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In my August 2020 newsletter, I posed this poll question: In your opinion, what is  
the biggest challenge facing Audiology and its future? The third largest response 
selected (over 18%) was “Audiology Status in Healthcare”. You can view the poll  
results online. 

Audiologists constantly lament our status within healthcare and how we are viewed 
by administrators, physicians, legislators, manufacturers, advocates, and consumers. 
The problem is that, while most audiologists have complaints, only a small 
percentage devote the financial and human resources needed to move audiology’s 
status forward and have it reflect that of a doctoring profession.

Our scope of practice is dictated by our state licensure laws and rules. Almost 
every state and territory has a state audiology association or state speech and 
hearing association. It is these organizations that champion licensure changes. 
These organizations need members in order to fund the lobbying, legislative and 
regulatory activities required to evolve our scope of practice. Lobbyists, at the state 
level, cost $15K - $50K A YEAR! Unfortunately, only about 20-25% of audiologists 
are members of their state association. As a result, state associations struggle to 
be able to fund the activities needed to make an impact on our role and status in 
healthcare at the state level.

At the national level, the Medicare Audiologist Access and Services Act (MAASA) 
was introduced in the 116th Congress. This bill, which would drastically elevate our 
status within the Medicare system (which other payers base their policies upon) 
and allow for recognition and coverage of our full scope of practice. Maintaining 
this legislative initiative and moving the bills forward requires significant human 
and financial resources. DC lobbying firms and lobbying activities cost $150K+ 
a year. None of us pay enough in dues to national associations to fund these 
types of necessary legislative changes. We have to raise money! Also, since we are 
represented by three major organizations because audiologists support multiple 
associations rather than just one, these resources are being split amongst varying 

cont.

http://bit.ly/AuDpollresult
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Challenges, cont.
us more as product retailers and less 
as healthcare providers. We do not 
offer evidenced based, comprehensive 
evaluative and management services 
related to hearing, communication, 
tinnitus and balance. We focus little to 
no resources on prevention. We have 
tied our entire identity to selling a retail 
product rather than having the product 
be a tool and treatment option in a 
comprehensive audiologic care plan.

We, the audiology community, can 
have a significant impact on how we 
are perceived and valued and our status 
and role within the healthcare system. 
Here are a few opportunities that could 
have a profound effect on our status in 
healthcare:
• Every audiologist should join their 

state audiology association. If 
every audiologist joined their state 
association, their revenues would 
increase by 75%+.

• Every audiologist should donate at least 
$100 to their state association to fund 
lobbying activities. On average, this 
would add $40K to the bottom line.

• State audiology associations should 
tackle licensure law revisions to reflect 
current practice. Most have not been 
updated since 2007, when the AuD 
language was first added.

• Every audiologist should write their 
US Senators and US Representative in 
support of MAASA.

• Every audiologist should donate at 
least $100 to a PAC or capital fund 
though a national association they 
support (AAA, ASHA or ADA). If 
every audiologist gave at least $100 a 
year, this would give audiology $1.5 
million dollars to use for advocacy and 
awareness each year.

• Audiologists should work with their 
state audiology association to fight to 
be considered an essential healthcare 
provider in their state.

• Audiologists should consistently 
provide evidence based evaluation and 
treatment of auditory, communication 
and balance disorders.

• Audiologists should consistently 
practice to the top of their license and 
scope of practice.

• Audiologists should voluntarily 
participate in quality reporting 
programs and activities, such as the 
Merit Based Incentive payment system. 
We need data to show our value.

• Audiologists should market 
prevention, audiology, and audiologic 
and vestibular care, and services 
rather than merely marketing product. 
Product can be purchased from many 
retailers. Care and service cannot.

We have a great deal of control in how 
we are treated and how we are perceived 
in the healthcare marketplace. The 
decisions we make and the actions we 
take in 2021 could have a profound 
influence. The time is now to right the 
ship and change the perception of our 
profession. Accomplishing this though 
will take a concerted effort by a critical 
mass of audiologists! Are you onboard?

What are YOU willing to commit for 
audiology to achieve long-term gains?

Kim Cavitt, Au.D. was a clinical 
audiologist and preceptor at The Ohio 
State University and Northwestern 
University. Since 2001, Dr. Cavitt has 
operated her own audiology consulting 
firm, Audiology Resources, Inc., providing 
comprehensive operational, compliance 
and reimbursement consulting services 
to hearing healthcare providers. She is a 
past president of the Academy of Doctors 
of Audiology (ADA), serves as the chair 
of the State of Illinois Speech Pathology 
and Audiology Licensure Board, serves on 
the Audiology Quality Consortium and 
serves on committees through ADA and 
ASHA. Dr. Cavitt is an adjunct lecturer at 
Northwestern University. 

groups. Sometimes we are paying to fight 
each other.

Also, many in the audiology community 
allowed our status to be further 
diminished during COVID. WE 
condoned directives that deemed us 
non-essential and, in turn, diminished 
the value of audiologists and audiology, 
communication, hearing and balance 
in healthcare. We should have fought 
tooth and nail to be deemed essential 
healthcare providers in our states and 
localities and fought for the right and 
opportunity to remain open and available 
to our patients (if we had the personal 
protective equipment, personal health 
status and resources to do so). This “non-
essential” communication could haunt 
us moving forward as we fight to be 
recognized as doctoring professionals.

Finally, our own actions and 
communications, in our own 
communities, affects and influences our 
status within healthcare. Some of us 
use marketing and operational tactics 
that encourage individuals to perceive 

Audiologists
Briana Burgan, Au.D.
Samantha Kohnen, Au.D.
Jennifer Lien, Au.D.
 
Students
Abby Bross
Sophia Donato
Benjamin Morehead
Madison Murphy
Madeline Osborne
Natalie Strack
McKenna Turner

Welcome New Members

http://www.chooseaudiology.org/congressional-connect
http://www.chooseaudiology.org/congressional-connect
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seasoned audiologist, or anywhere 
in between, 2020 has likely not gone 
according to plan. Many things may 
have changed for all of us, including but 
not limited to social interactions, clinic 
formats, incomes, and more. We are all 
in a situation in which we’re forced to 
reconsider and change many things in 
our lives, and quite frankly, it can be a bit 
overwhelming. I’m not typically one who 
tries to look for silver linings and I fully 
encourage you to feel all the feelings 
you’re having during these difficult 
times. However, over the last year, I’ve 
learned the power of embracing the 
suck.

What does it mean to embrace the suck? 
According to Urban Dictionary, it is 
“to consciously accept or appreciate 
something that is extremely unpleasant 
but unavoidable for forward progress.”  
To me, the phrase reflects the 
importance of reminding ourselves that 
although what we are experiencing is 
difficult, it is imperative that we persist. 
The reality is that right now, things aren’t 
great, and bad news will likely continue 
to come. But we must embrace the suck 
so at the end of this we will persevere. 

And so despite all the uncertainty we’re 
surrounded by, MAA will move forward. 

MAA membership, first and foremost 
I would like to thank you for trusting 
me to serve as your 2021 President. I’m 
honored and excited to take on this 
role, especially with such a phenomenal 
group. 

As we enter the new year, I’d like to 
take a moment to reflect on 2020. The 
last year has been stressful for all of 
us, to say the least. Whether you’re a 
graduate student, new professional, cont.

Message From Your President

Embrace the Suck
Ashley Hughes, Au.D.
2021 MAA President
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President, cont.
1. Teamwork. MAA is an organization 

filled with brilliant and creative 
minds. As smart as each of us are 
independently, when we work 
together, we achieve more. We will 
foster teamwork among the Board 
and membership, with the goal of 
everyone’s voice being heard so we 
can make decisions based on what 
is best for the group. We will work 
to promote more communication 
within and between committees and 
the Board, and will strive to get more 
members engaged in MAA’s work to 
the capacity each person is able. 

2. Transparency. We will be as 
transparent as possible with our 
membership, as transparency creates 
trust. This will include providing 
committee updates in newsletters 
and social media, sharing meeting 
summaries, and continuously 
looking for ways to improve our 
communications. As the new Board 

meets and gets to know each other 
our goals may change and we will 
share them with our membership. 

3. Compassion. Every member 
of MAA is a volunteer; they are 
choosing to donate their time 
to the organization. We will be 
compassionate and understanding 
with each other, knowing that 
everyone has competing priorities, 
both personally and professionally. 
We appreciate the volunteerism of 
each and every member, regardless 
of the amount of time they’re able to 
give. 

Thank you for supporting the Minnesota 
Academy of Audiology! Please feel 
free to email me with any questions, 
concerns, or suggestions. We look 
forward to many successful years to 
come, wishing you all a happy and 
healthy new year! 

As we enter the new year, I believe this 
is a perfect opportunity to recalibrate 
as an organization. To do this, we 
should review the past year, including 
accomplishments, missteps, and areas 
for improvement. We can use this 
information to set goals for the coming 
year.

I think setting and having these goals 
is important. Setting goals serves as a 
great opportunity to feel accomplished 
and find balance simultaneously. 
This is especially important when life 
gets busy with work, family, personal 
commitments, and the added COVID-
related stress and activities. To 
paraphrase Dwight Eisenhower, “Plans 
are worthless, but planning is essential.” 
After 2020, I’m sure we can all relate. 

