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ABSTRACT

Hearing loss has a variety of psychosocial effects that often
negatively affect those who have it and their communication partners.
The negative effects are seen in peoples’ attitudes toward hearing loss,
compliance with treatment recommendations, and willingness to
change communication behavior. One result is the tendency to blame
the hearing aids for problems in understanding what others are saying
when other factors are the real contributors to communication break-
downs. Educating patients and their communication partners about
these hearing loss-related factors that interfere with getting the
maximum benefits from hearing technology is a necessary step in
effectively managing hearing loss.
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Learning Outcomes: As a result of this activity, the participant will be able to (1) list the major categories of

psychosocial challenges reported by patients and their communication partners; (2) select appropriate Ida tools to

use to assess the level of their patients’ psychosocial challenges.

I received my first hearing aid (a body aid)
in 1953 at the Walter Reed Army Hospital in
Washington, DC. Thirty-one years later, I
began to work with people who had hearing
loss at the then Self-Help for Hard of Hearing,
now Hearing Loss Association of America

central office in Bethesda, Maryland. We
formed a group of 10 people to work on coping
strategies for dealing with the stresses related to
hearing loss. That group met weekly for 32
weeks. Another group also began in Baltimore,
which continued on a weekly basis for �22

1Living with Hearing Loss Program, Erie, Pennsylvania.
Address for correspondence and reprint requests:

Samuel Trychin, Ph.D., 212 Cambridge Rd., Erie, PA
16511 (e-mail: samtrychin@roadrunner.com).

Ida Institute: Redefining Audiological Rehabilitation;
Guest Editor, Kris English, Ph.D.

Semin Hear 2012;33:87–96. Copyright # 2012 by
Thieme Medical Publishers, Inc., 333 Seventh Avenue,
New York, NY 10001, USA. Tel: +1(212) 584-4662.
DOI: http://dx.doi.org/10.1055/s-0032-1304731.
ISSN 0734-0451.

87

D
ow

nl
oa

de
d 

by
: O

tic
on

 A
/S

. C
op

yr
ig

ht
ed

 m
at

er
ia

l.



weeks. It was through working with these
wonderful people that I began to learn about
the effects of my own hearing loss as well as
about the experience of other people—those
with hearing loss and those who were their
communication partners. I then took what we
had learned around the United States (48 of the
50 states) and in several locations in Canada.
What I discovered is that, independent of
location or nationality, the experience of people
with hearing loss and their communication
partners is basically similar (i.e., people for
the most part report similar experiences, prob-
lems, and dilemmas).

What became evident very early is that
there are issues related to hearing loss that
produce problems in communication and rela-
tionships that are often not addressed by pro-
fessionals who serve people with hearing loss
and their partners. One result is that people
frequently blame the hearing loss for the prob-
lems they experience, when, in fact, it is not the
hearing loss itself but something related to the
hearing loss that is at the root of the problem.
Fortunately, most of these other causes of
communication breakdowns are correctable.
Unfortunately, most people are not aware of
these other causes, and when communication
problems inevitably arise, many blame their
hearing aids for being improperly adjusted or
their service providers for being ineffective. I
believe it is to everyone’s benefit to inform
patients and their communication partners
about these other factors that influence pa-
tient’s understanding, attitudes, adjustment,
and adherence/compliance related to hearing
loss.

This article addresses several of the major
contributing factors reported by many people
affected by hearing loss that influence the
effectiveness of hearing aids and other services
provided by audiologists. The following is a
quote from Lise Lotte Bundesen, the Executive
Director of the Ida Institute: ‘‘The Institute
seeks to foster a better understanding of the
human dynamics of hearing loss. By serving as
a catalyst for knowledge sharing and the devel-
opment of innovative and practical tools, the
Institute assists hearing care professionals in
helping hearing impaired people address the
physical, psychological and social challenges of

hearing loss.’’ What follows are several exam-
ples of challenges related to hearing loss that
might not be taken into consideration by many
audiologists, but which have implications for
patients’ adjustment to hearing loss and for
their adherence/compliance with treatment
recommendations.

