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Right Product; Wrong Message
It’s time we all become committed to establishing a new social norm in hearing 
care—one that focuses on “maximal hearing and listening”

There are some 35 million people in 
the United States with hearing loss.1 
Amlani and Taylor2 reported market 

penetration has previously been thought to 
be 20% whereas MarkeTrak VIII3 assumed 
market penetration was closer to 25% (based 
on 8.2 million hearing aid users and some 33.4 
million people with hearing loss). Of note, 
Amlani and Taylor2 reported perhaps only half 
of those with demonstrable hearing loss actu-
ally have a compelling need for amplification 
(in conventional audiological terms, consider 
a patient with normal thresholds from 250 
to 6000 Hz and a 40 dB loss at 8000 Hz, or 
perhaps a patient with normal thresholds from 
250 to 8000 Hz, but a 40 dB notch at 750 Hz). 
Therefore, one might argue market penetra-
tion is as high as 50%. Nonetheless, that still 
leaves an enormous pool of patients (50%) 
with significant hearing loss without ampli-
fication! (Also see Barbra Timmer’s article 
about mild losses in this edition of HR.)

This article focuses on considerations relat-
ed to how to present amplification to hearing 
aid candidates, such that we facilitate effective 
and appropriate change to the social norm.

The Status Quo
The majority of people with signifi-

cant hearing loss and/or who have diffi-
culty understanding speech in quiet or noise 
appear to avoid hearing aid amplification. 
The traditionally accepted—and often quot-
ed—time lapse between a person noticing a 
reduction in hearing (and/or listening ability) 
and subsequently acquiring a professional 
consultation and/or acquiring hearing aids is 

seven long and frustrating years. Of course, 
some people seek amplification sooner and 
some delay longer. However, “seven years” 
appears to be the average “lag time” for those 
who acquire amplification. 

Once this person with hearing-impairment 
finally seeks professional consultation, the hear-
ing healthcare professional (HHP; note we’ll use 
“HHP” to refer to the practitioners, the indus-
try, and the associations) must often address 
and dispel the negative attitudes and impres-
sions brought into the consultation room. 

Indeed, widespread negativity associated 
with hearing aids is indicative of an underly-
ing social norm, which views hearing health-
care (at best) as generally irrelevant and (at 
worst) as a threat. 

As professionals, we often find ourselves 
simply accepting this state of affairs and, by 
default, responding in a manner that unin-
tentionally reinforces the social norm. For 
example, we (in general) assure society we 
can hide the technology, and in doing so we 
affirm that using hearing aids—and, by infer-
ence, having hearing loss—is something to be 
hidden, or ashamed of, or embarrassed by. 

Thus, the attitudes of society and the mes-
sages from the HHPs become locked into a 
vicious, negative, self-defeating circle.

The Goal
The goal of this article is to offer analysis 

and suggestions as to how we might break 
this self-perpetuating negative pattern by 
introducing a systematic framework designed 
to ultimately change the social norm. Central 
to accomplishing this goal is the identifica-
tion of key stages at which hearing healthcare 
has the opportunity to become relevant to the 
public, while assuring the information pro-
vided facilitates positive images and attitudes. 
The specific goal might best be described as 
“maximal hearing and listening.”

Attitudes
Research into attitudes such as “The 

Elaboration Likelihood Method”4,5 and the 
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“Heuristic Systemic Model”6 reveals people 
formulate their attitudes differently depend-
ing on how personally important or relevant 
a topic is. The less involved someone is, the 
more they rely on mental shortcuts (or heu-
ristics) in formulating their attitude. Heuristics 
might facilitate a “follow the crowd” or per-
haps “follow the experts” scenario. Indeed, 
they may consider (and ultimately base their 
opinion on) reasonably shallow questions such 
as “Does this make me feel good?” and perhaps 
“How attractive is the person telling me this?” 
However, as they become more involved, they 
likely become more willing to “do their home-
work,” dig deeper,  consider,  weigh pro-and-
con arguments, and examine the evidence. 

Therefore, to address the underlying social 
norm across the spectrum, the messages we 
(HHPs) present to society must facilitate pos-
itive and beneficial messages to those who do 
not believe hearing aids are currently relevant 
to them, and to those for whom hearing aids 
may already be relevant. Many of the people 
who currently consider hearing aids relevant 
have come through a process of change. So, 
one might argue, what we should focus on is 
“preparing the unready” for a time at which 
they become ready. That is, we must facilitate 
strategic and well thought through ideas and 
images that are truthful, positive, and “sticky” 
(ie, ideas that cling to you).

