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Are You Ready for Remote Hearing Aid Programming?
If not, you should be getting ready for this “next step” in patient care
BY Jason Galster, PhD, anD HarveY aBraMs, PhD

Remote hearing aid programming
has been available, in different
forms, for years, and there is no
doubt that we will see increasingly
robust solutions. The decision to
implement these technologies
must begin with individual
professionals or at clinical sites.
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ost of your colleagues are not
ready for remote programming.
At AudiologyNOW! 2012, 157
practicing audiologists were surveyed about
their readiness for remote hearing aid programming; only 20% believe they are prepared for this technology. A similar distribution was seen among a group of 41
students. In contrast, Singh and colleagues1
reported this year that 76% of patients were
moderately to extremely willing to participate remotely in an audiology appointment.
Clearly, these data represent a disturbing discrepancy between what our patients want and
what we are prepared to deliver. As a growing
profession, should we be hesitant to consider
the adoption of connected health strategies
like remote hearing aid programming?
The World Health Organization (WHO)
2012 report2 on deafness and hearing impairment states that more than 278 million people are affected by hearing loss. Two-thirds
of people with hearing loss live in developing countries and 1 in 40 have a hearing
aid.2,3 In 2001, the WHO reported a need for
32 million hearing aids in these developing
nations. In that year, the WHO estimated
that fewer than 1 million hearing aids were
actually received by patients with hearing
loss.4 Today’s worldwide annual hearing aid
production would accommodate only 10% of
this global need.2
The need for expanded hearing healthcare in developed nations is less severe. This
fact does not lessen the opportunity to benefit from connected health technologies.
The Veterans Health Administration (VA),
for example, in responding to dramatically
growing demand for veterans’ health care,

is providing telehealth services throughout
the country in such specialty areas as radiology, dermatology, and mental health, allowing veterans to receive care at community
outpatient clinics hundreds of miles from
the closest VA hospital. In addition, thousands of veterans are connected to the VA’s
patient management systems through the
“My HealtheVet” program, allowing them
to make appointments, access their labs and
radiology reports, renew prescriptions, and
communicate with staff members through
online messaging systems from the comfort
of their home. (See article by Dennis et al in
this issue of HR.)
The development of connected technologies for diagnosis, treatment, and health and
wellness management greatly diminishes the
challenges associated with traveling for health
care services. In the case of hearing aid fittings, for example, a remotely located hearing
care technician can work with the patient to
prepare for a tele-session with the hearing care
professional. The technician can place headphones, insert hearing aids, or place a probe
tube in the ear canal. With advances in wireless
technologies, successfully connecting a hearing
aid to the computer is no longer a challenge. A
patient simply walks into the range of the programming computer and his/her hearing aids
can be detected and uniquely identified.
Of course, the remote programming of
hearing aids must be both verified for electroacoustic accuracy and validated as a reasonable
means of providing treatment with outcomes
at least as good as those achieved in the clinic.
Pearce et al5 described a series of case studies
during which remote hearing aid adjustments
were successfully accomplished. In one case,

Providing an opportunity to reach into a patient’s home
and make minor remote adjustments may improve
continuity of care between the clinician and patient,
while simultaneously saving time for both parties.
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the remotely located audiology technician
prepared the patient by inserting the hearing
aids and probe tube for the tele-audiology
hearing aid fitting. The remote audiologist
adjusted the hearing aid parameters and verified the hearing aid acoustic response using
the manufacturer’s fitting software. In their
second relevant case study, a patient living
in a remote community required hearing aid
adjustments. The audiologist, located several
hours away in the nearest city, completed an
interview using videoconferencing software
and remotely adjusted the hearing aid to
successfully resolve the patient’s complaints.
These are two successful illustrations of integrating remote hearing aid programming and
best clinical practice.

