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time. In addition, the resident who lives next door to her
has been complaining about the volume of B.B.’s televi-
sion. If she turns the television down, however, she has
trouble following the programs and TV is a primary
source of entertainment for her.  

B.B.’s communication challenges involve not only
overcoming the audibility issues associated with her pe-
ripheral impairment but also overcoming issues associ-
ated with aging sensory and motor systems. As a mini-
mum, these include: 

•  Peripheral hearing impairment
•  Higher level auditory processing
•  Working memory
•  Cognitive resource allocation
•  Visual impairment
•  Cognitive decline
•  Motor decline
•  Divided attention
•  Speech understanding in multiple talker environments

The clinician’s challenge is to develop a treatment
plan for B.B. that considers these limitations and to select
appropriate tools to measure the effectiveness of that
treatment – the outcome measures. How should a clinician
determine the appropriate outcome measures for B.B.?

A Suggested Approach

An effective approach to the selection of an appropri-
ate outcome measure(s) involves three steps:
•  Determine specific treatment goal(s)
•  Determine which outcome domain(s) are most ap-

propriately matched to the goal(s)
•  Determine which specific measure(s) are most ap-

propriate for addressing the domains of interest
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Introduction

The measurement of treatment outcomes is a recom-
mended clinical practice guideline (American Academy of
Audiology 2006) and has become an expected component
of audiologic intervention. Given the large number of
available outcome measures, however, there is little agree-
ment as to which are the most appropriate for a given pa-
tient. This may be a particular problem when assessing
treatment effectiveness in the older patient. Limitations
imposed by age-related physical, cognitive, emotional,
memory, higher order auditory processing, and visual
conditions may dictate an approach that differs from that
more routinely employed in a younger population. This pa-
per will present a suggested approach to selecting the
most appropriate outcome measures for elderly patients
that take into account the challenges imposed by aging.

A Case Study

B.B. is an 88 year old female who resides in an As-
sisted Living Facility (ALF). Her health is generally
good and she is reasonably independent within the ALF
setting. She admits to failing eyesight and she reports
that she remembers events that occurred many years
ago with great clarity but has trouble remembering what
she ate for lunch an hour ago. She is particularly frus-
trated that her hearing is failing and she reports trouble
carrying on a conversation with her table mates at meal-
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Determine the Specific Treatment
Goal(s)

The identification of treatment goals is the most
critical part of the treatment planning process. The
goals drive all aspects of the plan including amplification
technology, post-fitting care, and the assessment of out-
come. Determining specific treatment goals involve the
use of “income measures”, i.e. the careful and specific
assessment of patient needs. Several such measures are
available including the Hearing Aid Selection Profile
(HASP; Jacobson, Newman, Fabry & Sandridge 2001).
The HASP is a 40-item questionnaire that measures the
extent to which individuals agree (from strongly agree
to strongly disagree) with statements regarding their
motivation, expectation, cost concerns, appearance,
communication importance, and comfort with technol-
ogy. Another standardized measure that assesses pa-
tient expectation is the Expected Consequence of Hear-
ing Aid Ownership (ECHO; Cox and Alexander 2000).
The 15-item ECHO assesses expectations across 5 do-
mains (Positive Effect, Service and Cost, Negative Fea-
tures, and Personal Image) providing scores in each of
these domains as well as a global expectation score.
Normative data for the ECHO can be found at:
http://www.memphis.edu/ausp/harl/downloads/EC
HOplot.pdf.

While standardized income measures of patient ex-
pectations such as the HASP and ECHO may be effective
in a younger population, these questionnaires may pres-
ent challenges for B.B. due to its structure (e.g. format,
length, response choices). An alternative to standardized
questionnaires is the Client Oriented Scale of Improve-
ment (COSI; Dillon, James and Ginis 1997). Rather than
consisting of pre-set questions, the COSI is an open-
ended instrument on which the patient’s goals, listed in
priority order, are listed. In order for the COSI to be an ef-
fective income (and subsequently, outcome) measure the
patient must articulate, very specifically, what their com-
munication needs are and in what order of priority. It is
not enough for the patient to want to “hear better in noise”
but should preferably identify the type of noise (e.g. mul-
tiple talkers), the situation (e.g. dining room), and the
speaker (e.g. table mates).  An example of a COSI goal for
B.B. might be, “I want to be able to follow the conversa-
tion of my table mates at meal time.” The patient’s needs
can almost always be categorized into one of the 16 COSI
categories such as (using the above table mate example)
“Conversations with 1 or 2 in noise”.

