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Welcome to the June issue of BSHAA People. We have a selection of articles for 
you in this issue on person-centred care. Thanks to Anna Pugh, Curtis Alcock, 
Dr Hashir Aazh, Caitlin Barr and Nerina Scainci for contributing their expertise. 
I hope you find them informative and useful. The next BSHAA webinar at the 
end of June also has a person-centred care theme, so make sure you book your 
place – free for members, as always.

We also have information about BSHAA’s professional development day in  
central London on 8 September, and details on renewing or applying for  
Fellowship this year.

Peter Sydserff explores the complications that can unfurl when a customer loses 
part or all of a hearing system, and Dr Piers Dawes looks at hearing and dementia.

And we have a look back at the inaugural BIHIMA conference, with BIHIMA 
chairman Paul Surridge giving us his thoughts on the event.

Again, thank you to all our contributors to this packed issue of BSHAA People. 
As always, I’d love to hear from you if you’d like to submit an article for a future 
issue. You can email me at editor@bshaa.com. The next issue will be dropping 
through your letterbox in August, and the deadline for submissions is Monday 
16 July.

You can also keep up to date with the latest news and information from the 
Society and the wider profession on our website and our social media channels 
– you can find us on Twitter, LinkedIn and Facebook. 

Jamie Summerfield, BSHAA People editor

editor@bshaa.com 
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President’s Page

No doubt you’ll have heard of 
person-centred care. It’s a model 
that respects individual preferences 

and values, involves family and friends, 

and reinforces shared decision-making 
and goal setting. It’s of huge value to our 
profession as we continue to move away 
from the incorrect perception that all we 
do is sell hearing aids.

We have a series of articles in this issue 
of BSHAA People that will help you to 
understand person-centred care and to 
implement its principles in your practice. 
I’d like to thank our contributors – Curtis 
Alcock, Dr Ashir Haaz, fellow BSHAA 
Council member Anna Pugh, Caitlin Barr 
and Nerina Scarinci. Please do take the 
time to read and reflect on them. 

And do make sure you book your place 
on our webinar on Thursday 28 June with 
Dr Brian Taylor, who will look at 
maximising patient outcomes in the era  
of consumer-driven healthcare. It will be a 
fascinating discussion, and patient-centred 
care will feature heavily. As always, our 
professional development webinars are 
free for members, so head to  

www.bshaa.com/webinars to book

your place – and to view recordings of all 
the webinars we’ve held so far. We have a 
great selection of webinars in the library 
now.

Like many of you, I’m sure, I’ve been 
reflecting on person-centred care.

A quote from Dr De Wet Swanepoel in a 
recent interview for the Audiology Online 
website really struck me. Dr Swanepoel 
is a professor in the Department of 

Speech-Language Pathology and Audiology 
at the University of Pretoria in South 

Africa. He was asked what audiologists 
should be doing to prepare for market 
threats. 

“Never has it been more important,” 
he said, “for audiologists to differentiate 

themselves in their service provision. 
Audiologists should not define their  
practise solely as a hearing test operator 
and a dispenser of hearing aids. Audiologists 
should be defined as person-centred  
clinicians or managers of lifelong  
communication, supporting people across 
the entire patient journey from awareness 
through to intervention and continued 
support.”

The
person-centred

// SARAH
 VOKES

PRESIDENT, BSHAA

> president@bshaa.com
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In a world where consumer technology is 
starting to have a real impact on people’s 
ability to look after their hearing, not to 
mention the over-the-counter legislation in 
the US, we, as hearing care professionals, 
must move beyond the simple service or 
products that we deliver.

It was a theme that came up repeatedly at 
The Future of Hearing Technology,  

BIHIMA’s inaugural conference in  
Birmingham in May.

In a fascinating and thought-provoking 
presentation, Curtis Alcock set out 
to answer the question: will hearing 
technology ever remove the need for 
the hearing care professional? Well, he 
said, it depends on what kind of hearing 
professional we want to be. Do we want 
simply to perform hearing tests and fit 
hearing technology? Technology and new, 
automated models of service could well 
make these functions of a hearing care 
professional obsolete in the future. If we 
define ourselves by a narrow product 
or service, obsolescence is never far 
behind. What we must do – as Dr De 
Wet Swanepoel explained so clearly – is 

position ourselves as guardians of lifelong 

communication and hearing. Which is why 
person-centred care is so important to 
the future of our profession.

These ideas and themes are why, in my 
own business, we’ve developed a new 
‘Total Care’ approach to move beyond 
the idea that all we do is test hearing and 
prescribe hearing aids.

So I urge you to read and reflect on the 
articles in this issue, to take part in our 
webinar on 28 June, and to implement a 
person-centred approach in your practise.

I would also urge you to have a good look 
at the work being carried out by the Ida 
Institute on person-centred care. 

The Ida Institute is an independent, 
non-profit organisation working to 
integrate person-centred care in hearing 
rehabilitation. They have a range of tools 
that you can utilise which allow hearing 
care professionals to apply person- 
centred care in their daily practice helping 
open communication between hearing 
care professionals and their clients. You 
can gain a better understanding of your 

clients’ needs and wants, involve them in 
the rehabilitation process, and improve 
outcomes.

In April, the Institute launched Inspired by 

Ida, a new program which allows hearing 
care professionals to enhance their  
counselling skills and differentiate their 
practice through person-centred care. 
Participation in the Inspired by Ida program 

is free of charge for individuals and for 
organisations that register by the end of 

this year. 

You can find out more at  
www.idainstitute.com 

Finally from me for this issue and looking 
ahead to later this year, you can find more 
details in this issue on BSHAA’s development 
day in central London on Saturday 8 
September. Last year’s event was a real 
success and this year’s is shaping up to be 
even better. 

I hope to see you there. r

person-centred
issue
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The CEO says…

C
uriosity is one of the greatest 

assets a person can possess. A few 
years ago, the King’s Fund  

commissioned me to prepare a paper for 
their first annual summit on leadership, 
drawing specifically on systems thinking.  
The research revealed seven characteristics 
which are particularly important attributes 
for leaders to demonstrate when they are 
part of a complex, interwoven system.  
These seven fit neatly into three groups, 
summarised in typical business school 
fashion by alliteration: namely clarity, 
curiosity and courage.

Curiosity – a trait of never being satisfied, 
but always seeking something new, or a 
better explanation. I’ve been blessed with 
more than my fair share, and I revel in it.  
As I was growing up, I was always  
fascinated by new discoveries – keen to 
take things apart to find out what made 
them tick and I learnt very early in life to 
make sure I understood how to put them 
back together again. I’ve made a career 
out of discovering new things because of 
this obsessive degree of curiosity. I’m sure 
I’ve irritated a few people throughout my 
working life, by not accepting things at 
face value, always keen to probe deeper.

Etymology is just one of the areas I find 
fascinating – there is so much to learn by 
going back to the origin of a word and 
following the twists and turns of its  
development – sometimes following 
a clear flow of thought, yet at others 
sprouting off in a completely different 
direction. Occasionally for the unwary, 
suggesting connections that don’t exist.

It took me some time after entering the 
world of hearing care to realise that the 
word audacious, has no linkage with the 
word audiology. Both have their origins 
in Latin, but audiology is rooted in audio 
– to hear, whereas audacity stems from 
audax – daring.

I can think of many useful illustrations 
if only there were a real link between 
these two. Instead, I’m left with just one 
important thread stemming from these 

two words. A thread that explores how 
new meaning has been vested in words 
as they have been adapted and used in 

certain contexts. In this instance, the new 
meaning has been retained even after the 

context has changed widely and all linkage 
back to the true origin has become  
obfuscated. I’m sure you are all aware 
that the concept of audit must be directly 
linked to hearing.

Its usage may of course have existed from 
much earlier times, but the current 
concept of audit harks back to the  
substantial growth of the merchant class, 
the growth of international sea trade, and 
the creation of the early stages of what 
we now know as the stock market. As 
the merchant seamen raised sufficient 
funds to cover their high risk costs of 
plying the oceans, buying their cargoes 
and hopefully selling the delivered goods 

at a profit, it was essential that the 
merchants were able to justify what they 
paid to their investors, sometimes a share 

of profit, but at others liability for the 
losses. In days when numeracy and 
literacy were rare, the merchants would 

How

audacious is that?

// DAVID
 WELBOURN

CEO, BSHAA

> chiefexecutive@bshaa.com
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be expected to tell their story before a 
gathering of their investors and peers. 
Their story was their “account”: – hence 
the forming of the accountancy profession. 
When the account would be an oral 
statement, the demand from their 

investors was to “let it be heard”. Audit.

Only by telling the story, could those to 
whom the traders were accountable, 
hear for themselves the truth and verify 

its validity. So it is that the process of 
audit became firmly entrenched in the 
financial world, growing over time with 
ever greater sophistication, but always 
using tools of validation and verification to 
probe the details of the accounts.

In more recent times of course, these 
same principles which have worked so 
well to establish a reasonably firm bedrock 
of confidence in the corporate world have 
been further developed, to bring similar, 

but more sophisticated meaning, into the 
clinical world. So we now have the important 
practice of clinical audit, in which independent 
assessors look at the chain of events 
involved in making clinical interventions. 
They seek to verify that care has been 
provided according to known protocols, 
and to validate the findings in areas where 
innovative practices might emerge from 
the evidence and its interpretation.

The process of audit is now far removed 
from its origin of hearing the spoken 
word. It has taken on a natural meaning 
of providing independent proof of claims 
made when measured against the  
accepted wisdom and practice.

At this moment in the world of audiology 
we are brought full circle of course. With 
the biennial re-registration of Hearing Aid 

Dispensers underway, it is incumbent on 
you to confirm that you have met the 
conditions placed upon you as an HCPC 
registrant. When you sign-off your 
application to renew your registration, 
you are signing your account that you 
have indeed complied with the standards 
of proficiency, and followed the standards 
of conduct, performance and ethics in all 
your practice. You are also signing to 
acknowledge that, through your Continuing 
Professional Development, you have 

continued to invest in your own professional 
bank of knowledge, understanding and 
experience to the benefit of your clients. 
I hope that you’ve heard or read my own 
thoughts that through this process of 
CPD, you have not only added professional 

capital to your own “bank account” on 
which you will draw later, but also added 
to the bank of wisdom and knowledge 
representing the whole profession, so 
that some of your experience is available 
as an asset from which others may also 
draw down.

All this metaphor of intellectual capital  
underpinning professionalism builds 

solidly on the language of accountancy 
and audit, so it is only natural that a 

percentage of those signed-off accounts, 
at the point of renewal should be sampled 
to provide the proof of the veracity and 
validity of the evidence behind those 
renewal signatures. If you happen to have 
been selected for the audit sample, I trust 

that your commitment to professionalism, 
reflection on your practice, and evidence 
of your learning are all in order. Your CPD 
portfolio is your personal and professional 

account of how you adapt and build on 
your training and the wisdom of the  
profession to deliver the highest quality 

and most compassionate care to each of 
your clients. When taken collectively across 
the whole profession, these accounts 
make up the evidence of why the future 
of audiology will continue to be strong 
and buoyant, whatever turbulence lies 
ahead for the industry.

Auditing audiology. Let the truth of hearing 
care be heard! I like its symmetry as we 
come full circle.

All of this provides the foundation on 

which BSHAA’s Fellowship offers the 
opportunity for members to demonstrate 

that they are not content with simply 
meeting expectations defined by regulation. 
The HCPC standards of proficiency set 
the bare minimum requirements for you 

to meet at all times in your professional 

practice. Their standards of conduct,  
performance and ethics define the basic 
behaviours and attitudes expected of 
anyone who earns the right to be deemed 
worthy of the title of “professional”. 
Don’t lose perspective here; this basic 
minimum merely describes mediocrity. 
This is about scraping through and making 
do. Nothing honourable in this at all!

audacious is that?

➜
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// the CEO Says (continued)

One of my closest colleagues and 
mentors constantly reminds people that 
standards are something to be worked 
from, not to. Professionalism is not 
about working down to what you can 
get away with, it is about an aspiration 
to work up from the standards, to excel 
and exceed the basics in all dimensions 
of your profession.

