Software-based auditory training program
found to reduce hearing aid return rate
By Melody Martin

For more than half a century, hearing healthcare providers
have known the important role of aural rehabilitation in
fitting hearing aids.1-6 Yet, for those working in the trenches
of a busy dispensing office, incorporating aural rehabilitation (AR) into their practice procedures is a challenge. In
fact, AR is often completely omitted from the intervention protocol,4,7 despite strong evidence that it improves
patient satisfaction with hearing aids and decreases hearing aid returns.3,4,8,9
Recently, a new auditory training software program has
been introduced that holds promise as a post-fitting aural
rehabilitation approach. Called the Listening and Communication Enhancement program (LACE), it was developed by Robert Sweetow, PhD, and Jennifer Henderson
Sabes, MA, at the University of California, San Francisco,
in collaboration with Neurotone, Inc.
LACE is individually paced, intuitive software that uses
a top-down auditory training approach designed to establish a positive feedback loop that enhances communication.7,10 Unlike many other types of AR, LACE uses
an auditory training approach to address areas such as understanding speech in noise, rapid speech, auditory memory,
competing speakers, and use of context that can be problematic for the hearing-impaired listener and to help the
user adjust to amplification.7,10,13,14 A distinctive feature
of LACE is that patients can use it independently on a home
PC or in a computer lab in the dispenser’s office, so that it
requires less direct professional time by the practitioner.
IMPACT ON RETURN RATES STUDIED

The study reported here explored the impact of LACE on

Figure 1. A LACE Lab participant is shown using the easy custom

keypad.
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a private practice’s return-for-credit (RFC) rate. Specifically, the study asked, could aural rehabilitation software
programs such as LACE be effective in reducing returns
for credit?

Participants
All 625 people who purchased new hearing instruments
from our practice within the 6-month period May 1 through
July 31, 2006, participated in this study. We recorded data
from May 1, 2006, to March 1, 2007, to allow participants
who purchased late in the initial 6-month period ample
opportunity to return their hearing aids for credit within
the 60-day return window.
Clients who returned one of two instruments were not
classified as having made a return for credit. Those who
canceled hearing aid orders prior to receipt were excluded
from the study. All participants were encouraged to participate in the LACE program, but were not required to
complete the training. LACE participants included anyone who started the program, while non-LACE participants were those who chose not to start it. Participants
were given the option of working on their home computer
or using the LACE lab in the office.

Procedure
Across our four clinic locations, we followed the same dispensing protocol as closely as possible for all participants.
We developed an evidence-based protocol that included
subjective and objective measures administered pre-fitting
as a needs assessment and then re-administered post-fitting as an outcome measure.15-20 Most (62%) of the subjects were given the Abbreviated Profile of Hearing Aid
Benefit (APHAB) and selected lists from QuickSIN. LACE
participants took the tests before starting the program and
after completing it. The non-LACE participants were first
tested at the same time as the LACE participants and then
re-tested after an interim period.21-26
We used visual speech mapping to verify all the new fittings for audibility when the hearing aids were dispensed.27
During the dispensing process, all participants were counseled on the care and use of the instruments and they were
also counseled post-fitting to have realistic expectations.28
Subjects were provided with written checklists, hearing aid
user booklets, and counseling cards outlining ways to adjust
to their new hearing aids and what to expect post-fitting.
We attempted to accommodate for non-English speaking participants and for participants who were multiply handicapped or appeared to be confused. Family participation
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LACE is not only effective as an aural
rehab tool in decreasing hearing aid
returns, but it is also cost-effective and is
not time consuming for the audiologist.
As an auditory training program, it also
offers other potential benefits, including
improved QuickSIN scores and other subjective improvements noted on lifestyle
inventories and questionnaires.7,10,11
The only other variable with borderline
significance as a factor in the return for
credit rate was degree of hearing loss (PTAL). It may well be that no aural rehabilitation approach will be able to compensate
for fitting new users with very mild losses.29
Admittedly, there is inherent bias in an
observation study as compared with a
designed experiment. Participants selfselected to participate in the LACE program and thereby introduced bias into the
findings. It may be that the decision to participate in LACE is critical in the patient’s
journey to accepting amplification.
However, many studies in medical
research are observational in nature, yet
hold promise for providing insight into
effective treatment protocols and intervention. As an observation study, it appears
that this study offers insight into the one
factor that impacts hearing aid acceptance
and usage—aural rehabilitation.
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SUMMARY

As hearing healthcare providers seek to better accommodate the hearing and lifestyle
needs of the expanding “baby boomer”
population,30 the demand that they provide a standard of quality care increases.
We know that hearing aids can improve
the quality of life of a hearing-impaired
adult,31-33 but getting patients to accept
amplification can be challenging. LACE
holds promise in meeting this challenge.
Melody Martin, PhD, AuD, has worked as an audiologist for over 35 years and owns Martin Audiology, a large
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article includes information presented at a poster session at
AudiologyNOW! 2007. Readers may contact Dr. Martin at
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