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ABSTRACT

Objective: To scrutinise the efficacy of person-centered care (PCC) in enhancing outcomes for adults nav-
igating hearing loss through a comprehensive examination of literature on PCC in auditory rehabilita-
tion (AR).

Design: A scoping review was conducted following Joanna Briggs Institute guidelines and the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses for Scoping Reviews (PRISMA-ScR) reporting
standards. A context framework guided the research question.

Study Sample: Structured searches across multiple databases identified 36 records which were categor-
ised by research design, mapped by the first author's country, and depicted by number of publications
per year. Six identified elements of PCC were anaylzed across four components of PCC using deductive
qualitative analysis.

Results: Most studies were published in the US and Australia; with a gradual increase to four publications
per year. From the six PCC elements of person-centered care, family involvement, individualised preferen-
ces and treatment uniqueness were most frequently addressed. Notably, active listening and empathy
received limited attention.

Conclusion: Evidence suggests advancement of PCC practices effectively fosters more effective and per-
sonalised approaches in adult AR. By pinpointing trends and gaps, we contribute to the advancement of
PCC practices, fostering more effective and personalised approaches in AR for improved patient outcomes
and experiences.
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1. Introduction individuals with HL. Although many definitions of AR have
been proposed over the years - for the purpose of this scoping
review, we have chosen to use the definition proposed in the
American Speech-Language-Hearing Association evidence-based
guidelines (Aural Rehabilitation Clinical Practice Guideline
Development et al., 2023 et al. 2023). AR is defined as an
umbrella term that “encompasses a range of interventions (e.g.
informational counseling and perceptual training) designed to
reduce deficits related to HL that may stand alone or be used in

Hearing loss (HL) is an escalating global healthcare concern,
affecting a substantial proportion of the population worldwide.
According to recent data from the World Health Organisation
(WHO), over 1.5 billion people, nearly 20% of the global popula-
tion, have HL, with 430 million having disabling HL (WHO
2021). In 2050, these figures are expected to exceed 2.5 billion
and 700 million. If left unaddressed, HL can lead to a lifelong

disability, significantly impacting an individual’s quality of life
(QoL) and their ability to participate fully in society. Adults with
HL face a myriad of challenges, including difficulties in speech
perception, communication, social interactions, employment,
leisure pursuits, and the simple joy of experiencing sound, which
increases depression symptoms and lowers QoL with daily activ-
ity restrictions (Ciorba et al. 2012; Mothemela et al. 2023).

1.1. Auditory rehabilitation

To comprehensively address these challenges, a multidisciplinary
approach to auditory rehabilitation (AR) is essential considering
that AR is emerging as the cornerstone for restoring QoL for

combination as part of a holistic plan” (1). For our investigation,
we adopt this definition. Within AR, interventions are designed
to mitigate the impact of HL on function, activity, and participa-
tion, incorporating sensory management, instruction, perceptual
training, informational and personal adjustment counselling
(Basura et al. 2023).

1.2. Person-Centered care

Amidst the landscape of hearing healthcare, a paradigm shift has
emerged in the past decade, emphasising person-centered care
(PCC) approaches that prioritise autonomy and engagement. PCC
was first introduced by Rogers in 1951 as patient-centered care
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and has gradually shifted to person-centered care in clinical set-
tings (Hakansson Eklund et al. 2019). Nonetheless, the concept of
PCC has transformed healthcare by placing patients at the core of
their healthcare journey (Rogers 1951) recognising that effective
care extends beyond the individual to include their family, friends,
and support network (Ali et al, 2017, 2018; Manchaiah et al,
2019). Unlike traditional “practitioner-centered” models, PCC fos-
ters therapeutic, power-balanced relationships between healthcare
providers and patients, recognising the significance of patient
engagement, autonomy, and shared decision-making in achieving
optimal healthcare outcomes (Smith, 2014). PCC has earned rec-
ognition as the gold standard in healthcare service delivery, yield-
ing documented benefits for individuals with chronic health
conditions (Kramer et al. 2014). Given that HL in adults is a
chronic condition with long-term implications, embracing a PCC
approach is essential within the domain of AR.

Central to AR, the core tenet of PCC lies in understanding
the unique needs and aspirations of each individual with HL,
ensuring that their preferences and values guide all clinical deci-
sions (Grenness et al., 2014b). In the PCC model, rehabilitative
approaches are tailored to individual needs and goals, encom-
passing a diverse array of interventions such as amplification,
hearing assistive technology, communication strategies training,
and psychosocial or personal adjustment counselling (Smith,
2014). Empowering individuals with HL to actively participate in
managing the effects of their condition through a PCC approach
enhances their self-confidence and overall well-being (Ferguson
et al. 2019).

The International Classification of Functioning, Disability and
Health (ICF; WHO 2001) has been used as a framework for pro-
viding PCC for older adults and their significant others
(Grenness et al., 2016). This framework includes third-party dis-
ability, which refers to the impact of an individual’s disability
not only on their own life but also on those around them (e.g.
family members, caregivers, the wider community) (WHO 2001).
This concept recognises that disabilities can have far-reaching
effects beyond the individual directly affected, often resulting in
various forms of social, emotional, and economic challenges for
those in close proximity. In audiology, third-party-disability
manifests in several ways, particularly in cases where individuals
experience HL (Grenness et al, 2016; Meyer et al., 2016). For
instance, family members may struggle to communicate effect-
ively with their loved one who has hearing impairment, leading
to feelings of frustration, isolation, and stress (Scarinci et al.,
2009). Additionally, caregivers may face increased responsibilities
in assisting individuals with HL, which may affect their well-
being and QoL (Grenness et al., 2016). By empowering family
members and caregivers with the necessary knowledge and skills,
audiologists can help alleviate the burden of third-party-disability
and improve overall family dynamics and well-being.
Audiologists also advocate for laws and efforts to reduce societal
barriers and stigma associated with HL, encouraging inclusivity
and support for hearing-impaired persons and their families
(Coleman et al. 2018).

