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Your patients can now enjoy Bluetooth connectivity with CaptionCall. This means
they have more audio choices when using their CaptionCall phone, including:

« Using a streamer that connects directly to their hearing aids
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Connect more patients, and grow your practice.

Reconnect more of your patients. Offering your patients a no-cost Sprint CapTel phone helps
them stay socially engaged and active. With four phone options, you have a solution for every
patient. We handle all the details, and our Hearing Health Care Kit makes it easy.

Models include:
Traditional « Modern « Low-vision « Non-internet

Phones to fit every patient.
Your kit includes everything you need, and
your patients get their choice of phones!
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The
increased call for interprofessional collaborative practice across educational
and health profession models provides an opportunity for audiologists to
increase public awareness of the role of educational audiology services.

By Anne Heassler

Integrating diagnostic and therapeutic functions under the rubric of
nanotheranostics represents a powerful and attractive paradigm that is well
suited for treating tinnitus. What distinguishes this approach from other
techniques is the fact that treatment can be individualized—an approach
thought by some to be the future standard of care in medicine.

By Anthony T. Cacace, Stephanie M. Curley, James Castracane, Magnus Bergkvist,

Aaron K. Apawu, and Avril-Genene Holt

There is no
one-size-fits-all answer, which is why it is important for audiologists to guide
their patients in an environment where options are increasing rapidly.

By Bre Myers

The audiology and medical professions
should not surrender their identities and be forced into one collective group.
This gives a false impression to consumers when they are trying to make
important choices and informed decisions about health care.

By Larry Engelmann
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FOR SOME ELITE SOLDIERS, PROTECTING
THESE COMMUNICATIONS TOOLS IS CRITICAL.

As an audiologist and officer on the U.S. Army health care team, you'll have access to the
country's most advanced aural technology while working alongside dedicated professionals.
You'll gain experience developing improved communication strategies, evaluating protective
devices and developing hearing conservation programs. But more importantly, you'll be
helping Soldiers preserve their most valuable communication tool: the ability to hear.
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PRESIDENT’'S MESSAGE

Can We Demonstrate Our Value?

aving grown up in a family
with extremely limited finan-
cial resources, I still remain
vigilant in identifying the value in
all things. Many of our Academy
board of directors meetings are
peppered with the frequent phrase
“value-added member benefit.” Even
as I draw nearer to the closing of
my season as the president of the
American Academy of Audiology, I
still contemplate how audiologists
can consistently demonstrate value
of services offered to the consumer
and our patients.

I can’t help but recount a story
about a young lady who decided to
hire a stranger to clean her long-
neglected home in preparation for
a friend’s impending visit. Despite
returning from work to a tidy and
clean home, she was horrified to
discover her cherished family antique
china was missing. When asked,
during the phone conversation, the
cleaner expressed her perception
that the china in question was of no
value because they were haphazardly
stacked in the sink or other precar-
ious places with solidly caked food
in varying stages of decomposition.
Consequently, the cleaner placed the
china pieces in the garbage. That story
often comes to mind when I reflect on
what contradictory outward appear-
ances [ exhibit about the value I place
on treasured possessions, relation-
ships, and even my profession.

When we equate value to our
professional services, it becomes

AUDIOLOGY TODAY Sept/Oct 2018

implicitly necessary to quantify

that value with observable action/s
that are recognized as benefit/s.
Unfortunately, neither graduate
degrees (e.g., AuD, PhD, MS, MA, etc.),
nor state licenses in isolation will ever
guarantee perceived value or prove
benefit. So, how can we show value?

One quick Google search will
easily yield an abundance of identifi-
able behaviors and actions to “show
your value” that are not limited to the
following: demonstrate competence,
challenge yourself, take ownership of
mistakes, be big enough to apologize,
make effective and honest commu-
nication a habit, give up feelings of
entitlement, meet the benchmark/s
(either perceived or stated), and
exhibit authentic mutual respect and
appreciation, etc.

Ultimately, isn’t it really all about
building honest relationships to
imbue trust and respect and demon-
strate value? Wouldn’t we willingly
hold ourselves to the utmost highest
level of accountability and authen-
ticity; as if each patient were our
most beloved family member or
dearest friend? Arrogant, uncivil,
and/or duplicitous behaviors have
irretrievable toxic effects on building
relationships and/or demonstrating
value, and have no place in our pro-
fession. Rather it is about maintaining
professional skills in a relevant
manner performed at the highest
level of our scope of practice that will
ultimately demonstrate that quantifi-
able value.

We must push ourselves to that
more difficult question: Can you
PROVE your value on an hourly and
daily basis? Our profession is depend-
ing upon each and every one of us to
doso. ®

i\u&;g&u&\

Jackie Clark, PhD

Board Certified in Audiology
President

American Academy of Audiology
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Il KNOW-HOW

The Audiologist: A Partner
Within a Health-Care Team

By Maggie Kettler

earing loss is associated with
H numerous systemic disor-

ders. Audiologists frequently
provide consultation for patients
whose care is managed by other
specialists. In many of these situa-
tions, audiologists need to provide
more than a consultative service. For
many patients seeking answers, our
audiological results can help in deter-
mining a diagnosis and selecting
appropriate treatment.

A patient’s health history may be
complex and his or her health-care
team can include numerous provid-
ers. Audiologists are comfortable
in the role of hearing health-care
provider and frequently function
independently from the other health-

care providers working with a patient.

The best outcome, however, occurs
when all of the medical profession-
als involved with a patient work
collaboratively.

| AUDIOLOGY TODAY Sept/Oct 2018

A rheumatologist treating a
patient with hearing loss associated
with rheumatologic disorders, for
example, might have limited knowl-
edge about audiological testing and
treatment. An audiologist could be
unclear about the implications of a
patient’s rheumatologic diagnosis
on evaluation and treatment. The
patient’s journey to hearing health
will improve significantly when these
health-care experts work together.

The Role of the
Audiologist

As professionals and experts in
hearing health care, audiologists
should strive to be an active part
of a patient’s multidisciplinary
health-care team. It is very import-
ant that audiologists clearly explain
audiological results and confirm
the understanding of those results
with patients and the health-care

professionals involved in their case.
The audiologist’s work can be instru-
mental in leading to an accurate and
timely diagnosis, while potentially
ruling out other conditions.

Due to the many conditions and
diseases associated with hearing
loss, the audiologist must obtain as
much information as possible from
the patient. It is the audiologist’s
responsibility to be sure the patient
provides a thorough personal and
family medical history. Audiologists
must also take the time to research
the patient’s other conditions to
determine if they may contribute to
the presenting concern or the devel-
opment of a diagnosis. Obtaining
thorough and accurate historical
information allows the audiologist to
provide appropriate, individualized
recommendations for each patient.
Often, patients with medical issues
will need to be seen more frequently
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than other patients and may require
referrals to other providers.

Some patients who come to an
audiology clinic will not have an iden-
tified disorder or genetic issue. Many
individuals with seemingly unlinked
symptoms that have auditory and/
or vestibular manifestations will
come looking for answers. For some
patients, an audiologist may be the
initial contact with the health-care
system, at least for a specific concern.

Our role is the most complicated
for the patient with an unknown
diagnosis. That patient may come to
an audiologist after experiencing diz-
ziness or tinnitus, which are initial
symptoms for numerous conditions.

The results of the medical his-
tory and testing should go beyond
audiological recommendations and
be appropriate to guide a referral
to other health-care professionals.

A comprehensive review of cur-

rent symptoms, medications, and
previous individual and family med-
ical histories should be considered.
Evaluation and recommendations
should be thorough and referrals to
other health-care providers should be
anticipated.

Working with Other
Health-Care Providers
Audiologists have a responsibility to
educate other health-care providers
in their communities about the rela-
tionship between hearing loss and
other medical conditions. Increased
knowledge can promote action that
directs patients to appropriate care.

The Audiology Project, a grass-
roots effort created by Kathy Dowd,
AuD, ensures that patients with dia-
betes have their hearing health-care
needs met. The program has made
great strides in a short time. This
type of effort must be multiplied and
replicated.

There are medical professionals
in many specialty areas who treat
conditions associated with hearing
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loss. Education and information on
current research regarding untreated
hearing loss and dementia is nec-
essary for primary-care physicians
providing comprehensive care for an
aging population.

Neurologists should be educated
about appropriate vestibular rec-
ommendations for patients with
concussions. Rheumatologists
need to be informed about the link
between numerous rare rheuma-
tologic disorders and hearing loss.
Nephrologists need to understand the
relationship between renal patholo-
gies and hearing loss.

Medical professionals must have
awareness of potential comorbidity
and must know when and where to
refer their patients for audiological
evaluation. This education must be
led by audiologists, as the experts in
hearing health care.

Keeping Up with
Research

We continue to see significant
advancements in genetic research

in our field. Audiologists must stay
informed about these discoveries and
their potential effects on patients
with hearing loss. Within the audi-
ology community, we must support
sharing information about new condi-
tions as are they are identified.

Hearing loss has a relatively com-
mon association with rare genetic
disorders. There is a genetic compo-
nent in about 70 percent of the cases
of patients with hearing loss, accord-
ing to the U.S. National Institute on
Deafness and Other Communication
Disorders. Hearing loss is associated
with autosomal dominant, autoso-
mal recessive, and X-linked genetic
conditions.

As more genetic conditions are
identified and the associations with
hearing loss are realized, we must
work to ensure that all audiologists
are provided with the informa-
tion about these conditions. This

KNOW-HOW

knowledge is essential in providing
assessments and treatment plans
for all patients, including referrals
to other appropriate health-care
providers.

Our Duty to Our Patients
A patient seeks audiological services
to benefit from an audiologist’s
experience and knowledge. It is our
responsibility to treat the whole
patient, even when audiological rec-
ommendations are not the solution.

The role of an audiologist goes
beyond assessment and treatment.
We must advocate for hearing health
for the well-being of our patients.

Professional relationships and
partnerships throughout health care
are what is best for all health-care
professionals and, most impor-
tantly, what is best for our patients.
Developing partnerships and
educating other health-care profes-
sionals—as well as educating patients
and providers in our community—
advances the profession of audiology
and improves the level of care all
patients receive. ®

Maggie Kettler, AuD, is a clinical
manager and audiologist with Cincinnati
Children's Medical Center. She is also

a member of the Academy's Business
Enhancement, Strategies, and Techniques
(BEST) Committee.
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ZPower silverzinc rechargeable batteries are a new technology now available for select
products from almost every major hearing aid manufacturer. With new technology comes
many questions, so we have infroduced an “Ask the Expert” program to answer your questions
about silverzinc battery technology.

How often should the batteries be charged?

The batteries should be fully charged every night. Once the hearing aids are finished charging, the indicator
lights turn from blinking green to solid green. A full charge may take up fo 7 hours — the charge time varies
based on how much the battery was depleted during the day.

What happens when the silverzinc rechargeable battery is getting
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The hearing aid wearer will hear the low battery warning. Once the low battery warning occurs or once a
hearing aid shuts off due fo a low battery condition, do not open the battery door to reboot the hearing aid.
Rebooting after the low baftery warning can over-discharge the battery. If a low battery warning from the hearing
aids is received, place the hearing aids in the charging base for charging or replace with non-rechargeable
batteries. Store your rechargeable batteries in a safe place away from metal objects like coins or keys.

Should a patient open the battery door to turn off the hearing aids
when not in use?

If a patient removes their hearing aids during the day, the hearing aids should be put back on the charger.
Rule of thumb — if the hearing aids are not on the ears they should be in the charger.The batteries will not
overcharge, and this will not decrease the overall life of the battery. If the charger is not available, it's ok to
open the battery door for a few hours until they are worn or can be put on the charger. If the hearing aids
are not going to be worn for an extended period, the batteries should be removed.

Have more questions? Please visit www.ZPowerhearing.com/ask-the-expert to enter your question.
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The increased call

for interprotfessional
collaborative practice
across educational

and health protession
models provides

an opportunity for
audiologists to increase
public awareness of
the role of educational

audiology services.

Vol 30 No 5

he Centers for Disease Control and

Prevention (CDC) encourages the use of

the Whole School, Whole Community,

Whole Child (WSCC) model for inte-

grating health practices in the school

setting (Lewallen et al, 2015). The WSCC
model emphasizes a collaborative approach to improve
student health and academic outcomes. The Whole Child
element of the model maintains the child as the focal
point through five tenets: (1) being healthy, (2) being safe,
(3) being engaged, (4) being supported, and (5) being chal-
lenged. There are 10 school health services or programs
for which the Whole School model focuses. These include
health education, physical education, school health ser-
vices, healthy and safe school environment, counseling,
psychological, social services, family and community
involvement, health promotion for staff, and nutrition
services.

The WSCC model calls for collaborating with a variety
of professionals and programs across the school set-
ting to improve student physical, cognitive, social, and
emotional development (Hunt et al, 2015). The call of
the WSCC to work in collaborative teams for improved
student outcomes supports the increasing demand for
health professionals to work in interprofessional teams to
improve patient outcomes (WHO, 2010).

Audiologists working in the school-based environment
are called to participate in interprofessional collaborative
practice by way of academic foundation and member-
ships to professional organizations. The Educational
Audiology Association (EAA) Recommended Professional
Practice for Educational Audiology (2009) outlines the

Sept/Oct 2018 AUDIOLOGY TODAY
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minimum professional practice com-
petencies for audiologists working in
the school setting. In addition, the EAA
also states that professional manage-
ment, such as training and supervision
of support personnel, and leadership
include activities around raising public
awareness and fostering collaboration
between community-based audiolo-
gists and the school system.

Interprofessional education
occurs when two or more
professions learn about, from,
and with each other to enable
etfective collaboration and
improve health outcomes.

The American Speech-Language-
Hearing Association (ASHA) 2016
Schools Survey Summary Report: Numbers
and Types of Responses, Educational
Audiologists indicates specific chal-
lenges for providing educational
audiology services. These challenges
include budget constraints, large
caseloads, paperwork, and limited
understanding regarding the role of
an educational audiologist. The cur-
rent trends in educational audiology,
specifically the barrier of the lack of
understanding of the role of an educa-
tional audiologist, may be addressed
by increasing collaborative practice in
school health services programs.

INTERPROFESSIONAL
COLLABORATION
PRACTICE: WHAT IS I'T?
The World Health Organization

(WHO) published a Framework for

Action on Interprofessional Education

and Collaborative Practice (2010). In this
framework, WHO issued a call to action
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for health and education systems to
infuse interprofessional education and
collaboration in all aspects of health
service in an effort to strengthen health
systems, improve health outcomes, and
increase workforce satisfaction and
well-being. Interprofessional education
occurs when two or more professions
learn about, from, and with each other
to enable effective collaboration and
improve health outcomes.
Interprofessional practice occurs
when multiple health workers from
different professional backgrounds
provide comprehensive services by
working with parents, families, care
givers, and communities to deliver the
highest quality of care across settings.
In 2009, the Interprofessional
Education Collaborative (IPEC) was
formed by six national associations
of health professions in an effort to
promote interprofessional learning
experiences in the academic environ-
ment among professions providing
patient-centered care. These mem-
ber organizations developed the
Core Competencies for Interprofessional
Collaborative Practice (2011) that out-
line the foundation for developing,
implementing, and assessing interpro-
fessional curriculum. IPEC is composed
of 20 different national organizations
that represent a broad base of health
professions such as nursing, physician
assistants, audiology, speech-language
pathology, social work, and public
health. The four core competencies
were updated in 2016 (see IPEC refer-
ence) and are defined as the following:

1. Values and Ethics of
Interprofessional Practice
Work with individuals of other
professions to maintain a climate of
mutual respect and shared values.

2. Roles and Responsibilities
Use the knowledge of one’s own role
and those of other professions to
assess and address appropriately
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In partnership with Alpaca Audiology

we are pleased to announce we have
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the health-care needs of patients and promote and
advance the health of populations.

3. Interprofessional Communication
Communicate with patients, families, communi-
ties, and professionals in health and other fields in a
responsive and responsible manner that supports a
team approach to the promotion and maintenance of
health and the prevention and treatment of disease.

4. Teams and Teamwork
Apply relationship-building values and the principles
of team dynamics to perform effectively in different
team roles to plan, deliver, and evaluate patient/popu-
lation-centered care and population health programs
and policies that are safe, timely, efficient, effective,
and equitable.

These core competencies can be directly applied to
interprofessional team building in the school setting
to increase efficiencies in health services programs to
ensure improved student outcomes.

INTERPROFESSIONAL
COLLABORATIVE TEAMS IN
SCHOOL HEALTH PROGRAMS

School health services, one of the 10 programs included
in the WSCC model, are defined by the School Health
Policies and Program Study (SHPPS) as a “coordinated
system that ensures a continuum of care from school
to home to community health-care provider and back”
(Nicholson et al, 1997).

The seven goals of school health programs are to
1. Ensure access to primary health care.
2. Deal with crisis medical situations.