At BSHAA, this sentiment is captured in 
our statement that we believe in  
delivering the highest level of care, we 
are passionate about supporting our 

members to achieve this and, as the 
voice of our community, will always  
advocate for the future of our  
profession. There is nothing in here 
about making do – it has everything to 
do with an aspiration to be the best 
and be seen to be the best. As we are 
thinking about audit, perhaps we should 
be thinking more about being heard to 
be the best, rather than being seen to 

be the best. We will only be heard to be 
the best when others give their account 
of the care and services we are offering. 
Contrast this with the importance of 
self-promotion in days where celebrity 
status is so often revered and regarded 

more highly than professionalism. We 
need to be cautious in assuming that 
video is a richer testament than audio!

Gaining fellowship in BSHAA is about an 
external validation of your aspiration to 

be the best you can be professionally. It 
is your opportunity to display credentials 
to your clients that show just how far 
you are prepared to go to meet their 

needs and restore their own enjoyment 
and fulfilment that is threatened by poor 
hearing. Please do think about the  
opportunity and value that Fellowship 
brings so that the strength of your 

professional commitment can be truly 
heard.

If you recall, I began by proclaiming the 
virtues of curiosity, leading me into an 
exploration of the fascinating  
development of audit. In the leadership 
model I alluded to, courage sat firmly 
alongside curiosity as an important trait. 
A close ally of courage is daring.  
Audacity. Sadly, not the same root as 
audit, but nevertheless an important ally.  

I am in danger of opening up a whole 
new world of reflection. I’ll keep most of 
that for another time, but it is just worth 

a closing thought on the juxtaposition of 
audit and audacity. Audit – the process 
of holding up evidence and providing 
proof of the account of the journey so 
far. Audit: looking back, gathering and 
testing evidence is easy to interpret as 
cautious, steady and staid. Everything 
but courageous and audacious. In contrast, 
in the aspiration of professionalism, it is 

important that in the right circumstances, 
there is a real sense of daring – heading 
into the unknown, armed with the very 
best knowledge, understanding and 
experience. Drawing on the depth of 
professional judgement and wisdom of 
colleagues to determine when and how 
to break new ground. In its own way, 
differentiating your practice as you move 
it firmly towards patient-centred care 
requires daring and audacity, as well as 
great audiology practice.

Audit: demonstrating conformity.  
Audacity: daring to be different.  
Professionalism – holding audit and 
audacity in balance. Best wishes in your 
re-registration and audit if you are  

fortunate enough to be chosen to  
represent all that is best in your  

profession. r

New BSHAA  
privacy policy
The Society is committed to keeping your data secure 
and safe. Our new privacy policy gives you detailed 
information on when and why we collect your personal 
information, how we use it and how we keep it secure.

You can see the new policy at:

www.bshaa.com/privacy-policy

If you need help complying with the General Data  
Protection Regulation (GDPR), we have guidance on 
our website at www.bshaa.com/gdpr, including a  
webinar (see panel, right) and information from the 
National Community Hearing Association (NCHA) and 
Information Commissioner’s Office (ICO).

You can also email any questions to data@bshaa.com 

➜

A recording of BSHAA’s February webinar about  
preparing for GDPR – the big changes to data protection 
law that came into force in May – is still available to view 
at www.bshaa.com/webinars.

BSHAA chief executive Prof David Welbourn and Harjit 
Sandhu, director of policy and strategy at the National 
Community Hearing Association (NCHA), look at the 
key changes to data protection regulation; the  
opportunities and challenges in protecting client data; 
and the practical steps to help you comply with the new 
regulations in a cost-effective way.

There is more information and resources on GDPR 

at www.bshaa.com/gdpr r

GDPR webinar recording  

still online for members
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The BSHAA Customer Care Scheme 
annual report for 2017/18 contains some 
valuable insights from the complaints 
received over the last 12 months.

Firstly, however, it is very pleasing that 
out of the 300,000 hearing aids sold in the 
UK, only 43 complaints were referred to 
BSHAA. Compared to other professions 
this is a very small percentage, something 
of which the profession should be proud. 

Whilst we should not be complacent, 
it seems that BSHAA members are 

providing a good service and are dealing 
with complaints themselves. BSHAA only 
becomes involved when the company 
reaches stalemate with their client.

The low number of complaints that BSHAA 
received has proved the “buy with  
confidence” ethos of BSHAA members, 
and we continue to enrol members auto-

matically into the Customer Care Scheme. 

The Citizens Advice Bureau, Trading 
Standards Institute, HCPC and Action 
on Hearing Loss have continued their 
support of our conciliation scheme. It is 
particularly rewarding that The Trading 
Standards Institute had the confidence to 
refer a complaint to BSHAA in 2017/18.

The annual report – which is available to 
view and download at www.bshaa.com – 
looks at the complaints dealt with. Of the 
43 complaints, four were not progressed 
by the client after initial contact with 
BSHAA, and two complaints were still 
in progress at the year-end. The report 
sets out how the remaining 37 complaints 
were resolved, and draws some key 
lessons for professionals.

Respond quickly – when a complaint is 
received, respond quickly to your client. 
It further exasperates clients to have to 
chase up a complaint. 

Manage expectations – especially when 
clients have poor residual hearing and any 
gain will only be marginal. 

Be proactive – be aware of clients who 
might need more support and perhaps 

see them twice in the trial period. Don’t 
wait for them to get in touch with  
problems, especially if they have a severe 
hearing loss. 

Manage trial periods – if your client is 
having problems, either extend the trial 

period in writing or remind them about 
the end date of the trial period. Don’t 
keep assuring the client that the issues 

will be sorted out and it then becomes a 
rolling trial period and too late for your 

client to get a refund or the business to 
receive a manufacturer’s credit. 

Record, Record, Record! If clients 
insist on a certain model of aid but the 
audiologist considers that a different type 
of aid will give a better outcome, record 
this conversation in the client record. 
Consider following this up with a letter 
to your client. This action avoids them 
claiming that they were not advised. 

Hygiene care – If aids have to be 
frequently serviced by the audiologist or 
returned to the manufacturer for service/
repairs due to wax/poor client hygiene, 
advise your client of the reason for the 
repair and counsel them on how to clean 
them. Record that you have had this 
conversation.

Outcome confirmation – consider 
sending your client a letter after the end 
of the trial period thanking them for their 
custom and that you were pleased that 
their hearing outcome had been positive.

You can download the full report at  
www.bshaa.com r

BSHAA Wider Wallet

• Save money at supermarkets, high street stores & more

• Hundreds of discounts and offers available

• Sign up FREE at www.bshaa.com/wider-wallet

BSHAA Wider Wallet Scheme

Lessons learnt in customer care

// membership
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News

Registration is now open for our professional  
development day on Saturday 8 September.

We have a packed day of learning and networking lined up for 
you to boost your professional development and to keep you 
fully informed on the latest developments and research in our 
profession. Support your professional body – the voice of your 
profession – grow your knowledge, and get an edge over your 
competition by attending this quality CPD event. We hope to 
see you there!

There are a lot of exciting new editions in the program that we 
are including for the first time. You can see the full programme 
and book your place at www.bshaa.com/developmentday but 
here’s a flavour of what to expect on the day. 

A packed programme of learning
The full programme is available on our website, but some  
highlights include:

Cr Dr Michael Harvey will join us via video link to present his 
keynote address on psychological tools for audiologists to fa-

cilitate a successful hearing healthcare plan. Mike is going to 
address the common clinical issues causing people to seek 
help with their hearing. His presentation will include motiva-

tional interviewing, a protocol that increases clients’ intrinsic 
motivation and detoxifies ambivalence about change;

Cr TV producer and story coach Ann Booth Clibborn will show 
you how to use the power of storytelling to grow your  
business by creating a fabulous customer experience;

Cr Leading expert Dr Hashir Aazh will put the spotlight on the 
latest clinical research on tinnitus and hyperacusis assessment 
and management. You will receive first-hand information on 
best clinical practice in these areas;

Cr Dr Harriet Cook will discuss the subtle differences in  
programming hearing technology for audibility of speech and 
music to maximise your clients’ understanding and musical 
appreciation;

Cr An optional pre-event session on dementia – with  
‘Dementia Friends’ status for attending;

Cr A lunchtime clinical workshop on a speciality audiology topic 
(TBA) and Fellowship.

A vibrant, central  

London venue
The event takes place at the  
etc. venues Liverpool St-Norton Folgate Conference & Training, 
just five minutes from Liverpool Street Station, close to Tower 
Bridge and St Paul’s Cathedral. 

A chance to get involved
We have three 10-minute slots available after lunch that we’re 
saving for our members and researchers to present a case study, 
paper or topic of your choice. This is a golden opportunity to 
boost your CV and develop further skills to help your career.  
Scientific presentations are a great way of attaining CPD kudos 
from BSHAA and HCPC, should you be chosen for a CPD audit. 

If you would like to take part, please send a brief abstract to Dr 
Jay Jindal at education@bshaa.com by 31 July. If you’re chosen, 
you’ll get 50% off your event ticket. If you’re a student or in 
your first two years of practise after qualifying, you’ll be able to 
attend for free. And all our presenters and other applicants will 
be able to claim extra CPD points as well – and there will be a 
small gift for the best presenter! BSHAA’s education team will 
provide full support to everyone interested in presenting.

A CPD booster!
Up to 19 CPD points are available – 10 for attending the main 
sessions, one for attending the optional dementia friends pre- 

workshop session, one for taking part in the lunchtime workshop 
and two for recording reflections. An extra five points are available 
for presenting on the day (two points for qualifying entries).

A chance to network
Catch up and make new connections over lunch and coffee 
breaks. Meet BSHAA Council members and find out more 
about applying for BSHAA Fellowship.

A value-for-money event
Tickets for BSHAA members are just £90. Student members 
can be there for £45 and HCAs for £65. Non-members: £125.

Sponsorship and exhibition
Email education@bshaa.com for more information about  
sponsorship opportunities or our (limited) exhibition space. r

BSHAA Professional Development Day:

Get involved and be inspired!
Sat 8 September, central London

Book your place at: www.bshaa.com/developmentday
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The Health and Care Professions Council (HCPC) 
registration renewal period for hearing aid dispensers 
opened on Tuesday 1 May and closes on Tuesday 31 
July.

The HCPC wrote to all hearing aid dispensers at the 
beginning of May with information on how to renew.

To renew, registrants must complete a professional 
declaration and pay a renewal fee no later than  
midnight on Tuesday 31 July to avoid being removed 
from the Register. The easiest and quickest way to 
renew is online at www.hcpc-uk.org/renew 

A random sample of 2.5 per cent of the profession will 
also be selected to submit a continuing professional 
development (CPD) profile during this period. Those 
selected for audit will receive a separate letter after 
the renewal notices are sent out. More information,  
including sample profiles, activity types and video guidance, 
is available at www.hcpc-uk.org/registrants/cpd 

The registration fee is tax deductible, which means 
that registrants paying the standard 20 per cent tax 
rate can reclaim a 20 per cent refund from HMRC. For 

more information on claiming back tax on registration 
fees visit www.hcpc-uk.org/registrants/fees/tax 

Sammuel Yemane, HCPC registration manager, said: 
“Our online system provides a quick and easy way to 
renew, and we want to encourage registrants to use 
this resource. We would advise all hearing aid  
dispensers who wish to remain on the Register to 
renew as early as possible to ensure that you can  
continue to practise without disruption.”

Registrants can email registration@hcpc-uk.org with 
any queries on renewal or the CPD audit process, or 
call 0300 500 4472 between 9am to 5pm, Monday to 
Friday.

BSHAA CPD Diary

As a BSHAA member you have access to your  
personalised CPD Diary, where you can log all of your 
learning and development. It’s easy to use and you 
can export all of the information in an easy-to-read 
document for audit purposes. When you’re logged 
in to your account, just select ‘CPD Diary’ from the 
‘Learning Zone’ menu. r

The Royal Wedding wasn’t the only event that everyone was 
talking about in Windsor in mid-May. It was also the launch 
of Widex Evoke, the first hearing technology to introduce 
Machine Learning capabilities to benefit both the user and 
professional. 

Widex was joined by over 100 hearing care professionals 
from the UK and Ireland for an evening and day centred 
around choice and personal preference. The launch  
combined a series of Audiological presentations focusing 
on the key benefits that the new Evoke platform is already 
bringing to wearers already fitted. 

Alongside the presentations, delegates could also collect 
information on latest published research, marketing  
solutions, improved first fit acceptance tips as well as APP 
and actual live hearing aid demonstrations. 