In light of this, I’d like to take this 
opportunity to share some of the Board’s 
goals for the upcoming year. 

*pending tier 1 approval  //  6.5 hours of CEU applied for

registration is now open!
www.minnesotaaudiology.org/conference

navigating the future
UPPER MIDWEST AUDIOLOGY CONFERENCE
Friday, February 19, 2021 ║ presented virtually

speakers and topics include:
● Phallon Doss, AuD Setting the Stage: Creating the 

Ultimate Patient Experience*
● Laura Gaeta, PhD Service Delivery Model 

Considerations for Culturally and 
Linguistically Diverse Populations  
and the COVID-19 Pandemic

● Paul Pessis, AuD Enjoy Being Successful:   
No Reason to Apologize*

● Laurel Gregory, MA The Ideal Team Player 
● Angela Loavenbruck, EdD Zoom Cooking Class and Review of 

45 Years Cheerleading for Audiology

mailto:archarak726%40gmail.com?subject=
http://www.minnesotaaudiology.org/conference
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download standalone software and log 
in remotely to practice programming 
hearing aids, bone-anchored devices, 
and cochlear implants. Since 
programming and working with bone-
anchored devices or CI is not accessible 
until clinical rotations, students reported 
that this opportunity was particularly 
enriching. In addition, students utilized 
the Interacoustics Virtual Clinic 
program, a virtual clinic simulating five 
unique patients experiencing a range 
of needs, including physiological and 
vestibular testing. 

We also acknowledged the importance 
of student-patient interaction, which 
is not possible through a computer 
program, thus we designed simulated 
online appointments with live 
actors. Encompassing a range of age, 
hearing concerns, and detailed case 
histories, these “patients”, often retired 
audiologists, family members, and 
acquaintances, were unfamiliar to the 
students, which necessitated a building 
of clinical rapport. Among the scenarios 
in the five scripts were a school-age 
student considering an APD evaluation, 
an individual struggling with accepting 
hearing loss, an asymmetric loss too 
suspicious for a retrocochlear issue, and 
someone with vestibular symptoms. 

We also acknowledged the 
importance of student-patient 

interaction, which is not possible 
through a computer program, thus 

we designed simulated online 
appointments with live actors.

strategies to cleaning and sanitizing 
best practices, and curbside and remote 
programming for our patients’ needs.

Moving clinical education of Au.D. 
students to a remote modality was both 
challenging and rewarding. There was 
ample opportunity to learn about a 
variety of virtual audiometers, virtual 
clinics, simulated patients and remote 
programming, etc. 

Adopting a flexible mindset, we 
designed a variety of clinical experiences 
for the Au.D. students. The easiest to 
put together were case studies with 
accompanying audiograms. Many of 
us in academic programs have some 
experience with virtual audiometers. 
These can range in sophistication. We 
used the AudSim Flex as our virtual 
audiometer. This system allows us 
to make adjustments to interaural 
attenuation, occlusion effect, and even 
the percentage of response rate. They 
have pre-populated audiogram files that 
you can have the students upload and 
complete or you can create your own 
audiogram profile (which we chose to 
do). The AudSim webpage also has a link 
to a wide variety of case studies for both 
pediatric and adult populations for a 
variety of disorders and diagnostic tests. 

The students were tasked with putting 
together an in-service presentation 
to a topic appropriate audience (i.e., 
discussing the importance of hearing 
protection to a group of high school 
music students). 

With much appreciated support from 
our hearing aid and cochlear implant 
manufacturers, we were able to 

I have been involved in the clinical 
education of Au.D. students for 13 years, 
with the past six years as an instructor 
and audiology clinic supervisor in 
the Department of Speech-Language-
Hearing Sciences at the University of 
Minnesota. As they navigate their way 
through the Au.D. program, to me, there 
is nothing more fulfilling than being part 
of a student’s education and growth from 
year one into a professional in the field. 

The year of 2020 has thrown clinical 
education some hurdles for the vast 
majority of Au.D. programs around 
the country to overcome. Beginning 
on March 16, 2020, the University of 
Minnesota moved all classes (clinical 
and non-clinical) online and students 
in health programs (nursing, OT, PT, 
Medicine, Dental, SLP, Audiology, etc.) 
were removed from their rotations in the 
community. Many students were a mere 
20-50 hours away from finishing their 
externships and graduating, while others 
who were anticipating starting their first 
community clinical rotation saw that 
come to a screeching halt. 

In an attempt to ameliorate the anxiety 
and stress experienced by students, we 
made the swift decision to transition to 
remote learning for the remainder of 
the spring and summer semesters. Our 
department wanted to provide students 
with the most fulfilling and supportive 
education given the circumstances. I 
think we, as audiologists, can agree that 
the COVID-19 experience has taught 
us all how to quickly adapt, from PPE 

Clinical Education in  
the Time of COVID-19
Kerry Witherell, Au.D., CCC-A

cont.
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Appointments were conducted through 
Zoom calls with myself, the student 
and the patient. Because we wanted 
to simulate an authentic interaction 
with just student and patient, I acted 
only in the role of observer on audio/
video mute. Once students completed 
reviewing case histories and asking 
pertinent questions, they then provided 
the patient instructions about what 
tests would be performed in real-life 
situations: otoscopy, tympanometry, 
pure tone testing, WRS, etc. Next, 
I interjected, sharing a screen with 
test results typical of a likely patient, 
which students reviewed with the 
actors. Students also had opportunities 
to ask their supervisor for results of 

Education During COVID, cont.

any specialized tests (e.g., OAE, ABR, 
VNG, etc.) if it would be helpful in 
their diagnosis. In all, the simulated 
appointment lasted for about two hours.

During this shift in clinical education, 
I was proud to see that students 
really wanted to engage in the field 
and improve their clinical skills and 
decision making processes. This 
summer was indeed a stressful time, 
but our students truly made the most 
out of an unpredictable and ever-
changing situation. I know that virtual 
clinical experiences and simulations 
pale in comparison to real-life 
patient interactions, however I am 
impressed by the available technology 

and the creativity of my colleagues, 
demonstrated by their formulating a 
rigorous and meaningful remote clinical 
education. 

Kerry Witherell, Au.D., CCC-A has 
been a clinical Audiologist since 2007 
and for the past six years she has been a 
clinical supervisor and instructor in the 
Department of Speech-Language-Hearing 
Sciences at the University of Minnesota. 
She is a MAA Board Member-at-Large, 
member of the Continuing Education and 
Membership Development Committees, 
and a member of the Minnesota 
Department of Education- DHH Advisory 
Board.  

New Members-at-Large (3-year term)

Evan Maraghy, Au.D., account executive 
for Starkey Hearing Technologies. Her 
territory includes Minnesota, South 
Dakota, and Western Wisconsin. Prior to 
her employment with Starkey in 2018, she 
worked in clinical dispensing environments, 
both private practice and ENT, for 16 
years. Dr. Maraghy has been an active 

member of MAA since 2017 and is a member of the Coding & 
Reimbursement Committee.

Eric Robert Barrett, Au.D., audiologist 
at the Starkey Center for Excellence. 
Dr. Barrett has been an active member 
of MAA since 2018, serves as co-chair 
of the Communications & Publications 
Committee (when available), and has 
graciously accepted a three-year term as 
member-at-large.

Welcome New Board Members
Member-at-Large (1-year term)

Josie Helmbrecht, Au.D., audiologist at 
M Health Fairview Audiology-Princeton 
and owner of private practice, Spirit 
River Audiology, in Cambridge, MN. Dr. 
Helmbrecht has been an active member 
of MAA since 1999, serving as President 
in 2005, and currently co-chairs the 
Government Relations Committee and 

Continuing Education Committee. Dr. Helmbrecht has 
enthusiastically accepted a one-year position as member-at-
large, filling the vacant spot created by the election of Jason 
Leyendecker to president-elect.

Present-Elect

Jason Leyendecker, Au.D., is an audiologist 
and owner of Audiology Concepts, LLC 
and The Tinnitus Clinic of Minnesota. Dr. 
Leyendecker has been a member of MAA 
since 2017. He serves on the Coding & 
Reimbursement Committee and currently is 
leading the third party subcommittee in the 

Government Relations Committee. Dr. Leyendecker has kindly 
accepted the position as president-elect. Congratulations!
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Dr. Joscelyn Martin originally hails from the Detroit, Michigan 
area. She moved to Minnesota in 1995 to complete her CFY at 
Mayo Clinic and has been a valued member of the Mayo Clinic 
team since 1998. This year, Dr. Martin celebrated her 25th year 
as a member of the Minnesota Academy of Audiology. She has 
volunteered in numerous roles with MAA, including serving on 
the Government Relations Committee and chairing the Honors 
and Awards Committee for several years.  She was elected to 
the board of directors and served as President in 2007. 

You founded the Newborn Hearing Screening program at 
Mayo Clinic, right? Tell us a little more about that process 
and how the program has changed over the years.

Dr. Susan Lynn and I founded the Newborn Hearing Screening 
program at Mayo Clinic on October 4, 1999. Yes, that’s right, 
that date is forever imprinted on my brain. We worked for 
months on our own and in concert with other providers to 
determine the best equipment, processes, personnel, etc. to be 
able to hit the ground running when we began screening. 

