY

EDUCATION

B.S.  University of Kentucky (1994)

M.S. University of Louisville (1999)

Au.D. Salus University (2003)

PROFESSIONAL ACTIVITIES
• Private Practice – Audiology (2003 – present)

• Contract Audiologist, Kentucky Commission for Children 

with Special Health Care Needs

• Contract Audiologist, Daniel Boone Clinic, Dr. Samir 

Guindi, ENT

• Past President of the Kentucky Academy of Audiology

• Conference Chair for the Kentucky Academy of Audiology 

• Board of Governors for the American Board of Audiology

• Regional Captain for the AAA State Leaders Network

• Chairperson for the Student Mentor Luncheon at 

Audiology Now

• Chairperson for the Marketing and Fundraising 

committees with the ABA

POSITION STATEMENT

I have seen many changes in Audiology over the past several years, and I am excited for what our profession can and will do in the 

future.  I strive in my professional and personal life to be the best I can be at what I am doing.  I am passionate about the fi eld of 

Audiology and I am honored to be considered for this position.  

I am aware through my various activities of the challenges we still have as Audiologists.  I will be involved in trying to fi x these issues.  

I want these positive changes to take place, not only for my benefi t, but for the benefi t of the up and coming audiologists we will have 

in the future.  Our profession is so important to so many people. It is my personal goal to have as many other professionals to see us in 

the same light.

ADA has been the epitome of positive change for the future of Audiology.  I wish to bring my enthusiasm, my knowledge and my 

desire to move Audiology forward to the ADA board in hopes of continuing this aggressive movement.  I have a strong focus for the 

governmental issues side of Audiology. I am comfortable talking with legislators regarding Audiology issues, and feel it is a responsibility 

that I have as an Audiologist to do my part.   Autonomy is a key factor to our success as a profession, and is something we can never let 

die.  Other issues that I have been involved in include reimbursements to Audiologists.  We have the right to be paid for our services, 

and we have the right to be paid what we are worth.  I feel that my work on the state level, which has yielded great success, can be an 

asset to the ADA board.

 I believe it is most important to educate our students with the proper information regarding our profession. Th e ADA already has 

in place wonderful opportunities to provide this information to them.  I would love to be involved in continuing this student/fellow 

relationship.  I feel that my experience with working on other mentor programs will be of good use for this endeavor.   We have come 

so far at this point, that the only way to “reap our rewards” is to have our profession stay strong for many years aft er we are gone.

I am greatly appreciative of the opportunity to serve on the ADA board.  It would be an honor and a privilege to do so.  I do feel that 

my qualifi cations are strong for this position, and that I would make an eff ective member of the board.  I would be open, honest and 

available to all who would want to contact me regarding any issue. Th is position would not be taken lightly, and I would promise to do 

my best and to look out for the best interests of all audiologists.



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.

A Call to Arms to 
Exercise Our Right 
to Charge” 
BY KIM CAVITT, Au.D

Most audiologists, especially those with an 

emphasis on vestibular testing, are seeing mark-

edly reduced reimbursement for their services in 

2010.  Th is reduction is due to the introduction 

of the bundled vestibular and immittance codes, 

as well as, the transition of audiology procedure 

codes from practice expense to work value in the 

resource based relative value scale (RBRVS).  Th is 

system is used by Medicare and many third party 

payers in establishing their fee schedules.  

So, how do we remedy this situation?  Th ere are 

some tough truths that we in audiology fi rst must 

face:

• Medicare reimbursement (which is also, unfor-

tunately, what a great deal of private, third-party 

payment is also based upon) will, most likely, 

not improve and could get exceedingly worse.

• Direct Access has no impact on reimbursement.  

It only aff ects the need for a physician order.

• Expansion of coverage, while it improves access, 

also expands poor reimbursement.

• In defense of our national audiology organiza-

tions, there is oft en little they can do to infl u-

ence substanitive increases in reimbursement 

as health care providers, including physicians, 

are seeing their reimbursement plummet. 

• Real change comes from changes in legisla-

tion and this requires money.  Audiologists do 

not signifi cantly contribute to Political Action 

Committees.