3. Provide mandated screening and immunization
monitoring.

4. Provide systems for the identification and solution of
students’ health and educational issues.

AUDIOLOGY TODAY Sept/Oct 2018

5. Provide comprehensive and appropriate health
education.

6. Provide a healthful and safe school environment that
facilitates learning.

7. Provide a system of evaluation of the effectiveness of
the school health program.

These seven goals are key to defining the roles and
responsibilities of individual members of a school-based
interprofessional team. Interprofessional teams practicing

AUDITORY RECORDINGS FOR
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Processing Disorders

Training/Therapy

A

AUDITEC.

INCORPORATED

AUDITEC, INC.
PHONE (800) 669-9065
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.
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in the school settings will be made up
of individual members with differ-

ent knowledge and skill sets. These
differences can be both a strength and
a challenge for the effectiveness of a
team.

Effective teams must foster a cul-
ture of equality among the members.
The ability for each member of a team
to share knowledge and skills as a way
to facilitate creative solutions for school
health programs is the foundation of
success. Essential skills are required
to be an effective team member (Hall,
2005).

These skills include the following:

= Cooperation: Acknowledging and
respecting others’ viewpoints and
reflecting on personal perspective

= Assertiveness: Supporting one’s
viewpoint with confidence

= Responsibility: Accepting and shar-
ing responsibility and participating
in group decision-making

= Communication: Effective sharing
of information and ideas

= Autonomy: Ability to work
independently

= Coordination: Efficient organization
of group tasks

Individual team member ability
to apply these essential skills creates
the foundation for an effective team
dynamic.
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Interprofessional practice
occurs when multiple health
workers from different
professional backgrounds
provide comprehensive
services by working with
parents, families, caregivers,
and communities to deliver
the highest quality of care
across settings.

INTERPROFESSIONAL
TEAM MEMBERS IN
SCHOOL-BASED SETTING
Defining the roles and responsibilities
of individual team members is depen-
dent on the goals of the team and the
individual professions represented.
Audiologists often work on teams

with speech-language pathologists
and nurses in school health programs
(Richburg, 2011, Hendershot et al, 2011).
Each of these professions have their
own values, skills, professional culture,
and language. Successful interprofes-
sional practice requires well-developed
team processes that include a team
facilitator, shared goals, defined

roles and responsibilities, continuous
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Company creates innovative

audiology business model

Advertisement

Alpaca Audiology, a leading
buying group for audiology
practices, has developed a highly
effective method of providing
and promoting hearing care
solutions for its members:
owning audiology clinics.

Based in Springfield, Missouri,
Alpaca provides negotiated
pricing on hearing aids,
consumables for hearing
specialists, and practice
management solutions for its
members — formed with the
belief that clinics and their
respective patients would benefit
from collective purchasing
power. Through Alpaca, each
member’s business contributes to
the overall collective, increasing
the group’s purchasing power,
driving down future pricing, and
benefiting the bottom line of all
members.

To help accelerate the growth
of the platform, Alpaca has
partnered with Thompson
Street Capital Partners* (TSCP),
a St. Louis-based private

equity firm with significant
experience in growing
healthcare services companies.
In partnership with TSCP,
Alpaca has acquired several
audiology practices, including
Taylor Hearing Centers, Mid
America Audiology Group, and

Hear Michigan, significantly
adding to the volume of hearing
aids flowing through Alpaca’s
network. By owning both clinics
and a buying group, Alpaca has
created a virtuous relationship
between its business units that is
unique in the industry: acquiring

“Many manufacturers or
buying groups require that a
clinic sign unit commitments

and/or exclusivity agreements.
From the start, we’ve believed our
prospective members shouldn’t
have to compromise their ethical
standards to get discounted
pricing, so we’ve made membership
in Alpaca free of charge.
There are no dues, unit
commitments, or
contractual obligations.

Brian Vesely, CEO
Alpaca Audiology

clinics increases the hearing aid
volume of the network, and
provides greater purchasing
power and cost savings for all of
Alpaca’s members.

With the support of TSCP,
Alpaca has also enhanced

the breadth of practice
management solutions available
to its members. As part of
membership, practices receive
access to expert guidance and
help with business development

plans, marketing campaigns, and
strategic planning. In addition,
Alpaca has acquired Resolution
Hearing Group, a specialist

in working with audiologists

to formulate strategies for

the improvement of practice
infrastructure, operations, growth
and profitability.

In addition to the significant
cost savings and practice
management solutions that
Alpaca members enjoy,
audiologists also appreciate
the independence they have
to customize solutions to
meet each patient’s unique
needs. Alpaca maintains
close relationships with the
industry’s leading hearing
aid manufacturers, including
Phonak, ReSound, Signia,
Starkey and Widex, and
members are encouraged to
utilize any or all of Alpaca’s
manufacturing and audiology
partners — meaning audiologists
have the freedom to design
hearing treatment plans that
work best for each patient.

alpacah

www.alpacaaudiology.com

*Thompson Street Capital Partners is a St. Louis-based private equity firm focused on investing in founder-led middle market businesses. TSCP has
acquired more than 100 companies in the Healthcare & Life Science Services, Software & Technology Services and Business Services & Engineered
Products sectors and has managed more than $2.6 billion since being founded in 2000. More information at www.tscp.com.

Alpaca continues to seek both clinic and buying group acquisition opportunities to fuel the growth of the network to
the benefit of all members. Owners who are considering a sale of their practice and are interested in speaking with
Alpaca are encouraged to contact Ray Wagner of TSCP at (314) 727-2112 or rwagner@tscp.com.
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communication, mutual trust and respect, team deci-
sion-making, and reflective practice (Hall, 2005).

EDUCATIONAL AUDIOLOGY

Educational audiology services provide the foundation for
determining if students have access to effective com-
munication in the classroom (Anderson, 2015). Access to
communication in the classroom is required to ensure
academic success for students that supports social and
emotional development as outlined in the WSCC model
(Crandell and Smaldino, 2000).

The EAA (2009) outlines the minimum professional
practice competencies for audiologists working in the
school setting using the Individuals with Disabilities
Education Act (IDEA, 2011) as a framework. These practice
competencies are identification and prevention programs,
audiological assessments, referrals, educational manage-
ment, and direct educational services. Responsibilities
can include activities such as hearing-screening pro-
grams; audiological assessments and referrals; provision
of in-service training; hearing-conservation curriculum;
and assessment, evaluation, and monitoring assistive
listening devices.

These roles and responsibilities support the seven
goals of school health programs in many facets including

providing hearing screenings, identifying solutions for

Vol 30 No 5

students with hearing loss, providing education in pre-
vention and conservation, and creating a healthy and safe
environment for students, families, and teachers manag-
ing hearing loss.

SCHOOL NURSING

The National Association of School Nurses Framework
for 21st Century School Nursing Practice (Maughan, 2016)
is based on student-centered care principles. Student-

centered care includes working in collaboration with
families and caregivers to ensure students’ needs are
addressed. The role of nurses is focused on five key princi-
ples: (1) standards of practice (knowledge and skills), (2)
care coordination, (3) leadership, (4) quality improvement,
and (5) community and public health.

Responsibilities for school nurses include nurse-led
care coordination, chronic disease management, collab-
orative communication, direct patient care, counseling,
policy development and implementation, program data
collection, health education, prevention programs,
screenings, and increasing access to care. The American
Academy of Pediatrics identifies the school nurse as
the on-site, health-care representative for students and
should be considered the leader in coordinating health
services teams (AAP, 2008).

SPEECH-LANGUAGE PATHOLOGY IN SCHOOLS
ASHA’s Roles and Responsibilities of Speech-Language
Pathologists in Schools: Professional Issues Statement (2010)
provides an overview of the roles and responsibilities of

speech-language pathology in schools. Speech-language
pathologists provide speech-language services from pre-K
through high school ages. They serve individuals with
communication disorders (language, articulation, fluency,
and swallowing), determine educational impact of disor-
ders served, contribute to curriculum for students with
disabilities, highlight language and literacy, and provide
these all in a culturally competent manner.

Responsibilities within this role include prevention of
academic failure, assessment in collaboration with others
to identify students with communication disorders, inter-
vention appropriate to learning needs, data collection and
analysis of student outcomes, and maintenance of com-
pliance with federal and state mandates while performing
their duties. Speech-language pathologists are partners in
integrating intervention for hearing loss into the class-
room setting (Richburg and Knickelbein, 2011).

Each of these professions has specific expertise
outlined in their scope of practice and also demonstrate
overlapping roles and responsibilities in the school set-
ting. These redundancies may lead to inefficient practices
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Team Facilitator » School Nurse

Team  » Audiologist
Members  » Speech—Language Pathologist

IMPLEMENT THE FOLLOWING:

Effective two-tier hearing-screening program

Individualized student referral and intervention plans

Streamlined communication from school to home to health-care provider
Effective monitoring of outcomes of individual students

Effective monitoring of hearing-screening program outcomes

GOALS/VALUES

*defined by team members

o kN =

ROLES AND RESPONSIBILITIES

ACT AS FACILITATOR FOR TEAM AND PROGRAM.

e Coordinate schedule for team meetings.

e Schedule screening day in coordination with school administrators and teachers.
e Document student screening outcomes in school data-management system.

DRIVE COMMUNICATION BETWEEN SCHOOL AND PARENTS/CAREGIVERS.
e Obtain parental/caregiver consent.

School e Relay student hearing-screening outcomes to parents/caregivers.

Nurse e Provide resources for referral needs.

MONITOR INDIVIDUAL STUDENT OUTCOMES.
e Document outcome of referral.
e |nitiate further recommendations based on outcomes of follow-up.

TRAIN HEARING-SCREENING PERSONNEL.
e Develop training materials based on best practice protocol.

DRIVE APPROPRIATE REFERRALS.

e Direct service delivery for rescreens.

e Provide recommendations for follow-up plan based on rescreen outcomes.
e Document recommendations.

MONITOR SCREENING-PROGRAM OUTCOMES.
e Monitor overall effectiveness of program by recording:
* Noise levels in test environment
e Refer rates of initial screening
e Qverall referral rate of screening program
e Percentage of students who received appropriate follow-up

MANAGE EQUIPMENT.
e Determine appropriate equipment for hearing-screening program.
e Review annual calibration of equipment.

Audiologist

e Troubleshoot equipment.
e Ensure adequate and appropriate supplies.
e Manage and monitor infection-control procedures.

22 AUDIOLOGY TODAY Sept/Oct 2018 Vol 30 No b



Audiology, Interprofessional Collaboration, and School Health Services

COMPLETE POST-INTERVENTION HEARING SCREENINGS.

e Provide rescreens of students’ post-intervention to ensure adequate hearing for effective
communication in the classroom.

PROVIDE IN-SERVICE TRAINING FOR STAFF/TEACHERS ON EFFECT ON COMMUNI-

CATION IN THE CLASSROOM.

e Provide resources and training for classroom teachers on the effect of hearing loss on
listening in the classroom.

Speech-Language
Pathologist

INTERPROFESSIONAL COMMUNICATION

INITIAL PLANNING MEETING TO DISCUSS SCHEDULING AND TRAINING NEEDS
e Schedule training of screening personnel.

e Schedule date of hearing screening.

e Schedule date of rescreen.

DAY OF HEARING SCREENING
e \Work with school staff/administration to determine appropriate testing environment.
e Coordinate with teachers on student flow throughout the day.

DOCUMENTATION AND FOLLOW-UP
e Audiologist documents referral recommendations and notifies nurse on day obtained.
e Nurse provides referral recommendations to parents/caregivers within 48 hours of receiving outcomes.
¢ Nurse ensures follow-up of referral recommendation within two weeks of communicating to parents/caregivers.
e May require secondary follow-up driven by nurse
¢ Referral to speech-language pathologist for rescreen implemented once follow-up has been completed or referral to
audiologist for full audiologic assessment as needed.

IMMEDIATE TEAM COMMUNICATIONS AS NEEDED

WRAP-UP MEETINGS TO DISCUSS FINAL OUTCOMES AND SUGGESTED IMPROVEMENT OF HEARING SCREENING
PROGRAM

TABLE 1. Interprofessional Team.
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in the development, implementation, and monitoring of
health-service programs.

SCHOOL-BASED HEARING-
SCREENING PROGRAMS

The Institute of Medicine’s Committee on Comprehensive
School Health Programs in Grades K-12 indicates that
screening programs are considered a key provision of
school health services, with 86.8 percent of schools
providing vision and hearing screenings (Nicholson et al,
1997). The prevalence of hearing loss for ages 6-19 years
increases to 14.9 percent from 1.4 out of 1,000 (or 0.14 per-
cent) at birth (Niskar et al, 1998). The increased prevalence
of hearing loss in the school-aged population indicates
that effective hearing screening and hearing conservation
programs in this population play a critical role in ensuring
that children have adequate access to the auditory signal
in the school setting.

School-based hearing-screening programs vary signifi-
cantly and are guided largely by local policy and statewide
regulations and mandates (Sekhar et al, 2013). Variability
exists among the states and within local education agen-
cies (LEA) at the state level. This variability exists in terms
of mandating hearing screening, screening personnel,
training of personnel, and protocol. These inconsistencies
present many challenges for local districts to imple-
ment these programs effectively. These challenges may
be addressed using interprofessional teams as a way to
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create consistencies in protocol, streamline coordination
and follow-up, and increase overall satisfaction with the
hearing-screening program.

SCHOOL-BASED HEARING-SCREENING
PROGRAM: AN EXAMPLE

The roles and responsibilities described for the pro-
fessions of audiology, nursing, and speech-language
pathology in the schools have multiple areas for collabo-
ration. TABLE 1 is an example of how an interprofessional
team in the schools may be structured to implement an

effective hearing-screening program.

In this model, the school-based nurse is the primary
facilitator of the hearing-screening program. Current
practices reveal that school nurses nationally average
working in three buildings with an average of 924 to
1,072 students (Mangena, 2015). ASHA recommends a
1:10,000 ratio of educational audiologist per student. This
indicates that the school nurse will have a significantly
deeper understanding and knowledge of the school com-
munity including students, their families, faculty, and
administrators.

The article “School Nurses’ Role in Identifying Children
at Risk of Noise-Induced Hearing Loss” (Hendershot et
al, 2011) states that 81 percent of nurses say they had
mandates for screening student hearing. Speech-language
pathologists indicate that hearing screenings are the most
common service they provide in the schools (95.7 percent)

-
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and they receive the most benefit from working with audi-
ologists for those screenings (Richburg and Knickelbein,
2011).

Audiologists can provide significant support to these
professionals in hearing screenings including training
screening personnel, educating professionals regarding
the impact of hearing loss on effective communication
in the classroom, and ensuring appropriate referrals for
follow-up. The American Academy of Audiology Childhood
Hearing Screening Guidelines (2011) recommends tympanom-
etry and otoacoustic emission testing for those students
whose pure-tone screenings are not developmentally
appropriate for the rescreen process. This screening pro-
tocol supports the need for audiologists to provide direct
service provision in these programs to correctly identify
results and make recommendations based on outcomes of
these tests.

Teams for school-based hearing-screening programs
that include individual members who use the essential
skills of effective teamwork and follow the interprofes-
sional practice competencies will improve outcomes for
students and highlight the roles and responsibilities of
each team member.

CONCLUSION

The increased call for interprofessional collaborative
practice across educational and health-profession models
provides opportunity for audiologists to increase public
awareness of the role of educational audiology ser-

vices, how those services support the WSCC model, and
improve existing health-service programs.

Understanding the unique and shared roles and
responsibilities of other health professions in the school
setting will support the development of effective interpro-
fessional teams.

Using the core competencies of interprofessional
collaborative practice as a foundation for creating teams
can lead to improved health-services programs in schools,
increase workforce satisfaction, and improve overall
health outcomes for students. ®

Anne Heassler, AuD, CCC-A, CH-AP, is an assistant professor
and practicum coordinator at Pacific University School of
Audiology in Hillsboro, Oregon. She is an instructor for the
College of Health Professions' Interprofessional Competency
course.
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NOW OPEN!
CALL FOR

NOMINATIONS
2019

BOARD OF DIRECTORS AND
PRESIDENT-ELECT

Nominations for president-elect and three
Board of Directors positions of the American
Academy of Audiology are now open

and may be made by any member of the
Academy.

The president-elect will begin his/her term
on October 1, 2019, followed by one year as
president and one year as past president.
Members-at-large serve a three-year term in
office beginning October 1, 2019.

A job description for the Board of Directors
and additional materials regarding
nominations and elections can be found

at www.audiology.org; click on About Us,
Academy Leadership.

SUBMIT YOUR NOMINATIONS IN WRITING TO:
Jackie Clark, PhD

Chair, Nominations Committee
American Academy of Audiology

11480 Commerce Park Drive, Suite 220
Reston, VA 20191

OR E-MAIL NOMINATION TO:

nominations@audiology.org

NOMINATIONS MUST BE RECEIVED NO LATER
THAN 5:00 PM ET, SEPTEMBER 21, 2018.

