
Introduction
When people present for hearing help, 
they are typically looking for solutions to 
the problems that they, or those around 
them, experience. These problems are 
inherently social in nature. Let’s face it 
– very few people will arrive at their first 
audiological consultation stating that 
they want help with their high frequency, 
sensorineural, bilateral hearing loss! From 
a clinical perspective we may have goals 
such as improving hearing or reducing the 
experience of disability, but clients will 
typically be focused on the intervention 
as a means to an end. As we know, they 
will report stories and anecdotes about 
problems that have arisen for them – such 
as being on the telephone and having no 
idea that they were talking to their boss. 
Or ringing a workplace and speaking 
intimately with the person on the other 
end of the telephone, only to realise that 
it was not their partner. Then there are the 
problems at home (the misunderstandings, 
the confusions, the yelling perhaps, the 
volume of the TV) and those experienced 
in social settings (hearing in group settings, 

at the cinema, social gatherings). The more 
insightful client may even be able to talk 
about how these situations leave them 
feeling, how hearing impairment impacts 
on their quality of life or satisfaction 
with what they might be achieving in life 
overall. Unfortunately, some two thirds of 
our clients lack insight into the effects of 
hearing impairment in their daily life. The 
dynamics of misperception and reluctance 
are such that they can readily impact on 
the capacity of an individual to understand 
how hearing is affecting their life [1]. It is 
for reasons such as this that people often 
mistake the onset of impaired hearing for 
interpersonal conflicts or life style changes. 

Overcoming challenges to client-
centred evaluation
While these factors are not new to the 
experienced audiologist or hearing 
therapist, they do create distinct challenges 
for the evaluation of hearing services, 
because all clients do not begin their 
clinical interaction with you with the same 
‘social’ baseline.  In one sense, in an era of 
client-centred and outcomes based therapy, 
evaluations need to be tailored to the client. 
However, some evaluative processes (e.g. 
the use of the COSI [2]) assume a reasonably 
educated client, or the allocation of 
sufficient clinical time to educate the 
client so that they can make informed 
decisions about the goals of their hearing 
services programme. Worst still, effective 
interventions, such as those that actually 
educate the client about their hearing 
impairment, may produce evaluative 
results which on face value at least, suggest 
that the client is actually worse off for the 
experience of seeing us! Of course, this is 
typically not the case, but care is required 
in using and interpreting outcomes based 
evaluations in hearing services. Importantly, 

the research shows two things. First that as 
a result of effective interventions, clients 
are often enabled to make more realistic 
assessments of the impact of hearing 
impairment in their lives. Second, and as a 
result of the interventions provided, they 
are more able to effectively manage the 
difficulties that they encounter and their 
quality of life improves [3, 4].

This background information then 
offers up some quite distinct challenges to 
the effective measurement of efficacy in 
the audiological setting. Three needs are 
evident. First, our evaluation protocols need 
to be sufficiently comprehensive so as to be 
able to capture information on a range of 
indicators (e.g. client enablement, resolving 
social difficulties, enhancing wellbeing and 
life satisfaction, addressing family needs). 
They need to be sufficiently parsimonious 
that clients can easily complete them in the 
waiting room; and finally, they need to serve 
some useful clinical purpose. 

Easier listening protocols
One protocol that sets out to address these 
challenges is the Easier Listening Program’s 
set of evaluation tools [5]. These tools were 
developed from a combination of the most 
salient questions from the initial evaluations 
of the Montreal Hearing Health Program 
[3, 4], combined with basic questions about 
quality of life, device use and the like. The 
evaluation tools come in a pre-post format 
and they can be used in evaluation designs 
taking repeated measures over time (e.g. 
baseline, three months, six months post 
fitting etc.). They can quickly and easily 
be completed by clients prior to seeing 
a clinician and can also be used to guide 
initial needs assessment, client counselling, 
motivational sessions and the management 
of client expectations. 

An example of one of the assessment 
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forms can be seen in Figure 1. The form has 
two basic sections. The first section is made 
up of responses from the client perspective, 
to identify the kinds of difficulties the client 
may be experiencing as a result of their 
perceived hearing impairment. As such 
they serve as a client’s base line experience. 
Second, as the client is asked to have a 
similar form completed by a significant 
other, the form provides an opportunity for 
input from someone who knows them well. 
Combined, the two perspectives assist the 
clinician in exploring the nature and extent 
of client difficulties and experiential insight. 

Counselling strategies easily arise from 
insights offered on the form. For example, 
if a person reports that hearing impairment 
has reduced their confidence, the clinician 
may ask the client to share an example of 
when this problem may have arisen. Used as 
a counselling tool, the client and significant 
other form may also facilitate developing 
client insight into the nature and impact 

of their hearing difficulties, as experienced 
by others, and as such, potentially serve 
as a motivational counselling tool. 
Comparatively assessing the two forms 
together, within the clinical setting, is quite 
straightforward. If both people indicate that 
something is a problem, then we accept 
it as problem. If both people indicate that 
something is a not problem, then we accept 
that it probably isn’t a major problem in this 
instance. If only one person suggests that 

something is a problem, then we explore 
this issue with regards the extent to which 
the individual was aware of the issue for the 
other and to explore the extent to which 
they would want to learn more or to do 
something about the issue, simply to help 
the other person. The clinical door, as it 
were, swings both ways here. For example, 
a client may not readily acknowledge that 
they have the TV up too loud, while a partner 
may not realise that hearing impairment 
has reduced their partner’s confidence. 
Rehabilitation strategies are available to 
assist clients and significant others address 
these challenges. 

