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The purpose of this study was to identify some of the needs that audiologists
who have hearing impairment report relative to clinical and academic environ-
ments. This study also looked at the accommodations of which they were aware
and those that were frequently employed. This information was obtained with a
questionnaire that was distributed by mail to 184 audiologists and audiology stu-
dents throughout the United States. Seventy-two questionnaires were returned,
41 of which were from practicing audiologists and audiology students with hear-
ing loss. The responses revealed a relationship between severity of hearing loss
and reported difficulty with audiological procedures. Most of the respondents
experienced difficulty with some audiological procedures and used accommo-
dations in clinical and academic settings, although a number of the respondents
were unfamiliar with many available accommodations from which they might
have benefited. These responses suggested that some audiologists who have
hearing loss have specific needs in the practice of audiology and they might
not be aware of, or familiar with the possible accommodations that may meet
those needs.

In the general population at least 16% of all adults report having a permanent, sig-
nificant hearing loss (Pleis & Coles, 2003). There is an estimated 464,000 to
738,000 persons in the United States with severe-to-profound hearing loss, and
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with 46% of this population under the age of 65, a substantial number of indi-
viduals with hearing loss are likely enrolled in schools or present in the workforce
(Blanchfield, Feldman, Dunbar, & Gardner, 2001). Beyond the numbers of per-
sons with hearing loss in the general population, it is likely that a portion of these
individuals would be found in the profession of audiology due to their exposure
to hearing-related services.

However, the profession of audiology can offer some challenging listening sit-
uations for audiologists with hearing loss. Within their scope of practice, as de-
lineated by major audiology professional organizations, an audiologist is ex-
pected to perform a number of tests and functions that are largely predicated on
the ability of audiologists to hear their patients (American Academy of Audiol-
ogy, 2002; American Speech-Language-Hearing Association, 2004). For exam-
ple, speech audiometry, the assessment of central auditory processing disorders,
and speech and language screenings are within their scope of practice and usually
require spoken responses from the patient; responses that need to be heard and
understood by the audiologist. Audiologists also engage in many face-to-face
conversations with patients that require the ability to hear and understand spoken
comments and questions. Counseling and patient education sessions present sit-
uations in which audiologists need to be fully engaged in oral-aural communica-
tion. Other auditory dependent functions include the evaluation and fitting of
sensory aids, which may involve listening checks of hearing aids and assistive lis-
tening devices. Given the numerous situations in which audiologists depend on
their hearing abilities to serve their patients, accommodations for hearing loss
may be necessary. Moreover, these accommodations should be investigated
while individual students are in their audiology training programs so that they
know what to request and expect when employed.

Elimination of Barriers

There are legal provisions intended to eliminate barriers and prevent exclusion
of any individual with disabilities from pursuing educational or career opportu-
nities (e.g., Rehabilitation Act of 1973, Americans with Disabilities Act of 1990,
Individuals with Disabilities Education Act of 2004; U.S. Department of Justice,
2005). As a result it is important that audiologists and student audiologists know
the rights and accommodations that they can expect for themselves and advocate
for their patients.

Under these laws, students with disabilities have increased opportunity to suc-
ceed academically and attend undergraduate and graduate programs. Since 1990
there has been a significant increase in the number of students with disabilities
seeking higher education. According to the National Center for Educational Sta-
tistics (NCES), which surveyed postsecondary students in 2003-2004, roughly
11% of the undergraduate students sampled reported having a disability; up from
6% in 1995-1996 and 9% in 1999-2000 (Horn & Berktold, 1999; U.S. Depart-



ment of Education, National Center for Education Statistics, 2003, 2006). Fur-
thermore, 6% of graduate and first-professional students reported having a dis-
ability. Among the undergraduate students with disabilities, approximately 5%
had a hearing impairment although there was no indication of the number of grad-
uate students with hearing impairments or how they have fared in college. More-
over, little information is available on the number of deaf and hard-of-hearing
students attending training programs in communication disorders, or audiology
training programs in particular.

