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Transform a pair of hearing aids into
a complete hearing system.

ConnectLine™ is a range of new devices which
connect hearing aids wirelessly to cell phones,
landline phones, TVs and other audio devices
—turning hearing aids into a personal wireless
headset.

With ConnectLine your patient will be able to hear
a cell phone loud and clear through both ears
simultaneously. They will even be able to use the
cell phone hands free while they drive.
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ConnectLine TV adaptor turns an existing home
phone into a wireless phone. This automatically
connects to a pair of hearing aids as your patient
moves around their home.

ConnectLine TV adaptor makes TV watching an
enjoyable experience for all. The patient decides
their preferred volume level and the family decide
on theirs.

In short, ConnectLine can turn a pair of Oticon
hearing aids into a complete personal hearing
system.

For more information call 1 800 526-3921 or visit
oticonusa.com
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TO LEARN MORE ABOUT EMPLOYMENT
OPPORTUNITIES, CALL:
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Help us achieve our mission: to make top quality hearing It's clear we care.

care accessible through our company-owned clinics in
CA, FL, MA, MI, MO, NC, NJ, NY, OH, PA and Ontario,Canada. 800.323.3277 x303
www.hearusa.com

Flexible hours, high salaries and upward mobility make
HearUSA a very rewarding company to work for. In fact,
our employees rate us highest in job satisfaction & benefits.

READY FOR AN EVEN BIGGER CHANGE?
Learn how you can benefit

from selling your practice.
Call Gene Fell at 978-667-3422.
We believe in fair valuation.

Sois working[llUNElus. - !

Or align yourself with a referral powerhouse.

Join the HearUSA Hearing Care Network — with over 1,600
participating independent audiology clinics. We contract with
major managed care programs, health plans, employer groups &

subscriber organizations to bring new patients into your practice. TO LEARN MORE ABOUT NETWORK

OPPORTUNITIES, CALL:
With over 5 million covered lives, the HC Network represents
significant growth potential for any indepenaent operation. , He aI\
Look for exciting new programs in 2009!
Hearing Care Network

800.333.3389
www.hearusa.net
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Shhh! It's Not Easy Being Green Named the “greenest” city in the United States
by a survey in Popular Science, it is fitting that Portland, OR, served as the venue
for a special session at the spring 2009 meeting of the Acoustical Society of
America, called “The Acoustics of Green Building.” Audiology Today recently had
the opportunity to speak with the cochair of the session Brandon Tinianov, PhD,
an expert in the discipline of building science, about the challenges of achieving
acoustical comfort in “green” buildings.

By David Fabry

Best Practice: It's a Matter of Ethics There has been a strong focus on professional
ethics from the Academy since about 2001, and this focus certainly appears to

be important and appropriate. But what about ethical practice? If we talk about
ethical practice, we have to be comfortable saying that there are hearing health-
care professionals who are not practicing ethically.

By Catherine V. Palmer

Creating Successful Professional-Patient Relationships Of the more than 36

million people with hearing loss in the United States, hearing professionals only

fit about 23 percent with hearing aid amplification. Even among these, some leave

the office without doing anything. The goal of this article is to offer suggestions, B O RATIGRAN
concepts, and insights regarding patients who leave without doing anything.
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Hearing Aid Delivery Models: Part 1 of 2 Hearing impaired patients seeking

rehabilitation can receive hearing aids through a variety of delivery models:
from an audiologist and hearing aid dispenser to mail order or over the Internet,
and more. Learn about the findings of the Academy’s HA Delivery Task Force’s
report and those central questions that arise when we consider the available
delivery models.
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Will you be
graduating
soon? Looking
for your
4th-Year
Internship.
Call

Newport Audiology Centers is one of the leading providers of
Audiological services throughout the nation. Since 1970, we
have been dedicated to enhancing the quality of people’s lives
by improving their ability to communicate.

800-600-7118

We invite you to Join our team of Professionals
at one of our company owned
offices. We have offices in California, Arizona, Nevada, Oregon,
New Jersey, Idaho, Texas, Alabama, Colorado,
Washington, lllinois, Oklahoma and Wisconsin. We are
accepting resumes for Licensed Dispensing Audiologists and
Hearing Instrument Specialists.

Join Newport Audiology Centers as one of its Alliance Providers.
The Provider Advantages:
No Network To Join
No Cost to You
No Volume Commitments
More Patient Referrals

For More Information of becoming a Newport Alliance Provider

For More Information:
Visit our website at: www.newportaudiology.com
Or call 800-600-7118
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Dan Quall

CEO, Right Hear Network
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From Awareness to Real Change:

It Might Take a Nudge

in the United States, association
members donate 173 million volunteer
hours each year. Visualize 83,000 full-
time jobs—with no pay. Amazing!

Our Academy’s 18 committees
can certainly take partial credit for
that statistic. Because October is near,
I'd like to highlight the activities
of our Public Relations Committee,
chaired by Patricia Gaffney. October
is National Audiology Awareness
Month and National Protect Your
Hearing Month, and this committee
has developed a wonderful campaign.
See page 81 to learn more.

Awareness is just the first step in
a complex change process. Change
means making choices, but it’s no
secret that when given choices,
humans tend to choose inertia! We
know how to support the change
process with individual patients, but
how to address social inertia?

The answer may lie in the emerg-
ing “science of choice.” When we
promote audiology awareness, we
become choice architects (Thaler
and Sunstein, 2008), because we
attempt to steer society toward bet-
ter choices. Not surprisingly, there
are effective and ineffective ways
to steer or nudge society toward
choices that improve quality of life.
Examples of effective choice architec-
ture abound. You've seen cafeterias
encourage healthy eating choices
by placing fruit at eye level, while
placing desserts in a less convenient
location. Positioning fruit as the
easier choice is an intentional choice
architecture decision.

Audiology Today | SepOct2009

As choice architects, are we nudg-
ing effectively? One way to answer
this question is to evaluate our
messages. One of our most familiar
awareness messages includes this
familiar statistic: up to 80 percent of
persons with hearing problems do
not seek hearing help. This message,
although true, nudges the listener to
identify with the majority, and thus
choose inertia. How many years have
we been making this 80 percent point,
with no improvement in outcome?
We probably have enough evidence
to suggest it is not effective to focus
on what people are not doing.

However, if we emphasize what
people are doing, we might nudge
individuals toward change. Our
message can truthfully report that
millions of people are improving their
lives by obtaining audiological care.
This message stimulates a different
part of the brain, and encourages
listeners to identify with those who
are making this choice. This kind
of nudge—simply informing people
what other people are doing—is
called social contagion.

Social contagion is very effective.
Citizens are more likely to recycle
when they learn that most of the
community is recycling. People are
more likely to “eat locally” or become
organ donors when they learn that
most of their neighbors are doing so.

As we volunteer this October
with awareness activities, let’s also
become savvy about change. Choice
architecture is a specialty beyond
conventional audiology, so here is

another nudge: other health-care pro-
fessions are developing expertise on
the neuro-psychological responses to
choice, decision-making, and change.
Audiology should, too! It’s what other
people are doing. ®

L]
Kris English, PhD

President
American Academy of Audiology

Reference

Thaler RT, Sunstein CR. (2008) Nudge:
Improving Decisions About Health,
Wealth, and Happiness. New Haven, CT:
Yale University Press
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The patented and uniquely calming effect of the Zen Program is just one
of the many extraordinary benefits engineered into mind440 ultimate Dual
ISP hearing aids from Widex. Truly, the world’s finest hearing instrument.

1.800.221.0188 www.widexPro.com widex l‘l‘lll‘ld

the pleasure of hearing

INDICATIONS FOR USE: The Zen program is intended to provide a relaxing sound background for adults (21 and older) who desire to listen to such a background in quiet. It may be used as a sound ther-
apy tool in a tinnitus treatment program that is prescribed by a licensed hearing healthcare professional (audiologists, hearing aid specialists, otolaryngologists) who is trained in tinnitus management.
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You

audiologists commit to being the voice of audiology?

Growing from 32 audiologists in 1988 to over 10,000 today, the American
Academy of Audiology has become the professional home for audiologists and
the voice of audiology. Your “voice” was recently strengthened with the forma-
tion of the Student Academy of Audiology (SAA).

As the voice of audiology, the Academy continues to gain in decibels,
thanks to You. Imagine the sound-level meter as your voice, advocating on
behalf of the Academy, is multiplied by over 10,000!

= You—advocate on behalf of audiology daily in your work setting

* You—mobilize your classmates to form SAA chapters (21 and growing!)
* You—recruit audiologists to join the Academy

* You—introduce undergrads to the profession

* You—advance the profession of audiology...

Beginning in 2010, Academy membership will also include enrollment in
the CE Registry, as an automatic member benefit. The former $25 fee for the CE
Registry will no longer be charged. Additionally, for any audiologist renewing
his or her membership by December 31, You will receive:

= 10 percent off coupon for Academy Store

= $15 off any eAudiology Web seminar

= $15 off registration for the Academy Research Conference (ARC) 2010 or a
Learning Lab at AudiologyNOW!® 2010

Plus, one of You who renews online (by December 31) will also receive a
complimentary registration to AudiologyNOW! 2010. By renewing your com-
mitment, and recruiting others to do the same, You increase the decibel level
of the voice of audiology. Thus, You are also advancing the profession of audiol-
ogy when...You renew. For this—and only this—we say: turn it to the right! ®

Gt

Cheryl Kreider Carey, CAE
Executive Director
American Academy of Audiology
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Everything but.

We carry over 2,000 products made
specifically for the hearing health care
professional...from everyday clinical needs
to the unusual, the hard-to-find, and the
downright clever,

You'll also discover ideas and products to
make your practice more profitable, like the
finest batteries (with your own name on them,
if you wish), a wide range of assistive listening
devices, fun products for kids, and dozens

of accessories that will keep your customers
coming back for more.

You can order quickly and efficiently 24/7
at our website, westone.com. If you haven't
visited our site lately, have a look.

It can save you time and money, and

you'll also find dozens of helpful tips and
professional resources.

Or, we'll be glad to send you a hard copy of
our catalog. You'll find everything you could
ever need. With one possible exception.

OWestene’

Tug In-Ean Exppars Sinor 1959

[ ] b
westone.com
800.525.5071
. westone@westone.com
- ISO 9001:2000
Custom earpieces
Impression materials
Clinical supplies
Batteries
ALDs
Tools & accessories
Otoscopes

Hearing instrument care
Musicians’ products
Practice-building ideas
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The Best Way to
Plan for the Worst

Given the increasing dependence

on computers and technology, the
recent spate of natural disasters and
data breaches highlights the need
for every practice, no matter its size,
to have a carefully crafted disaster
recovery plan. A disaster recov-

ery plan must be clear and simple,
providing specific guidance that will
help employees minimize confu-
sion and downtime. The recovery
plan should enumerate the steps to
be taken before, during, and after
an emergency, and must be thor-
oughly tested to ensure its viability
in the actual event of a disruption.
In preparing for the unthinkable, it
is essential that the practice leader
enjoy the full support of the prac-
tice’s staff, requiring all employees
to understand the potential disrup-
tion to business processes that could
result from a disaster. Here is a
start-to-finish guide for developing,
testing, and implementing the most
valuable investment you hope never
to have to use.

A Coordinated Effort
Successful disaster recovery plans
require the full support of everyone
in the practice. Key players include
the practice leader and anyone
responsible for technology, whether

Audiology Today | SepOct2009

in-house or outside. A successful
disaster recovery plan will empha-
size the vital role that information
systems play in the practice’s opera-
tions, the effect that a disaster could
have on those systems, and the busi-
ness value of formalizing a plan to
minimize the operational disruption

that could occur because of a disaster.

How Bad Could It Be?

Risk assessment is a critical part of
the planning process. The practice
leader must consider the potential
impact of a host of disaster types,
including earthquakes, hurricanes,
and other environmental occur-
rences; deliberate disruptions, such
as data theft and other cyber crime;
and technical threats, such as system
failure and utility outages. Risk
assessment is a complex science that
can be particularly challenging to
the uninitiated, but there are a wide
variety of tools available to help, the
most commonly used being COBRA,
an application developed in accor-
dance with numerous international
standards.

What Comes First?
Prioritization is a critical step

in formulating a comprehensive
disaster recovery plan. The practice
leader must evaluate not only which
documents and information must
be secured, but also which must

be considered the practice’s top
priorities. Disaster recovery plans
should also address the backup

and recovery of administrative and
patient-service operations, as well
as alternative business processes,
premises backup and recovery, and
insurance coverage. The critical
needs should of course be addressed
first, starting with the procedures
required to keep the practice’s facil-
ity operational in the event that any
one of a number of emergencies

occurs. Back-up computer locations
and reciprocal service or usage
agreements can all figure into the
disaster planning efforts.

Data Collection

Once prioritization is complete, those
involved in the development of the
plan are ready to begin collecting
critical information to incorporate

in the plan. This includes impor-

tant phone numbers, equipment
inventory, insurance information,
and a vendor contact list. Planners
should also inventory office supplies,
documents, and any items in off-site
storage. The backup and retention
schedules for software and data files
are also critical pieces of information.
Forms that are pre-formatted will
help significantly in this process.

Testing and Training

Testing can occur on various levels.
At the most basic, planners can
conduct a walk-through test simply
by reviewing their checklists and
going through the motions to check
for glitches in the plan or issues they
may not have noticed. Simulation
testing will help create a more real-
istic disaster environment, while full
interruption testing will be the best
indicator of the viability of a disas-
ter recovery plan. Planners should
conduct the first waves of testing
before or after business hours, and
in stages, so as to minimize the level
of operational disruption. Auditing
and testing should be ongoing, and
planners must think of the disaster
recovery plan as a living document
that can be modified as the needs

of the practice change, or better
processes are developed. Once the
plan is in working condition, the
practice must train its employees on
how to respond to a disaster through
tutorials, procedural reviews, and
simulated exercises.



A successful disaster recov-
ery plan can mean the difference
between a practice surviving or
going under. It is not an area where
your practice should cut corners.
Ultimately, the successful plan will
minimize downtime and delays,
foster a sense of security, and, to the
fullest extent possible, eliminate the
need for decision making in an actual
disaster situation. Your practice can
think of investing in a disaster recov-
ery plan as taking out an insurance
policy for the revenue that could be
lost from operational downtime. Like
insurance, no one wants to have to
utilize a disaster recovery plan, but it
is nice to know it’s there.

Real Protection in a
Virtual World

Cyber security can be tricky. It is

an ever-changing landscape where
new threats can emerge in as little
time as it takes to dash off an e-mail.
Over the years, as the online world
has spread to almost every corner

of human activity, a few univer-

sal tenets of cyber security have

emerged. In fact, experts are in wide
agreement that there are certain
steps that need to be taken to protect
any small practice that operates in a
networked environment.

The prototype of the hacker is
changing. When cyber attacks first
began to make headlines, they were
often the handiwork of a teenage
whiz kid defacing a large corporate
or government Web site just to show
that he could. Irritating, sure, but for
the most part benign, at least com-
pared to the contemporary attacks,
which are primarily motivated by
profit. Highly organized criminal
units, often operating out of coun-
tries halfway around the world, are
targeting businesses—especially
small businesses—with a host of
threats designed to extort money,
steal identities, or discredit a rival
enterprise. Some attacks are even
farmed out to contract players hired
to corrupt or destroy networks and
Web sites for any number of reasons.
But whatever the motives for the
attack, cyber threats are gaining
momentum, and small businesses
make for ripe targets. Small prac-
tices are much less likely to have an
in-house IT department than large
practices. Small practices are also
constrained by limited budgets, and
many choose (despite the strident
warnings of computer scientists and
entrepreneurs who themselves have
survived an attack) to try to imple-
ment security on the cheap. If there
were ever a single refrain that most
experts could agree on, it would be
this—don’t skimp on cyber security!
Here are nine other cyber security
strategies that they would probably
agree on as well.

Asset Management

Small practices trying to build a
reputation might well not survive
an incident that threatened their

KNOW-HOW

patients’ sensitive information, and
many states have enacted laws
requiring businesses to notify their
customers in the event of a data
breach. Improved asset manage-
ment and inventory control are the
first steps to avoiding data loss. With
all the elaborate ways that hackers
can break into a network and access
internal databases, old-fashioned
larceny is often overlooked in discus-
sions on cyber security, though it
should not be.

Usage Policy

To address the threat of lost or stolen
data, many companies are imple-
menting tough restrictions on how
their employees handle laptops and
other devices, and your practice
should do the same. In some cases,
employees are not permitted to
access confidential data through any
device other than company servers,
and employees’ laptops are subject
to routine inspections to ensure
they contain no unauthorized files.
Other companies have forbidden
their employees from using their
own PDAs on office computers, and
disabled extra USB ports to ensure
compliance. Having a stated usage
policy and requiring employees to
familiarize themselves with it will
erase any confusion about what is
and isn’t permissible. Even though
many of the requirements should
be obvious (don’t open attachments
from unsolicited e-mails, no pornog-
raphy, etc.), putting it in writing will
make it clear that cyber security is

a top priority. Some of the policies
will reinforce responsible actions
that your employees are aware of
(always log off at the end of the day,
never share your password with
anyone) but may simply not treat
with the diligence they deserve. The
usage policy should be a continual
reminder of the importance of cyber

SepOct2009 | Audiology Today
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security, underscoring the numerous
fronts on which threats can emerge.

