Measuring Meaningful Hearing Outcomes in Adults: A Conversation with Dr. Catherine Palmer
Welcome to Sound Practice, sponsored by the AAA Foundation, where hearing meets understanding. We're your hosts, Sarah McAlexander and Emily Venskytis, and in this podcast, we'll explore evidence-based clinical care in audiology, focusing on new research in the assessment and management of hearing and balance disorders. From the latest advances in audiology and hearing technology to real conversations about hearing loss, balance, and cognition, Sound Practice aims to translate research into real-world application, supporting informed clinical decision-making and improved patient outcomes. Whether you're an audiology professional, a student, or simply curious about the world of sound, you're in the right place. Turn up the volume, tune in, and let's listen closer. This is Sound Practice. On today's episode, we'll be talking with Catherine Palmer on the National Academies of Science, Engineering, and Medicine's measuring meaningful outcomes for adult hearing health. And I am going to go ahead and turn it over to Emily.
Yes, we are so excited to be having Catherine on the podcast today. Thank you so much for joining us, Catherine. She is the chair for the Department of Communication Science and Disorders at the University of Pittsburgh. She also holds additional responsibilities as professor in the Department of Otolaryngology in the School of Medicine. and Director of Audiology for the UPMC Integrated Health System and Director of the HEARCORE Lab. She works directly with patients and students who want to partner with patients to improve communication, which complement each other and assist in her development as a researcher, clinician, and teacher. She has published over 150 articles and book chapters, as well as provided over 200 national and international presentations. That's a wonderful introduction. But specifically today, we're going to be talking about one topic, mostly as Sarah mentioned, which is that Catherine recently served on the 13-member committee, which was organized by the National Academies of Science, Engineering, and Medicine, which we'll refer to as NASEM, because that's a bit of a mouthful. In 2025, they released the report, and this includes the committee's recommendations and the key areas related to a core outcome set, standardized outcome measures, future research, measure development. And we're going to kind of dive into what does all that mean for the practicing clinician? Where can we as practicing clinicians? learn from this and utilize this in our day-to-day. And in the notes for this podcast, we'll link the project page, which include the report and a full public webinar produced by NASEM about the report. And that's a really great resource for more details than what we'll be able to cover with Catherine today. So Catherine, thank you so much for joining us.
My pleasure. Fun to be on the inaugural podcast.
We are so excited to have you. So to get it started, you've had a storied career from teaching and research at Pitt to leading the American Academy of Audiology. Looking back, what was the initial spark that drew you to audiology and what's kept you passionate about the profession over three decades?
So I'm one of those people who, I guess this might be uncommon, realized I wanted to do something in communication when I was in high school. And I won't bore you with that origin story, but realizing that communication is essential to being human. It's really the underpinning. And so that just, I kind of wound my way. I thought it would be in deaf education. I realized I can't. be in the classroom with little kids all day. I don't have the patience. And that took me to being an audiologist. I practice in the VA and then going on and getting my PhD. So that. That's like the pathway in my career. Being involved and being passionate was just modeled all around me. So whether that was at Northwestern University and the people that mentored me there, Laura Wilbur, Dean Garstecki, Mead Killian, who we just lost. And then out in the VA with Richard Wilson and Janet Shanks and Cynthia Fowler, we just lost Richard as well. But you know, these people who just cared at this deep level, to have better science so we could do better work with people. And then professionally, just thinking about supporting our profession and expanding our profession.
That's great. It sounds like really being involved, making these connections you mentioned and really caring about the patients and about the field, it seems like that's really driven your longevity in audiology. So that's really wonderful.
Yeah, it never gets boring, for me anyway, and I think part of that is it's still a young profession, and I think we forget about that, coming really out of World War II, which may seem like a long time ago, but actually isn't for a profession. So I think... The science piece of it keeps changing. I think we are on the precipice of a lot of new information. Again, when I look at the kind of research that's happening here at Pitt and at other universities that are going to be really exciting for the people with hearing loss who we care for and for our profession, how we'll be involved in those changes. And I think in terms of education, that's going to impact what we look at in terms of our day-to-day and how we can really define hearing loss. I think when you think about it, we are testing hearing largely the way we tested hearing in the 1940s with notable exceptions with OAEs and a few things, but it hasn't changed that much. So on the one hand, that means they did a really good job when they figured out a lot of hearing testing. But on the other hand, I don't think we've had the level of science that we have now to really start to think about precision medicine in audiology and precision care and really understanding what's happening at all different parts of the pathway and targeting treatments specifically to what's wrong. And I think I'm excited that that's really, I think we're heading there and we're heading there pretty quickly now.
