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ABSTRACT

Patient-centered care incorporates patient’s priorities, values,
and goals. Audiologists can increase patient engagement when they use
patient-centered principles during communication. Recent research,
however, has revealed counseling gaps in audiology that could be
detrimental to the intervention process. The present study sought to
understand the extent patient-centered communication strategies were
used during hearing device monitoring visits by analyzing audio
recordings. Counseling portions of the appointments were transcribed
using conversation analysis. Missed opportunities were observed, inc-
luding not validating patients’ emotional concerns, providing technical
responses to emotional concerns, providing information without de-
termining patient desire for the information, and not engaging the
patient in a shared planning process. Training opportunities to enhance
audiological services will be discussed.
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Three hundred sixty million people world-
wide, thirty-two million of whom are children,
live with a disabling hearing loss.1 The physical
and psychological consequences of hearing loss
can negatively impact quality of life,2 as well as
functioning in social, work, and home settings.3

Other adverse effects include social isolation,
depression, and anxiety; for older adults, they
can include cognitive decline,4 and for children,
hearing loss may lead to delays in speech and
language development.5 Identification of a per-
manent hearing loss can be overwhelming and
bring forth emotions that may make coping
with the diagnosis difficult, interfering with
effective management.

Unresolved challenges, such as denial of
the hearing loss or lack of confidence managing
hearing needs, can contribute to detrimental
outcomes. For example, many adults who could
benefit from hearing aids do not obtain them,
and for those who do, as many as 40% have been
found not to wear them.6–10 Hearing aid use is
also a problem for children,11 and even when
hearing loss is identified early, some children
wear their hearing aids inconsistently and have
delays in language development.5,12 Audiolo-
gists play a key role in hearing loss identification
and intervention. By implementing patient-
centered care, they can support patients and
families in adjusting to, and learning how to
effectively manage, hearing loss.

PATIENT-CENTERED CARE
There has been a gradual shift in health care
interactions since the 1970s, impacting how
professionals approach communication with
patients, from a focus on the disease or disorder
to a focus on the patients and their experience
with the condition.13,14 This shift embraces the
role of the patient in the encounter to achieve
more balanced conversations. A patient-cen-
tered philosophy emphasizes trust, respect for
patients, assessment of and responsiveness to
their needs, shared decision making, and emo-
tional support, improving patients’ ability to act
on intervention recommendations.15,16 Adhe-
rence to treatment recommendations is a critical
component in achieving desired functional out-
comes. Patient-centered relationships improve
both clinicians’ and patients’ ability to identify

underlying barriers as well as solutions that
support effective self-management.

Central to patient-centered care is atten-
ding to and addressing patients’ psychological
concerns.17 For individuals with hearing loss,
the provision of hearing devices may improve
communication but does not remove the expe-
rience of living with hearing loss. To adequately
support individuals and their families, under-
standing what hearing loss means to them and
how it is impacting their life are critical areas of
inquiry during audiological encounters. Atten-
ding to emotional concerns allows patients to
feel valued, increases the likelihood of treat-
ment adherence, and eventually improves pa-
tients’ overall well-being.

Even though patient-centered care is essen-
tial for comprehensive audiological services and is
valued by audiologists,18,19 patient-centered in-
teractions are rare in practice. Recent research
related to communication during audiology
encounters, although limited, has found that
audiologists inadequately address patients’ emo-
tional concerns, responding instead by focusing
primarily on providing technical information,20

and minimally involving patients in the manage-
ment planning process.21 Audiologists verbally
dominate consultations,21,22 and this can lead to
an agenda that is driven by audiologists’ priorities
rather than clients’ needs. Similarly, there are
concerns related to conversations during patient
education, with patients reporting that informa-
tion provided is often vague and/or complex,23,24

which suggests that audiologists do not frequently
individualize information sharingor checkpatient
understanding. Furthermore, a study with older
adults reported that many wanted more informa-
tion and support than they had received, lacked
confidence in how to use their hearing aids, and
desired more psychological, practical, and prob-
lem-solving support.25Thus, there appears to be a
gap between services provided to patients acces-
sing audiology and services required or desired by
patients.