Determine Which Outcome Domain(s) Are
Most Appropriately Matched to the Goal(s)

Figure 1. Schematic representation of the interactions among the
components of the World Health Organization’s International Classifi-
cation of Functioning, Disability, and Health.

As illustrated in Figure 1, the World Health Organi-
zation’s (WHO) International Classification of Function-
ing, Disability, and Health (ICF) (World Health Organi-
zation, 2001) provides a useful model by which to iden-
tify the outcome domains that may be best suited to the
goals identified by our patient. For example, B.B.’s hear-
ing loss is a consequence of an impaired “body function
or structure”. Her impairment negatively impacts on the
“activity” of understanding speech which restricts her
ability to “participate” in mealtime conversation.  The ex-
tent to which B.B.s impairment impacts limits her activ-
ities and restricts her participation is heavily influenced
by environmental (e.g. availability of assistive technol-
ogy, support personnel, and acoustic properties of the
dining room) and personal (e.g. age, motivation, general
health, and income). Given B.B.s complaints and goals,
it would appear that assessing treatment outcomes in
each of these domains (body function, activity, and par-
ticipation) will be necessary.

Determine Which Specific Measure(s)
Are Most Appropriate for Addressing 
the Domains of Interest.

The selection of an appropriate measure is, in large
part, determined by the domain of interest. Figure 2 il-
lustrates a suggested taxonomy for classifying the many
outcome measures available as a function of the ICF do-
mains.  In addition to the impairment, activities, and par-
ticipation domains, we’ve added a health-related quality
of life (HRQoL) domain which is becoming increasingly



and in the participation domain as measuring what our
patient does do. In B.B.’s case, her hearing impairment is
affecting her ability to understand speech in noisy envi-
ronments (activity limitation or what she can do) which
further impacts on her ability to engage in conversation
during meal time (participation restrictions or what she
does do).  There are many available measures of speech
understanding ranging from phoneme level identifica-
tion to sentence level intelligibility tests but the degree
to which speech intelligibility improves as measured in
the clinic does not often correlate to the degree of bene-
fit as perceived by the patient. On the other hand, subjec-
tive or “patient-centered” measures can assess the de-
gree to which the patient perceives that benefit has been
achieved across multiple environments and situations.
Following are a few examples of the more commonly
used patient-centered outcome measures. 

The Abbreviated Profile of Hearing Aid Benefit 

(APHAB; Cox & Alexander, 1995) is a 24-item ques-
tionnaire with each situational-specific item categorized
into one of  4 subscales: Ease of Communication (e.g.
“When I am in a small office interview or answering
questions, I have difficulty following the conversation”);
Reverberation (e.g. “When I am talking with someone
across a large empty room I understand the words”);
Background Noise (e.g. “When I am in a crowded gro-
cery store talking with the cashier I can follow the con-
versation”); and Aversiveness (“Traffic noises are too
loud”). The APHAB has published norms for elderly
users of linear hearing aids (1995 norms) and more re-
cently published norms for users of wide dynamic range
compression  instruments (2005 norms). Both sets of
norms can be found on the Hearing Aid Research Labo-
ratory website (http://www.memphis.edu/ausp/harl).
In terms of its applicability for elderly patients, the
APHAB may present problems. Each of the 24 questions
requires a response along a 7-point scale from “never” to
“always” and is administered twice – as a baseline meas-
ure and at some interval following the hearing aid fitting.
Some of the described situations may not be applicable
for an elderly patient which can result in an incomplete
questionnaire. The reading level exceeds what would be
expected of a high school graduate.

The  Hearing Handicap Inventory for the Elderly

(HHIE; Ventry & Weinstein, 1982) is a 25-item ques-
tionnaire subdivided into 13 “emotional” domain ques-
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prevalent in the health care literature as an important
measure of treatment outcome.

