Transcript
Welcome to Science Meets the Sound Booth, sponsored by the AAA Foundation, where hearing meets understanding. I'm your host, Emily Venskytis, and in this podcast, we'll explore evidence-based clinical care in audiology. Science Meets the Sound Booth aims to translate research into real-world application. We're finally stepping out of the booth, metaphorically at least, to support informed decision-making and better patient outcomes. Whether you're an audiology professional, a student, or you spent so many hours wearing that monitor headset that you've forgotten what daylight looks like, you're in the right place. In today's episode, I have a special guest co-host, Erin Piker, AuD, PhD. Dr. Piker is a professor at James Madison University and serves as Program Director of Audiology and the Director of the Vestibular Sciences Lab. She has joined us as co-host specifically due to her role as editor-in-chief of the Journal of the American Academy of Audiology, JAAA. JAAA has made some big changes with her at the helm, and that includes the new open access offering. We are thrilled to have her joining us today to highlight one of the first open access articles. Dr. Piker, welcome, and I'll let you take a moment to talk about JAAA and to introduce our speaker and article.
Yeah, thanks for having me. So JAAA has been publishing audiology research for over 35 years, but this is the first time we're able to offer an open access option. And so for those unfamiliar, open access papers go through the same peer review process as anything else, but when they're published, they're not behind a paywall. And there's huge advantages to having this option. One of the biggest is open access papers have higher visibility. and often higher usage, meaning there's more downloads. So they reach a broader audience because they're free to read. This is great for authors because their work is more widely read and they often get more citations. But it's really great for audiology because we need people across health care and different areas of science to understand what audiologists do and the evidence behind our clinical work and work that's not behind a firewall is just more likely to be read. And so the only downside really to open access is authors usually need a grant or other funding mechanism because there is a fee for authors. And that does lead me to our author of the day, Dr. Tamaki, who is grant funded and a nationally recognized scholar and an audiologist. She holds both her AuD and PhD. She is a professor and director of the AuD program at Gallaudet University. And her clinical and research interests focus on vestibular imbalance function, but with a particular interest in how vestibular differences affect deaf individuals, the role of deaf culture and communication in this dynamic, and ways to improve access to and the clinical relevance of vestibular imbalance care. In collaboration with her deaf and hard of hearing colleagues, doctors Janice Cole, Cecilia Lacey, and Carol Riddick, Dr. Tamaki is currently working on an NIH-funded project exploring and addressing barriers and opportunities to fall risk mitigation efforts among deaf individuals who use American Sign Language.
Thank you, Dr. Piker, Erin. Nice to be here. I'm really happy to be here to talk about this exciting for me topic. I thought it was a very small interest in the audiology community. And also I thought it was a very small group of people that were interested in this topic among deaf people too. And it seems to be growing these days with the collaborative work. And so really excited to start talking about this with you.
Well, thank you so much for joining us. And I'm really excited to hear more about you and your work. So you mentioned this seemed like a small group, but seems to be growing. What initially inspired you and your team to take the step into adapting clinical instruments like the activity specific balance confidence scale for ASL? And why was open access so critical for getting this work into the clinician's hands?
What we know is that being Deaf, as in without hearing, functional cochlea is highly correlated with vestibular impairment as well. But the relationship hadn't been explored extensively before. And for those individuals who use American Sign Language as their first language, there wasn't any instrument that was available in their language. There were so many adaptations in Spanish, in Arabic, in Brazilian Portuguese, in Chinese, so many languages out there that have adapted many of the vestibular and balance-related self-report measures. but none available in ASL. And so we didn't really know what the impact of vestibular impairment may be in this population or didn't have the valid measures to really assess. So we had to kind of hope that English was sufficient for this population. I think it is so in a younger population who have been more mainstreamed and using technologies that are more advanced as they were growing up, hearing aid technologies, the cochlear implant technologies have really improved over the years. But when I started to try to think about older people, That is not the typical in this population. They really flourished in the American Sign Language environment as they were growing up. So I really felt the need to adapt some of the instruments into ASL and ABC was one of the four instruments that we took on to try to translate and adapt. And it was the first that I could really finalize the data set and analyze to be able to bring to publication. And because this is for deaf people, it was very important that it was open access so the deaf community could see the evidence behind how this applies to their population, their community.