HEARING DEVICE MONITORING
AND SUPPORT
Patient encounters following hearing device
fitting provide important opportunities for au-
diologists to support patients as they learn to
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accept andmanage their hearing loss.Adults’ use
of hearing aids has been associated with their
acceptance of the need to use hearing aids.26 In
addition, counseling following hearing aid fit-
ting is cost-effective and increases average hours
of hearing aid use.27,28 Still, further research is
needed to understand how counseling is being
implemented in audiology encounters to moni-
tor hearing device management and to identify
methods that may improve provision of effective
and individualized support to patients.

Muñoz et al explored communication
behaviors of audiologists during encounters
with adult patients and parents of pediatric
patients.22 Audiologists received counseling
training and were audio-recorded pretraining,
post-training, and at 6 months’ follow-up. A
positive outcome of the training was a statisti-
cally significant decrease in the audiologist’s
relative speaking time at post-training and
follow-up compared with pretraining, indica-
ting that patients were contributing more to the
conversation. There were no changes in the
frequency of use for any of the communication
categories analyzed (i.e., small talk, education,
general assessment, reflection, assessing psy-
chological variables, addressing psychological
variables, clarifying treatment goals, planning
behavior change). However, the analysis did not
explore whether audiologists’ communication
was patient centered or used qualitative data.
The aim of the current study was to provide a
qualitative analysis of counseling behaviors after
training, by examining (1) the extent to which
patient-centered communication occurred, (2)
the frequency of missed counseling opportuni-
ties, and (3) counseling skills that warrant
attention in training opportunities.

METHODS

Participants

Participants were recruited from a convenience
sample at a graduate audiology training pro-
gram. The sample comprised four audiology
clinical instructors (one man), and six graduate
students in their second or third year of
the program (three men). Adult patients and
parents of children previously diagnosed with
permanent hearing loss and fitted with hearing

aids or cochlear implants were recruited at the
time of their appointment by a member of the
research team. Participants spoke English and
were being seen for a regularly scheduled hea-
ring device monitoring appointment. Institu-
tional Review Board approval was obtained
prior to initiation of the study, and all parti-
cipants provided informed consent.

Data Collection

Client participation included a written agree-
ment to have the appointment audio-recorded.
No client demographic information was obtai-
ned. Audio recordings were obtained using two
lapelmicrophones, one attached to client and the
other attached to the audiologist. AudioBox
software (PreSonus Audio Electronics, Inc.,
Baton Rouge, LA) was used to connect the
computer and PreSonus Audio recording equip-
ment (PreSonus Audio Electronics, Inc., Baton
Rouge, LA). StudioOne software (PreSonus
Audio Electronics, Inc., Baton Rouge, LA)
was used to create and manage recordings. The
PreSonus Audio Recording equipment was con-
nected to the VocoPro UHF PLL Wireless
system (VocoPro, La Verne, CA) with a fre-
quency scan to allow wireless microphones to be
used. Thirty-four audio recordings were obtai-
ned post-training. Four recordings were exclu-
ded due to poor audio quality. Thus, 30 audio
recordings were analyzed.

Analysis

The audio recordings were analyzed using the
standard conversation analytic convention deve-
loped by Jefferson (see Appendix for transcrip-
tion notations).29 Transcripts include details
within conversational turns to reflect elements
such as overlapping talk, pauses, and emphasized
talk. Conversation analysis (CA) is well suited
for spontaneous, naturally occurring conversa-
tions to identify and describe methods of
communication.30 CA is an approach that is
established for studying communication in
health care,31,32 and it has been used in empirical
studies investigating audiology communication
behaviors.20 CA was completed for the counse-
ling interactions within the session; conversa-
tional sequences that did not involve counseling
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were not included (e.g., small talk, real ear
measurement, device programming, discussion
about paperwork/payment).

Emergent counseling elements were identi-
fied by three members of the research team. To
achieve integrity in the analysis process, audio
recordings were independently transcribed and
microelements of communication were tracked
(e.g., question type). The three researchers then
jointly reviewed each transcription, ensuring con-
sistency in analysis, and summarized the fre-
quency of use of identified counseling elements
and annotated missed counseling opportunities.
Transcript excerpts are provided in the Results
section to illustrate real-time conversation inter-
actions; talk designated byA denotes the audiolo-
gist, and P denotes the patient.

RESULTS
The counseling elements identified fell into four
categories (see Table 1): (1) asking questions, (2)
responding to patients, (3) providing informa-
tion, and (4) planning. Within each category,
specific skills used and missed opportunities for

using counseling skills were observed in conver-
sational turns of audiological follow-up appoint-
ments between audiologists and their patients.