AMERICAN ACADEMY OF AUDIOLOGY—/W
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INTEGRATING DIAGNOSTIC AND THERAPEUTIC
functions under the rubric of nanotheranostics

represents a powerful and attractive paradigm that is

well suited for treating tinnitus. What distinguishes

this approach from other techniques is the fact that

treatment can be individualized—an approach thought
by some to be the future standard of care in medicine.
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Background and Theory of a

NANOTHERANOSTICS

Approach for Treating Tinnitus
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innitus—defined as the perception of sound in
the absence of overt acoustic stimulation—is an
enigmatic condition that challenges the treatment
acumen and management resources of hearing
professionals worldwide. The condition represents
a theraputic conundrum for clinicians because there is no
universal treatment and no known cure.

Establishing a cure or an effective treatment would be
analogous to finding the Holy Grail. If discovered, a cure
would have immediate impact and desirable consequences,
such as permitting a sustained venture into a peaceful and
quiet life, allowing the existence—or resumption—of a
productive career, and most important, would contribute to
improving an overall quality of life.

Of the many different treatment options available for
tinnitus suppression (cognitive/behavioral and/or retraining
therapies; acoustic, magnetic, and electrical neuromodu-
latory strategies; pharmacological interventions), we will
focus on a pharmacological approach coupled with a unique
drug-delivery platform. We followed this path because
many pharmaceutical options available in the marketplace
have a strong theoretical basis to be successful, with the
. main limitation being the lack of specificity in reaching 3 R
L - ' targets within the brain at high enough concentrations to be b TP - 2 e ;

: - efficacious. At the same time, there must be minimal or no ' f - =T
adverse side effects on normal tissue or on cognition, and
limited or no impact on other psychological, social, emo-
tional, or biological processes that would negatively affect
activities of daily living.

Herein, we provide the background and theorectical basis
for a novel drug-delivery platform that combines nanotech-
nology, molecular biology, molecular imaging, and pharma
as a way to help solve treatment dilemmas associated with
tinnitus abatement.

The nanoscience collaboration is channeled through the
State University of New York (SUNY) Polytechnic Institute
Colleges of Nanoscale Science and Engineering (CNSE) in
Albany. Dr. James Castracane, professor and head of the
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Nanobioscience Constellation, and
colleagues Drs. Magnus Bergkvist
and Stephanie Curley are the lead
scientists and collaborators in

this area. The SUNY Polytechnic
Institute CNSE is the largest
academic institution in the world
dedicated to nanotechnology edu-
cation, fundamental nanoscience
research, nanoengineering, nano-
bioscience, and nanoeconomics and,
therefore, is a logical partner in this
endeavor. The state-of-the-art facil-
ities, intellectual resources, and the
ability to fabricate nanoparticle con-
structs facilitated the experimental
protocols used herein (FIGURE 1).

Establishing a cure or an
effective tinnitus treatment
would be analogous to finding

the Holy Grail.

| AUDIOLOGY TODAY Sept/Oct 2018

Dr. Avril-Genene Holt of the
Wayne State University Department
of Anatomy and Cell Biology and
health-research specialist at the
John D. Dingell VA Medical Center
in Detroit, Michigan, spearheaded
the cellular and molecular biology
component. (FIGURE 2). Post-doctoral
fellow Dr. Aaron Apawu and other
staff members of the Holt Lab
contributed to this work. Drs.
Cacace and Holt headed the neuro-
imaging and auditory neuroscience
components.

APPLICATION OF
NANOTHERANOSTICS

The approach we describe falls
under the rubric of nanother-
anostics, which represents the

combination of diagnostic detec-
tion with the goal of targeted drug
delivery for therapeutic intent
(Funkhouser, 2002; Caldorera-
Moore et al, 2001). In theory, this
approach enables identification and
localization of pathologic site(s) of
dysregulation subserving the tin-
nitus perception and then releases
a payload of drugs at the target

of interest to abate or silence this
condition. A, oL

As the prefix “nano” in the ik
term nanotheranostics implies,
nanoparticles (NPs) will be used as
one of several essential elements
in this paradigm. Nanoparticles
can take many different forms. In
this context, NPs represent very
small biochemical objects, typically
between 1 and 100 nanometers
(nm’s; 10-12 meters) in size, where
each NP is surrounded by an
external layer that consists of ions,
inorganic or organic molecules that
enable each NP to behave as a whole
unit with respect to its transport
and properties in the medium where
itis released.

Theranostic approaches in
general, and nanotheranostic plat-
forms in particular, take advantage
of incorporating several distinct
capabilities into one system.
Specifically, NPs are fabricated to
be multifunctional carriers that are
both necessary and sufficient for a
drug-delivery platform to succeed.
Success is contingent upon the NPs
being: (1) biocompatible with the
system under consideration (human
body and brain); (2) the need to have
colloidal stability in aqueous and
biological fluids; and (3) the requi-
site to have minimal or no toxicity
to normal tissue.

The driving force underlying this
methodology centers on the fact
that the exterior surface of these
NPs can be functionalized. This
means that NPs can be decorated
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(conjugated) with ligands! for
receptor-targeting in brain tissue.
They also can be encapsulated with
a contrast agent like manganese

or gadolinium, such that when

NPs enter the brain, those regions
generating or subserving the
dysregulated physiology (neuronal
hyperactivity/synchrony) can be
localized using magnetic resonance
imaging (MRI). In addition, their
hollow inner core can be loaded
with a pharmacological agent so
that a payload of drugs can be
delivered to a region of interest
(ROI) subserving the tinnitus-re-
lated neuronal hyperactivity. Thus,
linking nanotechnology, molecular
biology, molecular imaging, and
pharma is an attractive strategy
needed to treat multifaceted disor-
ders. This approach is particularly
well suited for treating tinnitus,
since abatement of this condition

is not likely to be a one-size-fits-

all scenario.

Put in perspective, the function-
alization of NPs is key to meeting
the needs of a particular disease
state or medical condition. Indeed,
it is analogous to the magic bullet
concept suggested by Nobel laure-
ate Paul Erlich more than a century
ago as a treatment modality for
cancer (for a review, see Strebhardt
and Ullrich, 2008). At the heart of
Erlich’s approach is the notion that
specific chemotherapeutic drugs
could target cancerous tissue,
modify their biological activity to
suppress the disease but, at the
same time, remain harmless to
healthy nonpathologic tissues in
the body. We now extend the logic
of the magic bullet concept to the
treatment of tinnitus using a sys-
tems neuroscience approach.

2l

Each segment allocated to this
approach is described below, based
on accounts, technical details,
and experimental data provided
by Cacace et al (2018) and Apawu
et al (2018), albeit in a more abbrevi-
ated manner.

The Nanoparticle (NP) Carrier
Emerging as a premier drug-deliv-
ery vehicle, the well-studied MS2
bacteriophage (Valegard et al, 1990;
Kovacs et al, 2007; Toropova et al,
2008) is an icosahedral virus (a
capsid) that is ~28 nm’s in diame-
ter. A capsid is the protein shell of
a virus classified according to its
shape and structure. The icosahe-
dral shape approximates a sphere
comprising 20 equilateral triangu-
lar facades. A unique feature of NP
capsids and a central theme of this

approach relates to the fact that they

FIGURE 1. Aerial photo of the
SUNY Polytechnic Institute CNSE

complex. Photos of researchers.

The clean room at the research
and development facility used for
the development and testing of

nanoscale devices and constructs.

"Ligands are analogous to biological homing devices and, as such, serve to direct the NPs toward a specific receptor type or

target in the brain.
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can be engineered to be emptied,
virus particles having a central
hollow core that can carry drugs.
From a technical/manufacturing
standpoint, the MS2 bacteriophage
is straightforward to produce and
purify. Moreover, this NP construct
remains structurally stable over

a broad range of pH values (4.5 to
12.0) and temperatures up to 68
degrees Centigrade (Stonehouse and
Stockley, 1993).

Functionalization of NPs

Targeting the Blood-Brain Barrier (BBB)
To be effective, one of the funda-
mental elements of this approach is
the need to get drugs or other large
molecules into the central ner-
vous system (CNS) and brain from
the general circulation. The BBB,
however, represents a formidable
road block in this endeavor. In fact,
it operates as a dual-edged sword.
On the one hand, the BBB prevents
neurotoxins and other foreign
molecules from entering the CNS,
but on the other hand, this protec-
tive barrier limits/hinders relatively
few diagnostic and drug treatment
options necessary to alleviate the
burden of those suffering from brain
disorders (Partridge, 2005). And
there’s the rub.

Briefly, the BBB is composed of
ependymal and endothelial cells
that line the ventricles and vas-
culature of the brain. These cells
form tight junctions that represent
a protective mechanism, analogous
to a molecular sieve that prevents
the transport of foreign neurotoxic
molecules from entering the CNS
by passing through the intercellular
space between cells. In fact, the BBB
prevents approximately 100 percent
of large (>400 Da)? and 98 percent

FIGURE 2. Dr. Avril-Genene Holt

inspecting histological data in

of small molecules (<400 Da) from
entering the brain (Partridge, 2005).

One promising strategy to cir-
cumvent the BBB takes advantage
of endothelial cell receptors at the
blood-brain interface (Hersh et al,
2016). Specifically, contemporary
research has focused on recep-
tor-mediated transcytosis (RMT),
the process by which cells bind
and internalize ligands from the
surrounding environment, trans-
port the ligands through the cytosol
and exocytose the ligands on the
opposite side of the BBB. While
receptors for transferrin, insulin,
and lipoprotein have all been used
as targets, because each element is
highly expressed on the endothelial
cells of the BBB (Jones and Shusta,
2007), recent work has concen-
trated on targeting the low-density
lipoprotein receptor-related protein
1 (LRP1) (Hertz and Bock, 2002;
Demeula et al, 2008a; b; Xin et al,
2011; Bell et al, 2007).

The LRP1 receptor is notewor-
thy because it has more than 30

her laboratory at the Wayne State
University School of Medicine in

Detroit, Michigan.

2 Unified atomic mass unit (dalton; Da).
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distinct ligands (Lillis et al, 2005).
One such ligand is the synthetic
peptide, angiopep-2 (AP2) (Demeule
et al, 2008a; b). Angiopep-2 has a
higher transcytosis efficiency than
drugs and endogenous ligands,

i.e., seven-fold for aprotinin (Jones
and Shusta, 2007; Demeule et al,
2008a; b) and 70-fold for transferrin
(Demeule et al, 200843, b). Indeed,
the use of AP2 to direct synthetic
NP carriers transporting drugs or
~ imagingagents across the BBB has

; been highly successful (Xin et al,
2011; Huang et al, 2011; Xin et al,
2012a; Xin et al, 2012b; Ren et al,
2012). These AP2-conjugated NPs
have been shown to be capable

of transport through in vitro BBB
models, documented to work in vivo
in the rat brain, and have been suc-
cessful in targeting glioma cells in
brain tissue (Demeule et al, 2008b;
Ren et al, 2012). Thus, ligands that
target endothelial cells are used to
decorate the exterior surface of the
NP and provide one unique strategy
by which NPs can cross the BBB.

Gene Expression Approaches Associated
with NP Functionalization and Tinnitus
Localization

Another important element spe-
cific to our approach is based on
gene-expression studies and their
distinctive contribution to the
dual-targeting delivery system. First
described more than a decade ago
(Holt, 2006), this approach is based
on uncovering specific “over-ex-
pressed” genes that might serve

as biomarker proxies for tinni-
tus-related neuronal hyperactivity.
Initiated by work on noise-induced
tinnitus, Holt and colleagues (2016)
have shown that the N-methyl-
D-aspartate receptor subunit 2D
(NMDAR-2D) is over expressed in
nuclei of the dorsal cochlear nucleus
and inferior colliculus in rats with
behavioral evidence of tinnitus.

Vol 30 No 5

To be effective, one of the
fundamental elements of this
approach is the need to get
drugs or other large molecules
into the central nervous
system (CNS) and brain from
the general circulation.

Therefore, this ionotropic, gluta-
mate-receptor ion-channel protein
(NMDA-2D) represents a desirable
target for therapeutic intervention
(Holt et al, 2016). While the utility
of this discovery is very important,
we do not wish to imply that other
targets or mechanisms are not
valuable, only that this is a good
starting point to capitalize our cur-
rent mitigation efforts. For example,
in salicylate-induced tinnitus,
experimental studies have shown
that the N-methyl-D-aspartate
receptor subunit 2B (NMDAR-2B)
and other biomarkers are over-ex-
pressed (Hwang et al, 2011; 2013; Hu
et al, 2014; 2016) and they, too, could
represent signatures of sponta-
neous neural hyperactivity and be
positioned as NP-ligand decorations.
Thus, different tinnitus-induction
methods (noise- or drug-based)
imply different receptor-targeting
mechanisms for a personalized
approach to tinnitus abatement.

In order to put gene-expres-
sion studies in context, consider
the notion that genes are not just
passive strands of deoxyribonu-
cleic acid (DNA), but represent tiny
chemical manufacturing plants
that are controlled by a dynamic
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set of chemical messengers that
travel within and between cells to

mind, a novel drug-delivery system

is born!
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the experimental animals, even
after 12 days, regardless of dose.

regulate function or, when things
go awry, produce dysfunction/dys-
regulation, as in the development
of tinnitus. Thus, as this work
implies, cellular-signaling pro-
cesses at the molecular level are
both helpful and informative as a
way to guide treatment.

Nanoparticle Encapsulation with
Contrast Agents

By encapsulating NPs with known
contrast agents such as gado-
linium or manganese, abnormal
brain physiology, pathoanatomy,
and associated neural pathway
dysfunction can be identified and
tracked with magnetic resonance
imaging (MRI), providing important
localizing information for research-
ers to advance their models and
theories and drive intervention
strategies forward. The idea for
using manganese is based on
mounting evidence that this
essential metal is an activity-de-
pendent paramagnetic contrast
agent. It has already been used in
experimental paradigms to study
tinnitus (Brozoski et al, 2007; Holt
et al, 2010) and has contributed to
our understanding of many other
types of auditory and non-audi-
tory phenomena (for a review, see
Cacace et al, 2014).

Loading the NP with
Pharmaceuticals

In the unique NP platform we
developed, the hollow inner core of
the capsid NP can be loaded with a
pharmaceutical agent that can be
released in an ROI with the intent
of attenuating or neutralizing a
prominent pathophysiological
substrate subserving the tinnitus
percept. With these features in

An illustration of this entire
functionalization, encapsulation,
and drug-loading process is shown
in FIGURE 3.

TOXICITY-RELATED 1SSUES
There is always a concern that
introducing a foreign substance
into the body may produce adverse
consequences and potentially
accumulate in unintended

body areas and organ systems.
Therefore, the need to address the
topic of toxicity and/or reactive
changes such as an immune
response cannot be ignored.

In the in vivo rat model
described by Apawu et al (2018),
after venous injection of NPs, tox-
icity was examined in brain tissue
and in major organ systems. Using
hematoxylin and eosin stained
sections of liver, heart, spleen,
and kidney tissue, systemically
administered doses of fluores-
cent-labeled MS2-AP2 NPs (1:10
and 1:40), no deleterious effects on
body organs were found. After two
weeks, histological assessment of
organs other than the brain did
not show any NP accumulation.
Furthermore, administration of
the fluorescent-labeled MS2-AP2
NPs via the tail vein did not alter
behavior, appearance, or weight of

In summary, by applying nano-
technology and molecular biologic
formulations, we show that it is
possible to integrate diagnostic and
therapeutic functions under the
umbrella of nanotheranostics. Our
initial work has shown that MS2
capsids are excellent drug-delivery
vehicles capable of self-assembly,
forming physically stable struc-
tures, and being easily modified
with functional moieties. Based
upon their small size and the
ability to transcytose the BBB, this
approach is extremely attractive
and particularly well suited for
targeting tinnitus-related neuronal
hyperactivity.

AN ESSENTIAL STEP IN
SCIENTIFIC EVOLUTIONS

This nanotheranostic approach

is a fundamental paradigm shift
from currently available methods.
It serves as a new component that
can be added to the treatment
armament of clinicians and com-
plements other factors included
within the “Roadmap to a Cure,”

a strategic initiative developed by
the American Tinnitus Association
to inform researchers and other
stakeholders about important
areas needing further experimen-
tal attention in tinnitus research.
The concept of nanotheranostics
extends important features found
within the roadmap with the ulti-
mate vision of discovering a cure
for tinnitus.

CONCLUSION

Integrating diagnostic and thera-
peutic functions under the rubric
of nanotheranostics represents a
powerful and attractive paradigm
that is well suited for treating
tinnitus. What distinguishes this
approach from other techniques is
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the fact that treatment can be indi-
vidualized—an approach thought
by some to be the future standard
of care in medicine. A personalized
approach would enable clinicians
to tailor specific treatments to the
biomarkers expressed, either from
a single individual and/or from a
group of individuals with similar
histories (Jotterand and Alexander,
2011).

