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SETTINGS FOR SERVICE DELIVERY

Most hearing services for elderly people are pro-
vided in the offices of physicians, audiologists, and
hearing aid dealers. To a lesser extent, hearing serv-
ices are also provided in health care and educa-
tional settings and in multi-service community
agencies. Although certain services, such as med-
ical and surgical treatment, can only be provided
in health care settings, others such as aural reha-
bilitation can be provided in a variety of settings.
In some instances, the character of apparently sim-
ilar services may differ when they are delivered
in different settings. In other instances they may
be virtually identical. Reimbursement for services,
however, depends heavily on the setting where
they are provided (10).

Health Care Settings

Except for surgery, few hearing services are de-
livered in hospitals on an inpatient basis. This may
become even more rare because of restrictions
on admission and length of stay resulting from the
Medicare prospective payment system. Diagnos-
tic services are sometimes provided in hospitals,
but aural rehabilitation services are seldom avail-
able (10).

Most hearing services provided by health care
institutions are delivered on an outpatient basis,
in either hospital-based or independent speech and
hearing clinics, Diagnostic and rehabilitative serv-
ices are usually provided, but the emphasis is on
short -term care. Because of the relatively high over-
head costs in most medically based outpatient fa-
cilities, long-term rehabilitative services in these
settings are often prohibitively expensive. Occa-
sionally, hearing services for older people are pro-
vided by local health departments and even mo-
bile medical clinics.

Extended care facilities, such as nursing homes,
would seem to be an optimal setting for the deliv-
ery of hearing services. Speech pathology serv-
ices often are required as a condition of licensure
for extended care facilities and speech patholo-
gists sometimes refer elderly residents for hear-
ing evaluations. However, comprehensive hear-
ing services are seldom available in these facilities
and it is often difficult for nursing home residents

to go out to the offices of hearing specialists be-
cause of their other physical impairments. Some
hearing aid dealers do visit nursing homes to evalu-
ate patients and fit hearing aids, but few otolaryn-
gologists and audiologists are available to treat resi-
dents in nursing homes.

Home health programs also offer an optimal set-
ting to deliver hearing services, but unfortunately
these services are rarely provided. In a study of
206 home health agencies, only 5 percent provided
hearing services (72). Adult day care centers that
serve people who require long-term care but can
be maintained at home at night and on weekends
are another possible setting for the delivery of hear-
ing services to some older people (10). It is not
known how many adult day care centers now pro-
vide hearing services.

Educational Settings

Hearing services are provided by some adult edu-
cation agencies, community colleges, and univer-
sity speech and hearing clinics. Adult education
agencies first offered lipreading instruction for
hearing impaired people during the 1920s and
1930s. Some of these programs have been ex-
panded and now offer a comprehensive range of
aural rehabilitation services (10).

During the past decade, several States have en-
couraged community colleges to initiate programs
for disabled students. While some of these pro-
grams offer primarily vocation-oriented instruc-
tion to students, others offer comprehensive hear-
ing services to adults of all ages (10).

University speech and hearing clinics are another
source of hearing services and in some communi-
ties they are the major provider of services. These
clinics are usually affiliated with the speech and
hearing or audiology department of a university.
This makes low-cost hearing services available
since virtually all services are provided by students
under careful supervision. However, this use of
students gives an unrealistic impression about the
true cost of hearing services (10). University speech
and hearing clinics often provide a wider range
of hearing services than other settings (115), in-
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eluding comprehensive evaluation, aural rehabili-
tation, and fitting for hearing aids. Some also sup-
ply assistive listening devices (140).

Community Agencies

Many communities offer hearing services in
multi -service agencies. For example, senior centers
generally provide recreation, education, counsel-
ing, and other social services for elderly people;
some also offer hearing screening and other hear-

ALTERNATE APPROACHES

Alternate approaches exist that can help improve
the delivery of hearing services. These include pro-
grams of the Veterans Administration, the elder-
hostel program of Gallaudet College, and assistive
device centers. Self-help groups for hearing im-
paired people are also effective in educating people
about hearing impairment, appropriate treatment,
and methods for dealing with the fragmented de-
livery system. Two projects to provide hearing
services for nursing home residents also have been
developed and are described below,

Veterans Administration Hearing
Services

The VA program of hearing services is one model
of comprehensive service delivery. The VA pro-
gram is an outgrowth of military aural rehabilita-
tion centers established during World War Il. At
VA medical centers across the country, hearing
services include: 1) evaluation by an audiologist;
2) evaluation by an otologist or otolaryngologist;
3) hearing aid dispensing; and 4) rehabilitation serv-
ices such as speechreading, auditory training, and
speech training to correct speech or voice prob-
lems associated with a hearing impairment (83).

Veterans with service-connected hearing impair-
ments are eligible to receive all hearing services
at no cost. Veterans who do not have service-
connected hearing impairments but are over 65
or cannot afford hearing services are eligible for
a free hearing test. Certain categories of veterans
are also eligible for free hearing aids. These in-
clude veterans with service-connected hearing im-

ing services.4 Some communities also have speech
and hearing centers that offer a wide array of serv-
ices including hearing aid dispensing. They may
also sponsor satellite programs in other commu-
nity agencies where older people are likely to be
served (10).

‘A recent studv of hearing services iN Senior centers, Study of
Programs and Services for the Hearing Impaired Elderlv in Senior
Centers and Clubs in the United States, will be publishedby Gal -
laudet Research Institute in 1986 (100).

TO SERVICE DELIVERY

pairments, those who have 50 percent or more
service connected disability, those who are receiv-
ing home care benefits from the VA, prisoners of
war, and World War | veterans. Other veterans
are referred to hearing aid dealers or speech and
hearing clinics to purchase a hearing aid. In fiscal
year 1984, the VA distributed more than 36,000
hearing aids to eligible veterans (47). Large vol-
ume purchasing arrangements lower the cost of
each aid, but it is difficult to compare the cost of
aids distributed by the VA with the cost of aids
distributed by other dispensers because the profes-
sional costs associated with testing hearing and
selecting an aid are sometimes not included in the
VA figures.

The VA model of service delivery has been
adopted in other institutional settings where med-
ical, audiologic, and hearing aid dispensing serv-
ices are offered “under one roof .“ One such pro-
gram is at the Albany Medical Center, where over
the past 7 years more than 1,900 hearing impaired
people of all ages have been treated. The program
provides otolaryngologic, audiologic, and rehabili-
tative services, including evaluation for hearing
aids, hearing aid dispensing, hearing aid orienta-
tion and counseling, speechreading, auditory train-
ing, and hearing aid repair (134). Similar programs
have been developed by health maintenance orga-
nizations, particularly those that operate compre-
hensive medical centers (10).