Provision of Accommodations

Accommodating professionals who have hearing loss has been evaluated
within a number of disciplines (Dunlap & Grafton, 1996; Fabry, 1993; Gossett,
1998), but little has been done to assess the needs of audiology students and prac-
ticing audiologists. However, practicing audiologists should be aware of avail-
able accommodation options in order to meet the specific needs of their patients.
So too, when they have a hearing loss or they are training a student who has a
hearing loss, it is critical that the task demands associated with the practice of au-
diology be considered. With the rapid advances in digital communication tech-
nologies the methods for accommodating hearing loss during the practice of au-
diology likely will change rapidly.

The present study was designed to acquire information about audiologists and
student audiologists who have hearing loss, and to identify the specific profes-
sional and academic needs of this population. The study also queried audiolo-
gists and student audiologists about their familiarity and use of accommodations.  

METHODS

Inclusion Criteria

To be included in the study the respondents were required to confirm that they
had a hearing loss, although there were no restrictions to severity or etiology. The
survey further required that participants confirm their status as an audiologist or
audiology student, and have a United States mailing address. The participants
could be any age over 18 years but there were no restrictions on gender, race, or
ethnicity.

Questionnaire

Information was collected from students and practicing audiologists with a
paper and pencil questionnaire of mix composition that included fill-in, yes-no,
and scaled items. The University of Pittsburgh Institutional Review Board ap-
proved the questionnaire and the study. The questionnaires were mailed to the
participants along with a cover letter explaining the purpose of the study and the
names of the investigators. A postage-paid envelope also was included. The
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questionnaire was mailed to 143 randomly selected from the American Academy
of Audiology membership directory. All of the listed members were assigned a
number, the numbers were randomized, and the first 143 were selected. At the
time of the mailing the American Academy of Audiology represented over 8,000
audiologists from the United States. In addition, participants were recruited
through an announcement in the publication Audiology Today (Volume 15, Issue
1) and announcements sent by e-mail to universities in the United States with au-
diology degree-granting programs. The participants recruited through the an-
nouncements were required to contact the first author to request a copy of the
questionnaire, which was mailed to them. Forty-one questionnaires were distrib-
uted in this manner. All participant responses were completely anonymous, al-
though the postage mark on the return envelopes was recorded to evaluate the dis-
tribution of responses from across the country.

RESULTS

Due to confidentiality requirements, return rates for each type of mailing could
not be determined. It is acknowledged that the randomly selected participants
might have differed from those responding to the published or e-mailed an-
nouncement but the potential differences could not be determined due to the
anonymity of the responses.

A total of 72 questionnaires were returned out of the 184 that were mailed, rep-
resenting a 39.1% response rate. Because the survey was designed to examine
the characteristics and needs of audiologists and audiology students who have
hearing loss, the questionnaires returned from respondents who did not have a
hearing loss were excluded from the analysis. As a result, 41 of the question-
naires were retained for analysis. The questionnaires returned from respondents
who had normal hearing were assumed to be out of courtesy or because the cover
letter was not read thoroughly.

Demographic Information

Based on the postage marks, not every state but all major areas of the country
were represented by a respondent (e.g., southwest, northeast). Of the 41 respon-
dents who confirmed they had a hearing loss, 80.5% reported that they were au-
diologists, and 19.5% reported that they are currently enrolled in a university de-
gree program in audiology. All participants reported that they were over the age
of 18 years. The ages of the respondents were widely distributed with 29.3% be-
tween 19-29 years old, 50.3% between 30-59 years of age, and 14.6% at 60
years of age or older (4.9% declined to report age). More men responded than
women (31.7% female, 63.4% male, and 4.9% declined to report their sex),
which is consistent with hearing being more common in men than women in the
general population. Most of the non-student participants reported that they had
been practicing in the field of audiology for more than 15 years (56.3%). The

14 JARA XXXVIII 11-29 2005



YODER, PRATT: Audiologists Who Have Hearing Loss 15

Table 1
Employment and Educational Characteristics of the Respondents

Number of
Characteristics participants

Primary type of employment
Student 9
Distance learner 1
Practitioner 25
University faculty 1
Administrator 2
Sales 0
Other 3

Primary work environment
Student 9
Private practice 5
Hospital 8
Physician’s office 7
Clinic 6
College or university 3
Primary or secondary school 1
Manufacturing facility 2
Military 0
Retired 0
Other 0

Highest degree attained
BA or BS 1
MA or MS 3
AuD 11
PhD 2
No response 24

Doctor of Audiology (AuD) was the most common (64%) degree reported by the
respondents who indicated their highest degree attained although only 41.5% of
the participants reported their highest academic degree. Table 1 shows the per-
centages of respondents’ primary type of employment, their primary working en-
vironment, and highest degree attainment. The remaining responses from the
participants were not differentiated by primary employment or work environment
unless otherwise noted because of the limited numbers of respondents and be-
cause the respondents represented a range of activities typical of the profession
of audiology.