Stuart Bowen, Training Manager at Widex said “We’ve  
thoroughly enjoyed presenting EVOKE to our customers 

and can’t wait to hear about the positive results in the field. It 
makes our job so much easier when we have so much faith in 
the product and what it can achieve.”

Cr Four new sound rationales which make fitting Widex 
more personalised than before.

Cr Twice as much training where the new Fluid Sound 
Analyser analyses the users sound environment and 

prioritises the most important sound sources. 
Cr New ‘SOCIAL’ sound class, bridging the gap between 

PARTY and QUIET programs and 
Cr Two music programmes ‘contemporary’ and ‘classical’ 

which now accommodates different styles of music 
Cr TWO new Programs: ‘IMPACT’, an extreme  

programme when speech intelligibility is the priority and 
‘COMFORT’, back by popular demand

Cr New chipset with more processing power and flexibility than 
any platform Widex has ever produced

Cr Two Apps for users providing personalised control  
outside of the clinic environment. 

The new EVOKE provides direct streaming model  
options as well as ZPower rechargeable solutions. 
Products are offered at four technology levels. RIC 
products are available to order now and BTE and custom 
models will be released over the coming months. r

Registration renewal opens for  
hearing aid dispensers
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Widex Evoke – the talk of Windsor
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News// industry

The British and Irish Hearing  
Instrument Manufacturers  
Association (BIHIMA) has released 
the combined Q4 2017/2018 
results showing the unit sales of its 
member companies. 

The results show that the NHS 
market in the UK is up from 
337,228 in Q3 to 388,754 units 
sold in Q4. The growth for the full 
year was 3.7% for 2017 compared 
to 2016. 

Meanwhile, the private market in 
the UK has recently slowed slightly 
from 79,627 in Q3 to 79,110 in 
Q4, but the growth for 2017 as a 
whole still holds strong at 4%. The 

Irish market also declined slightly 
in the final quarter, down from 
14,539 units distributed in Q3 to 
13,637 in Q4.

BIHIMA also tracks the trends 
in the types of technology being 
selected by patients in the private 
sector. The Q4 results  
demonstrate the continued decline 
of BTE (behind the ear)  
technology, down at 4.2% of the 
market share, compared to the 
RITE (receiver in the ear) style 
which now accounts for 68.4% of 
units sold privately. 

In its role as the voice for the  
hearing technology industry, 

BIHIMA releases the results of its 
members every quarter. To keep 
up to date with the latest market 
information, you can download 
the results at www.bihima.com/
resources/statistics 

BIHIMA chairman Paul Surridge 
said: “In order to be a mouthpiece 
for the hearing technology  
industry, BIHIMA monitors the 
market very closely to spot 
important developments and keep 
the hearing sector well informed. 
We are pleased to report that 
the hearing technology market 
ended 2017/18 in a strong position 
and we expect to see continued 
growth in the new fiscal year.” r

More and more people are getting 
the help they need with their  
hearing through technology, 
according to EHIMA’s annual global 
sales numbers.

EHIMA – the European Hearing 
Instrument Manufacturers  
Association – represents the six 
major European hearing  
instrument manufacturers who 
produce up to 90% of the hearing 
aids manufactured in Europe.

In 2017, the six EHIMA members 
sold 15.05 million hearing aids in 
total. Compared to the previous 
year, sales grew by 5.7 per cent.

EHIMA president Anders  
Hedegaard said: “The hearing aid 
industry is at the forefront of  

technological progress. Increasing 
sales numbers result from high 

quality care with modern and 
innovative hearing aids fitted by 
professional audiologists. Therefore, 
we can see that the acceptance 
and satisfaction of hearing aids 
improve”.

Global Unit Sales

Cr 2015 13.68 million
Cr 2016 14.24 million (+4.1%)
Cr 2017 15.05 million (+5.7%)

Source: EHIMA data

EHIMA expects that the awareness 
of hearing loss is to increase in the 
coming years as the world’s  
population grows and ages and as 
more and more people become 
aware of the correlation of hearing 
loss and other health conditions, 
such as dementia. With hearing 
aids, the EHIMA members offer a 
high-quality and cost-effective  
solution that helps people to reduce 
these risks, to stay independent 
and to fully participate in society.

BSHAA’s webinar “Capitalise on the 

findings of Eurotrak” held on 31st 
May provided more insight into the 
market. r

BIHIMA final quarter results show encouraging 
growth in NHS hearing care market

Hearing aid sales continue  
to grow steadily

//
 I

N
D

U
S

T
R

Y



14 BSHAA PEOPLE  | JUNE 2018

The inaugural conference from the British Irish Hearing 
Instrument Manufacturers Association (BIHIMA) was held 
on 11 and 12 May at Edgbaston Stadium in Birmingham.

‘The Future of Hearing Technology’ featured keynote 
speakers, manufacturer workshops, a research-and- 
development panel and exhibition. Speakers included 
futurologist Dr James Bellini, Curtis Alcock from Audira, 
Nicola Palmarani from IBM and Dr Wayne J Staab, who 
provided a detailed overview of the events over the last 
few years that led to the over-the-counter legislation in the 
United States.

BSHAA supported BIHIMA by delivering a series of  
sessions on the second day of the conference. These 
sessions complemented the event’s theme by looking at 
how future clients might have different social attitudes and 
behaviours – likely to be just as important as technology in 
influencing the world of hearing care. 

Alan Giles from Saïd Business School at Oxford University 
looked at the lessons from retail and how consumer trends 
will affect the hearing profession; GP Nick Harding  
provided an overview of the primary care sector; and Geoff 
Cooling issued a challenge to delegates on the need for 
professionals to move beyond simply ‘selling’ hearing aids.

// industry
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First BIHIMA conference

   looks at the future of 

           hearing technology

The BSHAA AGM

Membership committee chairman Steve Edmunds at the BSHAA stand

BSHAA chief executive Prof David Welbourn chairs the Saturday afternoon BSHAA sessions
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News

BSHAA’s AGM was also held at the event. You can  
download the AGM papers – which include reports from 
the president and chief executive, and a financial report – 
from our website at www.bshaa.com/AGM

As part of the Society’s commitment to closer collaborative 
working with other organisations in our profession, Council 
decided not to stage the BSHAA Congress in 2018 but to 
support BIHIMA’s inaugural event, and also to stage the 
first joint event with the British Society of Audiology (BSA) 
and British Academy of Audiology (BAA), which took place 
in Leeds in February this year.

The Society is currently planning its professional development 
programme for 2019 and more details will be shared soon.

You can read BIHIMA chairman Paul Surridge’s thoughts 
on the event in Last Word on page 34. r

Alan Giles from Saïd Business School, Oxford University

Geoff Cooling GP Nick Harding gave an overview of the primary care landscape Nicola Palmarini, AI for healthy ageing  

global manager at IBM

Curtis Alcock



16 BSHAA PEOPLE  | JUNE 2018

// industry
//

 I
N

D
U

S
T

R
Y

The United Kingdom Accreditation Service (UKAS) has  
accredited the 60th organisation against the Improving  
Quality in Physiological Services (IQIPS) standard. The  
Outside Clinic has been granted accreditation for its adult 
audiology services, making it the first solely domiciliary  
service provider to be awarded UKAS accreditation for 
IQIPS.

Launched by the Royal College of Physicians and UKAS in 
2012, IQIPS aims to improve services, care and safety for 
patients under-going physiological tests, examinations and 
procedures. Solely managed and run by UKAS since April 
2017, accreditation of IQIPS is against professionally devised 
standards which address four core quality domains: patient 
experience, clinical, safety and facilities, resources and 
workforce.

Eight physiological disciplines are encompassed within IQIPS; 
audiology, cardiac physiology, gastrointestinal physiology, 
neurophysiology, ophthalmic and vision science, respiratory 
and sleep physiology, urodynamics and vascular science.  
Covering both public and private providers, the vast majority 
of accreditations under IQIPS are for audiology services, 
whilst accreditations have also been award to vascular, 
cardiac, gastrointestinal, neurophysiology, and respiratory 
and sleep services. A programme to roll out accreditation 
to all disciplines is currently under way and UKAS is seeking 
applications from interested service providers.

On receiving the award, Richard Gibson, operations director 
at The Outside Clinic, said: “Our journey to UKAS  
accreditation started back in February 2015, when we were 
invited to explain the scope and challenges of providing 
domiciliary services at a meeting of the Accreditation Clinical 

Advisory Group, UKAS and RCP. Following several years of 
hard work by everyone involved, we are incredibly proud 
to be the 60th recipient of IQIPS accreditation, as we were 
instrumental in helping to shape IQIPS so that it meets the 

needs of domiciliary patients, who are often very  
vulnerable.” 

Paul Stennett, CEO of UKAS, added: “Many congratulations 
to all the clinical, compliance and quality staff at The Outside 
Clinic on achieving becoming the 60th service to achieve 
UKAS accreditation under the IQIPS programme. UKAS 
accreditation already underpins the quality of a wide variety 
of healthcare services and is seen as a badge of honour 
amongst professionals. Accreditation to the IQIPS standard 
provides confidence to the commissioners, consultants 
and most importantly users of physiology services that the 
highest standards of care are available with patient quality 
outcomes at its core.

The value of IQIPS is acknowledged by the Care Quality 
Commission (CQC), which recognises IQIPS as an  
information source that supports its inspections. The scheme 
is also supported by NHS England and sponsored by  
Professor Sue Hill, Chief Scientific Officer NHSE. In its  
“Listen Up!” report, the National Deaf Children’s  
Society called for all paediatric audiology services to be 
UKAS accredited. r

David Welbourn represents BSHAA and members’ interests on 

the Advisory Group.

IQIPS reaches landmark 60th accreditation

Pictured below (From left) Philippa Harwood-Little, IQIPS Lead/Quality/Compliance; 
Ian McKendrick, Audiology Clinical Lead; Ethna Glean (UKAS) Accreditation 
Manager ISAS & IQIPS; Richard Gibson, Operations Director; Nick Wingate, 
Professional Services Director.
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News

A collection of apps and video games that aims to improve the 
lives of those impacted by hearing loss has been awarded a  
prestigious healthcare award.

The 3D Tune-In toolkit and apps were awarded best Healthcare 
Science Partnering Patients and Citizens project at NHS England’s 
Healthcare Science Awards.

The toolkit has a range of functions, including improving the 
experience of listening to music through a hearing aid. Dr Lorenzo 
Picinali, project co-ordinator from the Dyson School of  
Engineering at Imperial College London, wrote about the project 
for us in the February issue of BSHAA People.

Following the award, he said: “We developed this toolkit, a  
collection of apps and videogames, to help users, from children to 
the elderly, to engage with their hearing aids and overcome  
challenges they face. We are pleased with the recognition from 
NHS England and we will be working on rolling the toolkit out 
across the NHS and beyond.”  

The 3D Tune-In project comprises five digital games and apps 
which aim to show users how they can optimise their hearing aids 
and address challenges they face in their day-to-day lives, such as 
communicating with others. For example, researchers developed 
the app Musiclarity to improve the experience of listening to music 
with a hearing aid.

The 3D Tune-In toolkit and apps were designed and developed 
by researchers at Imperial College London, the University of 
Malaga, Nottingham University De Montfort University, gaming 
developers and a large European hearing aid manufacturer. They 
also worked in collaboration with the hearing communities and 
patients at Imperial College Healthcare NHS Trust and with other 
institutions across the UK, Spain and Italy. The project was funded 
by the European Union’s Horizon 2020 research and innovation 
programme. r

Apps that help users ‘tune in’ to hearing aids 
awarded prestigious NHS prize

Sivantos and Widex have agreed terms 
to merge, creating a global hearing aid 
company generating combined  
revenues of approximately ¤1.6 billion 
and employing more than 10,000 
people. The transaction values the 
combined entity at an enterprise value 
of more than ¤7 billion.

The merger aims at accelerating 
growth, strengthening market  
penetration and enhancing efficiencies 
to enable additional investments into 

R&D and supply chain. This will allow 
the merged company to expand access 
to hearing healthcare via its dedicated 
salesforce through innovative solutions 
across a wide range of hearing needs.

Marcus Brennecke, investment advisor 
to Sivantos’ owner EQT funds, said: 
“Sivantos has developed immensely 

during EQT funds’ ownership and now 
the idea is to create a game changer for 

the future of hearing. The combined 
company presents a unique opportunity 
for the next phase of transforming the 

hearing aid industry. With nearly 170 
years of combined experience, Sivantos 
and Widex will take the lead in  
developing hearing aid technology for 
future generations.”

