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Proactive Planning: Preparing Your Practice Pre-OTC

As the landscape of hearing health care shifts and adjusts to the disruption
that over-the-counter (OTC) hearing aids may bring to the hearing technology
market, the Academy remains committed to the best interests of our
members and patients. Dr. Sydlowski has authored this article as a member
of and on behalf of the Academy Board of Directors to inform our members

and help them proactively prepare for the possible changes ahead.
By Sarah A. Sydlowski

Private Practice in a Time of Big Health

This article is a review of the shift toward mergers in health care, and its
potential effects on audiology as a profession and the independent audiology
practice. The challenge of the profession should be to remain autonomous
within this structure. We cannot be so focused in one direction and ignore
our blindside. We need to be able to anticipate the hit so that we can counter
it and maintain, or hopefully enhance, our position.

By Bre Myers

Eyes and Ears

Audiology and optometry have similar roles in scope of practice and similar
concern for disruptive innovations. Medicine is under constant disruption
from non-physician groups for expansion of service. Optometry has been
successful is securing their scope of practice. Will audiology be the disruptor
or the disrupted?

By Christopher Spankovich

Genetics and Hearing Loss: Academy Research Conference 2018

Given the strong relationship between genetics and hearing loss in
audiological practice, the Academy continues its commitment to providing
audiologists the latest on genetics research as it relates to hearing
impairment in clinical practice through the annual Academy Research
Conference (ARC).

By David Fabry
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Listening to the Music

in Nashville

t seems fitting, as we converge

on “Music City” Nashville for our

30th Annual Conference of the
American Academy of Audiology,
to take time to enjoy the music.
After all, “music gives a soul to the
universe, wings to the mind, flight
to the imagination, and life to
everything” (Plato). But, music and
musicians can also teach us import-
ant life lessons. I once read that
harmonious and enjoyable blue-
grass music requires the stringed
instrument musicians (e.g., guitar,
mandolin, fiddle, banjo, bass, dulci-
mer, etc.) to play in specific chords
set by the lead instrument.

If one song highlights the banjo,
then all of the instruments use
those chords suitable to the banjo.
Apparently, the players become
masterful at effortlessly changin
chords to suit the other instrument.
Each song will have different, unique
chords suited to the lead instrument.
Each member of the band under-
stands the importance of maintaining
the constant rhythm while also
adapting to each other’s musical lead.

Our AAA Annual Conference
is a reminder of the many instru-
ments and voices of the Academy
membership. Over the conference’s
four-day period of time, we are
able to appreciate the breadth and
depth of skills and personalities
within the profession of audiology.
Indeed, our Academy membership
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ranges from Fellows, Affiliates,
International Members, Student
Members, Undergraduate Associates,
Life Members, Retired Members, etc.
Within those broad categories, about
67 percent of our members have

the sole terminal degree as AuD; 10
percent hold an alternate type of
doctorate (i.e., PhD, EdD, MD, etc.); 24
percent hold some form of master’s
degree (e.g., MAUD; MS; MA; etc.).
When we turn the data in a different
direction, about 80 percent of our
members are female and 22 percent
of our members are private practice
owners/employees. However, the
data never tell us about unique needs,
experiences, or wants of our mem-
bers within each broad category. We
do not see how many private practice
owner/employer members focus their
attention to learn more about pediat-
ric audiology or hearing conservation
or genetics or ...?

Our AAA 2018 Program
Committee began searching in 2016
for over 30 hours of CEU content
that would be appealing to the many

“instruments” that make up our
Academy membership; allowing for
time of harmony, listening, and try-
ing new and unique chords. A few of
this year’s enticing offerings include
glimpsing into the future of audiology
and health care (Jeff Goldsmith, PhD);
empowering leaders to ignite impact
in the workplace (Tacy Byham, PhD);
looking at early childhood education

with a public health approach (Dana
Suskind, MD); public relations media
training; genetics and hearing loss;
cochlear implant-mediated percep-
tion of music (Charles Limb, MD); the
NEW workshop for office staff; NEW
Advocacy Workshop; the Membership
Meeting (Thursday at 11:15 am); and
the First-Time Attendee Orientation.

Come join us in Nashville as we
listen and learn to play along with
each other’s music. ®

i\‘w{;JC’zﬂz_\

Jackie Clark, PhD

Board Certified in Audiology
President

American Academy of Audiology
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It Takes a Village: Lessons In
Group Aural Rehabilitation
Therapy

By Aaron M. Roman

very Tuesday around 2:15 pm,
a clamor of voices can be heard
outside of my office.

These are not the voices of stu-
dents, excited to end their school day,
nor are they the voices|of my faculty
co-workers, filling their coffee mugs.
Instead, these voices come from the
six individuals that consist of the
weekly group aural rehabilitation
session. These six individuals come
from a variety of backgrounds, with
a diverse arrangement of hearing
impairments, but all share one com-
mon goal—to improve their hearing
beyond what their current situation
provides.

As anyone who has worked
with the hearing-impaired popu-
lation is aware, there is no magical
switch when it comes to hearing
loss. Activating a cochlear implant
after years of long-term hearing loss
does not restore hearing to normal
levels, nor does simply wearing a
well-programmed pair of hearing
aids. Instead, listening improve-
ment occurs with time, acclimation,
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patience, and, most importantly, per-
sistence. In this article, I will outline
the most important takeaways that I
have learned through administering
weekly group therapy. It is my hope
that you may learn from where I
stumbled.

Lesson #1: Developing
(Measurable) Goals
Is Hard

One of the most important lessons
thatIlearned as a relatively recent
graduate from my doctorate pro-
gram is that the best way to ensure
success is to develop realistic, mea-
surable goals. As audiologists, we
have a continually growing number
of subjective questionnaires at our
disposal, which can successfully
assess individual performance. Using
these questionnaires with a setting
of six patients, however, has repeat-
edly proven a difficult task.

Having no access to the one, per-
fect questionnaire, my team begins
group therapy by administering

the Patient Expectation Worksheet
(PEW) to each individual at the very
beginning of the therapy semester
(group therapy is provided each
semester), to assess the range of
expectations within the group.
Developing realistic expectations
for therapy outcomes is essential for
any intervention protocol, and helps
create a strong initial dialogue with
the patients involved (Palmer and
Mormer, 1999).

The PEW allows the patient to
reflect on individual goals and score
their personal success in each situ-
ation from “Hardly Ever” to “Almost
Always.” All of the PEWs were
reviewed and the communication
goals were divided into the following
five categories:

1. Speech Reading
2. Lip Reading
3. Repair Strategies

4. Social Participation

Vol 30 No 2



5. Listening Effort

These categories were used to
develop goals and activities targeted
throughout the semester.

At the end of the semester, the
communication goals set down
by the patient were individually
reviewed and re-scored. Overall,
patients demonstrated improvement
in four out of the five categories,
with Speech Reading alone showing
no change over the semester.

Lesson #2: Developing
the Group Takes Time

In any group therapy setting, the
clinician is exposed to a variety of
patient personalities with diverse
backgrounds. As you will see from
the Hearing Handicapped Inventory
for the Elderly (HHIE) scores, we

had participants who demonstrated
significant handicaps with a range in
severity. Impact of hearing impair-
ment, however, is not the only factor
that make this group diverse.

For example, our recent group
consisted of both men (n=3) and
women (n=3), included ages ranging
from the mid-60s to the mid-80s,
and included both hearing aid users
and cochlear implant users. All of
this leads to the obvious fact that
expectations from patient to patient
were different, as was perception
of relevance, depending on the task.
Each individual patient involved
in the group therapy sessions
completed the HHIE (Ventry and
Weinstein, 1982) prior to enrollment
in the therapy. The average social
and emotional handicaps of the
group was 68 percent and 64 percent,
respectively. For overall handicap,
the group reported a 66 percent
handicap overall, with scores rang-
ing from as low as 56 percent, and as
high as 100 percent handicap.

Those administering group reha-
bilitation should be pleased to read
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that evidence suggests that as time
progresses, members of the group
tend to be more cohesive (Macnair-
Semands and Lese, 2000), and my
experience supports this finding. As
the semester progressed, those who
were initially more vocal, yielded

to those more reserved. Individuals
from within the group also began
sharing their own insights and infor-
mation that facilitated meaningful
discussion. It was the supervising
audiologist’s job to ensure that the
information was correct.

Lesson #3: One Size
Does Not Fit All

The largest hurdle in group aural
rehabilitation is developing effective
goals that address the needs of the
groups. Harder still is developing
activities that appropriately move
the entire group towards these goals.
Using the measurements dis-
cussed in Lesson #1, my team had
goals and now had to develop ways
to meet them. As audiologists, we
are more than well-aware of the
benefits of customized treatment.
In hearing aids, we use real-ear
measurements to customize the
amplification to the ear. Treating a
group in aural rehabilitation is very
much like generalizing the measure-
ments of one ear to a group. So how
do you make effective activities?
According to a study by Boothroyd
(2007), an effective aural rehabil-
itation program should have four
components:

1. Sensory Management—
addressing deficits in
functionality. For audiology
patients, this usually entails
hearing aids and/or cochlear
implants, although other sensory
devices, such as alerting devices
and assistive listening devices,
could be applied in this area.
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2. Instruction—discussing the
use of the sensory management
technique. This can include care
and maintenance of the hearing
aid/cochlear implant, and can
also go so far as when to use cer-
tain device settings, or discussion
on directional microphones or
signal-to-noise ratios.

3. Perceptual Training—pro-
grams that are developed to
target specific goals (i.e., “hear-
ing in noise”). This is heavily
focused on during group sessions.
Perceptual training programs
may include speech reading,
working memory training, or
listening-in-noise tasks.

4. Counseling—discussion of
quality of life (QoL) impact to
the individual and/or the group.
Counseling can focus on emo-
tional attributes to hearing
impairments, or be educational-
ly-driven in which the audiologist
provides information about the
hearing system and the impact of
hearing loss to the physical body.
Beyond hearing loss alone, evi-
dence suggests that educational
counseling can be extremely ben-
eficial in counseling patients with
tinnitus (Henry et al, 2007).

In the group setting, activities
and goals generally focus on the later
three components of Boothroyd’s
design. To address the individuality
of the patient, it might be necessary
to provide extra “homework” to
individuals within the group. This
homework may be informational
in nature, such as doing additional
research on assistive devices, or
more based on training such as lis-
tening training software.
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Lesson #4: Social
Interaction Can Be
Powerful Medicine

Remember that clamor of voices?
One of the most beneficial rewards
to observe as a clinician is the
social growth of six persons with
hearingloss. It is well established
that hearing loss is linked to social
isolation (Mick et al, 2014) and poorer
QoL measurements (Ciorba et al,
2012). Thus, the social interaction of
individuals with hearing loss can be
beneficial by itself.

In the context of a group therapy
setting, patients that participate
develop a bond that allows them
to share ideas, experiences, and
set-backs. They teach each other
self-advocacy skills, link them to
other members in the community,
and provide a canvas that each
patient can use to comfortably dis-
cuss their situation that a clinician
alone may not be able to provide.

One other benefit observed
during group therapy was in the
inclusion of significant others.
Evidence shows that, in situations
where group therapy members bring
a significant other, both the patient
and the significant other benefit
(Habanec and Kelly-Campbell, 2015).
In the therapy I supervised, the
significant others brought about
interesting topic discussions that
even the patients did not bring up.

Onward and Upward:
Where to Go From Here?

As audiologists, it is our job to ensure
that patients function at the top of
their listening ability. While the ben-
efit of aural rehabilitation programs
to help reach this goal is apparent,
the current health-care climate is
not supportive from a billing and
scheduling perspective. It is my hope
that through sharing my experience,
you can reflect on your patients and
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can begin to develop ideas on how to
best serve their needs.

Moving forward, more research
in the field of aural rehabilitation,
particularly group aural rehabilita-
tion, is needed to demonstrate the
importance of this activity on patient
outcomes. Through this research, the
construction of outcome measure-
ments specific to group therapy
would be extremely beneficial
to clinical practice. Furthermore,
implementing group therapy will not
only provide a much-needed benefit
to those in the hearing loss commu-
nity, but will provide visibility to the
profession of audiology and the con-
tinued development of our field. ®

Aaron M. Roman, AuD, is an assistant
professor at West Chester University

in West Chester, Pennsylvania, and is

a member of the Academy's Business
Enhancement Strategies and Techniques
(BEST) Committee.
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As the landscape of hearing health
care shifts and adjusts to the
disruption that over-the-counter
(OTC) hearing aids may bring to

the hearing technology market, the
Academy remains committed to the
best interests of our members and
patients. Dr. Sydlowski has authored
this article as a member of and on
behalf of the Academy Board of
Directors to inform our members
and help them proactively prepare
for the possible changes ahead.

y now, audiologists are well aware that 2017
was a landmark year for audiology, or more
specifically, for the industry that provides
devices to manage our patients’ hearing
loss. Following the release of a series of
reports calling for increased affordability and accessi-
bility of hearing aids, including those from the Federal
Trade Commission (FTC), the President’s Council of
Advisors on Science and Technology (PCAST), and
the National Academies of Science, Engineering and
Medicine (NASEM), President Trump signed the FDA
Reauthorization Act of 2017 into law. Contained within
this law is language that compels the Food and Drug
Administration (FDA) to develop proposed regulations for
over-the-counter hearing aids.

Although the labeling and introduction of these
devices is likely years away, the eventual disruption of
the market is top of mind for anyone currently dispens-
ing hearing devices. In reality, consumers are already
being inundated with information about personal sound
amplification products (PSAPs) and “hearables,” which,
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although not regulated by the FDA or labeled for the
management of hearing loss, are readily available and
becoming more visible.

The extent to which this disruption will be an inno-
vation for hearing health care remains to be seen. In
the interim, audiologists are left with questions of the
unknown. Some audiologists may feel threatened by the
changing environment in which emphasis is placed on
the device, and the value of diagnostic and therapeutic
care may seem to be minimized. Others may view loom-
ing changes as an opportunity to expand their practice to
reach individuals who may not have previously consid-
ered investigating options to manage their hearing loss.
Some audiologists may be worried that potential patients
could do more harm by not seeking appropriate care or
misusing over-the-counter (OTC) devices. Most audiolo-
gists should and do have questions about what the reality
of the impact of OTC devices will be on their practices,
their patients, and the reputation of the profession.

While OTC devices have not yet entered the mar-
ketplace, the American Academy of Audiology (the
Academy) recognizes that members have questions now.
As the only organization of, by, and for audiologists, the
Academy is committed to supporting its members in this
changing health-care environment.

The PCAST, FTC, and NASEM reports stemmed in part
from the perception that the cost of hearing care, and
more specifically the cost of hearing aids, prevents some
individuals from seeking treatment for hearing loss,
particularly since many third-party payers do not cover
hearing aids. This includes Medicare where hearing aids
and associated services are statutorily excluded. There
is also concern from consumers that the cost of hearing
devices is not entirely transparent, which is likely exacer-
bated by the perpetuation of the longstanding practice of
bundling the cost of services with the device.

Further, the geographic distribution of hearing care
providers, including audiologists, is such that there are
many areas in the United States in which individuals
cannot readily access hearing care services. Finally, con-
sumers are demanding greater control over their health
care, including the desire to “self-direct” their hearing
health care.

These themes led to several agencies recommending
consumer access to OTC hearing devices. These rec-
ommendations were based, in part, on both emerging
technologies that could provide hearing benefit and the
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perception that an ever-increasing, technologically savvy
population might have the capability to fit and program
hearing devices themselves (Academy, 2018).

It is important to highlight the fact that at the time of
publication of this article, OTC hearing aids do not exist.
Rather, there is legislation in place that compels the

FDA to create labeling that will guide the development
and implementation of a new category of FDA-regulated
hearing devices that are available to individuals with
hearing loss without the prescription or recommendation
of a licensed professional. Any discussion of the specifics
of what OTC technology will involve is purely speculation
at this stage. The OTC law passed by Congress (5934: FDA
Reauthorization Act of 2017) defines an OTC device as one
that

a.  uses the same fundamental scientific technol-
ogy as air conduction hearing aids (as defined
in section 874.3300 of title 21, Code of Federal
Regulations) (or any successor regulation) or
wireless air conduction hearing aids (as defined
in section 874.3305 of title 21, Code of Federal
Regulations) (or any successor regulation);

b.  isintended to be used by adults over the age of
18 to compensate for perceived mild-to-moderate
hearing impairment

c. through tools, tests, or software, allows the user
to control the over-the-counter hearing aid and
customize it to the user’s hearing needs;

d.  may—
(i) use wireless technology; or

(i) include tests for self-assessment of hearing
loss; and

e.  is available over-the-counter, without the super-
vision, prescription, or other order, involvement,
or intervention of a licensed person, to consumers
through in-person transactions, by mail, or online.

NOTE: Though the FDA Reauthorization Act signed into
law directs the FDA to create a category of OTC hearing aids
for adults with perceived mild-to-moderate hearing loss, the
Academy maintains its position that OTC devices be labeled as
intended for use by adults with mild hearing loss and with mild
communicative impairments.
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OTC hearing aids and PSAPs are not necessarily
interchangeable terms. The FDA published draft guidance
(DHS, 2013) that defines a PSAP as a wearable electronic
product that is not intended to compensate for impaired
hearing, but rather is intended for non-hearing impaired
consumers to amplify sounds in certain environments,
such as for hunting or other recreational activities.
Although these devices are subject to applicable provi-
sions of the Radiation Control for Health and Safety Act of
1968, under which FDA regulates electronic products that
emit sonic vibrations, such as sound amplification equip-
ment, they are not regulated for patient safety by the FDA
because they are not medical devices. Audiologists could
conceivably recommend OTC hearing aids and PSAPs
for the mitigation of hearing loss, but it is important
to recognize that PSAPs are not FDA-regulated for that
indication.

WHEN WILL OTC HEARING AIDS BE
AVAILABLE?

The law mandates that the FDA develop and publish rules
no later than three years after the enactment of the law.
The FDA has begun the process of collecting information
and data, including input from professional organiza-
tions, federal agencies, and consumer groups, and could
publish proposed rules anytime within the next three
years. Included in the proposed rules will be the time
frame for the FDA to receive feedback from the public on
the proposed rules.

During this time, organizations, agencies, or individ-
uals can provide comments, suggest modifications, or
suggest different options for the proposed rules. It is also
possible that the FDA will hold a public hearing at which
time oral testimony can be provided on the proposed reg-
ulations. At the close of the comment period, the FDA will
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evaluate any oral or written testimony and determine
whether any changes in the proposed rules are necessary.
Within six months (180 days) of the close of the comment
period, final rules will be published, along with a date of
enactment (Academy, 2018).

The Academy has been actively engaged in responding to
announcements related to OTC hearing aids and also has
been proactively involved in influencing the development
process by remaining in close and constant communi-
cation with key federal agencies, including the FTC and
FDA, as well as key legislators.

In October 2017, several Academy Board members had
the opportunity to meet with the FDA and provide a num-
ber of recommendations (see sidebar 1) that Academy
leadership believes are important to protect the best
interest of consumers.

Also in 2017, the Academy released a statement
(Academy, 2017) regarding the accessibility and afford-
ability of hearing health care for adults. In part, this
statement supported consumer autonomy with respect
to control over their health-care decisions, as well as the
concept that consumers may be able to “self-identify”
the presence of a communication problem, functional
limitation, or participation restriction; however, the
Academy did not support the concept of “self-diagnosis”
and “self-treatment.” The Academy believes individuals
who have self-identified a hearing loss or communicative
impairment are best served when diagnosis leads to the
development of a comprehensive treatment plan that may
include instruction, counseling, rehabilitative services,
and/or amplification products.
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Furthermore, the Academy endorsed the need for
increased awareness of hearing loss and its comorbid-
ities as part of annual primary care examinations, and
encouraged increased referral for a comprehensive eval-
uation with the understanding that there is no “normal”
age-related hearing loss, and any degree of hearing loss
should be appropriately evaluated. In short, the Academy
endorsed completing a hearing test anytime hearing loss
is suspected and encourages members to do the same, on
any available platform.