Limited Access

No one wants to distrust their
employees, right? No one hires
people they don’t trust, particu-
larly when they will be working in
arm’s length of your most precious
patient data. But dishonest employ-
ees can be slick, or perhaps their
dishonesty only crept in after they
began their tenure at your practice.
Sometimes we simply fall prey to
lapses in judgment. Unfortunately,
the sobering reality is that stories of
disgruntled employees bilking their
employers for huge losses abound.
Like any other business objective,
there is no room for sentimentality
in cyber security. Employees should
be granted administrator privileges
and other access rights strictly

on an as-needed basis. Microsoft
recommends implementing a “least
security” policy, where the servers
are configured to give specific users
access only to the programs they
need to use, and user privileges are
specifically defined.

Terminated Employees
Human nature informs us that a
terminated employee might har-
bor resentment toward his former
employer. In simpler times, that
employee might have loaded his
pockets with binder clips and sta-
plers on his way out the door. The
threat of disgruntled former employ-
ees used to be more petty than
malignant, but times have changed.
As soon as an employee’s tenure
with your practice comes to an end,
the person responsible for IT issues
should erase the employee’s pass-
words, access codes, and any other
electronic mechanisms that would
enable him to gain entry into your
practice’s systems.

Audiology Today | SepOct2009

Firewalls

Firewalls are the most common secu-
rity defense in place in the networked
business community. A firewall simply
blocks unauthorized traffic from
accessing a portion of a network. In

a practice setting, firewalls typically
partition a local private network from
the larger external Internet. Some fire-
walls examine packets for suspicious
content and filter out those that cannot
be authorized. Firewalls also shield the
identifying information of computers
in protected networks so that hackers
have a harder time targeting specific
machines. Put very simply, firewalls
are an essential weapon in the security
arsenal of any enterprise.

Antivirus Software

Most practices have at least taken

the basic step of installing antivirus
software. Indeed, many comput-

ers come with antivirus solutions
preinstalled, but administrators must
configure the software to regularly
scan workplace computers, as well as
monitor all incoming e-mail attach-
ments. However, installing antivirus
software is only the first step. New
strains of viruses emerge constantly,
and it is more than you can ask of any
administrator (especially in a small,
cash-strapped business) to keep up
with them all. Threat reports are avail-
able from many security providers,
often for free, and many offer services
and information specifically tailored to
small businesses. The most important
thing to remember about antivirus
software is that it must be updated
regularly. Many solutions prompt users
automatically when a new version is
available for download, but too often
these reminders go ignored.

Passwords

Most people have multiple accounts

in cyberspace. The identity crisis that
can result from having to keep track of

a myriad of passwords can be a source
of endless frustration, and it can also
create one of the weakest spots in your
cyber-defenses. Between the nuisance
of having to remember several logins
and passwords, and the irritation of
having to contact tech support to have
them reset when they slip your mind,
many employees opt for a simple,
easily remembered string of charac-
ters, such as a birthday or a relative’s
name. It’s a logical inclination, but the
consequences can be dire. Creating a
secure password is an acquired skill.
The most important feature of a secure
password is randomness. Hackers
sometimes use a brute-force technique
to crack passwords by systematically
trying every possible combination of
letters and numbers until they gain
entry into the system. To defend
against this attack, passwords should
be at least eight characters in length,
experts advise, and should contain

a mixture of uppercase and lower-
case letters, numbers, and symbols.
Employees should change their pass-
words every three months, and should
never write them down. This of course
begs the question of how to remember
a random string of eight characters
that changes four times a year without
writing it down. Simple: Find a set of
characters that has meaning to you,
but would be completely nonsensi-

cal to anyone else. For example, start
with a memorable phrase, like “Strong
passwords lead to secure protection

of data” and create abstractions that
will dissociate the final password from
the original sentence for everyone but
you. The first letter of each word in
our example would read: “spltspod.”
Now, how about some numbers and
symbols that are close to the letters

or words: “$p!2sP0d.” Two levels of
abstraction create a password that car-
ries a meaningful association for you
but will appear completely random to
anyone else.



Backup Data

This one sounds like a no-brainer, but
some small practices either neglect
to back up their data entirely, or only
do so by making hard copies stored
on-site or relying on their computer’s
hard disk. Both of these are flawed
strategies, because you’ll want to
protect against natural disasters

and acts of God, as well as hackers.
Keeping backup hard copies on-site
will be of little help if your building
floods or burns down, and hard-
disk failure is an all-too-common
occurrence. Also, backup tapes kept
on-site are a prime target for bur-
glars or rogue insiders. An effective
backup strategy involves archiving
data on a regular basis using reliable
media, preferably nightly, and storing
backup data in an off-site location.

Cyber Insurance

Cyber insurance covers hacked
computers, computers disabled by
viruses, denial-of-service attacks,
and a host of other technology-
related issues. While a general
liability policy will cover physical
assets in the event of theft, flood, or
fire, cyber insurance policies can be
written, at the policyholder’s discre-
tion, to cover the costs associated
with downtime, damages resulting
from a cyber attack, and Web-
content liability. Just like a health
insurance policy, the best rates

will be awarded to those who can
demonstrate that they have already
taken certain steps to minimize their
risk. So an internal security assess-
ment is a good first place to start
when considering cyber insurance.

KNOW-HOW

Whether they ruin hardware, or
compromise sensitive patient or
practice data, today’s cyber attacks are
costly. The picture is not all gloomy
for small practices, however. There
are numerous steps they can take to
shore up their systems and protect
themselves, their employees, and their
patients. Some are common sense,
and some are highly technical. When
considering how best to guard against
threats that can literally be the demise
of your practice, enlisting the help of
a professional consultant is often the
best way to go. Remember, cyber secu-
rity is not the place to count pennies. ®

Articles © Copyright 2009 Information, Inc.
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Vanderbilt
Announces New
Department Chair:
Interview with Anne
Marie Tharpe, PhD
The Academy speaks with

Dr. Tharpe about her new
position at Vanderbilt’s
Bill Wilkerson Center,
Department of Speech
and Hearing Sciences in
Nashville, Tennessee.

Keywords: Anne Marie
Tharpe

FTC Red Flag

and Address
Discrepancy Rule
The Federal Trade
Commission has estab-
lished November 1, 2009,
as the effective date of
implementation of the
Red Flag and Address
Discrepancy Rule.

Keywords: FTC Red Flag

The American Academy of Audiology
has adopted 10 core values, which are
aligned with the Academy’s pillars of
advocacy, education, leadership, public
awareness, and research. These core
values are both for the Academy as

an organization and for the individual
members and represent the tenets that
govern our professional behavior.

Keywords: Core Values

Musicians and
Hearing Loss:
Interview with
Marshall Chasin, AuD
The Academy speaks with
Dr. Chasin about hearing
protection for musicians,
spectral warping, and
more.

Keywords: Marshall Chasin
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Audiology Today recently

had the opportunity to speak

with Brandon Tinianov, PhD, an
expert in the discipline of building

science, on the challenges of achieving

acoustical comfort in “green” buildings.
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Shhh! It's Not Easy Being Green!

At a September 1969 conference in
Seattle, Washington, U.S. Senator
Gaylord Nelson of Wisconsin
announced that there would be a
nationwide grassroots demonstration
on behalf of the environment. Senator
Nelson first proposed the nationwide
protest in an effort to thrust the
environment onto the national agenda.
“It was a gamble,” he later recalled,
“but it worked.” On April 22, 1970,
Earth Day marked the beginning of
the modern environmental movement.
Approximately 20 million Americans
participated, with a goal of a healthy,
sustainable environment.
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Forty years later, the “green” movement is in full force;
so much, in fact, that writers such as Thomas Friedman
and others have called for a green “revolution,” rather
than a feel-good green “party.” In Friedman’s opinion, at
the same time that we are congratulating ourselves for
tweaking our lifestyles by using paper instead of plastic
at the grocery store, the world is becoming more hot,
flat, and crowded. Certainly, although every conserva-
tion effort is a step in the right direction, the biggest
impact will be made when we break free completely
from “fuels from hell” (oil, gas, coal, nuclear) and focus
our efforts on “fuels from heaven” (solar, wind, water).
To break free from what he refers to as “petro-politics,”
Friedman and others have issued a “Code Green” alert
for the planet.

Although it is easy to become overwhelmed with the
idea of making an impact against global warming, it still
is important to consider that the collective impact of our
actions can make a difference in the world. To that end,
many clinicians have developed “green policies” in their

clinical environments, and have counseled patients to buy
their hearing aid batteries in simple packaging to minimize
waste, in addition to disposing batteries properly and buy-
ing mercury-free batteries. Audiology Today invites readers
to send their environment-friendly tips for the audiology
clinic, and we will publish the list in a future issue.
Consistent with the challenge posed by Thomas
Friedman and others, however, we also need to think
“big,” and that means thinking seriously about energy
consumption. As of 2006, buildings consume 40 percent
of the total energy consumed in the United States and
European Union. This total comprises roughly equal
amounts of energy use from commercial and residential
construction. Furthermore, nearly 40 percent of the total
amount of carbon dioxide produced in the United States
may be attributed to buildings. Considering these statis-
tics, reducing the amount of natural resources consumed
(and pollution caused) by buildings is crucial for future
sustainability. In recent years, the focus on “green” con-
struction has started a quiet revolution in the residential
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Shhh! It's Not Easy Being Green!
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and commercial industry. What does this have to do with
audiology? Ironically, like so many of our other issues, it
has to do with noise.

LEEDing the Way

The U.S. Green Building Council (www.usgbc.org) has
established a Leadership in Energy and Environmental
Design (LEED) certification system, providing third-party
verification that a building or community was designed
and built using strategies that improve performance
related to use of materials and resources, indoor environ-
mental air quality, energy and atmosphere impact and
control, water efficiency, and stewardship of resources
and sensitivity to their impact. Although the potential
impact of LEED building is huge, potentially saving the
United States economy trillions of dollars, it may also
have a negative impact for those with hearing loss by not
adequately considering ambient noise levels.

Average Scores by Category

0.94 —
0.84 —
0.96 —
0.84 —
-016 =
0.22 —
112 —
-019 —
0.92 —

Hot, Flat, Crowded...and Noisy?
A recent survey by Popular Science (www.popsci.com/environ-
ment/article/2008-02/americas-50-greenest-cities?page=1)
named Portland, Oregon, as the “greenest” city in the
United States, edging out San Francisco and Boston for the
title. Criteria used in the ranking included use of renewable
energy, mass transit, air quality, recycling, and green living
(such as the number of green buildings and the use of parks
and other open spaces in urban environments). Portland,
America’s top green city has it all, as half of its power comes
from renewable sources, a quarter of the workforce com-
mutes by bicycle, carpool, or public transportation, and it has
35 buildings certified by the U.S. Green Building Council.

It is fitting, then, that Portland served as the venue
for a special session at the spring 2009 meeting of
the Acoustical Society of America (ASA), called “The
Acoustics of Green Building.” As it turns out, it’s not so
easy being green, especially when it comes to sound

. Rest of Database

FIGURE 1. Satisfaction graph from CBE survey (www.cbe.berkley.edu) of 34,000 respondents in LEED buildings (n = 37)

and the rest of the CBE database (n = 173)

Source: www.cbe.berkley.edu
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isolation and transmission. Audiology Today had the
opportunity to speak with Brandon Tinianov, PhD, who
was cochair of the session. Dr. Tinianov is a recognized
expert in the discipline of building science and in the
creation and patenting of novel construction materi-

als to support global sustainability initiatives. He has a
PhD in Engineering Systems from the Colorado School of
Mines; a MSc in Mechanical Engineering from University
of Texas at Austin; and a BSc in Mechanical Engineering
from Tulane University.

AT: Thank you for taking the time to talk with us
today. Why would the world’s experts in building
acoustics and noise control devote an entire after-
noon to the specific sector of green buildings?

BT: Because we need to. Green buildings outperform their
“brown” counterparts in almost every measure—thermal
comfort, air quality, cleanliness, and general satisfac-
tion. But according to a study by the Center for the Built

Shhh! It's Not Easy Being Green!

Environment, a survey of 34,000 respondents found that
acoustical comfort is bad. In fact, the acoustics of green
buildings is worse than that of brown buildings.

No kidding? Why? | thought that green buildings
were quieter than brown construction.

Well, for one thing, quiet is not absolutely better. The
interplay between masking sounds and distracting noise
in buildings is complicated. For example, the more efficient
HVAC equipment typically used in green design is quieter,
so inoffensive background noise has been reduced, allow-
ing for other noise to make more of an impact. Combating
this requires taking acoustics into account during design.

And how is this done?

Green construction typically makes increased use of natural
light and open air space, which provides a migratory path
for sound. In turn, however, this decreases acoustic privacy.

_ NEW FROM PRESGOTT'S ING.

Video-micdroscopefor Enhanced Cerumen Management
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Shhh! It's Not Easy Being Green!

Average Acoustic Complaints in LEED-Rated/Green Buildings (n = 21)
and the Rest of DBE Database (n = 160)

People Talking in Neighboring Areas

People Overhearing My Private Conversations

People Talking on the Phone

Telephones Ringing

Mechanical (Heating, Cooling, and Ventilation) Systems

Office Equipment

Outdoor Traffic Noise

Other

People in Corridor

Office Lighting Noise

Excessive Echoing of Voices or Other Sounds

I I I I I I
0% 20% 40% 60% 80% 100%

B LEED/Green Building

I Database Building

FIGURE 2. Average acoustic complaints in LEED-rated/green buildings (n = 21) and rest of CBE database (n = 160)

Source: www.cbe.berkley.edu
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One of the invited speakers at the ASA special session was
Kevin Powell, a research director at the U.S. General Services
Administration (GSA). GSA is the largest property manager
in the country and has a mandate for green buildings in their
property portfolio. Kevin highlighted the need for better
privacy in their existing buildings but, more importantly,
recognition from the major green building standards regard-
ing acoustics. A survey of acoustic complaints in LEED-rated
green buildings revealed an increased number of complaints
related to privacy by people in green buildings.

Yes, a common solution is to use white noise or pink noise
to raise the ambient noise level and increase privacy.

Shhh! It's Not Easy Being Green!

Exactly.

Acoustic suitability is complex. Some relevant measures
include aural privacy, intelligibility, background noise,
and reverberation control. The key measurement param-
eters are sound transmission and sound absorption.
Sound transmission categorization (STC) is a frequency-
weighted decibel value of attenuation through walls or
floors, specifically as it relates to interference for speech
intelligibility. STC calculations of 45-50 are the minimum
necessary to prevent spoken conversation from being
heard in adjacent rooms. Without intervention, some
green buildings have STC values as low as 30 dB.
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MMUMMIDYI YISY

FIGURE 3: Principles of sound transmission and sound absorption
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STC is increased by using damped panels, and also by
extending the height of the walls into the plenum, rather
than just to the ceiling.

It doesn’t have to and the costs are not much higher. The
problem is related more to lack of awareness in the early
stages of the project.

Yes, sound absorption performance is measured as a
single rating, the noise reduction coefficient (NRC), and
ranges in value from 0 (very reflective) to 1.4 (very absorp-
tive). Green construction, which often uses nonfibrous
materials, often has very reflective properties, which we
know is bad for communication.

By not taking advantage of sustainable options for treat-
ment of ceilings and walls to increase NRC during the
planning stage. Although the costs of initial construction
can be minimal, re-engineering for sound absorption or
sound transmission problems may be prohibitive. The
majority of the time, however, cost isn’t the issue. Rather,
plans are developed without consideration for the acous-
tical function of spaces, because you can’t “see” noise

on a plan. The problems only surface when experienced
by the occupants. Currently, there is no strong advocacy
for acoustic design in green buildings, and in fact, some
important noise-mitagating materials are prohibited,
and this may impact both normal hearing and hearing-
impaired persons. There are minimal LEED credits
awarded for acoustics in schools and hospitals.

Shhh! It's Not Easy Being Green!

Exactly. During the Acoustical Society session in Portland,
the panel’s points and concerns over current green rating
systems were profiled in a Scientific American article titled “It’s
Not So Easy Being in a Green Building.” As David Sykes, my
session co-chair stated, “There’s a need for the profession to
understand what’s going on in the LEED world and a need for
the LEED world to understand what’s going on in acoustics.”

David Fabry, PhD, is the content editor for Audiology Today
and the chief of audiology at the University of Miami, in Miami,
FL. Send comments about this article to dfabry@audiology.org.
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It's a Matter of Ethics

BY CATHERINE V. PALMER

rian Walden (2009) published an outstanding

article summarizing the recent history of profes-

sional ethics in audiology and providing very clear
guidelines in terms of what clinicians need to do in rela-
tion to conflicts of interest. There has been a strong focus
on professional ethics from the Academy since about 2001,
and this focus certainly appears to be important and
appropriate. But what about ethical practice? I wonder
if we have conveniently focused on professional ethics
not only because it is important but because it actually is
quite easy to talk about without implying anyone is really
doing anything wrong. Most presentations start with
something like “Although the gifts you are taking aren’t
impacting your treatment choices, the perception is that

there could be an impact.” Somehow this lets us off the
hook and provides us the chance to change our behavior
not because we were actually doing something wrong
but because others might think it was wrong. If we talk
about ethical practice, we have to be comfortable saying
that there are hearing health-care professionals who are
not practicing ethically; there are people doing the wrong
thing, and it has nothing to do with perception. There

is no room for a statement like “It’s okay that you aren’t
following best practices by not measuring the output of
the hearing aid you are fitting, and it’s okay that you are
charging for your expertise but not using it—it’s just that
someone might perceive this as the wrong way to fit hear-
ing aids.” Perception is not reality here; reality is reality.