Th ere is, however, a light at the end of the tun-

nel. Th is “light” would allow us to increase our 

revenues without increasing staff  or services 

off ered. We would do little, if anything, diff er-

ently in our service delivery model as we would 

not be doing anything diff erently with the patient. 

Th is approach would allow us to follow best prac-

tices and provide our patient’s with state of the art 

audiology and vestibular care. Th e only negative 

is it would require most audiologists to undergo 

a radical change in the way we see ourselves, our 

patients, our practices, and our role in the delivery 

of care. Th e “light” is requiring patients to pay out 

of pocket for the goods and services we provide 

that are not covered benefi ts in their health plan.

Let’s use Medicare as an example.  Medicare only 

covers items and services provided by an audi-

ologist that are medically necessary to diagnose a 

medical or surgical condition. Th ey do not pro-

vide coverage for counseling or treatment that is 

provided by an audiologist. Th ey do not cover any 

item or service that is routine or associated with 

the sale or purchase of a hearing aid.  Th ey only 

cover diagnostic testing.  Period.  

Now, our scopes of practice allow us to provide a 

greater scope of items or services to patients. Our 

licensure generally allows us to provide cerumen 

removal, canalith repositioning, tinnitus manage-

ment, and aural rehabilitation, to name a few. Just 
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because Medicare does not cover an item or service does not 

make it unnecessary for the patient to receive.  It just means 

that Medicare will not pay for it.  Many of the services listed 

above provide great benefi t to patients in their daily lives. So, 

we can and should charge Medicare benefi ciaries when we pro-

vide these items and services to them. When an item or ser-

vice is statutorily excluded (i.e. hearing aids, cerumen removal, 

aural rehabilitation, auditory training, or vestibular rehabilita-

tion performed by an audiologist, routine testing, and testing 

related to the sale or purchase of a hearing aid) or does not 

meet the defi nition of a Medicare benefi t (i.e. use of goggles, 

saccade testing, or tinnitus treatment) we can charge the 

patient our usual and customary fee for the item or service, and 

we are not required to have the patient complete an Advanced 

Benefi ciary Notice (ABN).  It is that simple.  Now, because 

Medicare benefi ciaries have the right to request that any item 

or service provided be billed to Medicare, even if it is statutorily 

excluded or does not meet the defi nition of a Medicare benefi t, 

I always advocate having the patient complete the ABN as a 

voluntary notifi cation and, if they select Option #1 on the ABN 

form, billing Medicare with a –GY (item or service is statuto-

rily excluded or does not meet the defi nition of any Medicare 

benefi t) and –GX (Notice of Liability Issued, Voluntary Under 

Payer Policy).  When you charge a patient for the items or ser-

vices provided, you receive your full, usual and customary fee. 

Th ere is no discounting, and there is oft en no billing.  Even if 

the patient requests that you bill Medicare, the ABN allows you 

to collect payment at the time of visit.  Again, it is that simple!

Many private insurance carriers follow the same Medicare 

guidance.  If an item or service is non-covered or does not have 

a code that describes it, many of these carriers also require 

that patient’s are notifi ed in writing prior to receiving the item 

or service. Again, you can provide the item or service as long 

as it is within the scope of practice of the audiologist, it is of 

benefi t to the patient and his/her condition, and the patient 

has been notifi ed of their fi nancial responsibility.  Also, we 

need to be aware of the terms and allowances within our third 

party contracts.  Many private third party payers, for example, 

cover Evaluation and Management codes (99201, 99202, 99203, 

99211, 99212, 99213) if billed appropriately and all the neces-

sary documentation and reporting criteria are met.  Audiolo-

gists in private practice settings who are not exploring the use 

of these codes in their practices are losing potential payment 

opportunities.  

We also leave a great deal of dollars on the table within our 

hearing aid practices.  Most audiologists still do not charge 

separately for a hearing aid evaluation/consultation. So, if a 

patient does not purchase a hearing aid, they have received 

nothing to cover their costs for that scheduled period of time.  