Impairment domain

The primary consequence of damage to the sensory
structures of the hearing system is diminished audibil-
ity. The goal of audiologic intervention in the impair-
ment domain is to improve audibility of speech; there-
fore the preferred outcome measures will successfully
assess the degree to which the intervention has im-
proved audibility. The current standard of practice is to
use probe microphone measures to ensure that the per-
formance of the hearing aid (or other device) meets

Figure 2. A simplified schematic representation of an outcome 
measurement taxonomy
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some set of characteristics prescribed for the patient
(American Academy of Audiology 2006). That pre-
scribed response is often based on the Speech Intelligi-
bility Index (SII; ANSI, 1997) which is a measure of the
amount of speech information available to the listener.
Probe microphone measures are relatively quick, re-
quire little cooperation from an adult, and are easily tol-
erated which make them appropriate for an elderly pa-
tient. While improved audibility does not necessarily
guarantee improved communication performance (par-
ticularly in the elderly) there is evidence that improved
audibility is associated with improved self-perceived
benefit (Gatehouse, 2000). 

Activity/Participation Domain

It might be useful to think of outcome measures in
the activity domain as measuring what our patient can do,
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tions (e.g. “Does a hearing problem cause you to feel
embarrassed.”) and 12 “social” domain questions (e.g.
“Does a hearing problem cause you difficulty when lis-
tening to radio or TV?”). As the name of the question-
naire indicates, the scale is specifically designed for the
elderly patient. The response task is relatively easy to
complete. The patient answers “yes” (4 points), “some-
times” (2 points) and “no” (0 points) to the 25 questions.
As with the APHAB, the questionnaire is administered
twice and reduction in the scores represent benefit as
perceived by the patient.   

The Speech, Spatial and Qualities of Hearing Scale

(SSQ; Gatehouse & Noble, 2004) is a relatively re-
cent questionnaire and was designed to evaluate the con-
sequences of hearing impairment across three hearing
domains: Speech (e.g. “You are in a group of about 5 peo-
ple in a busy restaurant. You can see everyone in the
group. Can you follow the conversation?”); Spatial (e.g.
“Do you have the impression of sounds being exactly
where you expect them to be?”); and Qualities (e.g. “Do
other people’s voices sound clear and natural?”). There
are a total of 43 questions each requiring a response
along a 10-point Likert scale. The anchors differ depend-
ing upon the specific question. While the SSQ evaluates
activity limitation and participation restrictions in do-
mains not addressed by other hearing-specific question-
naires (i.e., spatial and quality attributes) the length of
the questionnaire and the response task may present sig-
nificant challenges to our elderly patients. 

As noted earlier, the COSI is an effective “income
measure” for establishing treatment goals. It is an
equally effective patient-constructed outcome measure.
Unlike the questionnaires described above, the Client
Oriented Scale of Improvement does not consist of any
particular questions or described situations; rather the
patient, with the clinician acting as facilitator, identifies
up to 5 situations that is perceived to be most impacted
by the hearing impairment (the patient can also identify
emotional consequences such as frustration and embar-
rassment). Upon completion of treatment, the patient
reports the degree to which the problems are resolved
(the change score) on a 5-point scale from “worse” to
“much better”. In addition, the patient reports the extent
to which the problem still occurs (final ability) on an-
other 5-point scale from “hardly ever” to “almost al-
ways”. Depending upon the identified situation, the
COSI items can relate directly to the ICF domains of ac-
tivity and/or participation. In terms of its applicability

and ease of use among the elderly, the COSI is ecologi-
cally valid as the hearing-related problems to be as-
sessed are self-identified and the response task for the
patient involves simply verbalizing the extent to which
those problems have been resolved.

Health-Related Quality of Life (HRQoL) Domain:

While HRQoL is not identified as a specific domain
within the ICF construct, it is nonetheless an important
consideration when evaluating the effects of hearing im-
pairment and the outcome of intervention. Measures of
HRQoL are increasingly being utilized in medical out-
comes research and as part of health care policy deci-
sion-making. HRQoL is a multi-factorial concept that
represents the sum of the impact of a disease, injury,
treatment or policy on an individual’s functional states
(physical, social role and psychological), self perception
(related to an individual’s values and preferences), and
societal and familial opportunities (National Institutes of
Health 1993). A significant hearing impairment results
in activity and participation consequences which in turn
can result in isolation, withdrawal, depression, and a
marked reduction in HRQoL. The effects of hearing loss
on HRQoL may even more pronounced in the elderly
who are struggling with other health problems, dis-
placement form  home and family, loss of employment,
and death of friends and life partners. There is a consid-
erable literature devoted to the assessment of HRQoL
and the classification of HRQoL measuring instruments
which is beyond the scope of this paper. The interested
reader is referred to Abrams, Chisolm, and McArdle
(2005) and Abrams and Chisolm (2008) for a more thor-
ough review of HRQoL as it relates to audiologic inter-
vention. 