Hearing and audiologic characteristics. The respondents were asked a num-
ber of questions about their hearing loss and a range of responses was obtained.
The most commonly reported hearing-loss severity-category was mild-moderate
(29.3%) while the least common were mild (7.3%) and severe-profound (7.3%).



Another 2.4% of the respondents stated that their hearing loss did not fall under
any of the given severity categories. Figure 1 illustrates the entire distribution of
responses. In contrast, the types of hearing loss reported by the respondents were
rather homogeneous. A majority indicated that they had a sensory-neural hearing
loss (92%), while 4.9% reported a conductive hearing loss and 2.4% reported a
mixed hearing loss. A little less than half (41.5%) of the respondents also indi-
cated that their hearing loss was progressive. Most of the respondents reported
that their hearing loss was bilateral (82.9%) and symmetrical (68.3%). In addi-
tion, 53.7% of the respondents reported that their loss was diagnosed in childhood
between the ages of 0 and 12 years.

Sensory Aids

Wearing hearing aid use (80.5%) was found to be more common among the re-
spondents than cochlear implants (9.8%), and most of the hearing aid users had
worn their hearing instruments for more than 10 years (72.7%). In contrast, most
of the cochlear implant users had worn their devices for only 1-2 years (75%). In
addition, half of the cochlear implant users reported using a hearing aid in the op-
posite ear. Only 9.8% (n = 4) of the respondents reported not using either hear-
ing aids or cochlear implants.

Hearing Loss Related Difficulties in Clinical Settings

When asked, in general, whether or not any audiology test procedures were dif-
ficult to perform as a direct result of their hearing loss, most respondents (78%)
said yes. None of the participants with mild hearing loss (n = 3) found proce-
dures to be difficult to perform; at least some of the respondents with more se-
vere hearing loss had difficulty with audiology test procedures (see Table 2).
However, it is interesting that 2 of the respondents reporting profound hearing
loss also reported no difficulty with audiological procedures, which might be a
reflection of the activities they do as audiologists.

The questionnaire provided a list of audiology test procedures that the respon-
dents were asked to rate with a 5-point scale with 1 being not difficult, 2 being
slightly difficult, 3 being difficult, 4 being very difficult, and 5 being extremely dif-
ficult (see Table 3). The test-procedures having the highest difficulty rating in-
cluded hearing aid listening checks (67.5% > 1; M = 2.48), speech and language
screenings (60.9% > 1; M = 2.26), speech audiometry testing (68.3% > 1;
M = 2.17), central auditory processing testing (63.2% > 1; M = 1.95), and assis-
tive listening device checks (54.3% > 1; M = 1.94). All of the test procedures re-
ceived a rating of extremely difficult by at least 1 respondent but performing
hearing aid listening checks was associated with the largest number of extremely
difficult ratings. The test procedures that were less likely to be rated as difficult
were puretone audiometry (7.3% > 1; M = 1.15), electrodiagnostic testing
(12.5% > 1; M = 1.25), balance system testing (14.3% > 1; M = 1.29), aural reha-
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bilitation (18.5% > 1; M = 1.296), and patient counseling (18.5% > 1; M = 1.30).
As tested with an exact Mann-Whitney Test, the respondents who had difficulty
with certain audiology procedures also reported significantly more severe hear-
ing loss than respondents who reported no difficulties (exact U = 46.0, p = .017).