Further, the way in which the informa-
tion is presented is of enormous consequence. 
“Framing” and “Priming” are two examples 
of how the presentation itself impacts the 
received and processed message. Framing 
refers to the way a person’s perception of the 
same information can be altered simply by 
wording it differently, which in turn will affect 
their reaction and acceptance of it. For exam-
ple, suppose you had just watched a long and 
boring movie and then your colleague asked 
“How long was the movie?” you’re likely to 
overestimate the time spent! However, if you 
were enjoying a comedy special and then your 
colleague asked, “How short was the show?” 
you might underestimate the total time.7 

The way healthcare messages are framed 
has been shown to influence likelihood of peo-
ple accepting/adopting or rejecting a recom-
mended health behavior.8,9 People respond bet-

ter to messages framed in a way that empowers 
them to avoid a threat (eg, loss of health) and 
enables them to maintain how they want to 
see themselves (ie, maintenance of their cur-
rent status quo). Priming is the effect whereby 
a prior stimulus (eg, marketing material) will 
influence a person’s response to a later stimulus 
(eg, advice about amplification). 

Of note, priming can occur even when the 
first stimulus is outside their conscious aware-
ness. Expose someone to stereotypical ideas 
about the elderly, and it will often make them 
behave and feel older —even exacerbating 
memory problems.10-12 This begs the question, 
“What have we been priming all these years?”13 

Unfortunately, HHPs have traditionally 
followed a path in direct opposition to the 
principles and lessons of attitudes, framing, 
and priming. One might argue we have unin-
tentionally helped create the status quo (ie, 
“The Law of Unintended Consequences”).

The Four Questions
Alcock14 proposed four pivotal questions 

to understand the social norm as it relates 
to hearing healthcare. The response (of the 
patient, or of society) determines how likely 
they are to embrace hearing healthcare.

1)  When should I have my hearing checked?
2)  How can I tell if I have hearing loss?
3)  Who uses hearing aids and is that rel-

evant to me?
4) When should I use hearing aids?

To answer these questions, people depend 
on information they have access to at that 
moment in time. The obvious and prominent 
information exercises the greatest influence 
over thought processes and behaviors.15 If an 
answer is “common knowledge,” it has great 
impact.16 For example, When should I brush 
my teeth? [After meals or twice a day.] When 
should I get my vision examined? [When print 
is blurry and/or your “arms aren’t long enough” 
to read the fine print.] When should I have a 
physical? [Annually to maintain ideal health.] 

The list goes on and on... However—and 
of significant importance—there are no “com-
mon knowledge” answers to the four ques-
tions posed above.

The Four Questions Answered Via 
the Current Social Norm

Indeed, we suspect if someone were to run 
a poll consisting of the four questions, the 
answers would approximate something like 
the following:

Q1. When should I have my hearing 
checked?

n  When it’s hard to hear.
n  When I need hearing aids. 
n  When I cannot understand anything.
n  When I cannot hear spoken words.
n  When I have to turn the television up 

really loud.

Q2. How can I tell if I have hearing loss?
n  When I can no longer hear.
n  When I cannot hear something I can 

hear now.

Q3. Who currently uses hearing aids and 
is that relevant to me?  

n  Old people, disabled people, deaf people 
(and it’s not relevant because I do not 
see myself as old, deaf, or disabled).

Q4. When should I use hearing aids?
n  When I get older.
n  In a few years.
n  When I cannot get by without them.
 
Specifically, the current social norm does 

not offer useful (or correct) common knowl-
edge or information—and this lack of clear 
guidance (to society) results in ambiguity and 
ambivalence; it becomes easier for a person 
to do nothing. Compounding this confusion 
is the reality that we only perceive sounds 
within our “hearing range.” That is, we can-
not subjectively verify what we cannot hear. 
For many people, sounds that cannot be 
perceived simply cease to exist. 