Most still “bundle” the costs of the hearing aid under one fee 

and allow their patients to come in for no charge service for up 

to three years aft er the fi tting for that fee.  I encourage all dis-

pensing audiologists to evaluate the cost eff ectiveness of their 

approach for their practice.  I think some may be surprised 

how much “bundling” costs them.  Th ird-party payers are all 

moving to an unbundled model.  If you are not researching the 

payment structure of your third party contracts, you are miss-

ing substantial revenue opportunities (and, again, you have not 

changed how you do things).  Also, I see all too oft en audi-

ologists who reprogram or repair hearing aids that are out of 

warranty, check, repair or reprogram aids they did not fi t, give 

away wax loops, dri-aid kits, and batteries, and spend innu-

merable hours counseling patients and providing aural reha-

bilitation all at no charge.  You think it is good business, but it is 

not.  Patients generally expect to pay for the items and services 

you provide.  You are sacrifi cing your business and livelihood 

for the sake of your patients.  While that is admirable, it is not 

good for you or the rest of our profession.  

I know some of you are going to say that, if you did this, you 

would lose patients to hearing aid dealers.  Yes, you may lose 

some but you may gain others.  Remember, you are not a hear-

ing aid dealer.  Most of you are doctoral level audiologists.  

Most have seven to eight years of post secondary education 

and training.  Dealers do not charge for this as these are ser-

vices they cannot and do not provide.  It is your responsibility 

to educate patients on your skill set.  

Please understand, I am not asking you to provide your 

patients with additional services so you can increase your rev-

enues.  I am asking for the contrary.  I want all audiologists to 

behave like doctoring professionals and charge patients for the 

necessary, valuable, albeit non-covered, items and services we 

provide.  Be comfortable charging for your time and expertise.  

Let’s break the pattern of giving everything away and let’s start 

acting like the “doctors” we are. ■

Kim Cavitt, Au.D. is currently the owner of her own Audiol-

ogy consulting fi rm, Audiology Resources, Inc., which provides 

comprehensive operational and reimbursement consulting ser-

vices to hearing healthcare clinics, providers, buying groups, 

and manufacturers. She also currently serves as the Co-VP of 

Governmental Aff airs for the Illinois Academy of Audiology 

and is a contributor to ADA.
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YOUR STORY
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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.”

Andrea P. Moore, Au.D. 
The Joy of Private Practice
AP: Th ank you for your willingness to share your 

story with us. As a relatively new Academy mem-

ber, you are one of our inspirations. Tell us a little 

about your journey and how you ended up in a 

private practice setting.

AM: My journey is similar to others in our fi eld. 

I began my undergraduate studies knowing that I 

wanted to work in the health care fi eld but unsure 

as to exactly where. Aft er spending time taking 

courses geared toward veterinary medicine and 

then psychology and still not fi nding my niche, I 

decided to meet with an advisor. My advisor hap-

pened to be the undergraduate director of the 

Communication Sciences and Disorders. Aft er 

assessing my demeanor and goals, he suggested 

communicative disorders. He graciously set me 

up with an audiologist and a speech language 

pathologist so that I could have the chance to 

observe both professions in the fi eld. I immedi-

ately gravitated towards audiology. I was able to 

see fi rsthand the signifi cant impact hearing disor-

ders have on peoples’ daily lives and wanted to be 

a part of improving communication for the hear-

ing impaired.

I never actually saw myself in private practice. I 

came out of school having a particular image in 

my head of what I was meant to do professionally; 

which looked something like running a cochlear 

implant clinic with the autonomy to make the clin-

ical and professional decisions and the physicians 

just accepting those decisions with respect. Well, 

I had to learn the hard way that most positions in 

which an audiologist works with a physician does 

not include the descriptor of “autonomy” for the 

audiologist. At least that was not my experience. I 

am grateful for the opportunities I have had in my 

short career because each placement served as a 

life learning tool both personally and profession-

ally. Having those experiences under my belt has 

helped me to realize that I could not be happier in 

a setting other than private practice. 