SepOct2009 | Audiology Today
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Unethical practice negatively impacts our patients and
negatively impacts our profession. We are all responsible
for our profession and must not tolerate behavior that
would harm our collective reputation and ability to func-
tion as an autonomous profession dedicated to providing
communication solutions.

The U.S. Food and Drug Administration (FDA) currently
regulates hearing aids. This implies that hearing aids are
considered devices that could potentially be dangerous
to the consumer and that they are devices that need to
be dispensed by individuals with expertise in verifying
the performance of these devices. Therefore, hearing
aids need to be fit by individuals knowledgeable about
their features, able to manipulate the various parameters,
and equipped to measure the output of these devices in
the ear canal of the individual who will be using them.
Practitioners must be capable of interpreting data in light
of evidence related to how best to achieve the goals of
a hearing aid fitting (audibility for a variety of levels of
input, comfort, and sound quality).

Failure to measure implies that the hearing health-
care professional believes the manufacturer’s hearing
aid settings are appropriate for the individual patient
and there is no need for verification. The evidence that
clearly indicates this is a false assumption includes work
by Hawkins and Cook (2003), who reported a clear trend
for manufacturer-simulated values to overestimate the
output that was actually provided by the hearing aids
with differences of as much as 20 dB. Keidser et al (2003)
demonstrated that different manufacturer algorithms
provided significantly different amounts of gain for the
same hearing loss through their first fit settings. Mueller
et al (2008) showed that there were significant differences
between manufacturers when it came to the prescribed
maximum output of hearing aids as well. The prescribed
maximum output for six hearing aids from different man-
ufacturers resulted in differences of more than 15 dB, and
the estimated output graphs varied by more than 8 dB
compared to measured outputs. Underfitting leaves sound

Audiology Today | SepOct2009

inaudible, and overfitting can potentially harm an indi-
vidual. Both results are intolerable and are avoided when
the actual output in the individual’s ear is measured.

Mueller (1998) reported that only 34 percent of the
audiologists responding to a Hearing Journal survey
indicated that they used real-ear probe microphone mea-
surements. Perhaps most disturbing in this survey was
that 12 percent of these individuals indicated that RETZ
was their measure of choice, and, of course, this is not a
measurement at all (just a meaningless set of initials that
Dr. Mueller added as a foil!). Mueller replicated this survey
in 2005 and found similar, disappointing results with very
little difference between individuals possessing varying
degrees (MA vs. AuD) or years of practice. He had hypoth-
esized that newly graduated AuDs would be using best
practices since these clinicians were fortunate enough to
be in doctoral-level programs where one would assume
evidence-based practice formed the curriculum. This was
not the case.

Bamford et al (2001) reported that only 20 percent of
individuals fitting amplification to children used real-
ear probe microphone measures. These individuals are
comfortable relying on manufacturer estimations that
Seewald et al (2008) showed generated substantial varia-
tion in output in a population that is unable to provide
reliable reports about audibility and comfort. This is
a population brought to us by parents who trust us by
virtue of our membership in a profession. They trust that
we are using the latest data and technology to insure that
their baby hears the sounds that will be critical to speech
and language development. Seewald (2008, p.26) notes
that “Failure to appropriately verify the electroacoustic
performance of the hearing aid in terms of predicted
speech audibility and maximum hearing instrument
output can result in obstructing the language benefits
an infant would have otherwise received from being
identified at an early age and optimally fitted.” This is not
something any of us would want to be accused of, yet this
is exactly what the accusation would be. The individual
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is not time for real-ear probe microphone measures, then
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Audiology practice guidelines clearly state the
standard for verifying the output of a hearing aid. The
Academy’s Guidelines for the Audiologic Management of Adult
Hearing Impairment states that “Prescribed gain (output)
from a validated prescriptive method should be verified
using a probe microphone approach that is referenced to
ear canal SPL.” The guideline goes on to indicate that this
can be “simulated” with the use of real-ear-to-coupler
difference (RECD), which consists of a probe microphone
measure that establishes the difference between the cou-
pler and real ear so the actual response in the ear canal

can be accurately estimated. This is the recommended
method for fitting pediatric patients since the RECD is

a quick measure that does not require the child to sit
still for an extended period of time while fine-tuning
takes place. The Academy’s Pediatric Amplification Protocol
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coupler electroacoustic results.” during every call.

Are best practices a matter of ethics? The Academy
and American Speech-Language-Hearing Association

(ASHA) codes of ethics make it clear that failure to fol- . Your Single Source for Assistive Devices
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sional competence, including participation in continuing
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education,” and Principle 4 states that “Members shall
provide only services and products that are in the best
interest of those served.” Principle of Ethics II from the
ASHA Code of Ethics states that “Individuals shall honor
their responsibility to achieve and maintain the highest
level of professional competence.” All of these statements
point to the assumption that an ethical practitioner will
follow the best practices supported by evidence and pub-
lished by their professional organizations.

Until recently, clinicians who did not use real-ear
probe microphone measures were in essence protected
from questioning consumers. How could hearing aid
purchasers know the standard for verifying the hearing
aid response? The patient saw that the hearing aids were
connected to a computer and there were graphs on the
computer screen. These graphs do not represent measure-
ments. Measurements result from a microphone being
placed in the ear canal (either from an independent real-
ear probe microphone system or from an integrated probe
microphone system that may accompany a particular
hearing aid). With the recent publication of the Consumer
Reports (2009) article focused
on hearing aids, consum-
ers now have information
that may empower them to
ask the hearing health-care
provider exactly how the
hearing aid response will
be verified. Consumer Reports
indicates that “of that battery
of tests, one stands out as a
must-have: the real ear test, which measures the match
between your hearing loss and the response of your
hearing aid.” The article continues with a quote from Dr.
Todd Ricketts, “There is evidence that you get a better
fitting with a real-ear test and people are more satisfied”
(Consumer Reports, 2009). The discussion of this quote on
the Academy SoundOFF listserv prompted a comment
from one audiologist who indicated that there could be an

“over-reliance on real ear measures.” It was heartwarming
to see Ryan McCreery’s (audiologist at Boystown Hospital,
Omaha, Nebraska) response to this comment,

In my humble opinion, there’s no such thing

as an over-reliance on real ear measures
among audiologists. The problem is that the
vast majority of audiologists don’t do real ear
verification so they have no idea what the fit of
the device is in that individual patient’s ear...

I agree that prescriptive targets are akin to

Audiology Today | SepOct2009

normative values, and I view them as a start-
ing point rather than a strict guideline to take
into account the individual loss of the patient.
Regardless of whether or not you choose to
even use prescriptive targets, real ear mea-
sures still provide evidence that speech is
audible through the hearing aid, which is not
something that can be reliably determined
from the manufacturer fitting screens or algo-
rithms....  hope we can continue to discuss
the reasons that hearing aid acceptance is not
higher in the hearing-impaired population. The
fact that a doctoral profession is arguing about
whether or not to individually verify the gain
and output of a hearing aid in a patient’s ear
that takes less than 5 minutes might just be a
good place to start.

If you are wondering if providing this level of verifi-
cation will establish you as an expert and set you apart
from other providers, keep in mind that it does not

require any particular exper-
tise to attach cords to a HiPro
Box, double click on NOAH,
enter a patient name, click
hearing thresholds on a graph,
double click on a manufac-
turer icon, and click “first fit.”
This level of “expertise” does
not require a doctoral degree.
As a profession, it is time to be
expert. An expert knows exactly what levels of sound are
being produced in an individual’s ear canal. These data
are used for the initial hearing aid fitting and counsel-
ing, subsequent fine-tuning, and assisting in establishing
realistic communication expectations based on the level
of audibility that has been achieved across input levels
and frequencies. ®

Catherine V. Palmer, PhD, is the director of audiology at the Eye
and Ear Institute at the University of Pittsburgh Medical Center
and associate professor in the Department of Communication
Science and Disorders at the University of Pittsburgh.
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nfortunately, there’s no Holy Grail in relationships.
Sometimes patients seek professional help with
problems for which the professional is well trained
and competent, and sometimes they don’t. Sometimes
patients want help with their hearing problems but they’re
not sure they want to do the work or spend the time or
money required to get the help they need. Each situation is
unique. There’s no “one size fits all” solution.
Beck et al (2007) noted professionals typically don’t
see the most difficult cases. That is, the ones that really,
really, really are determined not to do anything about their
hearing problems simply don’t walk through the door.
Generally, professionals only see patients who choose
to come through the door. Hearing loss is the third most
prevalent chronic health problem in the United States,
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exceeded only by arthritis and hypertension (Chisolm et
al, 2007). Nonetheless, of the more than 31 million people
with hearing loss in the United States, hearing profession-
als only fit about 23 percent with hearing aid amplification
(Hou and Dai, 2004; Kochkin, 2005). Therefore, some 77
percent of people with hearing loss are not receiving ben-
efits from amplification and aural rehabilitation.

thinking, emotions, and cognition. Thus, connectivity is
essentially a human experience. Connectivity may have
been the essence of the famous Helen Keller quote, “Life
has taught me that being blind separates me from things,
but being deaf separates me from people.”

Connectivity is so primary and basic that it often
goes unnoticed when thoughts, feelings, emotions, and

Given that amplification devices enhance

connectivity and improve people’s quality of life,

it follows that people with hearing loss should be

banging on the audiologist’s door! Unfortunately,

most people who would benefit from amplification

avoid the door at all costs.

The patients we’ll address in this article are from the
23 percent we see. Even among these, some leave the
office without doing anything. Perhaps they leave because
we have not effectively connected with them, or perhaps
we failed to understand their motivation, situation, or
purpose. The goal of this article is to offer suggestions,
concepts, and insights regarding patients who leave
without doing anything. Unfortunately, if we don’t do all
we can to establish successful relationships with each
patient, the result may be no relationship.

The three primary themes we’ll address are connec-
tivity, influence, and motivational interviewing. These
are each somewhat intuitive, and many successful
professionals use bits and pieces of these themes already.
However, human interactions are diverse and compli-
cated. The three themes are not mutually exclusive; they
clearly interact, overlap, and intertwine. Acquiring a
working knowledge of each allows us to be more cogni-
zant of the invisible “forces” working for and against each
professional-patient relationship.

Connectivity

Beck and Harvey (2009) framed connectivity as a shared
internal experience founded on listening, feeling,
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cognitive activities are healthy and stable. However, when
connectivity fails to operate normally due to hearing

loss, or loss of emotional content, or reduced cognitive
ability secondary to the aging process, the failures of each
exacerbate the other, often resulting in “negative synergy”
(Schum and Beck, 2008; Beck and Clark, 2009).

Connectivity and Untreated Hearing Loss
When hearing loss is untreated, social phobias, depres-
sive symptoms, and frustration and anger in relationships
are likely (Harvey, 2001; Kochkin, 2006). Engelund (2006, p.
174) noted that untreated hearing loss can even threaten
one’s self identity.

Reduced connectivity often results in a reduced
quality of life (QOL). Indeed, even pediatric patients
have suffered negative QOL consequences secondary to
hearing loss. In a study of 137 children, ages 8 to 17 years,
treated for neuroblastoma, Gurney et al (2007) reported
that children with hearing loss were at greatest risk for
academic learning consequences as well as psychosocial
difficulties and decreased self-reported QOL.

Engelund reported (see Beck, 2007) that if an individual
does not self-identify as a person with hearing prob-
lems, they are unlikely to seek or welcome solutions to



hearing problems they neither recognize or acknowledge.
Engelund (2006) addressed problem solving behaviors of
hearing-impaired people and noted intentional change
involves emotion, cognition, and behavior. Regarding the
(approximate) four out of five of people with hearing loss
who do not seek treatment, Engelund (2006) suggests that
rather than viewing them as stigmatized or in denial, we
(and they) would benefit from viewing them as being in
different stages of the hearing loss recognition process
and as needing different kinds of attention and rehabilita-
tion. Not all people follow these stages step-by-step in a
predictable or linear fashion. Some skip steps, and some
repeat steps, and some get stuck in steps for extended
periods of time, perhaps forever. Engelund’s (2006) four
stages of recognition of hearing loss are:

1. Attracting Attention (people with an emerging hearing
problem)

2. Becoming Suspicious (people who start to think they
might have hearing problems)

3. Sensing Tribulation (awareness of hearing loss and
recognition of problems)

4. Jeopardizing Self (awareness of dangers related to
untreated hearing loss and awareness that their QOL
can suffer from untreated hearing loss).

Connectivity and Treated Hearing Loss

When hearing loss is treated via amplification, improve-
ments in relationships as well as improved intimacy and
warmth within family and group relationships are evi-
dent. From an individual psychological level, emotional
stability and a sense of control tend to improve when
amplification is employed to treat hearing loss.

In their comprehensive report, Chisolm et al (2007)
addressed QOL as it relates to hearing aid amplification
in adults. After systematic review and meta-analysis of
16 previous studies, the authors concluded that hearing
aids do improve health-related QOL by reducing psycho-
logical, social, and emotional effects of sensorineural
hearing loss.

As advanced amplification tools become commercially
available, the opportunity for enhanced human connec-
tivity and improved QOL also increases. When people
connect seamlessly and wirelessly with ease and efficiency
using intuitive and familiar tools, connectivity increases.
Technical achievements that facilitate enhanced access
between advanced hearing aids and more traditional
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devices (such as television and landline-based telephones)
through wireless systems (i.e., Bluetooth, WiFi, near field
magnetic induction [NFMI], and FM systems) are of para-
mount importance, as they facilitate increased connectivity.
In years past, audiologists provided hearing aid ampli-
fication and then also provided multiple assistive listening
device (ALD) systems to allow patients to communicate

Reciprocation

Reciprocation is the tendency to give back to others. In
almost all human exchanges, when we give first, the
other person is extremely likely to give back. If a friend or
colleague offers you a service or acknowledgment, you're
very likely to return the gesture. When someone extends
their hand to you, you extend your hand and shake.

People prefer to engage with people they like.

You must genuinely like your patients,

and they must like you.

via telephone, watch television, and appreciate music.
Unfortunately, the ALD system was often perceived by the
patient as “just one more thing” to learn about, purchase,
and figure out how to use. Patients often responded with
“I'll think about it,” and that was that. Now with integrated
and wireless solutions to connect so many common
sound sources to advanced hearing aids, connectivity

has become seamless, easy, intuitive, and wireless and
increases access to people.

The Clear Dilemma

Given that amplification devices enhance connectivity and
improve people’s quality of life, it follows that people with
hearing loss should be banging on the audiologist’s door!
Unfortunately, most people (perhaps 77 percent) who would
benefit from amplification don’t actually bang on the door.
Rather, they avoid the door at all costs. How can we influ-
ence or motivate those who request our assistance?

Influence

The ethical use of influence relates to having integrity,
placing the needs of the patient above the needs of the
professional, and understanding how people think. In
his books Influence: Science and Practice (2008) and in Yes!
50 Scientifically Proven Ways to Be Persuasive (2008), psy-
chologist Robert Cialdini, PhD, and coauthors Goldstein
and Martin addressed six primary principles of ethical
influence. The principles are extraordinarily easy to
understand, are universal across all human relationships,
and can specifically be applied to audiology and aural
rehabilitation. The six principles are reciprocation, scar-
city, authority, consistency, liking, and consensus.
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People like to, and people tend to, reciprocate.

Reciprocation occurs in marketing initiatives too.
When charitable groups send direct mail appeals for
financial support, the return rate often approaches 25
percent. To achieve this stellar response they often send
along an almost insignificant packet of personalized
address labels or similar trinket. As a result of receiving a
gift, many people respond with a financial donation.

Perhaps an effective application of the reciprocation
principle (with regard to amplification) is a trial period
with advanced amplification and connectivity devices.
When individuals experience positive life-changing ben-
efits through advanced technology within their personal
and daily lives, they are more likely to pursue these tech-
nologies than they would have been without experiencing
the benefit firsthand. In other words, the offer of a trial
and the trial itself represent the initial gesture from the
professional to the patient.

Scarcity

Scarcity is the tendency for people to want more of things
they can only have less of. For example, rare coins, tickets
to a sold-out Broadway show, Mickey Mantle or Babe Ruth
baseball cards, never-opened original vinyl versions of
The Beatles’s Sgt. Pepper album, and so on. People like
rare, scarce, and unique. However, scarcity can go beyond
physical items and may include unique or rare services
combined with unique or rare products. For example,
when advanced hearing products are introduced, pro-
fessionals attend product-specific training to acquire
knowledge to fit these products. The combination of a
sophisticated product and a highly trained professional



may infer the scarcity principle. Thus, the hearing-care
professional markets their advanced training in tandem
with the new product. Dentists, optometrists, and oph-
thalmologists often market their talents combined with
the latest tools in their professions, also.