When we began, the two of us were the only screeners in the 
program to make sure referral rates were appropriate from 
day one. We took pride in offering a family centered care 
approach where we offered to screen in the mothers’ rooms and 
continue to do so to this day. Within a few months we added 
one audiology assistant to our screening rotation. Twenty-two 
years later the program has evolved to include seven audiology 
assistants. Our doctoral extern students rotate through 
screening and have the opportunity to learn about what’s 
involved in running a newborn hearing screening program. 

Have you had a particular mentor or peer that has made 
an impact on you?

I used to struggle with this question as I never felt that I had 
one mentor. That one person that you felt took you under their 
wing and helped you become the audiologist you are today. 
Instead, I’d say there are so many individual audiologists who’ve 
had a significant impact on the trajectory of my career, whether 
they knew it or not. Dr. Lynn is one of those people. Well 

Member Spotlight

Joscelyn Martin, Au.D., PASC
Instructor in Audiology, Mayo Clinic College of Medicine 

Coordinator, Newborn Hearing Screening Program

before we worked on creating the newborn hearing screening 
program together, she was the person who showed me around 
Rochester when I first arrived for an interview. She actually 
showed me where many of the pools were in Rochester since 
she knew I was a swimmer. I think she felt like she needed to 
sell me on this small town in Minnesota. Today I know many 
of those pools well as I have been an assistant coach to the 
Rochester Century High School Girls Swim and Dive Team for 
twelve years. 

Dr. Mary Meier is another audiologist who made a significant 
impact on me. We never worked directly together but she 
created the newborn hearing screening program at another 
hospital and shared her experiences with us. She’s the one who 
nominated me to run for the MAA Board of Directors and 
I haven’t stopped volunteering yet. I also had the pleasure of 
coaching one of her daughters on the swim team. Dr. Meier 
recently lost a long battle with cancer and I will miss her 
collegial spirit, thirst for knowledge, and wisdom beyond her 
years. 

What is your best memory from your 25 years with MAA?

Chairing the Honors and Awards Committee has probably 
been one of my favorite roles with MAA. It is so much fun to 
talk to an award recipient’s colleagues, family, and friends and 
learn all kinds of things about them you’d never have known if 
you didn’t ask. And it’s even more fun to get to say nice things 
and celebrate colleagues who have made great contributions 
and had positive impacts on our organization and our 
profession. 

What would your advice be to a new graduate deciding  
on whether to join their state academy?

I firmly believe it is our professional responsibility to support 
and get involved in our professional organizations. I can say 
without a doubt that I have gotten back so much more than 
I have put into MAA and other organizations. It has been so 
rewarding to get to meet, learn from, and collaborate with 
audiologists across the state and the nation. 
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in Audiology” award. She retired from 
OMC in October 2019 due to her health. 

In September 2020, the MAA Board 
of Directors voted to contribute to 
the Mary Meier Memorial Pediatric 
Amplification Patient Care Fund on 
behalf of the organization. MAA is 
honored to support a great cause that 
improves pediatric patients’ access 
to audiologic care and recognize Dr. 
Meier’s years of dedication to the 
profession.

Mary’s full obituary is available online. 

from UW-Oshkosh in 1985. She then 
earned her Master’s Degree in Audiology 
from the University of Tennessee - 
Knoxville in 1987. Mary completed 
her Clinical Fellowship Year at Mayo 
Clinic in 1989. She worked at Olmsted 
Medical Center (OMC), and during her 
time there created the Department of 
Audiology and served as the department 
supervisor for 19 years. 

In 2003, she earned her Doctorate of 
Audiology from Central Michigan 
University. Mary was the recipient of the 
2017 MAA “Outstanding Achievement 

Mary Carol (Rodwell) Meier, age 57, 
passed away peacefully in her home on 
August 31, 2020. 

Mary was born in Watertown, Wisconsin 
and graduated from East Troy High 
School, class of 1981. Mary earned her 
Bachelor’s in Communicative Disorders 

In Memoriam

Mary Meier, Au.D. 

http://www.ranfranzandvinefh.com/obituary/499210/Mary-Meier
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Each year there is an increasing number 
of patients seeking medical attention 
for balance-related disorders. In fact, 
vertigo and dizziness affects nearly 70% 
of individuals age 65 and older. The 
Administration of Aging estimates that 
there are currently more than 39 million 
older Americans with dizziness. It is 
anticipated that there will be a 115% 
increase in the geriatric population 
over 65 years of age by the year 2050 
(Zalewski, 2015). With this anticipated 
increase, there will be a demand for new 
and evolving technologies to offer the 
clinician added flexibility in assessing 
vestibular dysfunction. In this article, 
Matt Williams of Midwest Special 
Instruments interviews Interacoustics 
about evolving vestibular technologies. 

One thing that comes up often with my 
customers is the need for modularity in 
their balance clinics because vestibular 
equipment is rarely a one-size-fits-all 
scenario. How can a VNG system meet 
the many needs of various types of 
clinics?
The new third generation of VisualEyesTM 
is a versatile and intelligent solution that 
combines videonystagmography with 
vHIT and rotational chair testing, among 
other things, and with the ability to add 
on additional functionality as needed. 
With this new system, our many years of 
experience have been consolidated into 
one VisualEyes interface. The feedback 
from end-users is that they find the 
system easy to use and they like the fact 
that they can start with just VNG and 

Sponsored Article

Baby Boomers Bring an Increase in Dizzy Patients
add on additional tests as practice needs 
change or their clinic grows.

Another thing I hear from customers 
is the need to be able to track and 
monitor torsional eye movements. Can 
this be done with a VNG system?
Yes, the VisualEyesTM system does 
actually have this capability now. The 
addition of a torsion algorithm allows for 
objective assessment of rotary nystagmus. 
This provides much more precise data 
when compared to observing torsion 
with the naked eye. Torsional analysis is 
a valuable supplement to horizontal and 
vertical assessment in the oculomotor 
test battery, as it can help to support or 
exclude an initial diagnosis in certain 

cont.

cont.
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clinical scenarios. A useful feature is 
that the torsional nystagmus is plotted 
over time to make it easy to monitor the 
changes in the torsional eye movements 
throughout the entire test.

What about the otoliths? I know that 
VNG systems don’t really evaluate 
otoliths, so what can be done? 
Traditionally, it has been very difficult 
to measure otolith function with a VNG 
system. However, the ocular counter 
roll (OCR) test has been incorporated 
into the VisualEyesTM software platform, 
allowing for a measure of otolith function 
that can now be recorded with the VNG 
goggles as a standard part of the VNG 
test battery. The ocular tilt reaction 
(OTR) can be observed during ocular 
counter rolling as the patient’s head is 
tilted toward the right or left shoulder in 
the roll plane. We can measure the static 
component of OCR, as this component is 
a persistent shift of the eye position that 
remains as long as the head is tilted. This 
static position is mediated by the otoliths 
and their central pathways. The OCR test 
utilizes the torsional tracking algorithm. 
With the ability to measure torsional eye 
movements with a high level of accuracy, 
the OCR test can provide us with some 
insights into the otolith and their central 
connections within a VNG system. 

It seems that traditional oculomotor 
tests can sometimes fail to tell 
the whole story, especially when 
testing younger patients who have 
had a recent concussion. Are there 
any advancements to traditional 
oculomotor tests that could help 
improve sensitivity in these situations?
Traditionally, several types of oculomotor 
tests have been used to quantify functions 
of the vestibular system. However, 
in many cases, the range of “normal” 
within these traditional tests may be 
too broad to detect some pathologies, 
according to Glen Zielinski, DC, 
DACNB, FACFN. Saccadometry is an 

advanced oculomotor test that provides 
increased sensitivity and specificity for 
cases where traditional saccades do 
not tell the full story, such as in post-
concussion syndrome. Saccadometry 
has been used in neurology for several 
years. It quantifies saccades in depth 
and with precision to identify acute and 
degenerative central vestibular disorders. 
The saccadometry test protocol is 
comprised of two components; pro-
saccades and anti-saccades. Pro-saccades 
are volitional saccades directed toward a 
rapidly presented target, whereas anti-
saccades are eye movements directed 
opposite to the target and include a 
cognitive task. The error rate is a very 
sensitive measure that quantifies how 
many times the patient incorrectly 
performs the task. According to Dr. 
Zielinski, pilot research studies already 
show this to be a promising diagnostic 
measure in concussion injuries and other 
neurodegenerative conditions. We have 
incorporated saccadometry into our 
VNG system for those that wish to have 
that extra sensitive measurement tool.

Are there any VNG tests where it is 
necessary to measure head movement, 
along with eye movement?
Absolutely. There are several tests where 
we need to be able to measure head 
movement in order to accurately assess 
the vestibulo-ocular reflex (VOR). We do 
this with the VORTEQTM wireless inertial 
measurement unit (IMU), which allows 
for additional test protocols without the 
need to add extensive hardware. The 
VORTEQTM IMU head sensor provides 
a means for monitoring patient head 
movements, along with eye movements 
for advanced test options. Protocols 
include Active (and passive) Head 
Rotation (AHR), Dynamic Visual Acuity 
(DVA) and a more advanced BPPV 
module that incorporates the lateral head 
roll test and an advanced Dix-Hallpike, 
which utilizes the torsional analysis 
mentioned above for greater BPPV 
diagnostic accuracy.