The VA Medical Center in Birmingham, Alabama,
has a program of service delivery that goes beyond
what is provided in other VA medical centers. One
of its primary objectives is the provision of com-
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prehensive services and followup for veterans who
have difficulty coming to the medical centers VA
staff point out that many people, not only veterans,
live far from centers where comprehensive hear-
ing services are provided and are unlikely to re-
turn for regular reevaluation, aural rehabilitation,
and counseling. Even when long distances are not
involved, lack of transportation and physical im-
pairments that interfere with travel cause many
people to drop out of treatment. Consequently,
the Birmingham VA program provides many serv-
ices by telephone.

In this program, the initial evaluation and treat-
ment are done in the hospital or the clinic, but af-
ter the initial treatment the clinic staff regularly
initiate telephone contact with clients to review
their progress, provide auditory training exercises
and supplemental drills, and answer questions
from the client or his family. Conference calls are
used to conduct “group meetings” among individ-
uals with similar impairments so they can give each
other moral support and helpful hints about cop-
ing with mutual problems (130). This use of the
telephone spares clients from repeated trips to the
medical center. The alternative-sending staff
members out to provide services away from the
medical center—is prohibitively expensive.

The Birmingham VA program also emphasizes
the use of assistive devices, both for telephone com-
munication and for one-to-one and group listen-
ing, Many kinds of devices are given or loaned to
clients. They encourage clients who wear hear-
ing aids and those who do not to use assistive
devices and have created a videotape explaining
the kinds of assistive listening devices that are
available.®

The Birmingham VA program also stresses train-
ing for hearing specialists and other health care
and social service providers. VA staff have been
involved in many conferences and training work-
shops across the country where they explain their
method of telephone contacts for client education,
reevaluation, and treatment, and educate pro-

sThese services are supported by the VA Exchange of Medical In-
formation and Rehabilitation, Research, and Development Programs.

sThe videotape was prepared by Gwenyth Vaughn and Robert
Lightfoot for the Sertoma Foundation, with partial funding from
Siemens Hearing Instruments, Inc.

viders about assistive listening devices, telecom-
munication devices, and signaling and alarm sys-
tems. They also provide telephone consultation
to clinicians in VA and non-VA facilities.

A final component of the Birmingham VA pro-
gram is REMATE, Remote Machine-Assisted Treat-
ment and Evaluation. REM ATE is a computer-based
delivery system. The computer is programmed by
the clinician to provide drill sessions by telephone
for veterans nationwide and to store client re-
sponses for later review by the clinician. This sys-
tem can also be used to gather and store data for
long-term evaluation of treatment procedures
(130).

Elderhostel Program for the
Hearing Impaired

Another innovative approach to the delivery of
hearing services is the elderhostel program con-
ducted at Gallaudet College since 1981. Hearing
impaired persons over 60 and their spouses or “sig-
nificant others” are invited to the college in Wash-
ington, DC, for a week in the summer. They at-
tend presentations about the nature of hearing
loss and its impact on relationships, strategies for
coping with hearing loss, and the roles of various
hearing specialists. Lists of hearing specialists in
the participants’ home States are provided and as-
sistive devices are on display. Participants also at-
tend sessions on nonverbal communication and
deaf culture. Participants have particularly ap-
preciated the information on assistive devices and
self-help techniques. Small group activities are also
important; they allow hearing impaired elderly
people to interact with others and realize they are
not alone in coping with hearing loss. The origi-
nators of this elderhostel program believe it could
be repeated at colleges and community agencies
throughout the country (61).

Assistive Device Centers

Assistive device centers for the hearing impaired
are locations where a variety of devices used to
compensate for hearing loss are displayed and
demonstrated. Hearing impaired people, their fam-
ilies, and health care and social service providers
can visit these centers to learn about available de-
vices. One assistive device center at the Fort Lauder-
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dale oral School is manned by volunteers from the
Telephone Pioneers of America. Demonstration
devices have been contributed by the manufac-
turers (34). Appendix B contains a list of assistive
device centers in the United States. Centers are
needed in other locations throughout the country,

Self-Help Groups for Hearing
Impaired People

Self-help groups for hearing impaired people pro-
vide information for their members about devices
and techniques that help compensate for hearing
loss and about the role and expertise of different
types of hearing specialists. The names of some
of these groups are listed in appendix A. Some of
them have assistive listening devices and telecom-
munication, signaling, and alarm devices available
at their meetings so that attendees can try them.
One self-help group, Self Help for Hard of Hear-
ing People (SHHH), in cooperation with the Birming-
ham VA, has produced a series of six pamphlets
on assistive listening devices and their uses.

Some self -help groups are primarily for deaf peo-
ple, while others are primarily for hard-of-hearing
people. Membership is open to people of all ages,
but many members are elderly, particularly in the
groups oriented to people with partial hearing loss.
While younger people with hearing impairments
and other handicaps have become increasingly as-
sertive about the rights of the handicapped, many
elderly people are still reluctant to call attention
to their handicaps and to demand appropriate serv-
ices. Self-help groups emphasize the rights of hear-
ing impaired people and the rights of the consumer,
an approach that may be particularly appropri-
ate for elderly people (105).

The Suzanne Pathy Speak-Up Institute is a self-
help group that focuses on improving communi-
cation between hearing impaired and normal hear-
ing people. Members are encouraged to disclose
their hearing loss and wear a symbol to indicate
it. The organization provides information to com-
munity groups about how to communicate effec-
tively with hearing impaired people.

Nursing Home Initiatives

Despite the high prevalence of hearing impair-
ment in nursing homes and its often severe effects
on residents’ ability to interact with others, give

and receive information, and adjust to the facil-
ity, little attention has been given to this problem.
As one nursing home administrator pointed out:
“To be perfectly frank, communication is at the
bottom of my priorities. We care about nutrition,
hygiene, medication; that’s it” (14). Even when nurs-
ing home staff attempt to address the problems
of hearing impairment among residents, few are
knowledgeable about the devices and treatments
available. Access to hearing services is often limited
because some residents cannot pay for them and
because it is difficult to take residents out to a
specialist office or get the specialist, particularly
an otolaryngologist or audiologist, to come to the
nursing home. As a result, many people who might
benefit from hearing services and devices do not
receive them.

The Nursing Home Ombudsman Program of
Monroe County, New York, is an example of one
approach developed to help solve this problem. T
Beginning in 1981, as a result of the effort of one
ombudsman volunteer, the program has provided
sensitivity training for all ombudsman volunteers
to increase their understanding of the impact of
hearing impairment on residents. The volunteers
are taught how to communicate with hard-of-
hearing and deaf people. They are trained to be
aware of residents whose hearing aids are not
working properly or who may need new batter-
ies. The ombudsman Program has also provided
workshops for nursing home staff to increase their
understanding of hearing impairment, hearing
aids, and other devices that can benefit residents.
The success of these approaches in nursing homes
has prompted a recent expansion of the program
into local hospitals (14).