Compensatory Measures

Audiology procedures. The respondents were asked to rate how often they
used compensatory measures in clinical environments. Eight examples of com-
pensatory strategies and modifications were provided and they were asked to rate
frequency of use by using a 5-point scale with 1 being never and 5 being always
(see Table 4). Of the compensatory measures provided on the questionnaire, the
measure most used was strategic placement of patient to lip-read their verbal re-
sponses (55.3% > 1; M = 2.84). The remaining measures were not used by a ma-
jority of the respondents and some of the respondents were not familiar with
many of the measures listed. However, at least 1 audiologist or audiology student
confirmed some level of application for each accommodation option listed. The
respondents also were asked to list any accommodations that they used that were
not included in the list, and nine additional compensatory measures were offered:
“Have someone else score the word recognition responses,” “Increase the level of
the talk-back,” “Place a microphone on the patient in the booth,” “Use a CD
recording for speech audiometry,” “Dim the lighting outside the booth for con-
trast,” “Have a normal hearing colleague listen for feedback,” “Ask a co-worker
to assist with daily biological checks,” “Wear earphones to listen to patient re-
sponses,” and “Have the patient write their responses during word recognition
testing.”

When the respondents learned about accommodations and assistive devices de-
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Table 2
Difficulty of Audiology Procedures Relative to Hearing Loss Severity

Response
Yes No Total

Hearing loss n (% within n (% within n (% of all
severity this category) this category) respondents)

Mild 0 (0.0) 3 (100) 3 (7.3)
Mild-Moderate 10 (83.3) 2 (16.7) 12 (29.3)
Moderate 5 (100) 0 (0.0) 5 (12.2)
Moderate-Severe 6 (75.0) 2 (25.0) 8 (19.5)
Severe 4 (100) 0 (0.0) 4 (9.8)
Severe-Profound 3 (100) 0 (0.0) 3 (7.3)
Profound 3 (60.0) 2 (40.0) 5 (12.2)
Other 1 (100) 0 (0.0) 1 (2.4)

Total 32 (78.0) 9 (22.0) 41 (100)
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pended on the age at which their hearing loss was diagnosed. An exact Mann-
Whitney Test (exact U = 40.5, p < .000) indicated that the respondents who were
diagnosed with hearing loss before the age of 13 were more likely to learn about
hearing-loss related accommodations as a child; whereas the respondents diag-
nosed later in life tended to learn about accommodations as an adult.

Telephone usage and accommodations. All 41 respondents confirmed that
they used the telephone routinely in clinical settings and most reported that using
the telephone was very important (70.7%). A small percentage of the respon-
dents either rated the importance of phone use as neutral (12.2%) or somewhat
unimportant (2.4%). None of the respondents reported that the telephone was
completely unimportant. Moreover, there was little relationship between the im-
portance of the telephone in clinical settings and hearing loss severity (rs = .093,
p = .579). Less than half of the respondents (41.5%) confirmed that they modi-
fied the telephone to accommodate their hearing loss and more than half (56.1%)
confirmed that they sometimes had other people handle their telephone calls.
Figure 2 details the telephone modifications.

The respondents also were asked if they substituted oral-aural telephone com-
munication with other means of communication. Using the descriptors always,
sometimes, and never, they were asked to describe their use of TTY, fax, and
e-mail as a substitute for the telephone. Only a small percentage of the respon-
dents reported using a TTY sometimes (12.2%), while 58.5% used e-mail and
48.8% used fax sometimes rather than the telephone. Few of the respondents re-
ported always using these means of communication as a substitute for the tele-
phone (2.4%). Although the importance of the telephone did not differ by sever-
ity of hearing loss, the respondents who sometimes or always used the TTY
(exact U = 32.0, p = .028) or fax (exact U = 119.0, p = .077) as a substitute for the
telephone were found to have significantly more severe hearing loss than re-
spondents who never used the fax or TTY as a substitute for the telephone. The
use of e-mail as an alternate means of communication did not differ significantly
by hearing loss severity (exact U = 135.0, p = .273), which might reflect the
widespread use of e-mail by the general population.  