HRQoL measures can be categorized into patient pref-
erence or health status measures. Patient preference
measures (also known as utilities) are derived from eco-
nomic theory and are more commonly used for research
purposes than to assess individual treatment outcomes.
Health status measures are sub-classified into disease-
specific or generic measures. Disease-specific HRQoL
measures (e.g. the HHIE) tend to be sensitive to the ef-
fects of audiologic intervention but their results cannot be
compared across other diseases or interventions. Generic
HRQoL measures such as the Medical Outcome Survey
Short Form-36 (MOS SF-36; Ware & Sherbourne, 1996)
has been used to compare across diseases and interven-
tions, but is relatively insensitive to audiologic interven-
tion as none of its questions specifically pertain to hearing
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impairment.  One generic HRQoL measure, the World
Health Organization’s Disability Assessment Schedule II
(WHO-DAS II; World Health Organization, 1999) has
been shown to be sensitive to audiologic intervention and
it is briefly described here.

The WHO-DAS II

Is a 36-item instrument (with shorter versions avail-
able) that assesses an individual’s self perception of
their functional status in six domains. The first three do-
mains (understanding and communication, getting
around, and self care) map on the ICF activity domain
and the remaining three (getting along with others,
household and work activities, and participation in soci-
ety) map on the ICF participation domain.  The WHO-
DAS II provides a total score as well as individual profile
scores across the six domains.  In a large multisite study
(McArdle, Chisolm, Abrams, Wilson & Doyle, 2005) the
WHO-DAS II was found to be sensitive to the effects of
hearing aid intervention (i.e., improved HRQoL). The
total WHO-DAS II score indicated sustained improve-
ment over a 6-month period but returned to baseline val-
ues by 1 year. The understanding and communicating
subscale score, however, revealed sustained improve-
ment over the entire 1-year period. In terms of HRQoL
measures for an elderly population, generic profiles are
useful research tools for this group but they have lim-
ited application for assessing outcomes on an individual
basis. The length and structure of most HRQoL instru-
ments will likely present challenges for elderly patients. 

Device Usage

While not a specific outcome “domain”, device us-
age can be considered an indirect measure of benefit.
Unlike the patient-centered benefit measures discussed
above, there are no specific scales or questionnaires de-
veloped for device usage or hearing aid wear time (other
than a simple question regarding hours of hearing aid
use). Instead of (or in addition to) questioning a patient
concerning hours of use, the clinician might want to de-
termine the proportion of time the hearing aids are
worn in those situations where they are felt to be
needed. In some cases, wearing hearing aids for only a
few hours a day (e.g. at mealtime) may be perceived as
very beneficial if the problems associated with that situ-
ation are resolved.  While we may not know how much
benefit an individual experiences based simply on num-
ber of hours of use, there is little doubt that if hearing

aids are not worn there cannot be any benefit. Clinicians
will often comment that patients are not necessarily
good recorders of hearing aid wear time often overesti-
mating the amount of time the instruments are worn.
This problem has been largely resolved through the use
of a data logging feature found on most current hearing
instrument software programs (assuming, of course,
the hearing instruments are not left in the “on” position
but “off” the ear). Data logging provides information on
average daily use as well as the number of hours the
hearing aids are used in each program. 

Satisfaction

Unlike the outcome domains described above, the
concept of satisfaction involves several factors that may
be peripheral to the treatment itself to include expecta-
tions, cosmetics, comfort, ease of use, perceived compe-
tence of staff, and perceived value (Chisolm & Abrams,
2008) and may serve to be a valuable addition to other
measures of outcome discussed earlier in this paper. 

The Satisfaction of Amplification in Daily Life

(SADL; Cox & Alexander, 1999) is a 15-item ques-
tionnaire with each question classified into one of 4 sub-
scales – Positive Effect (e.g. “Do your hearing aid(s) re-
duce the number of times you have to ask people to re-
peat?”); Service and Cost (e.g. “How competent was the
person who provided you with your hearing aid(s)?”);
Negative Features (e.g. “Are you bothered by an inabil-
ity to turn your hearing aid(s) up loud enough without
getting feedback (whistling)?”); and Personal Image
(e.g. “Do you think wearing your hearing aid(s) makes
you seem less capable?”). Norms are available for each
subscale as well as for a global score. At 15 questions,
the SADL should be relatively easy for B.B. to complete
and will provide the clinician with useful information
concerning her perception of benefit and any remaining
concerns.