1.3. Person-centered care in auditory rehabilitation

The WHO published a policy framework on PCC in 2007, which
envisions a scenario where individuals, families, and commun-
ities are supported by and engaged in reliable healthcare systems
that address their requirements in a compassionate and compre-
hensive manner (WHO 2007). In the same year (2007), the Ida
Institute was founded with the explicit intent of advancing PCC

in the field of audiology, rooted in the belief that people with
HL should occupy the focal point of hearing care. It champions
the integration of their distinct needs, values, and preferences
into the decision-making process, advocating for collaborative
treatment decisions alongside hearing care professionals and fos-
tering informed self-management of the condition in daily life.
Through collaboration with a diverse global network of experts,
the Institute has fostered a global community embracing the
PCC approach, uniting clinicians, academics, industry stakehold-
ers, and individuals with HL. The Institute’s commitment to pio-
neering research into PCC hearing rehabilitation has resulted in
the establishment of audiological guidelines and standards on a
global scale (International Organization for Standardization
2021).

The essence of PCC encompasses six vital elements, as
championed by the Ida Institute and integrated into the WHO
policy of integrated people-centered ear and hearing care (WHO
2021). These elements encompass building a holistic understand-
ing of the individual, sharing power and responsibility, fostering
empathy and active listening, collaborating to establish common
goals, tailoring interventions to the individual’s needs, and pro-
moting continuous learning and improvement (Ida Institute,
n.d.-a). Importantly, family members and communication part-
ners play a crucial role in the PCC framework, as they are
integral to the individual’s communication environment, deci-
sion-making process, and ongoing hearing rehabilitation efforts.
This aligns with evidence that family-centered care enhances
rehabilitation outcomes, improves adherence to treatment strat-
egies, and strengthens patient-provider relationships in audiology
(Grenness et al., 2016).

A critical distinction between PCC in AR and PCC in acute
medical care lies in the chronic nature of HL. Unlike acute med-
ical conditions, HL is a lifelong condition that requires ongoing
self-management, adaptation, and shared decision-making. Self-
management and shared decision-making are particularly critical
in AR, as they enable individuals to navigate their condition
beyond the clinical setting, incorporating rehabilitation strategies
into their everyday lives. Research emphasises that active engage-
ment in self-management fosters greater patient satisfaction,
improved adherence to hearing aid use, and enhanced communi-
cation outcomes (Gomez et al., 2022). Thus, PCC is not just an
ideal approach in AR but a necessary framework for ensuring
sustainable, long-term benefits for individuals with HL.

In alignment with these principles, our manuscript aims to
delve into the integration of the six PCC elements (i.e. (a)
empathy, (b), active listening, (c) open-ended questions and
reflective conversations, (d) involving friends and family mem-
bers, (e) shared decision-making, and (f) understanding needs
and preferences) within the four components of adult AR (i.e.
sensory management, instruction, perceptual training, informa-
tional and personal adjustment counselling). Specifically, we
intend to scrutinise the efficacy of PCC in enhancing outcomes
for adults navigating HL. This exploration will encompass a
comprehensive examination of literature on PCC in AR since the
introduction of PCC by the WHO (2007) and subsequent Ida
Institute advocacy efforts (Ida, n.d.-a) collating an overview of
the elements of PCC, identifying use of key concepts, gaps in the
literature, and types of sources of evidence to inform practice,
policymaking, and research. By synthesising the existing body of
research, we aspire to augment the growing repository of know-
ledge regarding PCC adult AR, encouraging its widespread adop-
tion within the field.



Before presenting the methods, results, and discussion, it’s
important that we acknowledge that multiple PCC exist across
healthcare disciplines. For this review, we adopted a definition of
PCC that aligns with audiological rehabilitation, ensuring con-
sistency with established frameworks used in the field. Grenness
et al. (2014b) provided a comprehensive review of PCC, summa-
rising key themes from various healthcare disciplines, including
shared decision-making, therapeutic alliance, and respect for
patient individuality and values. While Table 2 from Grenness
et al. (2014b) outlines a broad, multidisciplinary perspective on
PCC, our review focused specifically on audiology-relevant appli-
cations of PCC, which necessitated selecting a model with direct
clinical applicability. The Ida Institute model was chosen as the
most appropriate framework for this review because it is widely
used in audiological rehabilitation and provides practical, struc-
tured tools to implement PCC in hearing healthcare. The Ida
model emphasises active listening, shared decision-making, and
patient empowerment, which align with key aspects of PCC in
audiology as identified by Grenness et al. (2014b). Additionally,
its focus on patient-practitioner interactions and real-world
application makes it particularly relevant for evaluating PCC
in AR.

1.4. Research question

The research question was generated based on the Population,
Concept, Context Framework, which served as the foundation
for the research question in this study. Specifically, the research
question was: What is the scope of PCC implementation in adult
AR? We aimed to map the literature, identify use of key con-
cepts, gaps in the literature, and types of sources of evidence to
inform practice, policymaking, and research. The study publica-
tions were limited from 2007 and later in alignment with the
landmark publication by the WHO on PCC (WHO 2007).

2. Methods

Methodology for this review followed the guidelines outlined for
scoping reviews by the Joanna Briggs Institute (JBI, 2014) and
the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses for Scoping Reviews (PRISMA-ScR; Tricco et al., 2018).