Tele-audiology Today
This concept of remote hearing aid programming may seem abstract or futuristic;
however, the ability to remotely program hearing aids has been available for several years. In
2009, we used software to view an audiologist’s
computer desktop in South Africa. One of the
authors (JG) used this connection to control
the remotely located computer and assist in
successfully fitting a patient’s hearing aid. At
the time, we struggled with issues related
to quality of the Internet connection. Even
today, the software packages used for viewing
and controlling a remote computer require a
robust online connection.
In 2010, Starkey Hearing Technologies
introduced a technique for remote hearing aid
programming called “T2 OnDemand.” This
system uses standardized acoustic touch tones
from any telephone, in a specified combination,
to make adjustments to the hearing aid. The
range of adjustments is limited to those most
commonly made (eg, overall gain adjustment
and high- or low-frequency adjustments). In
the case of T2 OnDemand, problems associated with a less-than-optimal Internet connection were eliminated as a telephone connection is utilized and no computer is needed to
remotely program the hearing aid.
Both remote desktop and T2 OnDemand
Programming have limitations. Fitting and
trouble-shooting hearing aids via a remote
desktop will always require a robust Internet
connection between two computers, and
remote programming with touch tone phones
will never provide the visual feedback that we
expect with programming software.
A solution that provides the visual experi28
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Learn more about a pilot tele-audiology program for newborns designed to enable pediatric audiologists to remotely follow up with
rural families: http://tinyurl.com/9z7y4ek

ence of today’s programming software and
remote programming over poor Internet
connections was developed by the software
engineers at Starkey Hearing Technologies
and demonstrated at the AudiologyNOW!
2012 convention in Boston. This application (not yet commercially available) allows
a remote clinical location to install either a
full version of the Inspire 2013 programming
software or a small application that provides programming connectivity and nothing
more; once the install is complete, the hearing
aid programmer is plugged into a USB port
and little more is required. The dispensing
professional completing the hearing aid fitting selects the remote programming site
and detects the hearing aids. Once active, the
data transmission required for programming
is minimal, reducing the requirements for a
robust Internet connection. The rest of the
process for fitting and fine tuning is similar
to standard on-site clinical protocol.
The issue of remote hearing aid programming reliability also has been addressed. All programming commands are redundant, meaning
that each programming command received by
the hearing aid will return a confirmation to the
programming software in the clinician’s office.
This process ensures that each command is
successfully accepted by the hearing aid at the
remote location before allowing subsequent
adjustment. Considering that commands are
typically received anywhere in the world within
100 milliseconds, the experience of remote programming is nearly similar to the experience of
in-office programming.
To verify the quality of remote programming, a clinical site near Sydney, Australia,
installed the remote programming control software. The complementary programming software was installed in Minneapolis. A bilateral
set of 3 Series behind-the-ear (BTE) hearing aids
was wirelessly connected to the programmer in
Minneapolis. The audiologist in Sydney made a
series of 50 broadband and 50 frequency-specific gain adjustments with an equal proportion
of increasing and decreasing gain adjustments.
The coupler response of all 100 adjustments
was recorded with an Audioscan Verifit in
Minneapolis. All adjustments were successfully

verified with no deviation from the expected
change in electroacoustic response.

So, Where To from Here?
Where does remote hearing aid programming fit into clinical practice? The answer to
that question depends on the specific circumstances of that clinical site. In some parts of
the world, facilitating an entire hearing aid
fitting using connected health technologies and
a trained technician may be the best means for
extending hearing healthcare to individuals in
need. In other parts of the world, a first-fitting
and counseling session may be best done faceto-face in a professional environment, but the
convenience of a routine, remote check-up may
be appealing and more convenient to both the
patient and clinician. Providing an opportunity
to reach into a patient’s home and make minor
remote adjustments may improve continuity of
care between clinician and patient, while simultaneously saving time for both parties.
Recently, an audiologist shared this observation: “If tele-audiology does not result in
ways to enhance the ability to connect and
foster a better relationship with the patient,
then something is wrong.” Remote hearing
aid programming has been available, in different forms, for years and there is no doubt
that we will see increasingly robust solutions.
The decision to implement these technologies
must begin with individual professionals or at
clinical sites. When and how to best leverage
these opportunities to everyone’s advantage
and mutual benefit will take time to understand. However, there is no doubt—whether
it is today or tomorrow—that these remote
programming technologies provide a unique
opportunity for each of us to expand the
reach of hearing healthcare. ◗
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