Asking Questions

Questions are asked to assess patient needs, find
out how patients are doing, and explore challen-
ges. Question structure can influence patient
responses, facilitating or impeding patient sha-
ring and audiologist understanding. Audiolo-
gists asked questions in 100% of encounters.
Closed-ended questions were asked in 97% of
the sessions (29/30; range 1 to 20 questions), and
open-ended questions were asked in 70% of the
sessions (21/30; range 1 to 5 questions).

Many instances of problematic question
asking were observed, including asking closed-
ended questions, leading questions, or multiple
questions consecutively before allowing the pati-
ent an opportunity to respond. Closed-ended
questions were found to elicit shorter responses.
Closed-ended questions limit audiologists’ abi-
lity to more fully understand patients’ experience
and reduce opportunities for patients to feel

Table 1 Counseling Elements Identified in Sessions and Definition of Terms

Category Counseling

Elements

Identified

Definition of Terms

Asking

questions

Closed-ended

question

Can facilitate obtaining specific information and can typically be

answered in very few words. Closed-ended questions typically begin

with is, are, or do.
Open-ended

question

Can facilitate a deeper exploration of issues, and typically cannot be

answered in a few words. Open-ended questions typically begin with

what, how, or why.
Responding

to patients

Simple

reflection

Involves identifying emotions of a patient and reflecting them back to

clarify their affective experience.

Complex

reflection

Involves identifying emotions of a patient and expanding on what they

have said to clarify their affective experience.

Validation Involves telling the patient what they are feeling is normal. Emotions

are validated, not actions.

Providing

information

Informing The process of eliciting patients’ informational needs and providing

information to the patient.

Planning Agenda setting The process of determining what will be covered and addressed

within the session.

Action planning The process of determining next steps, including homework, specific

behavioral steps to accomplish the plan, a timeline, and a mechanism

for accountability.
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heard or to share useful information not imme-
diately pertinent to the closed-ended question.
For the example provided in Table 2, the audio-
logist asked multiple questions (line 1), then
provided technical information, eliciting a mini-
mal response from the patient. This may have
been confusing to the patient, and the audiologist
missed an opportunity to understand the pa-
tient’s perspective. The first open-ended ques-
tion alone (line 1) could have been used to obtain
information from the patient on which software
features she found most useful. However, the
audiologist overrode it with a second question
without allowing the patient to respond. Then,
the clinician provided a solution without kno-
wing if it was desired by the patient (line 3).

Few open-ended questions were asked;
however, when they were, patients were able
to provide information they may not have raised
if they were not given the space and opportu-
nity. For the example provided in Table 3, when
the audiologist asked an open-ended question
(line 1), the patient stated being worried about
not being able to hear with the new device,
revealing an issue of concern to the patient.
There was also a missed opportunity to validate
the patient’s concern. How audiologists res-
pond to patients’ concerns is important and will
be discussed in the next section.

Responding to Patients

Responding to patients can take many forms.
Counseling responses have an intentional pur-
pose, including (1) encouragers to help people
continue talking, (2) paraphrasing and summa-
rizing to check understanding, and (3) reflecting
feelings and validating patient emotions. How
the audiologist responds can influencewhether or
not the patient feels heard, and the likelihood the
patient will share concerns and struggles in the
future. Counseling responses were found within
some encounters. Simple reflections were used in
30% of encounters (9/30; 1 to 2 times); complex
reflections in 17% (5/30; 1 to 2 times), and
validation in 37% (11/30; 1 to 5 times).

Table 2 Asking Multiple Questions at Once
Example

1 Audiologist (A): How important are some of

those# (.) Um ((throat clearing)) extra features.

Those-those apps (.) those remote

microphones? How important (.) um (.)

you can get remote mic for either one

2 Patient (P): uh huh

3 A: One of them can be directly associated

with your phone. One of them you’ll

have to get two accessories

4 P: uh huh

Table 3 Open-Ended Question Example

1 A: OKAY So tell me (.) <what is the thing> you are having the hardest time understanding right now

2 P: I’m just concerned that I’m not going be able to hear"
3 A: Okay¼
4 P: ¼That’s my biggest concern

5 A: Okay can I tell you >that I’m not worried about that<

6 P: But why >what if I just happen to be one in a million< Either they think it’s terrible and it’s not

or they don’t and it turns out to be something terrible.