It is important to emphasize
that the unique training and
credentialing aspects of assessing
hearing function in humans and in
providing extensive rehabilitative
guidance is the domain of clini-
cal audiology. It has been argued
that the audiologist is the likely
translational interface between the
basic-science laboratory and the
clinic, as this individual super-
vises and directs applications of
new technologies, techniques, and
methods that ultimately will lead
to successful treatment regimens
of all types (Cacace, 2016). @
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Are Too Many Choices Leaving Your Patients Dazed and Confused?
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“We are drowning in information, while starving for wisdom. The world

henceforth will be run by synthesizers, people able to put together the

right information at the right time, think critically about it, and make

important choices wisely.”

itting across from you is a new
patient whom you have just
diagnosed with hearing loss. After
discussing the results with your
patient what do you do next? Do
you gauge their level of acceptance and
willingness to discuss treatment options?
What are their options? How many manufac-
turers do you work with? How many levels
of technology per manufacturer are there?
How many styles of devices, per technology
level are offered? What features are avail-
able? What are the accessories that work
with each device? Do the hearing aids have
rechargeable or traditional batteries? What
color casing does your patient want? What
about assistive devices like captioned phones,
alarms, devices for the televisions, or pocket
talkers? What services does your office offer?
If they visited another office or retail store,
would their options significantly change?
Feeling overwhelmed yet? Chances are
your patients do. The array of treatment
options a patient must consider are more
numerous than the variations of drinks avail-
able at your local coffee shop—and growing
every day. No wonder some choose not to
decide. Does the abundance of options factor
into the rates for returns, dissatisfaction, and
failure to commit (i.e., purchase or use)? Are
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—E.O. Wilson

patients more content when given a limited
set of choices?

The Excecsive Choice
Eftect or Choice Overlood

In the early 2000s, an influential book, The
Paradox of Choice (Schwartz, 2004) brought
these and more issues to light. Through
several studies, Schwartz exposed some
evidence that the more choices a person is
given the less confident and the less satis-
fied he or she is with the ultimate choice. An
example is choosing between two ice cream
stores. The first offers three flavors to choose
from and the second offers 30. Not surpris-
ingly most participants initially choose the
store with more flavors; however, when asked
to rate their satisfaction with their choice in
ice cream flavor (out of 30), participants were
less satisfied than those who were only given
three options. So, while we as consumers
want more choices, some of us may be less
satisfied, regret our decision, or simply decide
not to choose when faced with too many
choices. This problem is termed the “exces-
sive choice effect” (ECE) or “choice overload.”
Are your patients the type who want to
maximize their choices by ensuring that they
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Are Too Many Choices Leaving Your Patients Dazed and Confused?

have purchased the best they can? Or, choice is in his or her best interest.
do they simply want something that When faced with numerous options
will meet their needs. “Maximizers” that one has limited exposure/knowl-
may be more influenced by ECE edge to, are there strategies that can
than “satisfiers” (Mittal, 2016). In fact, influence decision-making?
Schwartz found that maximizers, Take a moment to think about your
for all of their work, are less happy patients and I bet you can identify a
than those who were content once few who fall into each category. Would
they found something that met their you have changed your counseling style
needs. A third factor that influences if you knew their general consumer
decision-making and outcomes is how habits? Can you sometimes identify
knowledgeable a person is about a those traits through your interview and
product or service. The less a person case history? What can we do to ensure
knows about a product the less likely that we are meeting the needs of those
he or she will feel confident that the who seek our expertise? While it may
sound funny or a bit uncomfortable at
first, our patients are also health-care

consumers. Their approach to seek-
ing treatment will most likely stem

HaKimizensARoa o il
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m@ E‘@h@m E}ﬂ@@@ conversation. A new hearing aid user
[@@ will likely highly value counseling and
technology assistance in the beginning,
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argued that while the ECE or choice
overload phenomenon might exist,

its exact nature and contributing
factors do vary. Chernev et al (2015)
completed a conceptual review and
meta-analysis of choice overload. First,
in full disclosure, the authors found

a disproportionate number of studies
investigating the negative effects of
large set choices, presumably due to
its novelty and counterintuitive nature.
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While the lopsided argument support-
ing the existence of the negative side of
too many choices, the authors do men-
tion some positive outcomes that merit
attention. In our current culture, it is
difficult to imagine having no choice
with regards to purchasing virtually
any product, whether that “product” is
in the grocery store or pharmacy, or is
a health-care provider. Having options
can help a person define value and cre-
ates a “freedom of choice.” Having more
than one option can also help someone
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determine that they are not missing
out on a potential alternative. The more
choices you have does come with the
downside, however, namely the mental
effort required to sift through the
information.

The authors were able to generalize
the antecedents as well as the con-
sequences of choice overload across
53 studies (Chernev et al, 2015). The
antecedents refer to the extrinsic
(objective) factors such as choice set
complexity and decision difficulty as
well as the intrinsic (subjective) factors
like preference uncertainty and deci-
sion goals.

In terms of hearing health care, we
cannot necessarily control the extrin-
sic factors. Our patients are inundated
with information regarding product
and services outside of our office
through many different channels. Are
we further “muddying the waters”
when they make the decision to come
to our office? Or are we facilitating
clear, outcomes-based discussions
while acknowledging our patients’
experiences?

Could your patients identify the

“major” hearing aid companies? Do you
think they are knowledgeable about
the high-end versus basic technology
products? Do you think that lack of
knowledge helps decision-making or
hinders it? These factors interplay to
create choice overload situations for
our patients.

Chernev et al (2015) further divided
the consequences of choice overload
into two categories; subjective state
and behavioral outcome. Subjective
state consequences included met-
rics such as satisfaction, regret, and
confidence while behavioral outcomes
included deferral, switching, assort-
ment choice, and option selection.
Examples of subjective effects of choice
overload include reduced confidence
in their choice and feelings of regret.
Behavioral consequences include defer-
ring choice or reversing their decision.
How many times has a patient made

Vol 30 No 5
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the decision to be fit with hearing aids only to come in
nearing the end of their trial period with the devices

in the box stating that they were just not ready? What
does that “not ready” mean? Were they not ready to hear
sounds better, or more likely were they not ready to make
a decision?

How many different hearing aids do you allow your
patient to try and how do you facilitate honoring the
patients’ wishes to make an informed choice? How do you
structure your trials or demos? Can these provide enough
information for your patient to make an appropriate
choice?

One intriguing study investigated ECE and how pre-
sentation and inclusion of certain information positively
influenced consumers who were given various options
in an unfamiliar field (Malone and Lusk, 2017). Over the
last decade, craft beer has become a thriving industry.
Seemingly endless rotating lists of IPAs, porters, ales,
lagers, and stouts are commonly seen in restaurants. But
how does the consumer know which to choose, if any,
particularly if they are unfamiliar?

Malone and Lusk (2017) implemented two strategies to
see if the ECE effect was mitigated simply by modifying
how information was presented. They chose to conduct
their “2x3 quasi-experiment” at a wine bar, where people
may not be as knowledgeable in craft beer. They varied
their beer menu to have either six or 12 choices and
investigated whether listing a “special” on the menu or
providing Beer Advocate scores increased the sale of beer
at the establishment. They found that while including
specials increased beer sales with the smaller set, the
Beer Advocate scores increased in both six and 12 beer
lists when compared to their control list. The results

Vol 30 No 5

suggest that adding “informational nudges” may help to
mitigate ECE in this particular arena.

Conclusion

How do you present the information without over-
whelming your patient? Are you delivering most of the
information verbally or do you use a chart or brochures?
Have you placed ads with “special pricing” for a lim-
ited time to invoke an immediate call to action? Do you
include patient testimonials, or some sort of ranking of
devices and services?

In most counseling toward amplification sessions, we
speak of particular features and how they might translate
to specific benefits. Often, we are the translators, simpli-
fying and equalizing professional jargon so that patients
can make somewhat informed choices based upon their
lifestyle and communication needs. However, it is easy
to slip into a monotonous soliloquy exalting the merits of
one device/feature over another, thinking we are helping
our patients make an informed decision. But, are we pro-
viding too much information? What is the right amount of
information for our patients? Are our conversations being
led by us or by what our patients are asking us?

In the end, these questions have no easy or “one-size-
fits-all” answers. As the field of products and services
continues to expand in hearing health care, it is more
important than ever to assist our patients as they navi-
gate through the quagmire of choices and make the most
appropriate decisions for themselves. ®

Bre Myers, AuD, is a professor at Salus University in
Elkins Park, Pennsylvania.She is also an associate editor for
Audiology Today and www.audiology.org.
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BRANDING THE BRANDING THE

OF,

ING AID DEALERS
THE NEED TO DIFFERENTIATE AUDIOLOGISTS FROM HEAR

[PART 2 OF 2]

The audiology and
medical professions
should not surrender
their identities and
he forced into one
collective group.
This gives a false
impression to
consumers when
they are trying to
make important
choices and
informed decisions
about health care.

Vol 30 No 5

BY LARRY ENGELMANN

his two-part article Presents factug]
information and mounting evidence to
explain and demonstrate why there is

growing concern abouyt the intentions

g aid dealers. They should come under
greater scrutiny and oversight by government
officials and agencies to ensure that they conform
to and comply with state and federal laws. Their
efforts to enter health care have been increas-
ingboth at the state and national levels. Based

on how their limited OCcupationg] education,

of hearin

training, and licensure requirements are defined
and viewed in health care, their identity could be
Iegitimately reconstituted and
ing aid technicians”
Currently in the

branded as “hear-

United States, distribution
of hearing aids is facilitated primarily through
audiologists, physicians, and hearing ajd dealers.
However, there is confusion in the marketplace
over the “branding” of each group. Proper brand-
ing of the truth addresseg inaccurate Statements,
positions, and berceptions, while differentiating
between the profession of an audiologist and the

Occupation of g hearing aid dealer. The passage

of the Over-the-Counter (OTC) Hearing Aid Act
(2017)

will create additional confusion through
the development of 5 new
distribution, Therefore

ogists properly “brand” ang differentiate our role
in hearing health.

channel for hearing aiq
, it is essentia] that audiol-
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Statutorily, the
hierarchy, or
division of labor,
ditferentiates
between
occupations

and professions
and specifically
defines and
restricts what
services are
dllowed to

be provided,
how they are
provided, and by
whom they are
provided to meet
the varying needs
of and to protect
the consumer.
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Part 2 of this series continues
with discussion regarding identi-
fication of health-care language;
and description of “professional”
language for professions vs. “occu-
pational” language for vocations.

Health-Care Language

There is an ever-increasing demand
for health-care information. The
public expects us to brand the truth
as they depend on receiving under-
standable, reliable, and truthful
information about their health care.
They also deserve ethical behavior
from their providers, regardless of
position in the health-care hier-
archy. In addition, it is a common
rationale that the greater amount of
education required to enter an occu-
pation or profession, the greater the
work-roles (job duties and responsi-
bilities) or broader scope of practice,
respectively.

There are certain well-estab-
lished work-roles and scopes of
practice in the health-care hier-
archy providing for a distinct,
accepted, and understood “division
of labor.” For example, in nurs-
ing, there are nurse’s aides (NA),
licensed practical nurses (LPN),
registered nurses (RN), nurse practi-
tioners (NP), and doctors of nursing
practice (DNP). Each has a well-de-
fined position and specific level of
education and training that pre-
pares them for either occupational/
vocational/technical work-roles for
some; and for others, a professional
scope of practice. It is recognized
and easily understood that a nurse’s
aide is intentionally and purposely
not prepared to perform the duties
of a RN, NP, or a DNP.

Statutorily, the hierarchy,
or division of labor, differenti-
ates between occupations and

professions and specifically defines
and restricts what services are
allowed to be provided, how they
are provided, and by whom they are
provided to meet the varying needs
of and to protect the consumer.

For example, otologic technicians
and opticians are not allowed to
incorporate ENT’s and optometrist’s
scopes of practice into their respec-
tive work-roles. Similarly, neither
are hearing aid dealers allowed

to incorporate audiologist’s scope
of practice into the hearing aid
dealer’s work-roles. It is harmful to
the public’s best interest to expand
any ancillary or support personnel’s
work-roles to include that of a heal-
ing arts doctoring profession’s scope
of practice. In 2016, the United
States Code, Title 38, was amended
to include hearing aid dealers -
listed as hearing aid specialists
(Veterans Health Administration,
2016). It reads in part:

(b) Requirements—With respect
to appointing hearing aid spe-
cialists under sections 7401 and
7402 of title 38, United States
Code, as amended by subsection

(a), and providing services fur-
nished by such specialists, the
Secretary [of Veterans Affairs|
shall ensure that—

a hearing aid specialist may
only perform hearing services
consistent with the hearing
aid specialist's state license
related to the practice of
fitting and dispensing hear-
ing aids without excluding
other qualified professionals,
including audiologists, from
rendering services in overlap-
ping practice areas;

Vol 30 No 5
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Just as there are
delineations in
the health-care
hierarchy, there
are delineations
between what
constitutes

a profession
Versus an
occupation.
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. services provided to Veterans
by hearing aid specialists shall
be provided as part of the
non-medical treatment plan
developed by an audiologist;
and

. the medical facilities of the
Department of Veterans
Affairs provide to Veteran’s
access to the full range of
professional services provided
by an audiologist.

The Office of Management
and Budget’s (2010) Standard
Occupational Classification (SOC)
Code lists audiologists under the
group category of Health Diagnosing
and Treating Practitioners. Hearing
aid dealers (or, hearing aid spe-
cialists) are listed under the group
classification titled Miscellaneous
health technologists and
technicians.

According to the Bureau of Labor
Statistics (2016) and Allied Health
Schools (2016), technicians com-
monly are required to complete a
two-year associate’s degree pro-
gram that stresses practical skills
or a one-year certificate program.
Health-care technologists, on the
other hand, complete a four-year
bachelor’s degree in medical tech-
nology or life sciences.

The Association of VA
Audiologists (2013) note that “...
hearing instrument specialists can,
currently be hired under Health
Aide and Technician Series 0640 of
Title 5. The level of education and
training specified for hearing aid
specialists in this bill is consistent
with the knowledge, skills, and
abilities of health technicians hired
under job series 0640 and employed
in VA audiology clinics.”

The U.S. Office of Personnel
Management (USOPM) (2016)
explains the general schedule (GS)
for health aides and technician
qualifications as follows:

GS-3: Successful completion of
one year of study that included
study in medical, health, or
related fields.

GS-4: Successful completion of
two years of study that included
at least 12 semester hours* in
subjects related to the position.

GS-5: Successful completion of
a full four-year course of study
leading to a bachelor's degree,
with major study or at least

24 semester hours in subjects
directly related to the position.

* Apprenticeships are not structured
to award “semester hour” credit. This
is reserved for college and university
degree programs.

The U.S. Office of Personnel
Management (September 1988), clas-
sifies health aides and technicians
as follows:

= Health aide is the suggested
title for GS-1, GS-2, and GS-3
positions and health technician
is the suggested title for posi-
tions at grades GS-4 and above.
(Audiologists are GS-12 grade
level or higher.)

Specific titles indicating separate
specializations are not suggested
because in such a broad series
the range of possibilities is too
great. The general principles
governing position titles apply.
Titles may be descriptive of the
specialized area of the work of

Vol 30 No 5
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the position, e.g., technician work supportive to the
work of the optometrist, ophthalmologist, audiol-
ogist, or speech pathologist, etc., or of the “mixed”
nature of the position, e.g., a position involving
work in both medical radiology technician func-
tions and medical technician functions.

According to the USOPM’s classifications, hear-
ing aid dealers who have entry-level licensure
requirements of a high school diploma, a one-year
apprenticeship, or a one-year certificate program are
considered “health aides.” Those who have entry-level
licensure requirements of a two-year course of study,
such as an associate’s degree, are considered “techni-
cians.” Some hearing aid dealers might argue, while
again branding the lie, that they have earned degrees
in other areas of study beyond the associate’s degree;
and, consequently, deserve greater recognition. This
point is moot, because it is the education requirements

You need the right
portable audiometer.

for licensure that determine whether a group is
identified as an occupation or a profession and, conse-
quently, technicians or professionals.

The National Center for Educational Statistics
(NCES) (2016b) uses “hearing instrument specialist”; as
an illustrative example it refers to “hearing aid techni-
cian.” In the health-care arena, based on their limited
educational requirements and job skills for licensure,
hearing aid dealers are considered a ‘nonprofessional
health-care occupation’; and they qualify to be labeled
with the designation “technician,” not “specialist.”

Professional vs. Occupational Language

Just as there are delineations in the health-care hierar-
chy, there are delineations between what constitutes

a profession versus an occupation. Education at the
bachelor’s, master’s, or doctorate level is compulsory
for a profession, but not for an occupation. Once we
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MINIMUM EDUCATION REQUIRED TOTAL | STATE/DISTRICT

High School Diploma or Equivalent

Associate Degree

None

56

TABLE 1. Statutory Requirement
in Hearing Aid Dealer’s Laws for
the Minimum Education Needed
to Obtain a Hearing Aid Dealer’s

License.