A second program initiative for nursing home
residents is being developed by SHHH and the
American College of Health Care Administrators
(ACHCA). In the first stage of this program, SHHH
will train volunteers to help residents better use
their hearing aids by teaching them to insert and
remove the aids, encouraging regular use, and as-
sisting with cleaning and battery replacement.
ACHCA will notify nursing home administrators
of the availability of the program and provide SHHH
with the names of interested administrators (4).

"The Federal Government provides funds to each State to develop
and run a nursing home ombudsmanprogram Design of’ t he pro-
gramis up to the State and some States have contracted withlocal
agencies to implement the program.
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SCREENING PROGRAMS

Screening programs are an important method
of identifying people who have hearing impair-
ments and need treatment. The goal of these pro-
grams is to identify all those who need further
evaluation, but hearing specialists continue to de-
bate the best methods for doing this. As discussed
in chapter 2, interview methods fail to identify
some people with hearing impairments because
the people are unaware of their hearing loss or
deny it to the interviewer. This may be particu-
larly true in some minority groups. Pure tone air
and bone conduction tests miss individuals who
can hear pure tones but have difficulty with audi-
tory discrimination. Since this is frequently a prob-
lem among elderly people, speech reception and
speech discrimination tests are an important ele-
ment of an effective screening program for them.
In addition, elderly people often have particular
difficulty with background noise and some meas-
ure of hearing in a noisy environment is needed
(54).

Ventry and Weinstein (131) have developed a
screening program for elderly people that includes
both audiometric tests and a self-assessment in-
strument to identify the social and emotional ef-

REGULATION OF THE

Federal legislation and regulations affect the de-
livery of hearing services both directly, through
FDA regulations on hearing aids, and indirectly,
through Medicare and Medicaid regulations on
reimbursement for hearing services. Medicare and
Medicaid are discussed in chapter 5. This section
reviews FDA regulations. The Federal Trade Com-
mission (FTC) recently decided against indus-
trywide regulation of various aspects of hearing
aid sales, and the history of this decision is also
discussed briefly.

Federal investigation of hearing aid sales prac-
tices began in the 1960s. Early efforts led by Sen-
ators Kefauver and Church resulted in news re-
leases and other reports that alerted the public
to widespread problems but did little to prevent
or control them. During the mid-1970s, the FTC

fects of hearing loss. The self-assessment instru-
ment is the first designed for and standardized
on elderly people. Further testing of this screen-
ing program is being funded by the National Insti-
tute on Aging (59).

Some elderly people who are very withdrawn
and apparently cognitively impaired do not re-
spond to the usual audiometric tests and self-
assessment instruments. A technique that has been
used with very young children can also be used
to measure the hearing of these people. This tech-
nigue measures brain wave response to sound,
or auditory evoked potential, and does not require
active cooperation from the person being tested.
A hearing aid can be put on the person to deter-
mine whether amplification increases the brain
wave response. Finding hearing loss in a very with-
drawn person does not necessarily mean that a
hearing aid or other treatment will be effective
because the patient may be too cognitively im-
paired to benefit from the device (140). Never-
theless, the availability of a technique to measure
hearing in these patients is important for diagnostic
purposes.

DELIVERY SYSTEM

initiated a major effort to develop regulations for
hearing aid sales, The results of their investiga-
tions and recommended regulations were pub-
lished in 1978. The recommended regulations
would have restricted advertising, in-home sales,
marketing of used hearing aids, and the use of
screening programs to identify potential custom-
ers. The most important and most vigorously con-
tested recommendation was a provision to allow
a hearing aid purchaser or renter to cancel the
sale or rental within 30 days and receive a refund
(10, 77).

Hearings were held in 1978 and FTC staff rec-
ommended issuance of the regulations after re-
viewing the “compelling testimony (about) the nu-
merous experiences reported of unusable hearing
aids, purchased at great financial sacrifice, and
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of a multitude of abusive sales transactions and
sales tactics” (48). However, the Commission did
not rule on the staff recommendations at that time.

In 1985, with the regulatory procedure still pend-
ing, the FTC contracted for a survey of hearing
aid users to determine whether regulation of hear-
ing aid sales was needed. The results of the sur-
vey many of which have been reported in this
OTA background paper, convinced FTC staff and
commissioners that no industrywide regulation
is needed (86). The regulatory procedure subse-
guently has been dropped.

Regarding the 30-day trial period, the survey in-
dicated that 64 percent of the respondents pur-
chased hearing aids with a trial period, 16 percent

could not remember whether a trial period was
available, and 20 percent purchased aids for which

a trial period was not available. Some States re-
quire a trial period, while others do not.’How-
ever, the survey showed that people who pur-
chased hearing aids in States that require a trial
period were no more likely to be offered a trial
period than people who purchased aids in States
that do not require a trial period (75).

The FTC concluded from these data that trial
periods are widely available and that State laws
requiring trial periods may not increase their avail-
ability (86). A staff memo to the FTC Commissioners
concluded: “Market forces appear to have been
as effective as legal requirements in promoting the
proliferation of trial periods” (86).

The FTC reliance on these survey findings has
been criticized because the sampling procedures
used produced very few respondents in the States
that require a trial period. Thus, the difference
in availability of trial periods in States that require
a trial period and those that do not could have
occurred by chance (107). In addition, although
the survey indicates that almost two-thirds of those
who purchased hearing aids were offered trial
periods, at least 20 percent purchased aids for
which a trial period was not available, To hearing
specialists and consumer advocates who believe

*Connecticut, Maine, New Hampshire, New York, Oregon, Texas.
Vermont, and the District of Columbia reguire a trial period. Cali-
fornia, Kentucky, North Carolina, Tennessee, and Washington have
laws Of regulations that require a trial period under some circum
stances. Other States have no requirement for :1 tria period (75).

that the availability of a trial period is important,
these figures are not reassuring.

ASHA and the American Association of Retired
Persons (AARP) submitted testimony opposing the
FTC decision to drop the regulatory procedure.
They cited experiences of their members that sup-
port continuing need for regulation of the hear-
ing aid industry. AARP testimony emphasized t he
need for an FTC-sponsored consumer education
program to inform the public about hearing im-
pairment, hearing specialists, and devices to com-
pensate for hearing loss (3).