Accommodations in educational settings. Accommodations provided to au-
diology students in college and university settings also were investigated with the
questionnaire. The intention was to identify any weaknesses in accommodations
provided during the respondents’ audiology training programs. The questions
were designed so that each participant could identify if a specific accommodation
was available in their program, and if so, how often they made use of the accom-
modation by rating it with a 5-point scale (1 = never, 5 = always). Although all
of the respondents were encouraged to answer the questions regarding educa-
tional accommodations, only 19 of the 41 respondents completed this section
even though a response of “do not know” was an option. The accommodations
most frequently cited as being available included preferential seating (89%), as-
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sistive listening devices for classroom lectures (78.9%), note-taking services
(73.7%), assistive listening devices for seminar events (63.2%), and closed cap-
tioning for television/video segments of class (52.6%). The remaining accom-
modations were reported as available by less than half of the respondents and fre-
quently they did not know if they were available. A little over half of the re-
spondents reported not knowing whether the following accommodations were
available in their training programs: transcription services for video conferences
(52.6%), seminars (57.9%), and teleconferences (57.9%) and captioning for
video conferences (52.6%). Furthermore, slightly less than half of the respon-
dents (41.1%) did not know if assistive listening devices were available in their
clinical placements or rotations.

Of the accommodations reported as available, preferential seating (89.5%;
M = 2.53) was rated as the most used followed by note-taking services (52.6%;
M = 2.53) and assistive listening devices in the classroom setting (47.4%;
M = 2.16). The only accommodation on the list that was never used by all par-
ticipants was transcription services for teleconferences on campus. Many of the
accommodations were rated low for usage (see Table 5). The respondents
(70.6%) largely believed that accessibility services, such as assistive devices,
were not difficult to obtain in their training programs. A small percentage be-
lieved that because of their hearing loss they had problems fulfilling the require-
ments of their academic program (7.5%, n = 3) and for clinical certification
through the American Speech-Language-Hearing Association (5.0%, n = 2).

DISCUSSION

Characteristics of Audiologist Who Have Hearing Loss

Although the results were obtained from only 41 respondents, a range of audi-
ologists were sampled and represented by the data. A diverse age-range and
years of experience was represented, as were both sexes and all major regions of
the country. The audiologists came from a number of career backgrounds and
with a diversity of degrees and credentials. Audiometric characteristics of their
hearing losses also were mixed with at least 3 participants in each hearing-loss
severity category. However, most of the respondents had a bilateral sensorineural
hearing loss, although some of the respondents had conductive, mixed, and uni-
lateral losses. The respondents were evenly split between being diagnosed as
children before the age of 13 and being diagnosed after the age of 13 years. It
was not surprising that most of the respondents wore hearing aids, but 4 reported
using cochlear implants and 4 indicated that they did not wear hearing aids or
cochlear implants. The diversity of the respondents provided a broad picture of
the target population, but it also might have diluted the issues and problems ex-
perienced by particular groups. For example, the audiology students might have
experienced different problems and viewed accommodations very differently in
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the clinic than the practicing clinicians. So too, those with congenital and early
acquired hearing losses might have viewed the need for accommodations differ-
ently than those audiologists and student audiologists who acquired their hearing
losses later in life.

Difficulties and Specific Needs

In general, the results of this survey confirmed that audiologists with hearing
loss have difficulty with many activities common to the practice of audiology,
and therefore present specific needs that require accommodation. More than half
of the respondents (70.7%) agreed that telephone usage was very important in
their audiology-related activities, yet only 56.1% confirmed that they had other
people handle their telephone calls at least sometimes. Some respondents stated
that they modified their telephones to compensate for their hearing loss. There
was some reported use of substituting the telephone with other communication
devices such as the TTY, fax, or e-mail although it is acknowledged that faxes and
e-mail are increasingly used in the general population and might not be viewed
as an accommodation. However, given these results, and the importance of being
able to use a telephone, it seems that audiologists and audiology students might
need to increase their use of telephone modifications or substitutions when prac-
ticing audiology.