Authority
Authority is straightforward. In essence, people like to
know the professional they’re working with is an author-

ity within their profession and has impressive credentials.

Physicians, dentists, and optometrists, as well as accoun-
tants, attorneys, psychologists, social workers, and
cosmetologists, place their professionally framed creden-
tials (diplomas, licenses, certificates, awards, etc.) in plain
view. These credentials establish the professional as an
educated person, a person with superior knowledge and
talents—in brief, an authority.

Consistency
People’s behavior tends to be consistent with what they
say. This is a core tenet of motivational interviewing
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(discussed below). Professionals must listen carefully and
intentionally elicit patients’ verbalizations. The words the
patient chooses to articulate their intentions and abili-
ties to change (e.g., seek amplification) reflect their own
thoughts processes and intentions. When we successfully
incorporate their wants and needs into an aural rehabili-
tation strategy, we increase the likelihood of connectivity
and the chance that aural rehabilitation will progress and
succeed.

Liking (i.e., likability)

People prefer to engage (or do business) with people they
like. Conversely, they don’t like to do business with peo-
ple they don't like. If the professional or patient notices a
sincere, real, or genuine reason to like the other person,
it makes the relationship easier and makes connectiv-
ity more probable. There are two corollaries to the liking
principle. First, you must genuinely like your patients,
and second, they must like you. It is difficult to establish
connectivity with people you don’t like. Motivational
interviewing (MI) is a counseling approach that is quiet
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and friendly, not threatening, domineering, or persuasive.
As such, MI has the ability to enhance likability.

Consensus

People generally look around to see what happened to
others in similar situations. When faced with major medi-
cal decisions, all of us want to know the odds of success
based on people who have been through it before. To
address consensus, audiologists may provide written
testimonials and photos in their waiting room, arranged
in intuitive and easily navigable sections to make it easy
for the patient to find others “just like me.”

Motivational Interviewing

Motivational interviewing (MI) was originally developed
as a goal-directed, patient-centered counseling tool to
help alcoholics who had been resistant to change (Miller
and Rollnick, 2002). MI has been successfully applied to
smoking cessation, weight reduction, drug programs,
and more (Centers for Disease Control and Prevention,
2005). MI might be thought of as a protocol designed to

Stages of Change

Pre-contemplation

Contemplation

Determination

Action

Maintenance

Relapse

Source: Prochaska et al, 1994.
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maximize effective and appropriate influence manage-
ment. To successfully use MI, the audiologist directs
conversational discourse to probe and reveal the desired
outcomes—as seen by the patient (Rubak et al, 2005; Beck
et al, 2007; Harvey, 2007). In other words, the audiologist
sets up a context in which the patient states the reasons
for change.

There are four categories of self-motivational state-
ments (i.e., “change talk”) that the professional elicits
from the patient via purposeful questioning. Problem
recognition might be as simple as asking the patient, “Is it
more difficult for you to hear in a cocktail party or noisy
restaurant?” An expression of concern might be elicited by
asking, “Do you have concerns about what your friends
might think if you wear hearing aids?” The intention to
change might be evaluated by asking, “If the hearing aids
really helped, can you imagine wearing them?” Lastly, the
degree of self-efficacy to change can be elicited with “Do you
think you’ll be able to wear hearing aids at work and at
home?” An audiologist’s dream scenario would be for the
patient to respond as such:

Patient denies the problem.

Patient is ambivalent, considers change, rejects change.

Patient’s motivational balance tips toward change.

May include hearing aid acquisition or aural rehabilitation.

Help patient identify and use strategies to prevent relapse.

Help patient avoid demoralization of relapse.




Wow, I guess there’s more of a problem than I
thought and I'm really, really concerned about
the effects of my hearing loss. I think it’s way
past time for me to address this, and I'm ready,
willing, and able to do this as soon as you can
fit me in your busy schedule! How can you help
me?

Fantasy aside, change is not always linear (see
Engelund, 2006). Patients often experience repetitive
stages in the course of acknowledging and addressing a
problem, sometimes beginning with denial.

It is a common phenomenon; when professionals are
confronted with a patient “in denial,” we become anxious.
Then, to mitigate our anxiety, we talk more, lecture more,
and use more impressive-sounding words. This strategy
is very likely to backfire. As noted above, the patient and
professional need to like each other. As our anxiety and
syllable counts increase, our likeability index decreases.
Professionals skilled in MI tend to talk less, ask more
questions, and listen more. Ml is a counseling style, and it
is nonconfrontational.

The “Stages of Change” are summarized in the sidebar.
(A similar illustration, the “Wheel of Change,” appears
in the following sources: Prochaska et al, 1994; Harvey,
2003a, 2003b; Beck et al, 2007; Harvey, 2008)

Ambivalence and Mi

Sigmund Freud may have had some strange ideas, but he
was clearly correct when he said that every decision is
characterized by some level of ambivalence. Ambivalence
refers to the simultaneous feeling of wanting and not
wanting something, a feeling of attraction and repulsion
to the same thing. Ambivalence often means seeing the
good and bad, the right and wrong, the advantages and
disadvantages, while being uncertain as to which path to
follow.

Freud’s dictum is absolutely relevant to the task of
health-care professionals. Our task is more than giving
advice; our task includes motivating patients to do what’s
in their best interest. Sometimes, using traditional coun-
seling techniques just gets one deeper and deeper into
trouble. That is, when a professional voices one side of the
patient’s ambivalence (change), it precipitates the patient
voicing the other side of ambivalence (no change). Indeed,
the more the audiologist advocates for change, the more
the patient advocates for staying the same. The more we
push, the more they pull.

For example, if the audiologist says, “Hearing aids will
make it easier for you to hear,” the patient might say, “I

Creating Successful Professional-Patient Relationship

Students

Do you know fellow students that
are not members of the Student
Academy of Audiology?

Recruit them to be a member of
the only student organization of,
by, and for audiology students.

SAA membership is open to all AuD
and PhD students in audiology
and the hearing sciences.

Visit www.studentacademyofaudiology.org
to download membership applications and
chapter information.

Student Academy of Audiolog J‘W’

SepOct2009 | Audiology Today

43



Creating Successful Professional-Patient Relationship

hear pretty well most of the time.” If the professional says, Motivational interviewing guides the professional to
“It’s been shown that hearing aids can improve the quality =~ talk less and ask more questions to encourage the patient
of your life,” the patient might say, “Uncle Fred is 89 years to do most of the talking. There is an important caveat:
old, deaf, doesn’t want or wear hearing aids, and he’s What you don’t talk about can hurt you. Nietzche said,
doing just fine!” We've all been there. “Silence is poison.” Keep in mind, the goal is not to elicit

Joan’s Hearing Aid Balance Sheet

Get Hearing Aids Do Not Get Hearing Aids
I More social and family involvement Continued feeling of isolation I
I Hearing the bids at bridge games Not playing bridge I
I Understanding the grandchildren more easily Difficulty with soft speech and mumblers I
I Hearing the TV easily Playing the TV very loud I
I Improved ability to use cell and landline phones Continue to avoid picking up the phone I
I Finally getting the last word Continue to argue with son I
I Cost issues Keep the money in the bank I
I Less frustration Same/worse frustration I
I Less anxiety Same/worse anxiety I
I Less stress Same/worse stress I
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just any talk. The professional must try to elicit change
talk related to problem recognition, expression of con-
cern, intention to change, and degree of self-efficacy. The
audiologist’s task is to elicit, understand, and effectively
manage the patient’s ambivalence.

For example, a patient with a mild hearing loss
may experience ambivalence that pivots on her desire
to hear more clearly combined with her reluctance to
wear hearing aids due to cosmetic concerns. Or she
may desire the ability to use her cell phone easily, while
feeling reluctant to pay for hearing aids (as an aside,
patients with mild and moderate degrees of hear-
ing loss often have pronounced levels of ambivalence,
whereas patients with severe and profound hearing loss
have less ambivalence because their need to “manage”
their hearing loss is greater). Thus, the audiologist who
appreciates “amplification ambivalence” can respect-
fully make ambivalence part of the audiologist-patient
dialogue, thus voicing (airing) hidden concerns and
managing them more effectively, while achieving and
maintaining “likability.”

Joan is a 68-year-old who recently stunned her adult
son by agreeing to an audiology appointment. The audi-
ologist, trained in motivational interviewing, did not rush
to be an “agent of change.” Rather, he said, “I believe hear-
ing aids will help, but I'm sure you have some concerns,
too.” He helped Joan fill out a Hearing Aid Balance Sheet
(see sidebar) to help her acknowledge and amplify (pun
intended) her ambivalence regarding pros and cons of
wearing hearing aids.

Joan’s balance sheet reflects the concerns and
thought processes Joan considered and worked through
prior to arriving at her decision to try hearing aids. Once
the issues were aired and placed “on the table,” the
audiologist could directly affirm and validate Joan’s
ambivalence and enter into a frank discussion of the
issues important to Joan.

Motivation is not a general trait existing
within...an individual...but is an important
part of the counselor’s task...[which is] not
only to dispense advice but to motivate—to
increase the likelihood that the client will
follow the recommended course of action.
From this perspective, it is no longer sensible
for a [health-care professional] to blame a
client for being unmotivated to change, any
more than a salesperson would blame a
potential customer for being unmotivated to
buy. Motivation is an inherent and central
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part of the professional’s task. [Miller and
Rollnick, 2002]

Conclusion

Relationships are multilayered, diverse, and dynamic.
There is much more to professional-patient relationships
than diagnostics, hardware, and software. The quality

of the relationship between the professional and patient
impacts whether or not the patient accepts our guidance
and recommendations. Successful professionals are able
to draw on their personal qualities and skills to achieve a
higher level of connectivity and to influence and motivate
their patients to achieve an improved quality of life.

Motivational interviewing is a directive, patient-cen-
tered counseling style for increasing intrinsic motivation
by helping patients explore and resolve ambivalence.
Through MI, the patient and the audiologist experience
connectivity as the patient becomes an active participant
in the discourse, as opposed to the patient serving as a
recipient of professional information. The “decision to
change” results from this collaborative discourse, which
leaves the patient feeling validated, respected, and liked
by the professional.

These principles (connectivity, influence, and moti-
vational interviewing) remind us of the 76-year-old
woman who joyfully reported to her family that she
finally got hearing aids! She had previously visited and
frustrated many audiologists. Her daughter asked her,

“Why now?” She replied, “He was the first person that
asked me ‘How are you doing?,” and, he really, really
wanted to hear my answer.” ®

Douglas L. Beck, AuD, is director of professional relations
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consulting faculty member at Salus University and a clinical
psychologist in Framingham, MA.
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HEARING AlD
DELIVERY MODELS

PART 1 OF 2

BY ROBERT SWEETOW

In 2008, Alison Grimes, AuD, president of the American Academy

of Audiology, ordered the creation of the Task Force on Hearing Aid

Delivery Models, led by Robert Sweetow, PhD. This article is part 1

of 2 describing the findings of the task force's work. The second part

of this article, to appear in the Nov/Dec issue of AT, will discuss the

recommendations of the task force to the Academy Board of Directors.
Patients with hearing impairment who are seeking rehabilitation

can receive hearing aids through a variety of delivery models: from an

audiologist, from a hearing aid dispenser, from a physician, by mail

order, over the Internet, or over the counter. Several central questions
arise when we consider the available delivery models: What are the
pros and cons of bundling versus unbundling? What are the crucial
issues that audiologists must consider when establishing insurance
contracts? Should Internet, over-the-counter, and mail order sales be
managed, and how should audiologists participate? Should there be

any regulation on dispensing by nonaudiologists?
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In 1977, the American Speech-Language-Hearing
Association (ASHA) Code of Ethics Section C-1a stated
that audiologists “must not accept compensation in
any form from a manufacturer or dealer in prosthet-

ics or other devices for recommending any particular
product.” This ruling, in effect, banned audiologists
from selling hearing aids to patients, and as a result,
dispensing was performed primarily by hearing aid
dealers. In 1978, however, the Supreme Court ruled that
“A society’s canon of ethics having the effect of limiting
compensation among the society’s members is ille-
gal.” Following this decree, 900 audiologists engaged in
direct hearing aid dispensing in 1979. By the end of the
1980s, it was estimated that 5,000 audiologists were
dispensing hearing aids, and now as many as 10,000
audiologists are believed to dispense. The effect of this
shift has been that the majority of hearing aids are now
dispensed by audiologists, with the remainder of hear-
ing aids continuing to be dispensed by nonaudiologists
(i.e., hearing instrument specialists and, to a lesser
degree, physicians).
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As baby boomers age, the number of individuals requir-
ing hearing aids and auditory rehabilitation have and
will continue to increase substantially. Correspondingly,
there has been an increase in the number of insurance
benefits that apply to hearing aids. In many instances,
the insurance companies and state organizations dictate
how services and products are to be billed and provided,
that is, whether the services and products are bundled
together or unbundled (i.e., listed, itemized, and paid for
separately). It is reasonable to anticipate that third-party
involvement will continue to grow, and with health-care
reform on the very near horizon, the larger unknown is
how payment scenarios will unfold.

Another factor likely to exert an effect on the future
of hearing aid delivery models is the increase in hear-
ing aid sales via Internet and/or mail order. Trends have
clearly shown that modern consumers (sometimes called

“e-patients”) are becoming more computer savvy and have
substantially increased online purchases. In addition,
technological advances may produce offerings for over-
the-counter sales of hearing aids.

Findings

While each of the aforementioned central issues con-
tains important and controversial aspects, a common
factor that has major implications for each subject is
the development of a transparent fee schedule. The
analysis of the four issues that led to this conclusion is
discussed below.

Bundling Versus Unbundling

Bundling refers to the practice of combining products
and services into a single fee. Unbundling means that
products and each service are listed separately in any
billing statement. There are no data that definitively
support either bundling or unbundling fee strategies for
audiologists.

Traditionally, audiologists dispensing hearing aids
have been bundling services and products together. Part
of the reason for this relates to insurance and other third-
party payer restrictions. In addition, patients may want
the process of purchasing hearing aids to be easily under-
stood. Unbundling service from the hearing aid may
confuse the patient, and lead the patient to believe that
vital services could be eliminated in order to minimize
cost. Patients may not understand why so many proce-
dures are needed (i.e., probe microphone measures, COSI,
QuickSIN, outcome measures, postfitting rehab, etc.) for
their hearing aids to be professionally and correctly fit to
their hearing loss.

Hearing Aid Delivery Models: Part I

Conversely, if the product and services are bundled,
patients may not understand why hearing aids cost
so much. By unbundling, audiologists can convey to
their patients the true cost of product versus cost of
service. Unbundling would allow for transparency (and
consistency) that could produce increased confidence,
trust, and understanding by patients of the professional
component involved in prescribing and fitting hearing
aids. In other words, unbundling may assist the patient
in understanding the value of the professional services
provided by audiologists. This argument is analogous
to a knee replacement. The prosthesis has limited value
without the professional expertise and services of the
surgeon and physical therapist, both of whom expect to
be reimbursed. Retail models are far more common in
general merchandising offering “sales” and “discounts”
to the general public. There is a focus on products rather
than (diagnostic and rehabilitative) services. Service
providers are blended and appear to have the same
“sales” credentials and expertise. Audiologists should
not give away professional services. Doing so devalues
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Before contracting with an insurer, be prepared to answer the following questions:

What is the reimbursement schedule for all services that the
practice wishes to provide?

How often is the schedule updated, and how is the practitio-
ner notified of the changes?

What are the service provisions of the contract?

Is the practitioner contracted for providing diagnostic ser-
vices only?

Is the practitioner contracted for providing durable medical
equipment (DME)/hearing aids only?

Is the practitioner contracted for both diagnostic and DME/
hearing aids?

Are there separate contracts for diagnostic and DME/hearing
aids? Note that if the audiologist is not contracted for DME/
hearing aids, he or she is not bound by the payer’s fee sched-
ule for DME/hearing aids. That said, the contracted rates, which
may be discounted for diagnostics, may be applied to the hear-
ing aid benefit, often an undesirable and unknown scenario.

Does the contract comply with state and federal laws and
regulations? Note that if the contract dictates “free” services
such as hearing tests, there may be a conflict with federal
law if the audiologist is charging Medicare for the same
procedure. Remember that the most that one can charge a
federal program is the least that one can charge a patient or
insurance company.

Are there any prior authorization requirements?

What are the in-network and out-of-network provisions in
the contract?

What are the allowed charges, patient copayments, and
i ions?

Does the contract allow for billing of noncovered services to
the patient?

Does the contract allow the audiologist to capture additional
fees in the provision of the service by utilizing the HCPCS
codes for those services?

Can patients choose products and services that exceed the
allowed charges? In other words, are patients allowed to pay
for upgrades as part of the contract if they so choose?

Are there limitations on products and services that may
be provided? That is, does the contract limit the patient to
only certain manufacturer makes, models, and levels of
technology?

Is the provider reimbursed for all services, or are there
provisions for nonbillable (uncovered) services, visits, or
products? For example, does the insurer require free hearing
tests, a certain number of hearing aid checks, services for a
certain number of years, warranties, batteries, etc.?

What is the claims submission process (i.e., paper or electronic)?
Where is the claim to be sent?

How long will it take to be reimbursed?