I have heard some clinicians mention 
that they would like to see semicircular 
canal models in VNG testing to help 
with patient head orientation. Is this 
something that is possible?
The 3D head model is a feature available 
in some of the VisualEyesTM modules 
and utilizes the extra IMU head sensor. 
It provides helpful information for the 
clinician, as it gives an animated picture 
of the patient’s head orientation, thereby 
providing an assurance of correct testing. 
For example, the 3D head model is a very 
useful guide when performing BPPV 
maneuvers, as well as vHIT tests. We 
make it available in tests where it can 
provide the most useful information.

Video head impulse testing seems 
to be gaining a lot of momentum 
due to the useful information it can 
provide for all six semicircular canals. 
I understand that vHIT is now part of 
the VisualEyesTM platform, correct?
Yes. EyeSeeCam video head impulse 
test (vHIT) has been incorporated into 
VisualEyesTM, allowing clinicians to 
generate a single report for both vHIT 
and VNG results combined. Monocular 
oculomotor testing using the EyeSeeCam 
vHIT goggle can also be performed as a 
quicker screening protocol when vHIT 
is combined with the VNG system. This 
can save time when you need a quick 
look at how the eyes are moving and to 
check for gaze nystagmus or abnormal 
eye movements. If you decide to take a 
more detailed look, simply switch to your 
binocular VNG goggles and continue 
testing. We also offer a second vHIT 
screening option with the binocular 
goggles as part of the VORTEQTM 
protocols mentioned earlier. 

With the prevalence of balance-related 
disorders on the rise, it might be a good 
time to upgrade your balance arsenal. 

Matt Williams of Midwest Special 
Instruments would like to thank Cammy 
Bahner Au.D. of Interacoustics for her 
detailed input for this article. 

Dizzy, cont.
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Audiology Awareness
The primary goal of the Audiology 
Awareness Committee is to spread 
awareness about audiology and hearing 
loss. Typically this is accomplished 
through community or employer health 
fairs, community education events and 
participation in the hearing screenings at 
the Minnesota State Fair. 

Prior to the start of the pandemic, we 
had our annual silent auction at UMAC 
to raise monies for the Gloria Gross 
scholarship. Our committee reviewed 
10 scholarship applications and this year 
awarded three $1,500 scholarships to 
high school seniors who have hearing 
loss and will continue to post-secondary 
education. 

We host recurrent classes on hearing 
loss, hearing aids, and tinnitus through 
St. Paul Community education in spring 
and fall. Generally, our biggest event is 
hearing screenings in the HealthFair 
11 building at the Minnesota State Fair. 
Though we were disappointed that the 
State Fair was canceled, we used this 
opportunity to create our first annual 
“Say What?” Virtual 5K for Audiology 
Awareness which raised nearly $2,800 
for the Gloria Gross Scholarship fund.

The committee is co-chaired by Drs. 
Carissa Kucala and Mary Richter. We 
would never be able to accomplish 
any of this without our powerhouse 
team made up of Drs. David Geddes, 
Jennifer Reside, Jennifer Wittman, 
Gwen Washburn, Tracie Tuss, and Evan 
Maraghy as well as doctoral candidate 
Taylor Nelson, MA. We would love 
anyone with excitement for audiology 
to join our team! Contact us at 
audawareness@minnesotaaudiology.org.

Coding & Reimbursement
The Coding and Reimbursement Com-
mittee is chaired by Dr. Melisa Oblander 
with committee members Drs. Jason 
Leyendecker, Carrie Meyer, and Evan 
Maraghy. The mission of the committee 
is to disseminate accurate coding, bill-
ing, and reimbursement methodologies. 
This includes investigating questions and 
concerns from membership and look-
ing into improvement opportunities for 
members and the profession. 

In 2020 the committee investigated 
requirements needed for manufactur-
ers to direct bill the State of Minnesota 
for hearing aids through the Medical 
Assistance contract as well as organized 
and conducted a meeting at the MN 
Department of Health and Human Ser-
vices (DHHS) with representatives from 
manufacturer and DHHS leadership. 

Goals for 2021 include gathering billing 
concerns from membership, scheduling 
a follow up meeting for the Managed 
Care Plan team and DHHS leadership, 
track and implement 2021 audiology 
coding updates, and continue to take 
billing questions from membership. 

If you want to enhance your 
understanding of billing and coding 
while networking with other MAA 
audiologists, this committee would be 
a great fit! Please contact us at coding@
minnesotaaudiology.org. 

Communications  
& Publications
The Communications & Publications 
Committee is co-chaired by Drs. 
Rachel Allgor, Katie Awoyinka, and 
Eric Barrett with support from Drs. 
Ashley Hughes and Krista Lam. 

Our primary responsibilities are to 
maintain communication within the 
MAA and increase our online presence. 
These are accomplished through 
regular publication of our newsletter, 
administration of MAA social media 
accounts, and email communication with 
members. We meet regularly to discuss 
committee activities and share ideas. 

Over the past year we worked with 
contributors in and outside of MAA to 
publish three newsletters, consolidated 
our online efforts to the MAA Facebook 
group (join now!), and collaborated with 
Audiology Awareness in promoting our 
first Walk, Run, Roll 5K! We also created 
a fillable form for the MDH Continuing 
Education Form to make it easier for 
membership to track CEUs, which is 
found in the members only section of 
the MAA website. In 2021 we intend 
to continue working on the website to 
make it as user-friendly as possible, 
increase collaborations with other 
committees on promoting a diverse set 
of efforts, and utilize social media outlets 
to their fullest. 

Do you love scrolling on Facebook? 
Have a vast, untapped knowledge of 
Instagram? Dream of editing websites 
and newsletters? We would love to 
have you #joinus at communications@
minnesotaaudiology.org. 

Continuing Education
This committee is co-chaired by Drs. 
Josie Helmbrecht and Jennifer Ward 
with support from Drs. Rebecca Younk, 
Kerry Witherell, Kristi Albers, Sarah 
Kahley, Kristi Gravel, Joscelyn Martin, 
and Tracie Tuss. Our vision is to provide 
interesting and quality education events 
to build knowledge base and foster 
professional growth for audiologists. 

cont.

From the MAA Board of Directors

Committees Accomplish Goals, Look Ahead

https://www.facebook.com/groups/103551267684
mailto:communications%40minnesotaaudiology.org?subject=
mailto:communications%40minnesotaaudiology.org?subject=
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We coordinate with other professional 
experts and organizations to provide 
the best CE programs, keeping topics 
timely and up-to-date. This past year 
in planning we have met via Zoom 
meetings to discuss committee activities 
and to brainstorm new ideas.

COVID-19 has sent us down a different 
path as we plan our annual UMAC 
conference. So, we look forward to 
“seeing you” at our first virtual UMAC 
conference on February 19, 2021. Please 
register to attend.

We hope to be back to an in-person 
conference for UMAC 2022, but the 
CE committee will plan accordingly. 
Interested in serving on the committee 

or have ideas to share?  Contact us at 
education@minnesotaaudiology.org.

Finance
The Finance Committee supports 
the planning, analysis, and reporting 
processes for MAA financial activities 
throughout the year. The committee 
is chaired by past-president Dr. Kristi 
Gravel, and the following members 
serve on the committee: Drs. Jumana 
Harianawala, Ashley Hughes, Cynthia 
Hogan, John Tunnell, Rebecca Younk, 
Mary Richter, Rachel Allgor, and Eric 
Barrett. The committee aims to provide 
financial management tools to Academy 
committees and the Board of Directors 
that will allow informed, accurate 
planning and management of the 
Academy’s financial resources.

In 2020, we worked to organize our 
finances and created a policies and 
procedures manual for financial 
transactions. In 2021, we will streamline 
budgeting for the organization and add 
a representative from each of the other 
committees. 

Love spreadsheets? The Finance 
Committee is seeking detail-oriented 
Fellow members who have an interest 
in volunteering and sharing their talents 
with the organization. Contact us at 
mnaudtreasurer@gmail.com to learn 
more today!

Government Relations
This committee is co-chaired by Drs. 
Josie Helmbrecht and Rebecca Younk 
with support from Kristi Albers, Shanna 

cont.

Committees, cont.

https://bit.ly/UMAC2021
mailto:education%40minnesotaaudiology.org?subject=
mailto:mnaudtreasurer%40gmail.com?subject=
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Allen, John Coverstone, Kim Fishman, 
Shannon Garlitz, Ashley Hughes, Sarah 
Kahley, Jim Pehringer, Kendra Griffin, 
Victoria Pecharek, Jennifer Tunnell, 
and the late Mary Meier. Our primary 
responsibilities are to plan, support and 
promote legislative and other activities as 
they pertain to Minnesota audiologists, 
scope of practice, reimbursement and 
public safety. These are accomplished 
through active involvement with our 
lobbyist, Rob Vanasek at Capitol Hills 
Associates, and grassroots advocacy. We 
meet in-person and over the phone to 
discuss committee activities and topics 
which are important to and impact the 
field of audiology.

The GRC’s current initiatives include 
legislation to improve licensure 
portability. A subcommittee to address 
issues arising due to expanding third 
party networks was created and is led by 
Drs. Jason Leyendecker and Amy Swain.

Our committee is also working with 
the Department of Health to address 
licensure issues for new audiology 
graduates and audiologists who have 
moved to Minnesota due to COVID-19 
and to update the Hearing Instrument 
Dispensing Examination.