2.1. Inclusion/exclusion criteria

This review considered peer-reviewed literature in AR on the
topic of PCC including populations of adults (> 18 years) with
HL of any degree. A scoping review regarding the implementa-
tion of PCC in the field of adult rehabilitative audiology from
2007 to 30 June 2023 using JBI guidelines for scoping reviews
was conducted. The timeline of 2007 to date was selected since
the Ida Institute, which focuses on PCC in audiology, was
founded in 2007, creating awareness and implementation of PCC
in the field of audiology. Publications were excluded if they were
not published in English or an electronic record could not be
located. Publications from peer-reviewed journals were eligible
without regard for research design or type of review. Grey litera-
ture and dissertations were not included in this study as peer-
reviewed literature typically undergoes rigorous scrutiny, ensur-
ing higher quality and reliability. In contrast, grey literature
(such as dissertations and non-peer-reviewed publications) may
not follow the same standards. No restrictions were placed in
terms of methodological choice and research designs.
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2.2. PRISMA guidelines, databases and search strategy

The PRISMA-ScR statement and checklist were used as the
guidelines for reporting this review. To ensure exhaustive cover-
age, diverse structured search strategies were applied to multiple
databases, including Cumulated Index in Nursing and Allied
Health Literature (CINAHL), PubMed (Medline), Scopus, and
Web of Science (WoS). For all searches, the keywords in Table 1
were used, with both American and British spelling being con-
sidered; due to page limitations and the extensive scope of the
scoping review, all tables have been included in Appendix A.
The specific terms used were determined through an iterative
process involving the use of terms in multiple test searches and a
detailed examination of the records retrieved in terms of their
relevance and the keywords/terms they contained. All searches
were conducted in consultation with an information specialist
(S.D.), with the search strategy employed for each database out-
lined in Appendix B.

2.3. Selection of sources of evidence

The PRISMA-ScR Flow Diagram was used to report the identifi-
cation, screening, and selection process for included studies; see
Figure 1. M.G. and S.D. completed a title and abstract screen
and eliminated those publications that were irrelevant. M.G.,,
N.N., R.G and F.M. each completed a full-text review and voted
for inclusion of the publications. When there was a discrepancy,
the publications were discussed until a consensus was reached.
Authors met online for discussion when needed, a document
was created and posted in a shared drive for tracking votes.
Notably, we encountered no instances of deadlock among the
authors; rather, any disparities were consistently resolved with
detailed explanations provided to the dissenting member regard-
ing the rationale for inclusion or exclusion.

2.4. Data charting process, data elements and evidence
synthesis

Critical data elements were identified collectively by consensus of
authors. These included author(s), year of publication, purpose,
sample, research design, and results. In addition, PCC elements
and AR components were predetermined. PCC elements and AR
components included in each publication were extracted by
M.G., N.N. and F.M. Data were extracted independently and
compared for consistency. Data elements were extracted to an
Excel spreadsheet and included author, year, purpose, sample
size (if applicable), research design, and results. AR components
included sensory management, instruction, counselling and per-
ceptual training (Basura et al., 2023). PCC elements included
empathy, active listening, understanding individual differences,
involvement of family and friends, open-ended questions and
reflective conversations, and shared goal-setting and decision-
making (Ida Institute, n.d.-a). R.G. prepared the graphs and fig-
ures to visually represent the data. The JBI Levels of Evidence
(2014a,b) were used to assign categories or levels of research evi-
dence for each study. The JBI Levels of Evidence are shown in
Appendix C. All data elements were initially tabled for ease of
summary and synthesis. Once the data were tabled, gaps in the
literature were identified. Data were then depicted in tables and
figures.
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Figure 1. PRISMA flow diagram of person-centered care in adult aural rehabilitation.

Note: * = did not meet criteria. Flow diagram adapted from “The PRISMA 2020 statement: An updated guideline for reporting systematic reviews” by MJ Page, JE McKenzie, PM Bossuyt,

| Boutron, TC Hoffmann, CD Mulrow et al., BMJ, 2021: 372, n71. https://doi.org/10.1136/bmj.n71

3. Results

The search results are shown in the PRISMA-ScR Flow Diagram,
Figure 1. During the identification phase, a total of 66 records were
identified by the search (27 by WoS, 19 by Scopus, 12 by PubMed,
7 by CINAHL). There were 27 duplicates, resulting in a total of 39
remaining records. The remaining 39 records were screened by title
and abstract, with two being eliminated due to irrelevance. Full-text
review was completed on 37 articles, one additional study was elim-
inated as it was a protocol. A total of 36 studies were included in
this scoping review: 29 empirical studies and 7 reviews, case
studies or expert opinion publications.

Thirty-six publications were included and are shown with details
in Table 2 (see Appendix A). Seven publications reported data
using a quantitative approach, 16 reported data using a qualitative
research design and analysis, 10 publications used a mixed methods
approach, and three studies were rated as not applicable (N/A).
Studies rated as N/A included two literature reviews (Grenness

et al., 2014b; Smith, 2014), and 1 expert opinion (Hull, 2019). The
most commonly used methods for data collection included seven
surveys, ten observational study designs, and ten focus group/par-
ticipant interviews. Thematic analysis (n=13) was the most com-
monly used analysis technique for qualitative studies and
descriptive statistics (n=9) was the most commonly used approach
for quantitative studies. In total, there were 29 empirical studies, 1
systematic literature review, 2 literature reviews, 1 case study, 2 case
series, and 1 expert opinion.

The number of publications by year can be viewed in
Figure 2. Publications regarding PCC first began appearing in
the AR literature in 2011, roughly five years after the Ida
Institute began promoting PCC in audiology. Publications have
gradually increased over the past two decades to an average of
four publications per year since 2020, consistent with the notable
17-year lag from the first research evidence to implementation in
practice (Morris, Wooding, and Grant 2011).
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Figure 3. Graph of quantity of publications addressing PCC elements as defined by the ida institute.