AP: I understand you have worked in a variety of 

settings in your short career. What has been the 

diff erence for you personally and professionally in 

those environments? 
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AM: I completed my externship at an ENT practice and fol-

lowed that experience at Th e Emory Clinic, Division of Otolar-

yngology and Audiology. I am currently employed at Gilliom 

Audiology, PA, a private practice setting. All of these positions 

have helped me to grow professionally in my audiologic skills 

as well as in my ability to work as a team member in diff er-

ent settings with diff ering demands. Working in an ENT and 

hospital setting creates a role for the audiologist as a supportive 

team member to the physicians. Unfortunately, in many cases, 

this supportive role leans towards the assumption that the 

audiologist is not the ultimate decision maker when it comes 

to the patient’s diagnostic and their treatment needs. In both 

physician based environments, I found that to be the case. 

AP: You stated that working in a private practice setting 

enabled you to grow autonomously. Can you elaborate on your 

ideas of autonomy? 

AM: In the particular medical settings I worked in, the audi-

ologists role was that of a technician; do the test ordered, then 

turn the patient over to the physician to do the interpreting and 

provide treatment recommendations. Working in private prac-

tice aff ords me the opportunity to do what I was trained to do. I 

have the responsibility of making sure the appropriate tests and 

treatments are carried out and provided with “best practices” 

protocol. We are taught in graduate school the skills to diag-

nose and treat hearing disorders, and I have learned to trust my 

knowledge in that and not feel the need for “approval” from a 

physician. Being in private practice has allowed me to embrace 

my autonomy as a professional. 

AP: It sounds as if you enjoy your setting. As a young audiolo-

gist, what have you found to be some of your biggest challenges 

in your day to day practice? 

AM: Before coming into private practice, I didn’t realize that a 

majority of patients are reluctant to accept treatment for their 

hearing loss. Learning to read people and their concerns is a 

very valuable but diffi  cult skill to acquire. Now that I am able to 

better assess where the patient is coming from, I have learned 

to meet them where they stand and not from where I would 

like them to be already. I have to remind myself to stay cogni-

zant of the fact that every individual is diff erent and needs to 

be counseled accordingly. Learning how to tailor my approach 

based on the patients’ personality traits as well as their readi-

ness/willingness to receive treatment has been my biggest chal-

lenge thus far. 

AP: What has been your greatest lesson learned in the private 

practice setting?

AM: Well, fortunately and unfortunately I was privy to that les-

son being taught on Day One of my employment here at Gil-

liom Audiology. I was, as you can imagine, very nervous with 

my fi rst “new patient” and unfortunately made the mistake of 

discussing a particular product with the patient as opposed to 

technology levels in relation to lifestyle. Th e patient saw me as 

pushing a product which he had no qualms about telling me 

exactly how I came off  to him. I was able to learn very quickly 

that hearing aids are not the product (rather they may be the 

solution); our professional expertise as audiologists is our 

product. 

AP: What do you like the most about your current job position? 

AM: Well, of course, that would be having a terrifi c employer 

…as she is the one interviewing me for this story. But seri-

ously, prior to being invited to join her practice, I was appre-

hensive regarding private practice for the fear that the ultimate 

sale would be valued over the quality of patient care. Upon 

meeting Nancy, I defi nitely received a very diff erent message. 

Upon observing her with patients, I immediately recognized 

the utmost care and respect she exhibited to each patient. She 

has shown me that you can run a successful private practice 

without sacrifi cing any of your personal or professional ethics. 

Being in private practice I am given the opportunity to be an 

independent thinker with the benefi t of collegial interactions 

on an equal level without the bureaucratic hierarchy. Having 

that independence as well as the guidance of a seasoned audi-

ologist propelled my development as an individual and prac-

titioner. Even though I am relatively new to the fi eld and still 

learning new skills, I feel respected as a professional from day 

to day and that my opinions are welcomed in an open arena for 

discussion. 

AP: How are you balancing family life and professional life?

AM: In three words…Mother-in-law. As of August, we will 

be welcoming our fi rst child which we are very excited about. 

However, in order to continue to balance my family and profes-

sional life, I have recruited help for the family portion of my life 

in the form of my mother-in-law. In general, I do have a bal-

anced life in that I work hard but also play hard with my family. 

