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PRESIDENT’S MESSAGE

Charles Stone, Au.D.

When the Going Gets Tough,
the Tough Get Going
As many of us watch our 401k’s shrink and our
practices slow down due to the recession, our
instinct may be to reduce our marketing efforts in
response. It is important to remember, that even
in a down economy we still have choices. I view
times like these as cleansing times that weed out
weak and troublesome competition. Hard times
require us to find more innovative ways to keep
our practices busy generating revenue.
Like all professions, audiology is ultimately survival of the fittest and most creative. Thankfully
ADA members are among the most entrepreneurial and creative practitioners in the profession. I am always amazed at the ability of our
members to redefine their practices, and I have
recently received many good member suggestions
for succeeding during these challenging times.
For example, one suggestion for creative practice
management centers on the idea of revisiting
unbundling services when you otherwise might
be busy seeing patients but gaining no new revenues for those visits. Some practitioners have
devised an office service contract or are using an
annually renewable warranty that can be offered
by their offices. Still others are adding audiologic
services not readily available in their practice
communities (i.e. tinnitus evaluations and treatment, balance evaluations and treatment, and
aural rehab and listening retraining using systems
like LACE or other hearing enhancement treatment plans on a fee-for-service basis). Finally, in
some cases, due to an overall shortage of audiologists in certain marketplaces, some practitioners
are filling in at non-competing clinics one or two
days a week.

There are many ways to enhance your practice
and ADA can help. ADA wants to be your go-to
source for new and innovative ideas! To that
end, the ADA Practice Resource Advisory
Committee and Website Committee are hard at
work developing out-of-the-box, at-your-fingertips resources to assist you in marketing and
managing your practice. Meanwhile, our own
Dr. Kim Cavitt provides members with ongoing
coding and reimbursement advice to maximize
revenue and minimize problems.
I am also pleased to announce that Dr.Victor
Bray will join the Audiology Practices staff as
co-editor. Dr. Nancy Gilliom and Dr. Bray are a
great team and the look and content of this new
publication is a testament to the future of ADA
and our profession. We hope that you find Audiology Practices to be both a great read and a great
resource for your practice.
Your successful practice is a testament to
your creativity and hard work. It is people like
you that make ADA strong—and your wiliness to share benefits everyone. If you have
developed an idea or a policy that could assist
your peers, please post it on the ADA Listserve or submit it to headquarters so that we
can make it available to other ADA members.
ADA’s collegial nature helps ensure that together
we can weather any storm and emerge stronger
for having done so.
Best wishes for continued success. ■
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EDITOR’S MESSAGE

Nancy Gilliom, Ph.D.

Each One Teach One
I remember when I had just moved to Florida,
I wanted to participate in the happenings in
my new town so I went to a Diversity/World of
Nations festival. Although I was feeling open to
new ideas and cultures, l have to admit, I was
a little intimidated by something “different.”
I quickly learned that I was one among many.
Near the entrance of the park, I was drawn to a
colorful African display with the words “Each
One Teach One”. My feeling of intimidation was
immediately lifted, and I felt connected.
That experience is reminiscent of my first
encounter with ADA. I came to a convention in
the early 1990’s as a doctoral student ...not a lot of
students were attending the conference in those
days so I was feeling a little self conscious in the
midst of all of the established private practitioners. Within just a few hours of my entering the
“arena”, I met George! George Osborne, another
well established private practice audiologist
whom I did not know, fell into the category of
my admiration. Without hesitation, George put
his hand out, smiled, and welcomed me into the
fold, and again, my self-consciousness was gone.
George Osborne represented a spirit of ADA that
embodies lifelong learning and the Each One
Teach One philosophy.

that recognizing their need to learn is somehow
an admission to a short-coming rather than a
positive evolution. Each one can learn from each
one whether you are young or old, an established
practitioner, or just venturing into the profession. Look around you…the most successful and
creative people are those that seize every new
experience as an opportunity to learn.
Active ADA members have a spirit of working
together for the common good of our profession,
a spirit of lending an ear, a spirit of sharing experiences, and a spirit of Each One Teach One. As
Dr. Stone has mentioned in his message, ADA
continues to be open to sharing ideas and strategies that may help the private practitioner and
ultimately help the profession of audiology. Each
one of us has a responsibility to each one of us. I
remind you: ADA is YOU. Each one of us should
teach one of us as we are one profession evolving
together. ■

In our daily lives, Each One Teach One is present
without even a thought—when the young child
discovers a caterpillar and the experienced adult
explains the transformation to a butterfly—when
the elder grandparent rediscovers his passion for
play with a new grandchild—when a teacher is
challenged to question facts by a young student’s
inquisitive perspective. Many people have a fear
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Something has changed.

Some things never will.

At the heart of every promise is a connection.
We care deeply about people with hearing loss and the professionals who
support them. Together we pursue fresh and imaginative ways to improve
lives, in both great and small ways, and make these advances available to
everyone. This purpose-driven innovation is a priority in everything we do.
Get connected. Visit unitron.com

HEADQUART ER’S REPORT

Stephanie Czuhajewski, Executive Director

Investing for the Long Term
As we head into the second quarter of 2009, ADA
finds itself at a crossroads of opportunity and
challenge. For our members, economic uncertainty and inconsistent legislative and regulatory
actions related to hearing healthcare are balanced
against advances in hearing technologies and
innovative ideas for audiology service and practice growth, creating a unique space in which to
build our collective future.
ADA’s position, as outlined in its recent paper
“Ensuring Audiology’s Future in Healthcare:
Owning the Profession through a Culture of
Practice Ownership”, is that audiologists should
own the audiology profession and not relinquish
control of it to external groups or non-audiology
individuals. While the paper provides excellent
directions to help us locate “ownership” on the
map, it cannot provide us with the will to go there.
The desire and drive has to come from within us,
both as individuals and as an organization.
Just as audiology’s professional advances over the
past two decades have been accomplished through
sweat and sacrifice, so too will the achievement of
future goals. Getting to “ownership” will require
significant long-term investments by ADA members, both in the future of audiology and in each
other as professional practitioners. As Benjamin
Franklin put it, “We must all stand together or
assuredly we will all hang separately.”

How to Invest
Make a Commitment to Best Practices
Your commitment to provide exemplary care to
your patients by engaging in best clinical and

business practices is the single most important
factor in ensuring the future of the audiology
profession.
Monitor the Landscape
It is important for you to stay informed about
environmental factors that can affect your practice and the profession on the whole, including
changes in the law, the competitive environment
(from ENTs to audiologists’ assistants), economic
issues etc.
Speak Up and Speak Out
Your voice matters—it is important to use it to
advocate for positive changes that result in a paradigm shift from wage-employment practice models to practice ownership models that characterize other doctoring professions. This may mean
contacting your legislator, educating the general
public in your community, or reaching out to constituents and prospective patients about the benefits of seeing a licensed audiologist.
Share Your Knowledge
ADA members have tremendous collective experience in business management, clinical care and
interpersonal relationships. It is critical for this
wisdom and creativity to be shared with peers
and students so that audiology is cemented as a
doctoring profession, with the expectation of the
continuous improvement that will continue to
attract and challenge the best and brightest audiologists in the future. There are several means to
transfer your knowledge for the benefit of peers
and students including through the following:
serving as a mentor or preceptor, writing articles
Continued on page 54
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M

ost offices that have been in
practice for awhile have a

storage area with cardboard boxes or
plastic bins ﬁlled with archived

is inevitable that some patients just fall through the cracks.
After all, it is not the patient’s responsibility to stay in touch
with us, it is our responsibility to stay in touch with them,
at least that’s what our recall program taught us, and that’s
what we have come to believe. It has paid off in more than just
dollar signs.
If you are thinking “I don’t need a formal protocol. I send a
post card out annually or semi-annual, and my patients come
in when they need help,” I implore you to read on to learn
more about the What, Why, and How of Patient Recall.

ﬁles of patients that have
not been into the office
for a period of time.
When our practice implemented its patient recall
program, it was to review
these archived charts
and make as many
patients as possible
active again with our
office. We found patients
in these boxes that just
needed a bit more handholding and nudging to
finally decide to treat their
hearing loss with hearing aids;
patients that should have been
coming in for regular care but
who fell off the radar, and patient’s
charts that were no longer valid based on
a variety of reasons. During our recall process,
we also discovered patients who went to another
provider. Although that certainly had an “ouch” factor, the overall information gathered from this patient recall
program is invaluable. It is imperative to keep in touch with
active patients, keep in touch with prospective patients and
most importantly, reach both types of patients before they go
some place else! If you are keeping in touch with your patients,
someone else surely is.
We all try to stay in touch with our patients and some of us
do this with more accuracy and consistency then others.
Unless you have a specific protocol in place for tested-notsold patients, prospective patients, and current patients, it

10
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What is Patient Recall?
The gist of a “patient recall program” is just that: recalling
patients that you haven’t seen in a while, calling patients with
dated technology and calling patients that have a diagnosed
hearing loss that left your offices without treating that hearing
loss with hearing aids or some assistive device, before they go
someplace else.

Why have a Patient Recall Protocol?
Besides using recall as a good business strategy, there are a
host of reasons why it is important to stay in contact with
your patients that include quality care for your patient’s hearing. If a patient’s hearing instrument is gradually deteriorating
and they do not realize it any more than they did when they
had a gradual hearing loss, that patient is no longer hearing at
his or her optimal level. If a patient comes into the office for
diagnosis and the appropriate treatment is amplification, yet
they do not pursue this course of treatment, you have not yet
helped this person to reach optimal hearing rehabilitation. If
you dispensed hearing aids to a patient and they are not wearing the devices, not only is it bad advertising, that patient has
still not been helped.
If we have consistent communication with our patients:
1. We are able to build long-term relationships and provide exemplary patient care
2. We have the opportunity to present new technology to
patients with older hearing aids
3. We can confirm that our patients are wearing their
hearing aids and satisfied with their hearing, and if they
are not, we can offer solutions to their problems
4. We are taking responsibility to reach out to our
patients and ensure that they are hearing optimally and
expressing genuine care for their hearing well-being

5. Those patients that have not been
treated (prospective patients)
because they are “not ready”, will
likely want to come to us when they
are ready
6. Our database will continually be
updated and clean

Unless you have a
speciﬁc protocol
in place for testednot-sold patients,
prospective patients,

How to Execute a
Recall Program

and current patients,

The following paragraphs will describe
the last two training points in more
detail.

Scripts
In most cases, the recall specialist is
not an audiologist; after all, one benefit of recall is more patient flow for the
audiologist(s). The owners or director
of operations may provide the scripts
for the specialist. Some key components of the script are:

it is inevitable that
Make the recall program a part of the infrastructure of your practice. That means,
• An appropriate greeting and introsome patients just fall
an employee must be hired specifically
duction of yourself and why you
for recall. The individual that conducts
through the cracks.
are calling
patient recall should be a part-time or fullExample: Hello Mr. Smith. This is
time person (depending on the number
Bonnie from Dr. Jones’ office where
of patient charts in your office) with a job
you come for your hearing care. We are updating our files, and
description that has one purpose: patient recall. If this person
we noticed you haven’t been here in awhile. We would like to
has other duties, it will water down the recall program and
schedule you for an appointment to check…. (or)
most likely be ineffective.
The first and most important step is to train the recall specialist. The employee should be well trained and comfortable
with all possible phone outcomes. Set up a training schedule
that includes:
• Information about your practice. Actually walk the
employee through a common appointment by treating
them as a patient from the front staff greeting to the final
goodbye. Let them see, hear and feel how you operate
your practice. Training the recall specialist as to how
your office works and treats patients is critical. They must
feel part of the team and be able to communicate, to the
patients they call, your practice’s vision and mission in
the few short minutes they have with a patient.
• Reasons why patient recall is important to the patient as
well as to the practice (as described earlier)
• A series of scripts as examples with various outcome
responses so that the recall specialist can be prepared and
assist in directing the conversation to a desired outcome.
• A method for tracking the outcome of the phone call via
an electronic spreadsheet, a database, or even multiple
boxes (although, obviously the point is to keep patients
out of the box!)

Dr. Jones hasn’t seen you in awhile and asked me to call to
schedule your annual appointment.
Warning: Do not start with how are you doing? If not so well,
the conversation begins on a negative note.
• Expression of caring for patient’s hearing care
Example: Dr. Jones hasn’t seen you in awhile and is
concerned about your hearing. Sometimes problems can
be gradual and you won’t even notice that they are happening. It is important that we take the time to clean and
check your hearing aids to make sure they are operating
correctly.
Warning: If this is an archived chart, it may have been years.
The recall specialist may need to be trained to stress the
responsibilities of the practice, for example, Dr. Jones hired me
so that we could keep in better contact with our patients. We
are sorry we have not seen you in so long. It is our responsibility to make sure they are hearing as well as they possibly can
and we would like to get you back into the office…
• A direct request to make an appointment
Example: We like to prevent problems by seeing our
patients regularly for maintenance. Remember there is no
charge and the appointment won’t take long. Would you
like to come in this Friday morning?”
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• A verification of current address
Example: (if patient will not schedule appointment)Could you tell me
your address so that I can be sure
you still receive our quarterly newsletters?
Warning: If patient does not want to
schedule, don’t put them in the box. Be
sure to let them know that we do not
want to let them slip through the cracks
and we will be calling them soon to
schedule when they are able.
• Written examples of objections
and responses including:
—I never use them, they don’t
work right.