The Academy is also actively working to position itself
to be a go-to resource for media, legislators, and industry
to represent the interests of members and patients who
expect the highest quality of evidence-based care. The
Academy recognizes that questions regarding the chang-
ing landscape of hearing management abound and has
developed a guidance document to assist audiologists in
understanding the differences between existing prod-
ucts and OTC devices, to be ready to answer questions
about these devices, and possibly to begin to pre-position
clinical practices in anticipation of the availability of
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OTC devices. This guidance will be updated as the reg-
ulations for OTC devices become available. The guide is
available on the Academy’s website (www.audiology.org/
over-counter-otc-hearing-aids).

The Academy recognizes its role as a reputable resource
for patients and is committed to increasing public aware-
ness of hearing loss, hearing devices, hearing protection,
and the role of the audiologist. The Academy also rec-
ognizes that OTC hearing aids are not the only aspect of
management of hearing loss that may be confusing to
those seeking care. There are numerous providers, facil-
ities, and pricing structures. While hearing aids are the
most recognizable intervention for hearing loss, implant-
able options may be more appropriate in certain cases;
however, many people who are candidates for implantable
technologies never know their hearing could be improved
with something other than hearing aids. Patients also
may not be aware of the benefits of assistive technologies
and aural rehabilitation and the necessity of seeking care
that is comprehensive in its approach. And of course,
consumers are being inundated with media publications
with headlines heralding the introduction of OTC hearing
aids to the market.

The Academy knows that consumers are seeking to
self-direct their hearing care and frequently seek their
own information outside of a health-care provider’s
office. For this reason, a series of guidance documents for
consumers (see sidebar to the right) are being developed
to assist individuals with hearing loss in understanding
the differences among existing products and OTC devices,
their hearing health-care provider’s credentials, questions
to ask when considering hearing devices, and why hearing
health care is so important.

These guides are also excellent resources for refer-
ring physicians, legislators, insurers, and the media to
reference when considering best practices when seeking
hearing health care. These guidance documents will be
updated as the regulations for OTC devices become avail-
able. Resources are available on the Academy’s website
(www.audiology.org/get-involved/public-awareness).

Unfortunately, the concepts of “hearing devices” and
“hearing health care” have become interchangeable in the
common jargon. That is to say, many individuals assume
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Audiologists

* Types of Hearing Devices
¢ Financial Considerations

¢ Tips for Successful Manage-
ment of Adult Hearing Loss

a hearing device is the sole component of hearing health
care. In fact, hearing devices are simply one aspect of a
comprehensive and multifactorial approach to achieving
optimal hearing. OTC hearing aids are one type of device
on a spectrum of management options ranging from per-
sonal sound amplifiers to implantable hearing devices.
Furthermore, all hearing devices are one component
of a comprehensive evaluation and treatment plan that
typically begins with evaluation of hearing ability and
speech understanding and may include discussion of
aural rehabilitation and communication strategies, tin-
nitus management therapies, and assistive and alerting
devices. Hearing health care encompasses a range of
services and technologies that together can improve
an individual’s overall experience. Moving forward, it
is necessary for audiologists to lead the conversation
regarding the importance of comprehensive evaluation
and supplemental services in the overall management of
hearing loss.
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Be highly transparent in your communication
with patients.

In addition to the creation of an OTC category of
hearing aids, the NASEM (2016) report also called
for audiologists to empower consumers and
patients in their use of hearing health care. This
includes increased transparency for consumers
to understand their options in obtaining hearing
health care. Audiologists should be sure to utilize
meaningful test batteries and review the results
and implications with patients in understandable
terms.

Discuss with patients the advantages of appro-
priate management of their hearing loss and the
many ways in which their lives can be improved by
seeking hearing care. Routinely apply best prac-
tices to all aspects of practice and demonstrate to
patients why those practices are directly beneficial
to them.

Finally, be transparent in communications
regarding costs; the Academy encourages its mem-
bers to distinctly describe device and professional
fees to support patients’ greater understanding of
costs associated with their care.

2. Lead the conversation by enhancing public

awareness.
There is a need to improve publicly available
information on hearing health, as highlighted
in the NASEM (2016) report. It is unrealistic to
expect that audiologists can make a meaningful
difference to public messaging by only interacting
with the patients in their own practices. Take the
important message of “have your hearing tested” to
any platform you can. Audiologists can influence
the messaging consumers are receiving and help
change the conversation from device oriented to
care oriented, but it will be necessary for all audiol-
ogists to commit to changing the conversation.

The Academy offers numerous resources

through the website (Academy, 2018b) including
consumer fact sheets and a public relations tool kit.
Reach out to referring physicians, local media, and
use electronic media to emphasize the importance
of hearing evaluations. Not sure you know how to
interact with the media? Plan to attend the Public
Relations Media Training Learning Lab at AAA
2018, or one of two one-hour mini media training
sessions in the exhibit hall.
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Four topic areas on which to focus your public
awareness outreach efforts include the following:

= The insidious nature of hearing loss, its impact
and comorbidities, and why seeking good care
early is key to successful mitigation

= The role of audiologists and how audiologist
training/scope of practice differs from other
hearing care providers

= Importance of hearing care, not only devices, in
successfully managing communication chal-
lenges associated with hearing loss

= When discussing hearing devices, emphasize the
importance of obtaining a comprehensive audio-
logical evaluation before pursuing intervention

Prepare your practice.

The Academy recommends a hearing care delivery
model that optimizes safe and effective manage-
ment of hearing loss and is firm in its position that
such a model includes the following:

a. Determination of appropriate manage-
ment options based on a comprehensive
evaluation and individual hearing needs
assessment performed by an audiologist;

b. Consideration of a spectrum of hear-
ing management options that may be
appropriate, including, but not limited to,
hearing aids, assistive listening devices,
implantable technologies, communication
strategies, and auditory-based therapy;

c. Recommendation for medical assessment
and intervention when appropriate;

d. Counseling and recommendations that
are cognizant of individual factors that
may limit access to appropriate hearing
health care, including but not limited to
geographic constraints and financial lim-
itations (Academy, 2018).

The Academy also recognizes that the spectrum
of hearing management options may appropriately
include OTC devices when they become available,
provided that a comprehensive hearing test has
been completed and the technology is appropriate
for the hearingloss. As such, audiologists may
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consider how to incorporate these devices into their
practices and should begin considering how they
may address questions from consumers regarding
selection and maintenance. Reconsideration of an
“unbundled” pricing structure may be most advan-
tageous, particularly when offering these devices
(Academy 2016 and 2016b).

It is also important for audiologists to note that
although the FDA has announced that it intends to no
longer enforce the requirement of the medical waiver
prior to fitting a hearing aid, at time of publication,
this requirement remains on the federal register. The
FDA released this information through a guidance
document, which only serves as a recommendation,
unless specific regulatory or statutory requirements
are cited. As such, most state licensing agencies
would still enforce the requirement until such time
as the requirement is removed at the federal level.

States may also have their own waiver require-
ments written into state licensure rules or statues.

Certain payers may also require a letter of medical

You heed the right
portable audiometer.
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necessity or physician referral prior to the dispens-
ing of hearing aids. Audiologists should contact their
state licensing agencies with questions, but it is likely
that the practice of obtaining clearance or a waiver
must continue at this time.

As the landscape of hearing health care shifts and adjusts
to the disruption that OTC hearing aids may bring to the
hearing technology market, the Academy remains com-
mitted to the best interests of our members and patients.
Fundamentally, the care audiologists provide has not
changed. The value audiologists bring to the success-
ful management of hearing loss must be recognized by
the public in order to be impactful. In a highly technical
society dependent on gadgets and gizmos, it is natural
that consumers would focus on a device to solve their
concerns. It is the role of audiologists to educate the
public about the role of the device in a comprehensive
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for testing outside of a sound booth. Offering automated and
manual testing modes—plus intelligent background noise
monitoring—all with the portability of a tablet.
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management program and to encourage anyone con-
cerned about their hearing to seek appropriate evaluation
and care.

The Academy leadership will continue to work to
make resources available to members to share in their
communities, but the effectiveness of these efforts rests
on the commitment of the membership to utilizing those
resources. The future of audiology depends on all of us. ®

Sarah Sydlowski, AuD, PhD, CISC, is the audiology director

of the Hearing Implant Program at the Cleveland Clinic in
Cleveland, Ohio. She is also a member of the 2018 Academy
Board of Directors and the Immediate Past President of the Ohio
Academy of Audiology.
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revious articles have
addressed growing con-
cerns within the field
regarding impact and
changes in the practice of
audiology now that big-
box stores and their low-cost hearing
aids are reality. There has also been
much debate surrounding third-party
payer plans that reimburse for hear-
ing-aid services, but at a much lower
rate than most independent audiology
practices can afford to accept.
Another, perhaps more disturb-
ing issue that the profession must
address, or at least be cognizant of,
is the growing trend of hospitals
purchasing small primary care and
specialist practices. These acquisitions
continue to merge other previously
independent health and medical care
facilities under a much larger corporate
umbrella, and may impact practice
patterns. This article reviews the shift
towards mergers in health care, and its
potential effects on audiology as a pro-
fession and the independent audiology
practice.

HOW DID WE GET HERE?

Goldstein (2001) eloquently summa-
rizes the transition from audiology as
primarily an academic pursuit aimed
at rehabilitation to the adoption of
hearing-instrument dispensing within
the profession, in order to ensure that
our patients were receiving appropri-
ate devices, adequate services, and
follow-up care. Unfortunately, with
little business training and relatively
few examples to go by, well-meaning
audiologists adopted similar business
models (i.e., bundling services with
devices, not charging for hearing tests,
etc.) as those we wished to protect our
patients from.

While the technology of hearing
aids has transformed dramatically
over the past few decades, the model
of traditional dispensing has not.
Arguably, audiologists, particularly
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those that focus solely on adult hearing
aid dispensing, are unfortunately
viewed by the general population as
not significantly different from hearing
instrument dispensers (except for that
expensive degree hanging on the wall).
Yes, there are true centers of profes-
sional excellence that abide by the best
practice guidelines for fitting and dis-
pensing, but there are also many who
do not. Yes, there are some that are
adopting unbundled service models,
but there are many who have not.

The point of this article
is not to enter into a debate into
the merit or feasibility of various
dispensing practices. However,

some historical context is
important to determine the best
direction ahead.

The point of this article is not to
enter into a debate into the merit or
feasibility of various dispensing prac-
tices. However, some historical context
is important to determine the best
direction ahead.

ANOTHER FRONT TO
WATCH

As pointed out recently by Frazer
(2017), less than half of the hearing
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instruments are being dispensed by independent offices
in the United States. Many instruments were provided
by manufacturer and retail storefronts with the predic-
tion that this share will increase over the next few years.
Frazer (2017) suggests that unification of the indepen-
dents to gain equivalent buying power will help to level
the financial playing field between independents and
large retail/manufacturer chains. In other words, by
concentrating purchasing power, we are able to nego-
tiate lower cost-of-goods, enabling the audiologist to
offer lower prices while still maintaining the necessary
margins in order to collect a salary and keep the doors to
our practices open.

This is not a new concept. Currently, various buy-
ing groups and practice management cohorts do exist
and have existed for years. Enrollment benefits in these
groups can include lower cost-of-goods, marketing, staff-
ing support, business development, etc. However, while
the cost per device is significantly reduced compared to
single-unit costs they are not as low as needed, possibly
due to the need for these entities to cover their costs in
running their business and support services. It is import-
ant for a practice considering joining one of these groups
to do their research, as internal structures and associa-
tions may cause potential concerns down the road.

Vol 30 No 2
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NOT QUIET ON THE
WESTERN FRONT

While the manufacturer/big-box store “non-health-care”

retail model is a disruptive concern, there may be yet
another. We must consider what is happening in the
health-care arena. It turns out that audiology is not the
only health-care profession looking at minimizing over-
head in order to increase chances of survival.

A 2016 article by David Squires and David Blumenthal
reports that the number of small physician private
practices have been steadily decreasing for the past 30
years. They report that solo practitioner offices that once
accounted for 41 percent in 1983 has shrunk to just 17
percent in 2014. They also note that practices of 25 or
more physicians grew from five percent to 20 percent in
that same time.

The authors give a few reasons for this trend. First,
the younger generation of physicians report preference
to larger practices for reasons like stability and better
“work-life balance,” instead of the unpredictability and
entrepreneurial stresses solo practices offer. Second, the
retiring physicians are not being replaced with new solo
physicians, ultimately leading to a “cohort effect” (Squires
and Blumenthal, 2016).

In addition to the consolidation and retirement factor,
Kocher and Sahni (2011) report that hospitals are buying

Mar/Apr 2018 AUDIOLOGY TODAY

37



Private Practice in a Time of Big Health

38

independent primary-care physician
offices at a fast rate. These buyouts
often result in substantial initial
monetary loss ($150,000 to $250,000
per year over the first three years). The
rationale behind this, they state, is the
potential long-term return on invest-
ment these practices have to offer. By
incorporating primary-care physicians

To deny that the consolidation

of health care is happening is
dangerous. The Challenge

of the profession should
be to remain autonomous
within this structure.
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into their network, they will retain
specialist referrals and eventually
break even and profit from these refer-
rals a few years after the initial loss.
You might be thinking “Isn’t this a
violation of the STARK Laws?” Because
the physician has given up owner-
ship for employment, these internal
referrals are in fact, not in violation
(Gosfield, 2003). This should be a
concern to any independent audiology
practice, as some have spent countless
hours and marketing dollars build-
ing a referral base of primary-care
physicians. What happens when
the local independent primary-care
office is acquired by the large regional
health center? Will they still refer

their patients to your office, or will

the expectation be that they refer to a
provider that shares their electronic
health record? Hospitals and health
networks are also acquiring specialty
practices at a growing rate. They are
building nearly impenetrable fortresses
of health care.

AT THE MACRO LEVEL

We should not just consider the impact
of independent practices merging with
hospitals. That is just the tip of the
iceberg. According to the Institute for
Mergers, Acquisitions and Alliances,
health-care deals topped $2.64 trillion
between 2000-2015 (MacDonald, 2017).
The mergers of hospitals into health
networks spanning large territories

is a continuing trend that has been
growing in the past few years. With
ever decreasing reimbursements and
increasing costs, health-care entities
have adopted this model under the
assumption that consolidation will
guarantee survival.

These expansions have raised
serious concerns and are reportedly
scrutinized for violations of antitrust
laws. The antitrust laws are designed
to protect the public from one entity
monopolizing the market. However,
large regional health-care giants have
been allowed to continue and dominate
certain areas due to their assertion
that, by consolidation, they are able to
provide better services to meet unmet
needs of the communities and do so
more cost efficiently. Those in oppo-
sition of these mega-mergers argue
that large health networks force health
plans to accept all providers contained
within their system, which could ulti-
mately lead to higher insurance costs
and premiums.

So, what is actually happening?
Melnick and Konkyck (2016) found that
hospital prices in the largest health
networks in California increased from
2004-2013 at a much faster rate than
others (113 percent compared to 70
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percent). This difference led to an approximately $4,000
difference in admittance costs per patient. The results of
this study argue against the notion that large multi-hos-
pital networks included in the study are meeting their
goal of lowering costs and improving efficiency.

CAN AUDIOLOGY FUNCTION WITHIN
BIG HEALTH?

That is a tough question. But there is some hope. Take
the Veterans Administration (VA), for example. They
have been able to negotiate lower cost-of-goods in terms
of hearing aids and have an integrated referral network
whose providers have access to the patient’s comprehen-
sive electronic health record. The VA is also the largest
employer of audiologists (over 1,100) on staff. The VA
system is not perfect, no system is. However, they are
positioned to perform self-examination, and implement
programs and policy aimed at improving quality of care.

There are also many examples of strong, independent
audiological departments within many other hospital
programs. But as mergers continue, it is important to
reflect upon office policy, particularly as previously
independent practices join forces. Are audiologists from
previously independent “Group A” using the same billing
codes as the hospital and every other group they are now
a part of?

WHAT BIG HEALTH MEANS FOR
COMPLIANCE

While hospital mergers are not new, the new wave of
Big Health strategy was set into high gear, reportedly, as
a response to the changing reimbursement landscape.
The primary aim of the Medicare Access and Children’s
Health Insurance Program Reauthorization Act (MACRA)
is to provide higher-quality, patient-centered care at a
lower cost (Thomas, 2016). This switch in billing and
reimbursement philosophy may be a disruptive force in
and of itself. The burden of billing and compliance may
prove to be the straw that breaks the small practices’
backs, particularly those who have not fully converted to
electronic health records and billing software.

While the repeal of the sustainable growth rate (SGR)
formula in 2015 and the shift towards a value-based
reimbursement has happened, its full effects on prac-
tices, large and small, obviously have yet to be realized.
However, it would appear that larger organizations might
have the upper hand in transitioning to this new reim-
bursement model. The ultimate goals of MACRA are to
increase the level of transparency within health care
and to address growing costs, but to also emphasize
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quality-of-care. Those entities with built-in support
systems will be better equipped to perform the necessary
systematic reviews without the burden falling upon the
practitioner or office staff.

What does MACRA mean to audiology as a profession?
Unfortunately, that is a tough question as audiologists are
currently not allowed to participate in the quality report-
ing portion of MACRA, Merit-Based Inceptive Payment
Program (MIPs) for 2017 and 2018. However, audiologists
can “practice” submitting MIPs, which replaced the pre-
vious quality reporting system (PQRS) that ended in 2016
(Thomas, 2016).

Transitioning to MACRA and the new health-care
system that is lurking on an ever-closer horizon is going
to be tricky at best. One way to prepare, if independent
practices haven’t already, is to transition away from paper
charts and adopt an integrated electronic health record
(EHR). The EHR is a game changer and one of the two
principles that MACRA is using to facilitate better care.
EHRs and billing software with the capability to meet
compliance standards can be an expensive endeavor to

mMERICAH HEARING AID CENTER

&N Ok Grows Ave Sulfs 00 Mesls Park CA 81035 | 8500308091 | werw shac-online cam

UNIQUE OPPORTUNITY
TO OWN WELL ESTABLISHED
PROVIDER IN CENTER OF
MENLO PARK, CALIFORNIA.

STRATEGICALLY LOCATED
IN SILICON VALLEY

- Large parking lot with
72 parking spaces adjacent
to building, with free 3-hour
parking

- Owners wish to retire after
nearly 50 years of business

- Provider has been in same
location for over 30 years

- Contracts with major insurance
referral sources

- Owners willing to assist in

finding financing

CALL: (650)-323-6191
or EMAIL: ahacllc@gmail.com

Mar/Apr 2018 AUDIOLOGY TODAY 39



Private Practice in a Time of Big Health

independent practitioners. Fifteen years ago, paper charts
were still considered the gold standard and the electronic
chart was considered complimentary (Stausberg et al,
2003). With more and more facilities of various sizes
switching from paper to electronic records, we see the
benefits in the form of coordinated care, access to data,
integrated billing, and research (Crenshaw, 2016).

WHERE DO AUDIOLOGY AND
INDEPENDENT PRIVATE PRACTICES
FITINTO BIG HEALTH?

Have we positioned ourselves as a profession to retain
autonomy within a larger health network, or will our
services within these large health networks be swallowed
up by other medical professions? Will we be recognized
as a part of the rehabilitative service providers (i.e.,
speech-language services)? Where do vestibular diagnos-
tics and rehabilitative services enter into the equation?
Will the independent practice be able to stand up to
insurance companies and suppliers, and command better
reimbursement, lower cost-of-goods?

Squires and Blumenthal (2016) maintain that small
independent practices will still have a place in the future.
There will always be those that prefer small practices to
large. The concept of knowing your provider and develop-
ing a close relationship with them, particularly in more
rural areas, is looked upon as a key benefit to patients.
Those patients get the feeling that they aren’t just a
number. There is also evidence, at least in the prima-
ry-care setting, that smaller practices have lower rates of
preventable readmission to hospitals.