Is there a penalty/late fee/interest that would be added
when reimbursement is late?

Are insurance waivers allowed?

Must the audiologist carry liability insurance and, if so,
how much?

Are there any fees associated with plan participation? If so, is it
per office location, per provider, per occurrence, or annually?

ient records?



our expertise and may in fact be illegal in certain cir-
cumstances, such as when a practice bills Medicare for
hearing tests but then provides the same hearing tests
to another patient for free. Audiologists should quantify
all the procedures done and identify every available
code that was performed and that can be billed. It is
common for audiologists to not have an unbundled fee
schedule simply because there are no apparent codes
available. But the reality is that audiologists can utilize
both CPT (Current Procedural Terminology) codes and
HCPCS (Healthcare Common Procedure Coding System)
codes in establishing a fee schedule.

Another positive aspect of unbundling is that it forces
audiologists to have an understanding of their cost of
doing business and a rationale for establishing fees for
procedures, devices, and services. However, it is impor-
tant to note that audiologists should not imply to patients
that the “invoice cost” is the total cost of that product.
There are other direct and indirect costs attached to
the product that are involved. As stated below in the
discussion of Internet and mail order purchases, this
understanding is critical when establishing fees for hear-
ing aids purchased elsewhere. Unbundling also might
protect audiologists who are forced by state law (i.e., in
California) to return professional service related fees
when the patient returns hearing aids for credit.

The decision to bundle or unbundle ultimately must
be made by each audiologist given his or her unique
practice needs. Even though approximately 50 percent
of audiologists are not self-employed, and thus may
not be the decision makers for their practice, they still
should be aware of the arguments and facts in order to
present legitimate and/or necessary pricing strategies
and options to their employers. It is clear, however, that
whether a bundled or unbundled fee structure is chosen,
it is important that each product and professional service
included in the hearing aid fitting process be individually
and appropriately priced. Offering “free” services is mislead-
ing (and may be illegal for those filing claims to Medicare).
Decisions about the mix of products and services
included in either fee strategy should ideally be evidence
based (both from a practice management point of view
and from a professional point of view).

Establishing Insurance Contracts

Most insurance polices do not cover hearing aids.
However, there is a trend toward increasing third-party
payer involvement, and it is likely that competition
among insurers will continue to drive this movement as
well as health-care reform. Some insurance contracts

Hearing Aid Delivery Models: Part I

have fixed rules while others are subject to negotiation.
Audiologists need to have a clear understanding of the
issues involved prior to entering negotiation or a contrac-
tual agreement (see sidebar).

Once these issues are clarified, the audiologist must
still determine whether the terms and reimbursement
levels of the contract meet the costs and the profit
margins necessary for his or her practice. Audiologists
must look at each of their contracts and determine if the
amount being paid by that contract is sufficient. If not,
that contract should not be accepted. It would also be
advisable to have an attorney familiar with health-care
laws review the contract.

Discount methodology applied by the insurance
industry for DME and orthotic/prosthetic device reim-
bursement levels is actually somewhat standardized. By
bundling professional fees into the device costs, we are
sacrificing potential reimbursement for professional
services. Billing in a manner that is standardized within
the insurance industry will ultimately maximize reim-
bursement. The authors are not aware of any prosthetic
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devices reimbursed by insurance that have professional
service and fitting fees bundled into the reimbursement
of device. To maximize reimbursement, audiologists
need to utilize CPT and HCPCS codes properly. If costs for
services and products are bundled, professional fees for
testing, evaluation, selection, verification, taking impres-
sions, and so on should be incorporated into the device
codes instead of utilizing the procedure codes that define
these services. If unbundled, a combination of CPT codes
and V (HCPCS) codes may apply. There is a range of allow-
able fees for each of the existing CPT codes. Audiologists
should obtain this fee schedule from the third-party pay-
ers with whom they contract.

Internet and Mail Order Issues

It is estimated by a Pew Internet report (Fox and Jones,
2009) that 61 percent of American adults look online for
health information; 72 percent of baby boomers (50-64
years of age) and 34 percent of seniors (65+ years of age)
use the Internet regularly both for research and product
purchasing. Given these numbers, the general consensus
is that Internet and mail order hearing aid purchases
are a reality of the modern world and are likely here to
stay. Therefore, audiologists must be prepared to decide
whether they wish to manage patients who obtain hear-
ing aids via these delivery models.

As with the previous discussion, it seems logical
that the establishment of a transparent fee schedule is
critical so that the audiologist who chooses to service
these patients be fairly and appropriately reimbursed.
In addition, it is important to understand the financial
ramifications and consequences for the patient and
audiologist, and the technicalities of this model of
dispensing.

Internet Options

Internet delivery models can be classified into three
categories. The companies listed below participate in
pay-per-click and/or natural search campaigns to drive
consumer interest and sales.

Consumer/Patient Referral Sources. Consumers and/

or patients are referred to hearing professionals (audi-
ologists and hearing aid dispensers) from a Web site
interaction and/or phone call. The professional registers
with a Web site either free of charge or pays a set fee
and receives patient referrals to their practice. Examples
include manufacturer Web sites, www.betterhearing.org,
www.audiology.org, www.healthyhearing.com,
www.ahaanet.com, and www.aud-net.com.
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Marketing/Point of Sale with Face-to-Face Fitting.
Consumers and/or patients respond to Web sites and

are referred to local hearing professionals (audiologists
and hearing aid dispensers) for services. The hearing aid
purchase takes place between the Web-based company
and the consumer, and the local professional is paid
separately for the fitting and follow-up services. The
fitting fee paid to the audiologist is based solely on the
outcome of the sale of the hearing aid. Audiologists can
still bill insurance for diagnostics in the normal manner.
Examples include the following:

= www.hearingplanet.com—The local professional is
paid up to $600/ear for fitting a patient with hearing
aids. The local professional receives a flat fee for his
or her fitting services regardless of the hearing aids
purchased. The entire consumer transaction for the
hearing aids and local service takes place between the
customer and HearingPlanet. The local professional
is paid by HearingPlanet at the conclusion of the trial
period. Hearing professionals are allowed to charge (at
their discretion) for additional clinical services after
the first year of service.

= www.ahearingaid.com—The local professional
receives up to $700/ear for fitting a patient with hear-
ing aids. The consumer makes two transactions, one
for the hearing aids only to www.ahearingaid.com
and the second directly to the local professional for
the contracted service fees.

= www.aidright.com—This company markets to the con-
sumer and then refers him or her locally for all testing
and professional services. The local professional
completes the entire transaction with the consumer
and then pays www.aidright.com with a contracted
referral fee. The referral fee amount is based upon
which hearing aids are sold. There are questions about
the legality of this practice.

Direct to Consumer and Mail Order. These companies sell
either “one-size-fits-some” ITC/open-fit BTE nonpro-
grammable hearing aids or programmable digital hearing
aids supplied by the major manufacturers directly to the
consumer/patient. Examples include the following:

= www.americahears.com—This company sells all styles
of hearing aids and includes software, cables, and a
USB connector to perform all the programming in the
consumer /patient’s home. America Hears will also



send any programming changes to the consumer via a
wav file to download into the hearing aids. Audiologists
are employed at America Hears for consulting and pro-
gramming assistance. The company also sells its own
brand of digital hearing aids for $750-1,000 per device.

= www.myhearpod.com—HearPod will offer guided
assistance to a consumer who can’t decide whether
a one-size-fits-all open-fit BTE or CIC would be best.
Price ranges from $395/ear for a four-channel device
to $995/ear for a 32-channel device. A one-year supply
of batteries is included.

= http:/naturear.com/sys-tmpl/door/—This company
is similar to HearPod. The price for two hearing aids is
$699 ($389 for one). No programming is involved. The
Web site advertises, “Why spend thousands for hearing
help when you can order direct at dispenser prices?”

= www.hearingaids.pro—They program and sell hearing
aid models from several of the major hearing aid man-
ufacturers (Siemens, GN ReSound, Sonic Innovations,
and others) from $495 to $1,695/ear. Fitting is based on
an audiogram sent in by the consumer. If additional
programming is needed, the consumer mails the
hearing aids back to them and/or finds someone in
their local area to provide service. There is no provi-
sion stated for paying the local professional. They
advertise, “We will beat any legitimate advertised
price by at least $100.”

= www.precisehearing.com—TFitting is based on an
audiogram sent in by the consumer. If additional pro-
gramming is needed, the consumer mails the hearing
aids back to them and/or finds someone in their local
area to provide service. There is no provision stated for
paying the local professional. They program and sell
hearing aid models from several of the major hear-
ing aid manufacturers (Siemens, GN ReSound, Sonic
Innovations, and others) from $495 to $1,695/ear.

= www.songbirdhearing.com—One-size-fits-all dispos-
able hearing aids are sold for $79.90 per ear. Their
owner’s manual claims that battery life will last 400
hours based on three hours of use per day.

Mail Order/Non-Internet. Possibly the largest of the tra-
ditional “mail order” hearing aids is Crystal Ear (www.
crystalear.com). Devices are $299 for analog, $379 for
digital one-size-fits-all CICs. They do not do Internet
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marketing. Their focus is print, direct mail, and televi-
sion advertising.

Regulation of Hearing Aid Dispensing
The regulation of hearing aid dispensing is generally
determined by each state; however, the Medical Device
Amendments (MDA) to the Food, Drug and Cosmetic Act
provide that a state law will be preempted under the MDA
§360k if any of its requirements (1) are different from or in
addition to those in the MDA and (2) relate to the safety or
effectiveness of the device or any other matter included in
a requirement applicable to the device (21 U.S.C. §360k[a]).
In some recent court cases and attorney general opinions,
state regulations have been preempted by the federal
regulations. In other states, regulations that purport to
regulate the sales and dispensing of hearing aids also may
be preempted, but they have not yet been challenged.
Some states have statutes that specifically address
mail order sales. The sale of hearing instruments over the
Internet is somewhat analogous. The U.S. Food and Drug
Administration (FDA) considered regulating mail order sales
of hearing aids but declined to do so. The regulations stated
that “the Commissioner is not aware of any abuses in mail
order sales of hearing aids, and several users have indicated
their satisfaction with hearing aids bought through the
mail. The Commissioner has determined not to prohibit
mail order sales provided that all the requirements of the
regulation have been met” (42 Fed.Reg. at 9,293). A case
regarding HearingHelpExpress and the state of Missouri set
the precedent that a state cannot “ban” or “prohibit” direct-
to-consumer sales of hearing devices. The Missouri statute
prohibited the sale of hearing aids through the mail without
prior fitting and testing by a Missouri licensed hearing
instrument specialist; there was no written waiver option.
The Missouri Board of Examiners for Hearing Instrument
Specialists argued that the state requirement was not
preempted by the federal requirements because it deals only
with fitting and testing, which it argued was not regulated
by the MDA. The court concluded that the Missouri statute
directly related to the safety of consumers and effective-
ness of the devices. This law was ruled to go “above and
beyond” the scope of the MDA, referred to as “preemption.”
The requirements of the Missouri statute therefore were
preempted. The Crystal Ear v. Florida legal matter from 2002
further reinforced this opinion.

Legal Summary Regarding Mail Order Hearing
Aid Sales—2008

One key to preemption analysis has been the waiver of
the physician requirements. As discussed in more detail
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below, if the state regulation did not permit a consumer
to waive the physician evaluation, the regulation was
found to be preempted.

Texas prohibits a person from selling a hearing instru-
ment by mail (Tex. Occ. Code 402.451[a][7]). However, in
a recent opinion, the Texas attorney general considered
whether the Texas statutes prohibiting the fitting and
dispensing of hearing instruments by anyone without a
license and prohibiting the sale of hearing instruments
by mail were preempted by the FDA. The attorney gen-
eral noted that the federal regulations specifically permit
a waiver of the audiology evaluation, whereas the Texas
statute does not contain any provision authorizing a
waiver of the evaluation. In addition, the attorney general
noted that the FDA commissioner specifically declined to
prohibit mail order sales of hearing aids. As a result, the
attorney general stated that it is his opinion that these
requirements were expressly preempted by the FDA.
Vicky Watson of the Texas State Committee of Examiners
in the Fitting and Dispensing of Hearing Instruments
claimed that she was not aware of the attorney general’s
opinion and that the committee was still enforcing the
prohibition against mail order sales.

In California, the sale of hearing aids by catalog or
direct mail is permitted under certain circumstances.
Section 3351.5 of the California Business and Professions
Code provides that hearing aids may be sold by catalog
or direct mail provided that (1) the seller is licensed as a
hearing aid dispenser in California, (2) there is no fitting,
selection, or adaptation of the instrument, (3) no advice
is given with respect to fitting, selection, or adaptation of
the instrument, (4) no advice is given with respect to the
taking of an ear impression for an earmold by the seller,
and (5) the seller has received a statement that is signed
by a physician and surgeon, audiologist, or a hearing aid
dispenser licensed by the state of California who veri-
fies direct observation of the ear canal and referral to a
physician. A copy of the statement confirming observa-
tion of the ear canal must be retained by the seller for
seven years. If certain medical conditions are present, it
is not possible for a consumer to waive his or her right
to see a physician. There have been no attorney general
opinions or cases challenging the state law on preemp-
tion grounds. In addition, according to Yvonne Crawford,
head of enforcement with the California Hearing Aid
Dispensers Bureau, there is no formal process through
which a company may request a determination whether
a product is considered a hearing aid for purposes of
California regulation. Instead, Ms. Crawford stated that

“if the product looks like a hearing aid, and works like a
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hearing aid, then it will be treated as a hearing aid.” Ms.
Crawford said the inquiry most likely would be prompted
by a competitor raising the issue.

Florida statutes make it unlawful for any person to
sell or distribute hearing aids through the mail to the
ultimate consumer (Fla. Stat. § 468.12650). Judy Jordan
of the Florida Board for Hearing Aid Specialists reported
that the prohibition on mail order sales also applies to
sales over the Internet. When asked whether the board
had taken any enforcement actions against companies,
since mail order and Internet sales seem fairly common,
Ms. Jordan stated that “if caught,” there would be enforce-
ment. There is no information regarding enforcement
on the board’s Web site. An amendment was introduced
during the 2008 Florida legislative session that would
have legalized mail order sale of certain types of hearing
aids. The amendment read: “Notwithstanding any provi-
sion of law, ‘hearing aid’ does not include and specifically
excludes frequency specific enhancement devices used
by sportsmen, hunting deafening devices, ear plugs, and
other assistive listening devices of 30 decibels or less,
which are not specifically and individually fitted for a
hearing impaired person.” Although the legislation did
not pass in 2008, it may be introduced again in 2009. Even
if the legislation is reintroduced, it is difficult to predict
if the legislation will pass, but it does offer some insight
into the regulatory climate in Florida. The Florida Office
of Statewide Prosecution brought a criminal case against
Crystal Ear for fraud and falsely representing a product.
Although the company was ultimately acquitted, the
case demonstrates that zealous prosecutors may seek
to use criminal law to enforce the regulatory provisions.
Ms. Jordan referred to the case and stated that a com-
pany would need to “get a judge to determine whether a
new product is a hearing aid” for purposes of the Florida
statute. Ms. Jordan'’s statement reflects a lack of under-
standing of what happened to Crystal Ear, but it also
underscores the lack of clarity regarding what consti-
tutes a hearing aid generally.

Regulating Other Professionals

There are two levels of potential problems when audiolo-
gists are not the individuals responsible for dispensing
hearing aids. The first level of problems is associated

with individuals who have minimal or no training. These
individuals may make mistakes that lead to erroneous
results when completing testing such as hearing aid veri-
fication (e.g., hearing aid tube placement depth), outcome
measures, or when programming the hearing aid(s). These
errors have the potential to lead to serious misfits. Most of



these “first level” problems might be avoided by providing
individuals with appropriate technical training (for exam-
ple, by well-trained audiology assistants). This, of course,
raises the question (beyond the scope of this article) of
exactly how to use audiology assistants and how indepen-
dent we want them to be. At this time, only eight states
regulate audiology assistants, and we must recognize that
many “assistants” will not be trained by audiologists.
Even with appropriate technical training, a second
level of problems may be associated with the hear-
ing aid process when not completed by a well-trained
audiologist. This refers to the ability to apply appropriate
decision-making processes throughout the collection of
technical data. While a technician can apply an estab-
lished protocol and likely provide a reasonable fit to a
large portion of potential hearing aid candidates, it can
be argued that a reasonable fit does not necessarily equal
an optimal fit. Rather, an optimal fit, especially for the
relatively small percentage of difficult-to-fit patients,
requires the fitting professional to really understand the
entire process well. For example, information in the case
history and the basic audiometric results leads to selec-
tion of the appropriate prefitting measures that allow the
clinician to gather the data needed for appropriate selec-
tion and initial setting of hearing aid features. It is simply
not time efficient to require a (nonaudiologist) technician
to perform a long series of preselection tests that may or
may not be necessary in order to gather the important
information needed. Instead the audiologist must choose
the appropriate test(s), using a logical decision-making
process that does not intuitively arise from simple
technical training. This decision-making process carries
through the rest of the hearing aid process including
appropriate instrument selection; selection of appropri-
ate counseling topics (e.g., expectations, use, etc.); choice
of appropriate outcome measure(s); synthesis of user
complaints, outcome measure results, and verification
results in order to make necessary fine-tuning adjust-
ments and/or to provide necessary counseling; selection
of appropriate follow-up and rehabilitation/habilitation
processes; and so forth. These arguments lead to the fol-
lowing conclusions. Collection of technical data should
be restricted to those individuals with the appropriate
technical training (this may include audiology assistants),
and completion and/or supervision of these technical
procedures as well as the hearing aid decisions outlined
above should be restricted to well-trained audiologists.
The second part of this article, to appear in the Nov/
Dec issue of AT, will discuss the recommendations to the
Academy Board of Directors. ®
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Robert Sweetow, PhD, is the director of the audiology department
at the University of California San Francisco Medical Center in
San Francisco, CA.
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From: Lebanon, KY

Education: BS in
Communication Disorders,
University of Kentucky in
Lexington. Now a 4th-
year AuD student at the
University of Louisville.
Currently on externship

at Kentucky Ear Nose and
Throat in Lexington.

