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Pride, Perserverance and Passion
From ADA’s beginnings representing audiolo-
gists bold enough to dispense hearing aids and 
open private practices, to the new era of Doc-
tors of Audiology embracing private practice and 
ownership of the profession, ADA has a lot to 
be proud of. Serving on the ADA Board, being 
Convention Chair last year and serving as ADA 
President this year has been an overwhelmingly 
rewarding experience and has resulted in three 
words being linked forever in my mind with 
ADA; Pride, Perseverance and Passion.

Pride is something that ADA, as an organiza-
tion, and all ADA members should feel each time 
a new or seasoned audiologist takes the steps to 
acquire ownership in a practice. ADA has played 
a significant role in the lives of many current pri-
vate practitioners who may not have ventured 
into practice ownership without the support, 
education, networking and mentoring provided 
through ADA. When a private practice is born, 
ADA should beam with the joy of the proud par-
ents of a newly independent next generation of 
private practitioners. ADA’s strategic plan for the 
future is positioned to continue to support the 
business education and mentoring of Au.D. stu-
dents, new graduates and existing practitioners. 
ADA members should be proud!  

Perseverance, defined in the Merriam Webster 
dictionary as “to persist in a state, enterprise, 
or undertaking in spite of counterinfluences, 
opposition, or discouragement”, is definitely an 
attribute that ADA embodies. Our history and 
the stories you can hear from long time ADA 
members remind us of how ADA is a shining 
example of how hard work and perseverance has 

been necessary for audiology to get to where it 
is today. The same dedication is still needed to 
ensure that we keep moving forward for future 
successes. There are still too many audiologists 
and Au.D. students who do not have the neces-
sary knowledge about business practices, reim-
bursement issues, and autonomous practice 
benefits. These audiologists may never consider 
transitioning to owning and managing a practice 
without ADA. Serving on the ADA board has 
impressed upon me the very strong need for our 
organization, now more than ever, as the voice 
that pushes for ownership of audiology practices 
and ownership of our future as professionals. 

ADA cannot let apathy take over or cause our 
organization to fade away. Without ADA, the 
resounding voice and motivator for ownership of 
our profession will disappear. 

Passion is certainly a driving force behind ADA’s 
achievements and the success of ADA members. 
Along with the ability to persevere, ADA mem-
bers certainly have passion for what they do. It 
has been an honor and an educational experience 
to work side by side with the very dedicated past 
and current ADA board members and our man-
agement team at Symbiotix Management Strate-
gies (SMS). Sitting in meetings or participating 
on conference calls, I was constantly revitalized 
and fired up about issues for our organization 
and our profession. I know that I drew much 
energy and insightfulness from other board 
members, committee members and our manage-
ment team over the years. I hope to see this posi-
tive energy become contagious and sweep over 

Continued on page 13



He simply asks that 
a device fi t his ear.
YOU MOLD IT TO HIS LIFE.

When you help people hear better with custom solutions,
we all look like heroes.

Hone your craft and connect with clients with Unitron custom hearing instruments. 
IntelliVent™  meets the occlusion challenge head-on, reducing remakes by half. 
SmartFocus™ breaks the speech-in-noise barrier. Then naturally adaptive cosmetics 
and unusually attentive service further help you achieve a perfect fi t and brilliant 
sound, right out of the box; because anything is possible when you think outside of it. 

Be a hero. Visit hearinginnovation.com/hero3-ada3 or call 1.877.372.1365 
to learn how Unitron customizes innovation to fi t your needs.



 

AUDIOLOGY	PRACTICeS	n	VOL.	2,	NO.	3				5

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

Complicated Profession:  
Simple Solution
On my way to work every day I pass a series of 
bill boards for a local pest control company. The 
first is a red canvas that simply states: My Career 
is Complicated. The next red slate read: DIY 
heart surgery, haircuts, and pest control rarely 
work. My favorite and the final bill board in the 
series reads: A roach can survive a nuclear bomb, 
and you are armed with a newspaper.

Recently, I was having a discussion with some 
colleagues about the business aspects of being a 
private practice owner. One colleague observed:  
it isn’t just figure it out as you go anymore, like 
in the old days. He’s was right. You can’t afford 
to figure it out as you go. It’s more complicated. 
Being a practice owner in today’s economic cli-
mate and with today’s competition, keeping one’s 
autonomy, and moving the profession in a direc-
tion that benefits audiologists as well as the hear-
ing impaired population is not so simple. 

Although, the above analogy is not necessarily 
attractive, parts of it may hold true. If we are to 
survive as private practitioners and as a profes-
sion, we can not go about our day to day busi-
ness as usual. Consumers are being bombarded 
with newspaper ads, direct mailers, telemarket-
ers about amplification (some true and some a 
far stretch) to draw them into retail dispensers 
offices. Audiologists are potentially allowing large 
organizations to represent their “best interest” 
when it may not be in their “best interest.” Busi-
ness decisions are becoming more complicated 
with products being bought over the internet. Year 
to year tax laws change, reimbursement and cod-
ing changes, etc. If we do not change and arm our-
selves with knowledge and strategies, we will not 

survive. Business as usual doesn’t exist anymore…
individually and collectively we need to be armed 
with more than the analogous newspaper to keep 
destructive pests at bay.

ADA is your professional resource and advocate. 
As the editor of Audiology Practices, I will help 
fill your arsenal by bringing in experts to write 
about marketing, to remind you about busi-
ness strategies, to keep you abreast on coding 
changes, and to challenge you to think about 
professional issues that will affect you. If you 
have coding questions, go to your ADA website 
for complete up-to-date information. If you are 
C-sick (read the article in this issue), dialogue 
on our forum or listserve. If you are concerned 
about ASHA’s initiatives for expanded coverage, 
join other audiologists in collegial discussion on 
the listserve. If you are wanting to discuss ROIs 
and counseling strategies, go to ADA’s annual 
convention and network with other members…
Each one teach one. ADA is here for you…and 
YOU are ADA. 

ADA embodies the phrase spoken by Mohandas 
Gandhi: A small body of determined spirits fired 
by an unquenchable faith in their mission can 
alter the course of history. n
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Bruce Vircks, Au.D., Convention ChairC O N V E N T I O N 	 R E P O R T

Hold on to Your Hats!
Hold on to your hats, and get ready for a rip-
roaring time in Texas! The ADA convention 
committee has worked hard to create an out-
standing convention for you this year in the great 
city of San Antonio on its famous Riverwalk.  
Don’t forget your families when you consider the 
many dining and entertainment opportunities 
available in the area while you participate in BIG 
practice-building opportunities!

The pre-conference workshops on Thursday will 
feature critical training on working deep in the 
ear canal, billing and advocating for your ser-
vices, using the latest e-marketing techniques 
and motivating your front office staff to help you 
to wow your patients and build your practice. 
Sergei Kochkin will then present the latest data 
on the state of audiology from the consumer’s 
perspective. Frank Bucaro will kick off the con-
vention with his inspiring keynote message on 
the pillars of business development. Finish your 
day sharing some quality time with our industry 
pardners at our opening night reception in the 
exhibit hall. And that’s just the beginning! 

Outstanding speakers will challenge end engage 
you on topics ranging from practical marketing 
strategies to being a preceptor. You’ll have a hard 
time choosing among the sessions, so plan to 
order the CD. Spend some time talking with the 
Au.D. students that we are sponsoring this year, 
as they will soon be looking for opportunities in 
a practice like yours. This is a BIG year for ADA 
and our industry partners since many exciting 
new technologies previewed earlier this year 
will first arrive on the market around the time 
of our convention. Be sure to take advantage of 

the exclusive exhibit hall time on Saturday from 
9:30-1 with no conflicting sessions or activities 
to make your fall business purchasing decisions. 
But don’t forget about the fun!

There will be an abundance of opportunities to 
network with non-competing professionals from 
around the country while having a good time. 
Friday night you’ll enjoy great Texas-style food, 
kick up your heels to some Country and West-
ern music and special surprises. The grand finale 
will be our Saturday night shindig, “Amplitude, 
Attitude and Gratitude, featuring comedy, “best-
of-convention” pictures, dancing and fabulous 
food!  You won’t want to miss it!

Get ready for another unforgettable ADA con-
vention experience. I look forward to seeing all 
of you in San Antone!

 
 
Bruce Vircks, Au.D. 
Convention Chair
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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

With the ADA convention fast-approaching, there 
has been a lot of buzz about the BIG ideas that will 
spring from it—and without a doubt, this year’s 
convention program is full of activities that prom-
ise to deliver and generate BIG ideas indeed! 
	
Where	Will	the	BIG	Ideas	Come	From?

Despite a program overflowing with insightful and 
varied learning opportunities, the BIGGEST ideas 
to pour out of the 2010 ADA Convention will likely 
not result from the formal educational program-
ming. In fact the BIGGEST ideas to materialize 
from the ADA convention will undoubtedly find 
their genesis where they always have—in the infor-
mal peer-to-peer interactions that can only happen 
when the brightest autonomous practitioners in the 
country descend in one location for the purpose of 
learning and teaching and creating a dialogue that 
goes beyond their individual professional needs 
and advances the entire audiology profession. 

Best practices will be honed over a dinner with 
friends, professional issues will be debated dur-
ing a stroll on the Riverwalk, and solutions will 
be uncovered through relationships developed in 
the exhibit hall. 

The ADA convention is your best opportunity to 
engage with other entrepreneurial practitioners. 
There is no other venue that provides private 
and autonomous practitioners with comparable 
opportunities to network with and learn from  
one another.  
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The ADA 2010 Convention: 
So, What’s the BIG Idea?  

Continued on page 13

Where	Will	the	BIG	Ideas	Go?

When ADA members converge, BIG ideas 
emerge—look at what has been implemented as 
a result of BIG ideas hatched by ADA members  
during the last convention:

ADA’s Hear for You program was expanded to 
offer tools and resources that private practitioners 
can use to market their services at a grass roots 
level in their local communities. 

The ADA Practice Resource Advisory Committee 
has delivered multiple products this year includ-
ing an online members’ only forum, a document 
resource library…and coming soon, a how-to 
guide for running a private practice.

The ADA Extern Exchange is an innovative online 
resource, designed to effectively and efficiently 
bring together student externs and preceptors.

AuDvocate for AuDiology represents ADA’s re-
energized commitment to advance the profes-
sional and business interests of ADA members. 
ADA’s Advocacy Committee is working diligently 
on your behalf to ensure that legislators and regu-
lators are well informed about the issues impact-
ing audiologists and their ability to deliver high 
quality patient care. 
	
What	‘s	Your	BIG	Idea	for	Audiology?

ADA and its members have been long known for 
monumental ideas—ideas that have changed the 
landscape of the entire profession.  From fighting 
for the right to dispense hearing aids, to fostering 
the recognition of audiology as a doctoral level 
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B U S I N E S S

As a private practice hearing care 

practitioner, you play a dual role—

audiologist and business owner.  

To maximize the value of your prac-

tice, you need to hone your skills 

in each area—both working in your 

practice and on your practice. 

 
Based on education, experience and earnings, health care 
professionals are attractive clients for lenders. The key to 
starting (or buying) and financing a new practice is credibility 
and communicating your vision. If you have money of your 
own to put into your venture, and a good plan to start or buy 
a practice, you are ready to pursue owning your own business. 

If you’ve ever wondered what it might be like to own your 
own practice, here are some ideas to help get you started and 
to keep you on track: 

1. Use a business plan
A written business plan keeps you focused, communicates 
your strategy to others and allows you to track results against 
expectations. As the owner of a specialty practice, your busi-
ness plan should also differentiate your role as business owner 
and manager from your role as practitioner—you need to do 
both. Your business plan should be a living document that 
you review and adjust each year. A good plan can also help 
you find financing—from a lender, investor or family mem-
bers. It can also help you grow your practice year over year. 

2. Keep outside household income as long as possible
Replacing employment income and benefits can be a strain on 
a new or transitional practice. Maximize outside household 
income (part-time work, spouse, family members) and mini-
mize household debts and obligations to minimize the owner 
pay required from the practice. Your lender wants to know 
there is enough cash flow to meet the demands of the business 
and your household, with some “wiggle-room” each month.

3. Cash is king
Even growing, profitable practices go out of business if they 
run short of cash. Use a cash-flow forecast to identify and 
plan for cash shortages, especially while your practice is 
“ramping up”, and during any seasonal slow periods. Plan for 
cash at time of service whenever possible, and expect slow 
payment from insurers. All the while, you should plan for 
fast and timely payments to your vendors. Making conserva-
tive assumptions will reduce stress on your bookkeeper and 
enhance your vendor relationships.

4. Have a passion for profitability
”Just say no” to business that is not profitable or does not fit 
your strategy. Consider all activities in the practice as either 
revenue producing or non-revenue producing. Money is the 
life-blood of every for-profit business. If an activity does not 
profit the business, critically evaluate the reason for starting 
or continuing the activity. Healthy profitability allows your 
business to continue and to achieve its goals and mission, and 
allows you to reinvest for the future. It is fair to take some profit 
out of your business, but investing a healthy share of your prof-
its back in the business helps ensure your future success, and 
tells a lender you are committed to long-term success. 

5. Start with your “bootstraps”
Self-finance your practice if you can, then look to family, 
friends and your landlord (to finance tenant improvements). 
Have your equity (down-payment) ready when you look for a 
lender. As an “emerging” practice, your lender will probably 
expect you to fund 10% - 20% of the total capital needed.

6. Be a numbers person
Those pesky numbers and financial statements represent your 
investment and hard work. It’s not enough to be a solid practi-
tioner—good financial and business practices will make you a 
successful business owner. Evaluate your financial results on a 
regular basis, and compare your actual results to your projec-
tions. If you are not performing to plan, what are the reasons? 
Use resources such as your banker or SBA lender, your fellow 
private practioners, annual conventions, etc. to continue to 
learn how to evaluate the numbers and manage the activities 
that produce the results that are necessary to grow the busi-
ness. And don’t forget to plan for your eventual exit from the 
practice—you will want to be rewarded for building a valu-
able business.
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7. Get good advice.
Lots of people want to help—just ask. Some advise may 
be free, such as friends and family, business contacts, 
professional organizations, mentors, even your local 
banker—we’re here to help make your dream a reality. 
Good professional advice is also important. Make sure 
you have an accountant and an attorney that are famil-
iar with professional practices.

8. Consider starting in the middle
You don’t have to start your own practice to be a busi-
ness owner. You can buy an existing practice. An exist-
ing business has the advantage of already having cus-
tomers and cash flow. The downside is it can be hard 
to find a practice for sale when and where you want.

9. Jump into the shallow end
Owning a professional practice is hard work. Test your 
desire and aptitude by finding a mentor, a residency or 
internship, or by shadowing another private practitioner. 