In the mid- 1970s, almost simultaneously with the
initial FTC efforts, FDA began to develop regula-
tions for hearing aids under its mandate to regu-
late medical devices. The purpose of the FDA ef-
fort was quite different from that of FTC. FDA was
concerned about the “safety and effectiveness” of
hearing aids as medical devices, not with sales prac-
tices per se. The proposed FDA regulations were
much less restrictive than the FTC regulations, met
with less opposition, and were adopted in 1977.
The FDA regulations were at odds with the laws
and regulations of several States, and those States
applied for exemption from the new Federal rules.
In virtually all instances the State regulations were
more restrictive than the new FDA regulations.
FDA reviewed these applications and granted some
exemptions but most were denied (10).

The FDA hearing aid regulations relate primar-
ily to labeling and conditions of sale. Labeling re-
guirements specify that the hearing aid must show
the name of the manufacturer or distributor, the
model name or number, serial number, year of
manufacture, and an indication of the correct bat-
tery position. The requirements also specify es-
sential information that must be contained in an
instructional brochure to illustrate and describe
the operation, use, and care of the aid; sources
of repair and maintenance; and a statement to the
effect that the use of a hearing aid may be only
part of a rehabilitative program that may also in-
volve speechreading or auditory training. This
brochure must be provided with the aid. The reg-
ulations also require a warning to dispensers and
purchasers that certain conditions make medical
consultation advisable prior to purchase of an aid.
The warning to dispensers also advises caution
when fitting the more powerful hearing aids.
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As discussed earlier, FDA requires that the con-
sumer provide the hearing aid dealer or dispenser
evidence of a physician’s evaluation or sign a waiver
of this requirement before purchasing a hearing
aid. Although there is no information about the
number of aids that are sold on the basis of waivers,
some hearing specialists believe that the number
is high and that the use of waivers undermines
the basic purpose of the FDA regulations. In 1980,
ASHA testified to this effect before the Senate Sub-
committee on the Handicapped:

Under the FDA's regulation, hearing aids can and
are being sold to persons without either a medical
examination or a test of their hearing. This is leav-
ing the hard-of -hearing, especially the elderly, vul-
nerable to the pressures of hearing aid salesmen.
Without testing, it is impossible to know the type,
nature, and degree of loss or even whether a hear-
ing aid is necessary or will be beneficial. without
requiring a hearing test, State consumer protec-
tion officials or private parties lack the fundamen-
tal evidence to prove whether or not a hearing aid
was appropriately sold . . . The FDA'’s regulation,
its preemption of State laws providing greater pro-
tection to consumers and its pressure on other

agencies to follow its suit has been a major set-
back in providing quality care to the hearing im-
paired, especially the elderly (6).

Other hearing specialists disagree and argue that
the FDA regulations are fulfilling their intent (133).

Assistive listening devices are generally not reg-
ulated by FDA. Hearing specialists are concerned
about the need to protect consumers from devices
that may be useless or harmful. At the same time,
many hearing specialists do not favor FDA regu-
lation of these devices because FDA rules about
the distribution of medical devices affect how de-
vices can be marketed and could ultimately raise
costs and limit use (33).

In addition to FTC and FDA regulations, the de-
livery of hearing services to elderly people is af-
fected by Medicare and Medicaid regulations that
control reimbursement. In many instances, these
regulations determine point of entry, who may
provide services, the services that may be deliv-
ered, the setting in which the services are provided,
and the way in which the services are offered.
These programs are discussed in the next chapter.
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Chapter 5

Funding for Treatment of
Hearing Impairments

Hearing services and devices are paid for directly
by hearing impaired people or by private insur-
ance and government programs such as Medicare,
Medicaid, and the Veterans Administration (VA).’
In general, medical and surgical hearing services
provided by physicians are covered by Medicare,
Medicaid, and private insurance. Some services
provided by audiologists are also covered, espe-
cially when authorized by a physician, but evalu-
ations for hearing aids are usually not covered.
Hearing aids and assistive listening devices are not
covered by Medicare and are rarely covered by
private insurance. Medicaid pays for hearing aids
in about half the States, but only a small percent-
age of the elderly population is eligible for these
services. only about 15 percent of hearing aids
are paid for wholly or in part by any third-party
payer, including Medicaid, the VA, and private in-
surance (75).

The pattern of funding for hearing services re-
flects an underlying philosophy of government and
private insurance programs that emphasizes the
importance of physician care and medical and sur-
gical treatment, while deemphasizing rehabilita-
tive approaches such as providing assistive devices
to help people function despite impairments. This
philosophy is also evident in Medicare and Medic-
aid regulations and private insurance policies that
limit reimbursement for devices and rehabilita-
tion services related to impairments in vision and
speech.

Hearing aids are the most common form of treat-
ment for hearing impairment in elderly people,
and it is often alleged that the cost of hearing aids
severely restricts their use. one report points out,
however, that the cost of hearing aids has risen
very little in the past 25 years (41). From 1960 to
1980, while the Consumer Price Index increased
more than 300 percent, the average cost of a hear-
ing aid increased from about $350 to $450, or less

aring services provided and paid for bv t he Veterans Admin-
istration were discussed in ch.4.

than 25 percent. Sales expansion, improved man-
ufacturing techniques, and changes in marketing
have led to this relative price stability despite in-
flation in the economy as a whole, While the cost
of a hearing aid is still too high for some low-in-
come people, many people can afford them. In fact,
the number of individuals buying hearing aids in-
creased significantly between 1980 and 1983 de-
spite a 25 percent decrease in third-party reim-
bursement (24).

Since government programs and private insur-
ance usually do not pay for hearing aids, hearing
impaired people often have to pay for these de-
vices themselves. While many elderly people do
purchase hearing aids, few are also willing and
able to pay for a comprehensive audiological evalu-
ation to help them select the hearing aid or aural
rehabilitation services to help them adjust to it
(138).

Assistive listening devices are not covered by
Medicare, Medicaid, or private insurance. Legis-
lation has been introduced in Congress to allow
reimbursement for these devices under Medicare
and Medicaid. The Handicapped Assistance Act of
1985 (H.R. 1432) would amend the Social Security
Act to allow payment for sensory and communi-
cation aids for persons with visual, speech, and
hearing impairments. Reimbursement would be
limited to $5,000 a year and no more than $15,000
in any 5-year period (17).

Allowing tax credits for the purchase of assis-
tive listening devices is another approach to en-
courage their use. This idea is not now politically
viable because Congress and the Administration
oppose creating new tax deductions and tax credits
(56).