Given the success of the last survey in 
late 2019, we will send another email 

Committees, cont.

survey in 2021 to all audiologists 
in Minnesota asking for feedback 
on important matters in the state to 
set short- and long-term legislative 
priorities. Watch for the survey so 
we can begin to tackle the issues 
most important to our profession. 
Interested in serving on the committee 
or have ideas to share? Contact us at 
govrelations@minnesotaaudiology.org.

Membership 
Development
Co-chaired by Drs. Kirsten Bock 
and Margaret Koeritzer, we have a 
committee comprised of Drs. Maureen 
Cannon, Kirsten Coverstone, Kirsten 
Haas-Camitsch, Hannah Herd, Rachel 
Johnson, Carly Kempton, Sarah Ostlie, 
and Kerry Witherell. Our vision is 
to foster a growing committee of 
engaged audiologists, ensure consistent 
leadership of MAA, and recognize 
individual excellence in audiology. 

We have conference calls every other 
month to discuss ways to encourage 
involvement with MAA and ensure 
representation of audiologists. We host 
the awards ceremony at UMAC. We 
also find projects throughout the year 
to encourage membership visibility 
and engagement. In 2020 we organized 

three informational Zoom sessions 
with guest speakers that were open 
to all audiologists with timely topics 
of Infection Control, Diversity and 
Inclusion, and The Value of Mentorship. 
In addition, our committee facilitates 
a Mentorship Program between Au.D. 
students at the University of Minnesota 
and MAA Fellows.

If you are interested in serving on a 
committee, have ideas and passion about 
how to engage and reach both current 
and future MAA members, Membership 
Development is the committee for 
you! Contact us at membership@
minnesotaaudiology.org.

Diversity & Inclusion 
Task Force
The Diversity & Inclusion Task Force 
is comprised of members from each 
MAA committee. They are charged 
with reviewing our current practices 
with a critical lens, determining how 
our organization could be improved to 
be actively anti-racist. The task force 
will then make recommendations to 
the board of directors with how these 
changes could be made.

Look for more information about what 
the Diversity & Inclusion Task Force has 
been working on in the next newsletter.

President
Ashley Hughes, Au.D. 

Past President
Kristi Gravel, Au.D.

President-Elect
Jason Leyendecker, Au.D.

Treasurer
Jumana Harianawala, Au.D.

Members-at-Large
Rachel Allgor, Au.D.
Eric Barrett, Au.D.
Josie Helmbrecht, Au.D.
Evan Maraghy, Au.D. 
Jennifer Ward, Au.D. 
Kerry Witherell, Au.D. 

2021 MAA Board of Directors A publication of the Minnesota Academy 
of Audiology, distributed to MAA 

members with information pertinent  
to the field of audiology. Information 

contained in this publication is obtained 
from sources considered to be reliable; 

however accuracy and completeness 
cannot be guaranteed. 

Address all questions and  
comments to the editors:

Rachel E. Allgor, Au.D., FAAA
Katie Awoyinka, Au.D., CCC-A, CH-TM 

Eric Robert Barrett, Au.D., ABAC
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When you think about 
audiology or your future 
as an audiologist, what 
are you are excited for? 

What excites me most is 
how the field of audiology is constantly evolving. New research 
continually surfaces and proves just how important hearing 
health is. This developing knowledge makes me feel like my 
work matters, and continues to drive my passion for helping 
those with hearing loss.

You made the decision to become involved in SAA early on 
in your Au.D. program, as you are currently our Treasurer.  
What helped you make the decision to engage in your 
professional student organization, what might you hope 
to gain from that experience?

All of the other SAA board members are third year students, 
and I have really enjoyed learning from this cohort. I wanted 
to get involved in SAA early on in order to have a better 
understanding of the process for next year, when the third year 
students are doing their externships. Next year, I hope to make 
our chapter as successful, involved, and fun as possible.

Student Spotlight

Natalie Strack
Second Year Au.D. Student, University of Minnesota

This has been a challenging semester for Au.D. students, 
what have been some tips or tricks that you have found 
that have helped you continue being successful in your 
learning? 

This semester, and since COVID-19 started, I’ve had to give 
myself some grace that I normally wouldn’t. It’s been helpful 
to take one day/exam/clinic session/assignment at a time, and 
not look too far ahead. I think right now more than ever, it’s 
important to be gentle with yourself and prioritize mental 
health. Find the good in every day!

Considering we have all had a bit more time at home, do 
you have any TV programs or movies that you binged or 
suggest others check out?  

I have been re-watching New Girl the past couple of months 
and it never fails to make me laugh. Also, anything on Disney+ 
is great. It feels good to watch things that make me happy or 
feel like a kid again.

If you could describe your perfect meal, what would it be? 

A giant, thin crust, cheesy pizza with tons of vegetables!

The new CPT codes for 2021, relevant 
to audiology, include three VEMP 
specific codes and four revised ABR 
codes. Previously VEMPs were 
billed under the 92700 Unlisted 
Otolaryngology code. Three of the new 
ABR codes (92651-click, 92652-multiple 
frequency, 92653-neurodiagnostic 
without thresholds) cannot be billed 
in combination on the same day. All of 
the new codes are bilateral. Add the -52 
modifier when testing one ear. 

The previous ABR codes of 92585 and 
92586 will be deleted/retired. 

Coding Corner 

New CPT Codes for 2021
92517 Vestibular-evoked myogenic potential testing, with interpretation and report; cervical 

(cVEMP)

92518 Vestibular-evoked myogenic potential testing, with interpretation and report; Ocular 
(oVEMP)

92519 Vestibular-evoked myogenic potential testing, with interpretation and report; Cervi-
cal (cVEMP) and ocular (oVEMP)

92650 Auditory-evoked potentials; screening of auditory potential with broadband stimuli, 
automated analysis

92651 Auditory-evoked potentials; for hearing status determination, broadband stimuli us-
ing clicks at moderate to high and low stimulus levels, with interpretation and report

92652 Auditory-evoked potentials; for threshold estimation at multiple frequencies, with in-
terpretation and report. More extensive electrophysiologic testing compared to 92651

92653 Auditory-evoked potentials; neurodiagnostic to evaluate neural integrity only without 
defining threshold, with interpretation and report. Do not report in conjunction with 
92651 or 92652, as 92653 is a less extensive test which is already included in 92651 
and 92652
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In the past year, the word “virus” has 
dominated headlines and day-to-day 
conversation more than we would care to 
recall. The public now has an increased 
understanding of how infectious agents 
are transmitted, including how infected 
individuals can be symptomatic or 
asymptomatic for the disease.

Many audiologists are familiar with 
congenital cytomegalovirus (cCMV), 
the most common non-genetic cause 
of hearing loss in children. Given the 
recent increase with public awareness 
of viral transmission, it seems an 
appropriate time to provide an update 
on research focusing on cCMV being 
conducted in Minnesota.

While the majority of individuals have 
been infected with CMV (it is estimated 

Congenital Cytomegalovirus  
Screening in Minnesota: 

Q&A with Infectious Disease Specialist  
Mark Schleiss, MD 

Kristi Gravel, Au.D., CCC-A, PASC

cont.

that 80% of the worldwide population 
has had CMV), many adults have never 
heard of the virus. Yet, there can be 
significant consequences if a woman 
is infected with CMV when she is 
pregnant, and the virus is passed to 
the baby. A newborn is considered to 
have cCMV if they are tested before 
21 days of life; if tested at older ages, 
it cannot be determined if the CMV 
infection was acquired postnatally. 
Table 1 outlines signs associated with 
postnatally acquired CMV compared to 
cCMV infection. Many infants who are 
born with cCMV may never show signs 
or symptoms of the virus, yet some may 
have long-term health problems (see 
Figure 1).

In Minnesota, infants are screened at 
birth for more than 50 congenital and 
inherited disorders using a dried blood 
spot (DBS. A hearing screening and 
pulse oximetry screening (to assess for 
critical congenital heart disease) are 

also performed before children leave 
the hospital. cCMV is not currently part 
of the newborn screening program in 
Minnesota, nor any other state within 
the nation.

CMV Universal Screening  
Study Overview
Newborns are enrolled with parental 
consent and screened for cCMV using 
dried blood spots (DBS) obtained for 
routine newborn screening and saliva 
collected 1-2 days after birth. Newborns 
who screened positive by either DBS or 
saliva tested for CMV DNA by PCR had 
a urine sample tested by PCR within 3 
weeks of birth.
 
Infants with cCMV are categorized 
based on the spectrum of disease:
1. Moderately to severely symptomatic 

(i.e. multiple signs such as 
thrombocytopenia, petechiae, 
hepatomegaly, splenomegaly, 
intrauterine growth restriction, 

Hearing Loss: Late-onset or progressive

Development and motor delay

Cerebral palsy

Learning disabilities

Autism

Vision loss

Small head size

Seizures

Potential Long-Term 
Health Problems 
(cCMV)

Figure 1. Potential long-term health problems associated with cCMV.  
Adapted from Schleiss Lab website (cmv.umn.edu).