PHYSICAL CHALLENGES
At the physical level, many people who have
hearing loss report being chronically fatigued.1

The sustained visual and auditory attention
required in communication situations can re-
sult in exhaustion. Some people report being so
exhausted by the end of the week that they
need to sleep the entire weekend to have
enough energy to return to work on Monday.
That routine is not contributing to a happy or
healthful style of life. Another contributor to
fatigue is chronic high levels of emotional
distress resulting from anticipating or experi-
encing communication and other problems
associated with hearing loss. The major issue
with fatigue is that, when tired, it is difficult to
sustain the level of attention necessary for
understanding what people are saying, and
communication problems are frequently the
result. If the patient is unaware of the effects
of fatigue on attention, he or she may resort to
blaming the technology as being inadequate or
the provider as being incompetent. It can be
helpful to provide patients with information
about the relationship between hearing loss and
fatigue and to provide information about ways
to combat fatigue and methods of improving
the skill of paying attention. This is an inex-
pensive way of helping people get the most
benefit from their assistive listening technol-
ogy.

Using Ida Institute’s line tool (see Clark,
this issue)2 can be useful in determining if
fatigue is a relevant factor for patients. Some
questions to ask using the line tool might be,
‘‘How much energy do you have during a
typical day at work (or home)?’’ ‘‘How difficult
is it for you to understand what other people
are saying to you?’’ ‘‘How difficult is it for you
to do what is necessary to better understand
what other people are saying to you?’’ Then use
the box tool (again see Clark, this issue)2 to
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determine the specific costs, benefits, and bar-
riers to making the necessary changes. If it is
determined that fatigue is a significant factor
for the patient, recommendations regarding
what to do to be less tired are in order. Dis-
cussion of sleep patterns, exercise, and diet can
uncover the need for changes in these areas.
Then the box can be used to determine the
costs and benefits of making changes in these
areas and to suggest ways of decreasing the
costs, increasing the benefits, or both.

PSYCHOLOGICAL CHALLENGES—
EMOTIONAL
At the psychological level, we often see people
who suffer from frequent high levels of neg-
ative emotional arousal, such as anxiety/fear or
irritation/anger.3 There are several unfortunate
consequences of high emotional arousal if it is
experienced frequently, is prolonged, or occurs
at high intensity. First, negative emotions re-
sult in hormonal imbalances that are often
damaging to physical and psychological
health.4,5 Second, intense or frequent high
emotional arousal often results in physical and
emotional depletion, leading to apathy, inertia,
and depression. Low arousal can then, as stated
previously, negatively affect the ability to sus-
tain attention and be proactive in preventing or
reducing communication breakdowns. Third,
when emotional arousal is high, it interferes
with cognitive functioning, resulting in prob-
lems with judgment, decision making, and
problem solving. When that happens, the per-
son experiencing these emotional reactions to
communication problems is often unable to
think clearly to determine the cause of the
communication breakdown and consequently
is unable to provide a solution for it.

Fourth, negative emotions, such as anger
and anxiety, are often detrimental to establish-
ing or maintaining good relationships with
other people, who usually do not appreciate
being the target of irritation or anger and often
find it difficult to be around someone who is
chronically anxious. Typical reactions by other
people include finding excuses to get away from
the offending individual and finding ways to
avoid her or him in the future. Unfortunately,
some people who have hearing loss are unaware

of the effects of their anger or anxiety on
others, and, too often, we see people who
make the mistake of blaming their hearing
loss for any and all relationship problems. It
is important for such people to learn that it is
their way of handling the difficulties related to
hearing loss rather than the hearing loss itself
that is producing their social problems. It is
helpful for them to see that negative emotional
arousal can contribute to communication diffi-
culties, and communication difficulties can
contribute to negative emotions, resulting in a
cycle that is self-perpetuating and unhealthy.
Helping patients understand this relationship
and helping them learn to manage negative
emotional arousal is another good way to help
them get the most benefit from their assistive
listening technology. It is an optimistic per-
spective because most emotionally induced
problematic reactions and behaviors can be
changed, even though the hearing loss is per-
manent.