Jan Tøpholm, chairman of Widex, added: 
“We and Sivantos share a common 
vision of giving people unlimited access 
to a world of sound by providing 
unparalleled hearing aids and customer 
services. I am confident that our 
employees, partners and customers 
will benefit from this merger as it will 
allow us to accelerate our efforts to 
pioneer innovation, quality, manufacturing 
and customer satisfaction.”

The intended merger will create one of 
the most innovative R&D teams in the 
industry backed by financial and  

strategic capabilities as well as strong 
digital skills to become a global power-
house for innovative hearing aids and 

hearing care solutions.

The R&D centers will continue to  
develop, and innovation will be  
accelerated to bring more products 
to markets faster, to regularly update 
and develop technology platforms and 
address more types of hearing  

disabilities with creative, high-tech and 
user-friendly solutions. Sivantos and 
Widex have a joint ambition to change 
the industry paradigm through  

digitisation, customisation and 
next-generation services to transform 
end-user experience and expand 
access to hearing.

The combined entity will have a  
comprehensive, multi-channel sales 
platform spanning more than 125 
markets. r

Sivantos and Widex to merge
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H
earing aids are wonderful  
examples of advances in  
technology meeting healthcare 

and after years of development to satisfy 

the public’s need to be discrete, they can 
also be really, really small. This leads to 
many of these devices being lost or  
damaged every year. What follows is often 
great distress to the owner of the hearing 
system at the time but ironically almost 
the polar opposite for the hearing care 
provider of choice. They are ready to leap 
into action and replace that most treasured 
part of the client’s ability to communicate 
because Hearing Aid Audiologists get a 
real buzz out of helping the hearing aid 
wearer in distress. But also, which of us 
can’t deny that the opportunity to help 
someone get back the gift of hearing is 
made all the sweeter by the thought of a 
transaction you weren’t expecting?

In the UK, and not dissimilar to many 

other developed markets, the majority of 
hearing aids are sold with all the  
associated costs bundled into the upfront 
transaction. This is the way that it has 
always been so when we are asked by 
a customer, or an insurance company, 
‘how much does a hearing aid cost?’, we 
can look them in the eye (metaphorically 
speaking) and read from the price list. Of 
course, the peril of defaulting to the same 
stance every time means that established 
care providers are subject to disruption. 
Now this article does not set out to 
explore how the world of charging for 
hearing care services may evolve in the 
future (happy to do that another day), but 
only to focus on the way that we charge 
for hearing aids now and how that can be 
interpreted when the price of a hearing aid 
is claimed for through an ever-increasing list 
of insurance policies.

The replacement of a hearing system as 
part of an insurance claim can be viewed 
from a number of different angles. As 
this edition of BSHAA People is focussed 
on the patient experience and that is the 
most important one, then let’s start with 

that. This is more straightforward when 
the customer has purchased a dedicated 
loss and/or accidental damage provision 
either as part of the initial purchase price 
of the hearing system or separately. In 
this case, whatever is lost or damaged is 
replaced by the same provider at minimal 
additional cost to the customer by way of 
an excess and they can be up and running 
again as quickly as possible. All well and 
good when the customer believes they 
have received value for money and where 
the provider policy or warranty has met 
all expectations.

However, not all care providers can  
resource or underwrite their own  
insurance policies and extended  
warranties, so many customers are  
advised to name their hearing aids on 

their home contents insurance policies. 
From a customer perspective they are 
expensive little things after all. But who 
puts a value on the advice, experience 
and the promise of aftercare made when 
the hearing system was purchased? It’s 
a rhetorical question of course, because 
rarely is it done. So, the challenge from 
customers and insurance companies 
can materialize along the lines of ‘having 
been asked to pay for the expertise and 
aftercare once, why am I being asked to 
pay for it all over again?’ No surprise that 
when customers and insurance companies 
have an opinion on who should supply the 
hearing aid(s) for a second time, they may 
then have their own ideas about how to 
go about it.  

Over the years BSHAA has seen  

complaints from customers where 
providers of home contents insurance 
have that alternative view on how their 
hearing aids should be replaced when 
they are lost, put through the washing 
machine or eaten by a beloved family 
pet. Although the complaints are subtly 
different the consistent theme in all of 
them is a relationship of care and trust 
with one hearing care professional broken 
when the insurance company instructs the 

// PETER
 SYDSERFF

IMMEDIATE PAST PRESIDENT, BSHAA

> pesy@hiddenhearing.co.uk

Putting Customers First
 – Insurance Claims 
Immediate Past President Peter Sydserff explores the complications 

that can unfurl when a customer loses part or all of a hearing system
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customer to go elsewhere to obtain a replacement hearing system 
as part of an insurance claim at the best possible price.

And who can blame those insurance providers? Firstly, insurance 
companies have a responsibility to all of their policy holders to 
make sure that they are spending their money in the best way 
possible. Also; to the uninitiated a hearing aid is a hearing aid. If 
someone has lost a Phonak XYZ then just get them another one at 
the best price, right? Many of us will recall the experience of 
sourcing multiple quotes to repair a damaged vehicle. The truth is 
that the majority of insurers see the hearing aid as a consumable, 
not a service. In some ways, we don’t help ourselves by confusing 
them with our messaging and our pricing. Why should insurers be 
surprised that there is so much more involved and why should they 
care because ‘hearing tests’ and ‘aftercare for life’ are advertised 
as ‘free’ so surely all they have to replace is the hearing aid(s)..?

Now there will be those reading this article who do not advertise 
that their care and attention is ‘free’ and that it is in some way 
included, pre-paid or complimentary. I get that too but then that 
leaves the door open still further to the challenge that I (the customer 
and/or the insurer) do not need to pay for that again… do I?

The average age of a hearing aid customer is still over seventy(ish) 
and as a result we know that there will be quite a few out there 
who appreciate the domiciliary care provided by some, but not all 
providers. We have seen cases where insurers direct customers to 
a preferred supplier who does not offer that additional element to 
their service and it is only after the new hearing system has been 
provided that it occurs that service is no longer available. One 
BSHAA member was actually asked to maintain the domiciliary 
care promised even after the client had lost the hearing aid and 
had it replaced by an alternative provider who had a ‘preferred 
supplier’ type arrangement with the home contents insurer. This is 
probably the best example of how the package of care purchased 
by the client in the first place cannot be easily transferred.  
Arguably it should not be without the consent of the client and 
only after they have fully understood the implications for that.

It can get even more complicated where only part of a hearing 
system is lost and more commonly one of a binaural. Whilst many 
providers have a monaural price for a particular product range, 
some only have binaural pricing with the obvious implications for 
that. If there was discount for buying two hearing aids in the first 
instance is the bill payer then in some way penalised for now only 
wishing to buy one? 

The issue in hand is insurance companies who go out of their way 
to direct clients to alternative providers of hearing care because 
they believe that they will pay less for it. Having understood why 
they do that we, as hearing care professionals need to reflect on 
whether that is the right course of action for our patients and what 
we can do about it.

I am mindful that the readership of BSHAA People is a broad church 
and that there will be some reading this thinking that they can’t 
influence the initial transaction but those are potentially the same 
group of members whose employer has some level of insurance 
built in to the purchase price of the hearing system or made  
available as an add on. Even those members in the enviable  
position to influence their own pricing will debate with themselves 
whether adjusting that pricing is the right thing to do. Many of us 
would consider that ad hoc discounting does nothing to support 
the aspiration of a healthcare professional.

That said, there will also be those wondering whether they have 
lost sales to competitors because those competitors were more 
transparent in their pricing or were prepared to do it for less. 
Those same competitors may have done that because their model 

allows for cheaper pricing like for like or because they understand 
there is no marketing cost involved allowing fat to be trimmed. 

BSHAA always welcomes consumers of hearing healthcare being 
able to access their needs at the best possible price and the 
freedom to choose where to do so. Having made that clear, your 
society has also over the years contacted the major players in the 
insurance industry and educated them on the perils of sending 
their customers to alternative suppliers having already established 
a clinical relationship with one. There is plenty of evidence to  
support that the quality of care and the trust established  
between the Hearing Aid Audiologist cannot be quickly replicated 
elsewhere. In the worst possible examples we have seen penny 
pinching to the max when insurance companies in the past have 
encouraged fitting a Phonak XYZ to an ear when a Sivantos ABC 
has been lost and one still resides on the opposite ear. As you can 
imagine, chaos ensues when connectivity is lost and the patient 
then has the luxury (I jest) of a hearing aid audiologist for each 
ear and never the twain shall meet. Again, this is an area where 
BSHAA has tried to help insurers understand that the cheapest 
price does not always mean value for money for the client.

Don’t forget that members can also help themselves and their 
clients as the society believes from our communications with 
insurance companies that a preferred supplier where there is one 
is not a done deal. Even those providers who have approached 
and struck up a price based relationship with insurance companies 
are not guaranteed of the business. Best practice from the insurance 
companies is to allow their customer to stick with the care  
provider that they engaged with in the first place. Of course, this is 
not widely understood by the clients we serve and when you think 
about the demographic that we largely deal with they will tend to 
be largely compliant with an insurance company’s request. So, if 
you are not in a position to underwrite some sort of loss or  
accidental damage provision for your customer, please make 
sure that they understand that when valuable hearing systems 
are named on home insurance policies, that they can return to 
their preferred provider if they choose to do so. We can also be 
comforted that if a competitor has secured a preferred supplier 
status with an insurance company then their clinicians will have 
been briefed to make sure that their advice is in line with the 
best outcome for the client. If any member learns that this is not 
happening, then BSHAA would like to know about it.

Three simple rules to prevent insurers and/or competing providers 
stepping in when your client loses a hearing aid:

Cr Make sure that clients value your care so that their FIRST 
thought is to contact you if something goes wrong.

Cr If your company doesn’t provide extended warranties or 
damage/loss policies then help your client understand how to 
have the hearing system covered by an appropriate insurance 
provider. OR that the implications for not having this in place 
means that they will have to buy all over again.

Cr Make sure your client understands that they have the right to 
ask to return to the original provider (i.e. you!) in the event 
that they are advised to go elsewhere.

I guess the moral of the story is that if you only see lost or  

damaged hearing aids as additional revenue, then don’t be  
surprised if someone else sees your customers in a similar light; 
but they just might do it better, or for less (or both!), than you. 
Build relationships and transactions with your customers that will 
make them reluctant to go elsewhere, not because it’s difficult, 
but simply because they want to stick with you and continuation of 
your care is the right outcome for them. r
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It’s a Thursday, 3:30pm, and you’ve just finished fine-tuning hearing aids with a client you’ve 
worked with for years, who has a complex audiogram and significant difficulty managing his 
hearing aids due to his arthritis and memory difficulties. The appointment ran overtime by ten 
minutes. You feel drained and you have four more clients to see before you go home for the day.

In preparation for your next client, you read their intake form which introduces Jane who is 78, 
reports minimal hearing difficulties on her HHIE; no obvious ear-related medical history nor 
noise exposure. You feel pleased that this one might be a more straightforward case. That is, until 
you greet Jane in the waiting room and see her sitting with her husband, both with their arms 
crossed. You anticipate that there might be some tension between the two of them and feel a 
twinge of discomfort at what lies ahead. 

If you can identify with this scenario, then you are like many hearing care professionals who 
regularly work with people who have hearing loss and their significant others, and who finds 
practising person- and family-centred care particularly challenging in the presence of such 
emotions. In this article, we present you background on what it means to be Person- and 

Family-Centred, why you could strive to be Person- and Family-Centred, and how you can 
implement Person- and Family- Centred Care (PFCC) in your routine clinical work.