10. Watch out for Big Brother
What licenses do you need to do business? Will you 
need a building permit to build out your store or office? 
What systems do you need to submit claims?  Check 
and double check to make sure you understand what 
governmental and public or private insurance provid-
ers have control over your ability to operate your busi-
ness and get paid. It will usually take longer that you 
think to get necessary approvals and get systems in 
place for payments.

11. Work your budget
Make a detailed start-up budget. One of the most com-
mon mistakes is underestimating the costs of starting a 
business. Include costs for occupancy (the space the busi-
ness will use), equipment, furniture, supplies, soft costs 
(legal, accounting, permitting, licenses), working capital, 
and funds for any short-term losses during ramp-up.

12. Corporate organization
Decide on the proper legal structure for your business; 
probably a Professional Association (P.A.). Get advice 
on the proper legal entity for your state and your par-
ticular practice. Based on the entity type, make the 
proper filings with your state, and keep them up to 
date. You can usually find this information on your 
state’s web site. 

Business Plan Contents
1. Executive Summary

a) Mission Statement (Business Purposes)

b) Company Vision (Statement of Companies Growth)

c) Business Goals and Objectives

d) Brief history of the Business

e) List of Key Company Principles

2. Industry Analysis
a) Describe your business industry and outlook. 

b)  Define the critical needs of your perceived or existing market. 

c) Identify your target market. 

d) Provide a general profile of your targeted clients. 

e)  Describe what share of the market you currently have and/or 
anticipate.

3. Market Analysis and Strategies
a)  Identify and describe your market – who your customers are and 

what the demand is for your products & services. 

b) Describe your channels of distribution. 

c)  Explain your sales strategy, specific to pricing, promotion, products 

and place (4Ps).

4. Products and Services
a)  Specifically describe all of your products and services. 

b)  Explain how your products and services are competitive. 

c)  If applicable, reference a picture or brochure of your products, 

which would be included in the plan’s appendix.

5. Organizational Management
a)  Provide a description of how your company is organized as well as 

an organization chart, if available. 

b)  Describe the legal structure of your business (proprietorship, part-

nership, corporation, etc.). 

c)  Identify necessary or special licenses and/or permits your business 

operates with. 

d)  Provide a brief bio description of key managers within the company.

6. Financial Management For a New Business 
a) Estimate of start-up costs. 

b) Projected balance sheet (1 year forward). 

c) Projected income statement (1 year forward). 

d) Projected cash flow statement (12 months forward). 

    For an Existing Business 
a) Balance sheets (last 3 years). 

b) Income statements (last 3 years). 

c) Cash flow statement (12 months). 

    If Applying for a Loan (in addition to the above)

d) Current personal financial statement on each principal. 

e) Federal tax return for prior year.
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HEADQUART ER’S REPORT Continued from page 7

profession, to ensuring that autonomous practice is the norm 
of tomorrow, ADA consistently brings BIG ideas to fruition. 
But we can’t do it without you. Whether you are a new prac-
titioner or a seasoned practice owner, I encourage you to 
pack up your BIG ideas, bring them to the ADA convention, 
and kindle the innovations that will continue transform your  
profession. n

more of the membership. I fully understand that our mem-
bers are busy and dedicated to serving their patients, but I 
know members also have a passion for service to the profes-
sion to solidify that audiology services will be available to 
our patients in the future. I also know that it can often be 
intimidating to volunteer for a committee or to be asked to 
serve. I can attest to that fact. However, the rewards of serving 
far outweigh the fear or time commitment. Not only have I 
felt that my efforts were beneficial and respected, I have been 
inspired by the passion of the ADA membership and leader-
ship and able to learn a great deal about practice issues, leg-
islative issues, leadership skills, strategic planning, and more 
from being involved!  

The tenacity, perseverance and passion of our members to 
help make audiology what it needs to be for the future is 
amazing. Be sure to take any opportunity you can to talk to 
ADA members,  including those serving on boards and com-
mittees, and our management team at SMS, and you will not 
be able to avoid picking up on the passion and wanting to get 
involved because you care about your patients, your practice, 
your organization and your profession.

Oh, one other thing I should mention: ADA is FUN! n

PRESIDEnT’S REPORT Continued from page 3
John Thwing has been with Wells Fargo for 21 years, the last 
eight in SBA Lending, and has closed more than $125 million in 
SBA loans. His areas of expertise include professional practices, 
commercial real estate, business acquisitions, business expan-
sions and start-ups. He is an affiliate member of the Minnesota 
Commercial Association of Realtors (MNCAR). He also is a 
volunteer business-plan judge for the University of St. Thomas 
(Minnesota) MBA Entrepreneurship program and for Business 
Professionals of America/DECA (local high school students). 
He’s a graduate of the Carlson School of Management at the 
University of Minnesota and is past president of the St. Louis 
Park Sunrise Rotary Club. John spoke about practice financing 
at the 2008 ADA convention in Las Vegas. n
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BUILDING YOUR PYRAMID OF SUCCESS 
THROUGH QUESTIONING AND PRIORITIZATION

BY Brian TaYlor, au.D.  
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B U S I N E S S

In the madcap world of 21st century business the sheer volume 
of information and choices is so overwhelming it can be para-
lyzing. However, when you and your staff have a high level of 
trust and have the ability to prioritize tasks, virtually any objec-
tive can be successfully executed. It all starts with one question, 
what do you want your business to be known for?

Price/Convenience/Service/  
Experience: The Four Choices
One of the fundamental tenets of business is that you cannot be 
all things to all people. In short, this means that it’s a waste of 
both time and money to pursue all business opportunities. You 
can prioritize your business strategy by asking one simple ques-
tion: “What do you want to be known for?”

When it comes to defining what you want your business to be 
known for, you have just four choices: price, convenience, ser-
vice or experience. As the business manager you need to pick 
only one and be the perceived market leader in this area. Let’s 
briefly define each of the four possibilities. Price means that you 
are known in your area as being the lost cost retailer. If you are 
the market leader in convenience this means that customers 

can access your products and services extremely quickly. For 
example, you could offer a “next day” service on all repairs and 
remakes. If you are the leader in service, this would generally 
mean that you are offering impeccable customer service to all of 
your customers. Finally, leading on experience means that you 
and your staff can form such an effective emotional bond with 
your customers that they are willing to pay a higher price for 
your offerings and often refer their friends and family to your 
clinic. I have posed this question to hundreds of professionals
over the past several years and after defining each of the four 
dimensions, well over 80%  
of those polled want to be  
known for providing  
either great customer  
service or an outstanding  
customer experience. Rather  
than trying to be all things to all  
people, you need to strive to be the clear market  
leader in just one of these four. It’s only after this choice that 
you can get into the details of devising a specific strategic  
plan and executing it. 

It’s July and you are visiting the lovely city of Minneapolis with three of your 
best friends. It is noon on a Sunday and you have to catch a 4 pm flight back 
home. You have about 90 minutes to stop by the Mall of America and do some 
shopping before checking in at the airport.•On the way over to the mall 
you have a quick conversation with your friends about which stores you plan 
to visit in your limited window of time. You quickly realize that you can’t get 
to the all stores you want to visit, so you decide to split up. There are four 
of you and you divvy up your list of items you want to purchase and each of 
you hits a different section of the mall.•Within an hour and a half all the 
items on everyone’s list has been purchased. You’ve been so efficient in your 
team shopping strategy that you have enough time to have a drink at the bar 
before boarding your flight.•This scenario is a real life example of how a 
team of individuals that trust each other can prioritize and execute on the fly.
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Marketing & Sales/Financials/ 
People/Process: The Four Walls 
Credible businesses want to be successful over a long period 
of time. It’s not simply about how much profit they can gener-
ate over the next quarter or year. No matter what you what 
your business to be known for, there are four areas within 
your practice requiring relentless attention. Because these 
areas are so critical to the long term success of your business, 
we refer to them as the four walls of your practice. These four 
walls are depicted in Figure 1. 

Figure	1.	The	 fours	walls	of	a	success	practice.	According	 to	Norton	
and	 Kaplan’s	 Balanced	 Business	 Scorecard,	 each	 of	 the	 four	 walls	
should	be	routinely	measured	by	the	practice	manager.	

In brief, let’s describe each wall. The marketing & sales wall 
symbolizes prospects visiting your practice and purchasing 
from you. The financial wall represents all issues related to 
revenue, profitability, cash flow and expenses. The people wall 
signifies all human resources matters, and, finally, the process 
wall denotes the step-by-step procedures you use to complete 
all tasks in your business. Everything that’s important to your 
strategy, indeed, everything you measure needs to fit into one 
of these four walls. When faced with a business decision, such 
as going with a new manufacturing partner, ask yourself the 
question, “how will it strengthen one of the four walls of my 
practice?” Asking this question, rather than, “how will it make 
me more profitable?” allows you to take a longer term look at 
the consequences of your decision. 

The Long Tail of Business Solutions
For anyone who is currently managing a dispensing practice 
there is no shortage of experts, analysts and pundits willing to 
dole out advice about your business. This abundance of infor-
mation is a reflection of the times we live in. Chris Ander-
son the Editor-in-Chief of Wired magazine published a very 
influential book a few years ago entitled the Long Tail, which 
embodies the advantages and limitations of today’s era of  

 abundant information. The term “long tail” refers specifically 
to the orange part of the sales chart below. Figure 2 shows a 
standard demand curve that could apply to any industry, from 
entertainment to hard goods. The vertical axis is sales; the hori-
zontal is products. The red part of the curve is the hits, which 
have dominated our markets and culture for most of the last 
century. The orange part is the non-hits, or niches, which is 
where the new growth is coming from now and in the future. 
Anderson’s book mainly focuses on consumer products, but the 
underlying theory applies to business solutions. Simply substi-
tute business ideas for products on the x-axis and relevance for 
popularity on the y-axis of Figure 2 and you have the “long tail” 
of business ideas. With the proliferation of social networking, 
bloggers, podcasters, e-books, not to mention MBA programs 
there is an abundance of information readily available to any 
who cares to “tune in.” The problem with the long tail of busi-
ness solutions is that we have access to so much information we 
have a difficult time separating the wheat from the chaff. 

 
Figure	2.	The	 long	 tail	of	consumer	product	demand.	 In	 the	world	of	
business	ideas	the	long	tail	refers	to	the	abundance	of	ideas	available	
to	business	managers.	Thanks	to	the	web	and	other	forms	of	electronic	
media	there	is	a	long	tail	of	available	business	ideas.	Downloaded	from	
www.longtail.com	8/17/2010

Prioritization and the  
Business Compass 
The ability to prioritize—to know the top things to get done first 
in your busy practice—takes on greater importance in a world 
drowning in the information of the long tail. Moreover, the abil-
ity to prioritize and simplify is a skill that often times separates a 
mediocre practice from a successful one. Here’s a tool that helps 
busy practitioners prioritize their business needs.  Many practi-
tioners are familiar with the Client Oriented Scale of Improve-
ment (COSI), which is commonly used to assess and prioritize 
the communication needs. Unitron has developed the Practice 
Oriented Scale of Improvement (POSI) to help practitioners tar-
get and prioritize the needs of their practice (see Figure 3). 
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Figure	3.	The	Practice	Oriented	Scale	of	Improvement	(POSI)	is	a	tool	allowing	the	business	manager	to	identify	and	prioritize	key	areas	of	improvement	
within	a	busy	practice
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You can take the first step toward improving the gaps in your 
practice by asking yourself this question, “over the next 6 
months, what are the most urgent needs in my practice?” Use 
the POSI to generate a list of ideas and prioritize them.  

The POSI is one part of a more comprehensive process called 
the Business Compass (Figure 4) is a simple 5-step process 
designed to identify areas in your practice that need to be 
prioritized. The Business Compass can be executed by the 
practice owner with some guidance from a practice develop-
ment specialist. This approach allows the busy practice owner 
or manager to maintain a laser-like focus on seeing patients, 
while enjoying the expert insights of a business specialist who 
can assist with networking with other support services, stra-
tegic planning and prioritization. 

Step 1. Identify the gaps in productivity through bench-
marking your practice against some industry averages. Many 
manufacturers and consultants have these tools available. 
For example, one such company, Unitron, has developed 
an on-line benchmarking tool, called Practice Insight, that 
allows you to compare your business practices to an industry 
average. The industry averages used by Practice Insight were 
derived from an independent study of 300 
owners and managers of hearing 
aid dispensing practices in the 
US in 2009. 

Step 2. Understand how each of the four 
walls of your prac- tice (people, process, 
financials, sales/mar- keting tactics) contribute to 
current productivity by carefully examining how 
each of these four walls have been constructed 
in your practice.

Step 3. Uncover the root causes of 
your productivity gaps 
by brainstorming all of the 
causes and effects of the produc-
tivity gaps in your practice. This process, called Root Cause
Analysis systematically uncovers areas causing your practice 
to underperform. Once you have listed all the possible causes 
of a productivity gap, you can prioritize them. 

Step 4. Conduct a POSI, prioritize, and develop clear goals 
and an action plan that addresses each of the causes of the 
productivity gap. 

Step 5. Execute the plan and monitor results over a predefined 
window of time. 

The Pyramid of Success  
In today’s incredibly hectic world of busi-

ness, the ability to simplify and find 
small, incremental areas to improve 

in your practice is in many ways the key to 
f i n d i n g long term success. In his long and 
very success- ful career, John Wooden, the coach 
of the UCLA Bruin men’s basketball team, won 
14 national championships. No other coach has 

come close to the level of success 
experienced by Wooden. Much of 

Wooden’s unprecedented success was 
not the direct result of his ability to recruit 

Figure	4.	The	5-step	Business	Compass	is	a	proven	way	to	identify	key	
areas	of	improvement	and	ensure	that	progress	towards	a	specific	goal	
is	being	made.	

In today’s  
incredibly hectic world of  

business, the ability to simplify  
and find small, incremental areas  
to improve in your practice is in 

      many ways the key to finding  
        long term success.
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top talent or coach during the game. Rather, Wooden attributed his success to being an 
effective teacher and leader. During his tenure he created the Pyramid of Success, which 
schematically shows the essential characteristics and behaviors needed to be successful. 

The concept of a Pyramid of Success has a lot of utility to managers and owners of an audiol-
ogy practice, and can provide a foundation for long term success. Based on our 30 plus years 
of collective experience working and managing audiology practices, we have devised our own 
version of the Pyramid of Success (Figure 5). Notice in the Unite Pyramid of Success that the 
foundation is based mainly on an individual’s ability to work hard and maintain a positive 
work ethic. As you move up the pyramid, the skills required to be successful become more 
complex, and finally, culminate in an individual’s ability to identify areas of improvement and 
simplify essential processes. 

The building blocks within the Unite Pyramid of Success are provided by the individual. 
Notice on the outside there are three key resources needed to be successful over the long 
haul. These three key resources can be provided by a resourceful business consultant, and 
according to at least one survey published in a 2006 issue of Inc. magazine, they are an 
integral part of success. The three resources are communication, strategic planning and 
networking ability. Even the most successful practices need additional outside resources 
from time to time that can be provided by a practice development specialist. 