From an evaluation perspective, these 
first seven questions provide information 
that assists with process evaluation. Process 
evaluation tells us what it is about our 
intervention that is associated with the 
change process. The use of these forms 
enables the monitoring of a range of change 
processes. A partner might realise, for 
example, how hearing impairment impacts 
on the client, and in turn support them 
more in difficult social settings. Effective 
rehabilitation may also enable the client to 
gain coping skills to manage their hearing 
impairment and as such feel more confident 
in social settings. Clients may come to 
realise that they are more left out of social 
settings than they realised or begin to notice 
people complaining more. These are positive 
outcomes, even if the scoring of the item 
seems negative.

Importantly, the first seven items are 
also assessed in the context of the last 
two items – their self-rating of quality 
of life and their self-rating of the extent 
to which they feel that they can manage 
their hearing and listening difficulties. At 
a population level, people typically score a 
rating of 7 or more, out of 10, for quality of 
life [6]. Hearing impaired people typically 
score lower. As such, as a result of an 
effective hearing rehabilitation programme, 
one would expect that the client’s self-
rated quality of life score would increase, 
certainly by the six month follow up [7]. By 
contrast, given growing client awareness 
and competency-based rehabilitation 
interventions, the client’s self-rated ability 
to manage their hearing difficulties may 
vary over time, perhaps initially falling by 
the three-month evaluation point (due to 
increased awareness) before rising again by 
the six-month mark, as a result of effective 
rehabilitation and time for behaviour 
change. In addition to providing useful 
evaluation tools, follow-up evaluations also 
provide opportunities for further counselling 
and client education as they enable the 
identification of concrete difficulties which 
clients may have not yet resolved. 

“Process evaluation 
tells us what it is about 
our intervention that is 
associated with the change 
process.”

Figure 1. Easier Listening Program self-assessment forms.

The social impact of hearing loss in your friend’s life

Dear partner or friend,

You might recall that my hearing health professional has confirmed that I have a hearing problem.
As part of my I hearing help program I have just completed a hearing and listening skills program.
To help me assess the effectiveness of the program would you mind filling out the short survey
below. Please read each statement and give it a rating by placing a circle around number from one
to five where one means your strongly disagree with the statement and five means you strongly
agree with the statement.

1. Hearing loss affects my friend’s confidence 1 2 3 4 5

2. Hearing problems leave my friend
feeling stress and tired 1 2 3 4 5

3. My friend avoids using the telephone because they
find it difficult to understand what is being said 1 2 3 4 5

4. Sometimes my friend doesn’t always hear the
telephone or the door bell ring 1 2 3 4 5

5. Sometimes my friend has the TV or radio
up too loud 1 2 3 4 5

6. I understand my friend’s hearing problem

7. Sometimes my friend looks left out in groups 1 2 3 4 5

8. Hearing problems reduce my friend’s
quality of life 1 2 3 4 5

Do you think your partner or friend’s behaviour has changed since completing this program?

9. I have to repeat what I say to my partner/friend 1 2 3 4 5

10. Their hearing loss irritates me 1 2 3 4 5

11. My friend/partner is prepared to go out socially 1 2 3 4 5

10. How communication 1 2 3 4 5

11. I have to help with hearing problems 1 2 3 4 5

12. Hearing loss causes problems 1 2 3 4 5

13. I help my partner understand things 1 2 3 4 5

14. My partner takes responsibility for their hearing 1 2 3 4 5

15. Do you have any comments that you would like to make about the programme?

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Friend’s name: ________________________________

Today’s date: ________________

Please hand this form back to reception. Thank you for your time.
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Concluding remarks
It is important, particularly in an era 
of outcomes-based evaluation [1], 
that hearing services do not over-
promise on what can be delivered. 
Our work is centred on the optimal 
use of technology in the management 
of reduced hearing sensitivity and the 
provision of rehabilitation services 
aimed at reducing the experience 
of hearing disability. While hearing 
services may serve to enhance 
people’s quality of life, the services in 
and of themselves cannot overcome 
problems associated with factors 
such as discrimination, be it in the 
community or in the workplace. To 
this end, should clients be seeking 
further improvements to their 
wellbeing, referrals to appropriate 
health or social services may be 
indicated. And while we may skill 
clients to the best of our abilities, 
specific factors impacting on 
social inclusion (e.g. community 
awareness of hearing impairment, 
or the acoustic accessibility of public 
spaces) may require social rather than 
clinical initiatives. 
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