Yes, I think that's really going to come through when we ask you some targeted questions about NASIM. I think that's great work that contributes to what exactly what you said about the way that the audiology field is changing. Before we get into that, you've been really talking about how audiology is still a young profession. Specifically, during your time as the academy president, you led the profession through some of its most turbulent times, really. I mean, the COVID-19 pandemic, the early stages of the OTC hearing aid rollout. So tell us a little bit more about how those experiences taught you about the resilience of the audiology community and how we're prepared for these things that are changing in the field.
Yeah, interesting question to reflect on. So I think part of the resilience is, if nothing, COVID taught us how important communication is, right? And how being socially connected is. And as a, very strange BIPOC product from that with everyone wearing masks, people with more mild hearing loss realizing, wow, this is impactful. And I don't ever want to imply anything good came out of COVID. But it highlighted, right, it highlighted that we are essential. We are essential workers. And we all went back to our clinics really quickly. And we're running out to the street to hand people, you know, their hearing aids in a basket. You know, I think, Hack, I know you can all relate. But I think that was an important moment in that sense to realize that that's just essential to the human condition, as I said, and it really pointed it out. And then I think, mixing in your question with OTCs, I'm a great believer and we want many, many pathways to hearing care. And I think we have to be really comfortable with that as audiologists and every, I think everybody knows I feel that way. I don't find OTCs scary. I think it's played out that I'm right. They're not scary. And for our profession, I think it is making people think about hearing. It's making people think about hearing sooner. And for many people, it's making them realize they really need help on this pathway. But for people who want to do self-care, if they're appropriate candidates, that's great. That's a great starting point. I think we are in a position now we really need to help people navigate. on that, and certainly some of our work here is involved in helping people navigate that. So, I think we are resilient. I think we're a great group. you get into this field because you care about people, but you also embrace technology, right? That's the thing, that we enjoy both pieces. And so you need to embrace the technology as things change. And I think that can be more exciting than frightening.
I really appreciate that reflection, especially on COVID. I know, you know, it's been, gosh, almost six years now. And it really is wild to think about how far we've come in our practice models with OTCs since that time. And it's crazy really that it's been six years because I think there's a part of me that still feels like that was yesterday, not six years ago. We've already talked a lot about some of the different hats that you've worn, researcher, educator, director of audiology for a major health system. How does being in the room with patients at UPMC influence the way you approach your academic research and your work with the academy?
So it's just the key to all I do, and that's why I've kept seeing patients. So it's, you know, I guess it's a little uncommon for the chair of a department. to see patients. But part of when I took over as chair, that was really critical to me that I didn't lose that piece. I also think as a director of a clinic, you need to see patients. And that's just my opinion. I know not everybody does that, but for me. I need to be just as annoyed at the e-record as the other audiologists, right? I want to know what people are living. But back to your question, doing that informs my teaching, right? Seeing patients, keeping up with all the technology, everything that's happening completely informs my teaching. And it's where my research questions have come from. And my research program has really changed over the years, which I think many people's do. And my focus now is really on developing and evaluating pathways to care. So, back in the day, I was thinking a lot about hearing aids and signal processing and hearing aids are amazing, you know, what they can do. And so, and there are lots of people doing that good work. But I have really moved to, okay, we have all this good work, but people can't access it. So, you know, what do we have to do to make those changes? And looking at that, really with community partners. So not making this up on our own, but involving the people we're actually interested in and what do they need? what are they telling us they need and how do we do that? And how do we create these pathways that really support people to access this care?
I agree. I think access to audiology care is so important and something that's still, we're still working on, you know, with being that young field that you mentioned, you know, helping people understand what audiology can do for them and our importance. And Let's kind of bring that into the work that you did with NASIM, which in a way does relate to what you were just discussing. But first, I want to define meaningful, right? As you said, we're bringing patients in, helping them with their path. Meaningful can mean a lot of different things. But specifically when we're talking about the NASEM report, they talk about meaningful outcomes over traditional clinical metrics. So if you're describing this to a clinician that you're working with, what does it mean to move to this for a patient's life? What does that mean to you?