The first steps towards building your Pyramid of Success 
starts with a solid foundation. Part of this foundation is an 

ability to ask the right questions and to prioritize practice 
needs in a sea of constant information. Ask the right 

questions and use the right tools, and you will build 
your own Pyramid of Success. n

Brian Taylor, Au.D. is the Director of Practice 
Development & Clinical Affairs for Unitron. He 

is responsible for leading the Unite customer 
loyalty program. The Unitron Unite program 

enables its members to enjoy several value 
added services for a wide range of inde-

pendent companies who have decided to 
partner with Unitron. For more infor-

mation on the Unite program, please 
contact Dr. Taylor at brian.taylor@

unitron.com.

Figure	5.	The	Unite	Pyramid	Success	based	on	John	Wooden’s	Pyra-
mid	 of	 Success.	 The	 Unite	 Pyramid	 of	 Success	 is	 based	 on	 Brian	
Taylor’s	and	Peter	Steinman’s	experience	working	with	a	wide	range	
of	business	owners	and	managers	within	 the	hearing	aid	 industry	
over	the	past	two	decades.
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D I A G N O S I S 	 & 	 T R E A T M E N T

Probe Microphone Measurements (PMM) 

describes a family of procedures used 

to assess aided gain or output in the ear 

canal. PMM includes ‘traditional’ Real 

Ear Measures (REM), but also includes 

Speech Mapping and additional measure-

ments used to evaluate specific hearing 

aid features. The importance of including 

these procedures into hearing instru-

ment fittings has been a long-standing 

theme within our profession. However, 

a recent survey of hearing care profes-

sionals suggests that their routine use 

is still limited to fewer than 50% of audi-

ologists when fitting adult patients (even 

for those that have access to equipment).

In discussions with audiologists who are not using PMM, equip-
ment costs and time constraints are frequently provided as reasons. 
However, I have also identified a couple of common ‘clinical’ rea-
sons that also prevent routine use. These concerns focus on the rel-
evance of PMM results to a patient’s fitting, satisfaction, and success 
with hearing aids; and also on techniques and how to implement 
them into their current workflow.

The Relevance Question: Despite the fact that we routinely draw 
generalizations when we compare a patient’s hearing levels to the 
thresholds of a ‘normal hearing’ group, when the discussion turns 
to remediating the effects with the use of amplification there is 
often resistance to a similar approach. I am frequently asked about 
how to proceed if a patient does not like a specific result that PMM 
suggests is appropriate.  It’s an excellent question, but unfortu-
nately it is often asked in a manner that suggests that the mere 
possibility of this occurring invalidates the entire PMM process. 

This is similar to denying amplification to a patient because there 
is a possibility that they might not keep it/use it/like it. We face that 
possibility with some of our fittings, especially when there are miti-
gating factors (dementia, or impaired dexterity for example). Yet 
we know that the ‘risk’ is far outweighed by the opportunity that 
our patients will experience greatly improved life quality and enjoy-
ment, so we use our clinical knowledge and talents to make success-
ful use of amplification a reality. 

While an audiometric pattern does not represent the entire pic-
ture of the impact that hearing loss has for each of our patients, 
its significance cannot be underestimated because it provides us 
with an understanding of what sounds are inaudible. PMM results 
should be applied in a similar manner. Although they are not the 
SOLE determinant of fitting decisions or success, they provide us 
with a framework for the process; and they are invaluable help-
ing us make fitting decisions as well as guide the information that 
we provide to our patients and their significant others. The visual 
aspect of PMM offers an additional tool for clinical encounters, 
and allows you to discuss potential trade-offs between audibility 
and comfort as patients evaluate alternatives.

The Technique Question: the next hurdle to routine application 
of PMM centers around what methods apply to current hear-
ing instruments, and how they are implemented without add-
ing appreciable time to the fitting process. Despite the array 
of sophisticated features that we can provide to our patients, 
the fundamental goal of hearing instruments remains the 
same—to shift speech (and other desired sounds) from a region 
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Discussing results in this manner shifts the focus from 
‘threshold’ to dynamic range, or ‘Hearing Range.’ This sets the 
stage for the fitting by putting the emphasis on placing sound 
into the patient’s hearing range rather than changing their 
actual hearing levels.

➋ Step	Two.	
Initial	Fitting	Measures

At the initial fitting, Speech Mapping is used to ensure that the 
gain levels from the hearing instrument are providing appro-
priate audibility for soft and average speech sounds. Addition-
ally, hearing aid output is examined to ensure that it does not 
exceed either measured or estimated comfort levels. Speech 
Mapping allows us to accomplish these tasks by measuring the 
peak energy of the amplified stimulus in the patient’s ear canal 
and providing a visual display of those results.

 1.  Connect hearing instruments to the manufacturer’s 
software, and position probe tubes into ear canals. 
Prior to placing instruments on the patient, run a 
curve at 65 dBSPL to represent unaided audibility for 
average conversational level speech. This will serve as 
the patient’s own baseline, and also allows for a review 
of the information shared in Step 1 about the implica-
tions of their hearing loss as well as the goals for the 
hearing instruments. NOTE: The stimulus used during 
this portion of PMM must be a speech or speech-like 
signal to avoid triggering the effects of Noise Reduction 

where they are inaudible to a zone where they are audible.  
Also important is to ensure that comfort for high-input 
sounds is maintained. 

PMM measures in general, and Speech Mapping specifically, 
provides us with a method for ensuring that our audibility 
goals are met. Additionally, it allows patients and their sig-
nificant others to recognize the effectiveness of their hearing 
instruments. It can also offer them a greater understanding 
of the implications of hearing loss by using real-world signals 
and providing visual feedback. 

A Straightforward Approach to  
Verifying Audibility Using  
Speech Mapping
NOTE: The techniques in this article are demonstrated using 
the Otometrics Auricle Speech Link 100 accessed via the 
Counseling and Simulations Module (also known as Auricle 
Visible Speech). All measurements were completed binau-
rally; however, diagrams are only shown for one ear.

➊ Step	One.	
Hearing	Assessment	Overview	

In this protocol, the foundation for the PMM process starts 
immediately after the hearing evaluation. Behavioral thresh-
olds and UCL information (if available) are entered into the 
PMM software or are imported from NOAH. The audiogram 
used throughout this article is shown in figure 1.

Results are discussed with the patient after they are converted 
to display in SPL form and compared to optimal/normal hear-
ing thresholds, as shown in Figure 2. The following points are 
discussed with the patient:

 1.  The white area indicates the zone that is audible.  
For the normal hearing patient (thresholds at 0 dBHL) 
on the left, this zone is wide across the frequency range. 
The impaired hearing levels on the right, however,  
create a much narrower zone. 

 2.  The ‘Speech Letters’ overlay can also be helpful to 
explain that in order to understand clearly, these 
sounds need to fall within the white zone (as they are 
for the normal hearing example on the left). In contrast, 
the consonants within the green circle on the right are 
inaudible or barely audible. This leads to a discussion 
of vowels, consonants, hearing versus understanding 
ability, and the detrimental effects of competing noise. Figure	1.	Audiometric	Results	(HL)
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or Feedback Management Systems. Embedded sound 
files are recommended for fitting purposes; but live or 
recorded speech (like that of a spouse) can be a valu-
able tool for counseling and demonstration. Through-
out this example, an ICRA soundfile was used.

 2.  Insert devices into ears and activate in the fitting soft-
ware. Run a curve at the same stimulus and level used 
above, to indicate the aided audibility for average 
conversational speech. The Speech Mapping graph 
now shows two valuable pieces of information:

  a.  A visual comparison between Aided and Unaided 
responses, which your patient has now seen  
AND heard.

  b.  The peak level of amplified speech in comparison to 
the patient’s customized ‘Speech Target’ (aka Speech 
Banana). When using Speech Mapping, the fitting 
goal is to place the tracing that represents aver-
age conversational speech towards the middle of 
the Speech Target. In this example, additional gain 
was needed to reach this goal. After making those 
changes to the hearing aid response in the fitting 
software, the curve is repeated. Figure 3 demon-
strates the results of this process.

NOTE: if feedback occurs during the process, clinical judg-
ment must be used to determine whether dome, earmold, or 
style modifications are necessary. The same is true for pre-
cipitous losses, where significant high frequency gain may not 
provide useful auditory information. These types of clinical 
situations provide opportunities for discussion with patients 
about their specific case.

 3.  Repeat Step 2 for 55 dBSPL stimulus, to measure audi-
bility for soft speech. This tracing should fall at the 
bottom of the Speech Target, or at least into the audible 
range for the patient, for as many frequencies as pos-
sible. Adjust gain for soft inputs to address this goal.

 4.  Evaluate the MPO setting of the hearing instruments 
by running the MPO stimulus at 95 dBSPL. Using a 
2-stage approach can provide a patient with reassur-
ance about the output limiting ability of their hear-
ing instruments, and is especially effective with open 
fittings for mild to moderate hearing losses. First, turn 
the hearing aids off in the fitting software while still 
inserted into the patient’s ears. Run the MPO curve 
to allow the patient to realize the actual level of the 
stimulus even without amplification. Then turn the 

Figure	2.	Comparison	of	Patient’s	SPL	results	to	Normal	Hearing	SPL	results
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devices on, and repeat the curve. Ensure that it falls 
below the UCL region for the patient, and additionally 
ask the patient about their subjective impression of the 
stimulus with the hearing instruments ‘on’ and ‘muted’. 
If necessary, reduce the output of the instruments glob-
ally or in specific frequency region(s)

Review results. Discussion throughout the Speech Map-
ping process provides an interactive process that involves the 
patient and their significant others. Following this portion of 
the fitting, ensure that any questions are answered, and offer a 
printout with the results, as seen below in Figure 4.

➌ Step	Three.	
Fine	Tuning	Measures	

The value of Speech Mapping continues after the initial fit-
ting and gain settings. Specific audibility and sound quality 
concerns can be addressed by attempting to replicate the issue 
and measuring curves pre- and post-changes, and changes in 
threshold can be addressed with changes to instrument gain 
and output.

Figure	3.	Conversational	Speech	Curves

Figure	4.	Finalized	Fitting
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Adding PMM into your clinical routine with the above proto-
col allows you to enhance the process without adding appre-
ciable time to your fitting sessions. As you implement these 
techniques, consider the advice you likely provide to your 
patients about their first few weeks of amplification: to give 
themselves time to adapt, to hang in there, to keep in mind 
that the long-term outcomes are worth any initial challenges. 
I offer you the same words as you gain experience with PMM. 
Picking up a probe tube again after a few (or more than a few) 
years may seem overwhelming, but after a brief introduction 
with the process the only PMM challenge you will have is 
working without it. n

Wendy Switalski, Au.D. owns a private audiology clinic in 
metro-Detroit, and is a Consultant to Otometrics, a leading 
manufacturer of hearing and balance equipment. 
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E
arly	 in	my	career,	 I	encountered	

a	 patient—and	 that	 patient’s	

wife—who	would	forever	change	

the	way	I	looked	at	counseling.	Mr.	Smith,	as	

we	will	call	him,	was	a	78-year-old	retired	

automotive	plant	worker	who	had	come	 in	

for	 an	 audiological	 evaluation.	 The	 results	

ultimately	 showed	 a	 precipitously	 slop-

ing	 bilateral,	 severe	 sensorineural	 hearing	

loss.	I	thoroughly	reviewed	my	findings	and	

advised	him	 to	pursue	a	 trial	with	hearing	

instruments.	Before	 I	 sent	him	back	 to	his	

referring	 physician,	 I	 asked	 him	 if	 he	 had	

any	questions.	He	responded	that	I	had	cov-

ered	everything	very	well	and	that	no	ques-

tions	came	to	mind.	It	seemed,	overall,	a	job	

well	done.	A	week	later…

I was pleased to see that he was on my schedule for a hearing 
instrument selection. However, when I stepped into the wait-
ing room and called his name, an angry looking woman about 
his age vaulted from her chair and charged right past me. A 
few moments later, Mr. Smith slowly made his way across the 
waiting room towards me, all the while studying his shoes as 
he walked. Once we had all reached my office, the woman 
immediately pointed an accusing finger at me and shouted, 
“You told my husband that he has normal hearing!  He does 
not have normal hearing!  You tell him right now, that he does 
not have normal hearing!” My immediate thoughts screamed 
that he obviously had misunderstood me. He clearly had a 
significant hearing loss and I had been meticulous in my 
counseling. I had not told him that he had normal hearing.  

Or had I? After reflecting on my counseling in the original 
appointment, it became clear that while my approach would 
have impressed my former professors and supervisors, it 
did nothing to make Mr. Smith a more educated, informed 
patient. In my attempt to be thorough, I had exhaustively 
reviewed otoscopy, tympanometry, acoustic reflexes, acoustic 
reflex decay, pure tone audiometry, SRTs, word recognition, 
and the anatomy of the inner ear. I basically gave him a sum-
mary of the better part of my graduate school education in 
four minutes or less. But despite my best efforts, I had obvi-
ously not been effective.

What	Do	Patients	Remember?
While there are a few studies in progress on the issue of counsel-
ing techniques in Audiology, there is currently a surprising lack 
of data to guide our way. Fortunately, Margolis (2004) reviewed 
this topic in conjunction with studies from other healthcare 
professions. Essentially, he found that in a typical counseling 
session, patients immediately forget 50% of the information pro-
vided by the healthcare practitioner, 25% is remembered incor-
rectly, while only 25% is accurately retained. The statistics are 
so disturbing that they deserve a second look. During an aver-
age audiological evaluation, 1/4 of the information is remem-
bered right, 1/4 wrong, and 1/2 is completely gone. So what 
information is actually getting through to the patient? Are they 
going home with the right information to make an educated 
decision regarding their hearing healthcare? Or does their lack 
of understanding about their hearing loss and its ramifications 
cause them to fall into the abyss of tested-but-not-sold patients 
that are never heard from again? Martin, et al. (1990) provided 
us with one of the few studies directly looking at this issue. In 
their surveys of patients at 48 hours and 2 weeks post appoint-
ment, they found that only 46% of patients could accurately 
describe their degree of hearing loss. One can easily see how 
patients may not follow our recommendations – particularly 
regarding amplification – if they do not even understand the 
severity of their hearing loss. It is important to note that none 
of the participants were able to define the term “audiogram”. I 
doubt that that statistic would be a shock to anyone. However, 
if we are ultimately not concerned with whether the patient can 
accurately define “audiogram,” then why do we typically devote 
so much time to teaching the Xs and Os?

So, how are we able to tell what the patient will remember? 
While there is no way to precisely know what information 
will be retained, there is a way to predict what information 
is mostly likely to be remembered correctly. This principle 
is called the Primacy and Recency Effect. It states that: “one 



5) Expected vs. Unexpected Diagnosis—Many patients antic-
ipate , or simply just hope, that we will tell them that they have 
normal hearing. As a result, when we explain that they have 
normal hearing in the low frequencies but a severe hearing loss 
in the high frequencies, patients will often readily remember 
the first part of the message but quickly forget the second.