Results are reported for the number of studies addressing indi-
vidual adult AR components as well as for those addressing two or
more components. Of the 36 included studies, 17 included all four
components of an AR program (Basura et al. 2023). Three of the
studies investigated AR provided in the form of telehealth. Two
made use of sensory management only in order to validate an
assessment tool, three made use of instruction and counselling, 12
made use of instruction, sensory management and counselling and
only two including perceptual training in addition to counselling
and instruction. The 6 elements of PCC identified across the studies
can be seen in Figure 3. Data extracted from each study showed
that 28 studies included information about the importance of
including family and friends in PCC; 26 reported on the value of
taking into account the unique characteristics of the individual; 25
explored shared goal-setting and decision-making, while 16 studied
the use of open-ended questions and reflective dialogue. The two
least studied PCC elements were active listening, with only 6 publi-
cations including this topic, and 7 mentioning empathy in the pro-
vision of PCC.

Levels of evidence for research rigour were assigned using the
JBI Levels of Evidence hierarchy shown in Appendix C (JBI,
2014). Using this paradigm, Level 1 represents experimental
designs, Level 2 - quasi-experimental designs, Level 3 - observa-
tional-analytical designs, Level 4 - observational-descriptive stud-
ies, and Level 5 - expert opinion and bench research. At each
level, systematic reviews of the specific research design are rated
as the highest within that category and designs without a control
group rated as the lowest. In this study, we identified one publi-
cation rated as Level 1, four studies within Level 2, 26 studies
rated within Level 3, three publications rated within Level 4, and
two rated as Level 5 (see Figure 4).

3.1. Active listening

The Ida Institute (n.d.-c, para. 2) defines active listening “as a
way of listening and responding to another person that improves
mutual understanding [by] being present psychologically,
socially, and emotionally”. In our scoping review, there were six
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Figure 4. Graph of the levels of evidence for the 36 publications that met inclu-
sion criteria.

studies that specifically addressed communication between
audiologists and patients/families including active listening as a
consideration regarding PCC (indicator: exclamation mark(!),
Appendix D). In Ekberg et al’s (2014) study of conversational
analysis of 63 consultations with 26 different audiologists
between September 2011 and April 2013, three instances of
audiologists attempting to listen were identified, with only one
instance of the audiologist attempting to respond to the patients’
concerns. Grenness et al. (2014a,b) provide evidence from studies
in other professions regarding the importance of active listening,
point out the importance of patients’ perceptions of providers
taking the time to listen, emphasise the need for the patient to
be recognised as an expert about their own experience and per-
spective. Grenness et al. (2015a) analysed the communication
patterns of the history-taking phase of the initial audiology con-
sult to profile the listening pattern and communication dynam-
ics. They found that the majority of questions asked were
closed-ended as opposed to open-ended, and those that were
open-ended were often interrupted by the audiologist.
Indications of continued listening and encouragement to elicit
more of the lived experience were limited. The majority of ques-
tions were biomedical in nature as opposed to psychosocial/life-
style impact types of questions. Grenness et al. (2015b) suggest
that patient and practitioner “talk time” should be equally dis-
tributed and that audiologists would benefit by listening more
and inviting collaboration by asking, “what do you think about
this idea?”. In their descriptive review of communication behav-
iours between audiologist, patient, and family members during
encounters, Manchaiah et al. (2019) emphasises the use of strat-
egies such as expectant pauses (i.e. cueing the patient to con-
tinue) to facilitate an open dialogue about the patient journey.

3.2. Empathy

Seven publications included in this scoping review focused on
PCC in AR addressed empathy as a critical interpersonal skill for
audiologists to develop (indicator: @-symbol, Appendix D).
Amlani (2020) explored ten dimensions of PCC (competency,
confidentiality, empathy, health promotion, integrated caret',
family/friend support, provider-patient communication, respect,
shared decision-making and trust), highlighting the lack of
empathy expressed when patients present psychosocial concerns
with what is perceived as a negative emotional stance, as Ekberg
et al. (2014) noted. Amlani’s (2020) study identified empathy,
shared decision-making, trust, competency and respect as the

most important attributes valued by patients/consumers who
received hearing care services in medical, rehabilitative, and con-
sumer electronic settings. Provider empathy has been shown to
be correlated with hearing aid user success (Kochkin et al. 2010).
Empathic communication by audiologists is crucial for increasing
patient satisfaction, enabling a better understanding of the bene-
fits of hearing technology, and increasing adherence to rehabili-
tation recommendations (Ekberg et al, 2014). The benefits of
this approach outweigh any perceived increase in time required
by the provider as motivated by Ekberg et al. (2014): “Taking
time to understand and empathically respond to patients’ con-
cerns may (perhaps sometimes counterintuitively) make the
audiological process more efficient as well as increase compliance
to rehabilitation plans” (347).

Grenness et al. (2014a) and Meyer et al. (2017) identify
empathy as a building block in establishing therapeutic alliance,
indicating that therapeutic alliance as a non-judgemental rela-
tionship based on mutual respect, warmth, trust, openness, care,
honesty, hope, and confidence. Grenness et al. (2015a,b) analysed
the communication dynamics in AR history-taking among
audiologists, patients, and their companions and were unable to
identify an example demonstrating emotional or empathic talk.
Although Manchaiah et al. (2019) recognise empathy as an
important attribute of PCC, their systematic review did not iden-
tify empathy as a theme in their findings. Despite the fact that
empathy is recognised across professions as a critical interper-
sonal skill for audiologists, there is a lack of attention to this
attribute in the PCC research literature in AR. This needs to be
addressed across healthcare disciplines (Grilo et al. 2023).