Well, meaningful outcomes, it actually, it doesn't matter what it means to me. So part of what was important in this work was finding out who we needed to talk to, right? Meaningful outcomes are defined by the people who we are working with interventions, right? And so part of the work of this committee, and it was a neat group, so a whole mix of different people come together, including audiologists. but it was interviewing patients. So there were, we had webinars, with people who haven't pursued care yet, who have pursued care yet, with hearing loss, with caregivers and family members, with clinicians, with all different people who might be interested in this topic. And then also looking, you can see in the literature, so market track has data on what people actually care about. You know, they have people rate, what did you want your hearing aid to do for you, that kind of thing. So it's really important that we didn't define meaningful. We really let everybody else define meaningful. And it became pretty clear, you know, what those outcomes are. I think it became pretty clear over time.
And the report identifies a core outcome set that includes the words in noise test, the abbreviated profile for hearing aid benefit, and the revised hearing handicapped inventory. Why were these specific tools selected as the gold standard for measuring success?
Yeah, so, you know, it's interesting. So the title of the report is Measuring Meaningful Outcomes for Adult Hearing Health Interventions, right? And so, and measuring becomes important, right, that was one of the goals. But the goal was to get to the measurements. So first you have to have the meaningful outcomes, which is what you were just asking about. So I would just back up to that is first we had to really look at what were these meaningful outcomes. And the idea is you don't want 10 meaningful outcomes. And you want to really be thoughtful, like I said, about how they're being generated. And then you have to look at them and say, OK, are they things that we expect to change in a fairly timely manner, as opposed to like not something that's going to change two years from now, you know, within kind of a clinical activity? Will this thing, this outcome we're talking about, will it change? And do we expect it to change at the individual level? not the population level. I mean, great if it changes to the population level, but we're talking about the individual level. Is the outcome reasonable for both the clinic and the research context? So that was part of the task. So any NASEM committee has a task in front of them. So that's wrapped into the task. So we really had to think about all that first. And so from there, we got the outcomes we really came to where there was a hearing and communication outcome, and that's really hearing or listening and understanding in complex listening situations, right? So then now you have your outcome. And then the other outcome is hearing related psychosocial health. So those are the two outcomes we came up with. Then you look for the measures. So that's, I just wanted to back up because you don't start with the measures, right? Although it's tempting to, because we all came to it like, oh, I like this and I like that. but really letting the outcomes then drive the measures. And I would just make a comment if people look at the report, because someone, once we say that, is saying, well, why didn't you care about localization? Why didn't you care about, you know, listening effort or listening fatigue? Or, you know, why didn't you care about cognition? We talk about cognition all the time. And I would just say, it's not that we didn't care about those things. And if they read the report, they'll see more than they probably ever wanted to read. about those different things. And there are reasons why we didn't pursue those. And it could be that they're not fully formed yet in terms of being able to measure them. So there might not be standard ways to measure some of those things. Cognition is a great example where it's unlikely we're going to be able to measure something at the individual level within a couple months, right? Because the cognitive data are really population-based data at this point. So that's why, in case people are wondering why we didn't do other things. So then we pick the measures, and you're right. Then the next thing people ask is, why did you not pick my favorite words in noise? So there are actual tables in the report showing you the lengths at which we looked at these measures. So we were really looking for psychometrically sound measures, meaning, you know, test, retest, reliability, they're repeatable. If you, measure them on the same person with, no intervention in the middle, you'll get the same thing. They're valid. They're actually measuring what we think they're measuring. They're feasible. And that was one of our criteria. Like, are they actually publicly available? You know, that matters. It's not great to pick a test that nobody can get their hands on. and are they short enough, feasible? Part of it is, can you do it in the clinic? Can you do it, pretty quickly? And so that's where we came to the win, as opposed to the, I'll just mention the quicksin, because a lot of people like the quicksin. I love the quicksin. But when you look at all those metrics about how we judge them, the wind comes out a little bit tighter. You'll notice in the report, there's also lots of room for more research. And it was so exciting to see NIH published all these areas that came out of the report that they're going to give, you know, give priority to and want to see in studies, which is amazing for that to come out so quickly. So there's lots more work to be done. You know, one thing that would be interesting is, Could you crosswalk between quick sin and win? Like, could you really use either and interpret them together? We can't, no one's done that work, but if someone's listening to the podcast and needs a project, please do that, because I think people would love to have that. And then, so that was an objective test. And then we all agreed as a committee, we really wanted a subjective test of hearing and complex listening too. So that's the AFAB, you know, shout out to Robin Cox, who who's not with us anymore, but she did amazing work developing outcome measures, scales. And the AFAB, that's using the three scales that have to do with communication. And then the revised HHI, which talk about a test that's, you know, stood the test of time with Barbara Weinstein. and IRA Ventry developed that. And so, and that's a quick, easy test as well available. So all three of these are publicly available. You don't have to buy them. They're not, you know, behind a paywall. So that there was, that's what went into picking those tests. It does not mean there weren't other tests, but those rose to the top.