The	Patient’s	Perspective
While we understand the importance of the audiologic infor-
mation that we are providing, that same understanding may 
not be held by our patients. To appreciate the patient’s per-
spective, imagine that you are talking with a new acquain-
tance who introduces the subject of rugby. Now for most 
Americans, our experience with rugby is limited to watching 
Matt Damon run around in the movie Invictus. If you missed 
that flick, you likely know even less about the sport. As a com-
parison to what our patients go through, just imagine that 
this new friend has decided to energetically give you a crash 
course in the basic rules and tactics of rugby. In an effort to 
help you visualize what he is describing, he grabs a sheet of 
paper and sketches out a rugby field (pitch) and a standard 
play. (see Fig. 1)

tends to remember best that which comes first in a learn-
ing episode and second best that which comes last” (Sousa, 
2006). Understanding this basic premise causes us to look 
closely at how we organize our counseling sessions. Specifi-
cally, are we summarizing the most important information 
first and then reiterating those same points at the end of the 
session? In the previous example with Mr. Smith, I had talked 
for 2-3 minutes about otoscopy, tympanometry, and acous-
tic reflexes before I ever even mentioned his hearing loss, let 
alone my recommendations. Had I focused on what I wanted 
him to remember and kept the Primacy and Recency Effect in 
mind, I would likely have been much more successful in help-
ing him recall the results of the evaluation. And, hopefully I 
would have avoided the ire of his wife.

Factors	That	Effect	Recall
Interestingly, Margolis (2004) also found that the ability of 
patients to remember vital information was independent of the 
severity of the diagnosis as well as their overall level of intelli-
gence. However, he did find that patient denial, familiarity with 
the topic, as well as whether the diagnosis was expected had a 
significant effect on overall recall. This means that:

1) Severity of the Diagnosis—Just because we appreciate the 
significance of a potential acoustic neuroma does not mean 
that the patient will share our level of concern.

2) Intelligence—With the exception of cases where cognitive 
issues are a factor, we cannot assume that patients who we 
deem to be intelligent will be able to retain greater amounts 
of information. We must force ourselves to take the same type 
of approach regardless of the number of degree designators 
are  behind their name and not feel as though we are being 
insulting or overly simplistic.

3) Denial—We must never underestimate the power of 
denial. For patients who are unable to accept their hearing 
loss, we need to focus on simplifying the message so that at 
a minimum we can plant the seed of the idea that they have 
hearing loss. Better to plant a seed now and hopefully see 
them back in a year, instead of having them go home with an 
inaccurate impression of their results and potentially never 
return for help. If a patient is rooted in severe denial, we may 
also need to be prepared to view the planting of the seed itself 
as successful counseling.

4) Familiarity with the topic—A patient with previous expe-
rience with audiological evaluations will generally be able to 
retain a higher amount of information than a patient new to 
the topic.
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Figure	1
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 •   Emphasize important points. If something is important, 
show it!

 •  Break the counseling into categories and ask if there are 
any questions before moving on

 • Do not routinely teach the audiogram. 

 •  Provide a colorful, customized counseling summary for 
them to take home

Looking back at Mr. and Mrs. Smith, I would love to have a 
second chance at that initial counseling session. Incorporat-
ing many of these ideas, I believe that it would have sounded 
something more like: “Well Mr. Smith, your results show that 
you have a severe hearing loss in the high pitches in both ears. 
Typically, a severe hearing loss in the high pitches in both ears 
can make it more difficult to understand the sounds that give 
speech its clarity. For example the /s/, /f/, and /th/ sounds may 
be muffled or unclear. This is often worse when the conversa-
tion is not face-to-face or there is background noise present. 
These results make sense with your comments that your wife 
feels that you miss parts of conversations and have trouble 
hearing in restaurants. So, basically you have a severe high 
pitch hearing loss in both ears. Before we discuss my recom-
mendations, do have any questions about the results of the 
hearing test?”

Perhaps if I had taken this approach, I would not have sent 
him home with a completely incorrect impression of his hear-
ing loss. Fortunately, his wife was motivated enough to drag 
him back and demand clarification. But how many patients 
never return? Hopefully by reevaluating how we counsel, we 
can get on the same playing field as our patients and situa-
tions like these will become a thing of the past. 

Brian Urban, Au.D. is the President of CounselEAR: Audiolo-
gist’s Online Report Writer and owner of Advanced Hearing 
and Balance Center in Evanston, Illinois. He also serves as 
a Member-At-Large on the ADA Board of Directors.  Please 
contact Dr. Urban at brian.urban@CounselEAR.com or at 888-
516-4281 with questions or comments.  
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He then uses his crude drawing to explain the various player 
positions, ways that the ball can be advanced, offensive and 
defensive strategies, as well as how to score points. Over the 
course of 3-4 minutes you are overwhelmed by names, tech-
niques, and details on a game that is about as foreign as ancient 
Egyptian mythology. Of course, if you have some familiarity 
with the topic you may follow the explanation well. However, 
if this is your first exposure to the sport, you will likely start 
running through your mental To Do list within the first 15 
seconds. The encounter may sound something like: “In rugby, 
there are 15 players on each side. The pack members form the 
scrum and the offensive backs line up in a 45 degree angle to 
create a backline while the defensive backs line up in a flat line 
to oppose them. The scrum half rolls the ball into the scrum 
then runs to the back and grabs the ball from under the eight 
man’s foot and throws it out to the flyhalf. The flyhalf then…” 
finish the laundry, buy more milk, write those reports from yes-
terday…  “after the winger has caught the ball he then tries to 
sprint down to the try zone for a score. He may be opposed 
by…” pay the electric bill before Tuesday, get the oil changed, 
start working on the patient newsletter for this quarter… and 
on and on.  Despite his thorough explanation and detailed 
visual aid, you are probably left confused and wishing that 
Matt Damon could somehow make it all stop. Now you have 
an idea of how are patients may feel.

Keys	for	Improving	Recall
Research on memory shows that as the amount of informa-
tion increases, the rate of recall decreases. While we may think 
that systematically providing 10+ minutes of detailed, com-
prehensive counseling will directly result in better informed 
patients, in reality much of our good faith effort is actually 
working against us. Now, this is not to say that shorter coun-
seling is better counseling. Yet, regardless of the length of 
time spent with the patient, the basic principles of improv-
ing recall and compliance remain the same. Specifically, we 
need to begin our counseling by stating the most important 
information and summarize it again at the end of the session. 
Additionally, patients benefit if we:

 • Keep the information simple and specific

 • Use repetition to reinforce main ideas

 •  Limit the use of jargon. Big words may be  
impressive, but they do not necessarily make the  
patient better educated.

 •  Address their needs. Focusing on their primary  
concerns first shows them that you are listening and  
are interested in their overall hearing health.
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D I A G N O S I S 	 & 	 T R E A T M E N T

CaSE BY CaSE

More	 often	 than	 not,	 audiologists	

experience	 similar	 patient	 scenarios	

on	a	day-to-day	basis,	whether	it	be	the	

questions	that	they	ask	or	the	diagnos-

tic	results	that	we	find.	What	we	don’t	

experience	 regularly	 is	 the	 ability	 to	

learn	from	what	our	colleagues	might	

say	to	the	patient	in	response	to	their		

concerns,	complaints,	questions,	etc.	

We	 all	 say	 things	 in	 a	 different	 way.		

I	have	always	found	examples	of	others	

helpful	in	refining	my	counseling	skills.	

Recently,	I	had	the	opportunity	to	talk	

with	Dr.	Peggy	Sheets,	a	long-time	ADA	

member	and	respected	private	prac-

titioner,	 about	 some	 different	 patient		

scenarios.	I	asked	her	how	she	might	

respond	to	the	following	situations.

BY	PEGGY	SHEETS,	Au.D. (interview with Nancy Gilliom, Ph.D., AP Editor)
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Patient	Scenario

1.		Patient	has	heard	about	a	 lot	of	different	hearing	aids	and	
asks	 to	 try	several	different	 types	of	hearing	aids,	how	do		
you	respond?

PS: When you seek medical advice from a physician or any 
other healthcare provider, basically it is the responsibility of 
that healthcare provider to determine your needs and options 
for most the appropriate treatment. For example if you were 
faced with a medical problem, say, the physician may find 
that you have high cholesterol; the physician would look at 
your overall health and with his or her knowledge of different 
pharmaceutical options, he or she would make a recommen-
dation specifically for you. You wouldn’t say to the physician, 
well, I think I would like to try all three of the medications. 
Your physician would monitor the treatment plan … and if for 
some reason the medication wasn’t working, then a change in 
the treatment plan would be warranted. That is my role as 
your audiologist- to determine your hearing loss and learn 
about your lifestyle and help to determine the best treatment 
possible to maximize your hearing abilities. 

2.		Patient	is	a	shopper:		I	see	hearing	aids	in	the	paper	for	as	
low	as	$399.00	and	the	highest	only	$799.00.	Why	are	your	
hearing	aids	so	much	more?

PS: Well, there are many different hearing aids available…if 
you consider that the national average for a hearing aid 3 years 
ago was approximately $2400.00, you have to wonder what you 
may be getting for only $400.00. Unfortunately, there are estab-
lishments out there that think the only way people will come to 
see them is by offering low price hearing aids. When I consider 
the fact of the average cost of a hearing aid around the county is 
6 times that, it just doesn’t make sense that something like that 
is going to work for most people. 

Doctors of Audiology, who work with all of the major hearing 
aid manufacturers and are knowledgeable about the leading 
technology, will be able to make sure that you get the best 
technology for your particular hearing loss and lifestyle. In 
our practice, we fit the hearing aids to you…we don’t try to fit 
you to one hearing aid. In my experience with working with 
people like yourself, I have found that while purchasing a 
hearing aid is important, it is more important that you choose 
to work with the provider that will be most helpful to you. The 
professional should have the knowledge of the technology as 
well as the physiology and anatomy of the ear and how your 
brain and auditory system work together. 

Recently in our area, there was an establishment that based 
its market around $499 hearing aids, and here it is two years 
later—they filed bankruptcy. Now those people who pur-
chased the $499 hearing aids are coming to my office with 
problems. They had expectations for better communication 
that the hearing aids’ performance could not handle. So 
now they are having to purchase hearing aids again to be fit 
appropriately based on their hearing loss, expectations and 
lifestyle. I would encourage you to spend the money on the 
better products now and not have to do this again in the next 
year or two. The old adage is true… you get what you pay for.

3.		Third	Party	is	complaining	of	a	repair	issue…“These	flip-
pin’	 things	 cost	 so	 much,	 he	 shouldn’t	 be	 having	 these	
problems.”

PS: First take into the consideration how old the hearing aid is, 
what the nature of the problem is, and is it a hearing aid issue 
or a user issue.

So can you tell me a little bit about your problem is you are 
experiencing? 

Figure out the problem and counsel appropriately. Then address 
the frustration regarding the expectation as it relates to cost:

I understand that you are frustrated about this. This is a 
minor bump. If you think about the things in your life, most 
problems or glitches in any kind of product don’t usually have 
to do with the cost of the product. Take a brand new car for 
example; the vehicle might need an adjustment or quick fix of 
something minor in just the first few months.  

As a whole, hearing aids are extremely reliable ... just because 
something is expensive doesn’t mean that something might 
not go wrong with it. It usually is something simple … but 
it doesn’t undermine the value that you get from the hearing 
device. If you take your car into the shop for a minor repair or 
maintenance every 15,000 miles, you don’t typically feel you 
wasted your money buying it. Small problems here and there 
are to be expected with an electronic device we wear on our 
body. After all, the components are tiny and they are being 
exposed to moisture and sweat from your body. What we took 
care of today was just a minor bump in the road you’ll get 
past, and there are many more days you will have full use of 
your devices. For the most part, if he comes in for his regular 
checkups and does the daily maintenance that we discussed… 
he shouldn’t have problems. 



4.		Patient	comes	in	for	hearing	aid	fit	follow	up	appointment	
and	says	“These	hearing	aids	just	are	not	working.”	You	put	
on	data	analysis,	and	it	reads	4	hours	a	day	wear	time.	How	
do	you	counsel	the	patient?

PS: As we said during the hearing aid discussion before you 
purchased the hearing aids, I asked you if you would be com-
mitted to wearing the hearing aids a minimum of 10 hours a 
day. The auditory system and the brain are two of the most 
sophisticated systems in your body. It is going to take some 
time to retrain your brain. You lost your hearing over time 
and now your brain is used to your hearing through your loss 
and is overwhelmed with stimulation.

Consider if you were a runner. You would not prepare to run 
the Boston Marathon by running two hours a day and then 
on the day of the race, go out and run the 26.2 miles…you 
couldn’t do it. So consider this your Boston marathon - it will 
take at least a minimum of 10 hours a day to train your audi-
tory system. So your auditory system can get used to the stim-
ulation of all the sounds around you. Over time your brain 
will learn what the normal sounds are around you and begin 
to habituate - which then allows you to focus on the speech. 
None of that will happen unless you wear them a minimum 
of 10 hours a day.

5.		Patient	wants	to	negotiate	the	charges	with	you…how	do	
you	handle	this	patient.

PS: I set my prices so that I can pay my staff well and have 
quality people working with me so that my patients receive 
excellent care. I keep my prices as low as they can be without 
compromising the quality of care. Everyone who purchases 
this product and our services pays the same amount whether 
they came in last week, today, or any week after this….that is 
fair to everyone. 

If I concede to give you a lower price because you weren’t 
going to purchase, I still need to pay my staff and overhead, 
so I would need to make up that difference somewhere. If you 
were the person that came after someone with a lower price, 
you would have to pay a higher price…and that just isn’t fair. 

I know you could take my quote and go somewhere else, and 
they would say we can beat that price - that would cause me 
concern as I would wonder why they would not just give you 
the lowest price to begin without a haggle. Why wouldn’t their 
standard price be fair?

6.		Patient	 is	a	candidate	based	on	lifestyle	and	hearing	loss	
for	 advanced	 technology,	 but	 only	 wishes	 to	 get	 lower		
end	products.	How	do	you	counsel	them	when	they	come		
in	 dissatisfied	 with	 how	 the	 hearing	 aids	 work	 in	 their		
noisy	lifestyle?		