Aural rehabilitation services are covered by
Medicare, Medicaid, and some private insurance
in certain circumstances, but these services are
seldom received by elderly people, as discussed
in chapter 3. Government initiatives to increase
the use of these services could include increased

63
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funding and/or simplification of the complex re-
quirements for reimbursement for these services
under Medicare and Medicaid. Increased public

education about the potential benefit of aural re-
habilitation for elderly people could encourage in-
dividuals to pay for these services themselves,

MEDICARE

Almost all Americans over 65 are covered by
Medicare, the health insurance program author-
ized by Title XVIII of the Social Security Act to pro-
vide payment for specified health services. Under
Part A Hospital Insurance, Medicare pays for hos-
pital care, some posthospital extended care, and
home health services. Under Part B Supplemental
Medical Insurance Benefits, Medicare pays for phy-
sicians services, hospital outpatient services, diag-
nostic laboratory tests, some durable medical sup-
plies, and services such as physical therapy and
speech therapy when authorized by a physician

(l0).

Most physician services related to the diagnosis
and treatment of hearing impairment are covered
by Medicare. Some hearing services provided by
an audiologist are reimbursable under certain cir-
cumstances. For example, an audiological evalua-
tion requested by a physician to help diagnose
hearing disorders is reimbursable. Rehabilitative
services provided by an audiologist are covered
for some patients, but complex regulations, sum-
marized below, govern which audiology services
are covered, and in which settings (10).

Under Medicare Part A, rehabilitative audiology
services requested by a physician and directly re-
lated to the condition for which a patient is hospi-
talized can be provided for hospital inpatients and
residents of skilled nursing facilities (SNF). Diag-

nostic and therapeutic audiology services re-
quested by a physician can be covered for hospi-
tal inpatients when provided by an audiologist who
is either an employee of the hospital or who has
made a contractual arrangement with the hospi-
tal. An audiologist who is employed by the hospi-
tal can also provide audiology services for patients
transferred to a SNF if the SNF and the hospital
have a transfer agreement (10).

Under Medicare Part B, an audiological evalua-
tion requested by a physician for diagnostic pur-
poses is reimbursable. Other hearing services pro-
vided by an audiologist also can be reimbursed
under Part B: 1) if the audiologist is employed by
a physician or in a physician-directed clinic, 2) if
the physician is on the premises and supervises
the services, and 3) if the audiological services are
an integral part of the physician’s professional serv-
ices. Diagnostic and therapeutic services provided
by audiologists also can be reimbursed as a Part
B benefit for audiologists employed in a rehabili-
tation agency, skilled nursing facility, hospital out -
patient clinic, or home health agency (10).

Hearing services provided by hearing aid dealers
are not reimbursed by Medicare. Medicare does
not pay for hearing evaluations performed to help
select a hearing aid and it does not pay for hear-
ing aids or other assistive listening devices.

MEDICAID

Medicaid is a joint Federal/State program, au-
thorized by Title X1X of the Social Security Act to
provide funding for health care services for the
poor. Elderly individuals with income and assets
below established levels are eligible for Medicaid.
People with income above these levels but with
high medical expenses are also eligible in some
States.

The Federal Government requires that State
Medicaid programs cover certain health care serv-
ices, while other services are optional. States are
required to cover:

« Hearing services provided by hospitals to in-
patients or outpatients. These services can in-
elude audiology services prescribed by a phy-
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sician with a physician’s recertification of the
need for continuing treatment every 30 days.

+ Hearing services provided in SNFs by a physi-
cian or an audiologist working under the direc-
tion of a physician.

* Hearing services provided by physicians in the
community.

* Some hearing services provided by audiolo-
gists in the community. These services must
be provided under the personal supervision
of a physician. States are free to define the
degree of personal supervision required, but
many adopt the definition used by the Medi-
care program—that the audiologist must be
employed by a physician (or group of physi-
cians) and practice in the same office or clinic
as the physician (10).

States are not required to reimburse any other
hearing services under Medicaid, but Federal
matching funds are available to States for a wide
variety of optional services including diagnosis,
screening, rehabilitative services, and hearing aids.
Most States limit the optional Medicaid services
they provide in order to control overall costs of
the Medicaid program:. A 1979 survey of Medic-
aid programs in 49 States’and the District of
Columbia conducted by the American Speech-
Language-Hearing Association (ASHA) revealed the
following about States’ coverage of hearing serv-
ices beyond the mandatory benefits:

. Twenty-nine States covered evaluative and
diagnostic services provided by ASHA-cer-

zArizona did not participate in the Medicaid program at the time
of the survev.

tified or licensed audiologists regardless of the
setting, but in seven of these States coverage
was limited to children. Only 7 of the 29 States
covered aural rehabilitation services for
adults. Fifteen additional States covered au-
diology services only when provided in spe-
cific facilities or agencies, such as rehabilita-
tion centers and home health agencies. The
remaining States only covered hearing serv-
ices provided by physicians.

* Prior authorization by the State Medicaid
agency was required for aural rehabilitation
services in all cases, but was seldom required
for diagnostic services. Referral from a phy-
sician was generally required for all services.

+ Twenty-eight States provided reimbursement
for hearing aids for eligible adults. Prior au-
thorization was required in nearly all States.
Other requirements for reimbursement of
aids varied: evaluations by audiologists or
through speech and hearing centers approved
by the State were mandatory in 36 States; 10
of these permitted evaluation by an otolaryn-
gologist in lieu of an audiologist, while 14 re-
quired a physician’s examination in addition
to the audiologist’s evaluation (7).

As a result of Medicaid cutbacks since 1979,
fewer States probably pay for hearing services
now. Moreover, even in those States that pay for
aural rehabilitation services and hearing aids
through Medicaid, the reimbursement rates are
often so low that providers refuse to serve Medic-
aid patients.

OTHER GOVERNMENT FUNDING PROGRAMS

Funding for hearing services is available to some
elderly veterans and retired military personnel
through VA and military hospitals. Some elderly
individuals are also served in programs sponsored
by the Bureau of Indian Affairs and the Federal
Bureau for Community Health Services.

State Vocational Rehabilitation Agencies provide
a wide range of services to handicapped individ-
uals, including hearing impaired people. These
services can include counseling, hearing aids and

other devices, and aural rehabilitation. However,
only about 2 percent of all people receiving any
services from State Vocational Rehabilitation Agen-
cies are over 65 (13). No figures are available on
the number of elderly individuals who receive
hearing services.

Federal funds for the elderly are available to
States through the Title XX Block Grant, the Com-
munity Development Block Grant, and Title Il of
the Older Americans Act. Some States use some
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of these funds to provide hearing services, but
these programs are very limited and the demand
for services always exceeds available funds. For
example, in 1984 Montgomery County, Maryland
initiated a program to buy or lend assistive devices

PRIVATE

The private health insurance industry consists
of three major components: 1) the nonprofit Blue
Cross and Blue Shield plans that enroll 38 percent
of the privately insured population; 2) commer-
cial insurance companies that provide coverage
to 54 percent of the privately insured population;
and 3) independent prepaid and self-insured health
plans including large prepaid group practice plans
such as the Kaiser Foundation plans and health
plans operated jointly by union and management
in some industries. These prepaid plans cover only
about 7 percent of the insured population, but they
are more likely than other insurers to offer a com-
prehensive array of outpatient and preventive
services (10).