3.3. Understanding the individual differences

The Ida Institute explains this component of PCC as one in
which new psychosocial information regarding individual values,
beliefs, and lifestyle factors are added to the biomedical case his-
tory (Ida Institute, n.d.-a). This component represents a genuine
inquiry into what matters most to the individual, exploring their
ideas, concerns, expectations, emotions, and the effects of their
HL on their life. Twenty-five (n=25) of the publications
included in this scoping review had content related to this com-
ponent (indicator: asterik(*), Appendix D). Provider attitudes
towards PCC exhibit variation, with audiologists in private prac-
tice showing comparatively less inclination, while younger practi-
tioners express a heightened interest in improving their
interpersonal skills (Laplante-Lévesque et al., 2014). A study by
Ali et al. (2017) indicates that a significant portion of audiolo-
gists surveyed expressed a desire to enhance their counselling
and AR interpersonal skills, signifying a commitment to best
practices to ensure they provide services that follow a PCC
approach in order to support individualised rehabilitation.
However, Manchaiah et al. (2019) and Parmar et al. (2022)
report a misalignment in the discussion of patient concerns
between patients, their families, and audiologists. While patients
and their families often express negative emotional and psycho-
logical responses to HL, audiologists tend to prioritise informa-
tional and technological aspects, inadvertently neglecting these
emotional dimensions. This divergence has the potential to
undermine therapeutic alliances and disregard individual differ-
ences. Patients also identified time limitations during audiology
consultations as a significant obstacle to achieving PCC.
Grenness et al. (2015a) advocate for taking time as providers to
appreciate the patient’s individual lived experience of the condi-
tion and thoroughly explore and understand their perspective.
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Hull (2019), Hendriks et al. (2017), and Ekberg et al. (2016)
emphasise the importance of focusing on the patients’ individual
needs and measuring client experiences to individualise manage-
ment planning in a manner congruent with the patients’ needs,
attitudes, desires, values, preferences and psychological readiness.
Ekberg et al. (2016) and Amlani (2020) suggest that health prac-
titioners should focus on making changes to the way the individ-
ual thinks and feels about the specific health behaviour (i.e.
cognitive-affective processes). They reported that understanding
the individuals’ motivation improved outcomes.

Self-determination theory suggests that clients are more likely
to adopt and adhere to novel health treatments if they feel
autonomously motivated to do so (Ryan and Deci 2000). These
theories support Barker et al.’s (2020) premise underpinning self-
identity of hearing aid users. Barker et al. (2020) developed 5
hearing aid user profiles based on individual attributes (a) satis-
fied user, (b) overcomer, (c) dispassionate user, (d) resigned
user, and griever. They indicated that the person’s belief drives
their behaviours and has repercussions for the diagnosis and
treatment of their HL. These strategies align with the
Transtheoretical Stages of Change model, which describes the
process individuals undergo when making health-related behav-
ioural changes; this model includes four components: precontem-
plation, contemplation, preparation, action (Saunders et al.
2016). Utilising this approach is thought to help tailor interven-
tions based on a person’s stage of readiness and their willingness
to change. To achieve change, Post-Foroosh et al. (2011, 2015)
suggests (a) ensuring client comfort, (b) understanding and
meeting client needs, (c) implementing client-centered attributes,
(d) acknowledging each client as an individual, (e) not imposing
undue pressure and discomfort, (f) conveying device information
at an appropriate level, (g) supporting choices and shared deci-
sion-making, and (h) assessing factors in client readiness.

Meyer et al. (2016) propose the use of the International
Classification of Functioning Disability and Health (ICF) as a
framework for focusing on the impact of HL on an individual’s
participation and activities within the context of their unique life
and circumstances (WHO 2001). The ICF’s biopsychosocial
model aligns closely with PCC principles, as both emphasise hol-
istic, individualised approaches to healthcare. Like PCC, the ICF
moves beyond a medical model of impairment to consider per-
sonal, environmental, and social factors that influence an indi-
vidual’s functioning and well-being. Both frameworks advocate
for shared decision-making, self-management, and a collaborative
approach to care, recognising that effective rehabilitation extends
beyond clinical treatment to address broader participation in
daily life. Furthermore, employing open-ended inquiries and,
when necessary, delving deeper into responses through further
questioning can facilitate gathering this information. Notably,
Hotton et al. (2023) have recently employed a knowledge-to-
action framework to create the Quebec Audiological Assessment
Protocol for Younger and Older Adults (QAAP-YOA) with the
intention of achieving this objective. This instrument is based on
the ICF (WHO 2001) and includes activity limitations and par-
ticipation restrictions, living conditions, personal factors, open
discussion/shared decision-making, and individualised recom-
mendations. Whereas Scarinci et al. (2022) suggest using the Ida
Institute’s Living Well Tool (LWT) to convey individual experi-
ences and perceptions. This tool supports PCC by making it eas-
ier to discuss sensitive matters, helping clients identify the
biopsychosocial impacts of their hearing disability, and ensuring
that clients are the priority. Furthermore, being aware of individ-
ual differences encourages exploration of additional difficulties
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or comorbidities (Hall III, 2021). Laird et al. (2023) advocate for
consideration of mental health comorbidities urging inclusion of
psychosocial counselling within each AR session and Schroy
et al. (2012) point out the unique needs of specific populations
such as individuals with sudden sensorineural HL, due to trau-
matic brain injury.