CMV Congenital CMV (cCMV)

Fever Rash

Sore Yellowing of the skin & 
throat whites of the eyes

Fatigue Small head size

 Low birth weight

 Enlarged liver & spleen

 Damaged eye retina

 Seizures

 Hearing loss
Table 1. Signs of CMV and cCMV infection. 
Adapted from Schleiss Lab website  
(cmv.umn.edu)

Swollen
glands
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hepatitis, or central nervous system 
involvement)

2. Mildly symptomatic (i.e. one or two 
isolated mild and transient signs)

3. Asymptomatic with isolated 
sensorineural hearing loss

4. Asymptomatic

Sites include five newborn nurseries: 
three nurseries in the M Health Fairview 
system (University of Minnesota 
Masonic Children’s Hospital, Southdale 
Hospital, and Ridges Hospital) and two 
nurseries in the Allina Health system 
(Abbott Northwestern Hospital and 
United Hospital). A nursery in St. Cloud 
will be added in early 2021. 

As of December 1, 2020, 16,080 
infants have been screened. cCMV was 
confirmed in 4 per 1,000 live births
• Among 71 infants identified with 

cCMV, 58 (81%) were born to non-
Hispanic white women and 43 (60%) 
to multipara women (women who 
have had >1 other children); median 
maternal age was 32.0 years.

• Most infants with cCMV were born 
at ≥ 37 weeks gestational age; median 
birth weight was 3250 g.

• Among infants with newborn hearing 
screening information available, 52 
passed in both ears, four referred in 
both ears, and one referred in one ear.

• Among those with information 
available for clinical categorization:

 ○ Two had moderately to severely 
symptomatic cCMV
 ○ 10 were mildly symptomatic
 ○ Six had isolated hearing loss
 ○ 52 were asymptomatic and had 
normal hearing

 
Mark Schleiss, 
MD, is an 
infectious 
disease specialist, 
researcher, and 
Professor of 
Pediatrics in the 

cCMV Screening, cont.

University of Minnesota Medical School. 
His translational work focuses both on 
clinical research programs in congenital 
CMV infection and in small animal 
models of CMV vaccine development.

Since 2016, Dr. Schleiss has led a 
Minnesota-based study investigating 
universal screening for cCMV. To 
date, over 16,000 newborns have been 
enrolled in the study. Dr. Schleiss 
shared experiences and insights related 
to this work with MAA past-president 
Kristi Gravel, Au.D., and provided 
his recommendations on audiologic 
monitoring and the role that Minnesota 
audiologists can play in ensuring that 
children with cCMV are able to reach 
their full developmental potential. 

KG: It’s amazing that your team has 
enrolled and screened so many babies. 
When a newborn screens positive for 
cCMV, what happens next? 
MS: This is an important question. It is 
just a screening test - and hence, it needs 
to be confirmed. Just as we know that 
many babies who “refer” on newborn 
hearing screening actually don’t have 
hearing loss when they are evaluated 
by an audiologist, so, too, can there be 
“false positive” cCMV screening tests. I 
am more concerned about saliva giving 
a “false positive”, as mentioned, because 
of colostrum or breast milk sometimes 
carrying CMV into the baby’s mouth. 

So, after a positive screening test, we 
need to immediately get a urine sample 
to test for CMV. It’s not a medical 
emergency and not an “urgent” test BUT 
it’s very time sensitive - the longer we 
wait, the more likely that a positive test 
is due to breast-feeding, or transmission 
from a sibling or a toddler in a group 
daycare center, and not due to “true” 
cCMV. So, we like to get the urine 
sample prior to 21 days of age.

If the urine sample is positive, 
confirming the diagnosis of cCMV, 
then I partner with the child’s primary 
care physician to decide what kind of 
additional evaluation is required. In my 
opinion, the only thing that’s essential 
is audiology follow-up. Other experts 
around the USA and I recommend 
audiologic evaluation every three 
months for the first three years, every 
six months through age five, and 
annually thereafter. It’s aggressive, but 
my concern is the baby that passes 
the newborn hearing screen and has a 
normal audiologic assessment in infancy. 
Things can (and do) change so fast. I 
have seen such babies with what we call 
“asymptomatic” cCMV have sudden 
and rapidly progressive hearing loss 
occur before the three-month follow-
up visit. During this critical window 
of language and speech development, I 
hate the thought that some babies may 
have unrecognized hearing loss emerge 
and go unrecognized and uncorrected 
for six months during this critical 
developmental time window.

I do recommend other studies in 
addition to audiologic referral. I 
always recommend an ophthalmologic 
exam, and I usually obtain blood 
tests to look for CMV involvement 
in the liver or bone marrow. I also 
recommend a head ultrasound test. 
Most typically, these tests are normal. 
For asymptomatic babies with normal 
studies and cCMV, we do have long-

Other experts around the USA 
and I recommend audiologic 

evaluation every three months 
for the first three years, every 

six months through age five, and 
annually thereafter. 

cont.
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term neurodevelopmental studies that 
are described on my web page at www.
cmv.umn.edu. The textbooks say these 
babies have normal outcomes, but we are 
interested in studying these babies with 
more detailed assessments, at the Center 
for Neurobehavioral Development at the 
University of Minnesota.
 
KG: How do parents respond to a 
positive screening?
MS: We are trying to understand the 
answer to this question by interviewing 
parents in small focus groups and 
through surveys. I worry that a “false 
positive” screening test—a test that yields 
a positive result even though the child 
is proven NOT to have the condition—
can create anxiety for parents. On the 
other hand, this is true for any screening 
test, including newborn hearing 
screening. Some opponents of cCMV 
screening—and believe me, there are 
many individuals, including physicians, 
who oppose screening—bring up the fact 
that there is a risk for a “vulnerable child 
syndrome” in babies that screen positive, 
but don’t have the condition in question, 
and that we can do harm by cCMV 
screening. I reject this logic. More and 
more, we practice pediatric medicine 
with transparency, and we acknowledge 
uncertainty as practitioners. Our job 
is to provide information and help 
parents process and understand it, but 
it is inappropriately paternalistic to 
say that parents should not be told this 
information because we think they may 
not be able to “handle” it. We must be 
open and transparent, and this includes 
all newborn screening programs.
 
KG: How many of the newborns in the 
universal cCMV screening study have 
been identified with hearing loss? 
MS: So far, of the 72 babies identified 
with cCMV, six (~8.5%) have hearing 
loss. This is consistent with other studies 
—the rate of hearing loss in all babies 
with cCMV ranges from 10-15% in other 

cCMV Screening, cont.

studies. I would note that our percentage 
is likely to increase over time, simply 
because we know that a substantial 
percentage of those infants with cCMV 
who have hearing loss don’t have it at 
birth. It can develop any time up to 
36 months, and perhaps even longer 
than that. Therefore, it is of paramount 
importance for babies to establish a 
relationship with an audiologist and 
have frequent, regular follow-up. 
Indeed, this is the whole rationale for 
cCMV screening - the idea that a very 
substantial number of babies destined 
to have hearing loss will pass their 
newborn hearing screen, only to go on 
to have (typically unrecognized) hearing 
loss later. The only way to identify and 
help these babies is to test all newborns 
for cCMV, and make sure all positive 
babies have careful audiology follow-up, 
irrespective of their newborn hearing 
screen results!

KG: How often should a child with 
cCMV have audiologic assessment 
if they have been shown to have 
normal hearing on initial audiologic 
evaluations? 
MS: Different experts have come down 
with different recommendations, but 
I recommend every three months for 
the first three years. My feeling is that 
if one appointment is missed, that’s 
unfortunate, but the worst-case scenario 
is that the child at least gets re-evaluated 
in six months. On the other hand, if 
the audiologist recommends every six 
months, and one appointment is missed, 
then a whole year might fly by with no 
follow-up. Hearing loss in toddlers may 
not be noticed by parents or primary 
care providers, and things can change so 
fast. I have seen cCMV babies go from 
normal hearing at one visit to severe or 
profound loss at the next visit. We can’t 
afford to miss this. At three years of age, 
I recommend audiologic monitoring 
every six months between 3-5 years, 
then annually after five years of age.
 

KG: Have you found saliva testing and 
dried blood spot testing to be equally 
effective in screening for cCMV? 
MS: One of the major goals of the 
study—in addition to improving our 
understanding of the scope of cCMV 
in Minnesota—was to learn whether 
dried blood spots were just as effective as 
saliva (mouth) swabs for finding cCMV 
infection. That’s important because every 
baby gets a dried blood spot obtained in 
the newborn screening period to screen 
for many genetic and metabolic diseases. 
Congenital CMV is not screened for 
at all in the U.S. (notably, this year in 
Ontario, Canada they did start screening 
all newborns for cCMV using the dried 
blood spot!). Since the dried blood spot 
is routinely collected, it’s easy to add a 
CMV test to it. On the other hand, some 
studies in the early 2000s indicated that 
the dried blood spot missed a lot of cases 
of cCMV - it was not a sensitive enough 
test. Saliva, on the other hand, can 
give false positives for CMV, probably 
because of CMV DNA (which the PCR 
test finds) in the mouth swab from 
colostrum and breast milk even though 
the baby is not “actually infected.” 

One of the positive things in our study is 
we show that, with improved techniques 
compared to the early 2000s, that the 
sensitivity of the dried blood spot test 
is over 85%—good enough to consider 
using it for universal screening. So, both 
saliva and dried blood spot test can 
identify cCMV, but the dried blood spot 
is, in my opinion, preferable.
 