Interestingly, Squires and Blumenthal’s (2016) sugges-
tions to primary-care physicians surviving big health are

similar to Frazer’s (2017) advice to audiologists surviv-
ing big-box stores. A few helpful strategies include the
following:

= Encourage physician networks that enable small prac-
tices to share resources.

= Provide technical support to solo and small practices,
as the HITECH Act did through a system of regional
extension centers.

= Develop payment models that include upfront
grants or loans for practices to invest in necessary
infrastructure.

= Improve health information technology so that it
reduces—rather than increases—the burdens of solo
practice (Squires and Blumenthal, 2016).

CHANGING THE MODEL, CHANGING
THE PROFESSION

Is the previous and currently most recognizable model
of hearing health-care delivery sustainable (i.e., bundled
hearing aid price structure)? Are we still in the position
where the hearing aid is the answer to all of our patients’
hearing needs? Numerous examples have repeatedly
demonstrated that when the thrust of a cure or answer is
on a “widget,” those with the cheaper, most available, or
most desirable “widget” will have an advantage. When we
undervalue the knowledge and services that are required
for our patients to be successful with them, we are truly
undervaluing ourselves. This mindset is proving to be
devastating to our legitimacy as a member of the health-

care team.
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PHARMACY AS AN EXAMPLE

Audiologists often compare themselves or look to other
professions within healthcare for guidance. One area that
we may have overlooked, but is worth investigating, is
pharmacy. We have all witnessed the corporatization of
pharmacies over the past decade. Where an independent
pharmacy once stood, either a Walgreens, Rite Aid, or
CVS (or all in some towns) have been erected.

Mabee (2015) warns that corporate leaders and store
managers fail to recognize the importance or value a
pharmacist brings to the table. He argues that proper
patient care, particularly in the case of complex and
sometimes deadly drug interactions, is at odds with the
corporate mindset of “never discouraging a sale.” While
hearing aids themselves have not proven to be deadly,
ignoring hearing- and ear-related issues can be. Zangaria
(2015) suggests the need for innovation and creative
utilization, the specific set of skills that her training as a
pharmacist has given her.

WHAT NEXT?

To deny that the consolidation of health care is hap-
pening is dangerous. The challenge of the profession
should be to remain autonomous within this structure.
We cannot be so focused in one direction and ignore our
blindside. We need to be able to anticipate the hit so that
we can counter it and maintain, or hopefully enhance,
our position.

The unfortunate truth is that, as many have pointed
out, complacency with the status quo within the field is
rampant. Why? Perhaps it is because the ones who are
often hit first are the independent practitioners while the
rest of us are somewhat cushioned from the direct effects
of legislation, market disruptions, and health-care trends.
But how long will the cushion remain? ®

Bre Myers, AuD, PhD, is an assistant professor and clinical
audiologist with the Osborne College of Audiology at Salus
University in Elkins, Pennsylvania. She is also an associate
editor for Audiology Today and www.audiology.org.
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INNOVATIONS IN CERUMEN REMOVAL

Earwax MD®, a novel cerumen cleaning aid,
shows promise in clinical study

By Douglas Fullington, MD

The problems with ear wax

Cerumen impaction is one of the most common ear-related
reasons to seek medical attention, affecting 1in 10 children,
1in 20 adults, and 1in 3 elderly patients. Moreover, patients
with hearing aids are particularly susceptible to cerumen
accumulation, and 60% to 70% of all hearing aid repairs are
caused by contact with cerumen. According to the 2017
clinical practice guidelines, nearly 5O million dollars were
spent by Medicare for cerumen related procedures.
Symptoms of cerumen impaction include hearing loss,
feeling of fullness, pain, itching, tinnitus, odor, and dizziness.
General practitioners are becoming more reluctant to
manually extract cerumen due to complications like
bleeding, perforated eardrums, dizziness, and infections,
making cerumen management a growing segment of the

ENT’s practice.!
Cerumenolytics: Are they effective?

Along with irrigation and manual extraction, cerumenolytic
agents are recommended in the American Academy of
Otolaryngology-Head and Neck Surgery Foundation clinical
practice guidelines on cerumen removal, and it is encouraged
that these techniques be used in combination with one
another. The problem with current cerumenolytics is their
questionable efiicacy. Multiple studies have demonstrated
that these products are no more effective than distilled
water at solving the problem of impacted cerumen.?3

Earwax MD® - the one-two punch

Scientists at EOSERA® developed Earwax MD, a novel,
patent-pending topical drop that uses a dual-action
approach to dissolve cerumen. This dual-action technology
solubilizes the lipids and wax while simultaneously disrupting
the sheets of skin cells (keratinocytes) that are continually
shed from the ear canal. In laboratory studies, this one-two
punch is substantially more effective at breaking down
human cerumen samples than currently available
cerumenolytics, such as 6.5% Carbamide peroxide ear wax
removal systems.*

Earwax MD - clinical study design

Recently, a clinical study evaluated the efficacy and safety
of Earwax MD. A total of 30 ears with at least 50% cerumen
impaction at the time of enrollment were dosed with Earwax
MD for 15 minutes prior to low-pressure irrigation with
warm water. This procedure could be repeated one time, if
needed.®

WWW.EARCAREMD.COM

Success in cerumen removal

After one treatment with Earwax MD, majority of ear
canals (53%) were completely clear of cerumen, with 100%
tympanic membrane visualization. Greater than 85% of all
ears had total clearing of cerumen after 1 or 2 treatments.
All but one ear tested showed a substantial reduction in

cerumen.’

Improvement in Cerumen Impaction Symptoms
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Dramatically reduced symptoms

Before treatment, 90% of ears were symptomatic, with more
than half having 2 or more ear-related symptoms. After
treatment, symptoms were dramatically reduced by 82%.
Specific symptoms demonstrating a statistically significant
reduction after treatment were impaired hearing, fullness,
itching, and tinnitus.”

Treatment satisfaction

The satisfactory rate relating to the application process was
100%. Participants were satisfied with the application
process in terms of time involved, the comfort of the
application process, and the rinsing procedure.’

Conclusion

The clinical study results of this new product, Earwax MD,
demonstrated promising success at cerumen removal when
used in combination with irrigation. This efficacy translated
into a dramatic reduction in symptoms for these patients and
should be considered for both in-office and at-home
treatment of impacted cerumen.

Recently published in the peer-reviewed journal, BMC Ear, Nose
and Throat Disorders. Send an email to info(@eosera.com to
receive your link to view the publication.

References: 1. Clinical Practice Guidelines, OTO-HNS, Vol 156(1S)S1-S29, 2017. 2. Hand C., et al, BJCP, November 2004. 3. Roland P., et al, Arch OTO-HNS, Vol 130, 2004.
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AUDTOLOGY AND OPTOMETRY ARt
SOMEWRAT PARALLEL PROFESSTONS.
UPTOMETRY HAS BEEN SUCCESSFUL
IN SECURING THETR SCOPE OF

PRACTICE. HOW WILL AUDIOLOGY

(OMPARE!

ptometry and audiology are somewhat anal-
ogous professions in the scope of vision and
hearing care. They have similar roles in the
hierarchy of ophthalmologist-otolaryngologist
and opticians-hearing instrument specialists.
Optometrists, however, have recognition as limited
license physicians (LLP), limited prescription rights, and
some surgical authority. Let’s dig in deeper and learn
more about optometry.

COMPARING THE PROFESSTONS

From our quick snapshot in TABLE 1, it is clear that optom-
etry has been around as an independent profession for
much longer and is a little over three times larger in labor
force. The differential in labor force is intriguing given
that hearing loss has a higher prevalence than vision loss

Vol 30 No 2

with age (i.e., 26 percent of older adults have hearing loss
versus 15 percent with vision loss [NCHS, 2010]).

The years of education are comparable and there is no
requirement for post-graduate residency, though options
exist within optometry. Unlike audiology, optometry
maintains its own entrance and national board exam-
inations. The optometry entrance exam called the
Optometry Admissions Test has four parts: natural sci-
ences (including biology, general chemistry, and organic
chemistry), physics, reading comprehension, and quan-
titative reasoning. However, most audiology programs
use the general record examination (GRE) as part of their
admission process. The general GRE test is comprised

of analytical writing, verbal reasoning, and quantita-
tive reasoning. There is no science component, unless a

Mar/Apr 2018 AUDIOLOGY TODAY 45




46

Eyes and Ears

AUDIOLOGY TODAY Mar/Apr 2018

program requires a GRE Subject Test in
a specific area.

Audiology and optometry licensure
are contingent upon passing a national
exam. Currently, for audiology this is
the Praxis examination in audiology
facilitated by the educational testing
service (ETS). The Praxis test series are
generally used to assess knowledge
for teaching. Optometry licensure is
contingent upon passing the National
Board of Examiners in optometry
exams. This is a three-part exam
generally taken over years three and
four of the optometry program. There
are also special examinations required
depending on state scope of practice.

State licensure law dictates scope of
practice. While audiology does not
maintain pharmaceutical prescription
rights, optometry does have limited
prescriptive privileges. Interestingly,
it took optometry over 70 years after
initial state licensure laws to establish
its first state with prescription rights,
and over 25 years for the profession to
have prescription rights adopted by all
50 states. In most states, optometrists
are limited to topical medications and
limited oral drugs such as short-dura-
tion antibiotics, antihistamines, and
analgesics.

The field of optometry has been
more successful than most non-MD
professions in expanding their scope
of practice. Psychologists have been
trying for almost 30 years to win
prescription privileges, so far only
two states have granted this expan-
sion (Louisiana and New Mexico).
Podiatrists have faced significant resis-
tance from medical and orthopedic
associations to include the ankle under
their scope of practice. Despite the suc-
cesses of optometry regarding scope
of practice expansion, the process has
been slow. In addition to the previously
mentioned time period for garnering
prescription rights, securing surgical
privileges has also been a challenge.
This was first awarded in Oklahoma in

TABLE 1. Quick Snap Shot
*2014 Bureau of Labor Statistics

The breakdown of practice setting and
revenue were derived from the “The
State of the Optometric Profession: 2013”
report and ASHA/AAA survey reports
and represent approximations.
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AUDIOLOGY OPTOMETRY
Current Labor Force* 13,000 40,0000
Median Pay* $76,000 $106,000
Average Age 44.9 years 46 years
% Male/Female (Approx.) 20%/80% 60%/40%
State Licensure Est. (year) 1969 1901
First Clinical Doctor of Degree 1996; Baylor 1923; Pennsylvania College of Optometry

Awarded (AuD or OD)

Pre-Entrance Requirements

Entry Exam

National Board Exam

Accreditation Body

Years of Education
Number of Programs
CMS Status
Post-Graduate Residency

First Prescription Fights
(year and state)

50th Prescription Rights
(year and state)

Surgical Limited Rights
(year and state)

Independent Private Practice
Big Box or Chain

Otolaryngology or
Ophthalmology Practice

Other Practice
(e.g., hospital, VA, etc.)

Principle Revenue Sources

Average Revenue Per Diagnostic
Exam (per hour)

Average Sale for Devices
(not revenue)
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Some programs require
communications sciences and

disorders degree or course work;

common prerequisites: life
science, physical science,
behavioral science, statistics

Graduate Record Examination

Praxis

Council on Academic Accreditation;

Accreditation Commission for
Audiology Education

3-4

74

Other Diagnostic
None

None

None

None

21%

6%

27%

46%

Diagnostics and
hearing aid dispensing

Not available

$2,347 average hearing aid
retail sale price

Pre-optometry (non-degree program);
common prerequisites: English, calcu-

lus, statistics, biology with lab, inorganic
chemistry with lab, organic chemistry with
lab, physics with lab, psychology
Optometry Admission Test

National Board of Examiners in
Optometry—three-part exam over four
years

Accreditation Council on Optometric
Education

4

23

Limited Licensed Physician since 1986
Optional 1-2 year in various sub-specialties

1971; Rhode Island

1997; Massachusetts; DC in 1998

1998; therapeutic laser in Oklahoma

57%

24%

8%

11%

Eye examinations and
sale of corrective devices

$306

$227 glasses and $152 contact lenses
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1988. The profession of optometry then
had to wait nine additional years to

get very limited privileges in a second
state (New Mexico).

Practice setting is also significantly
different between the two professions.
The majority of optometrists work in
private practice or in franchise prac-
tices. Audiologists, on the other hand,
have a larger footprint in hospitals,
residential health facilities, and in
non-audiologist owned practices (e.g.,
ENT-owned). Both audiologists and
optometrists derive the majority of
their revenue from diagnostic evalua-
tions and device sales.

The higher abundance of pri-
vate practice and expanded scope of
practice with LLP status (e.g., phar-
maceutical and surgical privileges) for
optometry likely reflect the contrast in
median salary compared to audiology.
However, the gender profile of each
profession may also be a factor. This
does not dictate discrimination or view
of audiology as a lesser profession due
to larger female prevalence. Indeed, the
separation in median salary remains
even when stratified by sex.

A survey by the American
Optometric Association (AOA) in 2011
found median income for female
optometrists was $103,500 and
$131,000 for male optometrists: women
were earning 77 percent of men’s
earnings. In this same survey, males
reported working almost 200 more
hours per year and, among females,
nearly 50 percent were new practi-
tioners (less than 10 years) compared
to 26 percent of males.

After accounting for these vari-
ables, the female-to-male annual
earnings ratio was over 95 percent. The
American Academy of Audiology’s (the
Academy) compensation and benefits
survey from the same year showed
males with a median salary of $95,000
and females $73,000, with a compara-
ble female-to-male earning ratio of 77
percent.

Similar to optometry, only 24
percent of the males surveyed had
less than 10 years of experience,
while 39 percent of females had less.
Independent of gender, salary contrast
remains. The audiologist to optome-
trist earnings ratio is 70-72 percent
for both males and females. Claudia
Goldin, an expert in gender pay gap has
suggested the largest factor in gender
pay disparity is “temporal flexibil-
ity” with minimal impact of outright
discrimination, competitive drive, or
bargaining ability (though these can be
factors). Temporal flexibility refers to
greater flexibility in work hours, work
schedule, etc. (Goldin 2014).

This begs the question, is it possible
that temporal flexibility underlies the
wage gap for audiologists and optom-
etrists? Would greater emphasis and
support for private practice ownership
close this gap?

DISRUPTIVE INNOVATION

Audiology and optometry also have
a common concerns for disruptive
innovations. A primary concern
voiced by audiologists on many social
media platforms is the potential loss
of revenue due to over-the-counter
(OTC) amplification threats. Over-the-
counter glasses or non-prescription
reading glasses, however, have existed
for many decades, and the revenue
derived from prescription corrective
lenses remains strong.

Optometry is not immune to disrup-
tive innovation. Online eye exams and
prescriptions bypassing a traditional
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visit to the eye doctor are available and
creating a stir. For example, Opernative offers
an online refractive eye test and prescription
glasses.

Other disruptive players include
EyeNetra and Warby Parker. Eyenetra is
a smartphone-based vision diagnostic
tool that allows for accurate self-adminis-
tered refraction results and prescriptions.
Eyenetra can also be used by optometrists
to enable remote testing or mobile clinic
services. Comparable efforts in audiology are
SHOEBOX™ audiometry.

Warby Parker is like an Apple store for
glasses. With a focus on designing and
creating frames and a commitment to user
experience, they upended the traditional
market which is dominated by a single
company that makes most of the eyeware
that exists in the world. Warby Parker also
has a socially conscious platform where
they donate a pair of glasses to VisionSpring
for every pair sold. This is a fairly common
market strategy in audiology; numerous
companies manufacture hearing aids and it
is common for manufacturers to have their
own private label platform and have philan-
thropic aims.

Another interesting innovation is self-ad-
justing glasses. Joshua Silver, a physics
professor at the University of Oxford in
England, has created self-adjusted glasses
using silicon oil. He hopes to sell them for $1
a pair. They are currently sold for $19. Lower
cost, self-adjusted hearing aids or personal
sound amplification technology exists and
will soon expand in the United States with
recent passage of the Over-the-Counter
Hearing Aid Act. Though something of qual-
ity at $1 a pair is not likely.

MEDICINE AND DISRUPTION

Audiology and optometry are not the only
fields that are being disrupted. Medicine
is under constant pressure from non-phy-
sician groups for expansion of service.
Most disruptions have a general trend for
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simplification to disrupt complexities (Christensen et al,
2000). The greatest threat physicians face is that the vast
majority of existing data demonstrate no significant dif-
ference between mid-level care provided by a physician
and a non-physician, e.g., nurse practitioner (Isaacs and
Jellinek, 2012).

Data to this effect can also be found for audiol-
ogy. Zapala et al (2010) examined over 1,500 records of
Medicare-eligible patients seen at the Mayo Clinic in
Florida. The records seen jointly by audiology and otolar-
yngology (n=352) were reviewed by four blinded reviewers
(two otolaryngologists and two audiologists) to judge
if the audiologist treatment plan would have missed a
medical condition. Records of patients seen by audiology
only (n=1,198) were reviewed by a neuro-otologist who
judged if a referral would be recommended based on the
test results.

The results showed there was no discrepancy in treat-
ment plans for over 95 percent of cases. In no case did an
audiologist miss a condition associated with significant
mortality or morbidity. The neuro-otologist reviewing the
second set of cases found that only audiology services
were needed in nearly 80 percent of the cases. Further,
there was strong evidence that audiologists referred to
otolaryngology when appropriate.

CONCLUSTON

Audiology and optometry have many similarities and
face comparable disruptive forces. Optometry has been
more successful in securing their scope of practice and
up-marketing their profession. In other words, through
greater internal control (e.g., specialty admission and
board exams), securing LLP status, and expanding their
scope of practice, they have disrupted those “above” them
(i.e., opthamology) rather than fight a reactionary and
likely futile battle with disrupters from below (e.g., OTC
devices).

Disruptions are inevitable and the general trend is for
simplification to disrupt complexities (Christensen et al,
2000). What remains to be seen is if audiology will be the
disruptors or the disrupted.

Christopher Spankovich, AuD, PhD, is an associate professor,
director of clinical research and clinical audiologist at the
University of Mississippi in Jackson, Mississippi.
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Given the strong relationship between genetics and hearing loss

in audiological practice, the Academy continues its commitment to

providing audiologists the latest on genetics research as it relates to
hearing impairment in clinical practice through the annual Academy
Research Conference (ARC).

BY DAVID FABRY
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Audiology Today (AT): We are here
with Kathleen Arnos, PhD, who is
chair of the upcoming Academy
Research Conference (ARC) 2018

on genetics and hearing loss, which
is being held on April 18, 2018, the
first day of the AAA 2018 Annual
Conference in Nashville, Tennessee.
Dr. Arnos, thanks for taking the time
to chat today; please tell us a little
bit about why you choose this topic.

Kathleen Arnos (KA): Sure. Well, I
was involved since the inception of the
idea for the conference itself, so that
means I had a lot of input on the topics
and speakers, which was nice. We had
a small subcommittee that discussed
this over a period of several weeks. I
think that we had a really great oppor-
tunity to put together an agenda of
speakers that addresses a comprehen-
sive range of topics related to genetics
that will hopefully be of interest to both
clinicians and researchers. It’s such an
incredible time in human genetics in
terms of diagnostics and new technolo-
gies, and the impact on clinical practice
is just amazing. This has already
started to impact the diagnosis and
potential treatment of hearing loss and
will have even more of an impact in the
next few years. It's changing so fast.

AT: Completely agree with you!

As a person who has worked with
clinical studies with adults who have
hearing loss, we often go to great
lengths to characterize hearing loss,
gender, age, and other attributes,
but often spend little time exploring
a person’s genetic history, because
until recently, inexpensive tools
have not been available to clinicians
or patients.