After the archived
patients have been
recalled through
the entire protocol
of time zones, the
recall specialist will
become an integral
part of maintaining
the accuracy of

shelf to shelf, or container to container
with time zones marked. If recall specialist is using only an electronic list and
spreadsheet, this can be done by copying
the spreadsheet and sorting data by time
zone first and outcome second.
Once the recall specialist is trained and
ready to “go live,” the charts or lists must
be categorized by order of which the
owner or director of operations wishes
to start the process. The recall specialist
should be given a list of names or a box
of charts to begin the process. A logical
first step would be to start with archived
patients.

Set the rules for what constitutes a phone
call. For example, in our office, messages
your database.
are not to be left on answering machines,
—I can’t wear hearing aids.
nor are they to be left with other people
They don’t work for me.
that may answer the phone with the exception of a spouse. In
—I am doing fine so I don’t need to come in.
which case, a follow-up phone call will take place when the
Warning: Don’t pitch a sales speech.Validate what the patient
targeted spouse is available.
has said and address these objections with care and concern. For
There are only so many outcomes that will occur from a
example, we want to make sure that all our patients are hearing
phone call.
as well as they can be, and I’m sorry you’ve had those problems.
Keep in mind that all of your adjustments are included in the
a) No answer/answering machine
original service package you received when you purchased the
b) Spoke with spouse/ need to call back to speak with patient
hearing aids. Are mornings or afternoons better?
c) Deceased/relocated

Making the Call and Tracking the Outcome
If the recall specialist is part time, his hours should vary so
that patients are being called at different times of the day. A
tracking spread sheet (e.g design a simple excel spreadsheet)
should be used to measure outcomes so that the information can be analyzed and further action can be taken. Blocking time in the schedule for recall appointments is helpful so
that patients can be seen in a timely manner. Also logging the
time zone in which you called is important so that if a call
back is necessary, the recall specialist calls at a different time.
With typical 8-5 office hours, these time zones can easily be
broken into four time categories: 8-10 am, 10-12 am, 1-3 pm
and 3-5 pm. This increases the probability of getting a patient
to answer the phone. If a patient is gone every morning, and
the recall specialist only calls in morning, she will never be
reached. Each patient that does not answer can be moved to
the next time zone for the next round of phone calls. If physically handling the charts, this can be done from stack to stack,

12
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d) Invalid contact information
e) Went to competitor
f) Requested a call back
g) Said they would call back
h) Said they did not want any further contact
i) Made an appointment
Each outcome should be recorded on a spreadsheet by way
of a coding system for example, WTC = Went to Competitor,
NA = No Answer. Develop a coding system that is quick and
easy to remember.

Acting on the Outcome
Once the outcomes have been recorded,
there are only so many actions to take
place. This is a critical step. It is not
enough to cheer and celebrate the
appointments made, although, by all
means, celebrate your successes! The
other patients must also be attended to
with an action. At the end of each day,
a summary sheet/ a physical count and
list of the actual charts or patient names
should be reviewed regardless of their outcome. Charts should be sorted and handled according to outcome. Some of the
possible actions are:
a) Archive and remove from data
base and filing system (e.g.
deceased or relocated)

Besides using recall
as a good business
strategy, there are a
host of reasons it is
important to stay in
contact with your
patients that include
quality care for your
patient’s hearing.

b) No follow up required (e.g. requested no contact,
invalid contact information)
c) Continue to recall (remember to call in a different time
zone)
d) For review by audiologist
e) Audiologist to call patient because recall staff had a
specific request by patient
f) Enter current address in database for future
correspondence (e.g. went to competitor, does not
wish to schedule, ...)
f) Made an appointment!
After the archived patients have been recalled through the
entire protocol of time zones, the recall specialist will become
an integral part of maintaining the accuracy of your database.
Have the recall specialist follow up on reminder notices that
went unacknowledged by patients. Have them call and make
appointments for the reminder notices (6 month check up,
warranty check up, annual checkup), or have the specialist update the reminder notice date in the system so that the
patient doesn’t fall through the cracks. Call new patient fittings 3 and 6 months post fitting to check on them and let

them know we are still involved with
their hearing care. Even have the recall
specialist ask the patient if they have any
friends or family that they would like to
see us help or respectfully request that if
your patient is happy with your services
to please tell others they know because
a referral is the highest compliment. The
recall specialist can call patients with
technology 3 to 5 years old for technology-demo appointments in your office
so they can experience the difference the
latest digital hearing may be able to offer
them.

Ins and Outs

A practice’s current database is the best
and easiest source to get patients in the
office. Over 60 percent of hearing aid purchasers are previous users. The patient recall program will bring patients in
for new hearing aids. It will provide valuable information and
patient feedback that the owner and audiologists can use for
further action such as direct mail or open house demos, and
it ensures a consistent cleaning of the patient database. Probably the most valuable aspect the recall program provides,
is reaching patients before they go someplace else. You may
think that a patient recall program is too much work and puts
you too far out of your comfort zone. Think outside the box;
a well-planned patient recall program is easy to execute and
is a method to keep your patients in your office for your care.
A patient recall program is a highly effective way to keep your
patients out of the box! ■

Bonnie D. Bruno serves as the Director of Operations for Hearing Solutions New England, Inc., (formerly Peggy L. Sheets,
Audiologists, Inc.) in Nashua, NH. Prior to joining Hearing
Solutions New England in 2001, Ms. Bruno served in various
supervisory positions, including serving as the director of a federal work release program in Seattle, WA. She holds a Bachelor’s degree in Human Services from Lesley College in Cambridge, MA.
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Creating and Maintaining
Healthy Relationships
with Medical Physicians
BY BRUCE VIRCKS, Au.D. and KEN HENRY, Ph.D.

Ownership of the audiology profession comes in many models.
In today’s healthcare industry, it is common to see physicians partnering with other physicians within clinics and
ofﬁces that share overhead and referral sources. With
ﬂuctuating reimbursement rates, high overhead and
consolidated practices, it is rare to see a medical physician hang his or her shingle out the door as a sole
practitioner. For a couple of ADA members, this team
approach has been a successful venture. In the following pages, Dr. Bruce Vircks at Wolfe Clinic in Iowa
and Dr. Ken Henry of Professional Hearing Services
and The Dizziness and Balance Center of Northern Virginia share their experiences and advice for creating and
developing professional relationships in the medical ﬁeld
while maintaining professional autonomy.

AUDIOLOGY PRACTICES

■

SPRING 2009

15

This article will be divided into two sections. In Part One,
Dr. Vircks will discuss establishing professional equality including compensation and the importance of planning and executing growth of your portion of the clinic to
maintain your position as an asset to the overall business.
Through illustration from his own work, Dr. Ken Henry will
discuss the importance of developing and expanding areas
of audiology within different arenas.

Part 1: Making the Right Connections
Bruce Vircks, Au.D.
As the Director of Audiology at Wolfe Clinic, a well-established ninety-year-old professional corporation, with about
two hundred and fifty employees (including eighteen ophthalmologists, sixteen optometrists, two otolaryngologists
and three audiologists with seven main offices, ten family
vision centers and twenty outreach offices), I have had a lot
of experience with preparing, establishing, and maintaining
professional relationships within the medical field as well as
with outside professions.
In our clinic, the four audiology practices are housed within
four of the main offices, providing pediatric and adult audiology, hearing aid, tinnitus management and hearing conservation services. One of the audiology offices provides full ENT
services, one with limited ENT and two have no in-house
ENT services. Therefore, one of the four practices is busy with
ENT and family practice referrals and the other three operate
more like private practices housed within medical clinics. In
the ENT-based practice, more staff is needed to service the
ENT practice consistently and to provide hearing services to
hospital patients. At the other practices, our professional relationships are with the eye clinic staff. Having good relations
with the eye clinic providers is important, but the audiologyENT relationship is most critical. Following are some strategies that may help you to develop good relations with the
medical providers, right from the start.

First Impressions
If you are considering a new opportunity in a medical environment, your first meeting should be carefully staged to create a positive first impression. Do your homework! Gather
as much information as you can about the work setting, staff,
practice focus, patient volume and history working with audiologists. Research the business side of the practice and be able
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to have a good estimate of the cost of rent per square foot,
equipment values and needs, and staff and space requirements to run various elements of the practice. If the practice
was pre-existing, make contact with other audiologists who
have worked in the setting. During my preparation, I spoke
with the audiologist who was exiting our clinic and worked
for part of a day to get a feel for patient flow and communication with the other providers.
Careful preparation for the first meeting is the key to developing a positive and respectful relationship that will benefit
all of the key providers, you the audiologist as well as the
other medical providers. Be prepared to propose your vision
and your plan on how you will be an asset to the growth of
the practice. During my interview process, I proposed that I
would develop the balance, hearing conservation and hearing
aid aspects of the practice, making the audiology component
of the clinic much more productive. In exchange, I expected
to be compensated in line with the other providers with a base
salary and profit-sharing benefit. The first meeting laid the
groundwork for a great relationship and financial opportunity.
Your first objective in the meeting or interview will be to
impress upon your prospective partner or employer that you
will be in control of your professional world and make the
decisions about audiology practice management, fees, products, staff and scheduling. If you have multiple offices, you
will need to have a general plan regarding how much time
you want to spend at each office location for maximum use of
your time and resources Practicing in one office full time is
more the exception than the rule today.

Compensation
Once you have created a good first impression, compensation is the next key topic. You should know your worth and
the value you bring to the practice. Tabulate the elements
of your desired compensation package, including base salary, profit share, 401K, insurances, professional education,
memberships and other elements to help you to set your
financial goals and expectations. There may be a variety of
ways to structure a win-win financial relationship, including
employer, employee, partner or contractor. At our clinic, all
providers are employees with salary and bonuses based on
productivity. Each provider is charged for overhead that is
scaled to his or her productivity. For example, the percentage
of revenues from the physicians doing surgery are higher than
that of the physicians not doing surgery or the audiologists,
etc., so the expense of the shared overhead is balanced based

on level productivity. This allows overhead values to maintain a fairly even level of gross compensation as a percentage
of production across providers. Hence, this model offers an
income incentive and fairly distributes the cost (overhead)
to deliver and recover the production. The base salary, productivity-based bonus income and a comprehensive benefit
package create a competitive total compensation package for
all of the providers, regardless of discipline.

Professional Relationship Development
through Contracting
Developing contractual relationships with potential referral
sources outside of the clinic is extremely important to the
growth of the business. As with many practices, the principal audiologist is often the person to network, to initiate and
to negotiate contracts to increase patient flow into the office.
Developing outside relationships is time and labor intensive.
It is important to have an ongoing professional development plan that continues to evolve as needed so that if outside referrals change, the plan continues to be employed. In
my 25 years in the community, I have looked at who might
need audiology services. I personally contacted the major
industries in the area to determine who was handling their
hearing conservation program and if they needed testing or
follow-up services, then negotiated pricing and scheduling. I
made presentations to local service clubs, which connected
my clinic with a number of businesses. I became involved
with the Lions Hearing Aid Bank and local infrared system
installations. I also had received mailings from HearPO and
HearUSA and decided to sign on in order to increase my visibility and direct reimbursement. Rotary put me in touch
with local officials, which helped to set up relationships with
the water, police and municipal employees. Working under
the umbrella of Wolfe Clinic is extremely beneficial because
it is widely known in the area and is the preferred provider
of eye, ear and hearing services. Below are some key contractual relationships that I have developed within the following
categories: Local Governmental Agencies, Local Industries,
Veterans Administration Vendors, Commercial HealthCare
Providers, and Other Non Medical Professionals.

Local Governmental Agencies
• Area Education Agencies
We work with educational audiologists in our four
markets to coordinate diagnostic and hearing aid
services for children. The educational audiologists coor-

dinate the school-based FM and classroom
amplification systems.
• Industrial Contracts
We work with the Water Treatment Plant facility and
the City (Public Works, Motorpool, etc.)
• Vocational Rehabilitation
Audiology and hearing aid services are provided by the
state for Vocational Rehabilitation. In recent years, the
coverage for hearing aid services has been restricted.
• Medical Assistance (Title 19)
We are among the few providers in our markets for
audiology and hearing aid services to this population
since most of the retail hearing aid dealers will not.
• SWAT team/Police Department
Refer for custom molds for their radio systems.
• Public Health Service
Audiology and some hearing aid services.