PS: Mr. ________, do you remember our discussion the day 
you came in for your test and ordered your hearing aids? Here 
is the list of situations where you said you wanted improved 
hearing ability. When we discussed your goals, I explained the 
different levels of technology and their abilities. The level of 
technology that was recommended based on your goals was 
this (shown the sheet when the COSI was discussed and RX 
was listed). At the time, you said you wanted to choose the 
lesser technology even though I explained that the lower level 
technology would not perform well in background noise and 
larger groups. I warned you that you would need to lower 
your expectations surrounding the benefits you received in 
those more challenging listening environments given the 
limitations of the technology you purchased. See here where 
you signed this document indicating you understood that 
we were recommending something different from what you 
chose (patients choosing lower level tech sign “Patient Declines 
Recommendation” document acknowledging at the time they 
ordered that they went against the recommendation of the 
audiologist.) Now, we are within the trial period so, if you’d 
like to switch to the higher level technology… n

Dr. Peggy Sheets is originally from Massena, NY. She received 
her graduate degree in audiology from the State University of 
New York at Plattsburgh in 1986. She was awarded a Doctorate 
in audiology from the Arizona School for Health Sciences in 
2001. Dr. Sheets has been in private practice for 22 years and 
owns several offices in the New England area. Dr. Sheets is a 
founding member of the New Hampshire Academy of Audiol-
ogy and served as its first President. She is a fellow member of 
the Academy of Doctors Audiology and American Academy of 
Audiology. 
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u	If	you	want	to	know	How	to	do	it?	

How	to	Say	it?	How	to	Explain	it?		

How	to	Show	it?	Please	send	your	questions		

to	AP	Editor,	Nancy	Gilliom,	Ph.D.	@		

gilliomaudiology.com.
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BIG Ideas
Based on your BIG ideas, the ADA 
convention schedule has been expanded 
this year to ensure BIG opportunities for 
networking and fun, without sacrificing 
the exceptional educational programming 
that you’ve come to expect from ADA. 
The ADA 2010 Convention is designed 
for audiologists involved or interested in 
autonomous practice, and will feature 
sessions that offer insightful and practical 
business knowledge and clinical education 
with a strong focus on providing tools and 
hands-on training that you can implement 
immediately into your practice. The early 
registration deadline is October 4, 2010! 

BIG Value
ADA	Convention	Registration Includes	
Most	Meals,	Amenities	and	Offers	
Incomparable	Value

The ADA Convention offers more value 
than most for the money! Did you know 
that your convention registration covers 
more than just world class programming 
for clinical and business education? In 
addition, most meals and events are 
included with your ADA convention 
registration including the Opening Night 
Reception, all breakfasts, all lunches and 
the Friday Night Offsite Party and Dinner at 
Buckhorn’s Saloon, sponsored by Phonak. 
Not to mention the stuff that money can’t 
buy, like the peer-to-peer interactions that 
make the ADA convention is like no other!

Schedule-at-a-Glance
Wednesday,	November	3

 4:00 p.m.  –  7:00 p.m. Registration Open

Thursday,	November	4

 7:00 a.m.  –  7:00 p.m. Registration Open

 8:00 a.m.  –  3:15 p.m. Pre-Conference Workshops 

 12:00 p.m.  –  12:45 p.m. Workshop Lunch

 8:00 a.m.  –  5:30 p.m. Exhibitor Installation

 1:30 p.m.  –  3:00 p.m. Special Regular Session:  
    Marke Trak VIII, Kochkin

 3:30 p.m.  –  5:30 p.m. Opening General Session & Keynote 

 5:30 p.m.  –  7:00 p.m. Opening Reception in Exhibit Hall

Friday,	November	5

 7:00 a.m.  –  5:00 p.m. Registration Open

 7:00 a.m. –  8:00 a.m. Continental Breakfast 

 8:00 a.m.  –  9:30 a.m. Concurrent Sessions

 9:30 a.m. – 10:00 a.m. Refreshment Break in Exhibit Hall

 10:00 a.m. – 11:30 a.m. Concurrent Sessions

 11:30 a.m. – 1:00 p.m. Luncheon in the Exhibit Hall 

 1:00 p.m. – 2:30 p.m. Concurrent Sessions

 2:30 p.m. – 3:00 p.m. Refreshment Break in Exhibit Hall

 3:00 p.m. – 4:30 p.m.  Concurrent Sessions

 7:00 p.m. – 10:30 p.m. ADA Party at Buckhorn Saloon

Saturday,	November	6

 7:30 a.m.  –  4:30 p.m. Registration Open

 8:00 a.m. –  9:30 a.m. Member Breakfast/Business Meeting 

 9:30 a.m. – 1:00 p.m. Exhibit Hall Open

 12:00 p.m. – 1:00 p.m. Luncheon in the Exhibit Hall

 1:00 p.m. – 2:30 p.m. Concurrent Sessions

 2:30 p.m. – 2:45 p.m.  Break

 2:45 p.m. – 4:15 p.m. Concurrent Sessions

 7:00 p.m. – 10:00 p.m. Saturday Night Special: Amplitude,  
    Attitude and Gratitude

BIG Opportunities to 
Learn and Network

ADA 2010 Convention ADA 2010 Convention 

REGISTER BY OCTOBER 4 FOR EARLY BIRD DISCOUNT!
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THURSDAY,	NOVEMBER	4,	2010

PRE-CONFERENCE	WORkSHOPS	–	8:00	A.M.	-	3:15	P.M.

Front	Office	Staff	Training:	Setting	the	Stage	for	the	Ultimate	Patient	Experience	–	Roxann Bonta, M.A., Sonic Innovations

Using	e-Marketing	to	Shape	Consumer	Awareness	and	Attract	New	Patients	–	David J. Smriga, M.A., AuDNet, Inc.; Kevin D. St. Clergy, M.S., EducatedPatients.com

Coding	and	Reimbursement	Boot	Camp:	CPTs,	ICDs,	HCPCS	and	Surviving	the	Reimbursement	Abyss	–	 Kim Cavitt, Au.D., Audiology Resources, Inc.
Being	Heard:	Advocating	for	Audiology	–	Andy Bopp, Hearing Industries Association

Beyond	the	Second	Bend:	Viewing	and	Managing	Instrumentation	for	Deep	Ear	Canal	Fittings	–	Rita Chaiken, Au.D., Atlanta Audiology Services, Inc.

SPECIAL	SESSION	(1:30-3:00):	MarkeTrak	VIII	-	25	Year	Trends	in	the	Hearing	Health	Industry	-	How	Do	We	Get	on	the	Fast	Track?	–	Sergei Kochkin, Ph.D.

3:30	P.M.	-	5:30	P.M.	–	GENERAL	SESSION	&	kEYNOTE	SPEAkER:	FRANk	C.	BUCARO,	CSP,	CPAE	 	

FRIDAY,	NOVEMBER	5,	2010

8:00 a.m. - 
9:30 a.m. 

MarkeTrak	VIII	-	25	Year	
Trends	in	the	Hearing	
Health	Industry	-	How	Do	
We	Get	on	the	Fast	Track?		
Sergei Kochkin, Ph.D.

Building	an	Environment	
of	Trust
Frank Bucaro, CSP, CPAE

Practical	and	Proven	
Marketing	Strategies	Part	1	
Judi Biederman
Granville Y. Brady Jr. Au.D.
John Coverstone, Au.D. 
Jacqueline Rogers Scholl, Au.D.

Top	10	Fine	Tuning	Tips	for	
Challenging	Hearing	Aid	
Cases
Jana Rentz, Au.D.
Jessica Zellmer Au.D.

New	Developments	in	
Hearing	Science	and	How	
They	Can	Help	Your		
Bottom	Line	
Charles Berlin, Ph.D.
Michael Poe

10:00 a.m. -
11:30 a.m.

Making	Cents	out	of	the	
Senseless:	Practice	Survival	
Strategies
Barry Freeman, Ph.D.
Jerry Northern, Ph.D.

Abuse,	Neglect,	and	
Exploitation	of	the	
Vulnerable	Adult	and	Elderly	
Populations
Vicki Hamill, Au.D.

Practical	and	Proven	
Marketing	Strategies	Part	2	
Judi Biederman
Granville Y. Brady Jr. Au.D.
John Coverstone, Au.D. 
Jacqueline Rogers Scholl, Au.D

Hair	Cell	Regeneration	
Part	1
Brenda M. Ryals, Ph.D.

The	Spice	Generation
Patricia ‘Tish’ Ramirez, Au.D., 
Naikai S. Butler, Au.D.

1:00 p.m. -
2:30 p.m.

Marketing	to	the	Mature	
Marketplace:	10	Pathways	
to	Success	in	2010	&	
Beyond
Don Marsh, B.A.

Dazed	and	Confused:	
Medicare	Direct	Access,	
Participation	and	the	
Trouble	with	Opting	Out
Kim Cavitt, Au.D

Special	Hearing	Aid	Fitting	
Considerations	for	Tinnitus	
Patients
Marcia Dewey, Au.D.
Kathryn Rehse, Au.D.

Hair	Cell	Regeneration	
Part	2
Brenda M. Ryals, Ph.D..

Audiology	Talk	Recording
John Coverstone, Au.D. 
Dean Flyger, Au.D.

3:00 p.m. -
4:30 p.m.

Internet	Marketing	&	
Hearing	Aids:	Capturing	
Patients	BEFORE	They	Buy	
Online
Kevin St. Clergy, M.S.

Red	Flag	Rules:	What	You	
Need	to	know
Cindy Beyer, Au.D.

A	Primer	on	Digital	Wireless	
Transmission
Francis Kuk, Ph.D. 

APD:	Updates	for	Private	
Practice
Maxine Young, M.S.

New	Developments	in	
Hearing	Science	and	How	
They	Can	Help	Your		
Bottom	Line	
Charles Berlin, Ph.D.
Michael Poe 

SATURDAY,	NOVEMBER	6,	2010

1:00 p.m. -
2:30 p.m. 

Growing	Your	Business	
With	Connectivity
Creig Dunckel, M.A.

Critical	Success	Factors	
for	Growing	Your	Practice	
Part	1
L.J. Nick Callazzo III

Leaving	the	Acronyms	
Behind:	Moving	Forward	
With	Probe	Microphone	
Measures
Wendy Switalski, Au.D.

411:	Being	a	Preceptor
Victor Bray, Ph.D.

21st	Century		
Business	Model
Laurel Gregory, M.A.

2.45 p.m. -
4:15 p.m.

Facilitating	a	Tinnitus	Self	
Help	Group
Dhyan Cassie, Au.D.

Critical	Success	Factors	
for	Growing	Your	Practice	
Part	2
L.J. Nick Callazzo III

Cochlear	Implants	and	
Baha	Systems:	What	
Referring	Professionals	
Need	to	know	
Ashley Fairleigh, M.S.
Jessica Ballard, Au.D.

Diabetes:	A	Primer	for	the	
Audiologist
Pamela Parker, M.D., 
F.A.C.O.G.

Closed	Session	for	
Students	and	Mentors

Course Schedule-at-a-Glance

Visit www.audiologist.org for more information

ADA 2010 Convention ADA 2010 Convention BIGGER than a 10-Gallon Hat!



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.
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P R O F E S S I O N A L 	 I S S U E S
	

Reboot or Delete 
Audiology Board 
Certif ication:  
Time to Debug ABA-BC 
and CCC-A 
BY	LARRY	eNGeLmANN,	Au.D

	
Introduction
Board Certification (BC) in audiology should 
either reboot to a structure similarly established 
in other healthcare doctoring professions or be 
dismantled and deleted. The American Speech-
Language and Hearing Association (ASHA) and 
its accrediting arm, the Council on Academic 
Accreditation (CAA) have controlled certifica-
tion since 1952. The American Academy of Audi-
ology’s (AAA) “sister organization”, the American 
Board of Audiology (ABA) added to the confu-
sion, after starting its BC in 1999. After 22 years 
into the Au.D. movement and in an effort to 
achieve parity with other healthcare doctoring 
professions, audiology BC is one area that needs 
major rethinking. Sadly, not much has changed as 
each of audiology’s BC processes remains struc-
tured as a healthcare ancillary personnel certifi-
cation rather than a doctoring profession’s board 

certification. Our profession needs to show cour-
age and integrity to address the current structure 
head-on as it is creating a conflict of interest 
between faculty, students, and accreditation stan-
dards; is discriminatory; and is putting our pro-
fession in a compromising position. 

 
Comparing	Board	Certfication
Board certification should be a mark of distinc-
tion and accomplishment. Some audiologists 
apply for and maintain ASHA and/or ABA cer-
tification because they believe it has value. How-
ever, many of our colleagues are disenchanted 
with and disapprove of audiology’s current BC 
process. For them, it is characterized as “mis-
leading” and “nothing more than a continuing 
education certificate”. In other healthcare doc-
toring professions, BC is not for generalists, but 
rather for specialists. It is defined and identified 
by advanced qualifications and advanced levels 
of practice. BC is not intended for the masses and 
should not be easily attained.

Requirements for Board Certification in other 
healthcare doctoring professions are far more 
rigorous than for audiology. First, the process 
does not involve students during first profes-
sional degree (FPD) training. Doctors begin 
the process by entering a “residency program” 
after graduating from an accredited FPD pro-
gram, passing a national examination, and 
receiving State licensure for general practice. 
The residency training typically lasts 2-7 years, 
depending on the specialty area. At the end of 
the residency program, candidates take addi-
tional comprehensive written exams followed 
by oral exams. BC is time-limited (usually 6-10 
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years) with maintenance of certification requirements and  
re-examination for renewal

ASHA notes that the Certificate of Clinical Competence in 
audiology (CCC-A) “represents a level of excellence”. ASHA’s 
process begins with students and requiring them to have 1820 
hours of “clinical practicum” completed and supervised by 
an ASHA certified audiologist. An applicant then submits a 
12-point checklist form signed by the program director indi-
cating program requirements are complete; verification from 
the university of the date the degree was, or is to be, awarded; 
and provides evidence of passing the Praxis Examination. 
Effective January 2012, all audiology applicants must have 
earned a doctorate degree (i.e., Au.D., Ph.D., Sc.D., or Ed.D.). 
For certificate maintenance, ASHA requires adherence to a 
code of ethics and annual CEUs.1 Requirements for achiev-
ing and maintaining the CCC-A are no different than what 
is expected and required to graduate from a CAA accred-
ited program and for acquisition and maintenance of  State 
audiology licensure. It appears that ASHA will provide the 
CCC-A to individuals even before they are licensed to prac-
tice audiology. 

There are parallels between audiology and the CCC-A rela-
tionship and the lessons for us to learn from other group’s 
expressed concerns over various “simplified” BC models. The 
American Board of Professional Psychology (ABPP) cau-
tions its members about “a proliferation of so-called vanity 
boards, which require little more than the filing of a basic 
application and the paying of a fee.” 2 “By purporting to do the 
same thing, assuring competence, the American Optomet-
ric Association’s/American Board of Optometry’s proposal 
(re: board certification) appears to take on a state regulatory 
function (i.e., usurps the authority of optometric licensing 
boards) and creates confusion and uncertainty in the public’s 
mind”.3 The Virginia Board of Optometry sent a letter to the 
American Optometric Association and the American Board 
of Optometric Practice stating that, “the goal of this process
to `certify a minimal level of  
competency’ in the practice of  
optometry is an affront to the  
work done by the Schools and  
Colleges of Optometry, the National  
Boards of Examiners in Optometry and  
the individual State Boards of Optometry in  
the United States.”4

Conflict	of	Interest
In my opinion, what ASHA is doing with its CCC-A at the 
audiology program level is exploitive, unprofessional, and 
unethical. Further, their financial goals conflict with edu-
cating students and audiology’s professional goals. ASHA’s 
own Board of Ethics defines conflict of interest as, “Situa-
tions where personal and/or financial considerations com-
promise judgment in any professional activity or where the 
situation may appear to provide the potential for profes-
sional judgment to be compromised.” Even the “appearance 
of ” a conflict of interest must be avoided. 