Vol 30 No 2

We talk about the fact that two
persons with same audiogram can
have very different experiences
with amplification, and yet we don’t
consider that their genetic history
could provide additional clues as to
why there are such large differences
across individuals. There are a lot of
data sitting right in front of us that
could help explain these differences
in the lab, and also importantly, in
the clinic.

More recent technologies in
human genetics fall under the
category of “next generation”

DNA sequencing, which can
Involve sequencing the whole

genome, or large portions of
the genome in families, look-
ing for mutations or changes.

KA: Exactly, I think that this two-
pronged approach of using the
traditional tools that we’ve always had
in the audiology field (e.g., the clinical
diagnostic evaluation tools) can be
supplemented by the addition of the
“bare-bone” genetics information, such
as a person’s family history of hearing
loss and how it’s inherited, and include
what we call their phenotype (what
other characteristics may be associated
with the hearing loss).

Now we have added something
new—you might call it “genomic”
information with a better picture of
a person’s genetic makeup that can
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The silent

wounds of war

What you should know
about veteran patients

A veteran’s hearing loss journey can
be a bit more colorful and complicated
than your average patient. For veterans
who have served in combat, hearing
loss is often intertwined with other
comorbidities incurred from their
time in service. While working with
your veteran patients, please consider
the following:

Veterans may not always listen to your
advice. From the moment they first
enlist, military members are taught to
trust in those who stand beside them.
An unbreakable bond is created and the
result is a tight-knit community built on
trust and credibility. In short, veterans
will most likely listen to another veteran
before anyone else.

Don’t take it personally - this doesn’t
mean they won’t acknowledge your
credentials or your expertise. It just
means the concept of trust can be
especially complex for a military
member and the phrase “I've got your
back” has an entirely different meaning.

Provided by Hamilton® CapTel"

.

Creating a rapport may take a little
extra effort and time. Ask your veteran
patients about their time in service
and you’ll probably discover a few
valuable insights — especially useful in
the development of a treatment plan.

Veterans have two or more chronic
conditions. Veterans are often very
humble and may not be quick to open
up about their service to healthcare
providers. As a result, they have

a tendency to hold back valuable
information that may affect their care.
While tinnitus and hearing loss continue
to be the top two service-connected
disabilities (according to the VA), almost
60% of disabled veterans with higher
disability ratings have more than one
disability. As an example, the average
number of comorbidities reported
during the Gulf War era is six.

Typically there is a lot more going
on with your veteran patients than is

apparent. Conditions such as Traumatic

Brain Injury and Post Traumatic Stress
Disorder are at the forefront of these
comorbidities. These are sensitive
topics that your veteran patient will

ADVERTISEMENT

more than likely not share right away.
To effectively treat veterans holistically,
other comorbidities must be explored
meaning some proactive encouragement
may be required.

As our veteran population continues
to grow, healthcare providers of all
varieties are learning that understanding
a veteran’s journey is essential to
providing the best holistic care. Hearing
loss continues to be the most prevalent
silent wound of war and is one of the
many challenges our veterans continue
to bring home.

For more information about treating
veterans holistically and the Heroes
With Hearing Loss Program:

Visit: HeroesWithHearingLoss.org/hhc
Join us at: AAA 2018, Booth #327

Copyright © 2018 Hamilton Relay. All rights reserved. « Hamilton is a registered trademark of Nedelco, Inc.
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Genetics and Hearing Loss: Academy Research Conference 2018

have a tremendous effect on identification, prognosis,
and treatment. That approach is getting better and better,
and we tried to put together a slate of speakers that
would reflect all of that, including information about the
genomics approach to everything from newborn hearing
screening to adult-onset hearing loss and presbycusis.
We wanted to cover a broad range of topics and consider
how these new technologies in genetics will impact
clinical treatment.

AT: | couldn’t agree more. | have the agenda in front
of me, and it looks like a great slate of topics and
presenters. In addition, you have included a panel
discussion and plenty of time for audience interac-
tion with the faculty.

KA: So, all these speakers are both clinicians and
researchers, so they have that very helpful approach to
the topic. We start the day by going back to the basics
of genetics. Often, when we do this we start by talking
about infants and children with hearing loss because
we know a lot about the genetics of congenital and early
onset hearing loss. It tends to be more Mendelian, in
that inheritance patterns associated with genetic forms
of congenital and early-onset hearing loss is often more
straightforward. We understand a lot about that, and
we use the basic tools of pedigree analysis and what we
know about Mendelian inheritance (e.g., dominant, reces-
sive, x-linked) and what we know from population studies
that have been done over the last 20-30 years.

That is, looking at the proportion of children and
adults who have hearing loss that we feel is genetic
so that we can break it down as to exactly how it is
inherited. For example, we know that for congenital
moderate-to-profound hearing loss, the most common
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genetic pattern is autosomal recessive inheritance. That’s
an example of some of the basics. We know much less
about adult onset or progressive forms of hearing loss,
and as we go through the day we’re going to be talking
more about that. We will be making a distinction between
Mendelian-inherited traits, which as I mentioned encom-
passes more of the congenital, early-onset hearing loss,
versus complex inheritance or a combination of genes
and environmental impacts that result in the hearing
loss. Complex inheritance is much more important for
age-related hearing loss and noise-induced hearing loss,
and we will get into that later in the morning.

AT: Wow, that sounds like a very comprehensive
overview of the basics of genetics, for people looking
to update their knowledge in these areas.

KA: Yes, and in addition to the basic genetic approaches
(e.g., looking at the “pedigree,” audiograms of family
members and possible inheritance patterns), we will
also be getting into diagnostic approaches and how that
has changed over the last few years, and how we expect
it to change in the coming years. For example, for some
syndromes that we know are associated with hearing
loss, there are very targeted approaches for looking at
DNA mutations if the genes for those syndromes have
been identified. These targeted approaches to looking for
gene mutations can result in a more precise diagnosis for
families.

AT: Terrific!

KA: More recent technologies in human genetics fall
under the category of “next generation” DNA sequencing,
which can involve sequencing the whole genome, or large
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portions of the genome in families,
looking for mutations or changes.
These technologies now allow us to
test for mutations in many genes at the
same time. This is often done when we
don’t know much in the pedigree or the
phenotype of an individual to guide us
in testing. Therefore, we would use a
broader approach in next-generation
sequencing. The disadvantage of

that at the present time is that it

is very expensive, but the cost is
coming down.

In addition to the basic
genetic approaches, we
will also be getting into
diagnostic approaches

and how that has changed
over the last few years, and
how we expect it to change
In the coming years.

AUDIOLOGY TODAY Mar/Apr 2018

One of our speakers, Dr. Arti
Pandya, will be talking about testing
and counseling in the area of “preci-
sion” medicine. Suppose that a child
who is born with severe-to-profound
sensorineural hearing loss has sus-
pected autosomal recessive inheritance
based on family history. Right now,
the most sensible approach, depend-
ing on the ethnicity of that child, is to
do stepwise genetic testing for a gene
called Connexin 26 (Cx26), because it
is common in that situation. Current

testing strategies in situations like this
start with a targeted approach looking
for Connexin genes (Cx26 or Cx30).

The testing strategy is now chang-
ing toward gene-testing “panels”
which Drs. Pandya and Morton will
discuss in greater detail. With these
panels, you can test for many different
genes—essentially 100 or more—with
one sample. Currently, there are
issues with identification of unknown
variants, but that’s getting better, and
the costs are coming down. Clinicians
need to be aware of this testing so that
they can talk to families about it and
get an idea of where this is going in
the future.

AT: Indeed. | assume that you mean
services such as “23andMe.com,”
which | see advertised on television
quite frequently. It seems like there
is tremendous interest in this type
of testing, and if | were the parent
of a child with hearing loss, | would
certainly want to get more infor-
mation regarding whether this is
useful.

KA: Yes, those forms of “direct-to-
consumer” genetic testing do exist
and as a matter of fact, more and more
families are going to these websites

in search of answers. 23andMe, for
example, is broad DNA sequencing,
where they look for a variety of differ-
ent things, and they can come back and
say, “Oh, you have a genetic change
that might make you more susceptible
to deep vein thrombosis (DVT), so you
shouldn’t ride on airplanes without
walking around frequently.”

AT: (Laughing) That’s the story of
my life! | feel like I've logged many
miles walking the aisles of airplanes,
as it turns out | am more prone
genetically to DVT.

KA: Or they could come back and say
that tests indicate that you are more
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susceptible to colon cancer, so you may want to change
your habits, and so on. I have had profoundly deaf adults
contact me and say, “I just did 23andMe testing and
found out that I have two mutations in this gene called
Connexin 26, so what does this mean?”

AT: Talk about health-care “consumerism!”

KA: Yes, it’s like “Wow!” Previously that type of testing
was only available through physicians, and now it’s gone
much more mainstream.

AT: Yes, the megatrend of availability of these sophis-
ticated data to individuals enable them to take a more
active role in their health care and lifestyle decisions.
If we can use the genetic information to help assist
with diagnosis, treatment, and even prevention of
specific health conditions, then the future of hearing
and balance clinical care may look very different
indeed.

For example, with respect to noise-induced
hearing loss, if a person knows that she or he is
more susceptible to acoustic trauma, then you can
go to greater lengths to prevent that from happen-
ing. Furthermore, it can help explain some of those
individual differences between temporary and
permanent threshold shifts (TTS and PTS) between
two colleagues who both work in the same noisy
workplace. It's fascinating how this may evolve in the
future.

KA: Indeed. Dr. Lustig, who is on the agenda for late

in the morning, will be talking about age-related and
noise-induced hearing loss and I think that for clinicians,
this represents the majority of the patients that they see
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on a daily basis. So, having something related to genetics
is exciting.

AT: For sure!

KA: As you say, trying to identify individuals who are
susceptible before the fact is intriguing, but that can also
be a double-edged sword. For example, with 23andMe,
they may come back to you and say that you don’t have
this particular mutation that makes you more susceptible
to heart attacks, and you decide that you can eat anything
you want, when there may be other genes that could still
cause problems for you in this area. Regardless, however,
these new technologies and what we are learning about
complex inheritance involving genes and environmental
factors interacting together can really be helpful clinically
in the coming future. There’s a lot of work being done,
and a lot of new research in these areas.

Dr. Kelley Dodson will talk about vestibular disorders
and unilateral hearing loss. She’s done some research try-
ing to identify some susceptibility genes for those types
of disorders, and she will discuss progress in this area
during her talk. We have a long way to go, but it’s moving
pretty fast!

AT: This sounds like a fantastic agenda, and well
worth it for clinicians and researchers to come to
Nashville a day early. We've only highlighted a few
of the sessions; what would you say are the top three
overall “takeaways” for attendees of this conference?

IKA: T guess that one of them would be, for clinicians, get-
ting up-to-date facts that allow them to talk to families
and individuals with hearing loss a little bit more clearly
about genetics, the possible impact, and what they should
be aware of that is coming in the future. Communicating
this information to families is important, because it can
be complicated and a little overwhelming. But, there are
things that we see in the newspaper every day, and clini-
cians need to be able to consider how (and if) they will be
able to be applied to the clinical treatment of hearing loss.
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AT: There will undoubtedly be “apps” developed

in the future that will make all kinds of promises
regarding genetic testing. “Lab on chip” technologies
are very promising, but there may also be a lot of
confusing or misleading information (e.g., Theranos,
which over-promised and under-delivered), and audi-
ologists have the opportunity to provide clarity for
individuals and families who are seeking information
regarding hearing and balance laboratory testing.
Being at least “conversant” about the topic will be
highly beneficial, and the first part of the agenda

will help with the basic vocabulary and emerging
concepts.

KA: Yes, this information is important for pediatrics
(when there is a family history) and also when there isn’t
a family history of hearing loss. Some clinicians may
think that genetics isn’t that important for the patients
that they see because the contribution of genetic factors
in the etiology has not been clarified, and while that may
be true today, it most certainly won’t be the case in the
future.

The information presented will also be important
for age-related and noise-induced hearing loss, (which
comprise the majority of adult-onset hearing losses)
and non-traditional or complex inheritance. I think that
this is related to the second major takeaway on research
developments that will impact clinical care in the future.
A realistic perspective on the ongoing research will be
important, and although some may come away a little
disappointed that we haven’t progressed further than
we have in terms of understanding the genetics of these
disorders, but there are lots of changes coming, and they
are coming fast.

AT: Yes, and speaking as a member of the Baby
Boomer generation that has acquired hearing loss,

in part, from a combination of aging, noise expo-
sure, and genetic factors, | would certainly leave no
stone unturned regarding diagnosis and treatment of
hearing loss, including seeking out genetic counsel-
ing based on my phenotype. Much of this might not
be possible yet, but if there are any circumstances
that the practitioner should be aware of, this meeting
would be a great place to convey that information for
clinicians. What's the last take-away item?

KA:1think that it would be that as we look toward the
future, what can we expect? I've asked Dr. Cynthia
Morton, who is the last speaker, to talk about therapeu-
tics. Anybody who reads the newspaper (carefully) has
come across the topic of “gene editing” or CRISPR (an

AUDIOLOGY TODAY Mar/Apr 2018

acronym for a technique used for gene-editing), which is
a type of genetic engineering in which DNA is inserted,
deleted, or replaced in the genome of a living organism
using engineered nucleases or “molecular scissors.”

The technology is incredible and it is going to be
helpful for many things, including cancer diagnostics and
even for identification (and treatment) of viral infections.
I think that a good takeaway pertains to the status of
gene-editing and what are the “pros and cons” of the
technique—it’s a very controversial topic. A few months
ago, a lot of us were surmising that there weren’t a lot of
applications related to hearing loss yet, but people are
starting to publish about experiments in animals that
may become clinically applicable.

AT: As they say, objects in the mirror may be closer
than you think.

KA: And that’s a little scary.

AT: Well, | look forward to seeing you and hearing
from you and the other faculty in Nashville at the
Academy Research Conference. Registration is open
through www.AcademyResearchConference.org.

Thank you again, for taking the time to speak with us. ®

David Fabry, PhD, is the chief innovation officer at Starkey
Hearing Technologies and the editor-in-chief of Audiology
Today and www.audiology.org.

Kathleen Arnos, PhD, joined the Gallaudet community in 1983
as a research scientist in the Gallaudet Research Institute.

In 1996, she joined the faculty in the Department of Biology
and is currently chairperson of the Department of Science,
Technology, and Mathematics. In 1984, she established

the Genetics Program at Gallaudet which provided genetic
evaluation and counseling services to deaf people through 2009
in collaboration with Virginia Commonwealth University and
Children’s National Medical Center. Over the past 30 years she
has been actively involved in research on hereditary deafness to
study common genes causing deafness, best practices in genetic
counseling for Deaf and hard-of-hearing people, and the impact
of genetic testing on the Deaf community.
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Hearing loss is the most common congenital sensory impairment
and birth defect. It has been well established that genetics plays
an integral role in more than half of congenital hearing losses.
Given the strong relationship between genetics and hearing loss
in audiological practice, the Academy continues its commitment
to providing audiologists with the latest on genetics research as
it relates to hearing impairment in clinical practice through the
annual Academy Research Conference (ARC).

This one-day translational conference is chaired by Kathleen
Arnos, PhD, who has assembled a world-renowned lineup of
speakers to present their latest findings.

www.AcademyResearchConference.org
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Comprehensive
Hearing Health Care:
Your Advantage

By Jim Skjeveland

Providing excellent care for your patients is likely the
reason you joined the hearing health-care profes-
sion. But with the coming over-the-counter solutions,
audiologists must fight the “no-professional-needed”
perception of drugstore hearing instruments. The key
to competing is contrasting practices by providing
full-service care that builds long-term relationships
with patients.

As you know, total patient care extends well beyond
the device itself, and requires a holistic approach that
uniquely addresses each patient’s everyday hearing
challenges. This care is central to reversing the natural
isolation that can occur from untreated hearing loss.

For many patients, isolation starts on phone calls,

a part of life that was once second nature becomes
increasingly difficult over time, eroding important rela-
tionships with friends and loved ones. Addressing this
simple reality is one area where your practice can stand
out on the competitive landscape, and it’s one of the
most direct ways to foster the social engagement that
patients need.

Amplified phones offer one option; however, the
progressive nature of hearing loss suggests a more
comprehensive solution could lead to longer term
patient satisfaction. A captioned telephone from Sprint
CapTel pairs amplification with real-time captions,
enabling patients to hear what they can on phone calls
and—through captions displayed on the phone’s built-in
screen—also read what they miss. They pay nothing for
Sprint CapTel phones and service, and audiologists can
recommend them using a simple form.

Providing comprehensive hearing health care and a
range of treatment options can not only set your prac-
tice apart, but also deliver fantastic outcomes for your
patients.

Learn more about Sprint’s no-hassle program today.
Visit http://professionals.sprintcaptel.com. ®

Breaking Habits:
Maximize Patient
Satisfaction with
Rechargeable
Hearing Aids

By Katrina Sylvester

With new technology
comes the need for
new patient counseling.
Hearing aid users have
made it clear they would
prefer rechargeable
hearing aids over their
disposable-battery counterparts. And now, nearly every
major hearing aid manufacturer offers select products
with silver-zinc rechargeable batteries built in. Silver-
zinc batteries provide patients with the convenience

of all-day power and the flexibility to use disposable
batteries, if needed.

After years of using disposable zinc-air batteries,
patients have developed behaviors that are not ideal for
rechargeable silver-zinc batteries. One example is the
opening of the battery door to reboot the hearing aid
when the low battery signal is heard.

With rechargeable batteries, rebooting can override
the smart circuitry in the battery door into believing it
has a traditional disposable battery installed. This can
over-discharge the battery and lead to a “short-day,” or
short battery run time.

With rechargeable batteries, if a low-battery warning
from the hearing aids is received, counsel your patients
to place the hearing aids in the charging base or replace
the batteries with non-rechargeable zinc-air batteries.

Proper patient counseling will create a positive
user experience with rechargeable batteries and allow
patients to experience all of the benefits that reliable
rechargeable hearing aids provide. Visit “Ask the Expert”
at zpowerhearing.com for additional patient counsel-
ing tips and best practices for the use of rechargeable
hearing aids. ®

CONTENT PROVIDED BY SPRINT CAPTEL

Jim Skjeveland, MBA, is the client director with Sprint CapTel,
in Overland Park, Kansas.
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Katrina Sylvester is the director of marketing for Zpower, LLC,
in Camarillo, California.
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WELCOME BACK
to an ongoing series
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 is important
to recognize that

a hearing loss or a
vestibular issue may
be a manifestation of a
systemic 1llness. 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.

CSI Reference Guide:
Visit www.audiology.org
and search keywords “CSlI
Reference Guide.”
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When Is Meéniere’s
Disease Not
Meéniere’'s Disease?

By Anne Hogan

izziness is a common com-
D plaint, with approximately

35 percent of adults report-
ing dizziness, with the prevalence
increasing dramatically with age
(Agrawal, 2009). As the profession
of audiology has evolved, so has
our understanding of the various
disorders that cause imbalance and
dizziness. This article will walk you
through the case of Sunny Susan
(patient’s name changed to protect
identity), a woman who I first saw
as a balance patient after she had
spent over 22 years struggling with
recurrent dizziness and progressive
hearing loss.

The first time she was seen at the
clinic was 12 years prior to her visit
with me. She was age 54 years, and
was referred by her primary care
physician for hearing loss, poten-
tially due to occupational noise
exposure. No other symptoms,
besides a gradual hearing loss, were
noted. At that time, a mild high-fre-
quency hearing loss, with a pattern

consistent with noise exposure, was
found. Tympanometry and acoustic
reflex results were also noted as
normal (see FIGURE 1).

She returned to the same clinic six
years later, due to dizziness and
decreased hearing. At that time,

her hearing had dropped in the low
and mid frequencies, and a slight
air-bone gap was seen at 500, 2000,
and 4000 Hz. Tympanometry and
acoustic reflex results were normal
again. At this time, Sunny Susan was
also referred to an otolaryngologist
for dizziness, as the clinic did not yet
have vestibular testing (see FIGURE 2).