Local Industries

Developing

• Fisher Controls
referral sources
Their industrial
hygiene department
is perhaps the most
completes routine
industrial audioimportant avenue for
grams, but they
refer for audiology,
developing stability
ENT and follow-up
industrial audiograms to
and revenue.
evaluate standard threshold shift (STS). They also refer
for some custom ear protectors.
• Industries (such as Lennox, Swift, Dow Chemical):
They complete their own annual audiograms but refer
for asymmetrical losses, some custom ear protectors
and STS evaluation.
• Veterans Administration Vendors: CES and LHI
Industrial audiograms and some comprehensive
audiograms for active military

Commercial Healthcare Providers
• HearPO:
In this relationship, patients pay discounted fees
for diagnostic audiology and hearing aid services.
Hearing aid choices are restricted to vendors within
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Establishing a Relationship with
Medical Partners or Alliances
1) First Impressions

• Research the Physician’s Practice: Know with
whom you are entering a relationship
• For Partnership or Employment present a plan
of development or growth: What can you bring
to the practice

the diversification of your practice depends on the development of a network of local contacts, maintaining a visible
position in the community is helpful. Taking on leadership
responsibilities in local service clubs, the United Way, your
church, the Community Theater or orchestra will help to keep
you connected with local leaders who may need your services.
As the professional, you can represent the face of audiology in
your community.

2) Financial Compensation

• Know your worth
• Negotiate Equitable Compensation that allows
you to maintain equal status with other key
providers
3) Execute Your Vision

Part 2: Positive Relationships
with ENTs and Other Providers
Ken Henry, Au.D.

• Establish Goals
• Establish Timelines
• Follow through with your Plan
4) Develop Multiple Referral Sources
Independent of Medical Relationship

their network, which may vary over time and may not
be your favorite choice for each patient.
• HearUSA:
A per-office annual fee is part of this contract. Prices
and discounts for services will vary with this plan
because HearUSA develops different contracts with
each insurance carrier.

Other Local Contract Relationships
• Lions Hearing Aid Bank:
I help to manage the Iowa Lions Hearing Aid Bank
that collects, tests, categorizes and distributes donated,
used hearing aids to needy individuals. These patients
are screened by local Lions Clubs, who pay a flat fee for
audiology and hearing aid services. Partnered with the
Lions club to install infrared listening systems in the
local community theater and civic auditorium.

Diversiﬁcation
As you can see from this partial list of contracts that we have
in place at Wolfe Clinic, development of outside relationships
allows your practice to grow independently of the internal
referral sources inherent in a multidisciplinary practice. Since
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Practice Overview
The parent company of Professional Hearing Services and
The Dizziness and Balance is Ear, Nose and Throat Specialists
of Northern Virginia. The corporation is a partnership among
the otolaryngologists. The corporation employs over 50 people at four office locations and two hospital centers. The audiology division has developed and expanded into three unique
divisions:
• Professional Hearing Services (PHS)
• The Dizziness and Balance Center (DBC)
• Newborn hearing screening program and infant diagnostic assessment program (NHS)
Partnering relationships and expanding internal referrals
(within the group); external referrals (practitioners outside
the practice) and independent medical and industrial contracts has been important to the professional and economic
viability of the group. Inherent in this business/relationship
model is recognizing that dynamic partnerships outside the
practice are more feasible economically and professionally
than the conventional internal referral (self-contained) ENT/
audiologist practice model.
In the typical ENT practice model, the referral process is
often insurance driven. In other words, the initial relationship between the patient and the provider is established and
directed primarily by the insurance referral process. Referrals
to audiology often result secondary to that initial referral to
ENT. Furthermore, referrals to ENTs are also often the result
of direct referrals by other medical practitioners. As audiologists we may not be quite so fortunate to have a direct referral

process via insurance or direct referral from medical practitioners. Frequently, private practitioners rely upon advertising and marketing to develop traffic in the office. While this
is important, establishing and fostering business partnerships
or relationships are just as important for private practitioners in audiology. It is a time consuming and labor intensive
process but ultimately well worth it. At Professional Hearing
Services (PHS) the emphasis has been and will continue to be
to pursue opportunities outside of the framework of the corporation. Establishing and pursuing additional professional
relationships with other agencies and groups is the focus of
this paper.

Expansion with Three Distinct
Areas of Service
Professional Hearing Services
PHS is a comprehensive audiology facility which performs
adult and pediatric hearing assessments. Not surprisingly,
dispensing is an important component of the services provided by PHS but certainly not the only one that continues to
be expanded (see Figure 1).

The Dizziness and Balance Center
DBC predominately provides diagnostic vestibular services
which include ABR, tympanic electrocochleography, VNG,
Rotary Chair, Active Head Rotation, Platform Posturography,
VEMP and other electrophysiologic services (see figure 2).
The services provided by DBC also depend to a large extent
upon referrals from external sources. These referrals result in
approximately 25% of our gross revenue. While many of the
referrals are generated by the group physicians, well over half
of the medical referrals originate from outside the practice
particularly from neurology and other ENT physicians. DBC
and PHS now employ thirteen audiologists and an audiometric technician as a result of service expansion.

with the chief of neonatology who endorsed the concept of
universal newborn hearing screening. We initially entered
into a relationship and agreement with neonatology to provide the services as part their group. In essence, we became
a subcontractor, and the agreement for provision of services
and the financial arrangements for fee-for-service reimbursement were with neonatology (not the hospital). Thus, we were
able to incorporate the ìuniversal newborn hearing screening
with informed consentî into the delivery process at the hospital well before the screenings became state mandated. Not
surprisingly, this was not economically feasible for the first
two years. However, the blueprint was established to expand
our service model to another much larger hospital within the
same hospital corporation. When the mandate for universal
newborn screening was enacted we had already established
medical/business relationships with neonatology. Then we
began negotiating directly with the hospitals for the direct
provision of services to the hospital system. Now, ten years
later, the newborn hearing screening program employs ten
hearing screening technicians with supervisory audiologists
that oversee the screening and diagnostic evaluation of over
15,000 newborns a year. The economies of scale resulted in
the contract hospital program being professionally viable and
economically feasible and provided the mechanism for additional contractual agreements with the hospitals. The services
of an audiologist are now available five days a week to perform comprehensive pediatric electrophysiologic assessment
(neurologic and audiometric assessment). We are providing
routine Audiology services as well as participating in a number of chemotherapy protocols in the pediatric units.

Parent Company:
Ear, Nose & Throat Specialists
of Northern Virginia, P.C.

Professional Hearing Services

Neonatal Hearing Screening
PHS developed a relationship with neonatology and with a
hospital corporation. In 1997 we engineered an agreement
with a suburban hospital in Northern Virginia to provide
newborn hearing screening services. This agreement was in
anticipation of the Virginia legislature passing a mandate, as
other states have, - which require hospitals to provide universal newborn hearing screenings. Virginia subsequently passed
the mandate in July 2000. We developed a close relationship

The Dizziness
and Balance
Center

The
Hearing
Center

Neonatal and
Infant Hearing
Assessment

Figure 1
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Developing the initial relationship with neonatology as well
as the department of pediatrics was instrumental securing
a direct relationship with the hospital and developing this
rather large undertaking. The success of this contractual relationship began with developing a close professional relationship with neonatology and ultimately will result to expansion
to three hospitals and comprises 18% of the gross revenue
generated by audiology.

ENT and Professional Hearing Services
Although, the newborn hearing screening and diagnostic electrophysiology program was developed independent of ENT, it
was successfully accomplished precisely because the relationship we have with ENT. While ENT did not initially foresee
the benefit to a program that was so “labor intensive” they
nonetheless supported the initiative, realizing we had developed a working relationship with neonatology and pediatrics.
Our healthy professional relationship with ENT helped as they
understood that PHS had a professional
and philosophical interest in
developing the program. The
Dynamic
hospital-based program
continues to evolve
partnerships outside
and expand with
other hospitals.

the practice are more

Incidentally, not
all of the “contracted” hospitalprofessionally than the
based
services
have been succonventional ENT/
cessful. Early on
we attempted to
audiologist practice
provide intraoperative
model.
monitoring and vestibular assessments on a contract
basis through the neurodiagnostic/
EEG laboratory at the hospital. While the services provided by
The Dizziness and Balance Center have be quite successful, the
administration of these electrophysiologic and vestibular services were not so successful at the hospitals. Unfortunately the
services were inadequately utilized and improperly used. These
aspects of the hospital program were not economically viable.
We ultimately discontinued these services since there was benefit in the service provision and focused predominately on
pediatric services. Fostering External Business Relationship

feasible economically and

Because of a strong relationship (mutual understanding) with
our corporate ENT counterparts, we have been able to expand
20
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in directions that otherwise may not have been considered in a
conventional ENT/Audiology model. The advantages of course
are obvious - professional independence and clinical and economic diversity. Some of the business relationships worth mentioning are: QTC Management Services, National Rifle Association, Federal Bureau of Investigation, Public School System,
Industrial Screenings, Nursing Home Services, National Provider Groups, and Hospital Contracts.
Business relationship models, particularly with physicians
or medical facilities, must be established by developing close
working professional relationships based upon mutual benefit
and the provision of a valuable diagnostic or rehabilitative service to the facility or community. Intrinsic in that agreement
are formal guidelines about how the economics of the relationship will work. One must also be mindful that certain aspects
of providing diagnostic or rehabilitative services may or may
not work depending upon work flow and referral sources. The
emphasis here is that establishing business relationships should
improve traffic and hopefully these relationships will be financially viable. While I am not promoting a ìif you build it they
will comeî practice model, your services are highly dependent
upon developing professional relationships and service relationships. This is perhaps more important in audiology than by
other medical providers, unless you are marketing directly to
consumers. Having unique services or a market niche will certainly help to develop business relationships with physicians or
service groups. Likewise so will having a comprehensive array
of services (see Figure 2)

Autonomy and Financial Independence
Developing non-medical professional relationships with other
service providers such as those mentioned above are likewise
important even though these relationships may be somewhat
less formalized than a hospital agreement or an agreement with
medical practitioners. The premise is to build additional traffic
and revenue so as to not rely solely upon marketing campaigns
for referrals. These business/professional relationships may
also provide element of stability and diversity of traffic flow. In
some cases the business relationship may involve going to the
business location for conducting industrial screens or to provide ancillary assistance to the public school system for hearing aid or classroom related services. In our practice, we have
been providing audiological and tinnitus examinations for
military examinations and disability evaluations for the Veterans Administration. Because of the diversity of our services we
routinely provide, we have further broadened that relationship
to include occasional vestibular examinations as well.

Figure 2

The benefit of building these outside relationships is to provide a degree of autonomy and financial independence. These
relationships provide the opportunity to enter into formal
or informal business agreements or contracts outside the
framework of a ìtypicalî audiology/ENT practice. The feasibility of multiple business agreements and relationships cannot be overstated given the current economic climate. These
relationships should be continually fostered and encouraged.
Indeed, I surmise that most of us do not do enough to maintain frequent contact with medical providers as valuable as
they may be. It is helpful to periodically meet with your referral sources (medical and non medical) to discuss the provision of services and to discuss other services you may be able
to provide. Other than direct consumer marketing, developing referral sources is perhaps the most important avenue for
developing stability and revenue. ■

Bruce Vircks, Au.D., is Audiology Director at Wolfe Clinic,
with offices in Marshalltown, West Des Moines, Cedar Falls
and Ames, IA. He has volunteered with the Iowa Lions Club to
establish and manage the Iowa Lions Hearing Aid Bank program since 1995. Dr. Vircks currently serves as the Treasurer of
the Academy of Doctors of Audiology.
Dr. Ken Henry is director of Professional Hearing Services &
The Dizziness and Balance Center. Professional Hearing Services is a multi-office audiology/ENT practice in Northern Virginia with a staff of ten full-time audiologists; three part-time
audiologists and six Ear, Nose & Throat Specialists. He is also
the supervising audiologist for the Inova Fairfax Hospital Neurodiagnostic Laboratory where OAEs and evoked potentials are
performed on infants and children for hearing assessment and
neuro-otologic assessment.
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Shedding
New Light
on an Old Tool
Using the COSI During the
Pre-Fitting Appointment
BY BRIAN TAYLOR, Au.D.

ven though the COSI is known by virtually
every audiologist dispensing hearing aids in the US,
it is not routinely utilized during the pre-fitting appointment.
This is unfortunate, because the COSI is one of the most powerful
tools in the audiologist’s clinical arsenal. By methodically executing
the five steps outlined in this article, audiologists will find that
the COSI is an indispensible tool undoubtedly contributing
to the success of your practice.
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Current research indicates a sizable gap between office traffic
and units sold. In a recent survey of 300 practice owners and
managers in the United States, analyzed by an independent
research company, the typical audiology practice sees, on
average, 80 new patients per month. Of these 80 new patients
per month, 44% of them (35) are being seen for hearing aid
consultations, and would, therefore, be considered candidates
for amplification in most cases. Given a bilateral fitting rate of
80%, these 35 patients represent 56 potential units sold each
month. According to the same survey the average practice
location dispenses only 17 devices per month. Taken together,
this data would suggest a huge opportunity to improve revenue and efficiency for the typical practice owner or manager.
A tool like the COSI when conducted in an efficient manner,
as outlined in this article, is one way to close the gap between
opportunities and actual sales.