Global Outcomes Measures

There are several audiology outcome measures that
assess outcomes across several different domains in-
cluding activity, participation, use, HRQoL and satisfac-
tion. The use of global measures may be a particularly
attractive alternative when assessing benefit in an eld-
erly patient as much information can be obtained with
relatively few questions.
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The Glasgow Hearing Aid Benefit Profile

(GHABP; Gatehouse, 1999) combines the features
of a standardized questionnaire containing established
common situations (e.g. “TV at normal volume”) with
those of an open-ended instrument (e.g. the COSI)
where the patient can identify up to 4 situations not oth-
erwise listed. For each situation, the patient is asked
how worried, annoyed, or upset they are in this situation
(HRQoL), the proportion of time the hearing aid is worn
(usage), how much the hearing aid helps (perceived
overall benefit), how much difficulty remains with the
hearing aid (residual activity limitation/participation re-
striction), and how satisfied they are with the hearing aid
(satisfaction).

The International Outcomes Inventory – 
Hearing Aids

(IOI-HA; Cox & Alexander, 2002) is an 8-item, 5-re-
sponse choice questionnaire targeting  the domains of
usage; benefit in terms of improvement in hearing re-
lated activities; residual activity limitations; satisfaction;
residual participation restrictions; impact on others; and
quality of life. While the IOI-HA was originally designed
as a research tool, the instrument has become attractive
to clinicians as well due to its ease of use and inclusive-
ness of several outcome domains (Cox, Alexander and

Beyer 2003). Cox and colleagues have developed 
normative data for the IOI-HA available at
http://www.ausp.memphis.edu/harl/ioiha.html.

Summary and Conclusions:

The availability of a wide variety of outcome meas-
ures can present a challenge for practicing clinicians in
terms of selecting the most appropriate tool for their pa-
tient. Table 1 provides a comparison of the measures re-
viewed in this article as a function of the of the various
outcome domains that have been discussed, i.e., impair-
ment, activity and participation, HRQoL, device usage,
and satisfaction. A large “X” suggests that the outcome
measure effectively targets the domain identified in the
column; a small “x” indicates that the domain is only 
partially targeted. The last column, “Ease of Use”, at-
tempts to illustrate how easy each questionnaire is to
complete for a patient similar to one described in our
case study.    

From a practical perspective, the busy clinician may
want to consider the following protocol for use with pa-
tients such as B.B.:

•  Administer an “income” measure (e.g. COSI) to iden-
tify the patient’s most important needs from their own
perspective

•  Use the COSI to articulate specific and measurable
treatment goals based on the income measures

•  If fitting hearing aids as part of the treatment plan, 
verify audibility through probe microphone measures

•  Measure 30-day post-treatment outcome using COSI
•  Reassess outcomes in multiple domains in 6+ months

using the IOI-HA

Given the unique challenges of managing the eld-
erly patient, selecting the appropriate income and out-
come measures are critical for identifying patient needs,
measuring benefit and ultimately maximizing success.
Looking to the future, research is beginning to emerge
suggesting that certain hearing aid features may free up
cognitive resources and improve non-auditory perform-
ance (Sarampalis, Kalluri, Edwards & Hafter, 2009).
While clinicians already have a considerable array of
outcome measures from which to choose, consideration
may soon be given to assessing the benefits of hearing
aids and post-fitting AR on such non-auditory behaviors
as visual memory and reaction time in addition to im-
provements in communication performance. Table 1. A comparison of the outcome measures as a function of how

well they address the outcome.

��������	
 ��
��
�

����
�����
��	

����� �����

�����

��
�����
��	 ������� ���

Probe Tube �� �

APHAB � � �

HHIE � � � �

SSQ �

COSI � �� �� �

WHO-DAS � ��

SADL � � � ��

GHABP � � � � ��

IOI-HA � � � � �



Acknowledgments

This material is based upon work supported in part
by the Department of Veterans Affairs, Veterans Health
Administration, Office of Research and Development,
Rehabilitation Research and Development Service.

The contents of this article do not represent the
views of the Department of Veterans Affairs or the
United States Government. 

References

Abrams, H., Chisolm, T.H., McArdle, R., and Wilson, 
R. 2005. Health-related quality of life and hearing
aids: a tutorial. Trends in Amplification, 9: 99–109. 

Abrams, H., and Chisolm, T. 2008. Measuring health-
related quality of life in audiologic rehabilitation. 
In J. Spitzer & J. Montano (Eds.) Adult Audiologic 
Rehabilitation. San Diego: Plural.