About Me: [ enjoy spending
my free time with my fam-
ily. My husband is my high
school sweetheart, so it’s
convenient that we're both
from the same hometown!
We passionately root for
the University of Kentucky
Wildcats. It’s truly what
gets us through the fall
and winter!

Favorite Indulgences:
Spicy Romano Chicken at
Carino’s Italian Restaurant
and ice cream—any flavor!

STUDENT SPOTLIGHT

Enhancing The
Learning Experience

Abby Bradshaw

ike many AuD students, I am a very busy person. It is a constant struggle to fit my
research, family, husband, friends, and student/externship responsibilities into a
24-hour period. If you are an AuD student, you can sympathize.

It is the busy nature of my life that has forced me to make certain adaptations
in order to be more organized and productive. My cell phone and day-timer are two
must-haves, which have kept me in touch and on schedule for class, clinic, meetings,
interviews, work, and the altar. Likewise, watching Grey’s Anatomy, Facebooking, and
completing my literature review simultaneously have taught me to multitask. I won-
der how many audiology PowerPoint presentations have been completed while reading
Facebook or watching prime-time network drama?

At AudiologyNOW!® 2009 in Dallas, the Academy developed a new student education
program to improve the student experience. This new program was created to enhance
learning by providing sessions geared particularly for students. Last year’s student
attendees and presenters agreed that the new student education program was benefi-
cial from a learning perspective and from an organizational standpoint. Students had a
guide to assist in their learning process. They felt confident in knowing a session would
be both beneficial to them and presented at an understandable level.

After careful consideration of the input received from students and presenters at
AudiologyNOW! 2009, we hope the student education program in store for 2010 will be
better than ever! You can expect student-friendly sessions within each SuperTrack. You
can also look forward to hands-on labs specifically catered to the student population
for the enhancement of learning in an interactive fashion. These sessions and labs are a
great way to learn, become acquainted with the latest audiologic technology, and meet
peers from across the country. In addition, the Academy has taken care of all the orga-
nization for you! Each student-friendly session will be indicated in the ProgramNOW! for
your convenience.

Having just returned from the Program Committee meeting in San Diego, I can tell
you that AudiologyNOW! 2010 is a conference you won’t want to miss. The educational
sessions are innovative, the convention center and housing are fabulous and within
walking distance, and the city is absolutely phenomenal. I hope every student will
invest in his or her education and take advantage of the student education program at
AudiologyNOW! 2010.

Don’t forget, registration opens in November! ®
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Keeping Copies of Health Insurer Contracts
and Fee Schedules
A thorough understanding of third-party payer contracts is essential to the
success of a practice. Discounts that may be applied to one contract may be
applied to another if administered by the same payer with results that are
unknown to the provider prior to filing a claim. Preferred provider orga-
nization (PPO) contracts may apply discount formulas used for diagnostic
procedures to hearing aids, a potentially devastating practice that you may not
be aware of and one that may disallow balance billing for noncovered services.
It is recommended that you read your contracts, review the available
fee schedules, and monitor the explanation of benefits (EOBs) reports to
ensure that you are being paid within the parameters specified in the con-
tract. Cultivating a relationship with your provider relations representative is
essential so that you will have a contact person to discuss your concerns with
should a problem arise.

Advance Beneficiary Notice and Notice from
Exclusion of Medicare Benefits

The Advance Beneficiary Notice (ABN) is to be used when you are uncertain
if a typically covered procedure will be reimbursed/covered by Medicare. A
beneficiary notice is required to be presented to a Medicare patient prior to the
procedure taking place, in order to apprise the patient of his or her expected
financial obligation. The forms can be found at www.cms.hhs.gov/bni/. If the
service is not reimbursed, you are then able to bill the patient. Without the
ABN, you cannot bill the patient and must provide the service(s) with reim-
bursement. The ABN may also be used when service is statutorily excluded
such as routine hearing tests, hearing aid evaluations, and hearing aids
although it is not required.

According to CMS, as published in Part B News by DecisionHealth (www.
customcoder.net/signup/aaoa/), you are required to file a claim even when you
don’t accept assignment for the service, unless the service is noncovered.

When the service is noncovered, as with annual audiograms and hearing
aid-related services and treatment, the GY modifier is to be appended to the
noncovered CPT codes. A secondary insurance may have a hearing aid benefit
that requires a Medicare denial before payment is rendered. By filing the claim
with the GY modifier, this signifies to your Medicare contractor that you know
it is not a covered service, but a denial is required by the secondary payer. The
new ABN, CMS-R-131 (03/08), option 2 may be used for noncovered services.

Recovery Audit
Contractor

The 2006 Tax Relief and Health

Care Act created the Recovery Audit
Contractors (RAC) program, which
is now transitioning to a permanent
program. The pilot program that
began in California, Florida, and
New York is now rolling out to all 50
states and will be fully in place by
2010. These RAC teams are tasked
with identifying overpayments and
underpayments on Medicare claims.
An overpayment is when you are
paid in excess for a billed service.
Underpayment is when you are not
paid enough for the service within
the allowable fee schedule amounts.

If you know of an overpayment, it
is recommended that you reimburse
your Medicare contractor as soon as
you become aware of it, potentially
averting an audit. Based on revisions of
the False Claims Act in May 2009, a fine
of $5,000 per overpaid claim could be
assessed if it is determined that a pro-
vider/organization deliberately failed to
return a discovered overpayment.

If a RAC review is ordered, it begins
with a medical records request; these
are not scheduled to begin until
August 2009 at the earliest. The RACs
are permitted to review records from
October 1, 2007 forward or three years
after the date of payment.

Meetings across the country are
being scheduled to educate providers.
Further information may be found at
www.cms.hhs.gov/RAC.

Health-Care Fraud Prevention and Enforcement Action Team

On May 20, 2009, the U.S. Department of Health and Human Services (HHS) announced it is now packing heat with the

introduction of the Health-Care Fraud Prevention and Enforcement Action Team. HHS and the U.S. Department of Justice

(DOJ) are working together with other agencies that investigate and prosecute fraudulent Medicare and Medicaid providers.
In 2008, the Department of Health and Human Services, Office of the Inspector General (OIG), the Department of

Justice, and the Centers for Medicare and Medicaid Services (CMS) obtained 588 criminal convictions and 337 civil

administrative actions against individuals and/or organizations that committed Medicare fraud, recovering over a bil-

lion dollars under the False Claims Act.

As of July 2009, the DOJ has already recovered nearly a billion dollars and 300 convictions.
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FTC Red Flag and Address Discrepancy Rule

The Federal Trade Commission (FTC) established November 1, 2009, as the
effective date of implementation for the Red Flag and Address Discrepancy
Rule. This rule is a part of the Fair and Accurate Credit Transactions Act
(FACTA) of 2003, which requires the development and implementation of
written identity theft programs, similar to those seen in banking and other
industries.

Medical identity theft is the use of another’s insurance information and/
or identifying information such as a social security number, tax identification
number, or credit card number(s) without the victim’s knowledge in order to
obtain medical services. It may also involve erroneous entries into medical
records, as well as creating fictitious medical records. A “red flag” is “a pattern,
practice, or specific activity that indicates the possible existence of identity
theft.” The FTC considers providers who accept insurance or allow deferred
payment for services as “creditors” and are therefore required to be in compli-
ance with the Red Flag Rule.

To guide you in the implementation process, the Academy has an online
training course and a manual that you can tailor for your practice. These are
available at the Academy store at https://webportal.audiology.org/purchase/
searchcatalog.aspx.

Further information can be found on the Academy Web site at www.
audiology.org/practice/compliance.

Modifiers and Medicare
Modifiers —22 (unusual procedural ser-
vices) and -52 (reduced services) are
becoming less recognized by Medicare.
Twenty-two (-22) suggests a 20-50
percent increased reimbursement
with the submission of appropriate
documentation. This documenta-
tion should include the increased
time, intensity, level of difficulty, and
complexity of the patient’s condition,
as well as the work involved. That
said, this might not be enough for a
third-party payer to consider the extra
expenditure of efforts to be rewarded.
The -52 modifier is often used when
one ear is tested, as our codes are
binaural or if the entire procedure is
not completed. Please note that some
third-party payers may not recognize
modifiers. It is recommended to follow
their guidance on the use of modifiers.

Physician’s Quality Reporting Initiative

for Audiology

The Academy was pleased to be a part of the Audiology Quality Consortium
(AQC) collaboration, which was formed to develop outcome measures for the
profession to report under the Physician Quality Reporting Initiative (PQRI).
The AQC is comprised of the American Academy of Audiology, the American
Speech-Language-Hearing Association, the Academy of Doctors of Audiology,
Military Audiology Association, National Hearing Conservation Association,
Academy of Rehabilitative Audiology, American Academy of Private Practice
in Speech Pathology and Audiology, Educational Audiology Association,
Directors of Speech and Hearing Programs in State Health and Welfare
Agencies, and the Association of VA audiologists.

The AQC developed 12 quality measures that were submitted to the
National Quality Forum (NQF) in April to address care coordination. Care
coordination is designed to increase communication between the providers
involved in a patient’s care to achieve improved patient outcomes. These
measures included cochlear and vestibular ototoxicity baselines and monitor-
ing, as well as physician referral for specific conditions that require medical
intervention and management.

Unfortunately, the measures were not adopted by NQF for 2010. The AQC
will continue to work on the development and submission of audiology-
related measures in the future. Academy members will be updated regarding
this ongoing project.

2010 Medicare Physician
Fee Schedule

On July 1, 2009, the Notice of Proposed
Rule Making was issued for the 2010
Medicare Physician Fee Schedule.
Audiology, like many professions, is
slated to incur an average 10 percent
fee reduction for Medicare services. The
Academy submitted comments indicat-
ing our objections to this reduction to
the Centers for Medicare and Medicaid,
which may be found at www.audiology.
org/practice/reimbursement/medicare.

Committee Chair Transition
On July 1, 2009, after seven years

on the Coding and Reimbursement
Committee, four as chair, Kadyn
Williams, AuD, handed the reins to
Annette A. Burton, AuD (aburton@
ctaud.org). The committee is grateful
for the commitment, dedication, guid-
ance, and leadership of Dr. Williams. @
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From the Top: Efferent Activity
Changes with Auditory Training

By Christopher G. Clinard and Kelly L. Tremblay

he auditory efferent system

consists of many neurons

descending from higher
regions, such as the auditory cortex,
and modulates activity at lower
centers of the central auditory
nervous system. This descending
system is massive and complex. For
example, all afferent (ascending)
auditory information must pass
through the medial geniculate body

SENSORIMOTOR
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(MGB) of the thalamus on its way to
the auditory cortex, and there are
just as many efferent (descending)
neurons projecting from the audi-
tory cortex back down to the MGB as
there are ascending neurons pro-
jecting up to the MGB (Winer, 2006).
Despite these top-down influences,
we understand very little about
how this system relates to hearing
in humans. Findings from animal

research indicate that this efferent
system may aid in the discrimina-
tion of speech and nonspeech sounds
when background noise is present.
However, to date, little is known
about this function in humans.

One technique that may be used
with humans and animal models
is to record click-evoked otoacous-
tic emissions (CEOAEs) with and
without a broadband noise, some-
times referred to as a suppressor, in
the contralateral ear. This technique
stimulates the medial olivocochlear
bundle (MOCB), which is a group of
neurons that project from the supe-
rior olivary complex to the outer hair
cells (OHCs) of the cochlea (Guinan,
2006). Contralateral noise activates
the MOCB, which in turn inhibits
OHC motility. This reduction in OHC
activity results in reduced CEOAE
amplitude, which is interpreted as
reflecting MOCB activity. MOCB
activity is thought to help counteract
the masking effects of background
noise and effectively improve listen-
ing abilities.

In a recent study, De Boer and
Thornton (2008) reported that MOCB
activity, as indicated by CEOAE sup-
pression, was related to improvement
on a speech-discrimination-in-noise
task. They trained young, normal-
hearing adults on a discrimination task
using synthetic speech stimuli along
a “bee” to “dee” continuum. Ipsilateral
broadband noise (BBN) was presented
at 40 dB SL, resulting in a 10 dB signal-



to-noise ratio for the speech stimuli.
CEOAEs were collected with and with-
out a BBN contralateral suppressor in
the contralateral ear. Subjects under-
went speech discrimination training for
one hour a day over five days; CEOAEs
and CEOAE suppression were measured
at the end of each training session.

As one might expect, there were
learners and nonlearners. The learn-
ers improved on the discrimination
task over the training sessions and
had significantly less MOCB activ-
ity than the nonlearners on the
first day of training. In addition, the
learners’ MOCB activity increased
with speech-discrimination train-
ing, whereas the nonlearners did not
have an increase in MOCB activity or
speech discrimination with train-
ing. These findings suggest that an

individual’s MOCB activity increases
as he or she improves at discriminat-
ing speech in noise.

De Boer and Thornton (2008) sug-
gest that the efferent system plays a
role during auditory training, even
at this relatively low level of the
MOCB. Future research may tell us
more about the role of the efferent
system when our pediatric or adult
patients receive stimulation from
hearing aids or cochlear implants
and are trying to make sense of
the new auditory information their
brains are now receiving. ®

Christopher G. Clinard, MA, and Kelly L.
Tremblay, PhD, are with the Department
of Speech and Hearing Services,
University of Washington, Seattle, WA.
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Sharing

Educational Process

By Maureen Valente

s the doctor of audiology

(AuD) degree celebrates 20

years of existence, our pro-
fession has transformed and is now
thoughtfully considering transition
and fine-tuning. There have been a
number of “where are we and where
do we go from here” conferences,
including the American Academy of
Audiology’s pivotal Gold Standards
Summit: Transforming Clinical
Education in Audiology, held January
2009 in Orlando, Florida. Interesting
topics recently discussed on the
educational forefront include such
stimulating and thought-provoking
ones as:

=  What changes may be necessary,
if any, within our AuD programs?

= If changes are in order, where are
the data to support these changes
and what are next steps?

=  Who should take the reins in
bringing about any needed
changes?

=  What areas of education should
be standardized and what areas
should not be?

=  What are our optimal outcomes,
i.e., what qualities do we seek in
newly graduated doctors of audi-
ology and how are these qualities
measured?
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There are, of course, many other
areas worthy of discussion. At the
Gold Standards Summit, discus-
sion took place regarding clinical
and curricular facets of related
disciplines, avenues for enhancing
efficiency and effectiveness of our
educational systems, and assess-
ment and outcomes measures with

regard to our students and graduates.

Many worthwhile ideas and goals
have been generated, and now it is
time to implement the multitude

of exceptional ideas. As members

of the profession, and the Academy,
the task lies before us to come to
consensus and determine if changes
are in order.

One of the many suggestions
made at the Gold Standards Summit
was to devote aspects of our profes-
sional journals to the sharing of
ideas and concepts specifically rel-
evant to the educational process. As I
have become immersed into my own
Education Committee work, I have
increasingly realized the importance
of teamwork: specifically, any efforts
toward moving forward must be
the work of united facets and not
just one small committee. We must
be well versed on work that previ-
ous committees have accomplished
to avoid redundancy, and have a
solid springboard from which to
move forward. We must also be well
informed of what other individuals
are accomplishing, so that we are not
reinventing the wheel or working in

Ideas Relevant to the

our own individual niches. It is also
extremely important for the commit-
tees to gain feedback from as many
members of the Academy as possible,
and to disseminate committee ideas,
plans, and goals to the membership.

To help accomplish these goals,
which are important “next steps”
following the Gold Standards
Summit, the Academy is planning
a special supplement of the Journal
of the American Academy of Audiology
(JAAA) that is specifically related to
educational issues. More information
will be shared as the details of this
supplement are developed.

In addition, Audiology Today will
feature this recurring column, which
will be devoted to aspects of audiol-
ogy education. Topics will be from
minute to major, and represent a
wide-ranging variety of interests,
areas, and professional association.
We invite you to submit any articles
related to aspects of audiology edu-
cation that you would like to share
with the membership and that you
feel will elicit stimulating, ongoing
discussion.

On the following page you will
find an example of a success story at
the University of Pittsburgh.

Send your ideas and articles to
Dave Fabry at dfabry@audiology.org.

We look forward to hearing from you!