Using the line and box tools can be an
effective way to assess the level and type of
emotional arousal that the individual experi-
ences, especially in difficult communication
situations. Using the line tool, some questions
might be, ‘‘How emotionally upsetting are
communication difficulties for you?’’ Or, alter-
natively, ‘‘How relaxed are you when commu-
nication becomes difficult?’’ Using the box tool,
one might then ask about the costs and benefits
of becoming angry or anxious. What are the
possible costs and benefits of being more re-
laxed in difficult communication situations?

PSYCHOLOGICAL CHALLENGES—
COGNITIVE
At the cognitive level, many of the people we
have seen did not have adequate information
about what to do to prevent or reduce their
hearing loss-related communication problems.
They were unaware of the many different
causes of communication breakdowns and
tended to blame their hearing loss for all of
those kinds of problems. If a person is unable to
determine the cause of a particular communi-
cation problem, she or he will also be unable to
determine the solution for that problem and
will often become confused and feel helpless.
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We have identified at least 42 different causes
of communication breakdowns, only two of
which are the hearing loss itself—the type
and decibel level. The other causes of commu-
nication difficulties fall into three categories:
speaker factors, listener factors, and environ-
mental factors. Examples of speaker factors in-
clude failure to get the person’s attention before
speaking or talking too rapidly. Examples of
listener factors are inability to pay attention or
failure to inform the speaker about what to do
to be understood. Environmental factors are
background noise or distance from the source
of the sound.

Once patients are aware of the variety of
causes of communication problems, they are
able to identify the source of a problem they are
experiencing and then offer a solution, such as,
‘‘I need to see your face when you are talking to
me’’ or ‘‘We need to move to another location
to continue this conversation.’’ It is also helpful
if people learn to preface their requests with,
‘‘Because of my hearing loss. . . .’’ This is
because asking someone to make changes in
their communication behavior or to change
some feature of the environment may not result
in cooperation unless the person speaking has a
good reason for making such a change. Again,
people need to learn the importance of adopt-
ing these proactive communication tactics and
also learn how to do so effectively. This in-
formation is not intuitively evident; it requires
education and training.

A second cognitive challenge that is some-
times necessary is providing people with per-
mission to do what needs to be done to prevent
or reduce hearing loss-related communication
problems. For example, one woman in a group
I conducted complained of inability to under-
stand what was being said at a dinner party the
night before. She said that the table had a large
flower arrangement that obstructed her view of
the people seated opposite to her and that the
stereo blared music the entire evening. I asked
if she had requested the hostess to remove the
obstructions and she responded, ‘‘Oh, I
couldn’t do that; it would have been impolite.’’
We discussed the issue of which is more im-
polite, making such a request or pretending to
understand and/or asking for frequent repeti-
tion of what had been said. She agreed that

bluffing and needing frequent repetition are
less conducive to establishing and maintaining
good relationships than is requesting speaker or
environmental modification that will result in
better understanding of what is being said.

Using Ida Institute’s Dilemma Game cards
(described at http://www.idainstitute.com) can
provide valuable information about people’s
reactions to communication situations and
what they are currently able to do in terms of
requesting changes. Presenting simple scenar-
ios similar to the dinner party mentioned above
and asking patients what they would do in such
situations provides valuable information about
what they know to do and about their view of
the acceptability of doing it. The line can
provide an indication of how important it is
to them to understand what is said in such
situations and also how willing they are to do
what is required to be able to better understand.
If they need permission to do what is necessary
to better understand, using the box can be most
valuable in helping them see the costs and
benefits of maintaining the status quo (misun-
derstanding, remaining silent, bluffing, re-
questing frequent repeats, etc.) and of making
the suggested change (informing/reminding
the other people about the hearing loss and
suggesting ways of facilitating communica-
tion).