Shifting Our Focus: Changing the 
Social Norm

Traditionally, HHPs have invited people 
to discover they have a “condition” or a hear-
ing impairment, while detailing how bad 
their condition is (ie, how flawed the person 
is) while pointing out the negatives (ie, “these 

Hearing healthcare has a truly remarkable and transformative product that already has many millions of satisfied 

users. What it suffers from is an image problem. It’s time for us to change that. 
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are the sounds you can’t hear…”). HHPs 
subsequently offer a solution (hearing aids) 
that is often unexpectedly expensive and 
may come loaded with negative associations 
attached to it. 

Kahneman et al17 demonstrated people are 
averse to the perception of loss. Others9,18-20 
have shown that the threat of “having a con-
dition” (ie, a perceived loss of health) explains 
why people avoid discovering they have a 
condition, especially if they feel powerless to 
minimize or prevent that loss. 

Unfortunately, our traditional message/
invitation is inherently negative and aversive 
(ie, having a hearing test or using hearing 
aids doesn’t minimize or prevent a hearing 
loss; it confirms it), and we cannot expect 
to change the social norm without changing 
the message/invitation. As Albert Einstein 
noted, “Insanity is doing the same thing over 
and over and expecting a different result.”  
Therefore, it may be reasonable that only 1 
in 4 people with hearing loss seeks help, or 
that half the people who seek help choose to 
do nothing!

The Eight Principles for 
Approaching the New Social Norm

To initiate a change in the social norm, we 
must change the discussion from tests, loss, 
disability, and hearing aids, to prevention (of 
hearing loss and/or mishearing), evaluation/
assessment, maintaining and/or improving 
the ability to listen and communicate maxi-
mally, and hearing technology. The hear-
ing assessment is used to assure the patient 
can maximally perceive speech sounds and 
assures the patient can communicate maxi-
mally in work, social, and recreational situ-
ations. When we frame the discussion in 
terms of a loss that society can avoid, such 
as mishearing, we empower people to reduce 
that risk and maintain their status quo.

Principle 1: Focus on maximal hearing 
and listening. HHPs need to move away 
from pure-tones as the “gold standard” mea-
sure of hearing. Pure-tones are correctly used 
for diagnostic purposes, but do not measure 
listening ability or correlate at all with dif-
ficulties listening in noise. We should imple-
ment functional tests that directly record 
and quantify the hearing and listening ability 
that patients perceive, and that directly relate 
to their real world experience, of which the 
primary tool is the speech in noise (SIN) test. 
We also should be able to demonstrate to the 

patient the functional improvement through 
our intervention.21,22

Principle 2: Empower people through 
hearing technology. People want to improve 
or maintain their situation. Traditionally, 
hearing aid amplification is viewed as a nega-
tive and announces “I am flawed” because it 
is seen as confirmation of having a condition, 
rather than evidence of maintaining “maxi-
mal hearing and listening.” To be acceptable, 
hearing technology must allow people to 
maintain or increase their self-image, not 
decrease/deflate the same.23 People approach 
things that empower them and they avoid 
things that weaken them.24 

Principle 3: Our marketing, conversa-
tions, and explanations must “mirror the 
perception of the patient.” When we con-
sider hearing from the perspective of the 
patient with moderate or moderately severe 
hearing loss, we must realize they do perceive 
sound. As best they know, they already hear 
“everything,”25 but the desired sound source 
is not clear. 

To them, that’s the problem: it’s an exter-
nal one rather than internal. In a nutshell, it’s 
not denial or stubbornness—it’s their obser-
vation—that the sounds they want to hear are 
not clear! We advise making the discussion 
about what the patient would like to hear 
more of, not about what they cannot hear.

Principle 4: Situations, not shortcom-
ings. Address the situation in which it is 
difficult to hear clearly, rather than requiring 
someone to see themselves as a person with 
a condition or who is impaired. The focus 
should be about empowering people to solve 
external problems rather than “spoiling their 
(internal) self-identity.”26

Principle 5: Ascribe positive images and 
attributes to hearing technology and its 
users. Dentists show smiling people with 
beautiful white teeth, not yellow crooked 
ones. People respond to such imagery because 
it models them as they want to be seen, enjoy-
ing the desired outcome. Likewise, our own 
marketing—from manufacturers and HHPs 
alike—needs to “create positive associations” 
in the real world by linking our own products 
to desired outcomes. 