After collecting the individual’s five or more specific needs it
is important to rank each area in order of importance to the
hearing impaired person. The five specific needs can then be
directly targeted as areas of improvement for the hearing aid
user. The COSI allows the audiologist to build a patient-specific
counseling agenda, as well as to pinpoint specific areas that are
essential when talking about expectations. Below is the COSI
for a patient, Henry O. His five specific needs are described in
detail then ranked in order of importance to him (Figure 1).

The COSI (Client Oriented Scale of Improvement) is the ideal
tool for completing a pre-fitting assessment of communication need. It takes something many audiologists naturally do
quite well, which is to emotionally connect with the patient,
and adds structure to it. The COSI was developed over a
decade ago at the National Acoustic Laboratories (NAL) in
Australia, and today, it is available in many manufacturers’
fitting software. If you can’t find it in the software, you can do
directly to the NAL website (www.nal.gov.au) and download
it. Even though many manufacturers’ have the COSI available
in their software, the most effective way to use the COSI is
to sit down face to face with the patient, completing it using
pencil and paper.

ideal tool for completing a

Because the COSI allows the patient to target five or more
specific listening situations for improvement, it is called an
“open-ended” pre-fitting assessment. Since it is open-ended it
allows the audiologist, patient, and even the significant other
to work together during the pre-fitting devising a structured
treatment plan. There are five practical steps involved in completing the COI during the pre-fitting.

Step 1. Generate a Broad List of Goals
The first step when completing the COSI is to obtain patientspecific goals related to initial hearing aid use. The objective
of step 1 is to obtain from the patient a list of the five or six
most important listening situations that present frustration
or challenges. This is generally done during the initial case
history before the hearing assessment.

The COSI (Client Oriented
Scale of Improvement) is the

prefitting assessment of
communication need.

Step 2. Get the Details
When obtaining the five specific needs from your patient it
is important to obtain as much information as possible. For
example if the patient states, “I want to hear better in noise” it
is important to find out where, when, and with whom. Try to
have your patient be as specific as possible by asking targeted
follow-up questions.

Here is a list of follow-up questions to help delve further.
• Describe the listening situations where you struggle
the most?
• Tell me about the listening situations you find the
most challenging.
• Who are you trying to communicate with in noisy
situations?
• What kind of room are you in when you have
difficulty hearing in noise?
• How many people are typically in this environment?
• Tell me more about that situation.
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Figure 1. A sample COSI with ﬁve speciﬁc goals listed

After more extensive questioning, the patient’s original statement, “I want to hear better in noise” has become, “I want to
hear my wife and friends better on Sundays when we meet
Jim and Eileen for coffee and breakfast at “Johnny’s”, the local
cafe.” By elaborating on their statement, the patient has created a more measurable and specific goal that can be targeted
for improvement.

Step 3. Pick Two
After the five or six specific goals are written down and
ranked, choose two of the five most important areas to specifically focus on.
Because patient communication needs can change for no
apparent reason, it’s worth spending a couple extra minutes
narrowing down the long list of five or six goals to two goals
that can be targeted immediately during the first few weeks of
hearing aid use.

It seems logical to pick both an easy and more difficult listening environment to specifically focus on during the initial few weeks of hearing aid use, and then develop realistic
expectations around these areas. Stated differently, when the
patient begins using hearing aids, there should be no doubt
in their mind what the first two goals are. These two goals are
developed during the initial pre-fitting appointment using the
COSI to record them.

A Tactic for Establishing Realistic Expectations
After choosing the two situations to focus on, ask the
patient how much benefit he or she expects to receive
from their hearing aids in each environment. This is done
to ascertain the patient’s expectations before the hearing
aids are fitted. The audiologist can do this by simply drawing a scale (like the one below) from zero to one hundred
on a blank piece of paper and asking the patient, “From
zero being no improvement to one hundred being perfect
Continued on page 27
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A Phonak is for everyone

Comprehensive solutions
Phonak is the trusted innovation leader, offering easy and
intuitive solutions for every client regardless of type of
hearing loss, lifestyle, personal preferences, age or budget.
Discover the benefits of the comprehensive and innovative
Phonak portfolio of products and services. Share the superior
quality and performance of Phonak technology with all of
your customers!
www.phonak-us.com
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hearing in this situation, how much do you expect hearing aids
to improve your communication ability in these areas?”

0

50

100

Let’s say that the patient has told you he expects 70% improvement, as shown in red below. Depending on several factors,
such as personality, age, speech understanding in noise, etc.,
the patient’s expectations may be in direct alignment with what
you would expect after the fitting. Asking one extra focused
question about expectations, allows you to tailor the conversation regarding expectations in a more precise manner.

0

50

70

100

Step 4. Leveraging COSI with MELU
The results of the pre-fitting COSI may be used to begin a conversation with the patient about the need for premium products with advanced features. This can be done by leveraging
some of the findings of the MarkeTrak studies, and using this
information to build a case for recommending advanced hearing aid features.
One of the significant findings from the well known MarkeTrak surveys is that the more listening situations you can satisfy
with amplification, the higher the overall satisfaction of the
patient. The so-called Multiple Environment Listening Utility
or MELU suggests a relationship between overall patient satisfaction and the use of premium technology. A summary of the
findings are shown in the figure below. MELU findings give us
the evidence we need to recommend premium technology and
many advanced features for patients nominating several challenging listening situations on their COSI.
Leveraging the findings of MELU help us recommend premium technology with confidence because there is evidence
to support our recommendation. The relationship between
overall satisfaction and the need for premium products and
advanced features for improved communication in multiple
listening environments can be discussed with every patient
using Figure 2 .

Figure 2. The relationship between overall patient satisfaction and
MELU. Modiﬁed from Kochkin, 2007

Given the suspected gap between new opportunities for business and actual units sold in the typical practice, the prudent
audiologist would be wise to incorporate more structured
tactics into their routine pre-fitting procedures. This article
outlines a practical step-by-step process for completing the
COSI with the intent of providing more specific communication goals and more precisely aligning patient expectations
with real world performance. ■
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VERIFICATION WITH REM

MODERN TIPS FOR HIDDEN TRIPS
BY VICTOR BRAY, Ph.D.

A long time ago in a galaxy far, far away,
my father and grandfather taught me to ﬁt
hearing aids. Our primary tool to adjust the ﬁttings was what I have come to know as the “20
Questions” approach. We all know these questions by heart and continue to use them even today.
Questions such as ‘How does that sound?’ or ‘Is the
sound tinny or brassy?’ or ‘Is my voice too loud or too
soft for you?’ or ‘How does my voice sound compared
to your own voice?’
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IN THOSE DAYS, as today, the patient’s
answers to these questions told us
whether or not we had achieved acceptable sound quality. But, there is a big
difference between then and now as
to how we go about responding to the
patient’s comments. Back in the day,
we made crude adjustments to the
aids (to which we were blind regarding
the actual effects) and then asked the
patient ‘is that better or worse?’ Today,
in parallel with asking these questions,
we make real-ear measurements to
verify that our electronic adjustments to
the aids have the desired effects on frequency response, gain, and output.

The significance of this paradigm shift hit me one day in a
powerful experience. At the time, I split my days between the
University, working on an advanced degree, and the private
Ear Clinic, providing hearing aid services. One day I was
called into a meeting with the University administration.
There in the meeting room was one of my clinical patients,
whom I had just seen a week prior at the Ear Clinic. The
patient, also a patron of the University Speech and Hearing
Clinic, was donating $10,000 to the University to buy probe
microphone instrumentation.
The patient’s rationale for the donation was that for years his
hearing aids had never sounded right to him, despite numerous follow-up visits to multiple clinics. But, on his last visit to
the private Ear Clinic, I evaluated him with this new piece of
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equipment that actually measured the hearing performance
in his ear. He reported that the changes I made to his hearing
aid fitting were more significant to his achieving satisfactory
communication than the results of any other of his post-fitting
visits, including several aural rehabilitation classes (where he
was counseled to be patient and adapt to his hearing aids)!
From my clinical perspective, the process was a simple procedure that resulted in a small change in the frequency response
to one of his hearing aids. To him, it produced a dramatic
effect that prompted him to buy a probe-microphone system
for the University and respectfully suggest that all students
receive training on this powerful procedure. To me, this event
documented the superiority of real-ear measurements (the
science of hearing aid fittings) over the 20-Questions approach
(the art of hearing aid fittings). I have never done hearing aid
fittings without REMs since then.
Since those days, I’ve done or supervised thousands of hearing
aid fittings. One hallmark of all of these fittings is the unexpected variability in hearing aid performance when measured
on real ears and documented by REM systems. Everyday
sources of variability which you will encounter, and cannot
control, include (a) suboptimal matches between ‘2cc targets’
on fitting software screens and actual hearing aid measurement in the coupler, (b) physical and electroacoustic variances between aids in a binaural pair, (c) anatomical and coupling differences between ears in a patient, (d) microphone
locations in, or around, the pinna, (e) receiver locations near,
or not so near, the eardrum, and (f) the ever-present resonances and anti-resonances introduced by the interactions
of the hearing aid casing or earmold, the ear canal, and the
vent(s). We have long known that the REM system is the only
tool we have to measure this inherent performance variability
that occurs every day in our practices. It is only with a REM
system that we can then make informed corrections to restore
the desired frequency response, gain, and output and meet
the needs of our patient.
While REM continues to be a powerful tool, currently there
are many questions about how effective probe microphone
measurements are with today’s advanced hearing aids. The
remainder of this article will address some unexpected problems reported with REM and Open-Ear Fittings, REM and
Multi-Channel Compression, and REM and Fitting Targets.

PROBLEM #1:
REM and Open-Ear Fittings
It was only a few years ago that open-ear fittings exploded in
popularity. Early analysis of these fittings led to an observation that patients were reporting unexpected benefit with only
minimal amplification, based on REMs showing low amounts
of acoustic energy in the ear canal. Was this a miracle of
some hidden energy source in this new hearing aid style? No.
Instead, it was an unexpected interaction between open-ear
fittings and the reference microphone of the REM system.

Solution 1A: The Reference Microphone
Most of our probe microphone systems have two microphones located near the patient’s ear. One is the probe microphone, to measure the SPL in the ear canal near the TM. The
other is the reference microphone, to measure the SPL near
the entrance of the ear canal. The job of the reference microphone is to monitor the output of the loudspeaker and adjust
levels accordingly. For example, if the desired SPL is 70 dB
and the measured level is 65 dB, the reference microphone
communicates to the REM system to boost the loudspeaker
output by 5 dB.
Open-ear fittings are essentially huge vents and by design
have a sizeable outflow of the amplified sound from the ear
canal. Unfortunately, this outflow of energy cascades over the
reference microphone, produces an incorrect reading at the
reference microphone, and results in an incorrect setting of
the loudspeaker level. In investigations from my laboratory,
we collected REMs with the reference microphone in both the
‘on’ and the ‘off ’ position. We found that, on average, REMs

made with the reference microphone ‘off ’ produced values
showing 5 dB more acoustic energy in the ear canal. This was
also found in other laboratories and led to the general guidance to disengage the reference microphone for REMs on
open-ear fittings. If you are not familiar with this technique,
you may contact the manufacturer of your REM equipment
for further information. (For an example of this guidance, see
http://www.frye.com/products/analyzers/realearopenfit.html)

Solution 1B: The Loudspeaker Location
Unfortunately, there is a negative consequence of disengaging
the reference microphone during REMs. If the patient’s head
moves during the measurements, the reference microphone
cannot properly compensate for the movements. The solution
to this problem has two parts. First, instruct the patient to stay
very still during the measurement process, which controls for
both distance and azimuth effects. Second, choose a loudspeaker
location that is robust for REMs, where robust means that the
measurement process is resistant to variability. The best way to
do this is to place the loudspeaker at 45° azimuth for measurements on the right ear and 315° azimuth for the left ear. (For
an example of data supporting this guidance, see http://www.
etymotic.com/pdf/erl-0010-1987.pdf) In short, do not continue
to place the loudspeaker in front of the patient at 0° azimuth,
especially if the remote microphone is disengaged!
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PROBLEM #2:
REM and Multi-Channel Compression
Recent advances in digital signal processing have led to hearing aids with a surprising number of compressors, such as 15,
16, 20, 24, and even 32 channels. An observation with these
fittings, based on REMs, is that patients seem to be satisfied
with less and less acoustic energy from instruments with
higher numbers of compression channels, based on pure-tone
measurements. Was this again some miracle of hidden energy
associated with these advanced DSP platforms? No. Instead, it
was an unexpected interaction between multi-channel compressors and the signal types in the REM system.