What it means to be a Person- and Family-Centred  

hearing care professional

Undoubtedly, you’ve heard the terms ‘person-centred care’, ‘patient-centred care’, 
‘client-centred care’, ‘family-centred care’ and perhaps even ‘consumer-centred care’ or 
‘relationship-centred care’. You might ask: do these all mean the same thing? And what 
does it mean for me in my clinical work? In short, all these terms are variations on a theme 
with some important distinctive features. Person-, patient-, client- and consumer-centred 
care share the most similarities (and the differences won’t be discussed here) in that they 
focus on working with individuals, in their context to provide care that is sensitive to, and 
respectful of, their needs and preferences1. Family-centred care extends the notion of a 
‘patient’ to the ‘family unit’2, and relationship-centred care focuses on the importance of 
quality relationships and trust between all parties involved in care (including colleagues and 
other health professionals)3. Each of these concepts are relevant and pertinent in hearing care. 
When it comes to your clinical work, the most important concepts in today’s hearing care 
are person- and family-centred care (PFCC). We discuss these two concepts as complementary 
and as blended ideas that have direct implications for how you can practise daily.
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PFCC is not simply giving clients and families what they want, 
when they want it; rather, we define it as providing care that 
values the relationships and is grounded in strong communication 
and trust4, and that care is provided to clients and family members 
in a way that is respectful of and responsive to individual client 
and family preferences, needs, and values, ensuring that client and 
family values guide all clinical decisions2. In a recent study, adults 
with hearing loss were asked what PFCC meant to them, and 
they reported similar ideas (visually represented in Figure 1): the 
importance of a trusting relationship with you, bilateral information 
exchange (clients want to be known and be informed); value of 
being involved in decisions, and having family involved; and, that 
they want to be treated and cared for in the most appropriate 
way for them5. In 2010, Epley, Summers, and Turnbull summarised 
the key characteristics and trends of family-centred care which 
can be applied more broadly to PFCC. In a systematic review of 
the literature, Epley et al. (2010) described the key elements of 
family-centred care as: 

1. treating the family as the unit of attention (i.e., addressing the 
client and family as a whole in delivering services); 

2. maximising family choice (i.e., facilitating family choice in defining 
who is the family, clinical decision making, and goal setting); 

3. acknowledging family strengths (i.e., respecting the strengths 
and capability of the client and their family); 

4. focusing on the family-professional relationship (i.e., partnering 
with both the client and family in sharing information, developing 
trust, and understanding the client and family’s perspectives); 
and

5. providing individualised family services (i.e., providing services 
which match the individual needs and resources of the client 
and their family)2.

Importantly, when providing PFCC, you must consider a broader 
definition of family beyond the traditional view of spousal or  
biological relationships, with family being defined here as ‘any 
individual who plays a significant role in any individual’s life; two or 
more persons who are related in any way, be it through a continuing 
biological, legal, or emotional relationship’2. In hearing health care, 
family could therefore include a neighbour or close friend, or adult 
child or spouse, or even a work colleague or boss. Importantly, in 
PFCC, it is up to the client to determine who their family is, and 
as hearing care professionals practising PFCC, we should value 
partnering with whoever the client identifies as “family”.

Figure 1. Model of person-centred hearing care 

Grenness, C., Hickson, L., Laplante-Lévesque, A., & Davidson, B. (2014). Patient-centered 
audiological rehabilitation: Perspectives of older adults who own hearing aids. International 
Journal of Audiology, 53(S1), S68-S75.

➜
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Why strive to be a Person- and Family- 

Centred hearing care professional?

PFCC is an important concept at both philosophical and practical 
levels. Philosophically, PFCC plays on our moral and ethical  
compasses in that it ensures that the care we provide is of the highest 
quality, most efficacious and most efficient. From an ethical  
perspective, providing PFCC aligns with the objectives of BSHAA, 
to encourage the highest standards in the practice and application 
of hearing aid audiology, and fulfils all healthcare professionals obli-
gation to put their patients’ best interests above their own4.

At a practical level, PFCC leads to measurably improved care. 
That is, evidence from within and outside audiology suggests 
that implementing PFCC leads to improved health outcomes for 
clients, such as quality of life, satisfaction and greater treatment 
adherence6-13, and these benefits are seen across racial, ethnic, 
cultural and socioeconomic groups14. There is evidence within 
audiology that involving a family member in appointments where 
big decisions are made, such as deciding to obtain a hearing aid, 
increases the likelihood of acting. For example, Singh et al (2015) 
found that clients (especially those with a mild hearing loss) were 
significantly more likely to obtain hearing aids in appointments 
where family was present13. Importantly, PFCC represents better 
value care. That is, practising PFCC has been linked with reduced 
diagnostic testing costs10, reduced litigation15 and health care 
costs16 and more efficient use of clinical time17.

Five tips and tricks on how you can 

implement Person- and Family-Centred 

care in your routine clinical work.

1. The way in which you communicate and interact

Underlying our description of PFCC is the importance of clinicians’ 
communication ability. Much of PFCC relies on the way in which 
you communicate with your clients and families. The essential 
communication skills and tasks involve three elements.

Cr Questioning: always start your conversations with an 
open-ended question, and ensure that you use at least one 

open-ended question between each close-ended question. 
Question with the intent of exploring (i.e., the need to  
understand their perspective) rather than confirming (i.e., 
checking whether they fit this criterion or that criterion). 

Cr Listening: listen with your whole body; non-verbals are  
evidence of your genuine exploration (see above), pay  
attention to the direction you’re facing, where your client and 
family member are sitting and remove barriers and distractions 
such as audiogram, computer and pamphlets.

Cr Sitting with emotions: thinking back to the opening scenario 
in this article, what was it that made the clinician slightly 
uncomfortable? Most likely, it was the possibility of having to 
deal with an emotionally-charged or difficult conversation 
within a family unit. Clinicians commonly report that difficult 
conversations (i.e., conversations where there are strong 
emotions) are frequently dreaded or at the least, avoided. In 
PFCC, difficult conversations are essential and valuable, and 
your role as a clinician is to allow them to take place without 
feeling responsible for providing a solution to the emotions. For 
questions that surface emotions, try asking how the client and 

family is feeling and let the conversation flow. Sitting with 
emotions requires that you feel and show empathy in instances 
where emotions (good and bad) are shared. We recommend 
watching the Bréne Brown animation on Empathy for a 
powerful and accessible description of what empathy is and isn’t.

2. The way in which you interact

Sitting beneath your communication skills is your agenda, which is 
informed by your values. Clients and families can see your agenda 
by the way you interact with them. They know whether your 
agenda is to stick to appointment time limits, fit hearing aids and 
provide set information versus being flexible based on patient/family 
needs, offering a solution that works for the family and reflects their 
needs. To be a PFCC clinician, your values dictate that developing 
and maintaining a trusting relationship with your client and family 
are paramount. Thus, your agenda and how you organise your time 
must reflect this. You could argue that your agenda should be 
based on your client and family’s agenda! In PFCC, time is 
allocated to relationship building – getting to know one-another, 
allowing space for emotions, ensuring questioning goes both ways 
and being flexible if their needs don’t align with yours.

3. With whom you communicate and interact 

To be PFCC, it will come as no surprise that you need to have 
your client and their important family members present in the  
clinical room or at least be in regular contact with them. The most 
effective way of developing a relationship with your client and their 
family is to have them in the room. Research suggests that family 
members do not regularly attend appointments with clients, with 
attendance figures ranging from 10% - 30% of appointments18-21. In 
the context of hearing health care, family members may not even 
realise the importance of their role in the assessment and  
rehabilitation process. This is where you come in by providing 
information over the phone or in appointment letters about the 

value of family in the consultation process. Ask your client who 
they will be bringing to their appointment, and reiterate why this 
is important in the context of hearing-loss and communication 
difficulties. Communication does not occur in isolation and you 
may need to emphasise this with clients and families! We all know 
how busy people’s lives are now though, and if a family member is 
not able to be physically present in the room, you could consider 
another way of involving them, be it over the phone or through 
a teleconferencing platform. And if this is not possible, you could 
always communicate with them after the appointment by phone 
or email.

4. They way in which you work together

This is perhaps the most important PFCC tip and trick, as getting 
a family member in the room could be considered the easy part! 
It’s once they are there, sitting in front of you, that the true PFCC 
magic happens and there is nothing worse than inviting a family 
member to an appointment and having them commit their time 
to joining the client with hearing loss, to not include them in the 
assessment and rehabilitation process. So how can you facilitate 
this process? Well the first thing to consider of course is the way 
your clinical room is set up. It seems basic, but it is of utmost 
importance that you set up the space to maximise the interaction 
between you, the client, and their family. Consider the number of 
chairs you have in the room and the way the room is organised. In 
PFCC, the family is considered an equal player in the assessment 
and rehabilitation process. Families should have an equal place at 

Person-centred care
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the table, so make sure they are not physical excluded by sitting 
them to the side or at the back of the room. Then, once they are 
involved and engaged in the process, it’s incredible how much 
additional information you can gather by asking for the family’s 
perspective on the hearing difficulties, and in addition, asking the 
family how they are affected by the hearing difficulties. This extra 
information not only provides you with valuable clinical information, 
but may even be the first time your client and their family have 
shared the mutual impact of the hearing difficulties. Sharing this 
type of information allows both clients and families to reflect on 
the everyday impact of the hearing loss and can inform goal setting 
and the identification of appropriate clinical recommendations, both 
through fitting amplification devices, as well as problem solving 
everyday communication difficulties between the family unit. 

5. The way in which you think about your role as a 

hearing care professional and how you work with 

your colleagues and peers

Implementing PFCC requires you to question your own  
clinical work at both subjective and objective levels. You can  
objectively measure the frequency at which family members 
attend your appointments, perhaps observe your room layout and 

count the times you ask open-ended questions; but you also need 
critically and subjectively to identify areas that you can continually 
improve on; that is, be reflective and self-evaluative and engage in 
ongoing self-improvement. To do this, you might take time (with 
your patient/family members permission and privacy laws  
considered) to film your consultation and review it yourself or 
with a colleague and identify areas of success and for improvement 
from a PFCC perspective. This can be a powerful tool for  
workplaces and to foster relationships and learning amongst 
colleagues, especially given how individual our workplace often is. 
Ultimately, if you have read this article and you have not found one 
tip that you think you could optimise in your clinical work – then 
this tip is the one for you! Being a PFCC clinician requires life-long 
learning and utilising your fellow hearing aid audiologists as allies in  
implementing PFCC across the UK and beyond.

Conclusion

Let’s think back to your client, Jane and her husband, who sit arms 
crossed in the waiting room. Now that you’re armed with some 
knowledge about PFCC and understand the benefits of providing 
PFCC to your clients, yourself and your professions, take a minute 
to think about how you could approach this couple in the waiting 
room and engage them in the appointment to get the best outcomes 
for all involved. You can put any or all these tips and tricks into 
practice straight away! r 
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The Health Foundation begin their booklet 
Person Centred Care with these telling words:

“In person-centred care, healthcare  
professionals work collaboratively with  
people who use services. Person-centred 
care supports people to develop the  

knowledge, skills and confidence they need 
to more effectively manage and make 
informed decisions about their own health 
and care. It is coordinated and tailored to 

the needs of the individual. And, crucially, it 

ensures that people are always treated with 
dignity, compassion and respect. This might 

seem a common-sense vision for any form of 
health care, but it is not standard practice. 

Often, health care does ‘to’ or ‘for’ people 

rather than ‘with’ them, finds it difficult to 
include people in decisions, and views people’s 
goals only in terms of particular clinical 

outcomes.” (Health Foundation 2014)

So the question is this: do we as  
Audiologists, constrained by clinical  
outcome measures, or departmental/
waiting list targets, or the retail  
imperative of our sales targets and  

business plans, impose our own values 
and requirements for the outcomes of the 
appointment on our patients, or can/do 
we deliver real person-centred services? 

Do we “do things to patients”, rather 
than genuinely involving them in their 

hearing health care or treatment plan? 
We are not generally unkind, or venal, we 
are not uncaring or didactic. So often our 
engagement with people in our clinics is 
framed by external organisational  

demands; sometimes we have flow  
targets to ensure we see as many people 
as possible at every clinic, so have protocols 
for time-limited defined activity with each 
person. Few of us work for charities; we 
choose audiology as a profession and a 
career and a way to pay our own bills, so 
we need to move people into a purchasing 
position as efficiently and ethically as 
practicable. 

 Often, we can say that we believe in 
person-centred care, insisting the we 
spend quality meaningful amounts of time 

with patients, listening to their needs, and 
treating them all as individuals. 