That's great. You know, it sounds like there's lots of opportunities for people who are listening to this, they're inspired to do some new studies, right? You mentioned the quick send to win crosswalk. What I'm hearing too is if there is a metric that people think is meaningful, is important to them, then maybe they can find a way to measure that in the clinic with a quick tool. There's these wonderful inventories that are there, but there are these other things that we know that our patients care about that we haven't been able to measure yet.
You make a fabulous point because one thing people should understand, this is meant to be a minimal test battery, right? This is minimal outcomes. So what we're asking people, both in research and clinic, minimally, please test these. And so when you think about that, it serves a lot of purposes. And one, back to the, you know, you asked me about the profession, you know, in a profession that provides an intervention, you expect outcome measures. And we haven't done a good job with that. Now, individually, many people may have done a good job, but as a group, we've not done a good job of having outcome measures for our different interventions. And I think it's easy to think about hearing aids. That's certainly an important intervention that we work with. But these also were meant to be able to cross interventions. And so that's kind of another challenge of this, you know, picking things that it doesn't necessarily, maybe it's a hearing aid, maybe it's aural rehab, maybe it's auditory training, using communication strategies. And these will still work for those and in the research context, but these are minimal. So someone doing a research project, a biologic where you're trying to return hearing, you might really want to include OAEs. Well, you should. So, you know, no one should think we're saying, oh, it's only this, don't do other things. No, you should include whatever makes sense. And if you have a patient where localizing sound is really important to them, well, then you should include a measure of localization, whether that's actually localizing or the SSQ or something like that. So this is a minimal test set. This lets us as a profession know we're measuring the outcomes of the work we do. And as we move and perhaps start to be reimbursed more appropriately, there will be an expectation that there are outcome measures to what we do. It's a way you can pool data so you can make big claims and big decisions about what a profession does, what we bring to the table. For researchers, we can compare all sorts of interventions if we have similar measures. So they're exciting reasons to sign on and do this.
Yeah, you've convinced me. I think you've made a really great point as to why clinicians should be using these standardized outcome measures regularly, you know, incorporate these things into their care. What do you see as the biggest barrier to a clinician implementing this? You know, is it time? Is it reimbursement? Is there something else you've thought of? I'd love to hear your thoughts on that.
Yeah, so I mean, I'd love to say, what do you mean barriers? Why would there be barriers? But we've talked to lots of people. And so part of what we've done, and as you pointed out, I see patients, I'm in a clinic with other audiologists, is ourselves starting to integrate these things to look at that. What is the issue? And one is convincing people it's important. I don't think that's that hard. I think it's kind of obvious why you need to measure outcomes. And if you just think of any analogy in any healthcare situation, you expect people to measure the outcome of an intervention that they've done. So then it's time. it's really, it could be access, but again, these are all free, these are all accessible. So that's not an issue. But it is time. And so how do we make these work in time? And we will be at the AAA meeting this year with a presentation so people can see this. in real time. But one thing we need to do, it's one of the recommendations, is we've got to work with the different e-records. And I will say some of this, I would call them smaller e-records that are specific to audiology, have these measures already wrapped in, which is amazing. Some of the bigger records like the Epic, which is what we use, and which is one of the larger, I think it is now the largest e-record. we have to have this wrapped in. We have to have the ability to push these scales out to people before they've even come into the clinic. have them automatically scored and have that score reported. So until that time, these all can be scored on a tablet. So you can go to HURL website, which Janie Johnson now supports where Robin Cox was in Memphis. You can download the AFAB and it's automatically scored. So you can have that. If you have the NOAA software, it's in there. it is. So it's automatically scored. You have the results. So I think those are great. For me, it needs to be in the e-record. Like that's our next piece. Same with the revised HHI, same exact thing. And you know, time-wise, the HHI takes maybe 2 minutes. that's that quick yes, no, yes, no. And it's, again, you want it scored automatically. I always joke with the AFAB, if the person gets it and does it themselves, the AFAB is like a 5 to 10 minute activity. I find if they sit with me, we could be there an hour easily. So we want to contain, you know, how we administer these and where we do it. Then there's the timing of those. So the AFAB, you do it pre-amplification or pre-treatment, whatever the treatment is. And then post, maybe it's three weeks later, four weeks later. And same with the revised HHI. The win, I will say, we got thinking, we run a really busy clinic, as many do. And the thought of taking a patient who's come back, maybe three or four weeks later, they've