Solution 2A: Pure-tone Signals
Hearing aid measurements from my laboratory and other
laboratories show a hearing aid effect with regard to compression channels and measurement signals. You can do this in
your clinic. To see this effect, select some hearing aids different numbers of compression channels. Your first task is to
set the hearing aids to deliver equal amounts of amplification,
based on measurements with pure-tone signals. When you
subsequently measure the amplification with a broadband
signal, you will see that the aids with more compression channels have greater acoustic output, compared to the aids with
fewer compression channels.
Your second task is to set the hearing aids to deliver equal
amounts of amplification, based on measurements with a
broadband signal. When you subsequently measure amplification with pure tones, you will see that the aids with more
compression channels have less acoustic output, compared
to the other aids. From these experiments we’ve derived the
general rule: for pure-signals, it takes less amplification per
compression channel to generate proper amplification for
broadband signals and speech.
Even in an unaided response, a 60dBSPL pure-tone sweep and
a 60 dBSPL broadband signal produces spectra at very different output levels. This clinical effect is extremely important
to control if you are using pure-tone signals and pure-tone
targets with your REM system. In order to validate the proper
REM targets, such as with NAL-NL1, you must communicate
with the REM system the number of compression channels in
the hearing aids. If your REM system does not allow you to
enter the number of compression channels active in the hearing aids, refrain from using the system’s pure-tone targets.
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Solution 2B: Wideband Signals
The easiest way to avoid the interaction of multiple compressors with pure tones is to use wideband signals for your
REMs. The desired signals should have a broad bandwidth
that matches or exceeds the frequency response of hearing
aids and have a wide intensity range that covers the various
levels of speech and environmental sounds your patient will
encounter. Steady-state noise shaped to the long-term-average speech spectrum will generally meet this need, provided
the signal can be presented at multiple intensities. However, a
signal that also incorporates the dynamic properties of speech
would be superior. Examples of such signals are used in the
Audioscan Speechmap system, Fonix Visible Speech system,
or MedRx Live Speech Mapping system. When using these
broadband signals, no adjustments to the REM targets are
necessary regardless of the number of compression channels
in the hearing aid.

PROBLEM #3:
REM and Fitting Targets
Many clinicians have quit trying to validate hearing aid fittings to targets with their REM system. They have repeatedly
observed that ‘hitting the target’ is no guarantee for success.
All of us appreciate this clinical frustration in that we are trying to do our best, but sometimes find the results counterproductive. So to help, let me summarize two key guidance
points from above. (1) For Open-Ear Fittings, follow the REM
manufacturer’s protocol and deactivate the reference microphone during the REM process. Failure to do so can cause
you to over-amplify your fittings. (2) When using pure-tone
signals with REM equipment, adjust the fitting targets for the
number of active compressors in the hearing aid. If you do
not do so, you will over-amplify for the patient’s needs. Now
that you have taken into account these two important considerations, let’s discuss a few final points.

Solution 3A: Public-Domain Algorithms
The most commonly used public-domain fitting algorithms
are NAL-NL1, from Australia, and DSL (i/o), from Canada.
In general, these are acceptable algorithms to use in hearing
aid fittings, as they have been created using excellent science,
have had extensive clinical validation, and have publications
supporting their rationale and performance.

There are several points to take into account when using
these algorithms. The first consideration is to insure that you
are selecting the right target variables in your fitting system.
For example, fitting targets can be different for monaural or
binaural fittings, for different styles of hearing aids, for different types of compressors, and for different REM system
configurations. You must insure that you have properly set
these parameters within your fitting system for the hearing
aids under investigation.

The easiest way to avoid
the interaction of multiple
compressors with pure
tones is to use wideband

There are many technical considerations in manufacturers’
algorithms which might not be in the public-domain algorithms. Some examples include various signal processing
systems in the hearing aid, including proprietary elements
in the compression system, the directional system, the noise
reduction system, or the feedback control system. If, in your
professional opinion, the manufacturer can provide you an
acceptable rationale for their fitting algorithm combined with
clinical evidence of the suitability of the algorithm, then it is
acceptable to use the proprietary algorithm over the publicdomain algorithm.
In summary, real-ear measurements with probe microphone
systems are our most powerful tool for assessing hearing aid
performance. It is only with these systems that we can ensure
that our corrective prescription of gain, frequency response,
and output has been correctly implemented. While REMs
have become more complex with new hearing aid technologies, I hope this article has given you a few “modern tips” to
account for some of the “hidden trips” in validating hearing
aid fittings. ■

signals for your REMs.

The second consideration for targets is to realize that the target
is not the displayed line. The target is a window of acceptable
performance around the line. All fitting algorithms recognize
the variability inherent in the clinical process. Therefore, the
target ‘line’ shown in the fitting system is only a guidance
point. The true target to hit is within a ‘window’ that is on the
order of ± 5 dB from the target line. The third consideration
is that today’s fitting targets are not necessarily tomorrow’s
fitting targets. For example, the next version of the Australian algorithm, NAL-NL2, will have modified targets, based
on lessons learned from NAL-NL1. (For a preview of the new
NAL targets, see http://www.nal.gov.au/Products/Prescription%20procedures.html).

Author’s Note: In investigating the REM problem and REM solutions discussed in this article, the author would like to acknowledge the contributions of the Auditory Research Department at
Sonic Innovations.

Victor Bray, Ph.D., recently appointed Dean of the George
Osborne College of Audiology at Salus University, has more
than 30 years of experience in audiology and the hearing device
field, including clinical experience involving direct patient care
in medical and retail environments, hearing aids, cochlear
implants, and instrumentation. His management experience
includes executive staff, research and development, auditory
and clinical research, regulatory affairs, and quality assurance.
His publication experience includes authoring three book chapters and numerous technology papers. Dr. Bray was recently
named Co-editor of Audiology Practices.

Solution 3B: Proprietary Algorithms
A limitation of public-domain algorithms is that they are generalized solutions for hearing aid fittings. While they may create
excellent targets for the hearing aids which were used to validate the algorithm, there is no guarantee that the targets will
work with all hearing aids. An acceptable variation from using
algorithms such as NAL-NL1 or DSL (i/o) is to use the proprietary algorithms from the hearing aid manufacturers, when
used with the specific hearing aid under investigation.
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DI AGNOSIS & T REAT MENT

CASE BY

CASE
BY FIRST NAME LAST NAME
IMAGES BY LAST NAME

SUBMITTED BY GAIL PADISH CLARIN, Au.D.
and REBEKAH F. CUNNINGHAM, Ph.D.

Patient History
This patient was initially seen in our office at four years of age,
following one cycle of cisplatin (50mg/m2 )for three days, as
part of treatment for neuroblastoma, high risk, stage III, right
adrenal primary. High risk neuroblastoma may be difficult to
cure. Neuroblastoma is a leading form of cancer in children
that arises in the adrenal gland or central nervous system tissue
related to the adrenal gland. About 600 new cases are diagnosed
annually in the United States. In 70 percent of cases, metastatic
disease is noted at diagnosis. In stage III neuroblastoma, one of
the following is true:
• the tumor cannot be completely removed during surgery
and has spread to nearby lymph nodes from one side of
the body to the other
• the tumor is only in one area, on one side of the body, but
has spread to lymph nodes on the other side of the body
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• the tumor is in the middle of the body and has spread to
lymph node tissues on both sides of the body and cannot
be surgically removed
The patient received a total of six cycles of chemotherapy. Cisplatin was one of the drugs used as part of cycles three and
five (same dosage for both cycles). Following her initial treatment with cisplatin, her family suspected that her hearing had
decreased. The patient denied tinnitus. Audiological test results
were consistent with mild to moderate high frequency cochlear
hearing loss (refer to Audiogram 1). Transient Otoacoustic
Emission (TOAE) results provided an excellent clinical crosscheck with behavioral test results (absent in higher frequencies).
These results were reported to the oncology team as a Grade 1
on the Ototoxicity Grading Scale (20-40dB loss at 4000Hz).
Upon completion of chemotherapy, the patient received followup at another medical center in the state for a bone marrow
transplant. As a preparatory regimen for the transplant, she

receive audiological testing and care immediately following
onset of their symptoms. The time and physical energy required
in the treatment process is often very consuming. Proximity to
ancillary care and transportation can also present challenges for
patients and their families.

Audiogram 1: Initial Audiogram

Audiogram 2: 7 Months Later

received carboplatin (2gm/m2) for three days. She received a
second round of carboplatin (same dosage) three weeks later
followed by the actual stem cell transplant. During this time,
her family suspected a significant change in her hearing and
she complained of hearing loss. Due to the intensity of her cancer treatment and unavailability of audiological services in the
treating facility, she did not receive audiological follow-up until
her return to her home area three months later.
Audiological reevaluation verified a significant decrease in hearing bilaterally, with a moderate flat bilateral cochlear hearing
loss at 500-8000Hz (refer to Audiogram 2). She denied tinnitus.
TOAE responses were absent, consistent with known toxicity
of both cisplatin and carboplatin. Word recognition ability was
excellent bilaterally using a closed set (WIPI) task and stimuli
presented at sufficient and comfortable intensity levels.

Thoughts About Treatment
Both cisplatin and carboplatin are known to have a very high
incidence of ototoxicity. Children treated with both drugs frequently acquire hearing loss that is communicatively significant.
Those younger than five years of age who have kidney dysfunction and concomitant treatment with other ototoxic medications are particularly at risk for ototoxicity. Hearing loss cannot
be predicted based upon dosage alone; therefore, close monitoring of hearing must be implemented.
Inquiries about tinnitus should be included. In young children,
tinnitus may be described as complaints of “running water in my
ears,” “a bird is singing in my ears,” or in other age and semantically appropriate comments. The healthcare team must be educated to also watch for any signs of tinnitus or hearing loss in the
patient and report them to the managing audiologist.
Patients who undergo the described regimen in treatment
of their cancer are not always medically or physically able to

Appointments for testing may be necessary when the patient is
fatigued, medically fragile, or irritable from other invasive procedures completed on the same day. These variables will impact
behavioral test reliability and audiological information obtained.
The trained audiologist is prudent to triage testing goals. In this
case, although TOAE responses were obtained, the patient did
not remain quiet for DPOAE testing on both appointment dates
or for ultra high frequency audiometry. Basic audiometry was
completed, which created a means to develop a plan to enhance
the patient’s communication abilities.

Treatment Plan
Medical clearance was obtained for binaural amplification fitting and trial. A local philanthropic organization was contacted
to fund the cost of custom ear molds. Binaural digitally programmable behind-the-ear hearing aids were loaned to the
patient. These hearing aids were available from our department
as part of our Ototoxicity Monitoring Program grant funding.
The patient’s hearing aid validation and verification revealed
significant benefits.
The patient was subsequently referred to a state agency for provision of permanent hearing aids. Continuity of appointments
has been complicated by the relapse of her cancer. However, she
continues to use her hearing aids on a full-time basis.

Lessons Learned
Audiological monitoring and management of the pediatric
oncology patient receiving ototoxic medications is imperative. Results must be shared expeditiously with the medical
team. Testing routine is often impacted by time and physical
constraints related to other medical appointments, and the
fragile physical and emotional state of the patient. A full test
battery may not always be completed. Focus on the communication needs of the patient should be maintained in testing
and rehabilitation strategies, including appropriate referrals to
other developmental specialists. The managing audiologist has
the responsibility to not only diagnose and treat these patients,
but to ensure the ability is there for meaningful communication
with family and caregivers. ■
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PROFESSIONAL ISSUES

Overcoming
Reimbursement

Challenges
BY KIM CAVITT, Au.D.