AL, AK, AZ, CA, CO,

CT, DE, DC, FL, GA, HI,
ID, IN, IA, KS, KY, ME,
MA, MI, MN, MS, MT,
NE, NV, NJ, NM, NY,
NC, ND, OK, OR, Rl, SC,
SD, TX, UT, VT, VA, WV,

WI, WY

8 AR, IL, LA, MD, MO, NH,
TN, WA

2 OH, PA

understand the structure of education,
the hierarchy becomes more apparent
in health care, work-roles, identities,
licensing laws and their restrictions.

The health-care industry requires

systematic, sequential, and more

rigorous training along with a higher
educational standard in order to
achieve recognition and advancement
to positions having greater responsibil-
ities and authority. Vernacular should
be used that is statutorily correct, rep-
resentative of, and commensurate with
academic and technical/vocational
understanding and recognition.

Jax (2016), in discussing “occupa-

tional versus professional education”
notes, among other things, that

1.
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...the field of postsecondary educa-
tion generally sees an occupation
as unskilled work, or a skilled trade,
while a profession is a job requiring
advanced and broad education.

Career and technical colleges pro-
vide training for occupations, as do
community colleges.

Occupational education is specific
training for a particular job.

. Training for a profession gener-

ally involves attaining a bachelor’s
degree and sometimes requires a
graduate degree, as is the case with
doctors and lawyers.

Entry requirements for skilled-
worker occupations, such as a hearing
aid dealer, typically are limited. TABLE
1 shows the minimum educational
requirement for licensure as a hearing
aid dealer statutorily is a high school
diploma or equivalent in 41 of the
states/District of Columbia (DC); an
associate degree in eight states; and
none required in two states.

Apprenticeships are a viable way to
learn a trade or an occupation [Office
of Disability Employment Policy (ODEP)
(2016); Employment and Training
Administration (ETA) (2016)]. The ODEP
and ETA recognize and identify groups
who have apprenticeship programs as
occupations, not professions. There are
more than 1,000 occupations with reg-
istered apprenticeship programs, e.g.,
laboratory technicians, optical techni-
cians, and dental assistants. They note
that, “once an apprenticeship training
program is complete and necessary
job-skills attained, the trainee/appren-
tice receives a Certificate of Completion
of Apprenticeship.”

The U.S. Department of Education
(2016) and the National Center for
Educational Statistics (2016a) report
that the 1990 Perkins Act defines
vocational education as organized edu-
cational programs offering a sequence
of courses which are directly related
to the preparation of individuals in
paid or unpaid employment in current
or emerging occupations requiring
other than a baccalaureate or advanced
degree.”

According to the International
Hearing Society (IHS) (2016), there are
five U.S. College Programs for Hearing
Instrument Sciences. Two programs are
degreed; two are degreed and certifi-
cate programs (fewer requirements for
those not seeking a degree or needing a
degree for licensure); and one certifi-
cate-only program. IHS states that “...
an academic degree in hearing instru-
ment fitting and dispensing” can be
earned; however, this claim is at best
misleading and, at worse, false. There
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is no existing degree awarded that is
called a “hearing instrument fitting
and dispensing” degree.

Associate and baccalaureate degrees
are recognized as undergraduate aca-
demic degrees. The College Atlas (2016)
explains that associate degrees “... are
primarily offered by junior or commu-
nity colleges and vocational schools.” It
goes on to distinguish and clarify the
differences between the two categories
of associate degrees, i.e., transfer and
occupational: For those students want-
ing to eventually earn a baccalaureate
degree, the “associate of arts (AA) and
associate of science (AS) are two-year
degrees that are designed primarily as
transfer degrees.”

In contrast, “occupational associate
degrees are designed to help students
acquire specific knowledge and skills
in preparation for a particular career
path.” The occupational “associate of

Opinion Editorial: Branding the Lie or Branding the Truth (Part 2)

applied science (AAS) degree is a two-
year degree designed for people who
intend to enter the workforce immedi-
ately following graduation from their
program.” Also, “... some AAS courses
are not granted transfer equivalency
credit nor will they fulfill the general
education requirements of a bachelor’s
degree program.”

TABLE 2 shows the degree granted
by colleges for hearing aid dealer
preparation is an associate of applied
science (AAS) degree. The AAS degree
is considered a two year “technical/
vocational degree.” This is further
distinguished from degrees that pre-
pare students for professional careers
requiring a baccalaureate, graduate,
professional doctorate, or research
doctorate degree.

The wide variety of terminology
used in the above colleges prevents a
common vernacular as a basis in which

TABLE 2. U.S. College Programs for
Hearing Aid Dealers

COLLEGE** DEGREE/CERTIFICATE | PROGRAM CAREER PREPARATION AS EMPHASIS

Bates Technical College  AAS*

Rowan College at AAS*

Burlington County

Ozarks Technical AAS*/Certificate

Community College

Spokane Falls AAS*/Certificate

Community College

College of DuPage Certificate Only

Hearing Instrument
Technology

Hearing Instrument Fitter/Dispenser

Hearing Instrument
Sciences

Hearing Instrument Specialist
Hearing Instrument Dispenser
Hearing Aid Dispenser

Hearing Instrument
Sciences

Hearing Instrument Specialist
Hearing Instrument Dispenser
Hearing Aid Dispenser

Hearing Instrument
Specialist Program

Hearing Instrument Specialist
Hearing Instrument Dispenser

Hearing Healthcare Provider
Hearing Instrument Specialist

Hearing Dispensary
Certificate Program

*AAS = Associate of Applied Science | **College contact information in “References” below.

Table 2 References

Bates Technical College, Tacoma, Washington. www.bates.ctc.

edu (accessed March 1, 2016).

College of DuPage, Glen Ellyn, lllinois. www.cod.edu (accessed

March 1, 2016).

Rowan College at Burlington County, Pemberton, New Jersey.
www.rcbe.edu (accessed March 1, 2016).

Spokane Falls Commmunity College, Spokane, Washington. www.
spokane.edu (accessed March 1, 2016).

Ozarks Technical Community College, Springfield, Missouri.
www.academics.otc.edu (accessed March 1, 2016).
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to communicate between programs, define programs
to students, convey accurate information to the public,
and to be recognized for purposes of uniformity and
reciprocity between state licensure boards. This is
unlike the audiology profession, where there is no ver-
nacular confusion between the 70+ doctor of audiology
programs.

U.S. colleges offering AAS degrees and certifi-
cate programs for hearing aid dealers would assist
in branding the truth if they revised their program
terminology to conform to statutory and occupational/
technical/vocational vernacular. Examples are

. Program emphasis would best be identified as
“hearing aid technology.”

. Career preparation should be for the occupation
of “hearing aid dealer” or “hearing aid technician”
rather than for a profession or field.

. Those in occupations have “work-roles (i.e., job
duties and responsibilities)” rather than “scopes of
practice.”

. Hearing aid dealers/technicians provide “hearing
aid services” rather than “hearing health-care
services.”

. Use “on-the-job training” or “supervised work expe-
riences” rather than “clinical practicum.”

. Use “laboratory skills” rather than “clinical skills”
since hearing aid dealers are not trained or licensed
to enter clinical practice.

Engelmann (2008a) notes that the International
Institute for Hearing Instruments Studies (IIHIS)
accredits educational programs for IHS. The
ITHIS established the American Conference of
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Audioprosthology (ACA) in 1976. Engelmann (2008b)
emphasizes that “... the IIHIS and the ACA are NOT
academic institutions, are NOT accredited by any
accrediting agency recognized by the U.S. Department
of Education, and CANNOT award academic credit for
any of their educational material.” Also, “... it is very
confusing and misleading when IHS, IIHIS, and ACA
weave the vernacular of universities, colleges, and

the academic community into their literature, leaving
consumers with the false impression that ACA is some
type of accredited academic institution.”

For example, IHS’s literature notes that “ACA is
a baccalaureate-level course specifically designed
for hearing instrument dispensers with two or more
years of experience.” “The ACA program contains five
courses structured to conform to a semester-hour
format common to universities.” “Students that suc-
cessfully complete the ACA program earn 15 semester
hours or credit toward baccalaureate degree category
that can be applied to a variety of undergraduate
programs.” The use of terms such as “baccalaure-
ate level,” “semester-hour format,” and “earn credit
toward baccalaureate degree” creates the impression
that the ACA is a university-based program, when this
is not the case.

ACA also number their courses in the 300s and
400s as if to appear synonymous with upper divi-
sion undergraduate courses at a college or university
intended for juniors and seniors working on a bache-
lor’s degree. Coursework during the first two years at
a college or university is commonly numbered at the
100 and 200 levels to denote freshman and sopho-
more courses. Upper division courses are typically not
available for freshmen and sophomores let alone for
individuals who have only a high school diploma and
have never been enrolled in a college or university.
Again, this numbering system, common in colleges
and universities, appears to indicate that the ACAis a
university-based program.

One of ACA’s course offerings is “Practicum (403).”
ACA’s use of professional and university-based
terminology like “practicum” is associated with a
graduate school-level course that provides students
“supervised practical application of a previously or
concurrently studied theory.” Practicum is neither a
term associated with continuing education courses
nor correct vernacular to use for preparing someone
for a vocational/technical job. An appropriate example
of the correct and proper use of “practicum” is when
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referring to clinical teaching with master’s degree stu-
dents in speech-language pathology. The experiential
aspect to dealer’s training would be better expressed
by using the designation “supervised work experi-
ence” or “on-the-job training.”

Conclusion

Professions and occupations have every right to take
the necessary and appropriate steps to advance them-
selves and improve their qualifications. However, the
efforts to do so should not be accomplished by brand-
ing through merely inflating titles and promoting false
identities or by using misleading terminology.

For some time, hearing aid dealers have worked
on shedding their image as retail salespeople and
establishing themselves as hearing health-care pro-
fessionals and members of the hearing health-care
profession when they are neither. If their goal is to be
recognized in health care, they must be held account-
able and required to use the proper language of
statutes, academia, and health care. They should also
recognize their place in health care’s hierarchy that is
based largely on education and training requirements
for licensure. For that, they are identified as belonging
to a skilled-worker’s occupation and are recognized as
technicians.

Hearing aid dealers should rise to no higher level
than other health-care employees who have jobs
requiring a minimum of a high school diploma,
on-the-job training, an apprenticeship, or a voca-
tional/technical two-year associate of applied science
degree. They are legislatively and statutorily man-
dated to be restricted deliberately and confined to
narrowly defined work-roles.

If hearing aid dealers change their educational
directives for the entire occupation/trade/voca-
tion along with all licensing laws to mandate an
associate of applied science technical/vocational
degree as the entry-level degree, then they should
be able to advance in health care to the level of other
health-care employees who have jobs that require a
minimum level of an AAS degree; the same would
apply for bachelor’s, master’s, and doctorate degreed
professions. Allowing hearing aid dealers and their
membership organizations to deceive the public by
using false and deceptive language, by developing
programs that foster and promote hearing aid dealers
to expand their occupational work-roles and activities
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into the scopes of practice of audiologists and physicians,
and by exceeding their qualifications, is not in the best
interest of the public health and safety. They have not
earned the requisite academic degree nor do they possess
the advanced training that goes along with the expanded
scopes of practice responsibilities of allied health-care
professionals or doctors.

Branding the lie serves no one other than those doing
the branding. Audiologists, and others, should resist the
temptation of falling into the trap of branding the lie
by rejecting bogus, improper, and illegal terminology;
and demand that branding the truth becomes the gold
standard of care and best practices for those of us in
health care that are bound by and adhere to state and
federal laws and ethics. Branding the truth is our obli-
gation and responsibility to society. Consequently, we
can ask our organizations to petition federal and state
agencies and colleges to use vernacular that is statutorily
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correct, commensurate with academic understanding
and recognition, and is representative of technical/
vocational occupations. For example, petition the Office
of Management and Budget Standard Occupational
Classification (SOC) Code, the Veteran’s Health
Administration, the USDOL’s Office of Apprenticeship,
and the National Center for Educational Statistics and
others to change the descriptors from “hearing aid spe-
cialist” or “hearing instrument specialist” to the more
appropriate descriptor “hearing aid technician.”

Attempts to popularize hearing health-care profession,
hearing health-care provider, hearing health-care profes-
sional, or hearing health-care practitioner (HHCP), or any
similar titles, should be avoided and discouraged. They
serve only to ignore the important differences between
physicians, hearing aid dealers, and audiologists. The
truth is that the audiology and medical professions
should not surrender their identities and be forced into
one collective group. Conveying this false impression
is branding the lie and is especially dire for consumers
when they are trying to make important choices and
informed decisions about health care and determining
which providers are best suited for their needs.

Branding the truth requires avoiding occupational
fraud, academic misrepresentation, and vernacular
confusion and by not using terms like HHCP in written
correspondence such as journals and patient literature
or in oral communications like meeting presentations.
Identification and recognition of separate occupations
and professions are essential for consumer understanding
and transparency. Organizations representing audiol-
ogists should be role-models and pursue branding the
truth by notifying all stakeholders to stop branding the lie
and increase our directed efforts at branding “audiologist”
and “audiology” as household names. ®

Larry Engelmann, MS, AuD, is an audiologist and private
practice owner at the Audiology Clinic, Inc., Oklahoma City,
Oklahoma.

DISCLAIMER

The views and opinions expressed in this article are those of
the author and do not necessarily represent the official policy,
position, or opinion of the American Academy of Audiology;
further, the Academy does not endorse any products or ser-

vices mentioned in this article.
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The Speech Banana
Helping Patients Understand the
Impacts of Their Hearing Loss

By Emma Colette and Renée Lefrancois

As many hearing health-care professionals know, the
speech banana is an audiogram overlay that can be an
effective counseling and interpretation tool. This diagram
takes complex phonemic information and plots it on an
audiogram graph. As each phoneme comprises various
formants, the specific frequency and intensity informa-
tion for each sound is compiled and analyzed, and one
point on the audiogram is selected to represent it.

By superimposing the speech banana diagram over a
particular patient’s audiogram, professionals can easily
highlight which speech sounds are outside that patient’s
current hearing abilities. In essence, the area above the
hearing loss is audible, and the area below is inaudible.

Some would argue that 10 dB HL should be added to
the hearing loss to more appropriately illustrate impact as
a speech sound at 0dB SL will likely not be detected. With
hearing loss often being ignored, or patients thinking
they can just "deal with it," tools that help detail the daily
impact of what is being missed should lead to a higher
level of adoption of both communication strategies and
amplification options. Audiometers that integrate this
type of information can make treating patients with
hearing loss that much more effective. Learn more about
SHOEBOX Audiometry at www.shoebox.md.

ON TREND Il

Viewpoints from industry

The Rise of the Hearing Bud

By David Cannington

Hearing aids fitted by a qualified audiologist serve a
valuable purpose in helping people with severe hearing
loss. But a majority of people fit into the mild-to-moder-
ate hearing category, estimated to be 45 million people by
2020.

People are now turning to hearing buds to augment
their hearing. More commonly known as “hearables,”
hearing buds are now starting to incorporate capabilities
that were once the domain of hearing aids.

The most recently launched IQbuds™ BOOST with Ear
ID incorporates a clinically validated hearing assessment
coupled with the industry recognized prescription for-
mula NL2 to allow automatic configuration to the user’s
hearing profile. IQbuds™ BOOST is the first hearable prod-
uct to incorporate the NL2 prescription formula and is
paving the way for other products to deliver a professional
functionality set in a consumer ready product.

Hearing buds take earbuds to another level of hear-
ing sophistication by allowing the consumer to control
how they hear the world around them in different
environments with features such as dynamic noise
control, speech to noise controls, EQ frequency that is all
customizable.

For audiologists, this opens up a new market opportu-
nity by offering a contemporary hearing solution to those
consumers who are not quite ready for a hearing aid. By
offering a great situational hearing experience with a
product like IQbuds™ BOOST, there is a high probability
that the consumer will return to an audiologist when he
or she is ready for a hearing aid. For more information
about Nuheara, visit www.nuheara.com.

CONTENT PROVIDED BY SHOEBOX AUDIOMETRY,
A DIVISION OF CLEARWATER CLINICAL.

Emma Colette, BSc candidate, Queen’s University, is an intern,
and Renée Lefrancois, MHSc, Reg. CASLPO, is the director of
audiology with SHOEBOX Audiometry in Ottawa, Ontario,
Canada.
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WELCOME BACK

to an ongoing seriles,
Case Study Investigation
(CSI), that challenges the
audiologist to identify

a diagnosis for a case
study based on a listing
and explanation of

the nonaudiology and
audiology test battery. It
1s important to recognize
that a hearing loss or

a vestibular issue may
be a manifestation of a
systemic illness. Being
part of the diagnostic
and treatment “team”

1s a crucial role of the
audiologist. Securing
the definitive diagnosis
1s rewarding for the
audiologist and enhances
patient hearing and
balance health care and,
often, quality of life.
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Influence of Provider
Remarks on Efforts
to Maximize Residual
Hearing In a

Deaf Client

By Linda G. Gottermeier

he case report described here
T draws attention to a powerful

variable, namely offhanded
provider remarks, which can
negatively influence rehabilitation
outcomes, specifically for prelin-
gually deaf adults. This group is
known to be highly variable in their
audiologic/hearing characteristics
(Neuman et al, 2017) such that blan-
ket statements are not likely to apply
to a given individual. Those in a posi-
tion to counsel in rehabilitation fields
have a special obligation to recognize
the weight that their statements can
carry in influencing decision-making
by such clients (British Society of
Audiology, 2012). When treatment
options are presented with conflict-
ing messages, a dilemma is created
for the client, working against
adoption of potentially valuable

rehabilitation recommendations
(Gagné, 2011; Laplante-Lévesque et
al, 2012).