Private insurance coverage of hearing services
is important for elderly people because Medicare
covers only part of the health care expenses of
elderly people, currently less than 50 percent.
Many older people purchase supplemental insur-
ance from private insurers. In addition, a small
segment of the elderly population is not eligible
for or not enrolled in Medicare and many of these
people have private insurance (10).

Determining whether an insurer will reimburse
for hearing services is not simple. Each insurance
policy is independently negotiated, so that a sin-
gle company may issue policies with many varia-
tions in the provisions affecting hearing services.
In fact, few policies directly address hearing serv-
ices; instead, coverage is determined by the pro-
visions for broad categories of services such as
‘(miscellaneous medical,” “physiotherapy)” or
“other medically necessary services. ” Whether
hearing services are reimbursable depends on if
a given service meets the general conditions in
these broad categories (10).

of all kinds using Community Development Block
Grant funds. About 90 percent of the funds were
spent for hearing aids for people of all ages and
the demand for hearing aids was so great that the
program ran out of money in 3 months (46).

INSURANCE

The principal variables that affect coverage are:

® |n what setting is the service provided? (Hos-
pital inpatient unit, hospital outpatient depart-
ment, physician’s office, audiologist’s office,
hearing aid dealer’s office, speech and hear-
ing clinic?)

® Who is providing the service? (A physician,
a licensed or ASHA certified audiologist, a
hearing aid dealer?)

e What kind of service is provided? (Diagnosis,
evaluation for a hearing aid, aural rehabili-
tation?)

® Why is the service needed? (Injury, illness, con-
genital or acquired disease, organic or non-
organic disorder?)

® What is the role of the beneficiary’s physician?
(Prescription, supervision, referral?)

Because conditions in the policies of private in-
surers vary so greatly, it is not possible to docu-
ment exactly which hearing services are covered
by which insurers for which groups of benefici-
aries. However, some general statements can be
made about predominant patterns and limitations
of coverage.’

Where Services Are Provided
and By Whom

Health insurance primarily covers the cost of
hospitalization and physicians’ services and most

3This information is derived from three sources: 1) collection of
various existing surveys undertaken by ASHA members and others
of major insurers doing business in their areas (.5, 16, 20.40); 2)
asurvey conducted by ASHA’s Task Force on Private Insurance of
15 major national insurers (7); and 3) a study conducted by the Blue
Cross Association of Blue Shield plan reimbursement of nonphysi-
cian providers (78).
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policies reimburse for hearing services provided
by physi ci ans in hospitals and in the community.
In addition, certain hearing services are covered
when provided by a qualified practitioner. In one
survey, a licensed audiologist was deemed qual-
ified by nine companies and six companies ac-
cepted ASHA certification in lieu of licensure (7).
Four insurers left the choice of a qualified practi-
tioner up to the physician prescribing and super-
vising the services. Blue Cross/Blue Shield plans
tend to be less flexible about whom they will re-
imburse. A study of all 70 Blue Shield plans na-
tionally reported that only 9 would reimburse for
covered services provided by audiologists (78).

Type and Purpose of Services

Nearly all policies specify that they cover only
“medically necessary” services, but none defines
the term. In effect, a service is medically neces-
sary when a physician says it is and the insurer
agrees. This requirement mandates the involve-
ment of physicians for all reimbursable services

(lo).

Coverage of specific hearing services by the com-
panies surveyed was virtually uniform. Audiologic
testing needed by a physician to establish a diag-
nosis was covered in all cases. Routine evaluations
to detect hearing loss and services related to de-
generative hearing loss were never covered. Sev-
eral companies would cover audiologic services
and hearing aids when a hearing loss resulted from
an accident or injury, but most policies specifically
exclude hearing aid evaluations and hearing aids.
A survey by Hewitt Associates, a nationwide con-
sulting firm specializing in employee benefits and
compensation, found that only 6 percent of U.S.
firms offer hearing-care plans (28). The United Au-
tomobile Workers Union has recently negotiated
the first major labor contract to include coverage
of hearing aids (104).

Hearing services provided to maintain rather
than improve hearing are generally excluded. If
a beneficiary had a communicative handicap be-
fore an injury or illness that is covered by a pol-
icy, then hearing services would be covered only
to the extent that they were needed to restore the
beneficiary to his or her previous level of func-
tioning.

Role of the Physician

Physicians must be involved in health insurance
claims for hearing services at least enough to doc-
ument “medical necessity” to the insurer. Physi-
cian referral and supervision is the most common
requirement. Supervision generally means that the
physician must cosign claims and accept respon-
sibility for the services (10).

Among the insurers surveyed by ASHA, six re-
quired only physician referral for hearing serv-
ices. Two required physician approval of such serv-
ices, while three required physician supervision
(7). Two companies did not specify the role of the
physician, while one required physician direction
of diagnostic audiologic services, The distinctions
between *“approval, ““recommendation ,* and “su-
pervision” are fuzzy, but the insurers’ intent in
all cases is to ensure that a physician’s statement
of the initial and continuing need for services is
submitted before claims will be paid.

Thus private insurance coverage of hearing serv-
ices appears to mirror Medicare and Medicaid cov-
erage, allowing reimbursement for medical and
surgical services and for services provided by phy-
sicians for medical problems. In contrast, reha-
bilitative services, and particularly the cost of hear-
ing aids and assistive listening devices, are not
covered. Thus elderly people must pay for these
services and devices themselves or do without.
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Chapter 6
Conclusion

This background paper has discussed the types
of hearing impairment that are most common
among elderly people, hearing devices and serv-
ices that may benefit them, and aspects of the de-
livery system and third-party reimbursement that
limit use of these devices and services. Federal pol-
icy options have not been analyzed. However, some
of the findings of this paper are relevant to the
development and analysis of Federal legislative and
regulatory policies. These are listed below:

* Hearing impairment is very common among
elderly people and can seriously affect their
safety, quality of life, and ability to live inde-
pendently.

* Most research on hearing impairment has
focused on very severe impairments, deafness,
and the hearing impairments of young peo-
ple, rather than the moderate or partial hear-
ing impairments that are common among
elderly people. As a result, many questions
about the pathology of hearing loss in elderly
people remain unanswered. The term pres-
bycusis is used to refer to hearing loss associ-
ated with aging, but there is disagreement
about the term’s meaning. In addition, the
causes of presbycusis are not well understood.

