
The �Satis�ed� Patient
Patient satisfaction, by de�nition, implies that the patient is satis-
�ed with the ampli�cation we have provided during the evaluation 
and treatment process. The term also implies that the patient is 
wearing the ampli�cation system as prescribed and that our treat-
ment results in an improvement in the patient�s quality of life.

In practical, business terms, patient satisfaction also means that 
the hearing aid system was NOT returned for credit at the end of 
a �trial�, �adjustment� or �evaluation� period and that they would 
refer other patients to us for services. Assuming that we have 
excellent professional skills, that we have pre-quali�ed the patient, 
that we understand what they expect from the treatment and that 
we send them out of the �tting session with the �right� �t the �rst 
time, we should expect no (or very few) returns for credit.

The Ideal World 
In the world of perfect evaluation, pre-quali�cation and
treatment, the modern clinician should be able to expect and
accomplish:
�	 Veri�cation of the �rst �t, making sure that we are �tting ampli-

�cation characteristics that we THINK we are �tting. This, of 
course is irrelevant if one believes that manufacturer�s algorithms 
are exact and that there are no signi�cant differences between 
human ears and hearing losses.

�	 Direct involvement of the patient in the treatment process. This 
implies that the clinician is able to provide an understanding of 
the hearing loss and its affects on speech intelligibility in quiet 
and noise and that the patient is able to both visualize and �hear� 
the results of treatment with speech and sounds that he/she will 
encounter in real life.

�	 Direct involvement of the family or signi�cant others in the 
evaluation and treatment process while providing them with a 
practical experience with the patient�s hearing loss. Ideally, that 
experience should be both visual and auditory, using voice and 
sounds that the patient will encounter in the real world.

� Presentation of a high-tech image to the patient and family that 
reinforces con�dence in the treatment process and the sophisti-
cated nature of our services.

�	 Cost effective treatment with a reduction in patient visits to 
solve �tting problems and creation of charges to pay for the 
equipment used in the treatment process. Patients are willing to 
pay for a service that is seen as high-tech and as having value, 
even when it is not covered by health insurance.

�	 Ef�cient problem solving that involves real world stimuli and 
sophisticated treatment technology.

So, How do Most Clinicians Verify Treatment Now? 
In the Basic Business Skills class I teach, my �students� are prac-
ticing clinicians with experience in the dispensing world. It is 

Published in Insights in Practice 8/2006.

One Of The Best Kept 
Secrets For Patient 

Satisfaction
 Kenneth E. Smith, Ph.D. 

Kenneth E. Smith, Ph.D. has been in private practice in the Kansas City area for more than 30 years. A past
president of the Academy of Dispensing Audiologists, he teaches Basic Business Skills in Pennsylvania College of

Optometry’s Au.D. program. Smith has also functioned many years as a consultant to industry, through his company,
Industry Consulting Services. In that capacity, he evaluates new products and works to develop a business

model for their application.



The system is ideal for service delivery in the home or residential 
care facility, where the patient cannot be transported to the clinic 
or of�ce.

If Speech Mapping is so Good, What are Clinicians 
Afraid of?
Sampling hundreds of practicing clinicians who DON�T use 
speech mapping, their rationale for non-use can be broken down 
into three primary issues:
1.	It takes too much time. This is especially true for clinicians 

working in busy medical practices, where treatment time is at a 
premium.

2.	Inserting a probe microphone to the tympanic membrane is 
uncomfortable or painful for the patient.

3.	The equipment is expensive, and the cost is not justi�ed.

New speech mapping (AURICAL Visible Speech) equipment and 
the innovative use of it in the treatment process provides solutions 
to each of these objections.
1.	Since AURICAL Visible Speech (AVS) is truly binaural, with 

little time needed for calibration and since it is intended for use 
with NOAHlink and a sound system, the veri�cation process 
can be accomplished in less than 5 minutes in the majority of 
cases. The added time is justi�ed since it allows for increased 
satisfaction, fewer return visits for trouble shooting, �rst �t 
accuracy and a signi�cant reduction in returns for credit. The 
ef�ciency and impact of AVS can be improved even further with 
a surround sound system like GN ReSound�s RAVE.

2.	Modern probe tubes are easy to insert and remain in place. 
Placement of the tube in the ear canal can be observed using 
the OTOCam II and it is now the rare patient who experiences 
any type of pain or discomfort. It is not necessary to �bump� the 
tympanic membrane, only to achieve tube placement beyond 
the second bend in the ear canal.

3.	Reduction in the number of return for credit �ttings, sales 
closure through use of the hearing loss simulation feature of the 
software, up-selling to higher technology through demonstra-

relatively easy to cause a defensive response by asking them how 
they verify their treatment. In many, cases, the answer is simple: 
they don�t!

Others, being more practical, look at veri�cation as being a func-
tion of whether or not the patient returned the ampli�cation 
system for credit. 

Most who DO verify their �ttings immediately state that they use 
sound �eld tests or traditional real ear measurement (REM). This 
is all well and good until I then ask them if they �t digital hearing 
aids. If the student �ts a high percentage of digital technology, 
I then ask them what they �turn off � to complete the measure-
ments. 

If one treats only with analog technology, then sound �eld and 
REM tests are appropriate and useful. This is not true of digital 
ampli�cation, where one must turn off noise reduction, use an 
arti�cial signal, etc.

Besides the fallacy of using these procedures for veri�cation of 
treatment, patients and family members rarely understand what 
they are seeing and experiencing. In fact, their clinical experience 
(a best �t REM) may be useless in the real world. Furthermore, 
sound �eld and REM measurements are less than useful in closing 
sales, problem solving and creation of a partnership between the 
clinician and patient.

The Secret 
Not to be overlooked, there is a growing percentage of my stu-
dents who know one of the best kept secrets to patient satisfac-
tion as de�ned above�.speech mapping. I and my students who 
use the technique know that it is the �gold standard� in treatment 
veri�cation as a powerful and useful business tool.

Speech mapping �rst had an impact on the veri�cation process 
thanks to the article by Cunningham, et al (2002) describing a 
reduction in patient visits and other positive bene�ts of using this 
technique as a clinical standard. Ross and Smith (2005) and Bonta 
and Smith (2004) added to the information base by describing the 
clinical applications of speech mapping. A speci�c protocol for use 
of the procedure was outlined.

At the time these articles were written, speech mapping systems 
offered only monaural measurement options. It was necessary to 
measure each ear separately and results for both ears could not be 
displayed on top of the �tting screen. This increased the time and 
inconvenience of making a complete measurement in a limited 
amount of time.

At this writing, the AURICAL Visible Speech system is tailormade 
for patient counseling, hearing loss and ampli�cation simulation 
and speech mapping. This system can work in both the full-serv-
ice, clinical environment as well as retail environments where the 
dispenser may not have access to surround sound or NOAHlink. 

Fig. 1: The AURICAL Visible Speech is easier, faster and more 
intuitive to use thanks to new, dynamic features.