The sole purpose of program accreditation is to ensure 
to the universities/colleges, licensing boards, the profes-
sion, and to the public that uniform minimum entry-level 
educational standards and clinical competence have been 
adhered to and accomplished. Audiology programs pay 
the CAA several thousand dollars to go through the pro-
cess and receive accreditation. ASHA turns right around 
and effectively says that even though its accreditation arm 
has approved the graduating students, they then deceive 
you into believing that the membership organization 
arm should approve you—again. This time you must pay 
ASHA an additional $455.00 fee for your certificate with-
out becoming a member or $511.00 as a member. ASHA 
essentially serves as a costly and redundant “middle-man”. 
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program accreditation, faculty selection, student’s clini-
cal rotations, or other educational experiences. Students  
should not have to plan their clinical education around cer-
tification and board certified preceptors. It is detrimental 
for students to have limited access to non-CCCd audiology 
preceptors and professors during the student’s  training. The 
ASHA/CAA promotes discrimination against audiologists 
who have not purchased the CCC-A by implying that those 
who don’t have the CCC-A are not “clinically competent” 
and do not have “appropriate qualifications” even though 
the non-CCC’d audiologists likely graduated from an ASHA/
CAA accredited program and are licensed competent audi-
ologists. There is no difference between an audiologist with 
the CCC-A and an audiologist without the CCC-A. ASHA 
should show all of us their quantitative evidence on which 
they base their claim that CCC-A equates to “better qualified 
audiologists”, “better clinically competent preceptors”, and 
“better patient care”. There is no proof. ASHA and the CAA 
are holding the audiology profession hostage during a time 
when programs are searching for good preceptors. ASHA’s 
scheme to self-perpetuate the CCC-A is the “tail wagging the 
dog” when it has undue influence over students, professors, 
practitioners, and audiology programs. 

Over the years, our profession has been successful at sys-
tematically removing the CCC-A from most, if not all, State 
licensing laws as well as Medicare and Medicaid laws regard-
ing reimbursement. The “CCC-A track” should be removed 
as an “option” or “requirement” for students and preceptors. 
ASHA/CAA continue to accredit non-Au.D. doctoral pro-

grams like a “clinical Ph.D.” because “they can’t 
tell universities/colleges what degree 

they can award”. Why then should the 
ASHA/CAA be able to dictate which 
audiologists the universities/colleges 
deem qualified to be preceptors? 

	
What’s	Next?

Everyone looks for leadership. But, if you 
follow the wrong leader down the wrong 

path, you could end up in the wrong place 
at the wrong time. Clearly, ASHA will do 
nothing to change the status quo and 

their chokehold on our profession. The 
jury is out on whether or not the ABA 

will respond in a way to advance our 
profession and to bring about parity 
with other doctoring colleagues.

ASHA perpetrates another conflict of interest with audiology 
programs. Professors, especially those who are ASHA certified, 
are put in a compromising, and possibly unethical, position 
with the students. They promote a certification process and 
provide supervision that is not necessary to satisfy graduation 
or licensure requirements. This conflict is contrary to and is 
inconsistent with the faculty’s duty of loyalty to the student’s 
welfare and best interest. Through this process, ASHA achieves 
free advertising and increased revenue while effectively misus-
ing professors and audiology programs as their unpaid labor 
arm of its marketing bureau to attract students to ASHA’s 
money making program.  

	
Discrimination
Accrediting bodies should focus on professional degree 
requirements, not board certification. They are also legally 
obligated to remain non-discriminatory. However, the CAA 
“requires evidence that supervisors/preceptors used for 
hours counted towards ASHA certification have CCC-A, and 
supervisors/ preceptors used for other purposes have the cre-
dentials appropriate for those purposes—which might not 
include CCC-A. Faculty and staff who do not provide direct 
supervision of students for the purpose of ASHA certification 
hours do not need to hold the CCC-A. However, it is impor-
tant that the program provides evidence that it has sufficient 
access to supervisors/preceptors, who have appropriate quali-
fications, including CCC-A, so it is clear that students can 
choose to pursue certification as well as other credentials.” 5 

On the surface, CAA’s rhetoric seems ratio-
nal. However, it is fallacious, mislead-
ing, and unreasonable on the grounds 
that BC should not be used to control 
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So, what can we do to contribute to the resolution of the 
aforementioned misuse of power, exploitation of students, 
misrepresentation of BC, and discrimination against licensed 
audiologists?

Just say NO to the CCC-A. Stop giving ASHA money that 
enables them to exert undue influence that is not in audiology’s 
best interest. 

If your job requires you to maintain the CCC-A, get clarifica-
tion as to why they established that requirement. Gather your 
facts, and present a professional and collegial challenge to have 
the requirement removed. 

Remember, there are employers who firmly believe that ASHA 
should become the national organization only for speech-lan-
guage pathologists and should no longer represent audiolo-
gists. They are unimpressed by, philosophically disagree with, 
and oppose the CCC-A (or certification in its current struc-
ture). They consider the CCC-A redundant and meaningless. 
They may view its possession as a negative and overlook you as 
a candidate for a job or a promotion.

If you encounter a third-party contract with the CCC-A require-
ment, challenge it. A Dallas, Texas audiologist marked through 
the area of a contract that contained the CCC-A requirement, 
initialed the deletion, signed the contract, and turned it in for 
processing. When the contracting agent questioned the audi-
ologist, she told the agent about certification vs. licensure vs. 
the Au.D. degree, and the agent accepted the contract.

If an audiology program tells you that you are required to 
have the CCC-A in order to be a preceptor, let them know: 
(a) You will not get the CCC-A, so you would be willing to 
supervise those students who are not seeking certification; (b) 
Thank you, but I am not interested in being a preceptor under 
those discriminatory conditions, or (c) Whether or not you 
are interested in becoming a preceptor, you can contact your 
audiology school and request that they take steps to eliminate 
the CCC-A requirement. Let them know that you would be 
willing to assist the program in developing and implementing 
a strategy to eliminate the CCC-A as a requirement. 

Support the Accreditation Commission for Audiology Educa-
tion (ACAE), and ask audiology programs to become ACAE 
accredited. The ACAE accredits only Au.D. programs, accred-
its programs to a higher standard; does not have a conflict of 
interest over BC, because it does not enmesh BC with first 
professional degree requirements and student preparation; and 
ACAE does not discriminate against licensed audiologists.6

Conclusion
The facts are that audiology programs and students are losing 
out on opportunities to have relationships and associations 
with talented and skilled audiologists who cannot, or will 
not, become adjunct faculty preceptors because they had the 
wherewithal to drop their CCC-A. If audiology is going to 
exemplify the healthcare doctoring model, our BC process 
needs to be redesigned or eliminated. Board Certification 
should be an accomplishment that is attained post-first profes-
sional degree, post-licensure, post-advanced training in a 
narrow specialty area, and should have nothing to do with pre-
paring students for graduation and licensure. Start talking to 
your peers, especially audiology organization leaders, profes-
sors, and students about the need to change audiology board  
certification—reboot or delete. n

Dr. Larry Engelmann has practiced audiology for 33 years.   
For the last 28 years, he has owned the Audiology Clinic, Inc.
in Oklahoma City, Oklahoma   and now specializes in geriat-
ric audiology and APD. He has done research in the areas of 
cochlear implants and middle ear implants. He served on the 
Audiology Foundation of America’s board of directors for eight 
years and seven years on the Academy of Doctors of Audiology’s 
board of directors. He is a past ADA president.
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Ignorance is not a  
Defense: Medicare 
Rules and Regulations
BY	kIm	CAVITT,	Au.D.

	
In 2008, Medicare established the role of audiology 
within the Medicare system. While this document 
is extremely important to all of audiologists who 
test and treat Medicare beneficiaries, a large portion 
of audiologists are unaware of the existence of these 
regulations. This article will attempt to condense 
these transmittals into information that is vital for 
the independent practicing audiologist.

The Centers for Medicare and Medicaid Services’ 
(CMS) Update to Audiology Policies became 
effective October 1, 2008 and addressed medical 
necessity, the role of technicians, the role of stu-
dent externs, incident to billing and audiologic 
and vestibular treatment. The highlights of the 
2008 Update to Audiology Policies for indepen-
dent audiologists are:

•  Medicare pays for audiology tests that are med-
ically necessary; that is, required to determine 
the appropriate medical or surgical treatment 
or to evaluate the results of such treatment. 
Medicare does not provider coverage for rou-
tine or annual hearing tests, unless the patient 
reports a change in medical history or audio-
logic or vestibular symptoms, or testing for the 
sole purpose of obtaining a hearing aid. Non-
covered tests are the financial responsibility of 
the Medicare beneficiary. 

•  Medicare pays for the global component of 
audiology diagnostic tests when both the 
technical and professional component of cer-
tain audiologic procedures are furnished by a 
licensed audiologist, physician, or NPP. Testing 
furnished by a licensed audiologist does not 
require any level of physician supervision.

A physician order is required for all audiologic 
and vestibular testing if the Medicare benefi-
ciary wants the testing paid for by Medicare. The 
order does not have to list each individual test 
if the diagnostic testing is to be performed by a 
licensed audiologist. The physician order should 
indicate “audiologic evaluation” , “audio-ves-
tibular evaluation” or “hearing evaluation”. No 
physician order should contain any mention of a 
hearing aid.  Also, the mere presence of a physi-
cian order does not guarantee medical necessity. 
If no physician order is obtained prior to test-
ing, the cost of the audiologic or vestibular test-
ing becomes the financial responsibility of the 
patient. The order should be in:

 •  Writing, either faxed, mailed  
or hand-delivered

 • Emailed by the physician or their staff

 • Telephone order 

Warning: the physician order must be docu-
mented in both the medical record of the audi-
ologist and the medical record of the ordering 
physician. This type of order should be avoided 
as one cannot guarantee that the ordering phy-
sician or their staff will appropriately document 
the order in their medical record. 

•  Audiologists must document their name and 
professional identity on all of their test results 
and reports.

•  All diagnostic audiologic and vestibular testing 
must be billed to Medicare under the National 
Provider Identifier (NPI) of the licensed audi-
ologist who performed the procedure. It is not 
to be billed out under the NPI of the ordering 
or employing physician or another audiologist. 
As a result, an audiologist must obtain their NPI 
and Medicare PIN before they can begin seeing 
Medicare beneficiaries for covered services. 

•  Medicare does not cover treatment/rehabilita-
tion/therapy services provided by a licensed 
audiologist. These services can be billed to 
and paid privately by the Medicare benefi-
ciary as they are within the scope of practice 
of a licensed audiologist. The patient should be 
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prior notified of these costs and the reason for non-coverage 
through the use of an Advanced Beneficiary Notice (ABN) 
as a voluntary notification. It is recommended that the ABN 
indicate that these services may be reimbursable if provided 
by another health care professional. 

•  Medicare does not pay for testing provided by an audiology 
student extern unless the student extern is a licensed audi-
ologist with their own NPI, is serving in the role of a techni-
cian under the direct supervision of a physician (the physi-
cian is in the office suite and directly involved in the patient’s 
care), or the student extern is performing the testing under 
the personal supervision (in the test booth or room and sit-
ting next to the student for the length of the testing) of a 
licensed audiologist, physician or NPP. 

•  Per the Update, “it is appropriate to pay for audiological 
services for patients who have sensorineural hearing loss 
and who wear hearing aids if the reason for the test is any-
thing other than evaluation of the hearing aid. For example, 
there may be a perceived change in hearing or tinnitus that 
makes testing appropriate and covered. A test ordered due 
to a reported change in hearing may not be denied when 
the results reveal there is no change in hearing but the audi-
ologist also finds a hearing aid malfunction. However, if no 
hearing change is reported but the physician is aware that 
the patient’s hearing aid is broken, a test cannot be ordered 
solely for the purpose of fitting a new hearing aid”. 

While the 2008 Update clarified the role of audiology within 
the Medicare system, it left some with more questions than 
answers. As a result, CMS released the Revisions and Re-
issuance of Audiology Policies in May 2008. These revisions 
became effective on August 11, 2010. The highlights of these 
changes for independent audiologists are as follows:

  •  This document expanded the services that can be 
provided by technicians to all CPT codes that have both 
a technical and professional component. A licensed 
audiologist cannot provide direct supervision to a 
technician; an audiologist cannot receive payment from 
Medicare for a service provided by a technician (as 
the item or service cannot be billed under the NPI of 
the audiologist unless they performed the procedure 
themselves or they provided personal supervision to a 
student extern)

 

  The services that can be performed by a technician are:

   — Balance testing (92540-92545)

   — Otoacoustic emissions (92587-92588)

   —  Auditory Brainstem Response testing  
(92584-92585)

 •  Computerized audiometry could be covered by some 
Medicare area contractors via the use of 92700 or 
HCPCS Category III codes. 

 •  Tests that do not have an appropriate CPT code may 
be reported under CPT code 92700. The patient should 
complete an ABN as a required notification. The audi-
ologist may request that the Medicare beneficiary pay 
in full for the cost of this item or service on the date of 
service (as allowed by the ABN).

What	If?
The question that typically arises next is, “what happens if a 
licensed audiologists does not abide by these guidelines and 
receives payment from the Medicare system?”  Failure to com-
ply would result in a violation of the False Claims Act. The 
False Claims Act governs the act of any individual provider 
submitting a false or fraudulent claim for payment to a Gov-
ernment agency such as Medicare. Violation of this Act can 
result in civil penalties and $5000-$10,000 in fines plus three 
times the amount of damages sustained by the Government. 
So, every time an audiologist fails to comply with the CMS 
Audiology Policies and they receive payment from Medicare 
for the specific item or service they technically are in violation 
of the False Claims Act.  It is very important for audiologists 
to be familiar with the required Medicare rules and regula-
tions. The Federal Government has increased enforcement of 
potential Medicare fraud and abuse.

Please note: Both policies listed below are available in the 
Practice Management section of the ADA website. n

	
References
Update to Audiology Policies; Centers for Medicare and Medicaid 
Services, CMS Manual System, Pub 100-02 Medicare Benefit Policy, 
Transmittal 84, Change Request 5717, February 29, 2008.