American Academy of Audiology. 2006. Guidelines for
the audiological management of adult hearing 
impairment, Audiology Today, 18: 5.

ANSI S3.5. 1997; R2002.  Methods for the calculation of
the Speech Intelligibility Index.  New York: Ameri-
can National Standards Institute.

Chisolm, T.H., and Abrams, H. 2008. Outcome measu-
res and evidence-based practice. (2nd ed). In H. 
Hosford-Dunn, R. Roesser, M. Valente (Eds.) 
Audiology: Practice Management. New York:
Thieme.

Cox, R.M., and Alexander, G.C. 1995. The Abbreviated Pro-
file of Hearing Aid Benefit. Ear & Hearing 16: 176–186.

Cox, R.M., and Alexander, G.C. 1999. Measuring satis-
faction with amplification in daily life: The SADL
scale. Ear and Hearing 20: 306–320. 

Cox, R.M, and Alexander, G.C. 2000. Expectations about
hearing aids and their relationship to fitting out-
come. Journal of American Academy of Audiology,
11: 368–382.

Cox, R.M., and Alexander, G.C. 2002. The International
Outcome Inventory for Hearing Aids (IOI-HA): 
psychometric properties of the English Version. 
International Journal of Audiology 41: 30–35.

Cox, R.M., Alexander, G.C., and Beyer, C.M. 2003.
Norms for the International Outcome Inventory for
Hearing Aids. Journal of the American Academy of
Audiology 14: 403–413.

Dillon, H., James, A., and Ginis, J. 1997. Client Oriented
Scale of Improvement (COSI) and its relationship to
several other measures of benefit and satisfaction

provided by hearing aids. Journal of the American
Academy of Audiology 8: 27–43.

Gatehouse, S. 1999. Glasgow Hearing Benefit Profile:
Derivation and validation of a client-centered 
outcome measure for hearing aid services. Journal
of American Academy of Audiology, 10: 80–103.

Gatehouse, S. 2000. The Glasgow Hearing Aid Benefit
Profile: What it measures and how to use it. The
Hearing Journal 53: 10–18.

Gatehouse, S., and Noble, W.  2004. The Speech, Spatial
and Qualities of Hearing Scale (SSQ). International
Journal of Audiology 43: 85–99.

Jacobson, G.P., Newman, C.W., Fabry, D.A., and 
Sandridge S.A. 2001. Development of the Three-
Clinic Hearing Aid Selection Profile (HASP). Journal
of the American Academy of Audiology, 12(3): 128–41.

McArdle, R., Chisolm, T.H., Abrams, H., Wilson, R., 
and Doyle, P. 2005. The WHO-DAS II: Measuring
outcomes of hearing aid intervention for adults.
Trends in Amplification, 9: 127–143.

National Institutes of Health. 1993. Quality of life assess-
ment: Practice, problems, and promise. Proceedings
of a Workshop, October, 1990 National Institutes of
Health, Bethesda, MD.

Sarampalis, A., Kalluri, S., Edwards, B., and Hafter, E. 2009.
Objective measures of listening effort: effects of back-
ground noise and noise reduction. Journal of Speech,
Language, and Hearing Research, 52: 1230–1240.

Ventry, I., and Weinstein, B. 1982. The Hearing Handicap
Inventory for the Elderly: a new tool. Ear & Hearing
3: 128–133.

Ware, J.E., and Sherbourne, C.D. 1992. The MOS 36-
item Short-Form Health Survey (SF-36): I. Concep-
tual framework and item selection. Medical Care 30:
473–483.

World Health Organization. 1999. The World Health Or-
ganization Health Disability Assessment Schedule
II Field Trial Instrument. World Health Organiza-
tion, Geneva, Switzerland. 

World Health Organization. 2000.  International Classi-
fication of Functioning, Disability and Health. World
Health Organization, Geneva, Switzerland.

Outcomes Measurement in the Audiologic Rehabilitation of the Elderly 285





<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 15%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Europe ISO Coated FOGRA27)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Preserve
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 2400
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /DAN <>
    /ENU (Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding.)
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /NLD <>
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        8.503940
        8.503940
        8.503940
        8.503940
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName <FEFF005B0048006F006800650020004100750066006C00F600730075006E0067005D>
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 14.173230
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [2834.646 2834.646]
>> setpagedevice