Maureen Valente, PhD, is co-chair of the
Education Committee.
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Teach the Teachers Conference

By Catherine V. Palmer

he University of Pittsburgh a course in practice management, Gregory (Starkey Laboratories),
held its third biennial Teach which is a similar to the percent in Robert Wunar (Department of
the Teachers Conference on audiology. Otolaryngology, University of
June 11-13, 2009. The first conference, The outstanding keynote address Pittsburgh), Carol Washburn (Center
in 2003, titled “The Art and Science titled “Educating for Practice Success”  for Instructional Development,
of Teaching Amplification,” was set was delivered by Barry Freeman, University of Pittsburgh), Catherine
up to be a place where expert teach- PhD, (Starkey Laboratories and Palmer (University of Pittsburgh),
ers from around the country could Nova Southeastern) and started the and Elaine Mormer (University of
listen to presentations, and share interactive program. The confer- Pittsburgh).
their methods during discussions ence faculty included: lan Windmill Talks covered topics such as
and poster sessions. This conference (University of Mississippi), Eric infusing practice management
became a reality over the weekend Hecker (private practice, Newport throughout the curriculum, course
of June 17-18, 2003, with 30 AuD News, VA), Kadyn Williams content, minimum competencies,
programs sending faculty and clini- (Audiological Consultants of Atlanta),  integrating didactic and clinical
cal instructors to participate in the Paul Pessis (NorthShore Audio- coursework/experience, understand-
two-day meeting. To quote one of the  Vestibular Lab), David Cunningham ing reimbursement, understanding
written comments from an attendee, (University of Louisville), Laurel the law, learning objectives as a
“the course was a landmark for the
profession.”

The most recent conference
was titled “The Art and Science of
Teaching Practice Management.”
For most programs, practice man-
agement is a new topic that was

introduced with the AuD program.
Many faculty do not feel fully
equipped to teach this subject, and
we knew that this material would
be valuable to all of the AuD pro-
grams. A review of programs around
the country revealed that 37 (of 65)
audiology programs offer a course
in practice management. This is in
comparison to dentistry, where 41 of
55 programs offer this type of course
with half of these programs offer-
ing two to three courses in practice

. Practice Management Teaching Conference Faculty—Back left to right: Paul Pessis, Gus Mueller,
management. In optometry, approxi- Laurel Gregory, David Cunningham, Barry Freeman, and Eric Hecker. Front left to right: Catherine
mately half of the programs offer Palmer, Kadyn Williams, Elaine Mormer, and lan Windmill.
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powerful teaching tool, and avoid-
ing practice burn out—to name just
a few. Each day contained planned
breakout sessions that allowed for
various groups to consider topics
raised at the meeting. Our moderator,
Gus Mueller, assisted in presenting
the results of these discussions and
managed to engage the entire group
in meaningful dialogue about the
various topics raised by audience
members and speakers. Dr. Mueller
has moderated all three conferences
and has committed to coming back
for the 2011 conference. An added
feature this year was several panel
discussions that provided another
venue for sharing expertise of the
presenters and audience.

Thirty-four individuals from 30
programs attended the conference.
Once again, we hosted an interna-
tional conference, with one colleague
joining us from Great Britain.
Although people were working hard
from 8:00am - 5:00pm each day, a lit-
tle time was carved out Friday night
for Audiology Family Feud, hosted by
none other than the audiology game
show host (and conference modera-
tor), Gus Mueller. The after-dinner
entertainment certainly united and
amused the group. This year, we
were able to provide a Stanley Cup
Championship Celebration on the
first night of the conference (congrat-
ulations Pittsburgh Penguins!) and
a lovely evening at the spectacular
PNC Park with the winning Pirates
baseball team on the second night of
the conference.

The goal of the conference is to
bring in a group of expert teachers
who can share specific teaching tech-
niques, philosophies, and strategies
with audience members. Most impor-
tantly, the conference is designed
to allow a great deal of interaction
between speakers and attendees to
share excellent teaching ideas. We
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consistently find that attendees have
just as much to offer as the invited
speakers, which enriches the confer-
ence for everyone.

A poster session headed up
by Barbara Vento (University of
Pittsburgh) was also available for
attendees to share theirideasin a
more formal setting. Debby Moncrieff
(University of Pittsburgh) organized
our student volunteers. A CD was pro-
duced as part of the conference that
provides syllabi, exam questions, class
assignments, homework assignments,
laboratory sections, and so forth
from each of the speakers. Attendees
continually comment that the CD is an
incredibly valuable resource. Because
of this, the University of Pittsburgh
sells the CDs (at the price of regis-
tration) after the conference. Any
money produced from the CDs goes
toward the next Teach the Teachers
Conference. For the first time, we
recorded the conference, so, along
with the CD, interested individuals
can receive access to the Web site in
order to view the entire conference
online.

In an effort to keep the registra-
tion as low as possible, we have
been very fortunate to have several
corporate sponsors for the educa-
tional event. Our appreciation goes
to our corporate donors: Starkey
Laboratories, Etymotic Research, the
American Academy of Audiology,
Widex, and Audiotechnology
Specialists. In addition, several audi-
ology-related enterprises donated

materials for review (and raffle) to
our attendees. We appreciate these
donations from the American Speech-
Language-Hearing Association,
American Academy of Audiology,
Thieme Publishing, and Plural
Publishing. To let people know about
this important meeting, we received
donated promotional support from
AudiologyOnline, American Academy
of Audiology, the American Speech-
Language-Hearing Association, and
the Academy of Doctors of Audiology.
The University of Pittsburgh plans
to continue the Teach the Teachers
conference series every other year.
Each year will have a new focus with
conferences related to content areas,
teaching methods, evaluation meth-
ods, integrating didactic and clinical
work, and so on. The next confer-
ence will tackle challenging teaching
issues in pediatric audiology and will
be offered June 9-11, 2011. This con-
ference will provide expertise in this
area, and once again we will produce
a CD with invaluable course materi-
als. We look forward to enjoying the
company of colleagues dedicated to
providing the best instruction pos-
sible in these important areas. ®

Catherine V. Palmer, PhD, is the director
of audiology at the Eye and Ear Institute
at the University of Pittsburgh Medical
Center and associate professor in the
Department of Communication Science
and Disorders at the University of
Pittsburgh.

Submit Your Audiology Education Article Today!

Review the AT editorial guidelines at www.audiology.org,
keywords “editorial guidelines.”

Send submissions to Dave Fabry, PhD, at dfabry@audiology.org.
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Focus on Cochlear

Implants

By Marilyn Neault

the 12th Symposium on Cochlear Implants in Children. The Listen for

C ochlear implant teams from around the globe met June 17-20, 2009, for

Life Center at Virginia Mason Medical Center hosted the biennial event.
Approximately 1,015 audiologists, otolaryngologists, speech-language patholo-
gists, teachers of the deaf, hearing scientists, and engineers from 40 countries
mingled freely, sharing their research, clinical tips, and invitations to visit.

I was pleased to be there as the ABA’s representative, serving on the ABA
Committee that established the Cochlear Implant Specialty Certification.

“In Pursuit of Synergy” served as the title of this year’s symposium. Synergy
sessions arose as an idea from e-mail solicitation to attendees of the last three

ABA Board Profile

Hails from: Though not a native
Michigander (I'm a Hoosier) I have
lived most of my life in Grand Rapids,
Michigan, where I own and operate a
private audiology practice.

Year Certified: 2006

Degree: MA, Central Michigan
University; AuD, Salus University

What I Do for the ABA: As the liaison
between the ABA Board of Governors
and the Academy Board of Directors,
it is my responsibility to facilitate
communication between these allied
organizations. With the ABA Pediatric

Karen A. Jacobs, AuD
ABA Board of Governors, Academy Liaison

Audiology Initiative, Cochlear Implant
Specialty Certification, and the growing
number of colleagues obtaining ABA
certification, I anticipate a busy year.

In My Free Time: I keep busy with
work, committees, and volunteer
activities. I really enjoy those activi-
ties, so it never seems like I work too
hard. I also enjoy traveling with my
husband, golfing, and if I have a few
minutes of down time, nothing beats
a good book and a great cup of coffee.

Quote to Live by: “The creation of a

thousand forests is in one acorn.”—
Ralph Waldo Emerson
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conventions held in the United States. The core idea of
open sessions fostering dialogue between professionals
and industry expanded to 13 synergy sessions. Seventy-
five-minute sessions at the end of the day started with
brief presentations and left productive time for lively
dialogue on topics such as candidacy boundaries, clinic
efficiency, surgical issues, infant assessment, what con-
stitutes appropriate habilitation, as well as other topics.
Other convention highlights included a special session
headed by Drs. Ruth Litovsky and Kelly Tremblay titled
“Building Careers in Hearing Science for Women” and a
lecture titled “Ethical Conflicts in Caring for Patients with
Cochlear Implants” by Rev. Thomas R. McCormick.
Douglas D. Backous, MD, FACS, director of the Listen
for Life Center at Virginia Mason, served as the course
director. Audiologists who served on the organizing
committee included Susan Norton, PhD; Don Plapinger,
EdD; Suzanne Quigley, PhD; Kelly Tremblay, PhD; Robin
Waterman, AuD; Stacey Watson, MS; and Allison Zarkos,
MS. Each of the three primary days of the symposium
emphasized a topic of current importance—cochlear

In a Competitive Economy,

ABA Certification Is
a Profitable Asset!

s g

icati American
Download applications at Board of

www.americanboardofaudiology.org AGAudiolog'
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implants in very young children, bilateral cochlear
implants in children, and hearing preservation in
cochlear implantation. Each day, four National Institute
on Deafness and Other Communication Disorders
(NIDCD)-sponsored invited speakers launched the day as
topic experts, and these 20-minute talks sparkled as the
gems of the convention. Podium presentations and post-
ers followed, with a total of 350 abstracts.

Another symposium highlight—Yell Inverso, AuD,
PhD, led a lively lunchtime session to discuss how AuD
students and externs can access cochlear implant train-
ing, an area at the same time increasingly specialized and
increasingly in demand. I had the pleasure of inform-
ing this group on the status of the updating of the ABA’s
Cochlear Implant Specialty Certification examination and
the next planned administration at AudiologyNOW!® 2010.

For those audiologists interested in focused edu-
cational opportunities, AudiologyNOW! 2010 in San
Diego will include a SuperTrack in cochlear implants!
SuperTracks are dedicated conference tracks that will
provide comprehensive learning opportunities to attend-
ees within a specific topic area through all four days of
the convention. Additionally, within each SuperTrack,
there is a designation for pediatrics, adults, students, and
general interest. The cochlear implant SuperTrack will
focus on intermediate and advanced information such as
hybrid implants, bimodal hearing, and multidisciplinary
management across the lifespan.

If you're a specialist in the field, make your plans now
to take the ABA’s CI Specialty Certification examination
in San Diego following AudiologyNOW! on Sunday, April
18, 2010.

A specialty certification represents your commit-
ment to excellence in knowledge and experience. For
more information on this specialty certification and
the next examination, see the ABA’s Web site at www.
americanboardofaudiology.org.

The Cochlear Implant SuperTrack at AudiologyNOW!
will be focused primarily on the intermediate to advanced
level learner. Plan on attending AudiologyNOW! to access
this great CI learning opportunity. To learn more about
the SuperTrack as details become available, stay tuned to
www.audiologynow.org. ®

Marilyn Neault, PhD, serves on the ABA Committee for the CI
Specialty Certification.
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Your Help Is Critical in Passing
Direct Access

n June 24, Representative Mike

Ross (D-AR) introduced HR

3024, the Medicare Hearing
Health Care Enhancement Act of 2009.
This piece of legislation is critical to
the audiology profession because, if
passed and signed into law, Medicare
patients would no longer need to obtain
a physician referral prior to visiting an
audiologist for an evaluation. In the
last Congress, the bill garnered support
from 107 cosponsors—double the num-
ber of cosponsors from the previous
Congress. With your help, the Academy
hopes to secure even more cosponsors
in the 111th Congress to show a visible

commitment from various members of
the House and Senate, and encourage
speedy passage of the bill.

How can the typical Academy fellow
or friend of the profession help in these
efforts? There are a number of ways:

* Use the American Academy of
Audiology Legislative Action
Center to contact your member
of Congress and your senators:
http://capwiz.com/audiology/
home/. When visiting the Action
Center, you can locate the names
and contact information of your
congressional representatives,

By Melissa Sinden

find background information on
issues important to the profes-
sion, and send editable form
letters to the leaders representing
you in Washington. Encourage
your representative to support
hearing health legislation!

Contribute to the American
Academy of Audiology Political
Action Committee (PAC). The

most effective way to increase

the visibility of the Academy and
the profession on Capitol Hill is to
contribute to the Academy’s PAC.
Due to the shear size of comparable

PAC Sizes from Associations Comparable to the American Academy of Audiology

American Academy of Audiology

American Speech-Language Hearing Association

American Chiropractic Association

American Academy of Otolaryngology-Head and Neck S ry

$278,509

$355,610

$365,179

American Physical Therapy Association $1,248,825
American Optometric Association $1,769,435
American Medical Association $3,263,871

Source: Center for Responsive Politics
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organizations’ PACs (see previous
page), it is easy for our voice to get
lost in the shuffle. You can contrib-
ute any amount you wish, from $5
to $5,000, by visiting our Web site
or mailing a check. Consider sign-
ing up for an automatic monthly
debit contribution in a denomina-
tion of your choosing and receive

a thank you gift. All contributions
will be used to support political
candidates and congressional lead-
ers who support and/or advance
issues important to audiology. Visit
www.audiology.org/advocacy/pac/
for more information.

Become a key contact. Get to know
your member of Congress and his

or her staff, so that you can become
the “go-to” person in your district
for questions on hearing health.

By visiting the district office and
building a relationship with your
representative, you can help the
voice of audiology to be heard. With
535 members of Congress (435 mem-
bers of the House, 100 members of
the Senate), it is helpful to have a
constituent who is informed on rel-
evant issues with a passion for these
topics. Remember—your member

of Congress is elected to represent
YOU! For more information, contact

© Academy News

Kate Thomas, senior manager of
government relations, at kthomas@
audiology.org or 202-544-9336.

Do your part to ensure that
Medicare patients receive the highest
quality of care. We need your help to
pass Direct Access in 2009! ®

Melissa Sinden is the senior director of
government relations for the American
Academy of Audiology.

Membership is
More Valuable
Than Ever

2010 CE Registry Now Included with
Membership ($25 value)

Renew by December 31, 2009 and receive:

10% off coupon for Academy Store

$15 off any eAudiology Web seminar

$15 off registration for an AudiologyNOW!®
2010 Learning Lab or the Academy Research
Conference (ARC) 2010

Visit www.audiology.org
Online Renewals Opening Soon
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Coming Soon!
www.HowsYourHearing.org

In the next few weeks, the Academy will launch its new consumer
Web site, www.HowsYourHearing.org. The new site will feature
an overview of topics to include hearing, hearing loss preven-
tion, hearing aids, cochlear implants, newborn hearing screening,
aural rehabilitation, common conditions, and more. It also fea-

tures easy access to the “Find an Audiologist” directory and the

latest consumer-friendly articles from Audiology Today.

How's Your Hearing? Ask an Audiologist

Did You Know?
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Just Joined

New Members of the
American Academy of
Audiology

Sara Acciardo, AuD
Alanna Birdwell, MS
Dawn Boyce, MS
Margaret Dean, PhD
Tara Fogel, MS

Jenna Gibbons, AuD
Christie Glick, MA
Charla Joseph, AuD
Michelle Kraskin, AuD
Jan Lohler, MD
Adrianne Miller, AuD
Zhanetta Shapiro, AuD
Carol Sullivan, MS
Nora Yeung, AuD
Lorin Zail, MA

New Members of the
Student Academy of
Audiology

Tiffany Armstrong
Carla Brauer-Lalezari
Amy Formella
Aurora Grossman
Stacey Hall
Jessica Hesson
Lily Hughes
Rebecca Lewis
Jaclyn Scagnelli
Kelli Shivers
Megan Watson
Diana Wu

Lisa Yamaguchi
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® Academy News

Generous Starkey Gift
Supports New Student
Academy Initiatives

A

American Academy of

tion, Starkey Laboratories, Inc., is making

a gift of $40,000 to provide philanthropic
funding for Student Academy of Audiology
(SAA) activities at AudiologyNOW!® 2010 in
San Diego. The 2010 Program Committee is
working with SAA representatives to plan

I n their efforts to support audiology educa-

educational and networking opportunities
that will be funded in part with the Starkey
contribution.

Dianne Meyer, chair of the AAAF board,
announced this generous financial support
in her report to the Academy board in July.
She informed Academy leadership that the
Starkey gift would be restricted to the funding
of SAA programs at AudiologyNOW! 2010, and
would greatly supplement Foundation funds
earmarked for student educational efforts.

“The AAAF is delighted to facilitate
Starkey’s generous support of the SAA,”
Meyer said. “Part of the Foundation’s

mission is to support educational opportuni-
ties for graduate students, and this funding
partnership for the SAA’s AudiologyNOW!
2010 functions will benefit many AuD and
PhD students.”

When the SAA was established last
spring, the 2009 Program Committee col-
laborated with student leadership to develop
student-focused activities at AudiologyNOW!
2009. For 2010, the Program Committee will
work to build upon last year’s successes.
Some tentative events for the coming year
include a student educational track, PhD
Networking Breakfast, Audiology Unplugged,
and Student Academy Central. These and
other activities will be supported with the
funding from Starkey.