Revisions and Re-issuance of Audiology Policies; Centers for Medicare 
and Medicaid Services, CMS Manual System, Pub 100-02 Medicare 
Benefit Policy, Transmittal 129, Change Request 6447, July 23, 2010.
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BHI: A Valuable  
Resource to Private 
Practit ioners and  
Consumers
BY	SeRGeI	kOCHkIN,	Ph.D.

 
Founded in 1973, the Better Hearing Institute, a 
501(c)3 non-profit organization, conducts research 
and engages in hearing health education with the 
goal of helping people with hearing loss to benefit 
from proper treatment. 

Our key goals are to educate the consumer and 
to provide public relations and marketing tools to 
practitioners as a means of increasing the through-
put into hearing healthcare professional offices. As 
“Advocates for America’s Ears” the BHI is involved 
in a number of market development activities: 

•  With the help of a world-famous advisory coun-
cil writes and distributes literature on hearing 
loss, hearing loss solutions and hearing loss  
prevention.

•  The BHI maintains a 1-800 help line for con-
sumers answering questions about hearing loss 
and hearing aids; and redeem literature through 
the mail for those without internet service.

•  Since the public does not understand the impli-
cations of hearing loss on quality of life, the 
BHI leverages quality of life findings from 
research in the media using its 501c3 status 
to get free placements as a means of promot-
ing hearing solutions. In the last few years the 
BHI has received thousands of media place-
ments reaching an audience exceeding a half 
billion people. Some of our PR campaigns have 
centered around: the relationship between job 
success and better hearing, the need for aided 

hearing loss among caregivers of children, chil-
dren with hearing loss being left behind, inti-
macy and hearing loss, myths about hearing 
loss and hearing aids, how to handle a loved 
one in denial about their hearing loss.

•  The BHI has formed partnerships with organi-
zations as a means of promoting hearing health. 
Notable relationships include: The American 
Diabetes Association, International Diabetes 
Foundation, National Men’s Health Month and 
Women’s Health Week. We will be seeking part-
nerships with other organizations dealing with 
factors associated with hearing loss. Annually 
the BHI also develops a thematic Better Hearing 
and Speech Month Campaign at both a National 
level as well as a local PR template for hearing 
health professionals. See http://www.betterhear-
ing.org/professionals/tools.cfm (for examples of 
campaigns)

•  The BHI produces public service announce-
ments and video news releases for educating 
the public. We have been on the PBS thousands 
of times with our documentary “Spotlight on 
Hearing Loss” http://www.betterhearing.org/
video/pbs/spotlight.cfm and developed print 
PSAs leveraging quality of life scenarios: http://
www.betterhearing.org/press/PSA/

•  The BHI educates the medical community 
about the impact of untreated hearing loss in an 
attempt to influence more hearing loss screen-
ing during physical exams. We have developed 
a physician referral development program 
demonstrated to increase hearing aid sales. 
http://www.betterhearing.org/professionals/
PRDP.cfm. In addition the BHI has developed a 
presence at a number of physician conferences.
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•  Perhaps the BHI is best known for its extensive research 
(MarkeTrak) on the hearing loss population. We publish 
findings on prevalence of HL, hearing aid satisfaction, hear-
ing impaired populations trends, obstacles to hearing aid 
adoption. In turn we use this data to support initiatives and 
to secure media placements: http://www.betterhearing.org/
publications/

•  In national seminars we teach hearing health profession-
als how to integrate local promotion with BHI national pro-
motion. We have write numerous op-ed pieces and media 
kits designed to promote local dispensing practices. For a 
comprehensive inventory of HHP tools see: http://www.
betterhearing.org/professionals/tools.cfm. In addition we 
maintain a database of HHP media clippings which have 
leveraged BHI material as a teaching tool: http://www.bet-
terhearing.org/professionals/material.cfm

•  Using such authorities as Dr. Pat Kricos, we are in the pro-
cess of developing a comprehensive aural education library 
of articles for consumers as well as HHPs to share with their 
patients. See: http://www.betterhearing.org/aural_education 
_and_counseling/

•  The BHI has created and maintains a website for consum-
ers and hearing health professionals – www.betterhearing.
org. The HHP section is located at www.betterhearing.org/
professionals.

•  The BHI identifies and publish resources for people with 
hearing loss: http://www.betterhearing.org/hearing_loss_
resources/. Since financial resources are an important topic 
to consumers we have recently published a definitive publi-
cation titled “Your Guide to Financial Resources for Hearing 
Aids”. http://www.betterhearing.org/pdfs/e-Guides/Finan-
cial_Assistance_for_Hearing_Aids.pdf

•  The BHI in collaboration with the HIA has created a web-
site totally dedicated to passing hearing aid tax credit leg-
islation: www.hearingaidtaxcredit.org. In addition we have 
developed tools for HHP’s to locally promote the passage of 
hearing aid tax credits:

 
 
 
 
 

•  The BHI serves as “Advocates for America’s Ears” using the 
press and our eNewsletters to raise awareness about under-
served populations (e.g. no child left behind due to hearing 
loss effort), improving the quality of hearing healthcare (e.g. 
MarkeTrak VIII publication on the HHP’s role in consumer 
success) and recently a candid look at the efficacy of herbal 
remedies for treating tinnitus.

Hearing health professionals are encouraged to freely use 
BHI material to promote their practices. After all, that is 
why we exist! n

Dr. Kochkin is Executive Director of the Better Hearing Insti-
tute in Washington DC. Previously he was Director of Market 
Development & Market Research at Knowles Electronics, chair-
man of the Market Development Committee of the Hearing 
Industries Association, a member of the Board of Directors of 
the Better Hearing Institute for six years, and past editor of the 
peer reviewed journal High Performance Hearing Solutions.   
He has conducted extensive research on the hearing-impaired 
population in the United States, is the author of close to 70 pub-
lications on the hearing-impaired population, and has spoken 
worldwide concerning his research.

u	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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This	quarter’s	Your	Story	is	slightly	different…as	it	is	truly	Your	Story.		You	are	represented	

by	a	diverse	Board	of	Directors.	Your	Board	of	Directors	come	from	different	backgrounds	

and	they	work	in	different	settings	including	academia,	private	practice,	physician	based	

clinic,	and	industry.	Yet,	they	share	a	common	characteristic:	by	their	autonomy	each	own	

our	profession.	The	following	is	a	brief	look	at	their	stories.

AP:	Tell	our	members	about	your	journey.	
What	is	your	professional	setting	and		
your	role	in	that	setting? Where	were		
your	before…why	did	you	change?

Pamela S. Benbow, Au.D (member-at-large): I 
am the founder and owner of Hearing Health Care, 
P.A. an audiology private practice established in 
1989 in Myrtle Beach, SC. 
Prior to establishing my 
private practice I had the 
opportunity to provide 
audiological services in a 
variety of practice settings 
including a non-profit 
speech and hearing cen-
ter and an otolaryngology 
practice where I provided 
audiology services for three 
ENT’s. Although I enjoyed the diversity of my 
caseload at the speech and hearing center, my 
entrepreneurial spirit catapulted me into private 
practice. After 6 years in the position of audiolo-
gist and community liaison for a satellite location of 
the center,  I was confident that there was so much 
more I could accomplish personally and profession-
ally in my own practice. I began practicing audiol-
ogy just prior to the time when the profession was 
transitioning into a dispensing profession, and I felt 
very strongly that our clients would be much better 
served by an audiologist who was able to provide a 
continuum of services from diagnosis to treatment 
and management of hearing loss. 

Tabitha Parent Buck Au.D. (President): I am 
currently the Chair of Audiology at A. T. Still Uni-
versity, so my professional setting is in a university 
and my role is both administrative and teaching. I 
have been in this setting for almost 11 years. Prior 
to this, I worked as a faculty member at the Uni-
versity of New Mexico, in the university hospital 
audiology clinic, and for a year as a representa-

tive and trainer for AVR 
Sonovation. I changed to 
my current position with 
A.T. Still University when 
the opportunity arose to 
establish an Au.D. pro-
gram within a medical 
school with a focus on 
educating healthcare pro-

fessionals. I was, and still 
am, excited by the challenge of 

developing an Au.D. track for existing prac-
titioners and a track for entry-level students to 
become doctors of audiology. 

Rita Chaiken, Au.D. (member-at-large): I am 
the president of Atlanta Audiology Services, Inc. 
which contracts my services to private practices, 
universities, professional organizations and vari-
ous companies involved in hearing health care. 
My roles in these settings can include patient 
care, practice development, quality assurance 
and continuing education including conducting 
cerumen management workshops. I have been 
in this setting for the past 14 years. Early in my  
 

“I	was	confident	that	there		
was	so	much	more	I	could	
accomplish	personally	and		

professionally	in	my		
own	practice.”

—Pamela S. Benbow, Au.D. 
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career, I was a regional manager for a 
large hearing aid manufacturer and audi-
ologist for a large county school system. 
Then, I had owned and operated a private 
practice for 12 years. The primary reason I 
made the change from operating my own private 
practice was to expand my professional scope by teaching and 
assisting the growth and development of other audiologists 
and audiology practices.

Eric Hagberg, Au.D. (Treasurer): In 1975 I was hired by a 
four-physician ENT group. The 4 years I spent in the prac-
tice was an interminable time of frustration. I craved patient 
contact but found myself in a technician’s role. A lot was 
learned during those early years, but the most important les-
son was to never be at the mercy of an employer again. I left 
that practice suddenly one Friday afternoon. I formed Neuro-
Communication Services, Inc. with another Audiologist and 
a Speech Language Pathologist as a part time business. I even-
tually bought out my two partners. With two offices in the 
Youngstown, Ohio area, I am currently the sole practitioner 
with two front office support personnel. I am beginning the 
search for an Au.D to join and eventually take ownership.

Susan Parr (Secretary): Currently I am the Director of 
Audiology at Habersham Medical Center, a small hospital 
in Northern Georgia. I am running this department similar 
to a private practice as that is my background and experi-
ence. I have the authority to choose the services offered, the 
equipment utilized, select the hearing aid manufacturers, and 
propose marketing ideas for growth of the practice. I was the 
owner of Parr’s Pro Hearing Services, a multi-office private 
practice in central Pennsylvania for twenty years perform-
ing all aspects of a clinical and industrial audiology prac-
tice including OAEs, ABR, ASSR, VNG testing and therapy, 
Hearing Aids, Tinnitus Evaluations, Auditory Processing 

“I	saw	the	light.		
Private	practice	fit	me	well	and		

I	can	actually	say	that	I	have	loved	
every	day	I	spent	practicing	this	

great	profession.”

—Charles Stone, Au.D. 

and rehabilitation, and all five elements 
of the OSHA requirements for indus-
trial testing. When my husband retired, I  

sold one office location to the audiologist 
who worked for me for over ten years, and in 

2008 I sold the other to a colleague local audi-
ologist. I still maintain my industrial division in PA, 

CAOHC Course Director and plan to develop industrial 
contracts in GA.

Charles Stone Au.D. (Past President): After graduating and 
a few short stints as a university professor, staff audiologist at 
a rehab hospital and an educational audiologist at a hearing 
aid manufacturer, I saw the light. Private practice fit me well 
and I can actually say that I have loved every day I spent prac-
ticing this great profession. My practice grew to serve several 
metropolitan communities and when I decided to sell and 
go on to my next phase I had the largest full service audiol-
ogy practice in the state of Minnesota. Because I always put 
patients first I would always give them all their options on 
products and services we provided. One of these services was 
L&D coverage. I always told patients that after the manufac-
turer’s coverage ran out that they could use an independent 
company to extend their protection and peace of mind. The 
only problem was that this insurer didn’t respect my roll in the 
process and made my patients jump through to many hoops 
in order to collect on the coverage. During ever claim pro-
cess that I helped patients with I would complain about the 
process and how long it took. After several years of my com-
plaints the owner of this agency told me “If you think you can 
do it better then why don’t you do it yourself.”?  A challenge 
I could not resist and that is how ESCO was started. Out of 
an under fulfilled need for a patient service ESCO was born. 
I sold my practice in 1997 and now work at ESCO developing 
tools for practitioners. Even though I no longer practice on 
a daily basis, I feel I can help practitioners by providing user 
friendly value added products and services for the delivery of 
quality audiology care.

Brian Urban, AU.D. (member-at-large): As the owner of 
Advanced Hearing and Balance Center, I evaluate and treat 
hearing and balance disorders. I also manage the day-to-
day activities of the clinic as well as supervise graduate stu-
dents.  I purchased a longstanding private practice in May of 
2009. Prior to that time, I worked in the hospital setting for 
six years. While completing business courses for my Au.D, 

“I	craved		
patient	contact	but		
found	myself	in	a		
technician’s	role.”

—Eric Hagbert, Au.D. 
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degree (taught by ADA members) I realized that private prac-
tice was the path for me. Although I had previously thought 
that it was beyond my reach, it became apparent that prac-
tice ownership was an attainable, fulfilling, long-term option. 
I am also the president of CounselEAR. I work to create an 
online system that helps make Audiology clinics more effi-
cient and effective. 

So essentially I work in two settings: Owner, Advanced Hear-
ing and Balance Center, and President CounselEAR: Audi-
ologist’s Online Report Writer.

Bruce Vircks (President Elect): I have been a manager and 
provider at Wolfe Clinic, a 90-year-old “Eye and 
Ear clinic”, since 1983.  Before joining Wolfe 
Clinic, I completed my CFY and was 
on staff for a year at the Univer-
sity of Nebraska Medical Cen-
ter in Omaha.   I developed the 
evoked potential lab, managed 
the hearing aid dispensing pro-
gram, the Nebraska Lions Hear-
ing Aid Bank and lectured to medi-
cal students.  I left the University with the 
desire to develop my own program and have 
more control over my professional destiny.

Currently at Wolfe Clinic, Audiology has four offices 
and employs 3 audiologists, one doctoral extern, and technical 
and reception staff.  Wolfe Clinic also employs 19 ophthalmolo-
gists, one otolaryngologist and 17 optometrists with a total staff 
of around three hundred in multiple office locations around 
Iowa.   When I started, audiology was providing diagnostic 
hearing and balance services for two otolaryngologists in one 
office.  I gradually developed the practice into four offices with 
diagnostic and hearing aid dispensing services at each. 

AP:	ADA	members	and	potential	members	are		
advocates	of	autonomous	practice.	This	can	be		
difficult	to	maintain	when	you	are	in	certain	settings.	
What	are	your	thoughts	about	autonomy	in	your		
current	setting?

Pam Benbow, Au.D. (member-at-large): Regardless of the 
professional setting, autonomy is and must be an essential 
aspect of our ability to serve those persons with communica-
tion disorders. Our unique qualifications as audiologists place 
upon us the responsibility to provide” gold standard” hearing 
health care. ADA provides a foundation for and encourages 
an autonomy which should characterize every practitioner 
regardless of the professional setting. 