« Most research on treatment for hearing im-
pairment has focused on medical and surgi-
cal treatments rather than rehabilitative ap-
proaches. Yet the latter are generally more
effective for the types of hearing impairment
common among elderly people. Rehabilitative
approaches such as the use of hearing aids,
assistive listening devices, and aural rehabili-
tation services can improve a person’s ability
to communicate even when the underlying
cause of the hearing impairment cannot be
cured,

* Third-party reimbursement, including Medi-
care and Medicaid, is available for medical and
surgical treatment but usually is not available
for hearing aids, assistive listening devices, and
some aural rehabilitation services, Thus, these
reimbursement programs fail to fund the
treatments that are most effective for elderly
people.

+ Many people, including the elderly, their fam-

ilies, health care and social service profes-
sionals, and others, are not aware of the prev-
alence of hearing impairment among elderly
people; its physical, emotional, and social im-
pact; and the hearing devices and services that
can compensate for it. Public education to in-
crease awareness of this problem and train-
ing for health care and social service profes-
sionals are needed.

Negative attitudes about aging and the re-
habilitation potential of elderly people dis-
courage the use of potentially effective treat-
ments. Public education programs could be
designed to counteract these negative atti-
tudes. In addition, they could emphasize that
communication is a two-way process, involv-
ing both the speaker and the listener. Some
of the simplest methods for facilitating hear-
ing, such as the rules for speaking to some-
one with a hearing loss, require active coop-
eration by the speaker. Public education
programs could emphasize the role of the
speaker in facilitating effective communica-
tion with hearing impaired people.
Hearing aids have been helpful for many hear-
ing impaired people, but most hearing im-
paired people do not buy a hearing aid and
some who buy an aid do not use it. Factors
that interfere with increased use of hearing
aids include problems in the design or func-
tion of the aid; problems in selecting an appro-
priate aid for the individual; inability of the
individual to adjust to the aid; and disagree-
ment among hearing specialists about who can
benefit from a hearing aid. The frequency with
which each of these problems occurs is not
known. Developing solutions for them is a po-
tential area for cooperative research by the
hearing aid industry and hearing specialists
(physicians, audiologists, and hearing aid
dealers).

Assistive listening devices can be particularly
beneficial for hearing impaired elderly peo-
ple because they lessen the impact of back-
ground noise, a major problem for many el-
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derly people, These devices can be used in
public meeting rooms and for interpersonal
communication in doctors’ offices, hospitals,
and nursing homes, and in a variety of social
and recreational listening situations. Yet these
devices are not widely used. Increasing their
use will require recognition of their potential
value by hearing specialists (physicians, au-
diologists, and hearing aid dealers) and efforts
by these specialists to promote them.

Use of the telephone is particularly important
for elderly people who live alone and those
who have difficulty getting out because of
physical impairments. Federal legislation and
regulations that affect the availability of tele-
phones compatible with hearing aids and tele-
phone amplification devices for home use
should acknowledge the important role the
telephone plays in maintaining the safety, in-
dependence, and quality of life of hearing im-
paired elderly people.

Much is known about environmental design
techniques that can reduce reverberations
and background noise and thus facilitate hear-
ing. However, this knowledge has not been
widely applied. Building design regulations for
long-term care facilities and housing for the
elderly could incorporate these design tech-
niques.

Aural rehabilitation services such as hearing
aid orientation, auditory training, speechread-
ing, and counseling are frequently not avail-
able to elderly people with hearing impair-
ments despite their potential benefit.

The existing service delivery system is frag-
mented and does not provide optimal hear-
ing services for elderly people. Rivalry among
the three types of hearing specialists —physi-
cians who specialize in hearing disorders, au-
diologists, and hearing aid dealers-contrib-

utes to the fragmentation of the delivery
system. Any Federal legislation or regulations
related to hearing services could be designed
to encourage the development of coordinated
service delivery systems.

® |In some instances, an educated consumer is
the best protection against deficiencies in the
service delivery system. Self-help groups may
be the most effective method for educating
consumers,

® Although almost half of all hearing impaired
people are over 65, the training of hearing
specialists generally has not emphasized the
types of hearing impairments that are com-
mon among elderly people and the most
appropriate treatments for them. Each type
of hearing specialist needs training in these
areas.

® The impact of hearing impairment on elderly
people in hospitals and nursing homes can be
particularly severe, limiting their ability to
communicate with doctors, nurses, and other
personnel, understand their medical treat-
ment, and understand and adjust to facility
routines. Federal and State regulations gov-
ern many aspects of patient care in hospitals
and nursing homes, but few regulations ap-
ply to the provision of hearing devices and
services for hearing impaired patients.

While hearing impairment isaserious problem
among elderly people in this country, partial solu-
tions are available. We now have an increased un-
derstanding of the problem and various devices
and services are available. Federal initiatives in the
areas of research, public education, and improve-
ments in the service delivery system could help
solve the problems faced by hearing impaired
elderly people and could significantly improve the
qguality of their lives.
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Appendix A

Information Sources

Alexander Graham Bell Association for the
Deaf

3417 Volta Place, N.W.

Washington, DC 20007

(202) 337-5220

American Academy of Otolaryngology—Head
and Neck Surgery

1101 Vermont Avenue, N. W., Suite 302

Washington, DC 20005

(202) 289-4607

American Speech-Language-Hearing
Association

10801 Rockville Pike

Rockville, MD 20852

(202) 897-5700

American Tinnitus Association
P.O. Box 5

Portland, OR 97207

(503) 666-2625

AT&T National Special Needs Center
2001 Route 46

Parsippany, NJ 07054
1-800-233-1222

Audiology—Speech Pathology Service
Birmingham VA Medical Center

700 South 19th Street

Birmingham, AL 35233

(205) 933-8101, ext. 6702

Better Hearing Institute
1430 K Street, N.W.
Suite 600

Washington, DC 20005
(202) 638-7577

Consumers Organization for the Hearing
Impaired, Inc. (COHI)

P.O. Box 8188

Silver Spring, MD 20910

(301) 587-2514

Hear-Say

2525 Murworth, Suite 207
Houston, TX 77054

(713) 666-2625

International Federation of the Hard of
Hearing

Pirol Kamp D-2000

Hamberg 65, German Federal Republic

National Association for Hearing and Speech
Action

10801 Rockville Pike

Rockville, MD 20852

1-800-638-8255

National Association of the Deaf
814 Thayer Avenue

Silver Spring, MD 20910

(301) 587-1788

National Captioning Institute
5203 Leesburg Pike
Falls Church, VA 22041

(703) 998-2400

National Center for Law and the Deaf
Gallaudet College

800 Florida Avenue, N.E.

Washington, DC 20002

(202) 651-5454

National Hearing Aid Society
20361 Middlebelt Road
Livonia, Ml 48152

(313) 478-2610

National Information Center on Deafness
Gallaudet College

800 Florida Avenue, N.E.

Washington, DC 20002

(202) 651-5109

National Technical Institute for the Deaf
(NTID)