In the case presented here,
the issue was a bimodal fit for a
young woman (we will call “CC”)
with early-onset deafness and one
cochlear implant (CI). Increasing
numbers of individuals with prelin-
gual, severe-profound hearing loss
have been seeking greater access
to sound in their late teens and
adulthood (Sarant, 2012). For many
in this group, one-sided CI use and
listening training are usually the
only recommendations, especially
when previous listening experience
or response to electric stimuli is
inadequate or questionable (Boisvert
et al, 2015).

A hearing aid (HA) in the nonim-
planted ear would be an alternative
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consideration to a second CI, but also
has been rarely considered for this
population, perhaps due to audi-
tory deprivation of long duration,
reports of unpleasant sensations
during previous HA trials, and/or
lack of objective test gains with a HA
(Boisvert et al, 2015). Evidence now,
however, supports use of a HA on
the ear opposite the CI, known as a
bimodal fit, as the standard of care
for prelingually deaf adults with one
CI (Berrettini et al, 2010; Gottermeier
et al, 2016; Neuman et al, 2017).

The protocol for a bimodal fit
is key to its success. In the case
described later, the individual had
volunteered to participate in a
three-week study of a bimodal fitting
approach that employed frequent
audiologist contact, repeated HA
adjustments, and client journals as
critical components, each found to
be valuable in promoting favorable
outcomes with bimodal hearing
(adaptation, acceptance, and benefit)
in this population (Berrettini et al,
2010; Gottermeier et al, 2016).

Despite successes in producing
remarkable changes with this proto-
col, the individual in this case study
later abandoned her new HA because
of beliefs planted earlier by a hearing
health-care provider.

Bilateral profound sensorineural
hearing loss due to unknown etiology
was diagnosed in the patient we are
calling “CC” shortly after birth. She
was provided with binaural HAs at
age two, which were discontinued at
age four. CC obtained an Advanced
Bionics Auria CI at age four. CC’s
most comfortable mode of commu-
nication with hearing persons was
sign-supported speech. With acoustic
pattern information from her CI, plus
lip reading cues, CC achieved limited
success in informal spoken-language
conversations with hearing persons
in social settings. She reported that
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her CI helped her monitor her speech
such that her family could under-
stand some words when she wore the
device.

At age 20, after 16 years of
unilateral CI use, CC volunteered
to participate in a university clinic
study of a bimodal fitting protocol.
CC reported that her motivation was
to enhance interactions in the college
classroom and possibly improve
communication in any future job
situation with persons who have nor-
mal hearing. At intake, CC informed
the project leaders that her worse
ear would not be able to benefit from
a HA beyond obtaining minimal
cues to the presence of sound. She
explained that she learned about her
hearing limitations from her mother
who had passed along a statement
from the home audiologist that CC
probably “had no hair cells in her
left ear.” Thus, CC began the study
convinced that the new intervention
would be useless for her.

Despite her early prediction of
failure, CC returned to the clinic for
gradual increases in HA power (used
in conjunction with her Advanced
Bionics Harmony CI) and her journal
showed increased HA usage, from
five hours to eight hours a day. CC
wrote at the end of the first week:

“Able to recognized [recognize] where
noise is coming from in the direction.
Also hear more deeply on sounds of
words—s, f, ch, sh. More improve-
ment of the pitch of my voice.” CC’s
speech-language therapist confirmed
these impressions and noticed an
immediate lowering of vocal pitch
to a more appropriate range in the
bimodal condition. These changes
suggested integration of the newer
acoustic signal with the familiar
electric signal.

At the end of the three-week
intervention, CC’s responses on
a questionnaire of speech, spa-
tial, and qualities of hearing (SSQ)
(Gatehouse and Noble, 2004; Noble et
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al, 2013) showed a favorable change
in perceived ease of listening in the
bimodal condition for localization
of speech, localization of right/left
environmental sounds, and ability
to tell how far away a bus or truck
was. Consonant-nucleus-consonant
(Peterson and Lehiste, 1962) phoneme
perception scores indicated that the
HA provided some benefit, showing
17 percent with CI alone, versus 25
percent bimodally.

Still, CC wrote, “The hearing
aid helps in speech therapy but my
mom says I have no hair cells.” CC
continued using the HA voluntarily
during speech-language therapy for
four months, but left it off in all other
situations, again explaining that
she had “no hair cells in her left ear.”
Although she recognized benefit in
the therapy sessions, she was unable
to ignore the influence of her audi-
ologist's impressions of her hearing
capabilities.

This case study speaks to the risk
that professionals face of unduly
influencing decision-making by what
they say during interactions with
clients and parents. In the case of CC,
an audiologist’s remarks, repeated by
the mother, exerted a strong nega-
tive impact on the ability of the deaf
client to adopt a potentially valuable
intervention. In this instance, the
intervention was to add amplifica-
tion on the ear opposite a CI, the
standard of care for deaf individuals
to enhance auditory input through
binaural hearing. CC showed clear
signs of benefit that she, herself,
recognized, as well as the study
audiologist and speech-language
clinician, even within the short time-
span of the study. Yet, the advantage
gained was inadequate to outweigh
the perceived authority of the home
audiologist’s words.
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Barriers to accessing health care
are known to exist for people with
disabilities, including those who are
deaf (Kuenburg et al, 2016; Smith
and Samar, 2016). Knowledge gaps
have been attributed to inattention
to clients’ prior educational oppor-
tunities, their print literacy, and
their communication preferences
(e.g., sign language versus spoken
language), as well as lack of cul-
tural awareness among health-care
providers. Smith and Samar (2016)
have highlighted the special need for
health-care providers to improve the
accessibility of information by deaf
individuals. As an issue of bioethics
and disability rights, health-care
access cannot be denied or limited,
despite the presence of a disability.
That is, a health-care system cannot
disallow available treatment from

which an individual could benefit
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purely because of the presence of the
disability (Asch, 2001). The opin-
ion of CC’s audiologist might have
been prejudiced by a misconception
of the degree of “disability” at the
ear opposite her CI, automatically
disqualifying her for rehabilitation
intervention on that ear.

Inasmuch as accurate, fac-
tual counseling could facilitate
acceptance of bimodal listening
by individuals with early-onset
deafness, others like CC similarly
might be dissuaded by a profession-
al’s personal interpretation of the
likelihood of success with any of
the several interventions available
to these individuals, including HA
trials, consideration of one or two CIs,
speechreading instruction and prac-
tice, online listening practice, and
speech-production training (Gagné,

2011; Hull, 2013; Laplante-Lévesque et
al, 2012).

The Professional Practice
Committee of the British Audiology
Society (2012), in their compilation
of principles of rehabilitation of
adults in routine audiology services,
emphasized trust and “congruence”
as two of the critical elements of
the relationship between client and
professional when discussing reha-
bilitation options. Informed decisions
are to result from shared under-
standing of the effect of the hearing
loss and the probable effectiveness of
strategies to achieve a client's goals.
CC in this case study had clearly
articulated her goal to improve com-
munication with persons who had
normal hearing, but that objective
did not seem to be considered by the
home audiologist.

Decision-making that leans
toward greater decision power on
the part of the clinician than on the
part of the client is deemed “pater-
nalistic” rather than truly “informed”
(Gagné, 2011, Professional Practice
Committee of the British Audiology
Society, 2012). Client-centered coun-
seling approaches also have been
shown to achieve better adherence
to treatment recommendations.
Similarly, value has been docu-
mented in taking time to consider a
client’s general health-care prefer-
ences; specifically, how active the
client wishes to be as a “decision
actor” (Gagné, 2011; Laplante-
Lévesque et al, 2012).

Unfortunately, it has not been
verified precisely what effectual
information sharing comprises,
despite the known power of psycho-
social influences on one’s thinking
(as in group rehabilitation pro-
grams; Preminger, 2007). Moreover,
the adequacy of the training and
qualifications of those who offer
rehabilitation counselling to deaf
individuals has been questioned
(Preminger, 2007). New findings
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continue to be published that can
inform counseling programs while
interest in rehabilitation options
increases for adults with prelingual
deafness. For example, research
recently dispelled the notion that
asymmetry in duration of sound
deprivation does not predict speech
recognition outcomes (Boisvert et al,
2015). This notion would have been
relevant to decision-making for CC.

In the present case, the client
benefitted from bimodal hearing, as
evidenced by clinical data, but even-
tually rejected a HA contralateral to
a cochlear implant due to comments
made by an early service provider.
Health-care providers are cautioned
regarding language used when
engaging in assessments and other
educational interactions with parents
and their clients or patients who are
deaf. When treatment options are
presented with conflicting messages,
a dilemma is created for the indi-
vidual seeking solutions, working
against adoption of potentially valu-
able rehabilitation recommendations.
As an active participant, the adult
client must be involved in assessing
all potential outcomes and benefits,
based on best current knowledge in
the field. ®

Linda G. Gottermeier, AuD, is a
professor in the Department of
Communication Studies and Services at
the National Technical Institute for the
Deaf. She provides audiological services
including aural rehabilitation and
classroom instruction.
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What Is “Medical Necessity”?

erage for care, items and services

that they deem to be “medically
necessary.” Medicare defines medical
necessity as “health-care services or
supplies needed to diagnose or treat
an illness or injury, condition, dis-
ease, or its symptoms and that meet
accepted standards of medicine.”

According to the American
Medical Association (AMA), medical
necessity mandates the provision of
health-care services that a physi-
cian or other health-care provider,
exercising prudent clinical judgment,
would provide to a patient for the
purpose of preventing, evaluating,
diagnosing, or treating an illness,
injury, disease, or its symptoms, and
that are

I nsurance companies provide cov-

= Inaccordance with generally
accepted standards of medi-
cal practice (based on credible
scientific evidence published in
peer-reviewed literature)

= Clinically appropriate, in terms of
type, frequency, extent, site and
duration, and considered effective
for the patient’s illness, injury or
disease

= Not primarily for the convenience
of the patient, physician or other
health-care provider, and not
more costly than an alternative
service or sequence of services
that are at least as likely to
produce equivalent therapeutic
or diagnostic results as to the
diagnosis or treatment of that
patient's illness, injury, or disease

In all cases, documentation in
the patient's medical record must
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be consistent with and support the
reason that the procedures were
performed.

How Does Medical
Necessity Factor into My
Billing Practices?

Beyond the earlier-mentioned princi-
ples, many payers including Medicaid
and private insurance have specific
guidelines for what is considered
medically necessary for certain
items, procedures and/or services.
These policies will be found in the
payers’ payment policies or clinical
guidelines.

For example, the Medicare Benefit
Policy Manual, Chapter 15, section
80.3 sections (A-I), outlines when
coverage for audiology services is
considered medically necessary, and
therefore a covered Medicare benefit.
Medicare Administrative Contractors
may also publish Local Coverage
Determinations (LCDs) to more spe-
cifically define coverage guidelines
for specific procedures.

What If There Is a
Service that | Feel

Is in the Patient’s

Best Interest that the
Insurance Company
Does Not Consider to Be
Medically Necessary?

It is important to keep in mind that
insurance does not always pay for
everything that a provider may
believe is necessary. An example
would be routine annual hearing
testing to monitor hearing (and
hearing aid) status for Medicare
beneficiaries. Medicare does not
prevent a provider from billing a
patient directly for this service.
Please make sure that any specific
notice of non-coverage guidelines for
the patient’s insurance are followed
(including use of appropriate CPT
modifiers). ®

This information on medical necessity
was compiled in collaboration with the
Academy of Doctors of Audiology, the
American Academy of Audiology, and
the American Speech-Language-Hearing
Association.
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Is Social Media Really Worth the
Effort for My Business?

By Vicki Bendure

ften clients ask how much

time they should be com-

mitting to social media for
their business. The answer is that it
depends. It depends on your existing
demographic audience, as well as
your potential target audience.

The four best social media
platforms for building a business
(Facebook, Instagram, Twitter, and
LinkedIn) vary in their users' ages.
According to 2014 statistics on
the blog Jetscram, the majority of
Facebook users are 33 to 54 years
old. Twitter and Instagram attract
younger audiences, with the major-
ity of users from 18 to 29 years old.
LinkedIn, known primarily as a
business platform, has a broader
demographic reach, with 27 percent
of all LinkedIn users ages 30 to 49
and 24 percent of users aged 50 to 64.

We haven't listed YouTube here
as a primary platform, butitis
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essential in getting larger open rates
for other platforms. The more video,
the greater chance someone will
watch and share your content. So, if
you're going to engage in Facebook,
Instagram, Twitter, or LinkedIn, it’s
a good idea to set up a YouTube
channel. You don’t have to be as
rigorous about regular posting to
YouTube. Instead, you can use it as a
mechanism to post video that you'll
pull into your other social media
platforms as you have it.

Social media is about content
and time. If you don’t have the time
to commit to creating and pulling
good content, don’t do it. Ideally, you
should post at least three times a
week. Getting the greatest engage-
ment is dictated by content and
timing. What day and time of the
week you post makes a difference for
each social platform. Since LinkedIn
is primarily a business platform,

weekday posting provides the oppor-
tunity for the greatest engagement.
There have been multiple studies as
to best timing.

Have a Plan

As is critical with public relations
planning, you should have a strategic
social media plan. Look at the ages
of the majority of your patients and
determine whether they’re on social
media. Decide if your goal is to grow
your practice or company with more
of the same demographic. If your goal
is to grow a different demographic,
look at the majority of the ages using
the various social media platforms.
Your goal with social media will help
to determine where you should be.
For instance, if your goal is to grow
your practice with older patients,

but you want to recruit younger
talent for employment, you will have
two different strategic focuses on
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your social media platforms. You
may have information on hearing
health for aging populations on your
Facebook posts and information on
the audiology profession and what
it’s like to be an audiologist on your
Instagram account.

Content does not all have to be
original. Your patients are going to
have an interest in your specialty
areas. While you may write some
original articles and post them
about specific conditions such as
tinnitus, you can also set up website
alerts that flag content on tinnitus
studies and recommended treat-
ments around the world. In other
words, you can share content from
other social media sites. Just make
sure they’re not competitor sites. A
Google alert set for “hearing health”
will deliver regular reports and
studies that may be of interest to
your patients. You can post these
reports and studies (assuming you
agree with them) with attribution
and comment on these within your
post. New technology and new prod-
ucts may also be of interest to your
patients.

Mapping out a monthly content
calendar will help you plan out when
and what to post. Once you decide to
engage in social media for your busi-
ness, be sure to put all of your social
media handles on your e-mail signa-
ture. Send an e-mail to patients and
ask them to follow you on your social
media sites and share your content.
Follow your patients on these sites.

Create Meaningful
Content

LinkedIn is an excellent platform
for business-to-business communi-
cation, as well as acquiring patients
and referrals. It provides an opportu-
nity for you to write your own news
articles and post them. You can also
pull in good video. Have someone in
your office assist in demonstrating
a hearing check-up. Walk viewers
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through your office and talk about
audiology, your areas of expertise,
and how you became an audiologist.
Again, make a calendar and figure
out one LinkedIn article post per
week. If you have a particular time of
year that’s slow, you can write all of
your content then and just schedule
the posts.

Make your content relevant.
Because many LinkedIn members
are business people, write about
hearing-health hazards in the work-
place and how to protect hearing
health. You may also want to cover
ways in which someone in an office
setting may realize they’re having
difficulty with their hearing. Write
about how loss of hearing affects job
productivity.

It’s important to remember that
social media works if you keep the
public’s interest in mind. It is not a
platform for a hard sell (or followers
will unfollow you). It’s a mechanism
to maintain top-of-mind awareness
and continue to position you as an
expert and thought leader around
hearing health.

Conclusion

Don’t just jump in. Give it careful
thought and planning. If you decide
to proceed, allot a considerable
amount of time. Those who do social
media well see a payoff in main-
taining existing customers, as well
as in increasing business. Often,
businesses take on social media
halfheartedly, find themselves

committing time (but not enough and

without proper planning), and then,
when they receive very mediocre
results, stop posting and declare

that social media just didn’t work for
them. It takes a while to build up a
social media following and it can be
slow. You should set aside a budget to
boost some of your original content

and that will help you build followers.

Aslong as you're consistent, have
great content and are patient, your
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social media channels will grow and
will pay off.

By growing followers, you may be
able to reach more people on social
media than you can through tradi-
tional media. ®

Vicki Bendure is president of Bendure
Communications, Inc. If you have
questions or need more information,
please e-mail Vicki Bendure at Vicki@
bendurepr.com.