Principle 6: Use branding to stimulate 
desire for hearing technology. Brands are a 
powerful force in shaping consumer behav-
ior. A good brand will extend the individual 
through its symbolism and associations.23,27-29

Principle 7: Normalize hearing health-

care. If hearing healthcare remains the arena 
of those suspected of having a condition, then 
those who do not see themselves as having 
that condition will avoid it. If the act of hav-
ing your hearing checked implies you have a 
socially unacceptable problem, then we a pri-
ori stigmatize anyone who has their hearing 
tested. The role of hearing healthcare must 
therefore be expanded to the maintenance of 
“maximal hearing and listening” throughout 
life, and presented as normal and routine as 
getting a dental exam, a vision exam, and a 
physical.

Principle 8: Hearing healthcare must 
present a unified message to society. If 
the manufacturers, the professionals, and the 
state and national associations consistently 
repeat the same messages over and over, they 
supply “evidence” to the consumer to validate 
the same, and the message becomes “com-
mon knowledge.”30 That is, if all the “experts” 
say it, it must be right31 and the message 
becomes perceived as the social norm, which 
in turn influences individuals to act in accor-
dance with that social norm.32

So then, with the above eight principles in 
mind, let’s address the same four questions—
now reframed appropriately—as they would 
ideally be answered using the desired social 
norm so we can be clear on the direction we 
need to move society.

The Four Questions Answered by 
the Desired Social Norm and with 
the Eight Principles

So here are the answers to the four ques-
tions using the eight principles:

Q1. When should I have my hearing 
checked?

Hearing should be checked routinely 
throughout your lifespan, just like eyes and 
teeth, to maintain “maximal hearing and 
listening” and to avoid the consequences of 
mishearing in business, social, and recre-
ational settings. 

Q2. How can I tell if my hearing has 
changed?

Most of the time you can’t tell! Changes 
in hearing generally occur gradually—one 
hardly notices a change unless it’s a sudden 
onset. Indeed, if you are mishearing, it is 
more likely to be noticed by your family and 
friends before you’re aware of it.
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Q3. Who currently uses hearing technol-
ogy and is that relevant to me?

Frankly, it’s often impossible to tell who is 
wearing hearing aids because 21st century styles 
and technologies often render hearing technol-
ogy virtually undetectable to others. In fact, 
many celebrities and performers use custom-
ized hearing systems to hear and listen maxi-
mally while performing as they cannot afford to 
miss a sound cue, direction, or discussion. 

Q4. When should I use hearing technol-
ogy?

Whenever the situation and/or the limi-
tations of your hearing range compromise 
“maximal hearing and listening,” or increase 
your risk of mishearing. 

Discussion, Sticky Hints, and 
Statistics

Sticky messages. Having established the 
desired responses, the hearing healthcare 
community must work together so our mes-
sages become “common knowledge.” The 
messages must be relevant, remembered, and 
repeatable. The best messages, quotes, and 
concepts are not (necessarily) yet defined. 
Nonetheless, here are some examples that 
may prove useful as a starting point:

1)  Eyes checked. Teeth checked. Hearing 
checked.

2) Be wise, check hearing like eyes!
3)  If you ask to repeat, check your hear-

ing’s complete. 
4)  Others will tell if I’m not hearing well.
5) Better to know before problems show.
6) Hear to stay, not fade away.

Social Proof. Ultimately, social norms are 
about the perception of most people in soci-
ety. If people assume hearing healthcare is for 
the minority, those people who are uncertain 
(about the relevance of hearing healthcare) 
will follow the majority and do nothing. 
Cialdini32 refers to this as “social proof.” 

Therefore, it’s generally not wise to tell the 
public “10% of the people in the USA have 
hearing loss” and “only 1 in 4 seek help for 
their hearing difficulty.” Clearly, the other 
side of that coin, and the message the public 
is getting, is 90% of all people don’t have 
hearing loss, and even if they do, 75% don’t 
seek help for their hearing difficulty (so you 
probably don’t need to either!).

Maximal hearing and listening. When 

we focus on “maximal hearing and listening,” 
the message is relevant to the majority and 
about maintaining (or improving) your place 
among that majority. When we combine 
this with consistent messages and marketing 
to increase people’s awareness that hearing 
healthcare is commonplace, we create a self-
fulfilling prophecy. 

Hearing healthcare has a truly remark-
able and transformative product that already 
has many millions of satisfied users. What it 
suffers from is an image problem. It’s time 
for us to change that. The principles offered 
in this article are the first step in accomplish-
ing this. ◗
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