been wearing their hearing aids, I'm ready to do the aided win. To go into a booth in our setting would not work. There's no way we could take up booth time. It's the booths are used for other things. So we got thinking, well, you don't have to be in a booth. You know, you need to calibrate the signal. You could be in that room wherever you meet with people. And then we got all excited because we realized you can just put a flash drive of the WIN that you've downloaded in your Verifit, and you can run it right out of your Verifit speakers, and then it is calibrated for you. So you can pick the 55 dB signal. You're going to have the WIN right there. They're sitting there anyway in the room where the Verifit is. And you can, now again, you're scoring it, but they've created score sheets that make that incredibly fast. You can just look, you're not even adding things up. So I think the WIN now has the version with five words per signal to noise ratio, and it takes about two minutes and 20 seconds. I think 2 minutes and 20 seconds can probably be managed. And you do it unaided, you could do that all in the same setting if you prefer, or you could have done the unaided earlier. So, or you could just, you know, run it off some kind of computer. But I personally love running it through the Verifit. I just think that's a little bit genius. and then I know it's calibrated. You do need to pretend you're in an open fitting, so your reference mic turns off, and I won't go into that detail, but if people are at AAA, we'll explain that at AAA.
That's great. it's one thing that we're trying to talk about is the sound practice shift. So if people are going to give themselves one little thing to change in their clinical practice, right? I mean, the adding the win with the Verifit isn't necessarily a little change, but even, you know, adding that in the unaided evaluation pre-amplification or just starting with adding the HHIE into your workflow, making one little change like that can be a great start. And One thing I think about with those questionnaires is like if I'm going to physical therapy and they're doing an evaluation, they're asking me to complete like 6 questionnaires every time, right? that's something that patients come to expect when they go to a provider's office. So just to further up on that point, it's something that we could add without the patient's... without it being atypical for the patients that we're seeing.
The patients will appreciate it. You're absolutely right. The barrier is not the patient. The barrier is we, you know, it's hard to change. We've done things. You know, I think we get a mindset. We know we're doing a good job. We know our patients are doing well, but that's not enough in healthcare. You know, if you want to kind of, you know, really feel like you're a part of healthcare, outcome assessment is expected. So no, the patients won't be Surprised. If anything, if we really pushed a patient right now, they'd probably be surprised that we don't do this. So, yeah, and I agree your approach is exactly right. What will you do Monday morning? What one thing will you do? You know, add the HHI, revised HHI. So easy. Even if you don't have computerized scoring, I mean, everybody can add twos and fours. You know, so that could be done, you know, right away. You know, one thing at a time, I agree, it's a great approach.
And speaking of the patient experience and how patients view our profession and how they experience audiology, if the audiology profession was to successfully adopt these meaningful outcome measures over the next five years, how do you think the patient experience would look different than it does today?
I think just like we see data and now there have been so many different studies where when people actually do real ear measures, the patients are more satisfied. They look at that as a more professional experience, right? And we are in a position now, we need to separate ourselves, right? So hearing aids are a product. What we bring to all this is a service. And interestingly, OTCs have put a fine point on how important that service is for so many people that they really need that help and that expertise. And we need to rise to that occasion. So that's how we separate ourselves. We have the full package of everything we can do. And part of that is measuring outcomes, showing there's an outcome change and being able to talk about that to a patient versus a self-care pathway, right? Which is such a different animal. And, in the middle of that is this, a lack of best practice. And now with some pretty nice self-fitting OTCs, you might as well do that. so we need to be different and we are different. Don't get me wrong, we are different. So we need all the pieces that go together with that. And outcome assessment is part of that. I personally, would love to see, some of our third-party payers and people who are now covering hearing aids make that, required, require that verification's done, that audibility is returned, require that there's an outcome assessment. Did we make a difference? So that's not happening yet, but that, you know, it's... Where can you put things? we have really great colleagues in the NIH and VA and DOD that, wanted this report done. And in research, interestingly, they can require this. So if you're, submitting a research project that has to do with any kind of intervention and hearing, you would be expected to include these, which is great. You know, that'll be great to see that.
Yeah, I think it'll be really great to see the impact of this as it goes, as this has been out not even a year at this point. And we're really trying to share this message and this information because this is a great foundation to aligning all of us from the clinical side, the research side. So it's going to be really great.