Dr. Barry Freeman, senior director of
education and audiology at Starkey, and past-
president of the Academy, relayed his thoughts
about this initiative.

Dr. Jerry Northern, director of professional services at Starkey Laboratories Inc., speaks with students at
Audiology Foundation AudiologyNOW! 2009.
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Supporting and mentoring audiol-
ogy students has been a priority
for Starkey for many years. We
are so pleased to partner with the
new Student Academy and the
AAA Foundation to contribute to
the quality educational opportu-
nities for students attending the
Academy’s 2010 convention. We
are proud to have a number of
ongoing educational initiatives for
students from scholarships and
classes to externship placements.
Along with Dr. Jerry Northern, our
director of professional services, I
welcome the opportunity to nur-
ture future audiologists, knowing
that ultimately our future patients
will reap the benefits through
quality hearing health care.

“Starkey has been a generous supporter
of AAAF projects in the past; their continued
partnership and philanthropy is valued and
appreciated,” Meyer continued. “On behalf of
the Foundation and audiology students, I extend
a huge thank you to the entire Starkey team!”

New in 2010
Science Fair Award
Funding Available
to State Academies

ooking for a way to recruit the audiologists
of tomorrow? Attend your state science

fair! Science fairs act as an important
recruitment tool. They create opportunities for
mentoring and education about the field of audi-
ology, as well as recognize research excellence
in the hearing sciences. To facilitate nationwide
involvement, the AAAF is allocating funds to
state academies to provide awards for high
school science fair participants. Don’t miss this
exciting chance to share your rewarding profes-
sion with a future hearing scientist! Apply or find
out more at www.audiologyfoundation.org.

New Vestibular Research Grant Announced

The AAAF is please to announce that it will partner with the American
Institute of Balance (AIB) Education Foundation to fund an annual grant
in vestibular research. Thanks to a generous gift from the AIB Education
Foundation, a grant of up to $5,000 will be made for balance research or
a vestibular fellowship opportunity for an audiology graduate student.

Richard E. Gans, PhD, founder and executive director of the AIB
Education Foundation, stated how pleased he is to contribute to the
funding of this new award:

| am so pleased to work with the Academy and AAAF to fund
new research in balance science. Balance disorders have
received growing attention in recent years, and our support of
cutting-edge research will contribute to the many breakthroughs
that ensure improvements in the quality of life for those with ves-
tibular disorders. It is a privilege to support future scientists who
are studying these complex and potentially disabling conditions.

Victoria Keetay, PhD, Academy senior director of education, echoed
Gans' enthusiasm for this new research grant when she said, “This gift
from the AIB Education Foundation will provide grant funding over five
years, allowing the Academy to work with the AAAF to build a founda-
tion for a vestibular research grants program. Thank you, Dr. Gans, for
this generous gift and your spirit of collaboration on this new project!”

Researchers will find more information about this opportunity offered
through the Academy’s Research Grants in Hearing and Balance pro-
gram at www.audiology.org/education.

Travel Awards
for 2010 ARO
Conference

pplications are now being accepted
A for travel awards for audiologists

and audiology students to attend
the 2010 Association for Research in
Otolaryngology (ARO) Midwinter Meeting,
February 6-10, 2010, in Anaheim, CA.
Awards of $500 each are being offered
to defray travel and lodging costs asso-
ciated with attending ARO’s annual
meeting. These awards are being funded
by the American Academy of Audiology
Foundation (AAAF), and all applications
must be submitted by October 15. Visit
(www.audiologyfoundation.org) for more
information. ®

SepOct2009 | Audiology Today 73



In Memoriam

74

Roger A. Ruth, PhD

The Academy was extremely sad-
dened by the passing of Roger A.
Ruth, PhD, on July 13, 2009. Dr. Ruth
was an Academy founder, audiology
teacher, friend, and colleague, and
will be truly missed.

After earning his PhD from Ohio State University in
1977, Dr. Ruth served for more than 30 years as direc-
tor of audiology and professor in the Department of
Otolaryngology at the University of Virginia Health
Sciences Center in Charlottesville. His contributions to
the profession of audiology were many and varied. He
was a founding member of the American Academy of
Audiology and, over the years, held numerous leader-
ship positions in the organization. In 2008, Dr. Ruth was
honored with the Academy’s Distinguished Achievement
Award, which is given to those individuals who have had
an impact on the profession through their teaching, clini-
cal service, and/or research contribution.

Dr. Ruth served for over 30 years as the direc-
tor of audiology and professor in the Department of
Otolaryngology at the University of Virginia Health
Sciences Center in Charlottesville. In 2000, he under-
took a joint faculty position at James Madison University
as a professor in the Department of Communications
Sciences and Disorders. His additional professional ser-
vice included review of professional journal manuscripts,
review of research grant applications submitted to a
variety of national funding agencies, and the review of
proposals for prospective doctor of audiology programs.
He also organized and chaired multiple international con-
ferences for audiologists and hearing scientists.

Dr. Ruth was the author of numerous scientific journal
articles and book chapters. He was an internationally
recognized expert in auditory electrophysiology, early
diagnosis of infant hearing loss, and tinnitus/hyperacusis.
Through his influence as a teacher and mentor of gradu-
ate-level audiology students, and his continuing education
of practicing audiologists at conferences and workshops,
Dr. Ruth had a major impact on the quality of life of count-
less persons worldwide.

Dr. Ruth is survived by his wife, Robin, and his three
children. Our thoughts are with his friends and family.

Audiology Today | SepOct2009
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Robert Jirsa, PhD

Robert Jirsa, PhD, passed away on
July 8, 2009, in Wallingford, CT, after
a courageous five-year fight with
leukemia.

Dr. Jirsa earned his PhD in audiol-
ogy from the University of Kansas
in 1970 and was a licensed audiologist in the states of
Rhode Island and Connecticut. He had served as director
of audiology at both the Montreal Children’s Hospital from
1981-1982, and at Braintree Hospital, Braintree, MA, from
1982-1987. He had served as a faculty member at several
universities, most recently with the faculty of Southern
Connecticut State University (SCSU) in New Haven, CT
since 1992. At SCSU, he served in the Department of
Communication Disorders as an assistant professor (1992-
1994), associate professor (1994-2001), and as a professor
since 2001. Of all his titles, he was proudest of being
referred to as the “hardest working man on campus,” due
to his involvement in numerous committees.

A Fellow of the American Academy of Audiology since
1988, Dr. Jirsa was also an assistant editor of the Journal of
the American Academy of Audiology since 1997. He authored
or co-authored numerous articles and books.

A memorial service was held August 15 at Holt Funeral
Home in Woonsucket, Rhode Island. Memorial contribu-
tions can be made in Dr. Jirsa's name to the Leukemia and
Lymphoma Society, CT Chapter, 300 Research Parkway,
Suite 310, Meriden, Connecticut 06450 ®

Roger Ruth Memorial

Scholarship Fund

At the request of the Ruth family, a scholarship
fund for graduate students in audiology is being
established through the American Academy of
Audiology Foundation (AAAF). Friends and col-
leagues can visit www.audiologyfoundation.org to

make a memorial gift online or contribute by mail

to AAAF, Attn: Roger Ruth Scholarship, 11730
Plaza American, Suite 300, Reston, VA 20190.
Call the AAAF office at 800-222-2336, ext 1049,

for more information.
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Peggy Azougha
Office Administrator

Hails from: Harrisonburg, VA

Years with the Academy: Four
months

What I Do for the Academy: I answer
and respond to incoming calls on
the Academy telephone system, as
well as greet guests and visitors to
the Academy. I'm also responsible
for maintaining inventory, as well as
ordering office and kitchen supplies.
I perform data entry and word pro-
cessing duties to support Academy
departments, and assist as needed in
maintaining the office on a day-to-
day basis.

Zodiac Sign: Sagittarius

Cats or Dogs? Cats

Beach or Mountains? Beach

Early Bird or Night Owl? Early Bird
Favorite Pastimes: Reading, garden-
ing, and spending time on the beach.
Not necessarily in that order.

Read it or Watch it? Definitely read it
Smooth or Crunchy? Crunchy

Quote to Live by: “An eye for an eye

would only make the whole world
blind.” —Gandhi
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Cheryl Kreider Carey
Executive Director

Hails from: Lancaster, PA

Years with the Academy: 10 (Meggan
has me on seniority)

Degree: BA, Business Education,
Eastern Mennonite University

What I Do for the Academy: I lead,
execute, direct, manage, educate,
calculate, strategize, innovate,
coach, empathize, motivate, and
implement—all for the profession of
audiology and the Academy.

Cats or Dogs? Dogs (Miss our two
beagles)

Beach or Mountains? Beach

Early Bird or Night Owl? Night Owl
Smooth or Crunchy? Crunchy
Favorite Sport: I'm a sports (soccer)
enthusiast; intrigued by sports and

lessons in leadership.

Read it or watch it? Watch it (all
sports)

Quote to Live by: “Leadership is
helping others to achieve their own
greatness by helping the organization
succeed.” —Coach John Wooden

Academy News

Shannon Kelley
Director of Industry Services

Hails from: Jamison, PA
Years with the Academy: Six

What I Do for the Academy:

In preparation for the annual
AudiologyNOW!® convention, [ work
year-round with exhibitors and
sponsors, convention center person-
nel, vendors, and Academy staff to
develop 300,000 square feet of our
exhibit hall—Audiology Solutions—
into an aesthetic, interactive, and
educational area of learning. I also
manage convention center logis-
tics, signage, and food and beverage
requirements, as well as act as the
Academy's liaison with the Exhibitor
Advisory Panel.

Zodiac Sign: Sagittarius

Cats or Dogs? Dogs

Beach or Mountains? Mountains
Early Bird or Night Owl? Early Bird
Read it or Watch it? Read it

Smooth or Crunchy? Crunchy

Quote to Live by: “The happiness of
a man in this life does not consist in

the absence, but in the mastery of his
passions.” —Alfred Lord Tennyson



Academy News

Amy Miedema
Senior Director of
Communications

Hails from: Fairfax, VA
Years with the Academy: Two

Degree: BA in English and Art,
University of Maryland in Heidelberg,
Germany

What I Do for the Academy: I manage
the Academy’s publications, which
include Audiology Today, the Journal

of American Academy of Audiology,
e-newsletters, books, brochures,

and multimedia, as well as the Web
site and public relations campaigns
(“Turn It to the Left”), and communi-
cations efforts.

Zodiac Sign: Scorpio

Cats or Dogs? Dogs

Beach or Mountains? Beach
Read it or Watch it? Watch it
Smooth or Crunchy? Crunchy

Favorite Sport: Lacrosse to play; foot-
ball to watch—Go Cowboys!

Quote to Live by: “Substitute ‘damn’
every time you're inclined to write
‘very;’ your editor will delete it and
the writing will be just as it should
be.” —Mark Twain

Katie Toner
Government Relations
Coordinator

Hails from: Boston, MA
Years with the Academy: Six months

Degree: BA from Georgetown
University

What I Do for the Academy: I provide
assistance to the government rela-
tions department’s work on federal
and state audiology legislative, and
policy issues. I also perform PAC
(Political Action Committee) admin-
istrative duties, and help answer
member inquiries regarding legisla-
tion and policy.

Zodiac Sign: Scorpio

Cats or Dogs? I have a dog named
Polly the Pug (aka Scrunchface).

Beach or Mountains? Mountains. I
don’t like hot places.

Early Bird or Night Owl? Night owl
Favorite Book: The Great Gatsby
Favorite Sport: Snowboarding
Quote to Live By: “There’s no such
thing as what might have been.

That’s a waste of time” —Tim
McGraw

Meet the Professional Staff

Joyanna Wilson
Senior Publications Manager

Hails from: Rockford, IL

Years with the Academy: Six
Degrees: BA in English, Olivet
Nazarene University, and MA in
English, Louisiana State University
What I Do for the Academy: My
primary duties are copyediting and
managing production of the Journal
of the American Academy of Audiology.
Cats or Dogs? Dogs

Beach or Mountains? Both

Early Bird or Night Owl? Night owl

Favorite Sport? Softball

Read it or Watch it? I'd “watch it,” but
scholarly journals aren’t filmed.

Smooth or Crunchy? Crunchy
Quoote to Live by: “The greater part
of the world’s troubles are due to

questions of grammar” —Michel de
Montaigne
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For more than 65 years we
have focused on one thing.

For the next 65 years we will still focus on
that same thing...patients.

More than 31,970 individuals have entrusted
McDonald Hearing Aid Center with improving their
quality of life.

.
{ And they all say the same thing — “Thank You!”

|

-
i

Join McDonald Hearing Aid Center and help the world hear better!

We are seeking Dispensing Audiologists to join our family-owned and operated practice
that has been serving patients since 1944. Throughout our 65 years of business, we have
been an advocate for hearing healthcare.

As an audiologist at McDonald Hearing Aid Center you can offer your patients:

e Excellent patient care

» Extensive follow-up care

e Aural rehab computer program

* Ototoxic screenings

e Nutrition counseling

e Exams using sophisticated and comprehensive equipment

* Videotoscopy with the latest in fitting equipment and speech mapping
* Interactive programming patients can view on 42" plasma screens

McDonald Hearing Aid Center offers employees competitive pay, health benefits, the latest
technology in audiology equipment and more. If youd like to be part of a team that is cutting
edge and focuses on the total hearing health of a patient, then call us today!

\McDonald  cp1y 1-888-835-7449

Hearing Aid Center LOCATIONS IN CALIFORNIA AND FLORIDA

HEARING SOLUTIONS, NOT JUST HEARING AIDS SINCE 1944
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CLASSIFIED ADS

NEW ZEALAND - THE PERFECT WORK LIFE BALANCE

Be part of an outetanding New Zealand succece story!

In juest over ten years National Hearing Care has become a respected name throughout New Zealand and Australia, Sound strategle planning and
managemant has enabled 1he business 10 achieve dynamic growth plans and profitabdity. We are positioned securely Tor further expansion and would
Jowe you to join us in this beautiful part of the word.

Currently our Australasian network has around 80 clinics all operated by teams of hand-picked professionals. Their incomparable experlisa, vast
exparience and first rate service is a key influence in our ongoing success. Indeed, we are committed to ensuring only the very best audiologists
are appainted. Thase high performing teams enjoy a unigue camaraderia which is arguably without parallel in the industry.

This is an exciting time and unigue opportunity to become part of a success story that is going places fast! Equity may even be an option at soma
stage in the future for some. If you are a suitably qualified audiclogist and eligible to become a full member of the NZ Audiclogy Society we will
welcome hearing from you. A generous remuneration package is offered, reflecting the ongoing pledge of National Hearing Care N2 to attract
and retain only the very best.

L ——— -

Please email your curriculum vitae in strict confidence to Vijay Sekar medacs

at vijays@medacs.co.nz or telephone +64-9-6301768 for an initial discussion. T D

FOR SALE

TYPMANI OTOGRAM DIGITAL AUDIOMETER

Model A3300, S/N 560542F0640

Placed in service new in 2006, just returned from lease.
Excellent condition. Asking $16,500.00.

Photos and details at www.shattuck.com

Greg Shattuck (800) 999-6852.

Located in Austin, Texas. Shipping available.
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Each additional word $2

Full p 630 $1,425 95

1/2 page $1,230

80

Classified and Employment Line Listing

Rates for Audiology Today
Up to 50 words

Agency discount not valid for line listings.

Classified and Employment Display

Advertising for Audiology Today

1/4 page $880 $760

Full Color $1,375
2nd Color Matched $800

Agency discount 10%: valid to advertising agencies only,

discount does not include color.

Contact Christy Hanson at chanson@audiology.org
or 703-226-1062 for more information or to place an ad.

HEAR( areers

Web Employment Postings
Single 30-Day
Posting

Single 60-Day
Posting

3 Job Postings
for 1 Month

5 Job Postings
for 1 Month

Resume search included with job posting.

$125

$900
$730

Contact Vanessa Scherstrom at vscherstrom@audiology.org

for more information.
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National Audiology Awareness Month
National Protect Your Hearing Month

PROMOTE T —

AWARENESS iologisg,
NATIONALLY,

TAKE ACTION
LOCALLY

Visit the Academy Web site

and download materials and
information for you to promote
audiology and hearing protection

= Customizable PowerPoint Presentations
» Consumer-Friendly Fact Sheets

= Customizable Press Releases

» Bookmarks

= Activity Sheets

» Radio PSAs and Messages on Hold

= Posters

= And More

Resources available at
www.audiology.org, search
keywords “audiology awareness”

168 Academy Olif:r in aud,o/o‘g; near yo,, POSte -
" ety iology avaj
- Qilap|g for
Ownlo,
ad on

AMERICAN ACADEMY OF AUDIOLOGY—W Web site,



AND IT PROGRAIE

o RN

Program your hearing instrument within 3dB of your target by simply talking to it. Experience the
ONLY hearing instrument that automatically programs using live speech. Persona Medical is now
licensing exclusive territories, so don’t miss out on this revolutionary technology.

PERS @ NN caLL Tonay 800.789.6543

MEDICAL PERSONAMEDICAL.COM