Awesome, thank you. So this is really interesting in thinking about the scales that you're using when conducting these vestibular assessments. Tell us a little bit more about what happens to clinical accuracy, diagnostic validity, and the patient provider dynamic when a deaf or hard of hearing patient is forced to navigate a questionnaire that's written in English rather than in their primary language, which is maybe American Sign Language?
Well, that's a really great question. I think globally speaking, there is enough evidence out there, not specifically to ASL users, but from a culturally diverse background, patient population, that when patients and clinicians speak the same language, the outcome of the patients is usually better. And so I think that's one aspect that we want to remember is that the language that we bring to the clinical care dynamic is very important. When it comes to whether they can-- how they do with the questionnaires, I really think it depends on the patient's comfort level with written English. And some people are very comfortable with English, but some people, even if they're comfortable with English, they feel more seen and more valued when there is an option to do this in American Sign Language. When we were administering these instruments to our deaf participants, a lot of them would also read English too, but they would require, for example, when we do informed consent process, they much rather have this conversation and really go through it in ASL than reading on a piece of paper. So I think that for this population, that access to sign language material becomes important in being engaged with the clinical process.
Yeah, I think that's really a great perspective where although as you mentioned, the data indicates that if we're not of the same culture with the patients that we're serving, we may not be able to optimally serve them just by the nature of that relationship. But we can take steps to have that better patient and provider relationship. And by providing that language based instrument and other items really, really can get us there. So I'd love to hear from Erin, from an editorial perspective, how does publishing studies focused on things like primary language accessibility or cultural differences fit into JAAA's broader vision for advancing equitable healthcare delivery in audiology?
Yeah, well, for one thing it highlights communication barrier and we are communication experts. What I really like about Chiz's work is it also offers an evidence-based solution. So, you know, we're a journal that's widely read by healthcare providers and it's important to have research that centers on any of our patients that might face any systemic barriers. In this case, maybe it's language or culture or specifically ASL, but also, you know, provide ways to mitigate that barrier in ways that also impacts clinical care and outcomes. for those patients. And then I also think from a larger editorial perspective, as more work like this gets published, we start to build a literature base that can inform regulatory policies. So big picture stuff. We can provide evidence for clinics and hospitals to invest in professional language services. And then even bigger than that, provide lawmakers with data that they need to mandate language support and public health funding. That kind of big picture policy change actually starts with individual papers like Chiz's work.
That's great. Thank you for that context. That's really important to think about how any work can make change in the field of audiology. And so that's so wonderful to start getting this information out there. I'd like to dive just for a moment a little bit more into some of the differences between American Sign Language and English, because a common misconception among hearing clinicians is that English and ASL are interchangeable when they're written or that English-based signing is sufficient for some clinical administration. And let's go into a little bit more depth, if that's all right, into why direct translation to ASL requires more than a word for sign substitution.