I have learned that priorities are very important to discern early 

on and those priorities can be diff erent for each individual. 

Continued on page 50
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HAVE YOU 
HEARD?

P A N D O R A’S  B O X

ADA Continues to Support Direct Access Legislation
ADA wholeheartedly supports the proposed Direct Access legislation contained in HR 3024, the Medi-

care Hearing Health Care Enhancement Act of 2009, which was introduced nearly one year ago, and if 

passed will amend title XVII of the Social Security Act to provide Medicare benefi ciaries greater choice 

with regard to accessing hearing health services and benefi ts.

Th is position is consistent with ADA’s long history of supporting legislation that would provide direct 

access to audiologists for Medicare patients.

Why does ADA support Direct Access? ADA believes that Direct Access is in the best interest of our mem-

bers, their patients and the profession of audiology, because Direct Access ensures the most effi  cient and 

eff ective delivery of high-quality hearing healthcare. ADA and its Advocacy Committee urge you to contact 

your Representative today to encourage him/her to support this critical piece of legislation! Download a 

template letter of support for HR 3024 and a Direct Access FAQ sheet at www.audiologist.org.

ADA encourages you to continue to enthusiastically support Direct Access as it is a fundamental mile-

stone on the way to accomplishing ADA’s vision of ensuring autonomous practice for all audiologists.

ADA Seeks Nominations for Prestigious Wernick and Doerfl er Awards
ADA is pleased to announce that it is now accepting nominations for the 2010 Joel Wernick and Leo Doer-

fl er awards, which support ADA’s mission to advance practitioner excellence, high ethical standards, profes-

sional autonomy and sound business practices in the provision of quality audiologic care. 

ADA will present the Joel Wernick Award to recognize an outstanding educational contribution within the 

profession of audiology or hearing science. Eligibility for the Joel Wernick Award is open to all individuals 

and institutions/organizations. 

First presented in 1989, this award honors Joel Wernick, Ph.D., who was an active supporter of the Academy 

from its inception in 1977, until his death in 1988 at the age of 48 years. Dr. Wernick was a prominent scien-

tist, teacher, author and industry executive that exemplifi ed service through his commitment to dispenser 

education and his willingness to share his own knowledge for the benefi t of his peers and the profession. 

Th e Leo Doerfl er Award will be presented to an audiologist who has demonstrated outstanding clinical 

services in the community throughout his/her career. Eligibility for the Doerfl er Award is open to ADA 

members who are private practitioners.

Th e Leo Doerfl er Award, created in 2003, honors ADA ‘s founding President, Dr. Leo Doerfl er, a practitio-

ner who is remembered as one of audiology’s true pioneers. Dr. Doerfl er was an early leader in the move-

ment to make the Au.D. the professional doctorate in audiology. Th e Leo Doerfl er Award is the Academy 

of Doctors of Audiology’s most prestigious professional recognition. Visit www.audiologist.org for more 

information.



Free ADA Student Resource Guide and 
2010 Convention Scholarship Information 
Now Available
Attention Students and Faculty Members—the Student Schol-

arship Applications for ADA’s 2010 Convention are now avail-

able! Visit www.audologist.org for more information. 

Important Scholarship Reminders:

• Applicant must be a citizen or permanent resident of the US 

and its territories or Canada

• Applicant must be enrolled in the Fall of 2010-2011 as a 3rd 

or 4th year student in a 4 year Au.D. program

• Applicant must be a student member of ADA (you may send 

that application along with your scholarship application)

• All materials must be received by ADA by August 31, 2010

In addition, please contact ADA headquarters at 866-493-5544 

or at info@audiologist.org, to order your FREE ADA Student 

Resource Guide, which contains valuable information and 

resources for students including business and practice man-

agement resources for those interested in autonomous practice.

Don’t Miss the Latest ADA Healthy 
Practice Webcast, Bridging the Gap
Don’t Miss ADA’s Featured Webcast Entitled Bridging the 

Gap: Hearing Aids and Implantable Technology, presented by 

Chris Writer, Cochlear Americas. Th is course is available free 

of charge to ADA members and is off ered for 2.0 continuing 

education hours ( .2 ASHA CEUs).