Most of the participants agreed that they had difficulty with some audiology
procedures, with only those respondents with mild hearing loss reporting having
no difficulties. When asked to rate the difficulty of different audiology proce-
dures, the activity considered most difficult by the respondents was performing
hearing aid listening checks. Other difficult tasks included conducting speech
and language screenings, speech audiometry tests, central auditory processing
tests, and assistive listening device checks. It was not unexpected that these pro-
cedures were considered difficult because they typically require auditory percep-
tual judgments from the examiner. So too, the procedures that were least audi-
tory dependent were rated as least difficult (e.g., puretone audiometry and elec-
trodiagnostic testing). However, at least one respondent rated each of the listed
audiology tasks as extremely difficult. Given these results, it appears that a sub-
stantive number of audiologists and audiology students who are deaf or hard-of-
hearing require some accommodations when practicing in typical clinical set-
tings. The accommodations will be task and individual specific, although most
will likely be applied to auditory dependent activities. The results further suggest
that audiologists with hearing loss, and clinical faculty who supervise students
with hearing loss need to actively analyze their clinical environments and activi-
ties to determine when and how to best make accommodations.

The need to actively investigate difficult tasks and implement appropriate ac-
commodations was highlighted by the reported compensatory measures that were
already being used in clinic settings by the respondents. The questionnaire also
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revealed that some participants were not familiar with range of accommodation
options. There were a couple of strategies that received somewhat noteworthy
usage (i.e., strategic placement of the patient to lip-read their verbal responses,
and special listening scope for hearing aid listening checks). Not surprising,
these strategies addressed the most auditory challenging of the audiology proce-
dures offered in the questionnaire. Although some participants indicated that
they were not familiar with some of the accommodations listed, a number of the
respondents offered accommodations of their own, suggesting that they were
aware of the need to compensate for their auditory challenges. Some of the com-
pensatory strategies might have had limited effectiveness, and might reflect lim-
ited knowledge of the potential compensatory measures that could be used to
make their professional lives easier and more functional. However, it should be
noted that the accommodations listed in the questionnaire are associated with lit-
tle or not documentation of effectiveness.

Another expected finding was that with increased hearing loss, the respondents
experienced a wider range of difficulties and had more extreme difficulties than
the respondents with less severe hearing loss.  However, it is important to state
that even the respondents with mild-moderate hearing loss reported difficulty
with some audiology-related tasks. Therefore, accommodation issues are rele-
vant regardless of hearing loss type and severity. It should be acknowledged that
information about speech recognition abilities was not queried and would have
been relevant to the need for compensatory measures.

Accommodations for Audiology Students

Students often enter academic programs believing the faculty and administra-
tion will know how to help them succeed. Furthermore, these students might not
come with the knowledge and skills needed to accommodate their hearing loss in
academic and clinical-training settings. A substantive number of the audiology
students sampled in this study were not entirely familiar with the range of com-
pensatory measures that they can request. The respondents that completed the ac-
ademic accommodation section (n = 19) confirmed that they had limited knowl-
edge about whether certain accommodations existed in their academic training
programs such as transcription services, captioning, and assistive listening de-
vices in clinical placements or rotations. The accommodations that were fre-
quently reported as being available and used most frequently included preferen-
tial seating, note-taking, and assistive listening devices for class lectures. These
accommodations are commonly used in primary and secondary educational set-
tings and may represent measures that were transitioned into college and univer-
sity settings. These results also might reflect a lack of awareness by the students,
parents, faculty, and administrators of other means of accessibility that exist. In
most academic and clinical settings students have to self-identify themselves as
having a hearing loss and advocate for services and accommodations beyond the
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minimum available. In order to become effective self-advocates students need to
be informed of their options, as do the faculty and administrator who assist and
supervise students with hearing loss (U.S. Department of Education, Office for
Civil Rights, 2007). The current study suggests that knowledge of compensatory
measures can impact clinical function as the respondents who used accommoda-
tions during their academic programs tended to rate accessibility as not difficult
to attain (70.6%). Given the communication needs of audiologists and audiology
students, and that some are unfamiliar with accommodation options; it appears
that this is an area that should be addressed vigorously by clinical training pro-
grams.