7 A: Yeah so what you are experiencing right now is good" and I’m kind of basing my judgment on

˚how you did with your˚ hearing aid before we implanted you

8 P: Oh I love my hearing aids I just¼
9 A: ¼Yeah and the fact that you can hear and the fact that you can understand speech with the right

side even a little bit (.) even though it wasn’t good (.) just a little bit, that tells me that it <has> potential

10 P: Well that’s all I’m hoping for

11 A: So it will get there (.) >It’ll get there<

12 P: ˚Cause if I can’t hear through˚ this and I’m not able to hear through the right.

13 A: NOW I got you on the schedule for next week¼
14 P: ¼Alright
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Simple and complex reflections can be used
to clarify patient concerns and reflect back to
patients that they are being heard and valued.
When audiologists used reflections, we obser-
ved that patients opened up and elaborated on
their concerns or feelings. These reflections
indicated to patients that they were heard and
prompted deeper sharing of their concerns and
experiences throughout the session. Missed
opportunities for reflection can undermine the-
rapeutic rapport if patients do not feel validated,
or at the very least, heard. Yet, reflections were
uncommon in our sample of recordings.

Audiologists often missed opportunities to
validate patients’ experiences and feelings. Vali-
dation entails normalization of experiences; that
is, the feelings and thoughts that patients have are
typical and make sense given their context. Vali-
dation is one way to communicate empathy and
support to the patient and can foster development
of a strong therapeutic relationship. In addition,
audiologists tended to respond to emotional
content with redirection to a technical solution,
showing amismatch between patient concern and
audiologist response. InTable 4 line 1, the patient
indicated difficulty adjusting to her new hearing
aids. The audiologist could have reflected frustra-
tion related to inconsistent effectiveness of the
hearing aids. However, the audiologist offered a
technical solution of switching back to her old
hearing aids in line 6, then minimized the pa-
tient’s struggles in line 8. The patient’s short
responses implied disengagement in the conver-
sation. In the followingutterances, the audiologist

proposed adjusting the fit of the domes inside the
patient’s ear as another solution, without addres-
sing the frustration expressed by the patient. Later
in the appointment, the patient brought up her
frustration with adjusting to new hearing aids
again, suggesting that the audiologist’s solutions
did not adequately address the needs.

Providing Information

Providing information to patients is a necessary
component of many hearing device appoint-
ments. How information is provided can influ-
ence patient understanding at the time, later
recall, and what they do with the information.
Informing occurred in 100% of encounters (5 to
53 times). Problems observed with informing
included: (1) providing information before as-
sessing patients’ prior knowledge; (2) informa-
tion was unsolicited and excessive, (3) failure to
check for understanding after information was
given. It seemed that audiologists were provi-
ding information consistent with their own
session agenda, but irrelevant to the present
concerns raised by patients.

In Table 5 line 2, the patient expressed prior
knowledge about communication strategies. Yet,
the audiologist continued to describe communi-
cation strategies, neglecting to assess the patient’s
extant understanding on the topic. This is an
example in which the agenda of the audiologist
was prioritized and patient input was not asses-
sed. As seen in lines 2, 6, and 8, the patient
responded confirming prior knowledge of the

Table 4 Technical Solutions Example

1 P: It’s just (.) it’s always interesting getting them fitted because (0.2) yeah it sounds great when I’m sitting

right here and talking to you (.) You [know] (.) yeah I can hear you but then it’s like¼
2 A: [But] as soon as you go outside everything sounds horrible

3 P: ¼Yeah I go to the store <or> (.) I go hehe I’m like what is going on#
4 A: ˚yep˚

5 P: ˚so˚

6 A: and if it is too much at first (.) um one thing you could do >wouldn’t recommend doing it every time< (.)

but (.) you can always switch back to your other hearing aids and just kind of get use to them being

comfortable in that situation (.) and then only pull these out when you’re in those difficult situations that