And then we need educators, right? And I know, you're an educator. We need this being taught, so in our classes, we need to have this be part of it and have the students, experiencing this and understanding it. So, I truly hope that's not a barrier. That would be really disappointing. So, but we need, so then we need to be in meetings and we certainly are being in different meetings. We'll be at the VA meeting. Auditory Society, AAA, we were at Ash in November. So, being at the meetings, hopefully, reaching everybody. So this isn't complicated, but we do need academics to, update and make sure they're integrating this into their coursework.
Yeah, absolutely. And that's something, right, that us as, speaking for myself, as clinicians working with students, if we can have that very easily into our standardized protocol for our on-campus clinics, right? And then once students are familiar with using that, then they go to their placements and they ask, why aren't you using this assessment based on this new measure? And that's a great way to spread the word to people as well who maybe haven't had the opportunity to participate in these meetings.
And I think especially being sensitive, and that's part of, when you think of who was on this committee in terms of audiology, and if you have a second, Larry Humes, Colleen Le Prell, Tom Powers, Nick Reed, Sherry Smith, Zhang, you know, these are all people in audiology and a number of these people, you know, either have patient experience or are still seeing patients. And I think that mattered to be sensitive to these things can't take 1/2 hour. You know, we have to, you know, that feasibility was a big part of picking these measures. And that's why, because we wanted them to actually be operationalized.
Yeah, I think once we continue to talk about it, get that familiarity out and recognition of that, it really can be a short timeframe once you are familiar with it. will be great. And we'll really look forward to seeing you in San Antonio at the Academy and hearing more about it. And anyone who's listening to this can certainly get more information through that, through the other resources that we have. So I want to ask you one closing question, which is unrelated to the nascent outcomes. Our show, of course, is called Sound Practice. So outside of the clinic, what is 1 sound practice that helps you stay balanced and focused? So a habit, a hobby, or a mindset?
You know, I think I love to read, so I'd love to take time. and just get out of myself and read interesting things, in different parts of the world, different cultures, different kinds of things. So I don't know if that is what you meant, but I really like to do that and kind of come back fresh to look at things and maybe look at a different perspective. And then I always, I can't say, I can't do this without saying, and just getting to spend time with my amazing family. I know Sarah, you have a new, new one in the house. It's a great adventure. And then hearing their thoughts on life, I think really keeps me thinking in new ways. And that happens, Emily, with students, right? to always get, be open to a new perspective, a new way about thinking about things. And I'll just put a plug in for San Antonio. First of all, one of my very favorite convention cities, it's fabulous. But when you were asking me about kind of staying excited. And part of that for me is going in person to the meeting. I just don't think there's anything better to get re-excited and reinvigorated about what's happening and what's going on than to be in person. And I think it's great that we have virtual access to things, but there's just nothing better than to be in person at a AAA meeting.
Absolutely. We're really excited for that as well. And you can still register. Registration is still open. And early bird registration is still open at the time that you'll be able to listen to this. So we're really hoping to see a lot of people there. It'll be a great meeting.
Well, thank you so much, Catherine, for sharing your experience with measuring meaningful outcomes. I know for me, even though I work in pediatrics, and so sometimes as we talk about adult outcomes, it can feel like, oh, how does this relate to what I'm doing? But I still think it's really important that we consider how can we measure meaningful outcomes in pediatrics, because there are lots of different tools that are available out there, and we don't want to miss what we can be doing just because someone can't fill out some of these surveys or perform some of these tests. And then, of course, Eventually, our pediatric patients become teenagers and adults that are able to do these assessments. And so even for that pediatric clinician that might be listening and saying, yeah, I don't need to worry about this, that's for my adult centered colleagues, there's still so much that we can get out of this and bring back to our own clinical practice.
But a shout out to our pediatric colleagues who've done really a very good job with outcomes. So when you look at the standardized outcomes, And I think we think about that with our kids, which is fabulous, but not so much with our adults. And you're right, they become adults. They do.
And then they'll be wondering why their appointment time got so much shorter if we stop measuring those outcomes. Yeah. All right. Well, thank you everyone for listening to Sound Practice sponsored by the AAA Foundation. We hope today's discussion provided clinically relevant insights you can apply in your practice and professional development. For references, additional resources, and future episodes, be sure to follow the American Academy of Audiology to stay connected. And if you found this episode valuable, consider sharing it with audiology colleagues, friends, and students. Until next time, this is Sound Practice, translating research into better patient care.