She was back again, three years
later (nine years since baseline),

due to hearing difficulties, bilateral,
pulsatile tinnitus, as well as ongoing
dizziness. This time, the audiogram
revealed a moderate, rising to mild,
low-frequency conductive hearing
loss with bone-conduction thresh-
olds at -10 dB HL at 500 and 1000
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Hz. Tympanometry revealed that
the middle ear pressure was slightly
negative (-75 and -100 daPa MEP
for the left and right) with present
reflexes. The audiologist at that time
noted that she experienced dizziness
during acoustic reflex threshold
testing with stimulation to the right
ear and not the left. The patient was
then referred to the otolaryngologist
to rule out a middle ear disorder (see
FIGURE 3).
In the meantime, she had trav-
eled quite a distance to be seen by
a larger medical facility, and had
received a diagnosis of Méniere’s
disease. Twelve years since baseline,
she landed on my schedule, as the
clinic had added vestibular assess-
ment the year prior. She reported
balance problems with a veering
to the left side for 10 years, with
increased dizziness with bending
forward, straining, or blowing her
nose. At this visit, the hearing test
was the same configuration since
the last one, but much worse in the
low frequencies, inching toward
“severe.” Unfortunately, acoustic
reflex thresholds were difficult to
interpret due to a poor seal/excess
needle deflection (see FIGURE 4).
Fortunately, at this time, I was
able to move forward with balance
testing, which included modified
Clinical Test of Sensory Integration
of Balance (mCTSIB) testing, and
Video Nystagmography (VNG). As I
progressed, however, I already had
some thoughts in mind in terms of
potential etiology. Was it Méniére’s
Disease, as previously diagnosed? I
doubted it. Why? Well, first, we must
consider the configuration. While
the hearing loss presented as a
reverse-slope hearing loss, it is con-
ductive, and not sensory neural.
The next thing that caught my
attention was the dizziness provoked
while bending down. We all learn
that benign paroxysmal positional

Vol 30 No 2

vertigo (BPPV) is the most common
cause of dizziness (von Brevern,
2007), so it is important to rule that
out. Although other things didn’t
align, as follows:

1. Conductive hearing loss with
normal tympanograms

2. Progressive hearing loss

3. Dizziness when straining or blow-
ing her nose

At this point, what else could it be?

Perhaps an uncompensated unilat-
eral weakness, due to the veering,
with a “poor historian,” and perhaps
head-turns were the issue, not the
positions? We have all had poor
historians in our clinics, and she just
wasn’t one of them.

Tests and Results

On to testing! As mentioned ear-
lier, in that clinic, we had VNG and
mCTSIB, using dense foam. The
results may surprise you... or might
not.

= Oculomotors are within normal
limits (Good! Not central!).

= Gaze testing is negative for nys-
tagmus in any position, with and
without target.

= High-frequency headshake is
negative for post-headshake
nystagmus.

= Positional testing (moving slowly,
as we should for this test!) is
negative for nystagmus in any

position, with or without fixation.

= Dix-Hallpike is “non-classical
abnormal:” patient has dizziness
in both head right and head left.

= Nystagmus onset is almost
instantaneous (non-classical)
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FIGURE 1. Baseline audiogram, 12
years prior to final diagnosis
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FIGURE 2. Second audiogram, six
years since baseline.
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FIGURE 3. Audiometric results from
third audiogram, nine years since
baseline.
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but it does slow and resolve What's next?
over the course of one to two
E e 1: minutes (lasts longer in the From our wheelhouse of tests, the
. - - right ear). next test for me was cervical ves-
T : tibular evoked myogenic potentials
: I * The nystagmus itselfis a (cVEMP). Due to scheduling con-
- - vertical nystagmus in each straints, my colleague completed
- : E'! position, which is typically this testing. cVEMP testing revealed
b deemed as a central finding, strong, symmetric responses at
e e right? 95dBnHL. Testing at 70dBnHL
T showed a sustained N1-P1 response
= Caloric testing reveals a strong, (see FIGURE 5).
. symmetric response.
z:lc(;ilijoRgE’:r'nI.:mal diagnostic * No significant unilateral Still guessing? '
weakness or directional My next recommendation was for
preponderance. a fine-cut computed tomography

(CT) scan, and I requested this of the
primary care physician, who was the
referring physician. When I learned
that two weeks post-testing they had
not yet ordered the test, and instead
had recommended the patient come
back to discuss hearing aids, I called
and spoke with the nurse. (Note:

In an informal assessment, record- In this community, the primary

= mCTSIB is mildly abnormal, with
the patient unable to stand on
foam with eyes closed for more
than 15 seconds.

Any ideas as to where this is going?

ing of the patient’s eyes as she did a physicians often had an overload on
valsalva maneuver revealed, again,a  their cases, so the nurse was my first

| vertical nystagmus. line of communication). After having

FIGURE 5. VEMP results from
Sunny Susan, shortly after VNG.
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to convince her that no, the patient
did NOT have Méniere’s, the CT was
finally ordered.

At this point, [ enlisted the help of
our neighbor otologist, who I had the
good fortune of collaborating with
across cases. He gladly met with the
patient and explained the CT results
with her, and steered her to the
closest surgeon for the procedure....
Who just happened to be at the
large facility that misdiagnosed her.
Nonetheless, with the encourage-
ment that she would be back to see
me after the surgery, she headed off
for surgery.

The surgeon and patient agreed
that the right side, which had
showed a larger dehiscence and
greater symptoms when provoked,
would be the first side for surgery.

Unfortunately, surgery does not
always go as planned.

While in surgery, almost as soon

as the surgeon had reached the
dehiscence, the patient, in her words,
“started to bleed out, so they packed
up and got me out of there as soon

as possible.” On the bright side, her
symptoms did reduce, probably due
to a packed canal (deadened canal).
When asked if she would be return-
ing for surgery on the left, the patient
said, “I'm feeling better, and just glad
for each minute I have on this earth.”

Perspective is everything, isn’t it? @

Anne Hogan, PhD, is assistant professor
of audiology at Pacific University in
Forest Grove, Oregon. This study

was reviewed and approved by her
institutional review board.
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Advanced Beneficiary Notice of
Noncoverage Use: Mandatory or

Voluntary?

By Kristiina Huckabay and Kari Morgenstein

nderstanding the correct use

of the Advance Beneficiary

Notice of Noncoverage (ABN)
Form CMS-R-131 is important to
ensure billing compliance for tradi-
tional Medicare (Part B). Audiologists
may face challenges determining
when Medicare covers a service and
when an ABN is required. Federal law
requires that providers, including
audiologists, must notify a Medicare
beneficiary in advance when a ser-
vice that Medicare typically covers is
likely to be denied and/or when the
item or service is not considered by
Medicare to be medically reasonable
and necessary. The ABN meets this
requirement. To better understand
when an ABN should be used, let’s
take a closer look at how Medicare
identifies covered services.

In the simplest terms, to be
reimbursed by Medicare for covered
audiology services, the audiologist
must have the following:

1. Documented medical necessity *

2. A physician or a non-physician
practitioner’s order for the audiol-
ogy evaluation

*Medically necessary hearing evalua-
tions include, but are not limited, to
the following: evaluation to determine
the cause of hearing loss, tinnitus or
balance disorders; changes in hearing,
tinnitus or balance; diagnostic testing
before and periodically after cochlear
implantation; analysis and program-
ming of cochlear or brainstem implants;
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audiologic re-evaluation following
medical/surgical treatment; failure of
hearing screening (Centers for Medicare
and Medicaid Services).

If both conditions have not been
satisfied, the audiologist will need
to consider the specific scenario
to determine if a mandatory ABN
is required. Mandatory ABNs are
required when the service per-
formed is typically a covered service
under Medicare, though in the par-
ticular case not all requirements for
coverage have been obtained.

A voluntary ABN may be issued
when services are excluded or do
not meet Medicare coverage require-
ments (i.e., tests that do not have a
referral, non-covered treatment such
as cerumen management, tinnitus
treatment, hearing aids, hearing
evaluation for the purpose of a
hearing aid, routine monitoring). In
many cases, a mandatory ABN will
not be required; however, each clinic/
clinician may decide to provide
a voluntary ABN in the interest of
transparency.

The ABN should only be used
with traditional Medicare (Part B).
Medicare Advantage Plans (Part
C) may have their own coverage
guidelines and notice of noncoverage
forms. CMS prohibits use of the ABN
form for Medicare Advantage Plans
(Centers for Medicare and Medicaid
Services 2017, 2012).

After determining if ABN use is
mandatory or voluntary, the audiol-
ogist will now be prepared to submit

the claim with the appropriate mod-
ifier using the CMS definitions below:

= GA: Waiver of Liability Statement
Issued as Required by Payer Policy,
Individual Case. This should be
used when a mandatory ABN is
obtained.

= GY:Item or Service Statutorily
Excluded, Does Not Meet the
Definition of Any Medicare Benefit.
This may be used in combination
with the GX modifier; allows for
auto-denial from Medicare to bill
the patient’s secondary insurance
if the secondary payor provides
audiology coverage.

= GX: Notice of Liability Issued,
Voluntary Under Payer Policy. This
can be used when a voluntary
ABN was obtained and may be
used in combination with the GY
modifier.

= GZ:Item or Service Expected to
Be Denied as Not Reasonable and
Necessary. This modifier can
be used if a service was pro-
vided that did not meet medical
necessity and the ABN was not
provided. This should be a rare
occurrence if the audiologist
carefully reviews supporting
documentation and conducts a
thorough case history prior to
providing a service.

In cases when a mandatory ABN
is issued for procedures that are typ-
ically covered, but there is a question
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of medical necessity, a claim must be
submitted to Medicare. The GA mod-
ifier is reported for each procedure
in question.

Claims that are excluded or never
covered by Medicare do not require
an ABN. The claim does not need to
be submitted to Medicare. In a case
where the patient wants the claim
submitted, and you have issued a
voluntary ABN, the GY and GX mod-
ifiers must be used. CMS indicates
that the voluntary ABN “serves as
a courtesy to the beneficiary in
forewarning him/her of impending
financial obligation. When an ABN is
used as a voluntary notice, the bene-
ficiary should not be asked to choose
an option box or sign the notice”
(Centers for Medicare and Medicaid
Services, 2012).

While the general guidelines are
straightforward, once faced with
nuanced chart notes and face-to-
face discussion during a case history,
audiologists may find themselves in
the gray zone of ABN use. The follow-
ing examples are meant to provide
guidance for various scenarios which
may arise before or during the clini-
cal encounter.

1. An ABN should be utilized for

a. Medicare Part B

b. Medicare Advantage plans
(Part C)

c. Medicare Part D

d. Both1and2
ANSWER: a. Medicare Part B

2. A patient is scheduled for a
non-covered service and you pro-
vide a voluntary ABN. The patient
chooses Box 1 (to bill Medicare).
The appropriate modifier(s) in
this scenario is

a. GA

Vol 30 No 2
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b. GY
c. GX

d. GY and GX
ANSWER: d. GY and GX

3. Examples of scenarios where a
mandatory ABN should be issued
and GA modifier utilized include

a. Frequency of testing is more
than typical

b. Patient had a recent hearing
test at an ENT clinic then
seeks a second opinion and
second ENT refers for an
audiogram

c. Physician referral exists, but
medical necessity is not clear

d. All of the above

e. None of the above

ANSWER: d. All of the above

4. Patient has self-referred for a
sudden hearing loss and has a
secondary insurance that may
cover the testing.

a. Call physician for referral

b. Provide a voluntary ABN and
utilize the GX modifier

c. Utilize the GY modifier to
submit the claim to Medicare
for denial. Utilize both the GY
and GX modifiers if a volun-
tary ABN is issued

d. Bill Medicare because medical
necessity is met

ANSWER: c. Utilize the GY modifier
to submit the claim to Medicare

for denial. Utilize both the GY and
GX modifiers if a voluntary ABN is
issued.

5. A patient presents for a hearing
test one year after his/her initial
test. The patient brings a physi-
cian referral and indicates that
he/she is not aware of a change
in hearing, but wants to be sure it
hasn't changed.

a. Explain that this test would
be considered routine and
not covered; issue a voluntary
ABN and use GY and GX mod-
ifier if the patient wants the
claim submitted to Medicare

b. Bill Medicare because a physi-
cian order was received

c. Sign a mandatory ABN and
submit with GA modifier

d. None of the above

ANSWER: a. Explain that this test
would be considered routine and

not covered; issue a voluntary ABN
and use GY and GX modifier if the
patient wants the claim submitted to
Medicare.

6. A patient calls your clinic for a
hearing evaluation and they are
self-referred. Your office staff
should:

a. Inform the patient to call their
physician for a referral per
Medicare guidelines

b. Inform the patient of the esti-
mated cost for the evaluation
due to self-referral status

c. Ask for the patient’s PCP
and call the PCP to obtain a
referral

d. Schedule the visit and let the
audiologist figure it out during
the visit

ANSWER: b. Inform the patient of
the estimated cost for the evaluation
due to self-referral status
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The American Academy of
Audiology (the Academy) also
has a detailed ABN decision
matrix that may assist you
in your decision-making (see
FIGURE 1). This document can
also be accessed by visiting
the Academy’s website and
searching “ABN decision matrix”
(Burton, 2012).

To learn more about ABN
use, attend the learning module
at AAA Nashville, “All Things
ABN-Medicare’s Advance
Notice of Noncoverage for
Audiologists” presented by
Annette Burton, AuD. There are
also many Medicare resources
available to audiologists on the
Academy website within the
Practice Management section.
Particularly relevant is a col-
laborative document from the
American Academy of Audiology,
Academy of Doctors of Audiology,
and American Speech-Language-
Hearing Association regarding

“Medicare Frequently Asked
Questions.” Members can access
this page by searching keyword

“Medicare” on the Academy’s
home page (www.audiology.org).
For additional information on
use of the ABN, search keyword

“ABN” on the Academy’s website.

The Academy would also
encourage all audiologists to
review the Medicare Benefit
Policy Manual, Chapter 15,
Section 80.3, Audiology Services
for extensive information on
Medicare coverage of audiology
services.
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FIGURE 1. Advance Beneficiary
Notice (ABN) of Noncoverage
Decision Matrix
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Advance Beneficiary Notice (ABN)
of Noncoverage Decision Matrix

Is the patient enrolled in the original Medicare program?

YES NO = ABN should not be used.
7
Is a licensed audiologist performing the service?
YES NO = Does not meet definition
v of a covered service.

Mandatory ABN is not
required, may utilize voluntary
ABN if desired.

Does Medicare cover the service when performed by an
audiologist?**

YES NO => Does not meet definition
v of a covered service.
Mandatory ABN is not
required, may utilize voluntary
ABN if desired.
Did the physician or NPP order this service?
YES NO => Does not meet definition
v of a covered service.
Mandatory ABN is not
required, may utilize voluntary
ABN if desired.

In this instance, is this service considered routine?**
NO YES => Does not meet definition
N7 of a covered service.
Mandatory ABN is not
required, may utilize voluntary
ABN if desired.
In this instance, does Medicare consider this service
medically reasonable and necessary?**

NO MAYBE, YES
NOT SURE
v v v
Mandatory Mandatory Covered services
ABN is ABN is do not require ABN
required required

**Please utilize guidance in the Medicare Benefit Policy Manual, chapter 15,
section 80.3 and any Local Coverage Determinations (LCD) issued by your
Medicare Administrative Contractor (MAC) to guide your decisions regarding
coverage and medical necessity.

For more detailed information, see the CMS ABN webpage: www.cms.hhs.gov/
Medicare/Medicare-General-Information/BNI/ABN.html.
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For Coding and Reimbursement questions,
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the University of Washington in Seattle, Washington.
Kari Morgenstein, AuD, PASC, is an assistant
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By Vicki Bendure

s public relations profession-

als, we encounter mostly two

types of clients—those who
prefer to ignore media (“if you don’t
engage, they can’t write bad informa-
tion about you”); and those who are
fairly lackadaisical about what they
say to media, including what they
post on social media.

There should be a middle ground,
as everyone should have some appre-
hension in dealing with the press.
Media 101 says, “they are reporters,
not your friends,” and “nothing is
off the record.” Choosing to ignore
media calls does not guarantee that
you’ll stay out of a news story.

In spite of the “fake news” era
and depending on the outlet, stories
in the media have five times more
(and greater) credibility than adver-
tising. The media can be an efficient,
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low-cost avenue in getting your story
out in front of existing and potential
patients.

The best way to tell your story is
to be proactive about it. Call a local
reporter and invite him or her to
tour your practice, to see a hearing
test, and learn about what you do.
Or call the reporter and ask to meet
for coffee close to the media outlet.
Building a relationship is the first
important step to getting positive
news coverage. In building a rela-
tionship you also become the “go-to
expert” for that reporter for anything
hearing related. If you establish
yourself as a good source who will
respond to media in a timely man-
ner (return phone calls as soon as
possible), and make the reporter’s
work easier, you'll easily become the
trusted source.

Before you reach out to a reporter or
call a reporter back, go online and
search for his/her current position
at the media outlet. Look up articles
that have been recently written to
get a sense for interest, tone, and
beat. Know who you'’re contacting.
He or she could be an investigative
reporter or a consumer reporter and
the tone of the story will be signifi-
cantly different than if it’s a medical
reporter writing about the profession
or hearing testing. Never speak with
a reporter until you know exactly
what type of reporter he/she is. Then
prepare.

Gather your notes before calling
back. If the reporter has left you a
message and you have no idea what
he/she is writing about, call them
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back and ask. Tell him or her that you'd like to get all of
the information they need so you can best help them. If
you need to buy time to gather more information, politely
tell the reporter that you will pull together the informa-
tion and call them right back. Or, if you have a patient,
then tell them you’ll call back after your patient. You
don’t need to be caught off guard. Just make sure to call
them back when you say you will.

Don’t Be Afraid to Ask Questions

Ask what the story is about. Ask if the reporter is talking
to other audiologists or companies or just to you. As long
as you ask the questions within the context of being able
to provide the best information to the reporter, they’ll
talk with you. If the story is electronic (television or
radio), ask where they would like to shoot or tape. You
may have to go to a studio location or they may want to
come to your office. Ask if they would like to speak with
a patient, if you have a patient they can talk with. Often
that makes the story even more compelling.

Most importantly, ask about their deadlines. You will
want to find a patient, get to the studio, clear your patient
schedules, etc., to meet the deadline. Respecting dead-
lines is critical to reporters, especially if you ever want to
be called on by him or her again.

Speak Publicly Whenever You Can

Public speaking training is a good basis for media train-
ing. It forces you to condense your story and boil down
your occupation into sound bites. It also allows you to
best determine the media hook for your story. Media are
simply telling stories to an audience. The media land-
scape is competitive because every outlet wants to draw
the most readers, listeners, or viewers. The better you are

in front of an audience and the better you are at speaking,

the better you will be on camera and in interviews.

The key to good media interviewees is the same as
public speaking—you cannot ignore your audience. There
are some who are so secure speaking and so love to
hear themselves speak that they’ll stand in front of an
audience all day and yammer on. Everyone in front of
them may be asleep. Just as with media, you have to be in
tune with the audience. You have to be in tune with the
reporter. Carefully listen to the questions and respond in
concise, easily understood answers.

No one ever fully masters public speaking or deal-
ing with the press. It requires constant practice. Even
if you've been on national television, you will still need
to practice your message and practice listening to the
reporter.
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Don’t Be Afraid to Change the Course
of Discussion

If the interview is going in a direction where you’re not
comfortable, politely change the course. There’s a media
training technique called “bridging” which helps you get
the conversation back on track or drive it where you'd
like for it to be. It is as simple as stating, “I'm not certain
about that but what I do know is...,” or “that’s a great
question but here’s what is probably more meaningful...;
or, “the point I'd really like to get across is...”