A

re you experiencing reimbursement
problems with private, third-party
insurance carriers, especially when

it comes to billing for hearing aids? Are you
perplexed on how to remedy these issues?
Well, have no fear, as this article will provide
you with some practical tips to ensure that
you and your practice do not lose time or
treasure in your interactions with third-party
insurance carriers.
In my experience, 95% of all of the reimbursement problems
you and your practice encounter on a day to day basis can be
avoided. It just requires you to do some homework, devote your
time to a bit of evaluation, and shift your focus to what happens
before you see the patient. First, and most important, you must
read, understand, and follow the terms associated with each
of your third-party insurance contracts. If, when you read the
contract, you are confused or unsure of the terms, please contact your attorney and/or the provider relations department of
the insurer itself. You also need to make sure that you annually

update (typically in December as the new fee schedules become
available for the next year) your fee schedules from each thirdparty insurer. If, after you have read your insurance contracts
and reviewed the fee schedule, you are unhappy with the terms,
contact the provider relations department of the insurer and
attempt to renegotiate the terms. While renegotiation has
become more and more difficult for all health care providers,
it is not impossible. If your renegotiation was unsuccessful, it is
important to evaluate each insurance contract and determine if
continued participation is in the best interest of your practice.
You need to weigh the cost versus benefits of participation versus non-participation. You also should ask yourself the following questions:
• Does the insurance carrier allow for out of network
benefits? If so, how is the coverage reduced for
the patient?
• What employers in my area have their coverage
through this insurer?
• How would a change in my provider status affect
physician referrals?
• How will may patients react to a change in my
provider status?
• How many patients do I see who have their insurance
coverage through this insurer?
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• How many of those patients are seen for diagnostic
services? How many gross and net dollars does that
translate to?

Forms Forum of this Audiology Practices issue. This form is
updated annually and is housed in the Practice Management
section of the ADA website.

• How many of those patients are seen for hearing aids
and hearing aid related services? How many gross and
net dollars does that translate to?

So, how should you proceed based upon the information the
insurer has provided? Well first, if the patient has a co-pay,
co-insurance or has not met their deductible and your insurance contract allows you to, this patient responsibility should
be collected at the time of service. Also, it is important to know
if they are still eligible for their insurance coverage prior to
the appointment as the patient needs to either cancel their
appointment or be prepared to pay in full for their services.
All your practice needs to obtain from the patient in order to
verify their benefits is the name of the insurance carrier, name
and date of birth of the insured, the name and date of birth of
the patient, the member identification number, and the contact phone number on their card.

Once you have answered these questions you can make an
informed decision about continued participation in each insurance contract. Remember, you and your practice (unless you
work for a large hospital or clinic) are voluntary participants in
third-party insurance contracts. There is nothing that says you
must participate and take what they give you. Now, more than
ever, it may be in your best interest to become an out of network
provider. Again, just make an informed decision based upon
the facts associated with your clinical and financial situation
and do not base your decision on fear or emotion.
Also, there are numerous practices across the country that are
creating a separate business, that is not contracted with thirdparty payers, that serves as their hearing aid dispensing business entity. This, however, cannot be accomplished without
the assistance of an attorney and an accountant as you would
need to obtain a second, legal business entity, complete with
a separate tax identification number and employer identification number. There also may be state, federal or local regulations that may dictate the legal requirements of the businesses
(i.e. separate addresses, separate patient entries, separate phone
numbers). You will also need to set up how items are expensed
and employees are paid through these two entities. There will
also be significant tax implications of two separate businesses.
As a result, this also is not a decision to make lightly.
Ok, so now let us assume that you have read and evaluated each of your third-party contracts and have decided to
remain as a participating provider with one or more thirdparty insurers. What now? How do you prevent reimbursement issues from cropping up and wreaking havoc on your
practice? The most effective and efficient means of keeping you and your practice out of the insurance maelstrom
is to verify each patient’s insurance eligibility, co-payments,
benefits and/or coverage prior to their appointment, especially if that appointment is for high cost, time consuming
diagnostic services (i.e. auditory brainstem response testing or balance testing), a hearing aid evaluation or cochlear
implant candidacy determination appointments. In most
cases, an insurance verification process takes less than five
minutes. You need to fully document your call and the information that was provided by the insurer. A sample insurance
verification form has been supplied for your review in the
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Ok you have contacted the insurance carrier. How should you
proceed based upon the information they provide you during
the insurance verification call? Well, below are a few scenarios
and some suggestions on how to proceed with the hearing aid
dispensing so you do not lose money on the fitting and the
patient is probably informed about their rights and responsibilities. These scenarios are as follows:
Scenario 1
You contact the insurance carrier and complete the insurance verification form in full. Per the insurance carrier, your
office IS allowed to balance bill the patient for the difference
between the insurance coverage amount and your usual and
customary charge.
• If they provide you with a defined amount, the patient
should pay the difference between the defined amount
and your usual and customary charge for the aid(s) at
the date of fitting.
• If they do not provide you with a defined amount,
assume the amount is $500 per ear ($1000 if they cover
binaural hearing aids). Have the patient pay the difference between the $500 and the usual and customary cost
of the aid(s) at the date of fitting. If the insurance carrier
ultimately pays more, then you refund the patient upon
receipt.
Please note:
• Do not discount hearing aids billed to third-party carriers.
Have all marketing provide a disclaimer to this effect.
• If a carrier states that they pay a “maximum of x dollars”
but do not specifically define a benefit amount, assume
the $500 rule as, on many occasions, they will not

There is
nothing that says
you must participate
and take what they
give you.

4. Have the patient sign a completed insurance waiver.
In this case, they are waiving their insurance coverage and you, as the provider, will not be submitting a
claim to their carrier. Please ensure that the patient gets
an original copy of their bill or sale and the insurance
waiver in the event they attempt to bill their carrier
themselves. This waiver must be very specifically
written and requires the involvement of your attorney.
Most patients will not choose this option.
Please note:
• Do not discount aids billed to third-party carriers.
Have all marketing provide a disclaimer to this effect.
• Please ask the insurance carrier if you are to bill “usual
and customary” or MSRP for this case.

actually pay the maximum (the maximum would typically apply to a digital CIC).
• If allow for binaural fitting, ask how they want those
hearing aids billed (i.e. as a binaural set or as two monaural hearing aids on separate line items).
Scenario 2
You contact the insurance carrier and complete the insurance
verification form in full. Per the insurance carrier, your office
IS NOT allowed to balance bill the patient for the difference
between the insurance coverage amount and your usual and
customary charge.
• The patient has no out of pocket expense in this
scenario (except for unmet co-pays or deductibles).
You must accept the negotiated rate as payment in full.
• You must restrict product cost of the aid (I.e. basic
digital technology).
• You need to be honest with the patient about the
situation (i.e. “the negotiated rate is less than my cost
for more advanced products”).
• The patient then has three options:

• Consider unbundling the charges as it will push some
monies to patient responsibility. Have the patient pay
the cost of the hearing aid evaluation and earmold at
the date of fitting.
• If a carrier states that they pay a “maximum of x dollars”
but do not specifically define a benefit amount, assume
the $500 rule as, on many occasions, they will not actually pay the maximum (the maximum would typically
apply to a digital CIC).
• If allow for binaural fitting, ask how they want those
aids billed (i.e. as a binaural set or as two monaural as
separate line items).
Scenario 3
You contact the insurance carrier and complete the insurance
verification form in full. The carrier states that either the dispensing fee or hearing aid evaluation can be billed as a separate
charge.
• You need to unbundled the cost of the hearing aid in this
situation. That includes assigning a cost to each of the
following:

1. Get a more basic hearing aid(s) paid in full by their
insurance carrier.

— Hearing aid (V5…)

2. Refer the patient to a third-party administrator such
as HearPO or Epic that IS a contracted provider for
this plan, is allowed to bill the funded portion of their
plan and is also allowed to balance bill the patient.

— Hearing aid evaluation (V5010)

3. Go elsewhere and try to find another provider
who will do this for them (in many cases out of
network providers would be allowed to balance bill
the patient).

— Earmold, if applicable (V5264)

— Dispensing Fee (V5…)

— Fitting and Orientation of aid (V5011)
— Conformity Evaluation (V5020)

— Earmold Impression (V5275)
— Batteries (V5266)
Continued on page 54
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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.

Hearing Aids:
The “It” Purchase
for This Recession?
BY CAROLE ROGIN
At this point in the current
year, we can reflect back
on those go-go days of ‘06
or ’07, when everyone was
waiting to purchase the next
great wine or, for women,
the handbag of your dreams.
Whatever your impulse buy might have been, it
was likely as much about the statement the purchase made about you as it was the function or
utility of the item. The “It” purchase told the
world that we knew about and appreciated fine
things, and had the resources to acquire them.
Those days, for better rather than for worse,
are behind us. We are developing a new sense
of what is necessary and useful, and these are
the things that we now value. Family has taken
on a deeper meaning and closer connection for
many; our jobs have become more precious as
some around us lose theirs, and our financial
futures seem sufficiently precarious that we are
doing everything possible to minimize spending and maximize savings.
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Despite decreased spending and increased
savings, hearing aid sales are holding their
own. Historically, hearing aid purchases have
been insulated to some degree from major
economic upheaval.
In the ‘80’s and ‘90’s, recessions resulted in hearing aid sales declines of not more than 3% and
even in the scary 4th quarter of last year, sales were
down less than 4% from the same quarter of 2007.
Additionally, hearing aid sales have picked up in
the first quarter of 2009, so that this year’s start
looks similar to last year. While we are weathering this economic crisis far better than most
manufacturing industries and many professions,
that should not be enough for those of us in the
hearing aid industry because we are still providing products and professional services to less than
25% of people who tell us that they have a hearing loss. Even when our sales pick up and surpass
prior years, as they will, we have to take our public
health responsibility more seriously and increase
hearing aid utilization.
Think about this: the majority of our users are
age 65 or older, and 10,000 people per day are
going to be turning 65 for the next 20 years.
You know who they (we) are—the 78 million
Americans born between 1946 and 1964 who
have structurally altered every phase of life that
we have passed through. So, hearing aid sales
will increase at roughly the same rate, if we do
nothing differently, to maintain that 20-22%
utilization rate. However, perhaps this is finally
the time to change that percentage, perhaps this
is the time to make hearing aids the “It” purchase of this recession. Why? In the words of

Dr. James Firman, president of the National Council on the
Aging (NCOA), “Untreated hearing loss is not a benign condition…”
For starters, let’s banish the concept of hearing aids as a discretionary healthcare purchase. Let’s reposition our thinking and
our counseling to reinforce the absolute necessity of hearing
aids for many people with hearing loss, especially in tough economic times:
• BHI’s MarkeTrak survey has revealed that if you have
a hearing loss, hearing aids may help you land a job;
additionally, if you have a hearing loss and a job, you
will earn an average of $12,000 more annually if you
wear hearing aids
• HIA’s survey with NCOA confirmed an array of social,
psychological and emotional problems related to
untreated hearing loss
• The Veterans Administration studies conducted by
Dr. Cynthia Mulrow and others demonstrated that
these social, psychological and emotional problems
could in fact be reversed by the use of hearing aids
Then, let’s get outside our practices and factories to tell this
hearing aid benefit story. Especially in times like these, community organizations, libraries, places of worship and other
locations in which people come together are always looking for
speakers, especially ones who could easily provide a complimentary talk with a portable hearing screener and some contemporary hearing aids to show. We all know how amazed people are when they see today’s hearing aid products for the first
time, as so many of them are truly approaching “invisibility” on
the wearer. While you are there, encourage people to support
hearing aid tax credit legislation that would provide a credit of
$500 per hearing aid—visit www.hearingaidtaxcredit.org for
full information and engage everyone you know in writing to
Congress to support this important legislation.

practice. Reinforce the value of the purchase decision that they
have made, remind them to appreciate the benefits of their
hearing aids at home, at work and in their social environments,
and encourage them to show off their “It” purchase everywhere
and to everyone. “It” just might make a difference for people
with hearing loss and those of us who serve them. ■

Carole Rogin is the chief staff executive for the Hearing Industries Association (HIA), the organization of the nation’s hearing aid and components manufacturers. A speech-language
pathologist by training, Carole has managed HIA’s programs
and represented the organization for several decades following a brief stint as a practitioner and a position at the ASHA
National Office prior to joining HIA. She holds degrees from the
University of Virginia and the George Washington University.