3.4. Open-ended questions and reflective conversations

The Ida Institute model describes this component as an area of
inquiry without unduly shaping or focusing the content of the
response, allowing patients complete discretion in their answer,
and encouraging elaboration (Ida Institute, n.d.-a). Sixteen publi-
cations included information regarding the PCC practice of using
open-ended questions and reflective conversations to elicit infor-
mation about individual differences (indicator: hashtag (#),
Appendix D). The “open-ended questions and reflective con-
versations” element of the Ida Institute model addresses the
therapeutic alliance and reflection components (see review by
Grenness et al,, 2014b). The WHO recommended an effective
partnership between people who need care and people who pro-
vide care (WHO 2007). One of the domains emphasised was a
therapeutic alliance with better-informed and more empowered
individuals, families and communities. Meyer et al. (2016) pro-
moted the WHQO’s model of ICF (WHO 2001) as a means of
facilitating PCC and argued its application and relevance in the
field of audiology by providing some clinical case examples of its
application in the assessment and management of individuals
with HL. In the same year, the same group of researchers pro-
vided justification for the application of the ICF framework to
the audiological assessment and AR of older adults with HL and
their significant others by comparing two versions of the same
case (the first using standard practice, the second using an ICF-
led model) using a case study (Grenness et al, 2016). Meyer
et al. (2016) states that the key skill needed by clinicians to facili-
tate PCC is effective communication. Grenness et al. (2014a,
2015a,b) suggest that a therapeutic alliance that begins with an
open collaboration in which the provider serves as a professional
facilitator to elicit the patient narrative through open-ended
questions and conversations that invite reflection and thought.
Manchaiah et al. (2019) suggest that this activity, coupled with
partnership-building behaviours such as active listening and
expectant pauses, invites elaboration and shared responsibility
for the interaction. These authors suggest a framework for his-
tory-taking that includes the opening structure, exchange of
information, and relationship-building dialogue (Grenness et al.,
2015a,b; Manchaiah et al, 2019). In a study regarding
communication exchanges, audiologists tend to dominate the
history-taking phase and control the conversation with a dispro-
portionate emphasis on closed questions regarding the structure
and function of the ear as opposed to open-ended psychosocial
questions focused on lifestyle and the impact of HL activities
and participation in life (Grenness et al., 2015a; Meyer et al,
2016). Meyer et al. (2017) provide a number of examples of
closed versus open-ended questions for the biomedical versus
biopsychosocial models of health care. There are a number of
motivational counselling tools available to help identify readiness
for change, which make use of the open-ended question strategy
(Ida Institute, n.d.-b). Other motivational models (e.g. COM-B)
are equally effective in empowering patients on their journey
towards technological solutions. Ritter et al. (2020) provides evi-
dence regarding the strength of the therapeutic alliance in curios-
ity and motivation in pursuing technology solutions. Scarinci
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et al. (2022) explored the LWT and reported participant reflec-
tions on the use of the tool in stimulating open and honest con-
versations. Other researchers have provided patients pictures in
AR as a tool for understanding individual differences (Saunders
et al. 2019) whereas some have developed patient-reported out-
come measures (PROM) as tools to elicit patient narratives to
highlight the impact of ear and hearing problems on activities
and participation (Hotton et al., 2023; Parmar et al., 2022).
Multiple studies have emphasised the value of patient and pro-
vider reflections on conversations in which a provider has effect-
ively elicited and addressed concerns revealed through a patient
story (Meyer et al, 2016, 2017; Rantanjee-Vanmali et al.,, 2020;
Scarinci et al., 2022).

3.5. Inclusion of friends and family

The Ida Institute describes this element of PCC as an effort to
examine and identify the role of immediate and extended family
members and frequent communication partners in the thera-
peutic process (n.d.-a). Twenty-eight publications included infor-
mation regarding the PCC practice of including family and
friends during assessment or rehabilitation (indicator: plus-
sign(+), Appendix D). Providers can involve friends and families
by encouraging their attendance to appointments and encourag-
ing their assistance and contributions to the rehabilitation pro-
cess. For example, care providers can ask friends and family
members questions related to communication and communica-
tion barriers as well as provide education to friends and family
members who may not understand the psychosocial impact HL
can have or opportunities to practice communication repair
strategies.

Studies involving this element often have small sample sizes,
and many are qualitative in nature (e.g. Coco et al, 2019
Parmar et al, 2022). Many studies highlight the importance of
including significant others in the assessment and rehabilitation
process (e.g. Ali et al.,, 2017, 2018); however, functional outcome
data for individuals with HL and their frequent communication
partners is lacking, and this aspect of PCC is often secondary to
the primary research question(s).

Coco et al. (2019) employed a qualitative phenomenological
approach to document and analyse how individuals’ personal
experiences influence their functioning within a group context.
These experiences encompassed various aspects of their individ-
ual environment as well as their emotions regarding communica-
tion challenges due to HL. In adults with age-related HL, the
consequences on QoL could involve emotional and behavioural
responses, like anger, embarrassment, loneliness, reduced self-
esteem, and even denial (Ciorba et al. 2012). Communication
dynamics focused on how individual interactions with others
were impacted by their HL. The role of communication partners
also played a crucial role in shaping these interactions (Barker
et al, 2016; Manchaiah, Stephens, and Lunner 2013). Grenness
et al. (2014b) developed an operationalised patient-centered AR
model for use in cases where amplification is recommended: (a)
individualise, (b) inform, and (c) involve.

Ekberg et al. (2014) evaluated 63 video-recorded initial audi-
ology appointments with older adults with HL and found that
despite patients reporting psychosocial concerns with families
and friends, audiologists often did not validate or address the
patient’s concerns. Singh and Launer (2016) completed a retro-
spective review of over 60,000 patient records and found that the
rate of hearing aid adoption was significantly increased when a
significant other attended the appointment compared to patients

attending appointments alone. Singh and Launer (2016) hypoth-
esised that those who bring a significant other to appointments
exhibit tendencies such as increased readiness for change or have
health beliefs more associated with hearing aid adoption
(Saunders et al. 2016). Ekberg et al. (2016) mentioned that hav-
ing a family member in attendance may help audiologists to
explicate communication problems within the family.