Tabitha Parent Buck, Au.D. (President): In my role as 
department chair, I have quite a bit of academic autonomy, 
with some usual university oversight. Although, I am not in 
a clinical setting, I do work with students to instill in them 
an understanding of autonomous and responsible practice in 
audiology.

Rita Chaiken, Au.D. (member-at-large): I have the benefit 
of not only choosing to do the kind of work I enjoy, while also 
working for and with other professionals, be it in a private 
practice or in a classroom. At the same time that I am sharing 
my knowledge with them, I am also learning and improving 

the way I practice audiology.

Eric Hagberg, Au.D. (Treasurer): 
Offers from corporate buyers 

have been enticing, yet they 
fall on deaf ears as I have 
spent way too many years 
fighting for the education and 

autonomy of audiologists. I will 
forever be thankful that autono-

mous practice has given me the time 
and financial stability to be able to do a 

small part in helping transform audiology 
into a true doctoring profession.

Susan Parr, Au.D. (Secretary): When I began my private 
practice in 1989, audiology was not recognized as a provider 
for insurances. One by one I worked to accomplish this rec-
ognition with insurances in PA. ADA is the organization and 
the members who helped me grow my private practice and 
advocate for autonomy. 

Charles Stone. Au.D. (Past President): I determined that in 
order to be truly independent and autonomous in this profes-
sion I needed to be in private practice. This decision was a 
little scary for my education and training lacked any exposure 
to how to run a business or practice. There was a lot of trial 
and error and second hand advise from colleagues I had met 
through ADA meetings. Everyone at ADA had a helpful and 
encouraging nature and they all went out of their way to give 
you a helping hand. With hard work and great friends and 
colleagues to lean on I became very successful in my practice. 
I also believe that a big portion of my success can be attrib-
uted to always putting patients first in every thing I did. 

Brian Urban, Au.D. (member-at-large): The indepen-
dence of my practice affords me a great deal of flexibility 
as well as personal pride in its success. The private practice 
setting enables me to understand and explore all aspects of 

“Although	I	had		
previously	thought	that	it	was	
beyond	my	reach,	it	became	

apparent	that	practice	ownership	
was	an	attainable,	fulfilling,		

long-term	option.”

—Brian Urban, Au.D. 
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clinic management while still focusing on 
the care and treatment outcomes of my 
patients. In addition, I am able to develop 
and test CounselEAR in a “real world” set-
ting. 

Bruce Vircks, Au.D. (President Elect): 
I joined Wolfe Clinic with the under-
standing and expectation that I would be 
treated with the respect and independence 
given to the other providers inthe clinic.   
This has worked out well over the years and 
led to greatrelationships with the physicians 
and staff and a financially attractive andsus-
tainable practice model for audiologists working in a medi-
calenvironment.  It was rare to find an opportunity like this in 
1983. Of course, there have been some bumps in the road, but 
like any relationship, we worked through them.

AP:	Why	is	ADA	important	to	you	and	how	has	ADA	
helped	you	develop	professionally?

Pamela Benbow, Au.D. (member-at-large): ADA played a 
vital role in my personal transition from employee audiolo-
gist to practice owner. The support offered in the form of 
practice management resources and continuing education 
were at that time and continue to be invaluable to me as a 
audiologist. ADA was important to my professional develop-
ment in a number of ways, most importantly it provided me 
with educational opportunities, networking and exchange of 
ideas with my peers  on a level that was comfortable for me as 
I made my way into the business arena of audiology. 

Tabitha Parent Buck, Au.D. (President): ADA is an organi-
zation that supports the independent practice of audiology 
and provides resources and mentorship for practitioners cur-
rently in private practices and new entrepreneurs in train-
ing who are seeking to learn about best clinical and business 

practices in audiology. When I was first 
introduced to ADA, as a graduate stu-
dent, by my mentor, Dr. David Goldstein, 
I immediately appreciated the value of such 
an organization and received wonderful 
mentorship from ADA members. For me, 
ADA has been a consistent source of life-
long learning and helped me to understand 
issues related to audiology that you just do 
not learn in a classroom setting. 

I believe that audiologists in all settings 
must take responsibility for the care of their 

patients. This means they need to have the 
highest level of clinical skills, embody professional charac-

teristics, and exhibit business knowledge. With these tools 
audiologists will be able to provide excellent patient care, inter-
act with other healthcare professionals for the continuity of 
care their patients need, and understand the business aspects 
of our profession to be successful. As a professional home for 
audiologists, ADA advances the attainment and reinforcement 
of these skills.

Rita Chaiken, Au.D. (member-at-
large): I have been a member 
of ADA since my days as a 
manufacturer’s representa-
tive in the early 1980’s. It was 
partially as a result of my 
involvement with the group 
that I developed the self 
confidence to open my own 
private practice. I am forever 
indebted to ADA for exposing me 
to cerumen management which cer-
tainly has had a great impact (no pun intended) 
on my career.

ADA enables practicing audiologists to be part of an organiza-
tion dedicated to meeting their professional needs. Sometimes 
“less” is “more” and in the case of ADA, it is a smaller, more inti-
mate group whose goal is the success of the practitioner in the 
business of audiology. The camaraderie and knowledge gained  
by the interactions with ADA members, not only at conven-
tion, but also through any number of services provided by the 
association, can have a great influence on how audiologists 
practice throughout their careers. 

“Offers	from		
corporate	buyers		

have	been	enticing,		
yet	they	fall	on	deaf		

ears	as	I	have		
spent	way	too	many		

years	fighting	for		
the	education		
and	autonomy		

of	audiologists.”

—Eric Hagberg, Au.D. 

“ADA	has	been	a		
consistent	source	of		

lifelong	learning	and	helped	me		
to	understand	issues	related		

to	audiology	that	you	just	do	not		
learn	in	a	classroom	setting.”

—Tabitha Parent Buck, Au.D. 

“My	passion		
is	to	do	what	I	can		
to	insure	that	the		
private	practice		

model	for	audiology		
succeeds.”

—Susan Parr, Au.D. 

Continued on page 52
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HAVE	YOU	
HEARD?

P A N D O R A’S 	 B O X

With the support of members like you, ADA will 
continue to strengthen the voice of autonomous 
audiologists on Capitol Hill. Please mail your 
ADA PAC donation to:

Academy of Doctors of Audiology 
Political Action Committee 
1020 Monarch Street, Suite 300B 
Lexington, KY 40513

Changes	Ahead	for		
Vestibular	Coding
Effective October 1, 2010, the National Correct 
Coding Initiative (NCCI) edits governing the 
new, 2010 CPT code 92540 (Basic vestibular 
evaluation) will be lifted. Currently, you have to 
add a -52 (Reduced services) modifier to indicate 
reduced services if you bill 92540 and do not per-
form all four measures: spontaneous nystagmus 
testing with recording (92541), positional nys-
tagmus testing, minimum of four positions, with 
recording (92542), optokinetic nystagmus test, 
with recording (92544), and oscillating tracking 
test, with recording (92545). The change, again 
not effective October 1, will allow two or three 

ADA	Political	Action		
Committee—Your		
Opportunity	to	AuDvocate		
for	AuDiology!
ADA and its advocacy committee encourage 
members to contribute to the ADA Political 
Action Committee. Current ADA legislative 
initiatives include support of Direct Access and 
Hearing Aid Tax Credit Legislation. 

As ADA’s PAC is a federal affiliated PAC, only 
ADA members are allowed to contribute. The 
maximum annual contribution is $5,000. 

Please visit www.audiologist.org to review the 
current ADA PAC contributor levels and associ-
ated recognition. Not a member? Contact Tonda 
Preston at tpreston@audiologist.org for more 
information about belonging to the only audiol-
ogy organization dedicated to advancing the best 
interests of the autonomous practitioner.

	
ADA	PAC	to	host	a	Post-Member-
Breakfast	Happy	Hour	Fundraiser	
at	the	ADA	2010	Convention	on	
Saturday,	November	6
ADA Members are invited to attend a PAC Fund-
raiser Happy Hour, immediately following the 
Annual Member Breakfast and Business Meet-
ing on Saturday, November 6th 2010 at 9:00 a.m. 
Tickets for this event are obtained by a donation of 
$100 to the PAC. Students may attend for a dona-
tion of $25. More details coming soon! Please 
contact Stephanie Czuhajewski at sczuhajewski@
audiologist.org for more information.
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“Despite its domain name, this website is not your common 
job board,” said ADA Website Committee Chair, Thomas 
Goyne, Au.D., “The ADA Website Committee, developed this 
open registry in order to provide fourth-year students from 
broad educational backgrounds with opportunities to gain 
experience in a variety of autonomous practice settings, and 
to make it as easy as possible for preceptors to find qualified 
externship candidates.” 

Consistent with ADA’s dedication to the advancement of 
practitioner excellence, high ethical standards, professional 
autonomy and sound business practices in the provision of 
quality audiologic care, this interactive Website allows pre-
ceptors to browse student resumes, update practice infor-
mation, and customize practice setting descriptors and stu-
dent externship requirements with a click of a mouse. It also 
allows students to create profiles, search available externships 
nationwide and post resumes. Visit http://jobs.audiologist.
org/ for more information. n

of these measures and their associated codes to be billed for 
the same Medicare patient, by the same provider, on the same 
date of service, without resulting in denial and without need 
for modifiers such as-52.  Please note that 92543 (Caloric 
testing, per irrigation, with recording) still needs to be billed 
separately from the 92540 bundled code. 

No	Increase	in	ADA	Membership	Dues	
Rates	Planned	for	2011—Membership	
Renewals	Now	Available	Online
ADA and its leaders understand that private and autonomous 
practitioners often face the greatest challenges during times 
of economic uncertainty. ADA is committed to you and to 
providing you with the best value for your membership dol-
lar. There will be no increase in ADA membership dues rates 
for 2011—and ADA will continue to bring you excellent value 
for your dues by offering innovative new products and ser-
vices that benefit your practice.

The benefits of ADA membership are vast and deep, from free 
CE credits for ADA Healthy Practice webinars to free online 
resources and articles (members of other organizations 
often have to pay additional fees for similar resources) to the 
unmatched peer-to-peer networking opportunities available 
only through ADA!

Many of you have requested that membership renewal 
information be available earlier in the year so that it doesn’t 
compete with other end-of-year financial commitments. As 
a result of your feedback, ADA is pleased to announce that 
2011 membership renewals are now available online. More 
information is available here!

	
Just	What	the	Doctor	(and	Future	Doctor)	
Ordered:	ADA’s	Externship	Exchange	Offers	
Excellent	Venue	to	Bring	Au.D.	Students	and	
Preceptors	Together	
ADA is pleased to introduce the ADA Externship Exchange, 
a new online resource to connect preceptors and fourth-year 
Au.D. students. The ADA Externship Exchange is available at 
http://jobs.audiologist.org/ and is free for all students and 
practicing audiologists (ADA membership not required). 

Don’t	miss	ADA’s	Position	

Paper: Ensuring Audiology’s 

Future in Healthcare: 

Owning the Profession 

through a Culture of Practice 

Ownership.	This	landmark	

paper,	developed	with	

extensive	peer	review,		

will	advance	the		

mission	of	ADA	and		

transform	the	practice		

of	audiology.

Visit	www.audiologist.org	today!

Position Paper
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SCRAPBOOk
P A N D O R A’S 	 B O X
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Blasts from the Past



	52				AUDIOLOGY	PRACTICeS	n	VOL.	2,	NO.	3

Eric Hagberg, Au.D. (Treasurer): Through out my 
career the ADA has been a constant resource for the 
development of business and professional knowl-
edge. I cannot remember ever retuning from an 
ADA convention without something new to institute 
on Monday. However, of far greater importance, are the 
freethinking and visionary members that paved the way for 
and continue to make autonomous practice a reality. The 
ADA offers Au.D audiologists a just home and the resources 
they need to succeed.    

Susan Parr, Au.D. (Secretary): Our organization helps audi-
ologists with the business aspects of growing a private prac-
tice. Networking with successful private practice owners is an 
invaluable benefit of attending ADA conventions. My passion 
is to do what I can to insure that the private practice model 
for audiology succeeds. In that endeavor, I have been 
an Adjunct Professor for the University of 
Pittsburgh, Bloomsburg University and 
Towson University enjoying mentoring 
students and having students in my 
practice to see the joy and fulfillment 
of an autonomous practice setting. 

Charles Stone, Au.D. (Past Presi-
dent): ADA was my mentor and sup-
port group.   It was and still is the best 
place to learn from successful private practice 
audiologists the art and business skills needed to be at 
the top of your game. Everyone at ADA had a helpful and 
encouraging nature and they all went out of their way to give 
you a helping hand. With hard work and great friends and 
colleagues to lean on I became very successful in my practice. 

Brian Urban, Au.D. (member-at-large): In the lead up to 
opening my doors and in the subsequent year, I have relied 
heavily on the resources, advice, and connections that I have 
made through ADA. I learned more in one convention, than 
I did in a year’s worth of online and textbook researching. I 
now have a close network of colleagues and friends across the 
country and that regularly give me valuable advice on how to 
manage and promote my clinic, as well as improve the fea-
tures and tools within CounselEAR. While I am autonomous, 
I am far from alone. 

From being at the forefront of the Au.D. movement to con-
tinually advocating for and supporting the efforts of audiolo-
gists, ADA has been a driving force for the advancement of 

YOUR STORY Continued from page 47

our field. I am a proud member of ADA, not just because of 
the benefits I receive as a private practice owner, but because 
of the positive effect that ADA has on the entire profession.

Bruce Vircks, Au.D. (Present Elect): I saw the oppor-
tunity of ADA right after I developed the hear-

ing aid dispensing component of my practice 
in 1984.  The atmosphere at my first ADA 
convention in Tucson was just what I was 
looking for in a group of colleagues.  The 
members and leadership were fun, expe-

rienced, inspiring and willing to share 
their ideas;   it was like no other meeting...

to this day. I feel like I have something in com-
mon with everyone there.  The practical ideas that 

I’ve picked up over the years have helped to make my 
practice a success and keep it state of the art.    

Any audiologist who owns or manages a dispensing practice 
should make ADA their top priority meeting.   But just like 
any organization, you need to get involved in order to get 
to know people and get the most benefit out of your mem-
bership.   Our board is developing more opportunities for 
member involvement at the convention and during the year 
to keep our members engaged. You may be able to buy busi-
ness services from vendor-connected companies, but there is 
really no substitute for the breadth of knowledge, experience 
and independent ideas available at ADA, the only national 
member organization of doctors of audiology run by practi-
tioners for practitioners. n

“...but	there	is	really	no		
substitute	for	the	breadth	of	

knowledge,experience	and	independent	
ideas	available	at	ADA,	the	only	national		

member-organization	of	doctors	of	
audiology	run	by	practitioners		

for	practitioners.”

—Bruce Vircks, Au.D. 

“While	I	am		
autonomous,	I	am		
far	from	alone…	

I	am	a	proud	member		
of	ADA.”

—Brian Urban, Au.D. 
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