Th e Academy of Doctors of Audiology is approved by Ameri-

can Academy of Audiology to off er Academy CEUs for this 

activity. Th e program is worth a maximum of .2 AAA CEUs. 

Academy approval of this continuing education activity does 

not imply endorsement of course content, specifi c products, 

or clinical procedures. 

 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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ADA Convention Offers Texas-sized 
Learning and Fun 
Register today for the ADA 2010 Convention, Ideas So BIG 

Only Texas Can Hold Em’, to be held November 4-6, 2010 in 

San Antonio, TX.

Based on your BIG ideas, the convention schedule has been 

expanded this year to ensure BIG opportunities for network-

ing and fun, without sacrifi cing the exceptional educational 

programming that you’ve come to expect from ADA. Th e 

ADA convention off ers signifi cant value when compared 

to other conferences! Your regular convention registration 

includes most meals, the welcome reception and the Friday 

night party!

Th ere are BIG opportunities for learning and laughter, when 

you arrive early and stay late! ADA 2010 off ers a Texas-sized 

program including four incredible pre-convention workshops 

on Th ursday morning for you and your staff . 

Stay over Saturday night and register to attend Amplitude, 

Attitude and Gratitude! Th is BIG event will feature live com-

edy, dinner, and dancing—plus the chance to celebrate our 

profession and the professionals that are moving it forward! 

Visit www.audiologist.org for more information.

The 2010 Hear for You Campaign A 
Success—Materials Still Available!
Many of ADA’s member audiologists celebrated Better Hear-

ing Month by reaching out to their communities using ADA’s 

nationwide HEAR FOR YOU campaign. Th is campaign, 

craft ed by ADA on behalf of its members, highlighted the 

expertise and quality patient care provided by member prac-

titioners, and will foster recognition of the autonomous audi-

ology profession. 

It’s not too late to take advantage of these great members-only 

resources, which can be customized to your practice! Visit 

www.audiologist.org for more information.

Th e Academy of Doctors of Audiology is dedicated to the 

advancement of practitioner excellence, high ethical standards, 

professional autonomy and sound business practices in the pro-

vision of quality audiologic care.
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SCRAPBOOK
P A N D O R A’S  B O X

ADA Hosts Future Audiologist Reception 
at Audiology NOW 2010!



AFA: Advancing the Profession 
for More than Two Decades!
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Please visit the ADA Wiki at wiki.
audiologist.org to view the full AFA 
Mission Accomplished article and to 
post your memories about AFA and the 
Au.D. movement.



 If you would like to share your story 

or have a suggestion for this feature, 

please contact Nancy Gilliom at 

gilliomaudiology@comcast.net.

that are looking to come into the profession in a private prac-

tice setting. Th ey have been more than willing to share their 

experiences and knowledge while at convention, and even 

provide contact information to continue a mentoring rela-

tionship if so desired. ADA members are a close-knit group of 

professionals who are open to sharing their experience with 

young audiologists and to peer to peer mentoring. I am less 

likely to become lost in the hustle and bustle of large conven-

tions and impersonal memberships, which oft en occurs with 

our other larger associations. 

AP: If you could advise a new graduate deciding on a profes-

sional setting, what advice would you give them? 

AM: Every individual can excel in the setting that is right for 

them. It may take a few placements to decide what setting that 

is; however, if the individual has a strong sense of self and 

the desire to help individuals autonomously based on their 

knowledge and expertise, private practice is the way to go. 

Coming out of school, you have much of the knowledge, but 

not necessarily the experience that it takes to succeed; there-

fore, having a mentor to help you get on the right track is an 

invaluable asset. 

AP: If anyone gets to know you, they will fi nd a joyful, profes-

sional audiologist. What keeps you smiling throughout your 

days at the offi  ce?