Often a reporter will ask at the end of an interview,

»

“anything else you'd like to add?” Often the interviewee
(just being relieved that the interview is over), will say,

“no, I think that is everything.” Never let that opportunity
pass by. Instead, always take the opportunity to either
add more important information or reinforce a point you
made earlier.

Social Media

With social media, stories can quickly travel. Often peo-
ple don'’t realize that anything in the public domain can
be news. Between what you post on social media plat-
forms and what you e-mail around in your office (even
with confidential disclaimers at the bottom), everything
is susceptible to being sent outside of the office. It’s not
unusual for a reporter to look at your accounts when he/
she is working on a story—even your personal accounts.
Posting or sharing controversial information (political
viewpoints, etc.), could impact a news story. It’s import-
ant to ask yourself before posting or e-mailing, “if a news
outlet picked this up, would it damage my reputation or
that of my practice?”

Vicki Bendure with Bendure Communications has media trained
and coached C-Suite executives, physicians, attorneys, and
other professionals across the country. She and a colleague will
host a Media Training Learning Lab as well as two, one-hour
mini training sessions at AAA 2018, April 18, in Nashuville.
For more information, visit www.A A AConference.org.
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Getting to Know the New Trustees

The Foundation is excited and proud to welcome our new trustees. Drs. Kukula, Banjeree, and Brudereck
will serve on the Foundation Board though September 30, 2020. These trustees will join our other board
members and work with the Academy and other affiliated organizations to fill the Foundation’s mission.
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We hope you enjoy hearing more about their experiences, backgrounds, and unique personalities.

Jane Kukula, AuD
PRIVATE PRACTICE
Mentor, Ohio

What's your favorite part of being an audiologist? I
love being in private practice and all that comes with it.

I especially enjoy working for myself. While it’s a busy
practice, I still set my own pace with patients creating
time to enjoy getting to know them, share a laugh or shed
a tear or two. Plus, I find it rewarding to help people hear
again, putting them back in touch with their families and
friends. I've practiced for many years and still haven’t
tired of positively impacting people’s lives.

Do you have fundraising experience?

My fundraising skills were first honed as a member of the
Willoughby Junior Women'’s Club where we raised funds
for community projects and programs, putting on dinner
parties, reverse raffles, auctions, and the Spring fashion
show.

What things do you do for fun outside of the
profession?

I enjoy time with family and friends, and occasionally
binging on Netflix. I like doing things with my hands such
as jewelry making and I've been learning machine quilt-
ing. I would love to see the world and I am working on it
one trip at a time.

Tell us about your family.

I come from a large family and many are still in the
greater Cleveland area. Though I don’t have children, I
treat my nieces and nephews like they are my children.
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Were there any Foundation projects that you were
surprised about when you joined the Board?

I knew of the scholarships and research grants, but wasn’t
as aware of the support of public awareness aspect.

What are you most excited to see in Nashville?

I am looking forward to just seeing Nashville and taking
in the sites. My hope is to hear someone famous playing
in a local bar, or any celebrity sighting would be a fine
with me.

What's the first career you dreamed of having as a kid?
I dreamt of being everything from a teacher to a movie
star. Some of the highlights were an architect, a physi-
cian, fashion designer, dancer, and an artist.

What was the last text you sent?
“Have safe travels,” it was sent to my nephew and his wife
on their way to Cancun.

Where is the most interesting place you’ve been?
I love Europe, especially Italy. The Amalfi coast of Italy is
definitely a favorite.

If you could instantly become an expert in some-
thing, what would it be? I would love to be an IT expert,
the one who comes in and saves the day when the com-
puters go down.

Vol 30 No 2



AMERICAN
ACADEMY OF

AUDIOLOGY
FOUNDATION

Shilpi Banerjee, PhD

OWNER OF SKAFOLD LLC [which
provides technical consulting services]
Hillsboro, Oregon

What is your favorite part of being an audiologist?
The people I am proud to have as colleagues and friends.

Do you have fundraising experience?
Some, for state audiology organizations.

What things do you do for fun outside of the
profession?
Travel, read, small DIY projects.

Tell me about your family.
Sometimes I want to disown them, but most of the time I
love them.

Were there any AAAF projects that you were sur-
prised to learn about when you joined the board?
Member Assistance Program.

What are you most excited to see in Nashville?
Friends and colleagues from around the world.

What's the first career you dreamed of having as a kid?
Astronaut, truck driver.

What's the last text you sent?
“Do you have a minute to talk?”

Where's the most interesting place you've been?
Churchill (Canada), Amazon (Brazil), Poprad (Slovakia),
Hambantota (Sri Lanka), Moscow (Russia), Sofia
(Bulgaria)...the list goes on.

If you could instantly become an expert in something,
what would it be?
Reading people.
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Mindy Brudereck, AuD
OWNER OF BERKS HEARING
PROFESSIONALS, LLC [a private
practice with two locations]
Wyomissing, Pennsylvania

What is your favorite part of being an audiologist?
Helping people improve their communication. I love
getting to know my patients, and developing a good
connection with them.

Do you have fundraising experience?
Yes, mostly for audiology organizations.

What things do you do for fun outside of the
profession?
Go to the Poconos with my family.

Tell me about your family.

I am married, my son and stepson are both 13 years
old and my daughter is 10 years old. We have two dogs,
Clark W. Griswold and Molly.

Were there any AAAF projects that you were sur-
prised to learn about when you joined the board?
Member Assistance Program.

What are you most excited to see in Nashville?
To go to Robert’s Western World and have the Recession
Special!

What's the first career you dreamed of having as a
kid? Maid or veterinarian.

What's the last text you sent?

“He had already cleaned it up by the time I went
upstairs.” My son wrote something mean about his
siblings on the mirror after a shower.

Where's the most interesting place you've been?
Kalaupapa, Hawaii.

If you could instantly become an expert in some-
thing, what would it be?
Woodworking. ®
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Dr. Tacy M. Byham is chief executive officer at Development Dimensions
International (DDI). Lead Like a Girl will empower all leaders to declare
their true worth and ignite impact in the workplace, from the start of their
careers all the way to the C-Suite.

She is the co-author of the acclaimed book, Your First Leadership Job: How
Catalyst Leaders Bring Out the Best in Others, and will be on hand for a
book signing during AAA 2018.

Dr. Dana L. Suskind is a professor of surgery and pediatrics at the
University of Chicago. In her presentation, she will discuss the Thirty
Million Words Initiative, which develops and disseminates evidence-based,
parent-directed programs that encourage parents to harness the power of
their words to build their children’s brains and shape their future.
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Audiologists with Hearing Loss:
A Different Perspective

By Amanda Demas, Kelsey Roy, and Audrey Taylor

n Thursday, April 6, 2017,

at AudiologyNOW! (now

AAA Annual Conference)
in Indianapolis, Indiana, the
annual Deaf and Hard-of-Hearing
Audiologists Meeting sparked
connections and a desire to change
perspectives.

At first, only a few people were
gathered around a conference table.
However, people were soon grabbing
chairs to accommodate everyone
trickling into the room. At this
meeting, a community was born.
Audiology students and profession-
als with hearing loss went around
and shared their own experiences.
The hearing losses of those present
spanned a variety of types, degrees,
and etiologies. Surprisingly, of the
35 attendees, approximately 30 were
students.

One by one, the students began
to realize they were not alone, and
this was a safe place to ask questions

and discuss their experiences. Their
questions included, “What strategies
do you employ to perform listening
checks on hearing aids?” “How do
you score word recognition more
accurately?” “How do you deal with
discrimination when it occurs?” At
the end of the meeting, the stu-
dents walked away knowing they
established a community, even if
they were the only AuD students
with hearing loss at their respective
universities.

A couple of weeks later, Kelsey
Roy, a third-year AuD student at the
University of North Carolina-Chapel
Hill, and Audrey Taylor, a third-
year AuD student at the University
of Texas at Dallas, reached out to
the national Student Academy of
Audiology (SAA) regarding their
experience at the meeting. They
had a desire to form a committee,
with the goal of connecting audi-
ology students with hearing loss,

and empowering them to face the
unique challenges that hearing loss
presents on their paths to becoming
audiologists.

During the summer of 2017, the
SAA Board of Directors voted in favor
of Roy and Taylor’s idea, and the
Deaf and Hard-of-Hearing Students
Subcommittee was placed within the
SAA Chapter and Member Relations
Committee. Amanda Demas, senior
at Loyola University Chicago,
joined Roy and Taylor on the Deaf
and Hard-of-Hearing Students
Subcommittee.

When asked about her experi-
ences with hearing loss and the field
of audiology, Demas said:

I had my hearing tested for the
first time at age five during a
routine school screening. My family
was surprised by the results, and
later testing revealed a bilateral,
mild-to-moderate, sensorineural
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hearing loss. Since I did not have a
family history of hearing loss, this
was a startling realization. My
audiologist helped my family cope
with this diagnosis and helped as I
adjusted to my first pair of hearing
aids.

Over the years, we maintained a
strong relationship. She helped me
develop a positive outlook on my
prognosis, and encouraged me to
consider a career in the field. My
personal experiences with hearing
loss and my audiologist is what
ultimately guided me to pursue a
degree in audiology. I hope that
other students with hearing loss
find the same motivation in their
diagnosis.

While there may be additional
obstacles, I believe that audiologists
with hearing loss bring a unique
perspective to this profession, and
can truly empathize with their
patients. This deeper understand-
ing of hearing loss helps foster
patient care, and demonstrates that
hearing loss does not have to be a
debilitating diagnosis.

Audrey Taylor had a similar
experience, as she did not pass her
hearing screening at a speech-lan-
guage pathologist’s office when she
was four years old. She was initially
diagnosed with a bilateral sensori-
neural hearing loss at MD Anderson.
Her follow-up care was performed at
Texas Children’s Hospital, where she
was the first child fit with a digital
hearing aid. When recalling her
experiences, Taylor said:

As a pediatric patient with hearing
loss, I received compassionate and
quality care, which inspired me to
give back to others. During my col-
lege summer breaks, I volunteered
with Texas Children’s Hospital.
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My most memorable appointment
while volunteering was with a
three-month-old who underwent an
ABR following PE tube surgery. The
parents were devastated when their
child was diagnosed with hear-

ing loss. I remember the mother
weeping as the audiologist spoke
with her and her family regarding
their options. After they finished,
the family approached me to

inquire about my hearing loss. We
discussed that from my experiences,
hearing loss does not prohibit one
from achieving his/her goals. I told
them about my accomplishments,
and hope instantly came back into
their eyes. Afterwards, the audiolo-
gist told me that I have a gift.

Due to my own experiences with
hearing loss, I could do something
she could not, despite her years of
experience. That clinical situation
ignited a passion within me. I plan
to be a lifelong advocate for indi-
viduals with hearing loss, striving
to give them every opportunity to
succeed.

Kelsey Roy was diagnosed with
mild-to-moderate hearing loss at
the age of five years old, but did not
receive amplification until 18 years
old. She was diagnosed during a
time when it was not as common
to fit digital hearing technology on
children with hearing loss unless

it was a severe-to-profound loss.
Roy said:

I did not realize how much I was
missing until the day I wore hear-
ing aids for the first time and had
that eye-opening experience. Ever
since that moment, I’'ve wanted to
help others with hearing loss appre-
ciate how life-changing hearing
technology truly is. I have a passion
to help people who don’t know that
things can get better, much like I

was years ago. I empathize with
patients, and I prove that hearing
assistive technology is nothing to
be ashamed of. I truly believe that
hearing loss is not a disability, and
audiologists with hearing loss have
found their true calling.

Conclusion

While these young women are pas-
sionate and motivated about the
profession and their future patients,
they also have a desire to improve
the lives of other audiology students
with hearing loss. They know first-
hand that students with hearing loss
face additional challenges in the
academic environment. Their hope
is that, through education, they can
reduce the discrimination and bar-
riers that students may face, even
within the field of audiology.

This year, the Deaf and Hard-of-
Hearing Students Subcommittee is
in the process of creating resources
for students with hearing loss. These
will supplement existing resources
such as the applying to audiology
graduate school packet, and will fur-
ther expand on them by discussing
how to register with the disability
office at a university, providing
suggestions for reasonable accom-
modations, and helping students
gain a deeper understanding of their
legal rights.

Additionally, at the AAA 2018
Annual Conference in Nashville,
Tennessee, the subcommittee has
planned the inaugural Deaf and
Hard-of Hearing Students meet-
ing, to be held in conjunction with
and prior to the Deaf and Hard-
of-Hearing Audiologists meeting.
The goal is to provide an outlet for
students with hearing loss to openly
discuss the unique challenges they
may face in their local academic and
clinical environments, and acquire
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strategies on how to best advocate for themselves as
students and soon-to-be professionals.

This meeting will provide students a safe space to
share experiences with those who go through similar
situations, separate from professors or potential employ-
ers. The Deaf and Hard-of-Hearing Students meeting is
the first of many steps in collaborating with colleagues to
better the audiology profession. @

Amanda Demas is an undergraduate student at Loyola
University Chicago and a member of the SAA Chapter and
Member Relations Committee. Her audiological interests
include pediatrics and research on language development in
that population.
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Kelsey Roy is a third-year student at the University of North
Carolina in Chapel Hill and a member of the SAA Chapter
and Member Relations Committee. Her audiological interests
include cochlear implants, hearing aids, hearing assistive
technology, and aural rehabilitation.

Audrey Taylor is a third-year student at the University of Texas
at Dallas and a member of the SAA Chapter and Member
Relations Committee. Her audiological interests include
pediatrics, cochlear implants, aural rehabilitation, hearing
assistive technology, and public education regarding living with
hearing loss.

6TH ANNUAL

CONFERENCE

, AN J your knowledgesbeyont the StUdent_/\W,
X classroom. < g Academyof

I NTE RAC with peers, luminaries, Audlology
and potential employers.

NASHVILLE, TN

AC U I R the latest clinical advances
in audiology from top

experts in the profession.
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New Members
of the Student
Academy of
Audiology

Miranda Adamczak
Halee Albertson
Emma Alscher
Elizabeth Ayo
Katherine Baker
Emily Ball

Emma Beaver

Alexandra Berlin

Lara Binbrikan
Gabrielle Bissell
Lindsey Bittinger
Stephanie Bodet
Kristina Bowdrie
Helen Boyd-Pratt
Haleigh Bradley
Carolyn Brennan

Alexa Brody

Kalie Buchman
Margaret Butler

Amanda Cegelske

Sara Chaffee

Jillian Chapman
Taylor Chesnet

Kirston Clifton

Julie Colaianni

Haley Connolly
Rose Dawson
Leah Demko
Brianna Diaz
Karrigan Dillman
Beth Dove

Tyler Drake

Nicholas Faillace
Sabrena Fennell
Emily Ferguson
Djemila Fields
Michael Figueiredo

Arielle Flowers

William Fox
Faith Gentry
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Brooke Goodson
Hannah Gospodinsky
Shabnam Habibi
Ashleigh Harrison
Natalie Hayes
Hannah Hays
Jenna Hendler
Patricia Herz
Kendra Hoffman
Hannah Holtz
Madeline Horan
Anna Hutton
Chris Hylander
Izabela Jamsek
Rebecca Johnson
Danielle Jorgenson
Kristina Katanic
Perri Keehn

Erin Kelly
Brittney Kinikin
Corinne Kohan
Shreya Kondle
Alexis Kritenbrink
Kyle Langfitt
Brittany Larson
Alexandra Lathe
Heather Lemajeur
Lindsey Leonard
Rachel Lynch
Amelia Mainardi
Jessica Marlowe
Lauren Martin
Alisha McDaniel
Sallie McElroy
Gemma Messina
Ann Miller

Anna Miller
Abigail Mispagel
Holly Mulhern
Abby Muller
Olivia Naegle
Marianna Naples
Aubree Newman
Stephanie Noeller
Shelby Northup
Paxton Oliver-Bingham
Savannah Pena

Nicole Pendleton
Alyssa Pfaffe
Meghan Phelan
Tyler Phillips
Jitpakorn Pichaitanaporn
Lauren Pike
Rachael Piper
Olivia Planas
Laura Potter
Sarah Pounder
Gabrielle Rakidzich
Brianna Ralston
Olivia Riemer
Raquel Rojas
Conner Rouch
Natalie Safdar
Kayla Scott
Grace Smith
Allison Snead
Sara Sommers
Briana Stanikmas
Nicole Stebbins
Abby Stoll

Tara Stremlan
Katie Swalil

Grace Szatkowski
Mackenzie Thaxton
Rachel Treiber
Anna Uminski
Alicia Vilnyanskiy
Julia Visaggio
Hanna Waldo
Hannah Weinman
Meghan West
Erin Westbrook
Tracy Wilkinson
Evangeline Wong
Emma Woolf
Trevor Wright
Carolyn Zaitzew
Jillian Zaloga
Ashley Zambetti
Gabrielle Zerrusen
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Advance Your
Career with

a Specialty
Certification!

Wednesday, April 18, 2018
9:00-11:30 am

ROOM 104 A

Applications are due
February 18, 2018, and late
registrations will be accepted

until March 18, 2018.

www.boardofaudiology.org

AAA

FORMERLY

NASHVILLE

LT

Activities at AAA 2018

Wednesday, April 18-Saturday, April 21
OPEN DURING ACADEMY CENTRAL HOURS

Network, take advantage of charging stations for your mobile devices,
and relax with club-style seating. Wear your special certificant lanyard
for entrance to the lounge.

Open to all attendees!

Thursday, April 19
3:00-5:00 pm

PRODUCT THEATER

Meet leading audiologists, tap into their knowledge banks, and ask
practice questions. This event is FREE.

Thursday, April 19
5:00-6:30 pm

CERTIFICANT NETWORKING LOUNGE

Enjoy small bites and a beverage while networking with other ABA
certificants. Wear your special certificant lanyard to gain access.
Attendees may bring one guest. The event is free to ABA certificants.

*x k &

AAAConference.org

#AAAConf18
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ABA's New Chair and Her Vision

Jennifer (Jenne) Tunnell, AuD, Board Certified in Audiology, PASC, and a CH-AP certificate
holder, is the 2017 chair of the ABA Board of Governors. She has worked in South East Asia
and the Middle East, and has been in the field of audiology for 20 years. Currently, Dr. Tunnell
works in southern Minnesota and is the manager of Mayo Clinic Health System Audiology

for Minnesota.

What led you to the field of
audiology?

When I was a child, I was fascinated
with Helen Keller’s story and her
lifelong challenges living with deaf-
ness and blindness. She stated in her
autobiography that her blindness
separated her from things and that
her deafness separated her from
people. That passage stuck with me
over the years. Add to that the fact
that my father is an audiologist and
a brilliant pianist, and you can see
my path was pretty much written in
the stars! Growing up as a witness to
his love of music and passion for the
profession really ingrained in me the
possibilities the field holds in terms
of helping people connect with the
world through sound.
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What is the most rewarding part
of your job?

When I see a family back for their
child’s hearing aid or cochlear
implant check, and the child doesn’t
want to part with their devices for
me to clean/program them! That’s
when I know that we have truly pro-
vided something meaningful for the
child. I also love how much variety
there is in our profession. No two
days are the same! There is always
something unique about each patient
that we see, and always something
new to learn!

What is the most challenging part
of your job?

Avoiding burnout. Working in a
helping profession is not without
demands and difficulties. It’s hard to

step back and not take work home.
It is a constant effort to ensure that
you are taking time apart from the
job to provide balance in your life.

What difficulties do you see with
hearing loss?
I often see patients who are hesitant
to talk about their hearing loss with
me. There is a perception that age
has something to do with hearing
loss and no one wants to feel old.
Hearing loss can be difficult
to talk about as there are several
stigmas associated with it. One thing
that we provide at our clinic, and I
feel is vitally important, is a support
group. We provide a support group
for patients, as well as their families,
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and give them a safe space where they can
advocate and support one another.

Do you have any hobbies?

I love to travel and study foreign languages.
At one point, I could provide instructions for
a hearing test in 12 different languages! I also
love singing, drawing, cooking, and throwing
theme parties.