You also can find several resources
including a Public Relations Tool Kit,
press release templates, and more on the
Academy’s website (www.audiology.org/
get-involved/public-awareness).
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Give Back to the Foundation

By Mindy Brudereck

hen people think of giving

to the American Academy

of Audiology Foundation,
most expect to donate money. While
we are always eager to accept mon-
etary donations, the Foundation will

also accept the donation of your time.

This may be especially appealing
to audiologists, students, and other
supporters who might not have the
financial flexibility to offer personal
donations.

The easiest way to get involved is
to volunteer your time throughout

the year at your convenience. Our
biggest appeal for donations centers
around the AAA Annual Conference
and planning begins at least a year in
advance and we could use your help.
This past year, the Foundation Board
of Trustees reached out to local
businesses in Nashville, Tennessee,
to gather donations for a special
pre-auction. Members bid on gift
certificates during the pre-auction
to use while at the AAA 2018 (see
FIGURE 1).

The Foundation previously
accepted Auction 4 Audiology items
for attendees to consider while
on-site and place a bid online.

The Foundation is explor-
ing new and exciting ideas for
Academy members to participate in
Foundation activities. Stay tuned for
details regarding opportunities at
AAA 2019 in Columbus, Ohio.

At the conference, the Foundation
hosts several fundraising events
such as the Foundation Happy Hour
(see FIGURE 2) and Coffee for a Cause

FIGURE 1. A self-guided tour of the Ryman Auditorium, the original home of the Grand Ole Opry in Nashville, Tennessee, was one
of the pre-auction items in 2018.

AUDIOLOGY TODAY Sept/Oct 2018

Vol 30 No 5



sEass MODL T

hearScreen
USA

SMARTPHONE HEARING SCREENING AFT

hearScreen
USA

SMARTPHONE HEARING SCREENING APP

IN COLLABORATION WITH
AMERICAN ACADEMY OF AUDIOLOGY—/W

®

TEST SOMEONE ELSE

LAUNCHING
FALL 2018

WHAT IS HEARSCREEN USA?

Clinically valid, digits-in-noise, smartphone
hearing screening in under 3 minutes

GET YOUR PRACTICE
AHEAD BY SIGNING UP AS e

FREE for end users via both the iOS
and Android app stores

A REFERRAL AUDIOLOGIST

Sign up as a pre-launch referral partner for
hearScreen USA and receive $200 off your premium

subscription (Academy members only pay $299)
Referrals to closest audiologist

- Get referrals to your practice using geolocation

- Manage referrals on secure cloud portal

- Academy Members can sign up for a FREE basic subscription

Be part of this revolutionary hearing health application

To sign up as a referral audiologist, visit www.hearScreenUSA.com.



AMERICAN /\'(
ACADEMY OF W

AUDIOLOGY &

YOLU!

ARE AUDIOLOGY

Get the Most Out of YOUR Membership

Being a member is more than being part of a professional organization. It’s about:
» CREATING CHANGE - Volunteer, Mentor, Advocate

» CONTRIBUTING KNOWLEDGE - Research, Compose, Discuss

» LEADING BY EXAMPLE - Educate, Nominate, Donate

Join the Academy today and invest in your commitment to your profession.

We are here to support YOU!

For more information, visit:

www.audiology.org
KEYWORDS: member benefits




FOCUS ON FOUNDATION

FIGURE 2. Designer handbags auctioned off at the AAA 2018 Happy Hour and a Half.

(see FIGURE 3). Each of these events
is reliant on volunteer support. Any
time an Academy member can spare
to help organize an event or answer
questions at the booth is greatly
appreciated.

This year, the Foundation
developed the first Voices of Hearing
Wellness book. This book was
designed to publicize the audiology
profession through the stories of
the patients that we help. Although
this was the first time this book was
published, hopefully it will not be the
last. The Foundation will be looking
for volunteers in the near future to
help with additional projects.

Another way to give back to the
Foundation is through the Amazon
Smile program. The American
Academy of Audiology Foundation is
an organization you can designate to
receive donations when making your
purchases through Amazon. Simply
go to smile.amazon.com and search

“American Academy of Audiology

Vol 30 No 5

Foundation” to start donating.
Remember that you must make your
purchases through the Amazon
Smile website, as there is not an
Amazon Smile app available. It may
take a few seconds longer to order
this way, but your regular purchases
will earn an easy donation for the
Foundation.

The American Academy of
Audiology Foundation needs you.
Whether through a financial con-
tribution or dedication of volunteer
time, donors help the Foundation
disperse scholarships and grants,
fund new research, support audiolo-
gists experiencing financial hardship,
promote the profession, and educate
the public.

Consider giving back to the
Foundation and lending a hand to
help raise funds, generate excite-
ment about the Foundation’s
programs and initiatives, and
enhance our opportunities to drive

FIGURE 3. Supporters like Meghan
Abraham can get a tax-deductible cup
of coffee (or two) by making a donation
to the Foundation during Coffee for a
Cause.

AAA Foundation

Coffee for
a Cause

AdA

the profession forward. We can’t do
this without you. ®

Mindy K. Brudereck, AuD, is the owner
of Berks Hearing Professionals, with
offices in Wyomissing and Birdsboro,
Pennsylvania. She is also a member of
the Foundation Board of Trustees.
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SAA SPOTLIGHT

Students and Their
State Voice

By Hanna Sawher

he third annual National
T Day at Your State Capital Day

(NDAYSCD) brought audiol-
ogy doctoral students together from
across the country to advocate for
the profession of audiology and for
the patients they serve. NDAYSCD
takes place each spring to encourage
and support students to be advo-
cates in their states and to improve
their professional skills of decision
making, leadership, self-motivation,
and the ability to work under pres-
sure. Another goal of NDAYSCD is to
increase public awareness of audi-
ology and to increase the awareness
of our elected officials on important
audiology issues, specifically at the
state level.

Students are encouraged to
contact their state elected officials to
meet with them or their staff mem-
bers personally to educate them on
the importance of audiology
and on audiology-related
issues within their state
borders. Advocating allows
students to increase public
awareness of audiology as a
doctoral profession, enhance
their personal skills in public
speaking, access professional
networking, and explore new
opportunities for interdisci-
plinary collaboration.

Advocating in one’s state
can be daunting, but “once you
realize that the biggest part of
advocacy is education, the whole
process becomes a lot less scary,”
said Nicole Greewalt, an AuD
student at Ohio State University.

“It is actually much easier than

AUDIOLOGY TODAY Sept/Oct 2018

you think to let your passion drive

a productive conversation with a
state legislator and effectively foster
lasting relationships for the profes-
sion. The offices we met with were
extremely receptive to our message
of establishing quality hearing and
balance health care for all Ohioans
and [ am excited to witness how
these relationships grow as our state
SAA base becomes stronger and
more active.”

NDAYSCD brings states and
graduate students together to make
regulatory changes and to form
professional relationships (see FIGURE
1). Deema Rasul, an AuD student at
the University of Cincinnati called
the event “a major highlight in my

FIGURE 1. Ohio’s National Day at Your
State Capital Day.
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graduate career so far. It was a very
humbling experience to meet with
a variety of Ohio House representa-
tives and senators and be the first to
inform them about what audiology is,
what is within our scope of prac-
tice, and issues that are important
to our profession as a whole. I loved
answering all their pressing ques-
tions about the field and how they
can help on issues important to us.
“One of my favorite events that
day was when the entire NDAYSCD
group of graduate students from the
University of Cincinnati, the Ohio
State University, and the Northeast
Ohio AuD Consortium got to meet
with a representative for [United
States] Sen. Sherrod Brown. Being
able to advocate for our future pro-
fession with other graduate students
who all had the same passion as I
did about our field and to represent
the Student Academy of Audiology
together on this day was incredible.
Seeing everyone speak about their
experiences in audiology and why
these issues are important to them
and the patients that we see was
really inspiring to me and made me
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FIGURE 2. Vanderbilt University students
(left to right) Sarah Alfieri, Liz Agboola,
Steven Carter, and Maureen Virts.

feel proud to be in this field with
my future colleagues,” Rasul said.
This event, which brings so
many together, unites our field
and is important for continuing
the strong traditions already
established within the profession.
Kayla Cyphert, an AuD student at
the University of Cincinnati, said,
“It was great to have the oppor-
tunity to meet with legislators
and staffers to raise awareness
of audiology. I felt that I made a
difference by advocating for our
profession and our patients.”
Making a difference is as
simple as a visit to discuss and
educate others who make our
laws, affect our profession,
and affect the care we provide.
Through SAA channels,
students in other states
teamed up with their state pro-
fessional organizations to make
an impact. Steven Carter, an AuD

SAA SPOTLIGHT
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student at Vanderbilt University,
describes their collaboration:
“Audiology students from Vanderbilt
teamed up with the Tennessee
Association of Audiologists and
Speech-Language Pathologists
(TAASLP) to meet individually with
representatives about legislation
to repeal the Professional Privilege
Tax (PPT), a $400 fee paid yearly by
some, but not all, professionals in the
state of Tennessee. Students paired
up with audiologists and SLPs to
speak with individual legislators at
the Tennessee state capitol and give
testimony about how the PPT is an
unfair barrier for practicing audiolo-
gists and SLPs. Although a repeal is
unlikely to be approved within this
year, I feel we were able to better
inform representatives about the
profession of audiology and give
them some compassionate testimony
and factual evidence on how the PPT
could be seen as a hindrance to prac-
ticing professionals.” (See FIGURE 2.)

FIGURE 3. University of Texas at Dallas
students.
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Advocacy is a necessity in our advocacy for many of the students For more information, contact
profession. We are the experts and and, after the trip, all of them said the SAA Public Outreach Committee.
it is our responsibility to represent they felt more confident in their To check the Student Academy’s
ourselves in our communities, states, advocacy abilities and were fired resources, and the Academy’s
and nationally. Decisions are made up to continue making a difference,” resources go to the website and look
without our expertise and they can Morris said (see FIGURE 3). under Advocacy and the Legislative
directly affect the patient care we Many students who were unable Action Center.
provide. It is imperative that we have to make a trip to their state capitals We all are advocates. It is up to
a seat at the table when it comes participated in a virtual way. The us to educate, advocate, and be the
time to decide on our fate. NDAYSCD AuD students at the University of voice of audiology. ®
allows for students to advocate and Wisconsin discussed the importance
perhaps continue advocating for their ~ of advocacy, both for professionals
careers. Alexander Morris, an AuD and for patient populations, within Hanna Sawher, AuD, graduated from
student at the University of Texas at Wisconsin. Emily Wilson and Julia the University of Wisconsin and is an
Dallas, took his NDAYSCD even fur- Gajewski contacted their Wisconsin audiologist at the Children’s Hospital of
ther with a trip to Washington, D.C. elected officials via e-mail and Wisconsin. She served on the 2017-2018

“Our recent DC trip provided letters to express their stance on SAA Board of Directors, she was
students with a career-changing per- current state legislation. They also the American Academy of Audiology
spective on audiology advocacy and educated each other and their peers Advocacy Council SAA Liaison for 2017-
the Academy’s daily efforts to keep on how to schedule, plan, and con- 2018, and was chair of the SAA Public
the profession moving forward. This duct a successful legislative visit. Outreach Committee from 2017 to 2018.

was the first exposure to in-person
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Tinnitus Help Is Here: Take the
CH-TM Today!

art 2 of the Certificate Holder-

Tinnitus Management (CH-TM)

program began in July 2018,
providing the final step for audiol-
ogists wishing to earn a credential
that reflects the requisite knowledge
necessary for the management of
tinnitus patients. The CH-TM is
an assessment-based certificate
program that uses evidence-based
instructional design principles to
ensure efficient learning and reten-
tion of the information presented
in the course. This online self-study
course offers a learning program
supplemented with a toolbox of
resources.

The American Board of Audiology
(ABA) conceptualized the CH-TM to
(1) bridge the gap between formal
audiology education and tinni-
tus-focused training, (2) create a
comprehensive and unbiased tinni-
tus-management program, and (3)
develop a greater pool of audiologists
trained to treat the significant num-
ber of individuals who suffer from
tinnitus.

This program reflects current
scientific research, along with the
combined years of practice and
diverse experiences of a group of
renowned experts in the specialty.

Part 1 of the CH-TM provides the
foundational knowledge needed to
assess and manage patients with
tinnitus and/or decreased sound
tolerance (DST). Part 2 expands
on this knowledge base to provide
advanced intervention and manage-

ment techniques for audiologists who
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By Jenne Tunnell

treat patients with tinnitus and/or
decreased tolerance to sound.

Tinnitus in America
Tinnitus affects a significant per-
centage of the U.S. population. One
in 10 adults in the United States are
affected by tinnitus, according to
research by Bhatt et al (2016). A total
of 14.6 percent of the respondents
to the 2011-2012 National Health
and Nutrition Examination Survey
from the National Center for Health
Statistics reported suffering from
tinnitus. In 2007, 9.8 percent of adults
18 years of age and older responding
to the National Health Interview
Survey by the U.S. Census Bureau
and the Centers for Disease Control
and Prevention said they had been
“bothered by ringing, roaring, or buzz-
ing in your ears or head that lasts for
five minutes or more” within the 12
months preceding the survey.
Research indicates that 85 percent
of tinnitus sufferers never received
any form of treatment (Bhatt J et
al, 2016). Approximately one in 12
young people experience significant
challenges from tinnitus and tinnitus

increases with age, according to the
Hearing Health Foundation (2017).

A growing area of research investi-
gates the relationship between noise
exposure and tinnitus among youth
(Mahboubi et al, 2013; Park et al, 2014).
This is of particular concern, given
the use of personal music devices,
earbuds, and exposure to loud music
among members of the millennial
generation.

The CH-TM Program

The clinical practice guideline for
tinnitus published by the American
Academy of Otolaryngology Head and
Neck Surgery Foundation (Tunkel

et al, 2014) is considered the essen-
tial and overarching reference for
tinnitus treatment. This is the only
tinnitus-management guideline that
exists in the literature today. It is
based on a systematic review of the
literature, and is the foundational
document on which the CH-TM
program is built. The CH-TM program
takes this foundation to the next
level by presenting a standardized
approach to assessment and review-
ing the current evidence supporting
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the use of various management and
therapy options available to today’s
tinnitus specialist.

The program includes two parts,
each containing multiple modules
of web-based content developed
by the subject matter expert (SME)
work group and validation panel.
The SME work group and valida-
tion panel included distinguished
researchers and clinicians whose
collective experience in tinnitus
management is represented in the
comprehensiveness of the pro-
gram. Unlike other programs on the
market, the CH-TM offers a diversity
of perspectives in the content and
is an affordable option for audiolo-
gists seeking additional training in
tinnitus management. Each module
in the program is worth 0.2 AAA/Tier
1 CEUs.

Part 1: Foundations of
Tinnitus Management

Module 1, Tinnitus Definitions and
Theoretical Foundations: Identifies
the different types and characteris-
tics of tinnitus, the prevalence of the
condition in the United States and
globally, and different theories of the
etiology of tinnitus.

Module 2, Management of the
Patient with Tinnitus: Provides a
snapshot of the experience of tinni-
tus, along with a broad synopsis of
assessment approaches, intervention
techniques, and practice manage-
ment considerations.

Module 3, Business Management
Considerations: Discusses the unique
demands and business factors asso-
ciated with integrating tinnitus and
decreased sound tolerance services

into an audiology practice.

Part 2: Tinnitus Management
Principles in Practice

Module 4, Audiological Evaluation of
the Patient with Tinnitus: Teaches
how to assess the results of a com-
prehensive audiological evaluation as
a basis for clinical decision-making
for a patient with tinnitus.

Module 5, Tinnitus Intervention
Techniques: Reviews varied
approaches that may be used as
interventions for patients with
tinnitus, including indications for
use, benefits, and limitations of each
technique.

Module 6, Management Plan for
the Patient with Tinnitus: Teaches
how to educate and collaborate
with patients and other providers
to develop a management plan for a
patient with tinnitus

Module 7, Management of the
Patient with Decreased Sound

CH-TM™

Certificate Holder—
Tinnitus Management

with 10-15 percent of U.S. adults
experiencing chronic tinnitus, it is
crucial that health-care professionals learn
and understand more about evidence and
intervention techniques for treating
patients with tinnitus.

Available through eAudiology.org.

CH-TM Development-Level
Underwriter:

PHONAK

lifeis on

PART 1:
FOUNDATIONS OF
TINNITUS MANAGEMENT

MODULES 1-3
Now available. (0.6 CEUs)

PART 2:
TINNITUS MANAGEMENT
PRINCIPLES IN PRACTICE

MODULES 4-7
Now available. (0.8 CEUs)

CH-TM Module-Level Supporter:
Plural Publishing
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Tolerance: Summarizes the char-
acteristics and prevalence of DST,
along with assessment approaches,
treatment techniques, and prac-
tice-management considerations for
these patients.