True person-centred care changes the 
power dynamic between the person and 
the professional. They tell us what they 
want, how they feel, how they want us to 
behave, and we listen and act accordingly.  
O’Brien’s Five Service Accomplishments 
were developed for service planning 
and delivery with vulnerable people, but 
provided a framework of respect, dignity, 
empathy and participation in ones’ life, 
family and community. This developed 
over decades into an understanding that 
everyone has the right to be treated as an 

individual and to be valued. The concept 
of person-centred services grew from 
this foundation. Carl Rogers taught us 
about patient centredness in the 1960s, 
as a driver to bring empathy into the 

therapeutic environment, to consider the 
situation from the patients’ perspective. 

At first, professionals used a medical model 
of service delivery: not really recognising 
that they were continuing the power 
imbalance, and that they “knew best”, in 
fact they even called it “patient-centred 
care”. However, over time, the language 
of person-centred care has been adopted 
by mainstream health and care service 
providers and is now becoming an  
aspirational aspect of best practice.

The key concepts of person-centred care are:

1. the service should recognise that 
people should be treated with dignity, 
respect and compassion;

2. the healthcare service should work 
with other providers to ensure that 
they are all delivering the same quality 

and level of support to meet the 

needs of the individual;

3. the service should provide personalised 
care, built on the individual needs of 
the person; and,

4. the service should work towards 
supporting people to build on their 

existing skills and strengths and make 
the most of their opportunities.
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Measuring the outcomes of this way of 
delivering services is challenging. But 
research has shown that it can be very 
beneficial in a wide variety of ways:

1. research has shown that people who 
are involved in planning and delivering 

their healthcare, are more likely to 
stick to treatment plans and regimes 
– (In audiology terms this could be 
that they actively use their hearing 
instruments, keeping to rehabilitation 
programmes and optimising their 

residual hearing acuity);

2. people who are engaged with their 
care programmes are more satisfied 
with their outcomes, (and satisfied 
customers refer their friends and 
family to your service);

3. people who have more information 
about their health develop more  

positive behaviours and attitudes to 

health care and wellbeing; and,

4. satisfied, engaged, positive patients 
affect staff behaviours and increase 
morale in the workplace.

Globally this change in attitude and 
healthcare delivery has also picked up 
momentum. In 2016 the World Health 
Organisation (WHO) reported on the 
need to develop an internationally  

recognised framework for healthcare 
services to be delivered in a person- 
centred way. Whilst recognising the gross 
inequalities of access to healthcare and life 
expectancy rates across the world,  

the WHO believes that: 

“An integrated, people-centred approach 
is crucial to the development of health 

systems that can respond to emerging and 

varied health challenges, including urbanisation, 

the global tendency towards unhealthy lifestyles, 
ageing populations, the dual disease burden 

of communicable and noncommunicable 

diseases, multi-morbidities, rising health 
care costs, disease outbreaks and other 
health-care crises.” (WHO 2016)

However, it can often be quite challenging 
for professionals to think about the individual 
first and foremost; professionals train for 
years to obtain highly regarded qualifications 
and anticipate the respect that this brings 
as they demonstrate their expertise. 

Professionals do know best; they have 
studied the problem after all; but they must 
remember they only know best about what 
is possible, not what is desirable. 

Person-centred services challenge us to 
recognise our professional expertise, but 
also to acknowledge the equality of the 
validity of the experience of the person 
with the problem.

It could be argued that in audiology practice, 
we have a more direct and effective route 
to adopt this model of service delivery. 
After all, we say that we listen, reflect and 
respond to the narrative of the person 

with the hearing loss, tinnitus or other 
similar concern. We already use the 
language of rehabilitation partnerships, 

co-learning, and empathic counselling. 
Over time we, as audiologists, may need 
to complete the move from a tradional 
product-based transactional service deliv-

ery model to a therapeutic interventionist 
model.  
Enabling person-centred approaches 
affords us that possibility.

As technology advances, and the  
demographic of our patient population 
changes, our services must demonstrate 
relevance and efficacy of purpose. Hearing 
aid dispensing in its purest form may  

become simply one element in our 
service, so positioning and re-positioning 
our practices to be truly person-centred, 
will equip us to withstand changes to the 
nature of our profession, and maintain a 

future for audiology. This will inevitably 
impact on those of us employed in  
traditional business model practices, but 
we can’t be Luddites in the face of inevitable 
technological interconnectedness. r
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Maximising Patient Outcomes in the Era of Consumer-Driven Healthcare

Dr Brian Taylor, Fuel Medical Group managing director
As individuals take a more proactive role in their healthcare, it forces audiologists to re-evaluate their value in the marketplace.  
Modern technology, such as self-fitting over-the-counter hearing aids and interactive service delivery models using patient-centred 
counselling principles, need to be embraced by clinicians. 

This presentation lays the groundwork for how these innovations can be applied clinically to maximise patient outcomes and better 
address the communication needs of under-served populations.

At the end of the webinar you will:

r understand the principles of consumer-driven healthcare;

r understand the evidence supporting the application of self-fitting hearing aids sold over the counter;

r be able to implement clinical protocols and systems that utilise patient-centred care.
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Non-regular use of  

hearing aids 

A meta-analysis showed that hearing aids 
(HAs) had a medium-to-large effect on 
health-related quality of life (Chisolm et 
al. 2007). Despite this, a recent study 
in National Health Service (NHS) in the 
United Kingdom showed that 29% of 
people (293/1021) do not use their NHS 
HAs regularly (i.e., use less than 4 hours 
per day) (Aazh et al. 2015). The non- 
regular use was 39.5% for new patients 
(Aazh et al. 2015). 

In NHS, the choice of HAs is limited. In 
other countries, patients may have the 
choice of several HA makes. Despite this, 
non-regular use in NHS is comparable 
to that found in other countries: 27% 
and 58% in two Australian studies, 42% 
in Finland, 13% to 31% in four studies 
conducted in the USA, and 25% in  
Switzerland. For details of the references 
see Aazh et al. (2015).   

The exact reasons for non-regular use of 
hearing aids is not fully understood (Aazh 
2016b). However, it seems that the  
discrepancy between patients’ expectations 
(e.g., full restoration of hearing, a “cure”) 
and what a hearing aid can offer may  
contribute to the ambivalence experienced 
by some (Boothroyd 2007). A phenom-

enological study suggested that some 
patients do not regard HAs as acceptable 
solution but agree to get them mainly to 

please their partner or family members 

(Claesen & Pryce 2012). Two systematic 
reviews concluded that stigma of deafness 
and self-reported hearing difficulties are 
the main barriers to HA use (Jenstad & 
Moon 2011).  

Why is it important?  

Hickson et al. (2014) suggested that 
successful HA use requires a minimum of 
one hour of daily use in order to provide 

even moderate benefits. In the recent 
NHS survey, 27% of new patients failed 
to meet these criteria (Aazh et al. 2015). 

500,000 new patients are fitted with 
HAs annually across the NHS (Davis et 
al. 2007). The average cost is £350 per 
person (Department of Health 2013). 
Therefore, there are approximately 
135,000 unsuccessful users annually,  
corresponding to £47,250,000 waste of 
NHS funding per year. 

Previous studies with  

regard to improving  

hearing aid use 

In a systematic review on interventions 
designed to improve HA use and outcome, 
Aazh and Moore (2017) reported that 
there is limited evidence to support efficacy 
of educational rehabilitative audiology 
programmes. They suggested that there is 
a need for studies investigating the efficacy 
of interventions based on patient-centred 
counselling and empathetic listening as 
opposed to or in addition to educational 
interventions. Use of HAs often requires 
a change in behaviour which is a complex 
process. Simply advising people may not 
help them to change (Rollnick et al. 2005).

What is Motivational  

Interviewing?  

Motivational Interviewing (MI; Miller 
1996) is a psychological intervention 
which is rooted in the client-centred 
counselling method of Carl Rogers  
(Rogers 1959) and gives great importance 
to both understanding a patient’s internal 
frame of mind and exhibiting unconditional 
positive regard (Miller & Rose 2009). 

MI seems to be more effective in people 
at pre-contemplation and contemplation 
stages of change (Miller & Rose 2009). 
According to the Transtheoretical Model, 
people move through a series of stages in 

the process of changing behaviour from 
being unwilling (pre-contemplation stage), 
to considering a change (contemplation 
stage), and to make a change (action 
stage) (Prochaska & DiClemente 1986). 
Laplante-Levesque et al. (2014) assessed 
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the stages of change in patients who failed a hearing screening test. 
38% were in contemplation stage and 9% were in pre-contemplation 
stage, hence not everyone with hearing impairment was ready 
to use HAs. This could be a contributing factor to non-regular 
use. Therefore, combining MI with audiology care might improve 
non-regular use.

Randomised Controlled Trial on the  

effect of MI on hearing aid use  

A pilot RCT study was conducted by Aazh (2016a) at Department 
of Audiology Royal Surrey County Hospital, Guildford, in  

collaboration with London School of Hygiene and Tropical 
Medicine in order to explore feasibility and preliminary effect of 
audiologist-delivered MI on hearing aid use. 

The study design was a single-blind, randomised parallel-group 
where participants were randomly assigned to one of the two 
groups: MI combined with Standard Care (MISC) (n=20) or  
Standard Care only (SC) (n=17). SC involved adjusting the hearing 
aids, and providing instructions and advice. MISC involved MI 
combined with SC tasks.      

The outcome measurement tools utilised in the pilot RCT were 
(1) the data logging system on hearing aids which measures the 
average number of hours that a hearing aid is used per day, and  

(2) a range of validated self-report questionnaires. 

The mean number of hours per day that people used their hearing 
aid(s) increased from 1 hour per day (SD=1.5) at the baseline to 
7 hours per day (SD=3.7) one month after the intervention in the 
MISC group (n=19, p<0.001) and from 1.3 hours per day (SD=2) 
to 4 hours per day (SD=3.6) in the SC group (n=17, p<0.001). 
There was a large between-groups effect size of Cohen’s d = 0.98 
(95% CI: 0.3 to 1.7) for hearing aid use. 

Scores on self-report questionnaires showed improvement in both 
groups, however the between-groups effect sizes were small (see 
Aazh (2016a) for details). It is very important to establish whether 
the intervention in the MISC group was consistent with MI and 
the intervention in the SC group did not involve any aspects of MI.  
Therefore, all sessions were coded by independent coders using 
motivational interviewing treatment integrity (MITI 3.1.1) (Moyers 
et al. 2010). Results showed that MISC sessions were consistent 
with MI while SC did not involve any aspects of MI. 

Conclusion    

Audiologist-delivered Motivational Interviewing (MI) combined 
with education and advice seems to be more effective in improving 
hearing aid use compared with education and advice only.           

How to learn audiologist-delivered MI to improve hearing aid use 
and outcome?    

There are several training courses available in London, Aston, and 
other universities. The annual Rehabilitative Audiology Masterclass 
at Birkbeck College offers comprehensive theoretical and practical 
training on audiologist-delivered MI. See the website below for details: 

http://tinnitustherapy.org.uk/RehabilitativeAudiologyMasterclass.html 
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O
ne of the quotes that most  

influenced me growing up were 
the words of Atticus Finch in 

Harper Lee’s To Kill A Mockingbird: “You 
never really understand a person until you 

consider things from his point of view… 
Until you climb into his skin and walk 
around in it.” I know of no better words to 
capture the essence of Person-Centred Care.

Many of us believe we’re good at “walking 
around in someone else’s skin” but in 
reality we’re often simply projecting our 
own experiences, conclusions and biases 
onto the other person and assuming they 

think and feel as we do. If they don’t, we 
fall into the trap of believing it’s our job 
to ‘enlighten them’ because we’re the 

expert; we know best.

Which is why Person-Centred Care aims 
for a partnership between client and 
clinician. It is an answer to the question, 
is it possible to learn empathy, and the 

means to reaching that stage with every 
client where we the clinician are thinking, 
feeling, anticipating, worrying, hoping, 
making decisions, overcoming as they 

do, and where in turn our client begins 
to own for themselves any expertise and 

knowledge that we possess relevant to 
them. In other words, if we were indeed 
walking around ‘in their skin’ yet still had 
access to everything we know about 
hearing, technology, and communication 
strategies, what would that look like? 
The tools, techniques and training for 
Person-Centred Care are essentially 

methods aimed at helping us achieve this 
state; to overcome our natural tendencies 
to project, assume and impose, whilst 
making it easier for our client to express 
and make themselves understood.

So we have this wonderful set of tools 
that teaches empathy, and a profession 
that understands the importance of 
empathy. It sounds like the perfect match. 
Yet when it comes to real-life, day-to-day 
application, the widespread adoption of 
Person-Centred Care by the profession 

has bordered on indifference. What’s 
going on?