One Lomb Memorial Drive

P.O. BOx 9887

Rochester, NY 14623

(716) 475-6400

Office of Cued Speech Programs
Gallaudet College

800 Florida Avenue, N.E.
Washington, DC 20002

(202) 651-5527
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Organization for the Use of the Telephone
(OUT)

P.O. Box 175

Owings Mills, MD 21117

(301) 655-1827

Self Help for Hard of Hearing People, Inc.
(SHHH)

7800 Wisconsin Avenue

Bethesda, MD 20814

(301) 657-2248

Suzanne Pathy Speak-Up Institute, Inc.
525 Park Avenue

New York, NY 10021

(212) 832-8286

Telecommunications for the Deaf, Inc.
814 Thayer Avenue

Silver Spring, MD 20910

(301) 587-1788



Appendix B
Assistive Device Centers

Assistive device centers are locations where a variety of devices to compensate for hearing im-
pairment are displayed and demonstrated. The centers are open to the public, and some centers sell
as well as demonstrate devices. This list of assistive device centers was adapted from information pro-
vided to OTA by George W. Fellendorf, Fellendorf Associates, Inc. In addition to the centers listed

here, many hearing specialists display and sell some devices.

ARIZONA

Heidico, Inc.

444 South Montezuma Street
Prescott, AZ 86301

(602) 445-9554 (V) (TDD)
Contact: Remi Saffran

Tucson Hearing Society

c/o0 University of Arizona

Department of Speech and Hearing
Tucson, AZ 85721

(602) 621-7070

Contact: Anne Lanshe or William Hodgson

CALIFORNIA

Hearing Society for the Bay Area

1428 Bush Street

San Francisco, CA 94109

(415) 775-5700 (V); (415) 776-3323 (TDD)
Contact: John L. Darby or Michael V. Sisk

H.E.A.R. Center

Providence Speech and Hearing

1°01 Providence Avenue

Orange, CA 92668

(714) 639-4990 (V); (714) 639-1393 (TDD)
Contact: Donna Greenfield

House Ear Institute

256 South Lake Street

Los Angeles, CA 90057

(213) 483-4431 (V); (213) 484-4642 (TDD)
Contact: Linda K. Dye

COLORADO

Harvard Park Hearing Center
950 East Harvard Avenue
Suite 500

Denver, CO 80210

(303) 777-4327 (V and TDD)
Contact: Bruce D. Schachterle

The Hearing Store

2308 South Colorado Boulevard

Denver, CO 80222

(303) 757-4327 (V); (303) 757-4715 (TDD)
Contact: Bruce D. Schachterle

DISTRICT OF COLUMBIA

Gallaudet College
Assistive Devices Center
Department of Audiology
800 Florida Avenue, NE
Washington, DC 20002

(202) 651-5328 (V and TDD)
Contact: Cynthia Compton Fernandes

FLORIDA

Fort Lauderdale Oral School of Nova
University

3375 W. 75th Avenue

Fort Lauderdale, FL 33314

(305) 475-7324

Contact: Joan Rollins-Bellows or Jack Mills

ILLINOIS

Chicago Hearing Society

Charles Silberman Center for Assistive
Devices

10 West Jackson Boulevard

Chicago, IL 60604

(312) 939-6888 (V); (312) 427-2166 (TDD)

Contact: Daria Popowych

Sound Resources, Inc.

201 East Ogden

Hinsdale, IL 60521

(312) 323-7970 (V and TDD)
Contact: Barbara Carlson
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INDIANA

Purdue Audiology Clinic
Heavilon Hall, Purdue University
West Lafayette, IN 47907

(317) 494-3789

Contact.” Carl A. Binnie

KANSAS

Institute of Logopedics

2400 Jardine Drive

Wichita, KS 67219

(316) 262-8271 (V and TDD)
Contact: Karen Black Kramer

MARYLAND

Assistive Devices Center

Consumers Organization for the Hearing
Impaired, Inc. and The National Association
of the Deaf

814 Thayer Avenue

Silver Spring, MD 20910

(301) 587-2514 (V); (301) 946-0037 (TDD)

Contact.” Gary Olson or Will Gross (V) Bill
Paschell (TDD)

Hearing and Speech Agency of Metro
Baltimore, Inc.

2220 St. Paul Street

Baltimore, MD 21218

(301) 243-3800 (V); (301) 243-1274 (TDD)

Contact: Clifford Lull

Self Help for Hard of Hearing People

7800 Wisconsin Avenue

Bethesda, MD 20814

(301) 657-2248 (V); (301) 657-2249 (TDD)

Contact: Howard (Rocky) Stone or Charles
Mizell

NEW YORK

Burke Rehabilitation Center

Department of Speech, Language and
Audiology

785 Mamaroneck Avenue

White Plains, NY 10605

(914) 948-0050, extension 2306

Contact: Rochelle Shotland

Hearing Rehabilitation Center
Albany Medical Center Hospital
New Scotland Avenue

Albany, NY 12208

(518) 445-4535 (V and TDD)
Contact: Donna S. Wayner

Mill Neck Foundation

P.O. Box 100

Mill Neck, Long Island, NY 11765
(516) 922-3880 (V and TDD)
Contact: Louis Frillman

National Technical Institute for the Deaf
One Lomb Memorial Drive

Rochester, NY 14623

(716) 475-6473 Kathy Tyson

(716) 475-6476 Diane Castle

New York League for the Hard of Hearing
71 West 23d Street

New York, NY 10010

(212) 741-7650 (V); (212) 255-1932 (TDD)
Contact: Joshua M. Gendel

Park East Hearing Center

1641 East Avenue

Rochester, NY 14610

(716) 461-9192 (V); (716) 461-0357 (TDD)
Contact: Sheila Dalzell

OKLAHOMA

HearCare

Medical Park Center

Suite 601

Bartlesville, OK 74006
(918) 333-8910 (V and TDD)
Contact: Carolyn Kisler

OREGON

Eugene Hearing and Speech Center
1202 Almaden Street

P.O. Box 2087

Eugene, OR 97402

(503) 485-8521 (V and TDD)
Contact: R. Craig Ford
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TENNESSEE

Bill Wilkerson Hearing and Speech Center
1114 19th Avenue South

Nashville, 37212

(615)320-5353 (V)

Contact: Judy Ventress

TEXAS

Callier Center for Communication Disorders
University of Texas at Dallas

1966 Inwood Road

Dallas, TX 72535

(214) 783-3000 (V and TDD)
Contact: Carolyn R. Musket
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