Unique Program
Features

The format of CH-TM allows for full
engagement of the learner through-
out the modules and beyond the
program. As learners move through
the modules, they find additional
tips and tools that augment and
enhance the instructional content.

Case Studies: The modules include
case studies that illustrate appli-
cations of presented content. The
interactive component of the pro-
gram enables the learner to engage
in the diagnosis and management of
the patients.

Words to the Wise: Practical tips are
provided from audiologists who have
experience working with patients
with tinnitus.

Terminology Alerts: Terms are
clarified that have nuances or may
vary from one audiology program to
another.

Think About It icon: The program
offers questions that challenge learn-
ers to stop and reflect about what
they are learning.

Check Your Knowledge: Questions
help learners self-assess as they
progress through the program.

Toolbox: The toolbox links to addi-
tional information, resources, tools,
and other practical aids to expand
knowledge or support work with
patients with tinnitus. The toolbox
also contains a full reference list
related to the citations seen through-
out the modules.

Vol 30 No 5

ABA SOUNDING BOARD

Participant Response
Within days of the release of Part 2 of
the CH-TM, many of those who had
completed Part 1 were already well
underway in Part 2. The completion
of Part 2 will earn these individuals
the CH-TM designation.

In Part 1 postcompletion eval-
uations, many learners identified
strengths of the program, including
the following:

= The review of the basics of tinni-
tus and the general rehabilitative
techniques.

= Great knowledge base. Unbiased.

= Excellent visual diagrams—excel-
lent content.

= This is the only tinnitus specialist
training available.

= Delivery format, additional
resources, easy-to-understand
explanations.

= Helping to move audiology for-
ward to accept tinnitus care as
viable in practice. ®
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The Importance of Accreditation
“0Of, By, and For Audiology”

he American Academy of
I Audiology was founded on the
assumption that audiology
needed an independent professional
organization or, as Academy founder
and first Academy president James

Jerger famously stated: an organiza-
tion “of, by, and for audiology.”

Creating a Professional
Organization

Soon after the Academy was formed
in 1988, early leaders established

a variety of organizational entities
essential for any independent health
profession. The creation of the pub-
lication Audiology Today fulfilled the
need for a forum for regular commu-
nication among members. Later, a
website (audiology.org) augmented
communication and offered easy
access for members and the public
to important and timely audiology
information, including a member-
ship directory and clinical practice
guidelines.

Like other health professionals,
audiologists and hearing scientists
require a vehicle for the publication
of peer-reviewed papers and the
dissemination of original research
findings. The Journal of the American
Academy of Audiology (JAAA) was
created in 1989 to meet that vital
professional need. The new organi-
zation even opened an “audiology
store” with a diverse inventory of
items, from colorful diagrams of
the ear and audiograms of familiar
sounds to educational brochures and
Academy clothing, coffee cups, and
water bottles.

Vol 30 No 5

Within two years after the
Academy began, the Board of
Directors founded the independent
nonprofit American Academy of
Audiology Foundation (AAAF) to

“promote philanthropy in support of
public awareness, research, and edu-
cation in audiology and hearing and
balance sciences.”

The autonomous American Board
of Audiology (ABA) was created in
1998, a decade after the beginning
of the Academy. The ABA “...creates,
administers, and promotes rigorous
credentialing programs that elevate
professional practice and advance
patient care. ABA credentials are
earned by all leading audiologists,
respected by other health-care

By James W. Hall III

providers, and trusted by patients.”
As part of its work, the ABA con-
ducted a formal and rigorous analysis
of clinical practice and launched
specialty certification programs

in cochlear implants and pediatric
audiology, as well as an audiology
preceptor and a tinnitus manage-
ment certificate program.

Academic Program
Accreditation

You've probably noticed a trend in
this summary of important steps

in the development and maturation
of the Academy—independence,
autonomy, and audiology owning the
essential elements of the profession.
Now we’ll turn our attention to the

Sept/Oct 2018 AUDIOLOGY TODAY 85



m ACAE CORNER

86

TABLE 1. Key features of accreditation organizations and policies for health-care professions.

ACCREDITATION

ACCREDITATION ACADEMIC PROGRAM EXCLUSIVE

FIELD OF STUDY ORGANIZATION(S) DEGREE(S) TO PROFESSION

Medicine* The Liaison Committee on Medical Doctor of medicine (MD) or  Yes. Only LCME accredits
Education (LCME) sponsored doctor of osteopathic medi-  medical schools granting
by the Association of American cine (DO) the MD and only COCA
Medical Colleges and American accredits medical schools
Medical Association Commission on granting the DO degree.
Osteopathic College Accreditation
(COCA)

Dentistry Commission on Dental Accreditation ~ Doctor of dental surgery Yes. Accreditation is only
(CODA) (DDS) or doctor of dental for dental academic

medicine (DDM) programs.

Optometry Accreditation Commission on Doctor of optometry (OD) Yes. Accreditation is only

Optometric Education (ACOE) for doctor of optometry
programs.

Physical Therapy Commission on Accreditation in Doctor of physical therapy Yes. Accreditation is only

Physical Therapy Education (CAPTE) (DPT) for doctor of physical ther-
apy programs.

Occupational Therapy  Accreditation Council for Master's degree in occupa-  Yes. Accreditation is only for
Occupational Therapy Education tional therapy master's degree programs in
(ACOTE) occupational therapy.

* Goal of Accreditation: Professional competence and proficient medical care.

accreditation of academic programs responsible for edu- The single exception, the Accreditation Council for

cating health-care professionals. Occupational Therapy Education, defines standards for
TABLE 1 summarizes some key features of accreditation =~ master’s degree programs for occupational therapists.

of the academic programs for several health profes-

sions. Information in the table leads to three general

conclusions:

1. For each of the presented health professions, a single
accreditation body is responsible for assuring aca-
demic standards for the students enrolled in education
leading to the degree required for clinical practice.

2. None of the professions presented share an accredi-
tation body. For example, a separate and independent
commission is responsible for the accreditation of
academic programs for physical therapy and for occu-
pational therapy.

With one exception, the listed accreditation bodies
define standards for doctoral-level academic programs.

AUDIOLOGY TODAY Sept/Oct 2018 Vol 30 No b



No accreditation body is responsible both for the
accreditation of health professionals who practice with
a master’s degree and those who practice with a doctor-
al-level degree.

This brief review highlights the importance of audi-
ologists “owning” all of the essential components of the
profession of audiology, including the accreditation of
academic programs with rigorous standards that reflect
the knowledge and skills necessary for the practice of
audiology today and in the years to come.

The accreditation of doctor of audiology programs
must assure that “recipients of the degree in audiology
(AuD)...have sound knowledge, diagnostic, treatment,
communication, and professional skills, including
management and business acumen in order to function
as autonomous direct care providers” (ACAE Standards,

ACAE CORNER %

page 3). The Accreditation Commission for Audiology
Education (ACAE) meets these rigorous requirements. ®

James W. Hall I1I, PhD, Board Certified in Audiology,

is a professor in the Osborne College of Audiology at

Salus University and a professor in the Department of
Communication Sciences and Disorders at the University of
Hawaii. He is also the chair of the ACAE Board of Directors.

AMERICAN

Share cutting-edge research
and clinical best practices
with your colleagues.

October 1, 2018.

www.AAAConference.org

Vol 30 No 5

ACADEMY

OF AUDIOLOGY

/ : #AAAConf19

Sept/Oct 2018 AUDIOLOGY TODAY | 87



AUDIOLOGY

AMERICAN /\(
ACADEMY OF W

AuD ADVOCATE

ACADEMY NEWS

A Personal Journey
Toward Advocacy

By Vivianne C. Wersel

finishing graduate school at San

Diego State University. It was a
storybook romance—he was the
general’s aide-de camp and [ was
the colonel’s daughter. Lt. Col. Rich
Wersel was an outstanding Marine,
accepting every position and assign-
ment with the utmost dedication and
sense of honor. He was a part of the
initial invasion in Baghdad during
Operation Iragi Freedom in 2003. He
even volunteered to go back to Iraq
in 2005, taking the place of a fellow
Marine who was experiencing a per-
sonal hardship. Seven days after he
returned home from his second tour,
he died suddenly of cardiac arrest. It
was a regular day that had begun as
innocuously as any other, and there
I stood at the end of it with my life’s
plan entirely changed. Suddenly I
could see time splitting into two sep-
arate pieces, categorizing everything
into “before” and “after” this devas-
tating event.

Despite feeling frozen in grief, I
worked harder than I ever had upon
realizing that I would now be caring
for myself and for our two kids alone.
I decided to stay in the Camp Lejeune
area and maintain the familiarity
and lifestyle that my children needed

I met my husband when I was

while continuing to work as an audi-
ologist with Onslow County Schools
in North Carolina.

“As a result of
this injustice,

I became an
advocate with
zero knowledge
of the legislative
system.”

When the time came to work out
the logistics of Rich’s military death
benefit, I had unknowingly stum-
bled into the political arena. Shortly
after my husband’s death in May
2005, Congress enacted a two-tier
death benefit, and increased the
military death benefits for active
duty service members, however, the

criteria did not include all deaths,
and the increase of financial benefit
depended on the circumstances and
location of the death. Unfortunately,
this excluded many families, includ-
ing mine, from receiving this benefit.
On paper, this two-tier system
seemed to be an attempt to allot a
service member more financial honor
for dying in combat or training. What
it created, however, was a terrible
sense of disparity for any surviving
family who supported their service
member through the same deploy-
ments, only to be told they deserve
less should their family member
die within a week of their return. I
quickly realized there was a pattern,
a distinction between types of deaths
and how families were cared for or
how deaths were valued—whether
it had monetary or sentimental. It
was time for me to speak up! As a
result of this injustice, I became an
advocate with zero knowledge of the
legislative system. I was successful
and instrumental in changing a law
that affected thousands of military
surviving families. I lobbied at the
U.S. Capitol to change the two-tier
death benefit. Using my husband’s
case, an amendment was passed in
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the National Defense Authorization
Act (NDAA) 2006.

Not knowing where to start, I
began my journey with advocacy by
sending emails. I sent my story to the
president of the United States, my
members of Congress, and to a syndi-
cated journalist named Tom Philpott.
I had no prior experience with
writing to my elected officials but
made my message personal, includ-
ing attaching a picture of our last
family photo. I received a response
from Mr. Philpott the next day who
wanted to help me and other widows
by spreading the word. I agreed to go
public and in two weeks he published
a feature story on my case.

On July 7, 2005, my story went out
all over the world and, as a result, I
received a call from a staffer in Sen.
John Kerry’s (D-MA) congressio-
nal office. I was overwhelmed and
surprised. He stated that there were
some members of Congress who
wanted to fix this issue but would
need my help. I had no idea what it
meant, but this felt like a victory, so
I adamantly agreed and pushed for-
ward. It was certainly a risk to expose
my story to the world; it yielded a
great deal of support but also made
me aware of the fact that every issue
has its opposition.
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July 21, 2005, my case was heard
on the Senate floor in discussing an
amendment to the Defense bill, the
NDAA. I received an e-mail from Mr.
Philpott attached with notes from
the Senate floor and my amendment,
S. 1376 to the NDAA. This was a pro-
posal to remove the two-tier death
benefit so that all deaths would be
paid equal enhanced benefits, back-
dated to October 7, 2001. After this
critical step, it was up to me to keep
traction on this amendment: now it
was time for me to go to Washington.

I was not familiar with the inner
and outer workings of Capitol Hill,
but I do recall I was not afraid. I had
a passion for righting wrongs and
possessed a tenacious energy to go
forth. I arrived at my hotel, unfamil-
iar with the Metro subway system,
feeling slightly like a country mouse
in the big city. I asked the concierge
how to get to the Hill, he proceeded
to tell me to “get on the yellow and
change to the blue line, get off at

&£

Capitol South.” I remember walking
out of the Metro and there it was,

the Cannon House Office Building. I
was pleased that, in my fog of grief,

I was able to find my way. I met up
with two elderly Gold Star Wives who
came with me to meet my Congress
member’s staff. After our meeting,

I took off and started walking the
halls, going door to door.

I made many copies of notes from
the Senate floor, aggressively taking
in any helpful information or con-
tacts on which I could get my hands.
During these early visits to the Hill,

I had no idea what the big picture
looked like or what the end product
of fixing this issue would mean for
me. My amendment would eventu-
ally go on to become the foundation
for working on a much bigger bill to
change the law. But at that time, all I
knew was that I had an amendment.

In this initial journey into advo-
cacy, I had no strategies. I did not
know about committees or even the
process of how a bill becomes a Law.
It was only a few years later that I
stumbled upon the Schoolhouse Rock
song, “I'm only a bill, and I'm sitting
here on Capitol Hill.” Elementary as
it might sound, I still recommend
it. My only constant was that I was
enthusiastic and aggressive. I flooded
congressional offices like a journalist
with a breaking story, passing out
my handouts door to door with no
appointments, and yet, I was seen.
Once I had my elevator speech down
it became easy, getting my point
across quickly was key. My beginner’s
luck landed me in the right place and
the right time. By the end of my visit,
I had the Senate support,  needed
the House support and that is exactly
where I was, thanks to the concierge.

I continued this effort running
up to Washington, DC, from North
Carolina many times, even meeting
with the members of Congress. The
Defense bill was in conference for a
decision on what would be included.
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At this juncture, all I could do was hope that my issue would
make the cut and stay in the Defense bill. On December 20, 2005,
I received calls from many veteran service organizations stating,
“You did it!”

The bill passed and I had won. The two-tier death benefit was
fixed and all families were taken care of in the same way, regard-
less of circumstance or location of death. The bill was signed into
law on January 6, 2006, and all families affected were paid $238,000,
dated back to October 7, 2001.

The long road to advocacy was not necessarily an easy one.
There were days I wanted to stay home, but quitting my job and
forgoing my passion was not an option. I had the civic courage to
speak up and educate others on what I believed was wrong and
needed to be fixed.

That day may have started out as seemingly innocuous as any
other, but life has changed drastically since the day my husband
died. I hope to look back and know that I did my best, for my chil-
dren and myself, in all aspects of life because I spoke up with no
fear of failing.

Ever since this first victory in advocacy, I have testified 20
times before Congress, and even joined the American Academy of
Audiology of Government Relations Committee. I have continued to
fight for support for our surviving military families, and will con-
tinue to raise awareness for the betterment of their lives. ®

Vivianne C. Wersel, AuD, is a clinical audiologist at Walter Reed National
Military Medical Center in Bethesda, Maryland.

The opinion and assertions presented are the private views of the author
and are not to be construed as official or as necessarily reflecting

the views of the Department of the Army, Department of the Navy,
Department of the Air Force, the Department of Defense, or the U.S.
government.
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Oticon Opn™ outperforms
competing technologies*

Not being able to understand speech in noisy situations is a common frustration
for people with hearing loss. We addressed this common dissatisfaction using a
breakthrough approach for handling multiple speakers in noisy environments.

Opn enables you to deliver a benefit your patients will truly appreciate.

To learn more about the proven results, visit Oticon.com/Opensound.

*Beck DL, Le Goff N. Hearing Review. September 2017.

It's time for people
with hearing

loss to reclaim
conversations lost

In a study that represented
areal-life conversation
among four friends in a noisy
restaurant, we compared
the performance of Oticon
Opn against two other
manufacturers’ top-of-
the-line hearing aids that
use traditional and narrow
directionality. The results
were clear:

» Best-in-class speech
understanding from the
center, without closing
down surrounding sounds

e Vastly outperforms
competing technologies
for speech understanding
from the sides
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Life sounds brilliant.

Replicating nature.

A natural hearing experience with full connectivity.

Insio” Nx: Bluetooth’-equipped ITEs with superior speech understanding in noise.

Many wearers who prefer a custom hearing solution usually sacrifice other valuable features like direct
connectivity to mobile devices.

With our new Insio ITC and ITE models, wearers can now benefit from a natural hearing experience with direct
Bluetooth connectivity, in a custom hearing device.

The new Insio ITC and ITE offers:

® Best-in-class direct streaming sound quality thanks to the world's first, tiny Bluetooth antenna fully
integrated into the faceplate

® Best speech understanding in difficult situations” via Ultra HD e2e, the most advanced, full and continuous
ear-to-ear link in the hearing industry, and

* Asuperior listening experience in all hearing situations thanks to our advanced Soundscape Processing

powered by Signia Nx.

To find out more about the new Insio ITC and ITE models, contact your Signia Sales Representative at
(800) 766-4500 or visit signiausa.com/insionxpro.

The Bluetooth® word mark and logos are owned by the Bluetooth SIG, Inc. and any use of such marks by Sivantos is under license. Other trademarks and trade names are those of their respective owners.

*Two clinical studies have shown that binax provides better than normal hearing in certain demanding environments (University of Northern Colorado, 2014; Oldenburg Hérzentrum, 2013): Speech
Reception Thresholds (SRT) in cocktail-party situations improved up to 2.9 dB for wearers with mild to moderate hearing loss using Carat binax or Pure binax hearing aids with narrow directionality,

compared to people with normal hearing.
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