It turns out that for all its many strengths, 

Person-Centred Care has an Achilles’ Heel.

The Person.

Consider the Person who believes they 
“already hear everything worth hearing”, 
“don’t want to use hearing technology”, 
and that “people should make the effort 
to speak more clearly instead of mumbling 
all the time”. Picker’s first principle of 
Patient-Centred Carei tells us to have: 
“Respect for patients’ values, preferences 
and expressed needs”. Well here our 
client’s values, preferences and expressed 
needs are very clear indeed!

Yet something doesn’t sit right with us. 
We find our own beliefs, goals and outcome 
measures at odds with our clients’, and 
before long we’re drifting back towards 
that “clinician paternalism”ii which 
Person-Centred Care strives so hard to 

counter. The result? Person-Centred Care 
becomes more sentiment than standard 
within hearing care, leaving its advocates 
continuously frustrated by a lukewarm 
response from the wider profession.

So are the two  

reconcilable?

Is it possible for hearing care to adopt “as 
standard” a set of tools that puts the  
“patient’s values, preferences and 
expressed needs” at the heart of what 
hearing care is about? Even if those values, 
preferences and expressed needs conflict 
with how hearing care has traditionally 
viewed its own mission? 

Let’s think about this for a moment. If we 
take the principles of Person-Centred 
Care to their logical conclusion, then the 
vast majority of people with “untreated 
hearing loss” (eight million or so in the 
UK) should just be left to “suffer in 
silence”. Because it turns out that most of 
them aren’t actually “suffering” as the 
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headlines would have us believe, and they’re certainly not “in 
silence”. Because, rightly or wrongly, one of the main reasons that 
most people don’t take action is that they believe they already hear 
well enough in most situations not to need hearing technologyiii. This 
is their expressed need; their preference.

So why do we feel the need as a profession to “bring them into the 

fold”? Is it because of our own agendas, perhaps? Because we need 
to “fit units” to hit our targets or key performance indicators, or to 
increase our bottom line, or some other reason born of self-interest? 
Or do we believe there are consequences for “untreated hearing 
loss”iv, as the now fashionable idea of cognitive decline purportsv? 
If so, we’re doing it for them, right? Because we believe that it’s in 
their best interests? Because we know that sometimes a person 
just doesn’t have the knowledge, understanding or capacity to 
make these sorts of decisions about their own hearing, especially 
if they’re “in denial”vi. Which means it’s up to us, the experts, 
to enlighten them, surely? And hey presto, we’re back to that 
arch-nemesis of Person-Centred Care, “clinician paternalism”.

So many vested interests!

OK, let’s try looking at things another way. Let’s consider one of 
Picker’s other eight principles: “Involving family and close friends 
in decision making”vii. That definitely sounds like a good idea, 
doesn’t it? After all, our client’s hearing difficulties often affects the 
“communication partner”, doesn’t it? Except that now we have 
two people in front of us arguing over who’s to blame: the  
communication partner for “trying to talk to me when they have 
their head stuck in a cupboard or they’re walking away”, or our 
client for having “selective hearing” and “only hearing what they 
want to hear” or “going deaf” (as if that’s somehow their fault).

Ouch! So many vested interests here! What do we do when 
“respect for patient’s values, preferences and expressed needs” so 
clearly clashes with “the values, preferences and expressed needs” 
of the family who want the TV volume lower and to stop having 
to repeat themselves? Yes, we try to involve them – after all, they 
were the ones that persuaded “the Person” to see us in the first 
place – but now we’re having to take sides? Sorry, Person, but 
your preferences and expressed needs must give way to the  
family’s desire to have the volume turned down! And on what 
grounds are we taking the family’s side here, might I ask? Is it 
because of our own agenda? Or because we believe (as the  
clinician) that it’s in the Person’s best interests? Darn it! We’re 
back to where we started with that wretched clinician paternalism. 
But if we don’t attempt to change “the values, preferences and 
expressed needs” of the Person, then we’re essentially providing a 
service where people come to us, persuaded to come by a  
frustrated family, and we say “carry on as you were”! 

Of course I’m exaggerating, but I’m doing so to highlight an 
inherent weakness when we attempt to shoehorn Person-Centred 
Care in its purest form into hearing care: hearing is not about “the 
Person”. Hearing is about connecting people to the environment, 
to one another, and to opportunity. It’s about the shared potential 

resulting from those connections, the human capitalviii. Which 
means that what I personally do with my hearing affects you. It  
affects the people around me. It affects society. Even the economyix. 

So if we centre hearing care on the Person, we are completely 
missing the point of hearing, and therefore the purpose of hearing 

care.

But it’s impossible for us to realise this if we see the purpose of 
hearing care as “the prevention and treatment of hearing loss and 
deafness”.

Because viewed the traditional way, hearing care is a  
“condition-based” profession. In that context Person-Centred 
Care makes perfect sense, having originally developed as an  
approach to empower people with chronic conditions and  
disabilitiesx. The idea was that by involving the Person in the 
formulation, application and management of any treatment plan, 
rather than simply having a clinician or physician imposing one on 
them, we wouldn’t just be treating “the condition” but any psychosocial 
impact there might be on the Person’s wellbeing too. Put that way, 
it’s obvious why Person-Centred Care found a natural synergy 
with condition-based hearing care, because we’ve known for years 
how “deafness and hearing impairment” affects far more than 
“the ability to hear”. We witness first-hand the consequences of 
ignoring “the whole person”: when we watch someone struggle to 
change a battery because they’ve lost sensitivity in their fingertips, 
or when they sit with their worst ear toward their spouse watching 
TV, or they no longer go to bridge because they can’t hear when 
other people are talking at the same time. We understand these 
things, and we know that the better we understand them, the 
better it helps us provide solutions leading to better outcomes. 
Person-Centred Care systemises the process of reaching that 
understanding – for every unique individual we encounter. It stops 
us simply applying a one-size-fits-all formula.

We can take this further. We can say that if someone has been living 
with a reduced level of hearing for many years, then often the 
need for traditional rehabilitation will be stronger; the need for 
restoration to “normal life”, whatever they see as normal life for 
them. And here Person-Centre Care shines, co-ordinating and  
integrating everyone’s efforts on delivering what’s important to 
the Person. Indeed, a Person’s quality of life might have reached 
such a low point by the stage they see us that nothing but the 
emotional support that Person-Centred Care brings will suffice.

All this is true, and if there’s a better approach than Person- 
Centred Care in achieving this I haven’t yet encountered it.

An uncomfortable question…
But hold on a minute. There’s an uncomfortable question we 
should be asking ourselves here: how did they reach that dark 
place in the first place? And might we be to blame?

For whilst some individuals are unfortunate enough to experience 
a sudden and tragic change in their hearing, for the vast majority 
those changes have been a gradual process. Most people we see 
don’t wake up one day to find their life forever altered. It’s  
something that’s happened bit by undetectable bit.

They began noticing that the acoustics in today’s restaurants were 
all “hard floors and high ceilings” which meant that all the clatter 
echoed, drowning out the conversation. So they subconsciously 
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began seeking out quieter establishments, or enjoying more quiet 
evenings in. They assumed it was because they weren’t “as young 
as they once were” and their tastes changed. It never crossed 
their mind it might be their hearing. Several years later they 
noticed they were feeling tired on bridge night, and had stopped 
looking forward to it. They didn’t really know why. It was more 
of a subconscious thing really. So instead of making the effort to 
go out, they decided to take the night off. Just the once. But that 
became twice, three times… until it was happening every time and 

this became their new “normal”. Watching TV… not the relaxing 
pleasure it once was with the “older films”. There were now so 
many accents! And what’s with all the background music? Even 
the documentaries now have it! And aren’t the BBC always getting 
complaints from people in the papers, not to mention those new 
flat screen TV’s with their virtually non-existent speakers. And 
don’t get me started on Probus meetings and Women’s Institutexi. 
A complete waste of time… it’s fine if you get a good speaker who 
knows how to speak into the microphone properly, but most of 
the time they’re not professional speakers. And they talk far too 
quickly, like my grandchildrenxii.

This shift in behaviour wasn’t due to any changes in their hearing, 
at least not as far as the Person was aware. And they didn’t happen 
overnight. If they had, perhaps they’d have realised there was a 
common factor. But because each small change was unremarkable 
on its own – more a feeling of “can’t be bothered” than anything 
else – their response was a subtle adjustment in preferences: the 
places they visited, the activities they enjoyed, the people they 
met up with.

They didn’t realise it at the time, but these preferences were 
allowing them to “live within their auditory means”. By gradually 
changing the situations they normally frequented, hearing was 
rarely a problem for them, so they failed to notice they were living 
a very different life to the one they started out with. But that’s 
OK. We all change preferences as we get older, regardless of  
hearing. Until one day, realisation! Perhaps it’s one change too 
many, or an encounter that highlights the stark contrast between 
now and then, or something someone says that strikes home. But 
there’s a trigger. And they find themselves desperate enough to 
entertain the unthinkable: that maybe they’re “going deaf”.

But how long has it been for them to reach this point, if they ever 
do? How many years? How many changes? What would be  
different about their lives if they’d notice earlier? If instead of 
changing their preferences to “live within their auditory means” 
they’d “maintained their auditory means” and been able to  
continue living the life they wanted to live. Is their current  
“normal” the same “normal” they would have had with earlier 
realisation and intervention? How much do they have to have lost 
before we come on the scene? Person-Centred Care can’t cope 
with these sorts of questions, because it’s essentially reactive.

So have you noticed the irony? 

Person-Centred Care is a response to condition-based thinking. 
But if we believe the purpose of hearing care is about “restoring 
quality of life”, we will have to wait until they have lost enough of 
it in the first place! And if we believe that using hearing technology 
is about “rehabilitation”, then we will have to wait until things have 
reached a point where they need rehabilitation. And if we believe 
it’s about the treatment and management of a “chronic condition”, 
then things will have to have persisted long enough for them to 
consider it as chronic. If only we had a tool for when a Person had 
reached this point! Oh yes, Person-Centred Care!

So are we saying, then, that hearing care must wait in the wings 
until a Person has lost enough things of value so as to notice that 
loss before it becomes relevant? Until their quality of life has 
become so degraded that they feel a need for rehabilitation and 
restoration? To have moved so far away from where they used 

to be that now their best option is to seek an expert practising 
Person-Centred Care? To be so far removed from what’s 

expected by others from their hearing, that they are willing 
to accept and expect others to change their own normal 

behaviour to accommodate their “disability”? Does that 

sound right to you?

Let’s think about this for the moment and be really and truly honest 
with ourselves… Is hearing care about waiting until a person  
considers themselves broken enough to need someone to help 
them put the pieces back together again? Or should we, perhaps, 
be trying to prevent them reaching that point in the first place?

Because if our “norm” as a profession is to reach that stage where 
Person-Centred Care becomes the most appropriate tool, then 
we’re already too late. It means that instead of maintaining that 

connection a Person has had to the environment, to others, and to 
opportunities, we’re trying our best to restore it. But it will never 
be the same. Too many psychosocial changes have accumulated 
over the course of that person’s life, within their shrinking auditory 
means. Yes, there will always be individuals where Person-Centred 
Care is right and appropriate, and we need to ensure that as a 
Profession every one of those individuals has access to Person- 
Centred Care, and we know how to recognise those times and 
how to employ it “as our native language”.

But we need to think about this very carefully: if hearing is about 
the Person, why do their family and friends get frustrated first? 
And if hearing is about more than the Person, shouldn’t hearing 
care be too? Shouldn’t it be about sustaining the connection a 
person has, rather than trying to restore it?

Let us ask the question another way. When is it appropriate for 
hearing care to be Person-Centred Care in its truest sense? To 
elevate one individual’s values, preferences, and expressed needs 
over and above what other people and Society automatically 

expect from that person’s hearing?

Because that will give us a hint as to the true Purpose of Hearing 
Care. But I have run out of space, and we must return to these 
questions in a subsequent article. r
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Piers Dawes

A 
recent review of dementia  
prevention, identification and care 

 indicated that hearing impairment 
is the largest potentially modifiable mid-life 
risk factor for dementia (Livingston et al., 
2017). The world faces an epidemic of 
dementia and other age-related conditions 
with growing longevity.. So preventing or 
delaying the onset of dementia as well as 
minimising the personal and financial costs 
of dementia are priorities. 