Something else that also needs consider-
ation in terms of cognitive abilities is the
interaction between emotional arousal and cog-
nitive processing. Data6 show that when
arousal is high, cognitive processing abilities
decline. High emotional arousal has particular
impact on the language processing centers in
the brain. The effect is a reduced ability to
retrieve and use information that is stored in
memory. For example, if a patient has a history
of high emotional arousal in difficult commu-
nication situations, that establishes a baseline
or default level of arousal in those situations.
The person may have recently been given in-
formation about what to do in difficult com-
munication situations, have had some
opportunity to practice doing it, but be unable
to retrieve it when needed in a critical situation.
We tend to revert back to habitual, default, or
baseline reactions when similar, precipitating
situations arise. Frequent practice over time
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resets the emotional arousal to a lower baseline
level, reducing interference with cognitive
processing. Then, newly learned and more
effective reactions can replace the old dysfunc-
tional ones when difficult situations arise. In
general, the longer the default level has been in
place, the more difficult it can be to change the
baseline, requiring more practice of the newly
learned reactions/behaviors.

Using Ida Institute’s Patient Journey tool
(see Gregory, this issue)7 as a starting point can
provide insight into how firmly established
identified ineffective communication habits
may have been in place and provide an estimate
of how long it may take to reset their baseline
level. For example, someone who has a recent
precipitous loss of hearing after a lifetime of
normal hearing probably has not had time to
firmly establish bluffing as a habit. Someone
who has had progressive hearing loss for
30 years may well have firmly established bluff-
ing as a habit and may require more time and
practice to extinguish that habit and establish a
more functional communication alternative in
its place. Questions using the line can indicate
how important and motivated the person is to
change the baseline level and how confident he
or she is that it can be done. Low motivation
and/or confidence can be addressed using the
box to determine the person’s perception of the
costs, benefits, and barriers related to main-
taining the status quo or making changes.

PSYCHOLOGICAL CHALLENGES—
BEHAVIORAL
Knowing what to do and being able to do it
effectively are each important for learning to
manage communication situations. Effectively
is the key term. As stated, practice is required in
order for people to learn new behaviors, estab-
lish them as habits that feel comfortable, and
use them effectively. Practicing new behavior
also requires feedback about how well it has
been performed. For example, I may know that
I need to ask you to raise your voice to the level
at which I can hear it, but do so in a way that
turns you off. If I say (or imply by tone of voice
or body language), ‘‘Speak up, stupid; how
many times have I told you that I have a
hearing loss?’’ I have informed you about

what is required, but the way I did it most
likely was not conducive to generating your
cooperation. Granted that not many people
are that insensitive, but many really do not
feel comfortable informing others about the
fact of their hearing loss, and do not know
how to do it in a way that is comfortable. It can
be even more difficult for a person to inform
others about what they need to do differently to
be understood. These are seemingly simple
behaviors that need instruction and practice
with gentle feedback until they become com-
fortable and habitual.

Bluffing, as mentioned previously, is a
frequently observed behavioral habit among
those who have hearing loss that is often
difficult to modify. Bluffing has detrimental
effects on relationships and on the bluffer’s
self-esteem, causing problems both socially
and personally. Socially, when the person talk-
ing finds out that the listener has been pretend-
ing to understand when in fact she had not,
that is often interpreted to indicate that as the
listener lacks interest in what is being said,
resulting in the speaker’s desire to terminate
the conversation. Personally, bluffing means
pretending to understand when the person, in
fact, knows that he or she does not understand
what someone is saying. So, essentially, bluff-
ing is a cop-out; it is a form of lying, and the
people who do it knows that they are not being
honest and that they are fearful of acknowl-
edging that they do not understand, and/or
that they do not know what else to do to rectify
the situation. This kind of deception is not
conducive to feeling good about oneself and
may be a source of depression and low self-
esteem observed among some people who have
hearing loss. In addition, bluffing results in
missing information that may be important
for the bluffer to know. For example, it is
important to know what someone is saying in
work situations, at the physician’s office, and
during intimate conversations.