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

Finally, let’s dedicate any additional time that we may have in
our businesses while there may be a few less patients to enhance
the consumer’s journey to hearing aid acquisition. Engage your
patients a bit more in describing their hearing problems and
listening requirements, take a few more minutes than usual to
explain the evaluation results, make a strong case for the specific devices that you are recommending, validate the performance of the hearing aids, and ensure that your patients take
home lots of information about their hearing aids and your
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THE WHEEL
FORMS FORUM
There is no need to reinvent the wheel every time
you need a new form in your office. Audiology
Practices will include an example of a form that
you can implement into your practice; the form
will be available on our website as well as on
the following page so you may cut/copy/scan
for use in your office. In this issue, Kim Cavitt, Au.D.
provides a sample insurance verification form. Dr. Cavitt
believes the most effective and efficient way of keeping your
practice out of insurance reimbursement issues is to systematically verify each patient’s
elgibility, co-payments,etc. prior to their appointment. The Wheel is an opportunity for you to
share your forms with your ADA colleagues. Our members are in all phases of their careers, so
virtually any form may be of use to some of our members. Please submit forms to the Audiology
Practices Editor to help keep our wheels turning. If you have any needs or ideas that you would
like to see provided in this section, please email the Editor at gilliomaudiology@comcast.net.
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SAMPLE INSURANCE VERIFICATION FORM
PATIENT NAME: ________________________________ SS#: ______________________

DATE OF BIRTH: ___________________

NAME OF INSURED IF DIFFERENT THAN PATIENT: _________________________________ DATE OF BIRTH: ____________________
PRIMARY INSURANCE PLAN: ______________________ ID#: _________________________ GROUP #: _________________________
EMPLOYER: _______________________________________________________________________________________________________
IS THERE A SECONDARY INSURANCE? ___ Yes ___ No

IF SO, NAME OF INSURANCE PLAN: ____________________________

If there is a secondary insurance, please complete this form for both the primary and the secondary.
INSURANCE COMPANY CONTACT: _____________________

PHONE #: ______________________________________

DATE OF CONTACT: ___________________________________ TIME OF CONTACT: _____________________________

IS THE PATIENT CURRENTLY ELIGIBLE FOR COVERAGE? ___ Yes ___ No

IF SO, DATE OF ELIGIBILITY: _____________

IS THERE A DEDUCTIBLE OR CO-PAY? ___ Yes ___ No

IF SO, WHAT IS THE DEDUCTIBLE/CO-PAY? ________________

HAS IT BEEN MET FOR THIS COVERAGE PERIOD? ___ Yes ___ No

WHAT IS REMAINING? ___________________________________

ARE WE A PARTICIPATING PROVIDER IN THIS PLAN? ___ Yes ___ No
Please give the insurance carrier our tax ID # of 01-234567
IS THERE A HEARING AID BENEFIT? ___ Yes ___ No

FREQUENCY OF BENEFIT: ____ AID(S) PER _______ MONTHS/YEARS

DO WE HAVE TO PROVIDE ANY PROVIDER DISCOUNTS (DISCOUNT OFF OF BILLED CHARGES OR MSRP)? ___ Yes ___ No
IF SO, WHAT IS THE DISCOUNT? __________________

IS IT OFF OF MSRP OR BILLED CHARGES? ________________________

IS THERE A MAXIMUM COVERAGE OR DEFINED COVERAGE AMOUNT (DOLLAR AMOUNT)? __________________________________
If the insurance plan cannot provide specific types of aid or dollars covered, assume the coverage is $500 per ear or $1000 maximum for
both ears.

CAN THE PATIENT BE BALANCE BILLED FOR THE DIFFERENCE BETWEEN THE COVERAGE AMOUNT OR
NEGOTIATED RATE AND OUR STANDARD “USUAL AND CUSTOMARY” CHARGE? ___ Yes ___ No
CAN WE BILL MSRP OR DO WE HAVE TO BILL OUR STANDARD “USUAL AND CUSTOMARY” CHARGE FOR THIS AID? _______________
IS MEDICAL CLEARANCE REQUIRED? ___ Yes ___ No
CAN I BILL SEPARATELY FOR A DISPENSING FEE (V5241)? ___ Yes ___ No
DO I BILL A BINAURAL SET OF HEARING AIDS AS: _____ Binaural (i.e. v5261)

_____ Two monaural (i.e. V5257)

_____ Other

CAN I BILL SEPARATELY FOR A HEARING AID EVALUATION (92590 OR V5010)? ___ Yes ___ No
PLEASE EXPLAIN COVERAGE SPECIFICS: ________________________________________________________________________________

AUDIOLOGIST: ______________________________________

TYPE AND STYLE OF AID(S) BEING RECOMMENDED: ________________

TOTAL COST OF AIDS: $_______________________________

PATIENT RESPONSIBILITY: $_____________________________________

Revised April 2009
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Top Ten Mistakes
of Online Marketing
BY KEVIN ST. CLERGY, M.S.

1

Failure to see the internet as a
legitimate place to advertise.

Recent studies have shown that up to
more than 65% of adults ages 50-65 are online
now and more than 40% of adults ages 65 and up
are online. When your look at their children and
grandchildren’s statistics, the numbers are much
higher (and they do the research for their parents
many times.)
One of the biggest myths in our profession is
that your patients are NOT online, they research
health information online and so do their children. They use Search Engines to find information and you can use search engines to have them
find you, but most of us don’t know how or where
to start, or we think just because we have a website people will find us.

2

Not creating a web presence that
matches the quality of care that
you provide.

Many audiology practices think a simple website
template will do the trick and that is all you need
to advertise online. Put some time and effort into
the design, and budget some dollars to update
your website to make it look more modern, tech
savvy, and be an extension of your brick and mortar office. I have seen many beautiful offices over
the years that say, “I will receive the best care and
the best professional at this practice,” but most of
the websites I see for our profession are not giving the same message to patients.
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3

Lack of tools or speciﬁc strategies
to get visitors to do something once
they arrive at your website.

You should have a plan of action for your website: what do you want to happen when people
visit your site? I recommend getting visitors to
do something. Most of the time if you tell people
what to do when they get to your site to get the
information they seek, they will do it. These tools
can be as simple as your phone number big and
bold at the top of every page, a catchy headline
(anything but, WELCOME TO OUR WEBSITE—that is not a catchy headline), a video to
watch that has a strategy behind it, a free report
or book that they can request, a free consultation, something that gets them to do something,
even if it something as simple as call our office
for more information.

4

Poor training of staff members on
how to use your company website
as part of your daily operations.

Once you have a good quality website that get
visitors to do something, you need to drive traffic
to the site or get visitors. Train your front office
staff to consistently recommend patients or
potential patients visit your site for forms, freebies, updates, or information. Train providers to
use the website to educate tested-not-solds or use
it in your counseling sessions with patients. Take
the time to teach your staff members what you
need them to do.

5

Just listing your website address on
your marketing materials.

Hopefully you already list your website
on all of your materials that go out of your office
like brochures, business cards, newspaper and
direct mail ads. Take it a step further and give
them a reason to go to your site, watch our video,
download our free report.

6

Inconsistent use of Search Engine Marketing
at the local level.

7

Not using Social Media to market your
practice and website.

8

Not measuring key statistics for your
website trafﬁc.

If you want to get the most of our advertising dollars,
use pay-per-click services and search engine optimization to
help drive traffic to your website. Many people don’t know
that you can control where your ads show up on the internet
with city names and radius measurements from your location.

Social media helped elect our president last year and
has helped thousands of businesses increase market share.
Large corporations to very small hometown businesses are
using social media to let people know about you and what you
do. Tools like Facebook, YouTube, LinkedIn, Blogs, Twitter,
and Flickr are great for driving traffic to your website.

Google analytics is a wonderful and free tool that can
easily be installed on your website. There are many other high
quality tracking tools available today and a simple Google
search can reveal many of them. Some of the most important measurements you can start with are keywords, conversion rates, bounce rates, sales, phone calls, and traffic sources.
Remember, whatever you measure in your practice tends to
improve over time.

10

Not making changes to your site
consistently to see if results improve.

In traditional marketing, you are always trying
new headlines, ads, and techniques to see what works in our
area. Do the same with your website, once a quarter make a
change to see if your analytics improve or get worse, do sales
increase or decrease, do calls decrease or increase. I think you
get the point. Don’t just put up a website and leave it, make it an
important part of your strategy to reach out to the public. ■

Kevin D. St.Clergy is an Audiologist who has trained and
coached independent doctors and practitioners for over 10
years. He continues to speak all over the country on a variety
of subjects including industry trends, marketing, operations,
practice management, leadership , hearing aids, and patient
counseling. Mr. St.Clergy is also the author of The Death of
Audiology (www.DeathOfAudiology.com) and currently President and CEO of EducatedPatients.com. He can be reached at
kevin@educatedpatients.com or directly at 888-209-0020.

Wiki Good
ADA’s Wiki provides ADA
members and constituents with
an opportunity for collaborative
contributions that advance the
audiology profession. A Wiki is
a web page, designed to enable
anyone who accesses it to

9

Not scheduling time out of the practice to
review website analytics.

It is one thing to measure results, but if you don’t take
the time to look at them, they will not do you any good. Take
the time out of your office with a colleague or friend to go
over the results of your website at least once a month or at a
minimum once a quarter. It will pay off.

contribute or modify content
in a shared environment.
The freshly launched ADA
Wiki is intended to
serve as a platform for
ideas and a place where
the tools of the trade of the
independent practitioner
can be continually refined
through broad-based peer review.

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

Dr. David Citron:
Service Above Self
AP: Thank you for taking the time to tell us
about your journey as an audiologist. I remember being an impressionable student in the late
1980’s, and you were a guest speaker in a Private
Practice class at Purdue University. Can you tell
our readers a little about your journey?
DC: Following the completion of my Master’s
degree training in audiology at the University of
Oklahoma Health Sciences Center, I began my
professional career as an audiologist in 1973 at
the San Francisco Hearing and Speech Center.
Keep in mind that diagnostic audiology at that
time consisted of SISI, Bekesy audiometry, tone
decay and ABLB. Immittance measurements
were just starting on a large scale. Late evoked
cortical potentials were the norm. “Hearing
aid evaluations” ala Carhart were very popular,
where we would try umpteen different hearing
aids and recommend the one that had a 4% better word recognition score, with a subsequent
referral to a hearing aid dealer. Monaural fittings
also outnumbered binaural.
At that time, hearing aid field reps would visit
our Center. I remember a gentleman named
Chet Jelonek from Audiotone to be a visionary.
He felt that the future of hearing care was private
practice in audiology, and encouraged me to seek
that path.
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AP: Besides Jelonek planting that seed, did anyone else in your life (personal or academic) influence your decision to be a business owner?
DC: Many different individuals were mentors in
my training and career. Dr. Thomas Zachman
(Past President of ADA) was my undergraduate professor at Northern Illinois University and
always encouraged me to seek opportunities.
This was several years before he left NIU to pursue private practice. During my Master’s degree
training at the University of Oklahoma Health
Sciences, Dr. Thomas Stokinger was disabled
with severe rheumatoid arthritis and possessed a
truly admirable work ethic. He motivated me to
seek a doctorate but advised me to broaden my
horizons and work for a few years then attend a
different program for my Ph.D. This was the year
1972—seventeen years before the Au.D.
After three years of clinical experiences in the
San Francisco area, I enrolled at Purdue University. My major professors at that time were Drs.

William Cooper (diagnostics) and Dr. Carl Binnie (rehab/
visual speech perception). Dr. David Goldstein was on the
faculty, but I had limited contact with him during the beginning of my Purdue experience.
Although not my major professor, Dr. Goldstein was in my
academic background as a visionary in his professional outlook. He hosted evening “fireside chats” at his home complete
with stale and burnt popcorn. Topics included relationships
between audiology and physicians, particularly otologists,
private practice in audiology, hearing aid dispensing by audiologists (this was in 1976 and dispensing by audiologists was
forbidden by ASHA’s code of ethics), and the idea of why
audiology cannot have a professional degree like medicine,
dentistry, podiatry and optometry.
These professional “seeds” were truly effective. In the Ph.D.
program at Purdue during 1976-1979, there were approximately ten students and eight ultimately went into private
practice. Dr. Goldstein is no doubt proud of that batting average. He fired us up to think outside the box. Then the group
of us came up with the Au.D. concept at an Academy strategic
planning meeting and the rest is history!
My family was always helpful and encouraged me to reach
high. I lost both my parents at a young age, but my wife/ audiology colleague, Louise, is my best friend and prime motivator. Her father owned a successful textile company for over 40
years, and was and is a source of countless pearls of wisdom.
He would be a great instructor for Business 101.
AP: You have been in private practice over 25 years. Tell us
what did your practice look like when you started and what
does it look like today?
DC: We started in November 1982 in a small professional
building on the ground floor with about 750 square feet of
space. There was a waiting room sound booth, consult/fitting
area, small room for ENG/ABR, reception area and hearing
aid lab.
In 1984, we moved into a two-story medical building into a
space with 1100 square feet and added a second sound suite.
We had a contract to perform diagnostic testing for a 2-person ENT group downstairs but remained an autonomous
practice. In the seventeen years we were in that space, we continued to grow and moved into our present location in 2001.
It is about ¼ mile down the street with a 2300 square foot
space, six audiologists and three full-time office staff.