What would you like to see during your
time as the chair of the ABA Board of
Governors?

This is an exciting time to be involved in
ABA! We are on the brink of groundbreaking
changes that will propel us further along the
path toward becoming the most compre-
hensive certification of, by, and for eligible
practicing audiologists. We plan to launch
new offerings to improve accessibility for
new graduates entering into the profession,
and are planning new programs that will
continue to provide opportunities for new
and seasoned professionals to advance their
careers along a tangible path to success.

Happenings in ABA!

= In addition to Dr. Jenne Tunnell tak-
ing over as chair of the ABA Board of
Governors at the December 6-8, 2017,
in-person meeting in Reston, Virginia, Dr.
Dennis Van Vliet was nominated as the
vice chair.

= New board members Dr. Jennifer
Drohosky, Dr. Alison Grimes, and Dr.
Joscelyn Martin were also in attendance.

= In April 2018, the ABA Board of Governors
will be meeting at AAA 2018.

= The new CH-TM is off to a great start with
62 registrations and 28 completions. Part
Two of the CH-TM will be out Spring 2018.
Don't forget to sign up!

= QOver 300 individuals are CH-AP certificate
holders. Congratulations! @
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Attending
AAA 20187?

post a job
and schedule interviews with
candidates on-site.

post your
resume and make sure
you click the “attending
AAA 2018” box so employers
can schedule interviews
with you.

Visit

for more information.
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Educating AuD Students for
the Practice of Evidence-Based

his article is the second of
a two-part series on evi-
dence-based audiology and

the education of audiologists. In the
first article (Hall, 2018), the concept
of evidence-based audiology was
reviewed. Also, challenges in the
incorporation of evidence-based
audiology into doctor of audiology
(AuD) programs were identified.
This article offers general and spe-
cific steps and strategies for more
effectively instilling in doctor of
audiology students the principles of
evidence-based audiology, and their
application in clinical practice.

One simple and logical way
to define evidence-based audiol-
ogy is to adapt the definition of

Vol 30 No 2

evidence-based medicine to our
profession. With full credit and
acknowledgment to Dr. David
Sackett (Sackett et al, 1996), we
might paraphrase him in defining
evidence-based audiology as the
conscientious, explicit, and judi-
cious use of current best evidence in
making decisions about the care of
individual patients with hearing loss
and related disorders. The practice
of evidence-based audiology means
integrating individual clinical exper-
tise with the best available external
clinical evidence from systematic
research. Part one of this series
identified multiple serious challenges
inherent in the instruction of evi-
dence-based audiology.

Audiology

By James W. Hall III

There is no widely-accepted or
endorsed strategy for instilling in
doctor of audiology students the prin-
ciples of evidence-based audiology,
but university AuD programs might
consider including the following com-
ponents into the process.

Evidence-Based
Clinical Culture

All academic and clinical faculty
members in AuD programs must
be fully committed to preaching
and practicing evidence-based
audiology. Clear and strong state-
ments in support of evidence-based
audiology should be prominent in
the descriptions of the mission and

evw="
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curriculum of AuD programs. Systems
should be in place to verify consistent,
evidence-based practice in clinical set-
tings, ranging from routine clinic chart
audits to regular review of clinical
policies and protocols to ensure com-
pliance with current clinical practice
guidelines.

Most undergraduates entering
an AuD program lack requisite
research skills such as a
rudimentary knowledge of
statistics or experimental design.
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A Required Course
Devoted to Evidence-
Based Audiology

Scheduled within the first year of the
program, the course is perhaps best
co-taught by one AuD-level faculty
member with extensive clinical expe-
rience and duties, along with another
PhD-level faculty member with
research expertise.

Logical subject matter in the course
would include the following:

1. An introduction to research meth-
odology and experimental design

2. Lectures on best practices, standard
of care, and professional liability

3. Preparation of a research proposal
suitable for an Institutional Review
Board (IRB)

4. A systematic review of clinical prac-
tice guidelines in audiology

Weekly Audiology Grand
Rounds Conferences

This traditional clinical learning forum
in health professions, often scheduled
early in the morning before everyone
heads off to their busy clinics, provides
students with a weekly reminder of
the importance of evidence-based
audiology. Attendance is mandatory for
students and faculty alike.

Typically, the one-hour grand rounds
format begins with a student giving a
case study presentation, including a
relevant literature review, followed by
faculty-led questions and comments,
plus a group discussion with student
participation. Occasionally, visiting
professors or local audiologists are
invited as grand rounds speakers. AuD
programs lacking large and diverse
clinical patient populations might con-
sider participating via teleconferencing
in audiology grand rounds conferences
available at other universities or teach-
ing medical centers.

Regular Journal Article
Reviews

This is another time-honored fixture in
the education of health professionals.
Perhaps once or twice every month, a
student is assigned the responsibility
of selecting one or more peer-reviewed
articles for review. Although all stu-
dents (and faculty) are expected to read
the article (s), the designated student
presents a critical review of the article
before opening up the session to
questions, comments, and discussion.
Academic and clinical faculty members
actively participate in these journal
article review sessions.

Some readers may wonder why a
research or “capstone” project is not
listed among the forgoing components
of the educational effort to promulgate
evidence-based practice in education.
AuD-student-supervised research
projects often do not achieve their
intended goal, that is: “... students must
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be critical consumers of research and be able to apply this
knowledge in evidence-based practice (ACAE, 2016).” A
host of practical problems conspire to minimize the value
of the required student research project.

Most undergraduates entering an AuD program lack
requisite research skills such as a rudimentary knowledge
of statistics or experimental design. Not surprisingly, the
majority of AuD students are interested in developing
clinical competence rather than research skills. Faculty
schedule and interest is another serious limitation. The
research committee directing each AuD student project
consists of multiple busy faculty members who lack the
time and motivation for this additional workload, particu-
larly since the effort rarely leads to an academic payoff like
a peer-reviewed publication.

Due to time-consuming requirements, such as secur-
ing IRB approval and subject recruitment, plus competing
clinical practicum demands, student research projects
may linger on for months or even years with inconsistent
and inadequate progress. Speaking from my experience
as a faculty member, sadly, not all students complete their
project before graduation. To be sure, some research proj-
ects meet the intended goals for select doctor of audiology
students, some of whom decide to pursue a PhD degree
and a career as a clinical scholar.

Conclusion

The time has come for a more intensive, comprehen-
sive, and coordinated approach for evidence-based
audiology education of doctor of audiology students

I
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with close collaboration among varied stakeholders,
including AuD academic programs, major preceptorship
sponsors of fourth-year externships, and the Academy’s
affiliated organizations (AAA Foundation, Student
Academy of Audiology, American Board of Audiology, and
Accreditation Commission for Audiology Education). ®

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 Accreditation Commission
for Audiology Education (ACAE).
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AUDIOLOGY ADVOCATE

Audiology Advocacy Comes
to Nashville

By Rebecca West

hen people think of
W Nashville, they probably
think of country music

and cowboy boots. However, this
April, audiologists from all over
the world will meet in Music City
for AAA 2018 to reconnect with
old colleagues, get caught up with
industry updates, attend educational
sessions—and, yes, have some fun
exploring this fun and historical city.
AAA 2018 offers many diverse
options to expand your professional
horizons, and one of the biggest
opportunities this year will be immers-
ing yourself in the world of audiology
advocacy. Throughout the conference,
there will be numerous advocacy-re-
lated events, covering everything from
the basics to in-depth sessions on state
issues and Medicare. Whether you want
to dive into the details of legislation
or network with colleagues while sup-

porting the Academy’s political action

committee (PAC), there are advocacy
events for everyone at AAA 2018.

For an interactive, comprehensive,
advocacy learning experience, start
your conference off with the new
Advocacy Workshop, to be held April 18,
from 8:30 am to 12:30 pm. It is a great
opportunity for both seasoned advo-
cates and beginners who want to learn
the basics of how government works
and what the Academy’s priorities are
in the advocacy world.

The Academy is engaged on
numerous impactful issues and helps
members advocate for their profession,
from state and local issues, to hosting
visits to Capitol Hill. Attend the work-
shop to learn all about the Academy’s
advocacy efforts and the current issues,
including how you can get involved
through the Academy’s Grassroots
Advocacy Network.

Not only will the Advocacy
Workshop lay out current legislative

and regulatory issues impacting the
profession, but it will teach attendees
to talk about how these issues affect
them and why they are important to
audiologists. Discuss strategies for
audiology advocacy and advancing
audiology policy initiatives and find the
issues you are passionate about. There
will be opportunities to interact and

X
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Network with advocates and learn more about what you can do
for your profession at these AAA 2018 events.

Wednesday, April 18
8:30 am-12:30 pm

The Advocacy Workshop

will feature an overview

of current legislative

and regulatory issues
impacting audiology,

as well as strategies for
effective advocacy to
advance audiology policy
initiatives. There will also be
opportunities for interaction
and networking with other
grassroots advocates.

AAA

FORMERLY

NASHVILLE

T

Thursday, April 19
7:00-9:00 pm

Show your support for

the Academy'’s Political
Action Committee (PAC) by
registering for an exciting
new event. This unique
Nashville event will feature a
tour of the famous Broadway
area on a Pedal Tavern and
includes several stops at
local bars with fantastic live
music.

*x Xk Kk

AAAConference.org
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Friday, April 20
12:30-2:30 pm

Join the Academy for the
third annual State Fair. The
State Fair is an opportunity
for state audiology
organizations to promote the
benefits of state membership
and allow attendees to
connect with individuals from
their state and other states.

Contact Rebecca West at
to
participate in this event.

#AAAConf18
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network with other grassroots advo-
cates and fellow audiologists who have
participated in advocacy events in the
past. This workshop aims to teach you
how to effectively communicate with
your elected representatives, and give
you the tools and resources you need to
get involved on any level.

Also on Wednesday, April 18, a
Featured Session from the Coding and
Reimbursement Committee, titled
“Landlords, Equipment, Payers... Oh My!
Top 10 Tips for Navigating Contracts in
Health Care” is being offered. Sitin on
the session from 2:15-4:15 pm to learn
how to better manage your practice’s
contracts from Radha V. Bachman, a
top-rated health-care attorney.

On Thursday evening, get away
from the convention center and show
your support for the Academy’s PAC by
heading into downtown Nashville for
the Pedal for the PAC event. The PAC s
an essential part of the Academy’s advo-
cacy operation, allowing the Academy
to make campaign contributions to key
legislators, candidates, and committees
that support audiologists and hearing
health-care initiatives. Making these
contributions helps to ensure support
for the Academy’s federal policies and
gains access to exclusive events and
briefings for Academy representatives,
who use these opportunities to advocate
face-to-face on issues affecting audi-
ologists and their patients. Registering
for Pedal for the PAC is a great way to
support the PAC, while also enjoying a
uniquely Nashville experience.

Pedal for the PAC participants will
hop on board a “Pedal Tavern” for a
tour of historic spots, local bars, and, of
course, plenty of live music. Attendees
will see places where country music
legends began their careers and learn
interesting Nashville facts from their
tour guide while spending a fun

5
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evening with other AAA 2018 attendees.
Pedal for the PAC will take place from
7:00-9:00 pm on Thursday, April 19.
There is limited space for this event, so
make sure you sign up early to guaran-
tee your spot!

On Friday, April 20, pay a visit to the
third annual State Fair, which will be
held in the exhibit hall from 12:30-2:30
pm. The State Fair has grown every
year since it began in 2016, becoming an
unparalleled opportunity to learn what
state audiology organizations are doing
all across the country. This is a chance
to get involved with your local audiology
organization, learn about the benefits
of state membership, and connect with
other individuals from your state and
other states.

In addition to these events, there will
be several learning modules for confer-
ence attendees interested in advocacy,
policy, or coding and reimbursement.
The State Relations Committee’s
“Current State Issues: Identifying and
Understanding Licensing, Legislative,
and Regulatory Trend” will feature a
panel of state leaders discussing current
state issues—a great module for anyone
curious about the legislative and reg-
ulatory issues affecting them close to
home. This learning module will take
place on Friday, April 20, 3:00-4:00 pm.

Also on Friday, the Coding and
Reimbursement Committee will

be hosting two learning modules,
“Medicare Basics” from 8:45-9:45

am and “All Things ABN: Medicare's
Advance Notice of Noncoverage for
Audiologists” from 7:30-8:30 am.

Keep an eye out for these modules as
the complete conference schedule is
revealed and make sure you take these
learner-focused, interactive courses
designed to provide practical knowledge
to practicing audiologists.

For anyone who cannot attend AAA
2018 but wants to get involved, we
encourage you to visit the “Advocacy”
tab on the Academy’s website, where
you can catch up on the latest gov-
ernment relations or coding and
reimbursement news, read up on the
PAC, and visit our Legislative Action
Center for up-to-date legislative prior-
ities and engagement opportunities,
like sending letters to your congressio-
nal representatives. Additionally, any
Academy member is always welcome to
join our Grassroots Advocacy Network
to receive frequent advocacy updates
and learn about local opportunities.

The Academy’s advocacy depart-
ment is busy advocating on issues with
Congress and regulatory agencies, and
AAA 2018 is the perfect opportunity to
learn about all the facets of audiology
advocacy and find opportunities to get
involved. Whether you've already been
to Capitol Hill or are newly interested
in the world of advocacy, these events
and sessions will help you grow as
an advocate and leave Nashville with
the tools and connections you need
to confidently engage in advocacy
throughout the year. We hope that you
make advocacy part of your AAA 2018
experience! ®

Rebecca West is the Academy's advocacy
coordinator.

X

Vol 30 No 2



eAudiology

EARN UNLIMITED CEUs

MOST POPULAR WEB SEMINARS CEUs

Tinnitus: Causes, Characteristics, and Biologic Bases (Tier 1) 3

Low-Gain Hearing Aids as a Treatment Option for Patients with Normal
Hearing Thresholds Who Exhibit Auditory Processing Deficits

Understanding the Audiological and Vestibular Effects of Traumatic
Brain Injury (Tier 1)

Marion Downs Lecture in Pediatric Audiology: Brain Changes in Hearing Loss .15

Amplification Effects on Neural Processing A5

UPCOMING LIVE WEB SEMINAR

MARCH 26, 2018, 12:00 PM ET PRESENTER:
Strategies to Improve Parental Ivette Cejas, PhD
Engagement =
0.1 CEUs
eAUDIOLOGY.ORG
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2018-2019 BOARD OF DIRECTORS ELECTIONS

The members presented in this issue of Audiology Today are nominees for the presi-
dent-elect and three member-at-large positions on the Academy'’s Board of Directors.

One of the nominees for president-elect will be elected
by the general membership to serve a three-year term
(one year as president-elect, one year as president, and
one year as past president) beginning October 1, 2018,
and ending September 30, 2021.

Three of the candidates for the member-at-large posi-
tions will be elected by the general membership to serve
a three-year term, beginning in October 1, 2018, and end-
ing September 30, 2021.

The 2018 American Academy of Audiology election of
new board members will be held from April 23, 2018,
through May 25, 2018, immediately following the AAA
Annual Conference.

All Fellow members with an electronic address in the
database will be sent an e-mail linking them to our elec-
tion Web site. Please note the election website is separate
from the Academy website. The link you receive in the
e-mail is unique and can only be used by the member
receiving the e-mail. Once used, the unique link is dis-
abled.

It is anticipated that the new board members and the
new president-elect will be announced in late May/early

AUDIOLOGY TODAY Mar/Apr 2018

June 2018.

Expanded biographical information, position state-
ments, and short videos are available on the election
and Academy website, www.audiology.org. Voting for
the leadership of the Academy is an important privilege
of membership for Fellows of the American Academy of
Audiology.

You are encouraged to

vote and let your voice
be heard!
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Bopanna B. Ballachanda, PhD

Adjunct Professor, Texas Tech University

BS: Speech and Hearing, University of Mysore, 1973
MS:

Audiology and Hearing Impairment,
University of Texas Dallas, 1982

PhD:

Audiology and Hearing Impairment,
University of Texas Dallas, 1988

I want to be innovative and lay the foundation for the
future of audiology beyond 2020. My goals include the
following:

1. Elevate the profession of audiology

2. Create a better awareness of the profession of audiol-
ogy and the professionals to the public

3. Improve compensation to our professionals

4. Support the educational and research needs in
audiology.

My background and experiences in academia (profes-
sor at two universities; wrote the first syllabus for AuD),
research (auditory neuroscience), professional issues (first
to cerumen management and implement teleaudiology),
and clinic work (16 clinics and managed a total of 60 staff
including 18 audiologists with several million-dollar
annual budget) has allowed me to understand the needs
of the audiology profession.

I have seen the Academy grow from its infancy to the
current status as the leading organization, not only in this
country, but around the world. I have served the Academy
in many capacities as a past and present board of director,
trustee of the Academy’s Foundation, and chair and mem-
ber of committees and task forces. I understand the inner
workings of the Academy and that has prepared me to be
the next leader of this organization.

I understand the delicate nature of leading the pro-
fession of audiology in turbulent waters, to achieve the
aspirations and goals of our members to be independent,
financially secure, and respected by our peers as an inde-
pendent profession.

Vol 30 No 2

ACADEMY NEWS

AMERICAN /\(
ACADEMY OF W

AUDIOLOGY

2018-2019 BOARD OF DIRECTORS NOMINATIONS

President-Elect

Catherine Palmer, PhD

Associate Professor, University of Pittsburgh

BS: Communication Sciences and Disorders/Education,
University of Massachusetts, 1984

MS: Audiology and Hearing Impairment,
Northwestern University, 1985
PhD: Audiology and Hearing Impairment,

Northwestern University, 1991

I have dedicated my professional life to serving individ-
uals with communication challenges related to hearing
loss. I have been fortunate to do this through direct
clinical care, educating future audiologists, providing
continuing education, providing professional service, and
adding to our knowledge base through research. Patients
with hearing loss and balance disorders deserve to have
access to experts in communication and balance; those
experts are audiologists.

I believe that being involved in national leadership will
provide me with an opportunity to use my skill set to not
only help our profession position itself for changes that
are coming but to make sure we chart our own course,
keeping what is best for individuals with hearing loss and
balance disorders at the forefront of our decision-mak-
ing. The Academy Board provides the leadership for the
profession of audiology and is the voice of audiology to a
myriad of stakeholders. I would welcome the opportunity
to be part of this leadership and to work with the board
and the entire membership to move towards our pre-
ferred future of accessible, affordable, best-practice based
hearing and balance care.

Given the opportunity to provide leadership as an
AAA Board Member, I will work tirelessly to ensure
that audiologists are viewed as leaders in the preven-
tion, assessment, and treatment of hearing and balance
disorders.
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Member-at-Large

Chris Araj, AuD

Board Certified in Audiology
Founder, Owner and Audiologist,
Pearland Hearing Aids and Audiology

BS: Communication Disorders, Lamar University, 2007

AuD: Audiology, Towson University, 2011

I've been involved in our Texas Academy for the past
several years and [ want to be more active on the national
level. I've been on the slate twice for the ABA Board of
Governors but unfortunately was not elected. I think that
I provide a unique perspective being a new professional
with prior leadership experience and being a practice
owner that started a business independently from
scratch.
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"""T‘ Samuel Bittel, AuD

Audiologist, Hearing and Balance Specialists
of Kansas City

BS: Psychology, Fort Hays State University, 2001
BA: Sociology, Fort Hays State University, 2002

AuD:  Audiology, Nova Southeastern University, 2008

Audiology needs people who are passionate about keep-
ing our profession viable and forward moving through
active involvement in our professional organizations. It
is imperative that the Academy engage young private
practitioners who are highly motivated to drive audiology
forward. This is vital as we consider the challenges that
our profession will face in the forthcoming years (from
OTC hearing aids and third-party reimbursement to
direct access and professional organization unification).
Those of us with a lot of skin in the game and a vision for
the future of our profession must be actively involved.