[you’re] really wanting to get back to (.) but

7 P: [Kay] cool

8 A: Since you’re used to them (.) I don’t imagine (.) [you’re] going to have that difficulty

9 P: [Yeah] (.) yeah#
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strategies the audiologist planned to discuss. The
audiologist continued talking about communi-
cation strategies for 5 more minutes after this
conversational turn; during this time, the patient
reported that he was already familiar with the
information provided and showed minimal ac-
tive responses.At the endof the conversation, the
audiologist did not check patient understanding
or ask about areas of confusion following a
lengthy discussion of communication strategies.
Moreover, the patient stated that he had not had
any issueswithhearing in the situationsdiscussed
by the audiologist, indicating that the nature of
the information disseminated was irrelevant to
his needs. This time could have been spent on
addressing the patient’s true concerns. The uni-
lateral nature of such communication can lead to
a gap between session content and patient needs,
decreasing the likelihood of patient adherence to
treatment plans.

Planning

Planning occurs at the beginning of the ap-
pointment when the agenda is being set for the
session, or during the appointment if decisions
need to be made. It also occurs at the end of the
appointment when the audiologist and patient
make action plans to address barriers or take
next steps in the intervention process. The
session agenda reflected the audiologist’s plan

for 60% of encounters (18/30), reflected client-
raised issues for 17% of encounters (5/30), and
reflected both the audiologist’s and patients’
needs for 17% of encounters (5/30). A process
of action planning occurred in 30% of encoun-
ters (9/30) with 100% of those encounters being
audiologist directed.

Agenda setting determines the focus of and
tasks tobe accomplishedduring the appointment.
It is usually seen in the opening sequences of the
appointment. We found that appointment tasks
were most often dictated by the audiologist’s
agenda, independent of the patient’s concerns.

Table 6 is the opening sequence of a hearing
aid check appointment, which illustrates deve-
lopment of a shared agenda. The audiologist first
asked the patient what she would like to focus on
during their appointment. As the conversation
progressed, the audiologist identified the patient’s
concerns and solutions to them. In Table 6, the
patient expressed concerns about having to turn
the TV volume up (lines 12 and 14) and said that
she would like the hearing aids to be adjusted to
resolve this issue. In response, the audiologist
suggested creating a TV program (line 15). Later
in the appointment, the patient said she had an
issue understanding speech on the telephone.
Again, the audiologist provides a solution to
the concern raised by the patient (line 21),
allowing the focus of the appointment to be
shaped by the patient’s needs. Shared agenda

Table 5 Providing Information Example

1 A: Well one of the things we talk about in the class is is# (.) Of course (.) uh there are strategies

you can use in addition to hearing aids or ˚instead of hearing aids sometimes to communicate well˚

2 P: You told us that at the center¼
3 A: ¼at the center, talked about [some of those strategies]

4 P: [mmhm]

5 A: Fantastic¼
6 P: ¼yes you did#
7 A: Well the one that I want to focus on today is (.) is listening in background noise (.) And (.) uhh

there’s just a few commonsense types of things that we’ll help <you> in a <restaurant> or in a

crowded <room> to try to help yourself so you can hear better. A: Its uh (.) it’s often the case that

(.) when you get to a restaurant you have a choice between uh (.) a table out in the "middle or a

booth over on the side, and this maybe something you’ve known already but choosing a booth is

going to be "better. Especially if it comes up "behind you, so that you only have sound really

coming from one direction. <When noise can get around you> and really surround you, can make

it more difficult for you to focus in on (.) the people that you are talking#
8 P: Mhm
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setting is sometimes difficult as audiologists may
have predetermined agenda items they feel they
need to address within the appointment. Open-
ended questions and giving patients adequate
time to express their concerns is a crucial step
in establishing an appointment focused on the
needs of the patient.

In addition, at the outset of appointments, as
outlined in the previous example of developing a
shared agenda (Table 6), action planning also
occurs at the end of appointments, as clinicians
assignpatients tasks to completebetween sessions.
These tasks include things like homework, spe-
cific behavioral commitments, and a system for

accountability. In patient-centered care, action
planning is a collaborative decision-making pro-
cess between the patient and audiologist. Shared
action planning facilitates development of a plan
that is consistentwith patients’ goals and towhich
they will be motivated to adhere. There were no
instances of collaborative, patient-centered action
planning in any of the recorded encounters.