Using the Ida Dilemma Game cards is a
way of ascertaining if a patient relies on bluffing
as a coping mechanism in communication sit-
uations. The box is an excellent tool for helping
patients realize the costs of bluffing and the
benefits of adopting more effective communi-
cation behaviors.
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Other examples of behavioral challenges
associated with hearing loss are the habits of
escaping from or avoiding entering into social
situations that have produced or might possibly
produce communication problems.

SOCIAL CHALLENGES
At the social level, hearing loss affects everyone
in the communication situation (i.e., commu-
nication partners as well as those who have
hearing loss). If the person who is listening fails
to understand what is being said, he or she has a
problem. But, so does the person who is speak-
ing and attempting to be understood. The Ida
Institute recommends including communica-
tion partners in assessment and treatment.
There are several reasons for doing so. First,
including communication partners is important
because family members, friends, and cow-
orkers can foster or inhibit a person’s adjust-
ment to her or his hearing loss.
Communication partners also can be a positive
or negative factor in influencing adherence to
treatment recommendations. Second, the com-
munication partner may be more aware of or
more willing to discuss problems and concerns
that elude or embarrass the person who has the
hearing loss. Third, both the person who is
speaking and the person who is listening may
each contribute to communication break-
downs, and the cooperation of both is usually
necessary for preventing or reducing those
breakdowns. It is therefore helpful when both
participate in the assessment and when both are
equally informed about available treatment
strategies. Rather than perceiving hearing loss
as ‘‘your’’ problem or ‘‘my’’ problem, we find it
helpful if the people involved can view it as
‘‘our’’ problem and approach dealing with it
from that perspective.

A major social challenge facing people who
have hearing loss is staying connected to their
social world, which, at a more intimate level,
includes family, friends, and sometimes cow-
orkers. The social world also includes, at a less
intimate but still important level, distant family
members, acquaintances, service providers, and
shopkeepers. The issue is that when commu-
nication breaks down, there is often a mild to
severe rupture in the relationship with conse-

quent emotional reactions in both the speaker
and listener. Sometimes the relationship dete-
riorates to the point that the patient is actively
rejected and pushed aside or passively ostra-
cized by being ignored, left out, or discounted.
Research indicates that such loss of attachment
to other people often results in social pain.8

This reaction to loss of attachment to other
people appears to be an evolutionary develop-
ment that contributes to the survival of human
beings (and of other mammals as well). Hu-
mans are dependent for many years on other
people for their survival, and social attachment
is a basic, prewired, survival need. Neurological
research shows that the neural pathways in the
brain that mediate social pain are the same as
those that mediate physical pain. It is also a fact
that a person’s sensitivity level to social pain
matches his or her sensitivity level to physical
pain—the correlation is very high. Both forms
of pain most likely evolved from the same basic
survival need—to alert us to threat or danger.
The danger of loss of attachment to significant
others for a human infant is obvious, but,
thinking in terms of prehistoric times, the
threat of separation from one’s social group
most likely had survival implications even for
adults. The concept of social pain resulting
from separation from others or loss of attach-
ment has many implications for people who
have hearing loss and their communication
partners.

When social pain is experienced either by
traumatic rejection (e.g., a divorce or loss of a
job) or by less traumatic but frequent rejection,
the defense mechanisms often used to reduce
the pain are escape and/or avoidance. The
person experiencing social pain finds ways to
leave situations in which the pain is experi-
enced and attempts to avoid those situations in
the future. Unfortunately, these tactics produce
other unwanted effects such as loneliness,
shame, and boredom. From a treatment per-
spective, escape or avoidance behaviors prevent
the person from using effective communication
behaviors, such as informing others about his or
her hearing loss, informing others about what
they need to do differently to be understood,
and using helpful assistive listening technology.
There are many implications of social pain for
audiologists and the population they serve. For

92 SEMINARS IN HEARING/VOLUME 33, NUMBER 1 2012

D
ow

nl
oa

de
d 

by
: O

tic
on

 A
/S

. C
op

yr
ig

ht
ed

 m
at

er
ia

l.



example, having newer and more expensive
hearing aids may well increase one’s ability to
hear, but of what use are they conversationally
if the person regularly isolates him- or herself?