AM: I feel extremely fortunate to have the opportunity to go 

to work and actually make a diff erence in people’s quality of 

life. Not many people get to have the rewarding experiences 

that we as audiologists get on almost a daily basis. One could 

say, “Well, you’re not exactly saving lives”, however, when you 

get the chance to really look at it, we are saving the quality of 

people’s lives which to me is just as important. ■

AP: Where do you see your position in the future? 

AM: I have fi nally found my home in private practice, espe-

cially in this practice with the manner in which the patients as 

well as staff  are treated with care and respect. I have been here 

for nearly a year and a half and fi nd every day a blessing. I am 

encouraged that I will continue with Gilliom Audiology and 

become an equity owner in the future. 

AP: For the Your Story interview, I usually ask for an example 

of a fond or funny memory. So, Dr. Moore, could you share 

with us one of your patient stories that you will fondly look 

back on when you have been in the profession for years and 

years. 

AM: Th e majority of our patients in private practice tend to be 

the baby boomer to older adults. I love the patient popula-

tion that I work with and fi nd it very rewarding. However, 

one patient stands out from the rest as she was this very sweet 

little six year old girl. She had undergone several middle ear 

surgeries in her life and as a result incurred a stable moderate 

to severe conductive hearing loss. As you can imagine, this 

little six year old did not want to be diff erent from her class-

mates in any way, so discussing amplifi cation was a particular 

challenge. She fi nally picked the cutest baby pink mini BTEs 

which I was somehow able to convince her would make all the 

other little girls jealous. One of the most rewarding experi-

ences in my professional life thus far was watching her face 

literally light up when we turned the hearing aids on for the 

fi rst time. Of course there were plenty of tears had between 

myself and her mother, but that little girl could not have been 

more pleasantly surprised with her amplifi ed hearing. Her 

mother now tells me that she hates to take them off  even to 

go to bed. 

AP: As a younger audiologist, what do you value from being 

a member of ADA?

AM: Being a member of ADA has opened an avenue of 

communication with those practitioners whom are in similar 

practice settings as me. Being new in the profession as well as to 

a private practice setting, access to those with the experiential 

knowledge is invaluable. I also greatly value being part of an 

association that is an advocate for an autonomous profession.

Th e ADA members I have had the privilege of engaging with 

have been supportive to newer audiologists and even students 
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EQUIPPING
THE MODERN 
AUDIOLOGY
PRACTICE 

You’ve updated your credentials to an Au.D. Now take your office to a new level as well. With unparalleled 

industry expertise, we can help you create an office environment leading to a better patient experience and 

greater sales. Heine headlights and loupes, Seiler microscopes, ENT quality tools for ear canal exams and 

cerumen management, video otoscopy, MTI exam chairs and cabinets, and much more. Financing available.

John Luna, CEO, SBCS Medical, LLC

Shop our online catalog at  
www.SBCSMedical.com. 

TM

Oticon    Agil

Introducing

Oticon Agil

Better Understanding. 
More Energy.

Spatial Sound 2.0 builds on Oticon’s unique 

spatial sound system by adding a binaural noise 

management system.

Speech Guard automatically adjusts gain level 

in changing environments without the speech 

distortions of traditional compression systems.

Connect [+] delivers a richer, more natural 

listening experience when streaming sound 

through ConnectLine.

Available in all styles - from Power CIC through 

Power BTE , with the industry’s most stylish 

new mini RITE.

Featuring 3 breakthrough audiological concepts:

For more information about Oticon Agil call 1-800-526-3921 or visit www.oticonusa.com

Agil mini RITE



Academy of Doctors of Audiology®

1020 Monarch Street, Suite 300B
Lexington, KY 40513

Add 
understanding 
to hearing 
with 
SoundRecover

Add 
understanding 

to hearing 
with 

SoundRecover

Ears prefer SoundRecover

SoundRecover is the only proven way to ensure that all the sounds  
of life are audible. Now available for all your clients regardless of  
degree of hearing loss, lifestyle, budget, age or personal preference. 
Share the SoundRecover experience with your clients.  
They will thank you for it.

www.phonak-us.com

NEW: SoundRecover is now available in Versáta Art, 
Certéna Art and the exciting Audéo ZIP
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