KG: Does this study support adding 
CMV to the panel of newborn 
screenings currently performed in 
Minnesota? 
MS: Yes! I think one of the surprising 
but exciting things we have found 
is that the dried blood spot test is 
much better (over 85%) than “popular 
wisdom” has dictated. I think it’s a 

cont.
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testament to improved technology, in 
particular improved recovery of DNA 
from samples. The infrastructure and 
resources to begin universal dried blood 
spot screening exist, and we could start 
doing it almost immediately. We need 
political will, and advocacy, to make 
it happen. The province of Ontario is 
already doing it. Some day - in the not 
too distant future - some state in the 
USA will be the first to adopt universal 
cCMV screening to its portfolio. So, 
the question I ask: why shouldn’t it be 
Minnesota leading the way?
 
KG: Has the COVID-19 pandemic 
affected your CMV research? 
MS: Oh yes, the COVID-19 pandemic 
has had a huge impact on my work, and 

cCMV Screening, cont.

the work of so many colleagues at UMN. 
A big part of our research is consenting 
parents to participate in this study in 
our Twin Cities newborn nurseries. To 
keep both families and staff safe, we 
had to temporarily cease the screening 
from March until November. We have 
resumed, cautiously. The emphasis must 
be on safety, but it has been challenging. 
I am so grateful to the clinical research 
staff both at the University of Minnesota 
and at Allina Health, particularly my 
partner and research Director at Allina, 
Dr. Abbey Sidebottom, for their work 
in this pandemic, not to mention all the 
nursing staff and the families themselves. 
I would also like to acknowledge my 
partners at the Minnesota Department 
of Health, Mark McCann and Sondra 

Rosendahl, and at the CDC, Sheila 
Dollard and Tatiana Lanzieri. I would 
also like to thank the pediatricians and 
family practice physicians, and the 
audiologists, who help care for these 
babies. I think we are teaming up to 
really change how we care for CMV in 
babies, which is really exciting!
 
KG: Is there anything else that you’d 
like Minnesota audiologists to know?
MS: I would just like to say “thank you” 
to all the audiologists who care for 
babies and children with hearing loss. 
Your patience and skill are inspiring to 
me and I am grateful not only for all 
you do for this study, but all that you do 
for children with hearing loss. It is very 
impressive!
 
KG: We appreciate your work, 
Dr. Schleiss, as well as your 
acknowledgment of audiologists who 
provide care for children with cCMV. 
Thank you!
 

Interested in learning more about congenital Cytomegalovirus?
The CCMV Public Health & Policy Conference was reformatted this year  

to online webinars. Transcripts, slides, and captioned recordings are available 
for all presentations, including “CMV 101, and “Hearing and Congenital  
CMV: Overview of Screening, Diagnosis, and Interprofessional Care for  

Infants and Children with cCMV.” 

Visit the NCHAM website to access all presentations.

Schleiss Lab Website

During the COVID-19 pandemic, 
public health and government officials 
are encouraging—even mandating—
community-wide face mask wearing 
to reduce potential pre-symptomatic 
or asymptomatic transmission of 
severe acute respiratory syndrome-
coronavirus-2 (SARS-CoV-2). This 
practice, in combination with social 
distancing, has helped decrease spread 
of the virus but it has also provided 

a “masking dilemma” for effective 
communication, particularly for those 
with hearing loss. 

Face masks and social distancing 
(>6 feet) have been demonstrated to 
reduce overall speech audibility by 
10 dB or more relative to “typical” 
unmasked communication with 
socially-appropriate (3 feet) talker-
listener distances (Figure 1). This can be 

Sponsored Article 

Resolving “Masking Dilemmas” During COVID-19
challenging for those with hearing loss, 
regardless of whether they are wearing 
hearing aids or not!

The situation is compounded by the 
fact that all face masks are not created 
equal. Nine months into the pandemic, 
individuals now have an array of 
face mask choices available to them, 
including disposable medical face masks, 

cont.

http://bit.ly/CMVwebinarseries
http://cmv.umn.edu/
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cont.

washable cloth masks, and masks with a 
clear window for lipreading restoration. 
For many, the solution reflects the best 
combination of protection, comfort, 
convenience, and proper fit. Another 
factor, particularly for those with 
hearing loss, is increasingly focused on 
acoustic performance and preservation 
of visual cues. 

To assess differences in sound 
attenuation across face masks, acoustic 
measurements were made on many of 
the latest commercially available styles; 
Figure 2 illustrates the differences for 
a range of mask types. The data are 
normalized relative to when NO mask 
is worn, which is depicted by “zero” line 
on the x-axis. While all of the masks 
reduce important high-frequency sound 
information, there is significant variation 
across fabric, medical, and paper masks, 
especially those equipped with a plastic 
“window”. One unexpected finding was 
that face masks and face shields that 
used clear plastic had an enhancement 
of several dB in the low/mid frequencies 
along with a reduction in the high 
frequencies. These data illustrate the 
challenge of using a predetermined 
compensation scheme, with fixed high-
frequency gain adjustment, to adapt for 
the impact of social distancing and face 
mask use. 

Starkey has recently launched two 
technical solutions to assist hearing aid 
users in overcoming masking dilemmas. 

Starkey has introduced a Mask Mode 
solution that provides gain offsets, based 
on the measurements from a larger set 
of face mask types summarized in Figure 
2. For Livio AI 1200-2000 products, 
hearing aid users may select a “custom” 
program that increases gain by 4 dB for 
frequencies 2.0-3.9 kHz and 6 dB from 
4.0-9.4 kHz relative to the prescribed 
Normal program. In addition, fixed 

Masking, cont.

Figure 1. Unaided long-term speech levels measured at the listener’s eardrum for 
conversational-level speech measured at a talker-listener distance of 3 feet when no  
face mask is worn (green curve) versus when an N95 face mask is worn for a 6-foot 
talker-listener distance (orange curve). 

Figure 2. The acoustic impact of different face masks, relative to when no face mask 
is worn (black curve). 
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directional microphones are activated to 
emphasize speech sounds in front of the 
hearing aid user. While not customized 
for the specific face mask, social distance 
or background noise conditions, 
Mask Mode is designed to improve 
communication by hearing aid users 
when encountering communication 
challenges posed by the COVID-19 
pandemic.

Additionally, Starkey has launched 
Edge Mode for Masks in its premium 
Livio Edge AI products, which 
optimizes speech audibility and sound 
quality in all listening environments 
by assessing the levels of speech and 
noise that are present with an onboard 
AI model trained with machine-

learning technology, and then, 
dynamically applying gain, output, noise 
management, directional microphones, 
and other features to ensure that sounds 
are optimized for each person in each 
environment. In effect, Edge Mode for 
Masks is “agnostic” to which mask is 
worn, talker-listener social distancing, or 
presence of background noise.

The challenges presented by social 
distancing and face masks reduce the 
quality of the listening experience. 
Fixed offsets are offered in Mask Mode 
which is selected by the hearing aid 
user to improve communication when 
face masks are worn. Edge Mode for 
Masks, by comparison, uses a native 
AI model trained with machine 

Masking, cont.

learning technology to instantaneously 
optimize speech audibility to offset 
communication challenges presented 
by face masks, social distancing and 
background noise. By focusing on 
optimizing speech comfort, clarity, and 
ease of use, Starkey has also provided a 
simplified user experience. With AI at 
their fingertips, patients can simply “tap” 
to hear – whenever and wherever they 
want to hear better — without the need 
to access manual volume controls or 
smartphone applications. 

For more information regarding 
laboratory measurements made with 
Mask Mode and Edge Mode for Masks, 
please download our Edge Mode white 
paper.

http://go.starkeypro.com/maa
http://go.starkeypro.com/maa
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The number of older adults is rising 
globally. As clinical providers, we will 
likely see more patients with hearing 
loss in addition to other conditions– 
including dementia. The overall number 
of dementia cases is expected to rise 
dramatically in the next 40 years. In 
2014, an estimated 5 million individuals 
in the U.S. were living with Alzheimer’s 
disease, the most common form of 
dementia, with anticipated growth to 
nearly 14 million by year 20601. This 
growth will place significant strain on 
our healthcare system and increase 
the social and emotional burden that 
family members and caregivers of older 
adults with dementia must navigate. 
This increasing prevalence, coupled 
with high burden, makes prevention 
and intervention a medical and public 
health priority. Preventing or delaying 
the presentation of dementia symptoms 
by even a few years could have a 
profound impact on the overall burden 
of disease in our society. Audiologists 
and auditory science researchers could 
make instrumental contributions to this 
global effort.

A global commission released an 
updated consensus report in July 2020 
on the state of the research for dementia 
care and prevention2. In this report, 
they identified 12 key risk factors for 
dementia and cognitive decline. These 
risk factors were selected as they are 
considered the strongest risk factors 
that are also potentially modifiable 
(i.e., possible to change), including: 
less education, hypertension, smoking, 
obesity, depression, physical inactivity, 

Hearing and Dementia: 
Our Years Ahead

Danielle S. Powell, Au.D.  
and Jennifer A. Deal, Ph.D.

diabetes, low social contact, and notably, 
hearing impairment.