Using Ida Institute’s Communication
Rings (see Montano and AlMakadma, this
issue)9 can be very helpful in getting a clear
picture of the level of social connectedness of
patients. How many people does the patient
include in the inner two circles? How does the
patient respond to the questions being asked
when using this tool? Does the person evidence
loneliness, sadness, despair? The line can be
used to determine how important social con-
nections are to both the patient and the pa-
tient’s communication partner. The line also
can be used to determine how willing both may
be to do what is required to establish or
reestablish social connections. It is useful to
use the line to determine how confident each of
them is in their ability to do what is required in
this regard. When low levels of importance,
motivation, or self-efficacy are revealed, it is
helpful to use the box to determine the costs,
benefits, and perceived barriers related to main-
taining the status quo and to making desirable
changes. Helping them both reduce the costs
and/or increase the benefits of making the
changes can improve their attitude toward
hearing loss and induce more functional coping
strategies.

However, if there is evidence of psycho-
logical or physical damage resulting from
high levels of emotional arousal stemming
from social pain experiences, it is likely that
referral to mental and/or physical health
providers may be indicated. For example,
some people who have hearing loss develop
posttraumatic stress disorder, which requires
specialized mental health treatment. Post-
traumatic stress disorder can result from
either a high-intensity traumatic experience
or from low-intensity but frequent negative
experiences, and people who have hearing
loss are at risk for having those kinds of
experiences.

At a different social level, there are also
cultural issues that can affect a person’s ability
to adjust positively to hearing loss. The neg-
ative social stigma that exists in many countries
of the world can be a major factor in whether or

not people will reveal the fact of their hearing
loss to others.10 If a person believes that he or
she will be seen by others as being less accept-
able, less competent, or less desirable because of
hearing loss, that belief can increase the like-
lihood that he or she will attempt to hide the
fact of the hearing loss.11 In that case, the
efforts involved in attempting to hide the
hearing loss coupled with the fear of being
found out are likely to increase anxiety and
add to the person’s tendency to avoid social
situations.

Asking questions about how they view
hearing loss when using Ida Institute’s Personal
Journey and Communication Rings can shed
light on the degree to which patients and
communication partners buy into the negative
stigma and hold attitudes about hearing loss
that foster hiding it, and therefore interfere
with adaptively accommodating to it. Ques-
tions regarding the attitudes about hearing loss
held by people close to the patient such as
family members, friends, and coworkers can
reveal the presence of stigmatizing factors
held by people close to them who may have
some influence. Questions about the patient’s
views about others who have hearing loss can
reveal his or her tendency to self-stigmatize,
prompting the audiologist to inquire further
about the patient’s attitudes about his or her
own hearing loss. One might use the Commu-
nication Rings to get this information about
negative stigma among the person’s closer fam-
ily and associates. For each person designated
in the inner circles, a minus sign could indicate
a negative view, a plus sign could indicate a
positive view, and a zero sign a neutral attitude.
If the evidence indicates that the patient or the
communication partner or both have attitudes
toward hearing loss that have been affected by
stigma, one can use the line to determine the
degree of negative attitude. Then the box can
be used to determine the probable costs and
benefits of adopting negative versus positive
attitudes.

TWO WAYS OF DEALING WITH
THESE AND OTHER CHALLENGES
One of the best ways of preventing or reducing
the psychosocial challenges frequently reported
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by people who have hearing loss and their
communication partners is by teaching them
ways to effectively manage communication sit-
uations. When people learn to anticipate pos-
sible problems before they enter situations,
they are in a position to take action to prevent
or reduce those problems once they are in
those situations. Knowing the typical causes
of communication difficulties when eating in
restaurants, for example, allows one to plan
ahead to prevent the occurrence of those
problems. One can inform the waiter that
the person has a hearing loss, ask for a list of
the specials to read, use assistive listening
devices, have fresh batteries for the device
and hearing aids, sit away from the door to
the kitchen, avoid a place that has live music,
and so on. There are at least 30 different
things that one can do to prevent or reduce
communication problems when dining out in
restaurants.3,12–16 Many of these solutions
carry over to other situations, such as business
meetings, family dinners at holidays, and edu-
cation/training classes.