Table 7 presents an approximationof shared
action planning, with crucial missed opportuni-
ties that could have impacted the patient’s
adherence to recommendations. In lines 1 and
9, the audiologist gives homework to the patient
in preparation for her next appointment. Giving

Table 6 Shared Agenda-Setting Example

10 P: Well I have to turn it up pretty loud (.) to hear it¼
11 A: ¼Oh okay

12 P: So its disturbing other people [hehe]

13 A: [I see] (.) [I see]

14 P: [So] I think (0.2) I don’t know if you can adjust that or not

15 A: Uhh we "might be able to (.) We might be able to uhh >to create a TV program< that will be

just a little bit louder (.) So that you don’t have to turn the TV volume quite so loud.

16 P: Alright. Okay¼
17 A: ¼that could work

18 P: The other (.) questionable one is (.) On the "telephone, I can hear women’s voices very clear (.)

but for some reason the men’s voices don’t come through as clear on the telephone.

19 A: #Interesting (.) Okay.

20 P: So that’s my only (.) only (.) two things that I have, I’m having questions about hehe¼
21 A: ¼"Okay (.) Well we’ll see what we can do about that¼
22 P: ¼Okay

Table 7 Audiologist-Directed Action-Planning Example

1 A: So next week we’ll spend a little time with that machine to try to verify those things (.) and we

will um (.) uh look at those targets and see where we are (.) and talk about that (.) Are you around

next week (.) <finals week> ¼
2 P: ¼Yeah (.) I’ll be around

3 A: You are going to be around (.)˚okay˚ (.) so we can set up a time (.) I’ll be around (.) For

<homework> I’d like you to (.) work on using a couple of those [strategies]

4 P: [Okay]

5 A: especially the (.) I heard you say this (.) "what was the rest

6 P: Uh huh¼
7 A: ¼You know I’ll ask you some test at [the] end [hehe]

8 P: [hehe] mhmm okay

9 A: And then umm (.) um the other homework that <I’d like you to do> (.)˚ is to practice˚ (0.2) um

when you are at work to see if you can use that (.) um control of the directional microphone to

help you (.) um function a little bit better in that environment [I’m] interested to see if that-

10 P: [okay]
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patients something to work on between sessions
can be used to develop and maintain behaviors
consistent with treatment goals outside of ap-
pointments, with the ultimate aim of improving
patient well-being. However, in this example,
the nature of the homework is decided by the
audiologist alone without collaboration with the
patient. Based on the patient’s one-word respon-
ses, it is unclear if she will complete the given
homework, or if the homework is relevant to her
concerns and goals. It is possible that the audio-
logist-directed action planning decreased the
likelihood of homework adherence. In addition,
the homework is vague, which makes it difficult
for the patient to determine steps to take and to
determine if she is accomplishing the stated
goals. These conversational turns indicate a
missed opportunity for the audiologist to work
with the patient to select an action plan best
suited for the patient.

The most common form of action planning
observed was a brief exchange directed by audio-
logists regarding the plan for the next appoint-
ment. Typically, audiologists did not seek input
from patients about their concerns or struggles.
Audiologists mentioned their own appointment
agenda (e.g., hearing test),without reviewingwhat
was done in the current appointment or working
with patients to create an action plan forwhat they
could work on before the next appointment.

To summarize, the following themes were
observed in counseling portions of device follow-
up encounters: asking questions, responding to
patients, providing information, and planning.
Many of these encounters reflectedmissed oppor-
tunities to center on patients’ needs. When
patients brought up emotional concerns, audiolo-
gists rarely addressed or validated them. Audio-
logists instead provided technical solutions,
showing a mismatch between patients’ emotional
and psychosocial needs and audiologists’ response.
Audiologists also did not make patients equal
partners in the planning and management aspects
of appointments. Overall, audiologists seemed to
focus on a technical agenda (i.e., assessment
and management of the device), rather than
prioritize patients’ objectives, underminingpatient
autonomy.

Patients’ responses to missed opportunities
included: (1) short, single-word utterances; (2)
uninterested or disengaged tone of voice as evi-

denced by falling intonations; and (3) revisiting of
concerns. These responses indicate a lack of
connection between the patient and audiologist.

As illustrated by Tables 3 and 6, the use of
counseling skills can be used to increase audio-
logists’ understanding of patients’ perspectives
and lead to a more egalitarian relationship
between audiologists and patients, which may
ultimately improve treatment adherence and
patient outcomes.