CONCLUSIONS

Despite its limitations, the results of this survey could serve as a reference for
individuals with hearing losses who are considering a profession in audiology, as
well as those who are practicing audiologists. The results also might be useful
for employers, and faculty and administrators in academic training programs.
The accommodations listed previously could serve as a starting point for investi-
gating appropriate accessibility options for audiologists and students with hear-
ing loss. The results also call for increased education and research about acces-
sibility options for the general population of individuals with hearing loss. As the
respondents in this study (audiologists and student audiologists) were largely un-
familiar with their own options, it is unlikely that the general population with
hearing loss would have sufficient knowledge to self-advocate for accommoda-
tions without assistance. Audiologists are the primary resource for this type of
information and therefore need increased exposure to the wide range of accom-
modations that are available. Furthermore, additional research is needed to de-
termine the best ways to tailor accommodations to individual needs. Not all the
accommodations reported as currently being used by the respondents appeared to
be appropriate for all the areas in which need was reported. For example, some
participants reported using a modified listening scope for hearing aid checks, but
this may not be suitable for all audiologists with hearing loss as they may have
more severe hearing loss and cannot depend on a listening scope. For these au-
diologists more instrumental measures may be needed, such as using a hearing
aid test box or real ear measurements to verify hearing aid function. Determin-
ing what will likely work best with certain individuals should be investigated fur-
ther, as well as potential accessibility options.

ACKNOWLEDGMENTS

The authors wish to express gratitude to the University of Pittsburgh, School of Health and
Rehabilitation Sciences for the academic and financial support needed to complete this project. A sin-
cere thank you to Elaine Rubenstein of the University of Pittsburgh for her statistical analysis and

28 JARA XXXVIII 11-29 2005



assistance in data interpretation. Thanks also to friend and colleague Samuel Atcherson, PhD, who
helped develop the inspiration for this project and whose continuing support has motivated its
completion.

REFERENCES

American Academy of Audiology. (2002). Audiology: Scope of practice [Academy documents on-
line resource]. Available at www.audiology.org/professional/positions/scope.php

American Speech-Language-Hearing Association. (2004). Scope of practice in audiology [Scope of
practice]. Available at www.asha.org/policy

Blanchfield, B.B., Feldman, J.J., Dunbar, J.L., & Gardner, E.N. (2001). The severely to profoundly
hearing-impaired population in the United States: Prevalence estimates and demographics. Jour-
nal of the American Academy of Audiology, 12, 183-189.

Dunlap, S.E., & Grafton, M. (1996). Deaf medics and the ADA. Journal of Emergency Medical Ser-
vices, 21, 53-56.

Fabry, D.A. (1993). Clinical and communication access through amplification for a medical student
with severe hearing loss: Case report. Journal of the American Academy of Audiology, 4,
426-431.

Gossett, R.E. (1998). Further support for disabled students and veterinarians [Letter to the editor].
Journal of American Veterinarian Medical Association, 212, 1536-1537.

Horn, L.J., & Berktold, J. (1999). Students with disabilities in postsecondary education: A profile
of preparation, participation and outcomes. Statistical analysis report, 1999. In U.S. Department
of Education, National Center for Education Statistics (NCES 1999-187). Available at
http://nces.ed.gov/pubsearch/pubsinfo.asp?pubid=1999187

Pleis, J.R., & Coles, R. (2003). Summary health statistics for U.S. adults: National Health Interview
Survey, 1999. National Center for Health Statistics. Vital Health Stat, 10 (212). Washington, DC:
U.S. Government Printing Office.

U.S. Department of Education, National Center for Education Statistics. (2003). The condition of ed-
ucation 2003 (NCES 2003-067). Washington, DC: U.S. Government Printing Office.

U.S. Department of Education, National Center for Education Statistics. (2006). Digest of educa-
tional statistics: 2006. Washington, DC: U.S. Government. Available at http://nces.ed.gov/
programs/digest/d06

U.S. Department of Education, Office for Civil Rights. (2007). Students with disabilities preparing
for postsecondary education: Know your rights and responsibilities. Washington, DC: U.S. Gov-
ernment. Available at http://www.ed.gov/about/offices/list/ocr/transition.html

U.S. Department of Justice. (2005). A guide to disability rights laws. Washington, DC: U.S. Gov-
ernment. Available at http://www.usdoj.gov/crt/ada/cguide.htm

YODER, PRATT: Audiologists Who Have Hearing Loss 29



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Preserve
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.20000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.20000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [1200 1200]
  /PageSize [612.000 792.000]
>> setpagedevice