AP: What do you think attributed to your growth the most?
DC: Health care in general grew significantly in our market
area. We are adjacent to the largest hospital south of Boston.
The ENT practice grew (now there are 5 otolaryngologists).
When we moved into our present larger location in 2001, our
logistics were such that we could accommodate more patients.
Our diagnostics business grew in 2002 by more than 100%!
Our primary care referral base also increased dramatically.
AP: As with many practice owners, you are obviously an audiologist that has to wear many hats. What is the hardest thing
about being an employer? What do you enjoy the most about
having a large staff?
DC: I find people management to be the largest single challenge. There are all 4 “generations” in our practice. It takes
incredible work to have consistency in practice protocols, as
well as office policies and work ethic. We truly have a great
team, but a lot of work is necessary to have everyone on the
same page. We do enjoy a large staff, because we make an
effort to applaud all of their achievements (both personal and
professional).
AP: Tell us about one of your successes that helped you to
grow your practice.
DC: We found success in providing consultant diagnostic
services as an autonomous practice to a large ENT group.
A selling point was that we could provide services without
interruption. That did create challenges for coverage when
staff audiologists were on vacation or professional leave.
AP: Can you share an experience of a hard lesson learned?
DC: We attempted in 1987 to have a second space in a town
15 miles from our primary office to have a smaller autonomous office housed physically with an ENT practice. If failed
miserably. The moral is always be separate, both physically
and economically.
AP: Tell me about your networking/external referral sources
DC: When we started the practice in 1982, I wanted not only
to meet people in the community we serve (our house is 25
miles away), but to give back to the community as well. I have
been a member of the Rotary Club of Weymouth since 1982
and presently serve as the club president. Rotary is an international service organization that lives by the credo “Service
above Self.” It is NOT a business networking organization,
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but you meet many of the key people in the town and work
side-by-side to serve the community.
AP: I understand you took a trip to India. Can you briefly tell
me how that came to be and what you did in India.
DC: I have always wanted to participate in a humanitarian
Audiology service project that was “Service above Self ”. Rotary
International has a program called Project Deaf India where
a group of 5 traveled to Goa India and organized a newborn
hearing screening program. The team consisted of two audiologists (myself and my wife Louise), along with three other
Weymouth Rotarians who underwent extensive training
prior to the mission in newborn hearing screening. The funds
for the OAE screening equipment came from Rotary Clubs in
the US and India and was matched by the Rotary Foundation
for a total of $50,000.00. We also received a Volunteer Service
Grant from Rotary Foundation that covered our airfare. The
program is up and running and we are planning a hearing
aid program follow-up project for those children identified as
needing care. It is just the first step in a large project. There are
only 1000 audiologists in all of India for a population of one
billion. In Goa, there is only 1 audiologist to serve 3 million
people and 30,000 births!!
AP: Do you have any words of wisdom for those just starting out?
DC: There are many “Baby Boomers” who are considering
selling their practices. It is much easier to purchase an existing
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practice (many are available) than to start from scratch. Many
practitioners are looking to set up an exit strategy. There are
many expert consultants who can assist an audiologist looking for a private practice opportunity. If you are starting from
scratch, do research, hire the right team to help, and have an
organized, structured business plan.
AP: Speaking of exit strategies, where do you see yourself in
10 years?
DC: Golf and I do not get along! The plan is to do a little of
everything—consult, teach, travel, and enjoy the theatre or a
Patriots or Celtics game. And most certainly, I will continue to
help others less fortunate through Rotary, particularly those
with hearing loss. ■

X If you would like to share your story
or have a suggestion for this feature,
please contact Nancy Gilliom at
gilliomaudiology@comcast.net.
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HAVE YOU
HEARD?
FDA Guidance for
Requirements for PSAP Sales
a Cause for Concern
On February 25, 2009, the U.S. Food and Drug
Administration (FDA) released a document,
“Guidance for Industry and FDA Staff: Regulatory
Requirements for Hearing Aid Devices and Personal Sound Amplification Products.” Please visit
http://www.fda.gov/cdrh/ode/guidance/1696.
html to review the document in its entirety.
This document states that “Because PSAPs are
not intended to diagnose, treat, cure or mitigate
disease and do not alter the structure or function
of the body, they are not devices as defined in the
Food, Drug and Cosmetic Act. As such, there
is no regulatory classification, product code, or
definition for these products. Furthermore, there
are no requirements for registration of manufacturers and listing of these products with FDA.”
This is a cause for concern as the average consumer may not be aware of the differences
between a hearing aid (which is regulated) and a
PSAP, and this could have a negative impact for
audiologists. ADA is drafting correspondence to
the FDA to ask that agency reconsider its decision
not to regulate PSAPs and other over the counter
devices. We encourage practitioners to also contact the FDA individually. There is a form letter
available for your use at www.audiologist.org.

ADA Supports H.R. 1646
Representative Carolyn McCarthy (D-NY) recently introduced H.R. 1646, the Hearing Aid
Assistance Tax Credit Act of 2009. This bill, which
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was introduced on March 19th, with 37 original,
bi-partisan co-sponsors, would assist millions
of people in the U.S. who need hearing instruments by providing a $500 tax credit per hearing aid for children and those age 55 or older.
ADA encourages you and your patients to contact your representative today to educate him/
her about what this bill can do to improve the
quality of life for millions of Americans by easing the financial burden that has resulted from
the fact that hearing aids are not covered under
the Medicare program or by many health insurance plans. Please visit http://www.hearingaidtaxcredit.org/ for more information.

Victor Bray, Ph.D., to Serve as
Co-Editor Of Audiology Practices
ADA is pleased to announce
that Victor Bray, Ph.D. will
serve as Co-editor of Audiology Practices. Dr. Bray,
recently appointed Dean of
the George Osborne ColVictor Bray, Ph.D.
lege of Audiology at Salus
University, has more than 30 years of experience
in audiology and the hearing device field. He
most recently served as Vice President and Chief
Audiology Officer of Sonic Innovations. Dr. Bray
holds a Ph.D. degree in Speech and Hearing Science from The University of Texas at Austin, a
M.S.C. degree in Audiology from Auburn University, and a B.S. degree in Biochemistry from
The University of Georgia.

ADA Healthy Practice Webinar Series
to Kick-off in June
ADA will be hosting a members’ only three-part Healthy
Practice webinar series beginning in June. The first webinar,
to be presented by Kevin St. Clergy, will focus on Website
Marketing. Visit www.audiologist.org for more information.

Phonak Sponsors Student and Faculty
Subscriptions to Audiology Practices
ADA is pleased to announce that free subscriptions to Audiology Practices are now available to Au.D. students and faculty
members at universities throughout the nation, thanks to a
generous sponsorship from Phonak.
“We are grateful for Phonak’s commitment to ADA and to
the future of the audiology profession,” said ADA President
Charles R. Stone, Au.D. “Through this partnership, ADA will
be able to ensure that every professor and every student in
every Au.D. program across the country has the opportunity
to receive this valuable resource on an ongoing basis.”
Audiology Practices has been crafted to provide readers with
continuing access to educational insights and information
that supports best clinical and business practices in audiology. If you are an Au.D. student or faculty member, interested
in receiving a free subscription to Audiology Practices, please
visit www.audiologist.org to subscribe today.
Phonak’s support of Audiology Practices is consistent with
its mission: “We are sensitive to the needs of everyone who
depends on our knowledge, ideals and care. And by creatively
challenging the limits of technology, we develop innovations
that help people hear, understand and experience more of
life’s rich soundscapes. Interact freely. Communicate with
confidence. Live without limit. Life is on.”

advertisement in each issue (see page 4 of this issue). If your
advertisement contains a special message, contact headquarters at 866-493-5544 to claim your prize!

Inaugural Hear for You Campaign
a Success
ADA is turning up the volume on hearing health during
National Better Hearing Month by sponsoring the Hear for
You Initiative. More than 60 practices are participating in
this national effort to raise awareness about
the importance of hearing health and to
deliver critical information about hearing
loss, treatment and strategies for hearing
loss prevention to the general public.
Participants are encouraged to offer interactive activities that
showcase the inner workings of the inner ear, to provide tips
for preventing hearing loss and to offer limited “no charge”
services such as pure–tone hearing screenings or standardized written hearing inventories.
As part of Hear for You, ADA has designed a brochure that
can be branded to each individual practice and press release
templates designed to help practitioners spread the word in
their local communities. The campaign was initiated by ADA
in an effort to help the more than 30 million Americans that
experience hearing loss, while highlighting the expertise and
quality patient care provided by member practitioners.

X Please contact Stephanie Czuhajewski at
sczuhajewski@audiologist.org for more
information about ADA, ADA membership,
and opportunities for advancing your audiology

Winners Read Audiology Practices

career through involvement with ADA.

ADA would like to congratulate Julie Hubik, Au.D. of Lubbock, TX who received one complimentary ADA convention registration just for reading Audiology Practices! Feeling lucky? You could be next! Each 2009 issue of Audiology
Practices will provide one lucky reader with complimentary
convention registration and an ADA care package, direct
from headquarters! Simply look for the ADA Convention
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The screenings included otoscopy, tympanometry, cerumen management, and
hearing screenings to determine what
type of intervention was needed. The
CRIQ facility employs an otorhinolaryngologist who was available for diagnosis
of ear related medical conditions, prescription writing, and working with the
American pharmasists. The pharmacist and
pharmacy students dispensed donated medications and counseled patients on use of the
prescribed medications. The audiology students and faculty performed hearing health
screenings on over 1000 people over four days
at the CRIQ facility.
Every year, Au.D. students participating in
Project Yucatan are exposed to the vibrant and lively culture
of the Yucatan Peninsula. It is a culture that is composed of
accepting and warm people who are, above all, thankful for
our time and effort. The UF Au.D. program travels to Mexico
each March, armed with heavy suitcases full of equipment;
and returns home with hearts full of the love extended by the
people met during the experience. ■
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Continued from page 7

for professional publications, presenting seminars at professional conferences and by serving as adjunct or permanent
faculty at an Au.D. program.
Volunteer to Serve
Volunteering to serve as an ADA Board or committee member is a fantastic way to invest in the future of the audiology
profession. There are a number of opportunities available that
cover a wide-range of interests—please contact headquarters
for more information about how you can get involved.

ADA is committed to investing in education, resources and
networking opportunities that support best clinical and business practices in audiology, and that support audiologists
securing ownership of the audiology profession. We recognize that unchecked apathy can do as much to negatively warp
the future of the profession as well placed passion can do to
positively shape it. The practice of audiology will continue to
evolve—change is inevitable, but what the profession evolves
into is up to you! ■

REIMBURSEMENT CHALLENGES

Continued from page 39

• You need to have each unbundled code actually add up
to your usual and customary cost of that given aid being
dispensed. As a result, the dispensing fee will vary based
for each individual hearing aid make and model.
• Unless restricted by contract, assign the single-unit cost
of the hearing aid as the cost of the aid.
• Do not send in your invoice unless the insurance carrier
can prove that this is a requirement of your provider
agreement.
Scenario 4
You contact the insurance carrier and complete the insurance
verification form in full. Per the insurance carrier, your office
IS NOT allowed to balance bill the patient for the difference
between the insurance coverage amount and your usual and
customary charge AND the reimbursement is a percentage of
the dollars billed (50%, for example) not based upon usual and
customary pricing.

AUDIOLOGY PRACTICES

■

• Restricting the product is of no use in this scenario.
• Unbundling is of no use in this scenario as it will reduce
your reimbursement unless you are allowed to bill separately for the earmold and/or hearing aid evaluation.
Please note:
• Do not discount aids billed to third-party carriers.
Have all marketing provide a disclaimer to this effect.
• Please ask the insurance carrier if you can bill
separately for the hearing aid evaluation and earmold,
if applicable.

ADA is Invested
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• The patient has no out of pocket expense in this scenario
(except for unmet co-pays or deductibles). You must
accept the negotiated rate as payment in full.

SPRING 2009

• Please ask the insurance carrier if you are to bill “usual
and customary” or MSRP for this case.
• If a carrier states that they pay a “maximum of x dollars”
but do not specifically define a benefit amount, assume
the $500 rule as, on many occasions, they will not actually pay the maximum (the maximum would typically
apply to a digital CIC).
Please also make sure that the patient pays all outstanding
deductibles, co-pays, and percentages of responsibility on the
date of fitting, as well as any patient responsibility they may
have. You want to be in a position to refund money and not
trying to collect outstanding monies from the patient.
The bottom line: you will be successful if you do your
homework and educate yourself on the requirements of both
your contract with the carrier and the patient’s benefit plan.
Third-party insurance coverage of hearing aids can be a
profitable arrangement as long as you manage the fitting from
the outset. ■

Kim Cavitt, AuD is currently the owner of her own Audiology
consulting firm, Audiology Resources, Inc. Audiology Resources,
Inc. provides comprehensive operational and reimbursement
consulting services to hearing healthcare clinics, providers, buying groups, and manufacturers who want to be better equipped
to compete in the managed care and heathcare arenas. She also
currently serves as the Co-VP of Governmental Affairs for the
Illinois Academy of Audiology and is a contributor to ADA.
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