DISCUSSION
The present study examined conversational turns
during counseling portions of hearing aid follow-
up appointments. Our findings showed that
audiologists commonly missed opportunities to
address patients’ emotional and psychological
concerns, consistent with previous research.19–22

In addition, we identified deficits in specific
counseling skills in conversational turns between
patients and audiologists.

First, we observed infrequent validation of
patients’ expressed emotional concerns, such as
social isolation, frustration, and discourage-
ment. The lack of validation could have been
due to several reasons, including the audiologist
did not hear the concern, the audiologist may be
concerned about running out of time, or the
audiologist may have insufficient knowledge of
how to address emotional concerns. Audiolo-
gists could be missing these opportunities due
to their own discomfort. Their attempts to
problem solve psychological concerns with
technical information show that they recognize
the concerns but either are unsure of the ap-
propriate way to address the concerns or are
uncomfortable venturing into emotional terri-
tory. Yet, a necessary part of audiologists’
expertise is counseling patients about the emo-
tional and psychosocial effects of hearing loss in
all arenas of life.33 The mismatch between
patients’ concerns and audiologists’ solutions
could imply insufficient counseling training in
audiology graduate programs in the first place
or lack of maintenance of counseling skills.
These missed opportunities to validate emotio-
nal concerns are important to notice, because
they can compromise the relationship between
patient and audiologist, leading to less openness
from the patient and failure to identify core
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underlying barriers preventing effective self-
management.

Second, audiologists generally did not
assess or address patients’ emotional and beha-
vioral concerns, which can undermine patients’
ability to cope with hearing loss when these
concerns are the primary barrier. For example, if
the key factor keeping a patient from wearing
hearing aids is embarrassment, then even the
savviest technical solutions will not work. Thus,
being able to evaluate the effect of psychological
variables and address them appropriately is a
critical counseling skill. Inability to cope with
hearing loss can manifest as poor adherence to
treatment recommendations (e.g., not wearing
the hearing device, not implementing conver-
sational strategies), which ultimately results in
poorer patient quality of life.

Third, audiologists tended to dominate
treatment planning with little or no input
from patients, which could have caused pa-
tients to feel unheard or disempowered. When
patient autonomy is constrained, patients may
be less likely to express their concerns. This is
particularly problematic because audiologists
need to understand patients’ experiences to
devise treatment plans that would maximally
benefit them. It is arguably impossible to
provide a solution if one does not grasp the
nature of the problem.

The preponderance of missed counseling
opportunities in our recordings shows that there
is currently inadequate counseling training in
audiology programs. Whicker et al conducted a
syllabi review of counseling courses in audiology
graduate programs across the United States and
found a lack of critical content foundational to
the basic understanding of audiological counse-
ling.34 Furthermore, Muñoz et al reported that
although training programs decreased verbal
dominance by audiologists, use of counseling
skills did not significantly change.22 Thus, to
improve the practice of patient-centered care in
audiology, a fundamental restructuring of edu-
cational training programs with respect to au-
diological counseling is needed. The consistent
presence ofmissed opportunities across graduate
students and clinicians also highlights the im-
portance of monitoring these skills throughout
the entirety of an audiologist’s career.This canbe
accomplished by making counseling skills trai-

ning and supervision accessible to audiologists
for continuing education purposes. Counseling
training cannot only comprise didactic lectures;
opportunities to continue skill development
through practice, role-plays, observations, and
other means are essential for establishing sustai-
nable change in counseling behavior.

Limitations

The present study was conducted in a university
setting, and its sample included four audiolo-
gists/supervisors and six audiology graduate stu-
dents. Due to the small, homogeneous sample,
generalizability is limited. Examining sessions
from a more diverse sample may provide a more
representative depiction of the average level of
counseling skills.

Data comprised solely audio recordings,
which limited the interpretations we were
able to make. Analyzing nonverbal cues (e.g.,
body language, facial expressions) from audio-
visual recordings might have increased the
validity and reliability of our interpretations.