Oh, wow. That is a great discussion point. It's years of me learning the language that I can tell. If you learned any language other than English, you would know that nothing is word for word direct translation. And that holds true with ASL too, first and foremost. Some of the vocabularies might seem similar, but they don't always have one-to-one relationship. Sometimes the big word in English may have several different ways of expressing in ASL. Or, you know, one word in ASL might have five different ways of saying in English, and they all mean a little bit different when said in English. And so how do we then interpret that becomes important. You know, it's The nuances of the language is where we had worked on a lot in that translation process. My colleague, Dr. Cole, Janice, she's a deaf certified interpreter. And so she is a native ASL user and she's certified in interpretation. And she recruited a few other interpreters, deaf certified interpreters, And they individually translated the instrument, the English items. And then we came together and we looked at them together and said, does it really mean what this instrument is trying to ask? And there was a little bit of that iteration processes before we said, okay, this is how we're going to sign and then we recorded it. And then we went through and did the backward translation from ASL to English by somebody who didn't do the initial translation to make sure the meanings really aligned. And I think the fact that we have to do that shows how it's really not word to word translation. And in ASL, a unique thing about ASL is it uses space to show language and what's happening. We might sign the same thing with our hand, but how the hand moves, for example, and where the other hand is pointing to can give a lot of context that requires probably two, three sentences in English. And so all of those combined, it really needs somebody who has strong understanding in the language to do this translation work.
That's so interesting. It sounds like, I mean, you and your team work really hard on getting all of this into the correct context and really making this accessible for those ASL users from the deaf community. You took this work to create one validated clinical tool, right? So beyond these kind of scales that you've already worked on, where do you see the most urgent need for putting in this time and work into translating and validating tools in ASL? Is there anything else in audiology that you're thinking about as a next step?
So like I said before, we chose four instruments, and I just need to go and look at the data and see how they all fit. But the three others we worked on are Disney's handicap inventory, DHI, because that's so widely used. And we also looked at the battle, vestibular disorders, activities of daily living. And that one is looking at how people are independent or how they self-act, their independence in performing daily activities. That one is quite long and it has 10 different rating scales that they need to choose. And this one really required ASL translation because how does somebody choose nuances, nuance differences between three and four and four and five and such? And then we also did the full risk assessment that is listed under CDC's state independent brochure. That one is available widely to all Americans in English and Spanish, and we thought adding the ASL component would be good. So those are coming. I don't think we'll continue on with too many of the translation work at the moment because I think they cover decent variety of the questionnaires for now until something else comes up and we feel the need. I think where we want to go from here is using those instruments to advance the clinical work and really being able to use that to see how any particular vestibular interventions to ASL using deaf individuals will be effective or not, for example, or to identify people who are at risk for falling through fall risk questionnaire. Because again, we know deaf people are more prone to falling as they advance in age. So those are the directions that we want to take by using the translated materials.
Excellent. Well, again, hearing about the tremendous amount of work you put through to make this happen is really wonderful information. And so now I want to ask Erin, when papers like this are coming through peer review, what sort of methodological standards does JAAA look for to ensure that this type of work was done, that language translation and cross-cultural validation meet this rigorous scientific criteria.
Yeah, I'll start with saying Chiz’s paper is like a textbook on how to do this. So even if you're like, I'm not going to use ASL part, read it if you want to understand how the translation process works, because there are specific standards that we look for. And it is a long, rigorous process. So in brief, a lot of this has already been discussed, but there's four translations. bilingual experts are going to translate the original text into the target language. Backwards translation where then that new version is translated back into the original language by a whole other set of team. Often at that point there's expert review looking at the new version and then there's pilot testing. When we talk about cross-cultural validation, that is so important. So there's things like semantic equivalence, which we actually did talk about. We didn't call it that, but do words mean the same things in both languages and cultures? Because sometimes they don't, and they don't directly translate back and forth. Conceptual equivalence is the, do the ideas or the constructs that we want to measure, do they carry the same meaning in both languages and cultures? Item equivalence is asking if each test question is going to work in the same way. And there's actual different statistical tests that can look at that things, things like factor analysis. And so basically we don't just directly translate and move on. There's this long systematic process before that can happen. And validated translated materials need to go through that process, which again, it's time intensive, it's rigorous, it requires researchers and expertise that are familiar with the process. And as editors, we're looking for someone who knows how to do that and has laid it out nicely like this paper did.