If all 12 risk factors combined could be 
eliminated, it was estimated up to 40% 
of dementia cases could be prevented2. 
This degree of prevention would be 
astronomical in terms of reducing the 
overall burden of dementia care, care 
costs, and decreased quality of life 
for individuals and their families and 
caregivers. For hearing loss specifically, it 
was suggested that up to 8% of dementia 
cases globally could be prevented 
with the management of hearing loss, 
making hearing loss the single greatest 
contributor to dementia risk.

Why does hearing loss make up such a 
substantial proportion of preventable 
risk for dementia? The reason is two-
fold. Hearing loss is highly prevalent 
in older adults: nearly two-thirds of 
adults over the age of 70 have a hearing 
loss3. Additionally, the overall risk of 
dementia is high compared to other risk 
factors—it is estimated that those with 
untreated hearing loss are 90% more 
likely to be diagnosed with dementia 
compared to those with normal hearing2. 
Comparatively, hypertension, another 
highly prevalent condition in older 
adults, demonstrates a 60% higher risk 
for dementia diagnosis. While this 
estimate assumes that hearing loss causes 
dementia (something we do not yet 
know), the important role hearing loss 
and hearing rehabilitative therapies may 
play in dementia risk and prevention is 
substantial.

How might hearing loss cause dementia? 
While a direct causal link remains to 
be determined, research supports a 
few key theories for a mechanistic link 
behind the hearing loss and dementia 
association4,5. First, prolonged hearing 
loss appears to lead to structural 
and functional changes in the brain, 
particularly the temporal lobe. With 
hearing loss, a degraded auditory signal 
and reduced stimulation from the 
cochlea may lead to reorganization in 
the brain and, with prolonged auditory 
deprivation, ultimately, brain atrophy. 
Second, the effort and processing 
ability required to overcome a degraded 
auditory signal from age-related hearing 
loss may pull vital cognitive resources 
away from general cognitive processing 
in older adults who demonstrate decline 
in cognitive ability, thereby exacerbating 
symptoms and limiting reserve to cope 
with existing brain pathology (e.g., 
amyloidosis, neurodegeneration) that 
leads to dementia. 

Lastly, we know individuals with 
hearing loss frequently decrease their 
engagement in social activities or have an 
impaired social or emotional connection 
with others, which may lead to social 
isolation or feelings of loneliness—
known risk factors for dementia. 
Alternatively, it is also possible that a 
separate factor (i.e., genetics, vascular 
disease, neurodegeneration) may lead to 
both hearing loss and dementia, which 
would mean intervening on hearing loss 
would likely have no direct impact on 
dementia risk. At this time, we can’t rule 
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out this possibility, but given the strength 
of relationship between hearing loss and 
dementia, and the consistency of the 
findings from different studies, it seems 
unlikely that it would account for the 
entire association.

A key question that remains is—are 
these proposed mechanistic theories of 
what drives this association amenable to 
aural rehabilitation, thereby decreasing 
risk for dementia? Answering this 
question is complicated. A handful of 
studies have investigated this question 
and suggest that hearing aid use may 
in fact be protective against dementia. 
However, external influences may alter 
the estimated effect of hearing aids 
on dementia risk and mask the true 
underlying relationship. For example, 
those who choose to pursue hearing aids 
are often more educated, have a higher 
income, or have more social contacts or 
engagements than those who do not6. 
However, these characteristics are also 
protective against dementia, making 
the independent effect hearing aid use 
may have on cognitive performance 
challenging to isolate.

So where does that leave us in 
determining if hearing aid use 
ameliorates dementia risk? For this 
answer we look to a clinical trial of 
hearing aid use, of which large scale 
investigations are underway7. In a clinical 
trial, many of these external influences 
can be accounted for or minimized. 
What these trials hope to ascertain is 
whether the use of hearing aids alters the 
course of someone’s expected cognitive 
trajectory compared to an individual 
with similar pure tone average who does 
not use hearing aids? Hopefully these 
studies will give us an answer, but that 
answer is likely still 2-3 years away.

As a clinical provider, what does this 
mean for our patients and patient care 
now? Understanding that hearing loss 

Dementia, cont.

has a broader impact on quality of 
life for older adults beyond impaired 
communication is paramount for 
helping patients feel informed 
about their hearing loss and may 
encourage adherence to rehabilitation 
recommendations. Early identification 
of hearing loss and aural rehabilitation 
can also have long-term down-stream 
effects on quality of life and mental 
health. To this end, a growing body of 
epidemiologic evidence now supports 
what many audiologists have observed 
in clinic for decades. Hearing loss has 
a broad impact on many aspects of 
life8,9,10—increased social isolation, 
greater risk of depression, decreased 
physical activity or social engagement– 
each of which independently increases 
risk of dementia. 

While this evidence does not mean 
we counsel patients that hearing loss 
causes dementia—we can inform 
patients studies suggest it might, and 
management of hearing loss can have 
far reaching benefits. Regardless of the 
results of clinical trials, management 
of hearing loss through hearing aids, 
communication strategies, social and 
behavioral changes, or other forms of 
aural rehabilitation could indirectly 
reduce the risk of these other known risk 
factors of dementia, indirectly decreasing 
the burden of dementia. For those 
already living with dementia, studies 
suggest many still demonstrate positive 
outcomes with hearing aid use, including 
reduced dementia-related behaviors and 
decreased hearing handicap11.

The coming years will likely see 
formidable changes to hearing health 
care as research continues to advance 
and policy changes transform care 
models and access to care. Our approach 
as providers can have a lasting impact on 
our patients and their health trajectory 
as adults with hearing loss. Involving 
patients in continued dialogue about 

their communication needs, as well as 
overall health and disease prevention, 
can markedly improve our collective 
efforts to help our patients live longer 
and healthier lives. Understanding the 
effect of hearing loss on overall health 
and the role of aural rehabilitation in 
a comprehensive health strategy can 
improve our patient connection and 
their years ahead.

Dr. Danielle S. Powell is a Ph.D. 
candidate in Epidemiology at the Johns 
Hopkins Bloomberg School of Public 
Health and a doctoral fellow at the 
Cochlear Center for Hearing and Public 
Health. She received her Au.D. from the 
University of North Carolina in Chapel 
Hill in 2013 and practiced as a clinical 
audiologist in Washington D.C. until 
beginning the Ph.D. program in 2017. Her 
research interests include the association 
between hearing loss and late-life mental 
health in older adults, particularly 
late-life depression and dementia. She 
aims to return to the clinic as a clinician 
scientist, continuing these research efforts 
and engaging in intervention strategies to 
address the public health burden of late-
life mental health. 

Jennifer A. Deal is an epidemiologist 
and gerontologist with expertise in 
hearing loss and cognitive aging. She is 
an Assistant Professor of Epidemiology 
and Otolaryngology-Head & Neck 
Surgery at the Johns Hopkins University 
and Core Faculty and Associate Director 
for Academic Training with the Johns 
Hopkins Cochlear Center for Hearing 
and Public Health, a first-in-kind 
research center dedicated to training a 
generation of clinicians and researchers 
to understand and address the impact 
of hearing loss on older adults. Dr. 
Deal studies how hearing loss and 
vascular factors impact the aging brain 
to understand pathways involved and 
to inform development of public health 
prevention strategies.
                                        cont.
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Message from the Past President

Passing the Torch
Kristi Gravel, Au.D.

I am delighted to pass the torch to Dr. 
Ashley Hughes as the 2021 President 
of the MAA. Dr. Hughes was the 2019 
recipient of the MAA Honors of the 
Academy Award. She has been involved 
with multiple MAA committees 
(Communications and Publications, 
Continuing Education, Government 
Relations, and Finance) and joined the 
board of directors as an at-large member 
in 2018. Her experience in volunteering 
across the organization, in addition 
to her leadership roles in the Student 
Academy of Audiology and American 
Academy of Audiology, will ensure that 
all arms of our organization are working 
in sync toward MAA’s mission.  

The editorial board of the Star Tribune 
published a Thanksgiving Day message 
this year, “Remaining Mindful While 
Giving Thanks.”

It is an exercise in how to be grateful 
yet not complacent, and I find that this 
sentiment resonates with professional 
organization involvement.

Be thankful that we have an incoming 
board of audiologists in private practice, 
healthcare systems, university programs, 
and industry. Be mindful that we 
are always looking for enthusiastic 
audiologists to add to the ranks to ensure 
that we have diverse leadership.

Be thankful that we have active 
committee involvement from 
outstanding Fellow and student 
members. Be mindful that collaboration 
takes time and resources and we want to 
empower committees as best we can.

Be thankful that Minnesota has a state 
association with a sole mission of 
developing and supporting audiologists. 

Be mindful that a state association is only 
as strong as its membership base; every 
audiologist in Minnesota should have a 
voice in the organization because every 
audiologist in Minnesota benefits from 
the work of the MAA.

Be thankful for our sponsors, board of 
directors, committee chairs and volun-
teers, and members. Be mindful as you 
make decisions annually about which 
professional organizations most directly 
affect your ability to practice audiology 
and should have your membership.

Thank you for the opportunity to lead 
the MAA through 2020. Here’s to a 
happy, healthy, and mindful 2021.

http://www.cdc.gov/media/releases/2018/p0920-alzheimers-burden-double-2060.html
http://www.cdc.gov/media/releases/2018/p0920-alzheimers-burden-double-2060.html
http://www.cdc.gov/media/releases/2018/p0920-alzheimers-burden-double-2060.html
http://bit.ly/tribthanks2020