CONCLUSION
Our findings indicate that audiologists fre-
quently miss opportunities to address psycho-
logical concerns of adults and parents of children
with hearing loss, which can affect treatment
adherence, and ultimately, patients’ well-being.
Audiologists have the ability to improve the
quality of life of each patient with whom they
interact by using both their technical training
and counseling skills. Effective counseling
means that patients feel validated and supported
when they come into the clinic and that they will
be empowered to independently problem solve
and cope with their emotional concerns. These
processes can eventually improve hearing aid
uptake, adherence to treatment plans, and pati-
ent satisfaction. Thus, there is a need to empha-
size patient-centered care in audiological
practices and to identify methods to strengthen
counseling skills in the field. As long as patient-
centered care is not prioritized in the field of
audiology and its training programs, counseling
skills will continue to languish in audiologists’
toolboxes. A paradigm shift in the field’s per-
spective on the utility of applying counseling
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skills in audiological sessions is paramount. The
takeaway messages for audiologists are the
following:

� Ask open-ended questions. The majority of
questions asked should be open ended. Use
of open-ended questions should continue
until the topic is exhausted. Allow enough
time after asking the question for the patient
to consider and provide his or her response.

� Acknowledge and respond to emotions. Re-
flecting and validating how patients are fee-
ling helps them feel heard, decreases the level
of emotion, and allows themtomove forward.

� Find out what patients already know and
want to know. After providing information,
check for understanding.

� Engage the patient in shared planning.
Develop a shared agenda for the appoint-
ments. To address barriers, jointly develop
an action plan.
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22. Muñoz K, Ong CW, Borrie SA, Nelson LH,
Twohig MP. Audiologists’ communication be-
haviour during hearing device management
appointments. Int J Audiol 2017;56(05):
328–336

23. Nair EL, Cienkowski KM. The impact of health
literacy on patient understanding of counseling and
education materials. Int J Audiol 2010;49(02):
71–75

24. Watermeyer J, Kanji A, Cohen A. Caregiver recall
and understanding of paediatric diagnostic infor-
mation and assessment feedback. Int J Audiol 2012;
51(12):864–869

25. Kelley JM, Kraft-Todd G, Schapira L, Kossowsky
J, Riess H. The influence of the patient-clinician
relationship on healthcare outcomes: a systematic
review and meta-analysis of randomized controlled
trials. PLoS One 2014;9(04):e94207

26. Solheim J, Kværner K, Sandvik L, Falkenberg E.
Factors affecting older adults’ hearing-aid use.
Scand J Disabil Res 2012;14(04):300–312

27. Vuorialho A, Karinen P, Sorri M. Counselling
of hearing aid users is highly cost-effective. Eur
Arch Otorhinolaryngol 2006;263(11):988–
995

28. Aazh H, Moore BC. Audiological rehabilitation
for facilitating hearing aid use: a review. J AmAcad
Audiol 2017;28(03):248–260

29. Jefferson G. Glossary of Transcript Symbols with
an Introduction. Conversation Analysis: Studies
from the First Generation. Philadelphia, PA:
John Benjamin Publishing Company; 2004

30. Sidnell J, Stivers T. The Handbook of Conver-
sation Analysis. Malden, MA: Blackwell Publi-
shing, Ltd; 2013

31. Pilnick A, Hindmarsh J, Gill VT. Beyond ‘doctor
and patient’: developments in the study of health-
care interactions. Sociol Health Illn 2009;31(06):
787–802

32. Gill VT, Roberts F. Conversation Analysis in
Medicine. The Handbook of Conversation Analy-
sis. Oxford, UK: Blackwell Publishing, Ltd; 2013:
575–592

33. American Speech-Language-Hearing Association.
Scope of practice in audiology [Scope of Practice].
2004.Available fromwww.asha.org/policy.Accessed
December 13, 2017
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Appendix Jeffersonian Transcription System29

Transcription Symbol Meaning

(.) Micro pause (less than a tenth of a second)

(2.0), (2.6) Timed pauses (2.0 ¼ 2 seconds)

A: [word]

P: [word]

Overlapping talk from differing speakers

. Falling intonation (such as a statement)

? Raising intonation (such as a question)

Hehehe Laughter

Wor- Abrupt cutoff

(?) Undiscernible speech

A: word¼
P: ¼word

No discernible pause between speakers

˚word˚ Utterance quieter than surrounding talk

WORD Utterance louder than surrounding talk

>word< Utterance faster than surrounding talk

<word> Utterance slower than surrounding talk

Word Vocal emphasis

"word Onset of noticeable pitch rise

#word Onset of noticeable pitch fall

((cough)) Transcriber’s effort at representing something difficult to write phonetically

£word£ Words spoken with smiley voice
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