This is really good information as well. I often have students asking me, well, the patient's native language is this. Why can't we just change the words of this word test to be in this language? So it's wonderful for the context of things have to be validated from the perspective of not only words directly translating, but then what about just thinking about word lists, right? Those have to be balanced in the way phonemically balanced and by directly translating, that doesn't always make sense. But this work needs to be done really to get that accessibility for all of the different patients that we see. So I love what you said about, okay, now these tools are here, but really the ultimate goal is to then be able to serve this group of ASL using patients better. But What are then some things that for clinicians listening who want to better serve ASL using patients tomorrow, what are some dos and don'ts when administering maybe self-report tools or thinking more ahead, as you mentioned, for how to serve them overall?
Try to at least say hello, and you do do do an introduction, you know, to to connect. Do use interpreters have a have an interpreter interpreter at the session. But don't think interpreters are going to be able to just translate at the rapid level that you might speak and that they actually understand what you're saying. You should take, even if it's for five minutes, take a little bit of time to confer with the interpreter about what is expected to be covered, what are some languages, words that you might use so that they can negotiate, help bridge this communication with the patient that you see. I think communication, building that rapport and having that communication is really key. And most importantly, when you speak through an interpreter, you should still be looking at your patient when you speak, not at the interpreter, because then that's how you connect with them, even if they are looking at the interpreter. And so the more you do this, the more you learn about the communication norms and what would be useful, helpful for the patients. But I strongly urge you to optimize, try to optimize communication as much as possible. And that should really be helpful in getting what you need to get out of the clinical interactions to be able to best serve.
Great, thank you so much.
So, well, we received a lot of really great information from you. We like to close out our show, Science Meets the Sound Booth, by asking our guests outside of the sound booth or your day job, what is a habit, hobby, or mindset that helps you stay balanced and focused?
Geez, Erin, go first. I didn't know how to answer this. I can, I can. I tell you a hobby I have is I garden. And where I live in Virginia, I can do a spring garden, a summer garden, a fall garden. And it takes patience. Frequent failures, guys, I kill more things than I have thriving plants out there. Lots of setbacks, pests and droughts, but it's peaceful and it's fun and reminds me that in my day job as an audiologist and a professor, I need to be patient and accept failure and setbacks and, you know, find peace and enjoyment in the process. So it keeps me grounded, I think. No pun intended.
Great. I've slowly on and off knit or crochet. It keeps my hands busy and keeps me from doing the doom scrolling. So when I have time, I try to do that. And like Erin said, I was actually working on knitting yesterday and I lost a few stitches. It just came off of my needle and having to fix that and being creative about it and calming myself down when all of those, I mean, it's not that long of a process, but still having to fix what I had erred. It's therapeutic for me to do something with my hands.
Great. Well, thank you both so much for sharing. And I really enjoyed hearing from you today. Two of my big takeaways first are thinking about these ASL using or profoundly deaf users as a fall risk, right? I think we're not often considering that component of their care as they get older. And so it's so great to hear that these tools are being developed and so that we can really be thinking about that in our day-to-day when working with these groups of people that we need to address that component of their cochlear function or inner ear function. Aaron, I really loved hearing about what JAAA is doing to advance the field and now having this open access offering to continue that work moving forward. It's such a wonderful thing for audiology to be utilizing now.
I have one thing that I wanted to add.
Of course.
So this work that is actually being published in JAAA is funded by formerly Canadian Hearing Services Global Partnership for Research and Innovation. They now changed the name to Hearing Research International. But it's a Canadian foundation that funds research projects that benefit deaf and hard of hearing individuals. So without that, we couldn't have published this open access. And so I really wanted to recognize them and thank them for their contributions.
All right. Well, thank you so much everyone for listening to Science Meets the Sound Booth, 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, including a link to this article, additional resources, and future episodes, you can view the show notes and be sure to follow the American Academy of Audiology to stay connected. If you found this episode valuable, consider sharing it with audiology colleagues, friends, and students. Until next time, this is Science Meets the Sound Booth, translating research into better patient care.