Several studies have surveyed practitioner perceptions of
including family and friends in the assessment and intervention
process (e.g. Ali et al., 2018; Amlani, 2020; Grenness et al,
2015a,b) however, there has been little research to examine func-
tional outcomes of both the individual with HL and functional
outcomes in terms of communication with family, friends, or fre-
quent communication partners when family and friends are
included as active participants in the overall AR model. Due to
small sample sizes and the limited ability to generalise current
findings, questions remain regarding the perceptions of individu-
als with HL on incorporating family and friends. Additionally,
little is known about family and friends’ perceptions regarding
their involvement in the AR process or the impact that might
have in the process. It is also unclear how this element of PCC
is being addressed in pre-professional training at this time.

3.6. Shared goal-setting and decision-making

The Ida Institute describes this element of PCC as a collaborative
effort between the practitioner and individual with HL to iden-
tify an individualised course of action to best set the patient up
for success (Ida Institute, n.d.-a). Twenty-five publications
included information regarding the PCC practice of shared goal-
setting and decision-making in AR (indicator: dollar-sign($),
Appendix D). Practitioners bring knowledge of hearing technolo-
gies and rehabilitation strategies to improve outcomes; however,
patients bring knowledge of their individual life circumstances,
needs, and communication barriers, all of which are recom-
mended to be considered when determining a plan of care.

Of the five reviews and the one expert opinion piece pub-
lished since the year 2007, the first two were published seven
years later, where Smith (2014) reviewed the self-efficacy theory
and how it could be applied to AR interventions, and Grenness
et al. (2014b) provided an in-depth examination of PCC within
the context of AR. In an effort to elucidate the meaning and
clinical implications of PCC for audiologists working in AR,
their paper provides a literature review from other fields of
health care. The review emphasises the importance of adapting
audiological services to the requirements and preferences of indi-
vidual patients, promoting shared decision-making, and fostering
effective communication between audiologists and patients. The
authors stress the significance of incorporating patient perspec-
tives and values into the rehabilitation process in order to
improve treatment outcomes and patient satisfaction.

In theory, practitioners agree that patients should be part of
the decision-making process. However, in functional practice,
practitioners often subscribe to a more traditional medical or
biomedical model as result of being pressured to get through the
necessary elements of the appointment within the allocated time
slot or not having the skills to emotionally support the patient
(Grenness et al, 2015a,b; Laplante-Lévesque et al., 2014).
Research suggests that interactions with audiologists can impact
a patient’s decision to choose and use hearing technology
(Amlani, 2020; Ekberg & Barr, 2020); however, there is a lack of
evidence to suggest how this is being addressed in pre-
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professional training and also a lack of understanding of the
patient’s and professional’s roles during these interactions.

Interconnectivity between shared goal-setting and shared deci-
sion-making plays a pivotal role in optimising patient outcomes
in AR. Shared goal-setting involves collaboratively establishing
objectives that align with the patients’ preferences, needs and
capabilities. Concurrently, shared decision-making empowers
patients to actively participate in selecting interventions and
treatment plans that resonate with their goals. These processes
intertwine to foster a patient-centered approach where individu-
als feel empowered, informed, and engaged in their rehabilitation
journey. For instance, a patient might express a desire to
improve their ability to participate in conversations in noisy
environments as a goal. Through shared decision-making, the
audiologist and patient can explore various strategies, such as
different hearing aid features or communication strategies to
address this goal effectively (Priday et al. 2022).

As technology improves, opportunities to gather patient feed-
back have increased, as has already been seen in research exam-
ining programming of hearing technology (Malmberg &
Hagberg, 2023) and in the development of eHealth solutions for
individuals with HL (Nielsen et al, 2018). These technologies
enable professionals and patients to identify specific communica-
tion challenges, examine various solutions, and customise inter-
ventions accordingly. Additionally, remote monitoring and
teleaudiology services facilitated by technology offer greater
accessibility and convenience for patients, ensuring ongoing sup-
port and adjustments as needed. While there is agreement that
shared goal-setting and decision-making is important, the func-
tional implementation of this in a systematic way has yet to be
established. Technology advances provide immense opportunities
for both professionals and patients to identify, examine, and
improve communication between patients and practitioners to
improve the overall quality of care in AR.

4, Discussion

The overall goal of this scoping review was to scrutinise the effi-
cacy of PCC in enhancing outcomes for adults navigating HL by
encompassing a comprehensive examination of literature on
PCC in AR. We aimed to identify the use of key PCC concepts
explored in AR literature, identify gaps, categorise sources of evi-
dence by research design and level of evidence, and synthesise
the information in a manner that could be used to inform prac-
tice, policymaking, and research. This scoping review, following
the publication of the American Speech-Language-Hearing
Association (ASHA) clinical practice guidelines (Basura et al.
2023), aimed to elucidate the nature of PCC emphasised as a key
role in the provision of AR services. These guidelines recom-
mend implementation of PCC in the provision of AR services.
While the number of publications regarding PCC in AR has
steadily increased by year and by geographic location across the
globe over the past two decades, there is still much work to be
done. Regarding geographic location, earlier studies were pre-
dominantly conducted in Global North countries such as the
USA, Canada, Australia and New Zealand; whereas more recent
studies included Global South countries such as Malaysia and
South Africa. Audiology care varies significantly between the
Global North and Global South due to differences in economic
resources, healthcare infrastructure, and access to specialised
services. Typically, in the Global North, services are widely avail-
able, whereas in the Global South, services are often limited and
there is a dire need for more equitable services (Abrahams et al.