I feel that I fit the mold of what our profession and the
board need. I am highly motivated to help steer audiology
in a direction that benefits audiologists and the patients
we serve first. The time to rest on our laurels has passed.
We have settled for low salaries and reimbursement,
physician referral requirements, fragmentation amongst
our professional organizations, questionable educational
standards, and an underappreciation/misunderstanding
of our services from the medical community and the
public for long enough. The Academy needs a passionate
board now, as our profession often seems reactionary and
not proactive. It is time to aim high, and I am ready for
the responsibility.

I have done all that I can through state-level involve-
ment and want to dedicate my energies to audiology at
the national level. Audiology is my passion and I want to
do all that I can to better our profession.
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Member-at-Large

Andrea Green, AuD
Board Certified in Audiology
Assistant Professor, University of Miami

BS: Communication Sciences and Disorders,
University of Oklahoma, 2010
AuD: Audiology, Vanderbilt University, 2014

My positive experiences within the Academy, strong
sense of professional duty, and unique perspective as

a new professional have encouraged me to pursue a
position on the Academy Board of Directors. I believe the
Academy is poised to “steer the ship” in consistently inno-
vating and challenging our education system, advocating
for our patients and membership, and developing public
awareness campaigns. Accordingly, I have dedicated a
significant amount of my time and efforts in support-
ing the Academy through my professional involvement.
These experiences have been invaluable in positively
altering the trajectory of my career and encouraging me
to increase my level of involvement in our organization.

Additionally, as audiologists, it is part of our profes-
sional responsibility to contribute to our field. Though
there are a variety of ways to contribute, I am most pas-
sionate about volunteer leadership. Therefore, I would like
to serve on the Academy Board as part of my professional
responsibility as an audiologist, helping to affect positive
change for the future of our field. Finally, I am motivated
to pursue this position to provide a fresh perspective as
a new professional. It is of the utmost importance for
the Academy to continue its mission of representing and
engaging all audiologists.

In continuing this legacy and ultimately ensuring the
future of our organization, it is important to give a voice
to all audiologists and include board members that repre-
sent diverse perspectives. As a new professional, I could
contribute constructive and creative ideas to help shape
the implementation of the Academy’s strategic plan.

Vol 30 No 2

Dawn Hulthen Konscol, AuD
Board Certified in Audiology
Director, ENT Ancillary Services

BS: Communicative Disorders, University of Akron, 1995
MS: Audiology, University of Akron, 1996
AuD: Audiology, AT. Still University, 2012

I believe it is important to be a part of our professional
organization and contribute back into our field our
expertise due to the changes to hearing aid availability,
governmental legislative changes, insurance billing,
licensure challenges, and defining our future goals and
objectives. We, as a group, weather significant challenges
from outside our profession. I believe my position in a
large ENT and audiology practice has enabled me to have
a diverse perspective that could be beneficial.

Having established and grown a significant extern
program has provided me a view of the future through
their eyes, and a first-hand look at the training and
preparedness we are providing future audiologists. As a
profession, we need to be better and stronger in our aca-
demic training and externship programs to build a group
ready to absorb the changes that are coming. We rely on
the information provided by our professional leaders and
the Academy, and I would like to contribute toward mak-
ing our Academy a stronger resource and driving force in
the future of our profession.
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Member-at-Large

Steven Madix, PhD
Associate Professor,
Louisiana Tech University

BA: Pre-professional Speech Language Pathology
and Audiology, Louisiana Tech University, 1995
MA:  Audiology, Louisiana Tech University, 1997
MA: Speech Language Pathology,
Louisiana Tech University, 1999
PhD: Speech and Hearing Science,

University of Tennessee, 2005

I am interested in serving on the Academy board because
I have spent the last several years advocating for audi-
ology in my home state of Louisiana, and have been
successful in advancing our profession there. I would like
to share the things that I have learned through advocacy
with the Academy board to help plan and implement posi-
tive changes for the profession on a bigger scale.
Working at a university, it is important to me that
the students we recruit and prepare to be audiologists
enter into a field where other health care professionals
are aware of their value and respect their contributions
to health care. Many things are occurring around us that
will change the way the public views us, and the way we
will interact with them, as well. There is opportunity in
these changes and I want to help ensure that audiology
has the leading voice in these conversations so that we
can advance our profession.
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Kari Morgenstein, AuD, PASC
Director, University of Miami Children’s
Hearing Program

BS: Speech and Hearing Sciences,
Indiana University, 2009

AuD:  Audiology, University of Florida, 2013

Like many other health care professions, audiology
currently has many challenges facing us. With team-
work and collaboration, we can turn these challenges
into opportunities. As a collective unit, audiology can
continue to move in the right direction. We must start

by doing a better job of engaging all of our members,
including new professionals. While it is cliché, the reality
is that these new professionals are the future of audi-
ology. We need to invest in new professionals early in
their careers and capitalize on their passion, enthusi-
asm, and unique perspectives. As a past president of the
Student Academy of Audiology, a member of the New
Professionals Subcommittee, and of the New Professional
Audiology Conference Steering Committee, I have been
fortunate to see firsthand the dedication that this group
of professionals has and their unwavering desire to ele-
vate the profession. As a 2013 graduate, I am interested in
serving on the Academy Board so that I can be the voice
of new professionals on the national level. I have several
innovative ideas on how we can cultivate and engage

all members, including new professionals. While this
may not be an easy task, it is one I am ready to conquer
through hard work and perseverance.
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Ashley Paige Peterson, AuD, PhD
Board Certified in Audiology

Director of Hearing and Balance/

Chief Operating Officer, Great Hills ENT/
Hearing and Balance Center of Austin

BS: University of Wyoming
MA: 2005
AuD: Audiology,

University of Kansas Medical Center, 2007

PhD:  University of Kansas, 2010

AsIseeit, if you feel that something needs to change

you have one of two options: (1) Step up and be part of
the solution, or (2) Keep your opinions to yourself. As an
entrepreneur, clinician, and preceptor I see many areas
where our profession can improve. I am interested in ser-
vice to the Academy board because I believe that bringing
new ideas and insights to the table may lead to solutions
we may not have thought possible.

It is easy to sit in the comfort of your own home and
criticize how things are going from the safety of Facebook
or an e-mail thread, it is quite another to actively attempt
to be part of the solution. Having served on two com-
mittees in the past, I know the dedication of those who
volunteer to serve our profession as well as those with the
Academy. It takes work. Messy, dedicated, unrecognized,
long-hours away from your family work. I am willing and
able to put the time in to help make the future for other
audiologists a bit brighter at the end of my term.
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Angela Shoup, PhD

Professor, Otolaryngology; Chief,
Communicative & Vestibular Disorders, UT
Southwestern Medical Center

BS: Speech Pathology and Audiology,
University of Texas at Dallas, 1989

MS: Communication Disorders,
University of Texas at Dallas, 1992
PhD: Human Development & Communication Sciences,

University of Texas at Dallas, 1994

As an active and engaged audiologist, I appreciate the
shared responsibility of contributing time and effort to
the betterment of our profession. I have been a member of
the American Academy of Audiology for many years and
have had the opportunity to serve in multiple capacities.
Through these experiences, I have recognized the multi-
faceted contributions of the Academy to the professional
life of members and to the quality of services we provide
to our stakeholders. These stakeholders include patients
who come to us for support with hearing, tinnitus or
balance difficulties, and also their families, the public,
students, and scientists. The Academy serves to ele-
vate our profession by providing an aspirational code of
ethics, scope of practice, and guidelines for professional
comportment.

The Academy provides tools to achieve these aspi-
rations through web-based continuing education,
publications, practice management tools and educational
offerings at conferences, including but not limited to the
annual Academy meeting. Further, the Academy seeks
to educate other stakeholders through legislative efforts
and public relations outreach. The Academy promotes
educational excellence for audiologists and for students
entering the profession, and supports research and inno-
vation in hearing and balance. All of these are crucial for
the profession to remain viable—and all require not only
financial support, but also time and talents of volunteers.
My personal and professional philosophies align with the
dedicated vision of the Academy. As I have benefited from
the efforts of my colleagues, I am interested in contribut-
ing through service on the Board of Directors. ®
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Honors of the Academy

Awarded to one audiologist and one non-au-
diologist for their exceptional support of the
field of audiology and/or the patients we serve
by focusing on issues that directly affect the
profession and/or consumers with hearing loss
and balance disorders.

David A. Zapala, PhD
David A. Zapala, PhD, is an associate
professor of audiology in the College
of Medicine, Mayo Clinic Foundation. He is
also a senior consultant in otorhinolaryngology and the
chair of the audiology division at the Mayo Clinic Florida.
He is active in direct patient care; resident, fellow, and
post-doctoral mentorship; clinical research; and clinical
information management. From a research perspective,
he has focused on mathematical modeling methods to
improve audiological and vestibular diagnostics and
to quantify the functional consequences of hearing
impairment.

Dr. Zapala has served on the American Board of
Audiology, the American Academy of Audiology Board
of Directors, and the American Balance Society Board of
Directors. He is also a past president of the Tennessee
Academy of Audiology. He is currently funded by the
National Institute on Deafness and Other Communication
Disorders to study ways of decreasing the cost of hearing
health care associated with hearing aid use.

Jerger Career Award for
Research in Audiology

Awarded to an individual for research con-
tributions in the field of audiology/hearing
science, whose work has had major impacts on
the field and/or practice of audiology.

Laurie Eisenberg, PhD

For over four decades, Laurie Eisenberg,
PhD, has conducted research on the
evaluation and capacity of children with
hearing loss to develop speech and language skills. Most
notably, she formed an early research partnership with
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Dr. William F. House that focused on the pioneering
single-channel cochlear implant. These seminal studies
paved the way for today’s more advanced multichannel
systems. More recently, again, as a pioneer researcher, Dr.
Eisenberg played a significant role in the development of
the auditory brainstem implant.

Over the past 20 years, she has also focused on the
development of methods for fitting and evaluating the
efficacy of hearing aids in children with more moderate
hearing losses. Together, these research interests of Dr.
Eisenberg have provided her with continuous federal
funding for over 25 years. In combination, her research
efforts represent the standard of care for both children
and adults with severe-to-profound hearing loss.

Outstanding
Early-Career Audiologist

Awarded to an individual who has been prac-
ticing in the field of audiology for generally
less than 10 years, who has made outstanding
contributions to the profession. The recipient
shall have made notable contributions in one
or more of the following areas: outstanding
clinical practice and/or patient care; teaching
or mentoring; advocacy; research; and excep-
tional service to the profession of audiology.

Jamie Bogle, AuD, PhD

Jamie Bogle, AuD, PhD, began her graduate
career at University of Colorado in Boulder
earning her AuD in 2007 and PhD in 2010.
Following this, she was a research fellow at Gallaudet
University and a post-doctoral position at Mayo Clinic
Jacksonville in the area of vestibular research. Since
graduation, she has grown her career exponentially in
a short period of time. She is currently employed at the
Mayo Clinic in Scottsdale. In addition, she holds aca-
demic appointments at several universities, has many
peer-reviewed papers, has presented nationally mostly
on various vestibular topics including concussion, is a
reviewer for fifteen journals, and provides patient care.
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Humanitarian Award

Awarded to an individual who has made
significant voluntary and/or philanthropic
contributions to under-resourced communi-
ties through provision of audiology or ear and
hearing services, philanthropic development
of educational programs, and/or other ser-
vice-oriented activities. Work that is done in
conjunction with the nominee's employment
1s usually not considered as being relevant for
this award.

Nora Stewart, MA

Nora Stewart began working in the

hearing health-care industry in 1996. In
2000, she and her husband built a suc-
cessful private practice in Fort Wayne Indiana. In 2011,
they founded the HearCare Connection, a not-for-profit
clinic providing hearing assessment and hearing aids for
under-served individuals in their community. HearCare
Connection is supported through grants, donations, cor-
porate sponsorship, and volunteerism providing services
on a sliding-fee and reduced-fee basis. The program
empowers recipients of its services to give back to their
community through volunteer work in a model referred
to as the “circle of giving.” To date, HearCare Connection
has helped nearly 400 individuals and has inspired more
than 4,000 hours of volunteerism in the local community.
Nora also serves as the Chief Vision Officer of the Entheos
Audiology Cooperative, an organization that helps
audiologists to give back to the local and international
communities.

Samuel F. Lybarger
Industry Award

Awarded to an individual who has made
important contributions to research or engi-
neering achievements within the field of
audiology. He or she should have been, or
should be, employed by a company or corpora-
tion in the hearing health-care field but must
have made contributions that extend beyond
their service to the company.
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Ora Buerkli-Halevy

Ora Biierkli is receiving the Academy’s
Samuel F. Lybarger Industry Award in
recognition of her outstanding contributions
to the fleld of audiology over the past 30 years, extending
beyond her service to Phonak. As Vice President of Global
Audiology for Phonak, she has acted as a passionate link
between teams at the company and the scientific and
clinical audiological communities internationally. She
was among the first to initiate controlled clinical trials
of product performance — now the standard in our field.
Through her leadership, and by leveraging the resources
of Phonak, she significantly contributed to transforming
clinical practice internationally and to improving the
quality of life of those who have hearing loss.

Outstanding
Educator Award

Awarded to an individual who has made sig-
nificant contributions to audiology through his
or her dedication and skill to the education of
students of audiology. The individual may be a
clinical or academic educator but should be a
faculty or adjunct faculty member of a creden-
tialed AuD program in the U.S.

Jenny Weber, AuD

Jenny Weber, AuD, has made significant
contributions to the field of audiology
through her dedication and focus on excel-
lence as an educator, clinical supervisor, and mentor of
audiology students. Dr. Weber serves as program coor-
dinator for the Audiology Speech-Language Sciences
Department for the University of Northern Colorado.
She has successfully integrated her robust teaching and
research interests to prepare her students in amplifica-
tion, diagnostic audiology, aural rehabilitation, pediatric
assessment, and habilitation. Her colleagues and stu-
dents consider Dr. Weber to be the ultimate professional
and role model through mentoring, volunteering, and
research.
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Marion Downs Pediatric
Audiology Award

Awarded to an audiologist for exceptional con-
tributions in pediatric audiology either as an
educator, clinician, or scientist.
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ap® Susan Scollie, PhD

Susan Scollie, PhD, is recognized as a

| global leader in pediatric amplification,
particularly related to her work at the
University of Western Ontario. Dr. Scollie has continued
to refine the Desired Sensation Level (DSL) Version 5.0,
originally developed by Dr. Richard Seewald. At Western
University, she leads the child amplification laboratory
team to develop, implement, and evaluate evidence-based
protocols for the Ontario Infant Hearing Program. She

has presented nationally and internationally and has

published numerous articles on topics related to DSL,
verification, and pediatric concerns of amplification.
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The 2018 JAAA Editor's Award

These awards will be presented to Dr. Gaffney and Dr.
Schafer on Thursday, April 19 at the Honors and Awards
Banquet during AAA 2018. The award is given annu-

ally to one or two members of the editorial board of the
Journal of the American Academy of Audiology (JAAA) for out-
standing contributions to the peer review of the journal.
Awardees Gaffney and Schafer were chosen by editor-in-
chief Gary P. Jacobson, PhD.

Erin C. Schafer, PhD

Dr. Schafer is a professor and the director of Graduate
Studies in Audiology at the University of North Texas,
where she has been a faculty member since 2005. She
received her PhD in communication sciences and disorders from
the University of Texas at Dallas in 2005. Her research programs

on the assessment and (re)habilitation of adults and children with
hearing loss and auditory disorders have produced 61 peer-reviewed
publications, four textbooks, 59 national and international podium
presentations at conferences, and $528,000 in external grants and
gifts. She is the past president and journal editor for the Educational
Audiology Association, board member for the Auditory Implant
Initiative, and serves as a reviewer for 17 professional journals. Dr.
Schafer was honored with the University of North Texas Office of
Research and Innovation Teacher Scholar Award in 2017 and the
Cheryl Deconde Johnson Award for Outstanding Achievement in
Educational and Pediatric Audiology in 2013.

Patricia Gaffney, AuD

Dr. Gaffney is currently an associate professor at

Nova Southeastern University (NSU) in Ft Lauderdale,

= Florida. She earned her bachelor's degree from the
George Washington University and her doctor of udiology from the
University of Pittsburgh in 2005. She joined the audiology department
at NSU in 2007. At NSU, she teaches the introductory vestibular class,
vestibular lab, the advanced vestibular class, and a vestibular spe-
cialty course designed for advanced students who wish to specialize
in vestibular diagnostics and treatment. She also teaches amplifica-
tion I and I and accompanying labs. In addition to teaching, she sees
patients in the NSU audiology clinic and is also the director for the
NSU inter-professional fall prevention clinic. Dr Gaffney has presented
at various national and state meetings on various topics including
vestibular, amplification, and professional issues. Dr Gaffney also
maintains memberships in several organizations and volunteers for
various committees. ®
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Maha Al-Sulaiteen MD
Sara Bachinski, AuD
Stefanie Behnke, AuD
Tara Bodziak, AuD

Amy Cavallo MA

Alexa Del Tufo, AuD
Nicole Derda, AuD

Troy Dyer, AuD
Chamutal Efrat

Amy Escamilla, AuD

Paul Groesbeck, AuD
April Hubbard, AuD
Tracey Hudson MS
Deepak Kumar AuD
Justine McDermott, AuD
Jennifer Mock, AuD
Donald Parr

Christine Pickup, AuD
Christina Rasmussen, AuD
Macy Schott, AuD

Faith Sikorski, AuD

Abby Smith, AuD
Thomas Strini, AuD
Stacy Szymkowski, AuD
Riki Taitelbaum-Swead PhD
Barbra Timmer PhD
Kimberly Tullock MA
Michael Vekasi MS
Adam Waters, AuD
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Hands-free connectivity from iPhone® and
Android™ to both ears, and more

Introducing ConnectClip

ConnectClip is a wireless accessory that transforms Oticon
Works with |! Opn™ hearing aids into a wireless, hands-free headset to
gﬁ’éﬂgﬂﬁﬁl stream clear, high-quality sound to both ears from modern
smartphons and many other devices.*

Uses efficient 2.4 GHz Bluetooth Low Energy (BLE)
technology with OpenSound Navigator™ to transmit speech
that's free from unwanted noise. ConnectClip can also be
used as a remote microphone in noisy settings and as a
remote control.

Made for Works with

BiPod [JiPhone [JiPad Android™

Learn more on oticon.com/connectclip

* ConnectClip works with all smartphones with Bluetooth from 2010 onwards, including Android™ and iPhone®.
Apple, the Apple logo, iPhone, iPad, and iPod touch are trademarks of Apple Inc., registered in the U.S. and other o co n
countries. Android is a trademarks of Google Inc. The Android robot is reproduced or modified from work created
and shared by Google and used according to terms described in the Creative Commons 3.0 Attribution License. PEOPLE FIRST
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Signia Nx with OVP™ for the most natural
own voice and highest acceptance.
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Pure Charge&Go Nx: Own Voice Processing (OVP) is now rechargeable!

Signia Nx, the world’s most
advanced hearing aid platform,

is now rechargeable. Introducing
Pure® Charge&Go Nx, a lithium-ion
inductive charging hearing device
that also provides the most natural
own voice for highest acceptance*
with its patented Own Voice
Processing, OVP.

Now you can provide our best
sound quality and our best

hearing performance, even in loud
environments, without compromise
in a rechargeable solution.

Patients can enjoy natural hearing
all day long on a single charge
without fussing with batteries as
well as direct streaming of high
quality music, phone calls, and TV
via Bluetooth® low energy.

* 2017 "First Fit Study” conducted at Hérzentrum Oldenburg examining the effect of own voice
processing on spontaneous acceptance after first fit of hearing aids.

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.

Copyright © 2018 Signia GmbH. 1/18 SI/18328-18

For more information, visit
signiausa.com/purecharge

or contact your Signia Sales
Representative at (800) 766-4500.
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Pure Charge&Go Nx
with charger