For example, when communication
problems still arise despite one’s best preven-
tion efforts, which they often do, we want the
person who has hearing loss to be able to
identify the cause of the problem and offer a
solution to it. Even if that does not com-
pletely resolve the problem (e.g., the other
person does not cooperate or the environ-
ment cannot be modified), the person with
hearing loss can still feel good for having
done the best he or she could in the situation.
It also can be very helpful if he or she has
learned how to manage his or her reactions in
stressful situations.

The second way of helping people who
have hearing loss and their communication
partners effectively deal with difficult situa-
tions is by teaching them how to manage
their level of emotional arousal. There are a
variety of programs available that are focused
on teaching people how to remain calmer in
difficult situations. Yoga, meditation, pro-
gressive relaxation, deep breathing exercises,
and so on have the goal of reducing emo-
tionally charged reactions when under du-
ress. The program that I prefer is
Heartmath,6 which focuses on methods for

helping people quickly change their heart
rhythms when distressed, allowing for de-
creased physiological arousal and increased
cognitive clarity. All of these procedures
require some instruction and practice over
time, but the benefits of increased ability to
self-regulate emotional arousal are well
worth the effort required.

THE BENEFITS OF USING A GROUP
FORMAT
An efficient and effective way to gather the
necessary information from patients and
their communication partners and to provide
the education/training outlined in this article
is by having people participate in a group.
The primary goal of the group is focused on
ways to better manage communication sit-
uations and better manage emotional arousal.
The group format is an effective venue
for:

1. Identifying the problems and concerns of
people who have hearing loss and their
communication partners.

2. Providing alternative solutions to the re-
ported hearing loss-related problems.

3. Providing opportunity for people to practice
new communication skills in a safe, non-
threatening environment.

4. Providing feedback about their newly ac-
quired efforts.

5. Providing opportunity to practice emotion-
regulation procedures.

In a group setting, patients and their
communication partners have opportunity to
openly share their experiences related to the
hearing loss. They also learn about the expe-
riences of other people who are in similar
situations, allowing them to see that many of
the problems they experience are due to the
hearing loss and not to some imagined per-
sonal inadequacy (i.e., the problems are similar
among many other people in similar situa-
tions).

Information that is useful for the audiol-
ogist surfaces very quickly in such group
settings. People often open up and share
experiences with peers more rapidly than
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they might in one-on-one situations
with service providers. Another benefit to
audiologists is that people learn to focus
attention on communication behavior and
environmental causes of problems rather
than on their hearing aids. One audiologist
who added group sessions in her practice
reported a drop in return rate from 20 to
4%.

The use of Ida Institute’s tools in group
situations can accelerate the identification of
problem issues, help people pinpoint commu-
nication objectives, identify barriers to prog-
ress, and generate problem solutions. Using
the tools provides group members with a
common frame of reference that facilitates
mutual understanding, fosters positive atti-
tudes, and encourages problem-solving ef-
forts.

The Ida Institute is currently involved in
generating and disseminating information
about the benefits of conducting groups for
audiologists, for their patients, and for their
communication partners. Several of the au-
thors of this journal issue have had consid-
erable experience in conducting groups and
are part of the Ida effort to increase the
use of groups in audiology. If the reader
has questions regarding conducting groups,
contact the author of this article and he
will see that you receive answers to
them.

There are two additional options for
providing the kinds of information presented
in this chapter to patients and their commu-
nication partners. One option is using grad-
uates of the Hearing Loss Association of
America (HLAA) training program to work
with people individually or in a group. The
second option is recommending that they
attend local HLAA chapter meetings where
these issues are often discussed. The tele-
phone number for the HLAA national office
is (301) 657-2248.

NOTES

Name of Website: http://www.trychin.com.
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