Hearing impairment as a 

modifiable risk factor for 
dementia

The possibility of preventing dementia by 
treating hearing impairment is intriguing. 
But this rests on the strong assumption 

that the association between hearing 
impairment and dementia risk is due to a 
causal impact of hearing loss on dementia. 
Unfortunately, all of the studies that 

reported hearing impairment associated 
with dementia risk are correlational. So it 
is not possible to establish if there is a 

direct causal link between hearing 
impairment and dementia on the basis of 

these studies. It may be that hearing 
impairment contributes causally to dementia 
risk. But it is also possible that the association 
is the other way around (i.e. cognition 
impacts hearing) or that a shared factor 
impacts both hearing and cognition. 

Hearing affects cognition

There are various ways that hearing may 
causally impact cognition. First, hearing 
impairment may increase ‘listening effort’, 
meaning that people have fewer cognitive 
resources available for other tasks (Rabbit, 
1991). People with hearing impairment 
may appear to have a cognitive deficit, 
when the underlying cognitive system is 
intact. A problem with this explanation 
is that associations between hearing and 
cognition remain even when cognition is 
tested with visually-based tasks. 

A second possibility is that cognitively 
taxing chronic listening effort has a 
permanent adverse impact on cognition. 
This is an interesting idea, but it doesn’t 
seem very plausible: doing cognitively 
taxing things (like crosswords or Sudoku) 
is linked to preserved cognition, not 
cognitive decline. Brain training games 
stress cognition, but none of these programs 
has ever reported cognitive decline as an 
adverse side effect that I am aware of. 

Lastly, hearing impairment may impact  
indirectly on cognition. Hearing impairment 
may lead to social isolation, depression 
and/or reduced self-efficacy (Dawes, 
Emsley, et al., 2015), and these things may 
lead to reduced cognitive performance 
and increased dementia risk. 

Cognition affects hearing

Another possibility is that rather than 

hearing impacting cognition, the association 
between hearing and cognition is because 
cognition impacts hearing. Hearing is 
cognitively taxing. One must selectively 
attend to and sustain attention on the 

sounds of interest, avoid being distracted by 
irrelevant sounds, keep updating  
information and make links to prior  
information in memory. Reduced cognitive 
capacity therefore adversely affects listening. 
Someone may appear to have poor ‘hearing’ 
when their listening difficulties are due to 
cognitive impairment.

All of the studies that showed an association 
between hearing and dementia risk used 
hearing tests that are cognitively taxing. 
Some of the apparent association between 
hearing and dementia risk may be because 
hearing tests are sensitive to cognitive 
impairment. 

Shared factors affect both 

cognition and hearing

Both hearing loss and dementia are 

complex, multifactorial conditions that 
share causes including inflammation and 
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oxidative stress, hormonal and vascular changes. Hearing loss and 
cognitive decline/dementia share the same environmental/lifestyle 
risks and some genetic susceptibility factors. Aerobic exercise, healthy 
diet, non-smoking, moderate alcohol consumption and favourable 
early childhood development are all linked to both better hearing and 
cognitive function. Hearing loss is therefore a marker of brain health. 

Note that all three possibilities above are not mutually exclusive, 
and all three may be true to some extent. 

So does treating hearing impairment  

prevent dementia?

One way of testing whether treating hearing impairment (e.g. 
with hearing aids) reduces risk of dementia is to do randomised 
controlled trial of hearing aid use, with incidence of dementia 
measured over several years. But such a study would need to be 
very large and long running. There are substantial practical,  
scientific, financial and ethical problems with such a study  
(although two studies have grappled with these problems and are 
currently under way in the United States and Australia). 

An alternative is to model long term cognitive outcomes associated 
with hearing aid use in longitudinal observational studies that have 
data on hearing, cognition, incident dementia/cognitive impairment 
and hearing aid use statistically controlling for differences between 
hearing aid users and non-users. I am aware of a few studies that 
have done this to date. Findings are mixed. One small US study 
reported a positive impact of hearing aid use on one out of three 
cognitive tests over 20 years (Deal et al., 2015). One recent French 
study modelled cognitive decline in hearing aid users, but unfortunately 
did not directly compare cognitive decline in hearing aid users versus 
non-hearing aid users (Amieva et al., 2015). We found no impact of 
hearing aid use on cognitive decline or incident dementia over 15 
years in 666 US adults with hearing impairment (Dawes, Cruick-

shanks, et al., 2015). But in a larger US study sample (n=2,040), 
we found that trajectories of cognitive decline were slower after 
people commenced using hearing aids (Maharani et al., 2018).

We need more studies to test the impact of hearing aids and other 
hearing interventions on dementia risk and other cognitive outcomes. 

There are various types of dementia with different causes, causes are 
multi-factorial, hearing loss is associated with only a small proportion 
of dementia risk and hearing aids (and similar interventions) are 
likely to be only partially effective in offsetting the risk associated 
with hearing impairment. The likely outcome is, therefore, that if 
hearing aids are effective in mitigating dementia risk, the reduction 
in dementia risk is likely to be small on average. But the benefits 
of treating hearing impairments on reducing dementia risk do 
not necessarily need to be clinically significant (i.e. relevant at 
the level of the individual). Because hearing impairment is very 

highly prevalent, small gains in reducing dementia risk by effective 
management of hearing impairment could translate to a substantial 
reduction in numbers of people with dementia at population level. 

Minimising the personal and financial 
costs of dementia

In addition to prevention and treatment, minimising the impact of 
dementia and improving quality of life for people with dementia 
is a global priority. Treating hearing impairment certainly has an 
important role to play here. 

Hearing impairment exacerbates the impacts of cognitive impairment 
on communication, functional ability, symptoms of dementia and 
burden on friends and family (Dawes, Wolski, Himmelsbach, J, & 
leroi, 2018). The combined impact of hearing loss and cognitive 
impairment increase health care costs (Palacios & Gannon, in  
submission). Treating hearing impairment with hearing aids and 
other interventions mitigates these adverse impacts (Dawes et 
al., 2018). Hearing interventions are relatively low cost, low risk, 
widely available and effective.  

Conclusion

Effective prevention, early identification and treatment of hearing 
impairment could reduce developmental, social and economic 
costs of the global dementia epidemic. Attention to hearing health 
is essential for mental well-being in the 21st century. r

References
Amieva, H., Ouvrard, C., Guilioli, C., Meillon, C., Rullier, L., & Dartigues, J. (2015). 
Self-reported hearing loss, hearing aids, and cognitive decline in elderly adults: A 25 
year study. Journal of the American Geriatrics Society, 63(2), 2099-2104. 
Dawes, P., Cruickshanks, K., Fischer, C., Klein, B., Klein, R., & Nondahl, D. M. (2015). 
Hearing aid use and long-term health outcomes: hearing handicap, mental health,  
social engagement, cognitive function, physical health and mortality. International 
Journal of Audiology, e-pub ahead of print. doi: 10.3109/14992027.2015.1059503
Dawes, P., Emsley, R., Moore, D., Cruickshanks, K. J., Fortnum, H., Edmond-
son-Jones, M., . . . Munro, K. (2015). Hearing loss and cognition: the role of hearing 
aids, social isolation and depression. PLOS One. doi: 10.1371/journal.pone.0119616 
Dawes, P., Wolski, L., Himmelsbach, I., J, R., & leroi, I. (2018). Interventions for  
hearing and vision impairment to improve outcomes for people with dementia: A 
scoping review. International Psychogeriatrics. 
Deal, J. A., Sharrett, A. R., Albert, M. S., Coresh, J., Mosley, T. H., Knopman, D., . . . 
Lin, F. R. (2015). Hearing Impairment and Cognitive Decline: A Pilot Study Conducted 
Within the Atherosclerosis Risk in Communities Neurocognitive Study. American 
journal of epidemiology. 
Livingston, G., Sommerlad, A., Orgeta, V., Costafreda, S. G., Huntley, J., Ames, D., . . . 
Cooper, C. (2017). Dementia prevention, intervention, and care. The Lancet. 
Maharani, A., Dawes, P., Nazroo, J., Tampubolon, G., Pendleton, N., & On behalf of 
the Sense-Cog WP1 group. (2018). Longitudinal relationship between hearing aid use 
and cognitive function in older Americans. Journal of the American Geriatrics Society. 
Palacios, D. L., & Gannon, B. (in submission). Health care utilisation amongst older 
adults with sensory and cognitive impairments in Europe. Health Economics Review. 
Rabbit, P. M. A. (1991). Mild hearing loss can cause apparent memory failures which 
increase with age and reduce with IQ. Acta Otolaryngologica, Supplementum, 476, 
167-176. 

dementia



34 BSHAA PEOPLE  | JUNE 2018

Last word

When addressing an assemblage 

of Nobel laureates and other 
distinguished scientists at the 

White House, Ronald Raegan once said, 
“You on the cutting edge of technology 
have already made yesterday’s  
impossibilities the commonplace realities 
of today.” And it was this sense of wanting 
to celebrate the ever-expanding scope 
of technology, and those who pioneer it, 
which led to our organisation, the British 
and Irish Hearing Instrument Manufacturers 
Association, to devise our inaugural  
conference around the theme of “the 
future of hearing technology.”

The rate of technological change in our 
times has been exponential; our conference 
keynote speaker, the futurologist Dr 
James Bellini, predicted that “the next 
decade will hold the same amount of 
change as the last three centuries put 
together”! This rapid pace of change has 
been no less evident than in the world 
of hearing technology – if we think that 
the first hearing trumpets were invented 
in the late 1700s, it then took over 150 
years for the first body-worn hearing 
device to be invented in 1950s. Now, in 
the digital age, we’ve gone from the first 
digital signal processors, to smart  
technology and remote tuning of hearing 
devices in just a few decades.

What’s more, the small scale and intricacy 
of hearing devices means that the  
innovation behind them is incredibly 
sophisticated, resulting in products which 
are at the leading edge of the technological 
vanguard and are becoming increasingly 
central to the practise of audiology. There 

is also an increasing body of evidence 
which shows the indispensability of hearing 
technology and how, as our population 
ages, this technology must be at the  
centre of government strategy and funding 
decisions. The proven link between 
hearing loss and dementia for example, as 

shown recently in the research of Helen 
Amieva at the University of Bordaeux, 

which demonstrated that people using 
hearing aids do not exhibit any increased 
risk of dementia, is more than enough 
reason to invest in our sector’s  
understanding of hearing technology.

The BIHIMA conference speaker content 
was exceptional in both content and  
delivery. Many of our distinguished 
speakers encouraged our audience of 
over 200 delegates not to get left behind 

as we enter an era of disruptive technology. 
Despite the warning, there was  
encouragement too, and I sensed an air of 
wonder and excitement about AI and the 
role it will play in our future lives. 

Our aim from the outset was to inspire 
confidence and excitement, to offer a  
vision in which all our individual efforts 
are cogs in a big wheel of positive  
progress, towards transforming the lives 
of people with hearing loss. 

There is a greater need than ever, 
because of the rate of change, for our 
profession to work together in a more 
rounded way, which is why we were 
particularly encouraged to have the  
support of BSHAA in organising the  

workshop programme. It brought  
together representatives from the worlds 
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of retail and general medical practice to share some important 
transferable lessons about the impact of changing consumer 
behaviour. 

It is this willingness to look at the future from new angles, to think 
outside our normal silos that will help our sector innovate and 
thrive. This is why we invited speakers such as Nicola Palmarini, 
Global Manager in ‘Artificial Intelligence for Healthy Aging’ at IBM 
Research, who spoke about how new technologies can support 
a population that will commonly live to be 100 years old and 
beyond. We were also intentional about listening to the voices 
we don’t always hear from within our own industry – not just the 
marketeers, but the technicians, the people at the cutting edge of 
the technology. We invited eight product development experts to 
take part in an innovative PechaKucha presentation, a style which 
has come out of the artistic community in Hong Kong involving 20 
slides with 20 seconds to speak per slide, and the audience was 
given a rare insight into topics such as cognitive control of hearing 
devices and the role of tele-audiology.

Our theme was ‘the new’ and so our approach was also novel – 
even down to the futuristic entertainment at the after event party! 
So far, the change has been welcome and the feedback extremely 
positive. Our intention is to continue to review the responses 
and consider a strategy for the future which advances the positive 
work of both industry and profession. r
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