INTERNATIONAL JOURNAL OF AUDIOLOGY 9

2023). The least studied PCC elements were active listening and
empathy, while the most studied were understanding of individual
differences and inclusion of friends and family. The implications
are that these provider behaviours (active listening and empathy)
have been studied less than other aspects of PCC, which may have
more direct methods of measurement. In this study, we have
explored each of these elements to identify what we know, what
we don’t know, and what the future research needs are.

4.1. Levels of evidence

It is evident from Figure 4 that the majority of the studies
encompassed within this scoping review are classified under
Level 3 evidence as per the established framework. However,
these findings underscore the imperative need for research
within higher levels of evidence within the scope of PCC in adult
AR as research situated at higher levels engenders a greater
depth of insight into the intricate nuances of the subject matter.
Systematic reviews with focused research questions provide a
structured approach to aggregating and synthesising existing
knowledge while also highlighting gaps and opportunities for
further investigation. With additional research conducted at the
higher levels and by embracing systematic reviews with focused
research questions, we can elevate the quality and impact of the
evidence base, fostering a more profound understanding of PCC
in adult AR and fostering advancements that hold the potential
to transform clinical paradigms.

5. Limitations

Our scoping review revealed limitations. We were a relatively
small team, which inevitably constrained the breadth and depth
of the review’s coverage. Due to practical considerations, we had
to confine our search to a restricted number of databases; as a
result, while we rigorously endeavoured to encompass a wide
range of relevant literature, the inherent limitation of our
selected databases may have inadvertently restricted the scope of
our findings. We also limited the search to the past two decades,
whereas the biopsychosocial model of service delivery dates back
to the 1950s. This review was also limited by the heterogeneity
of the studies that met the inclusion criteria, which were
restricted to elements of PCC, as defined by the Ida Institute;
however, the topics addressed were quite varied and were distrib-
uted across both AR components and PCC elements. Although it
would be valuable to consider the relative numbers of studies
that consider PCC in AR from a patient lens versus in addition
to the professional lens, the search strategy for this review was
not designed to capture publications focusing on the patient per-
spective, as this was beyond the scope of this review but could
be considered a limitation of the overall study. An additional
limitation was the exclusion of non-English studies from our
review, which may have led to an increased risk of bias, may
limit the generalisability of the findings and could lead to miss-
ing key evidence. In light of these limitations, we acknowledge
that some relevant research studies or valuable insights may have
been omitted from our review.

6. Future research needs

Adding practice guidelines and policy documents to the scoping
review could be helpful; however, while we recognise the impor-
tance of these resources in understanding the integration of PCC
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in audiology services, incorporating them would have signifi-
cantly broadened the scope of this review and it is recommended
that this be investigated in future research. Identified gaps call
for intensified research on active listening and empathy in PCC.
Continued investigation into the comparative efficacy of direct
versus indirect service provision is essential. Moreover, a signifi-
cant gap exists in the literature regarding over-the-counter
(OTC) hearing devices, given the evolving landscape of audiology
practice. As OTC options become more prevalent, understanding
their impact on patient outcomes and experiences becomes cru-
cial. Additionally, the definition and role of counselling in AR
continues to evolve. Traditionally, counselling has been defined
as a combination of informational and personal adjustment
counselling; however, Timmer et al. (2024) propose a broader,
psychosocially-driven framework that integrates social-emotional
well-being, shared decision-making, and structured behavioural
counselling techniques. Future studies should investigate how
this expanded model of counselling aligns with PCC principles
in AR and whether its adoption can enhance patient engage-
ment, hearing aid outcomes, and overall well-being. Research
should also explore how audiologists perceive and implement
this broader counselling framework in clinical practice.
Additionally, there is a compelling demand for a more compre-
hensive exploration of shared decision-making processes from a
clinician versus a patient viewpoint, including the specific tools
that facilitate these interactions. We advocate for a deeper
exploration of the dynamics surrounding individual versus group
interventions, unravelling the distinctive benefits and challenges
associated with each approach. Lastly, there is a need for the
development of a standardised set of PCC outcome measures
within audiology to enhance the comparability of data across
studies and to enhance the overall interpretability of research
findings.

7. Novel contributions of this review
7.1. Systematic mapping of PCC elements in AR

Unlike previous reviews that discuss PCC broadly, this review
categorises and systematically analyzes how six key elements of
PCC are integrated into the four components of AR. This struc-
tured approach provides a more detailed examination of PCC’s
role in AR than prior reviews.

7.2. Identifying underrepresented aspects of PCC

This review pinpoints gaps in the literature—particularly that
active listening and empathy receive limited attention in AR
research, despite their importance in effective patient-clinician
communication. This insight highlights areas needing further
research and clinical emphasis, which was not a focus in prior
reviews.

7.3. Temporal and geographic trends in PCC research

By analysing publication trends over time and across regions,
this study reveals how PCC in AR has evolved and identifies
where most research is concentrated (e.g. the US and Australia).
Providing a global perspective makes our findings valuable for
understanding regional research gaps and global adoption trends.

7.4. Clinical implications

By identifying existing trends, potential gaps, and areas ripe for
further investigation, we contribute to the ongoing dialogue sur-
rounding the refinement and enhancement of patient-centered
practices in audiological care. As we collectively endeavour to
bridge these gaps and deepen our insights, we anticipate a contin-
ued progression towards more effective and personalised
approaches to AR that optimise patient outcomes and experiences.

Note

1. Definition: “Sharing of health information among professionals in
different professions that establishes a comprehensive treatment plan to
address the biological, psychological, and social needs of the patient”
(Amlani, 2020, 345).
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