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Part 1: Introduction to Hyperacusis 
Carolyn Smaka: Hello, and welcome to Continued Conversations, the CEU 

podcast. My name is Carolyn Smaka, and I'm editor-in-chief at 
Continued. The topic of today's podcast is assessing and 
managing hyperacusis, and our guest is renowned audiologist, Dr. 
James Hall. Dr. Hall has conducted research in this area, and has 
over 25 years of clinical experience, working with adults and 
children with hyperacusis. Part one of this podcast covers an 
introduction and background, part two discusses assessment, and 
part three addresses management of hyperacusis and includes 
two actual case studies. 

Carolyn Smaka: The learning outcomes are as follows: After listening to this course, 
participants will be able to, number one, define hyperacusis, 
differentiate it from other sound tolerance disorders, and identify 
key research in the area of hyperacusis. Number two, describe an 
audiological clinical process for assessment of patients with 
hyperacusis. Number three, describe components of an 
audiological clinical process for management of patients with 
hyperacusis. And number four, explain key components of 
successful assessment and management of hyperacusis in the 
case studies provided, and discuss how they may apply to other 
real-world clinical scenarios. 

Carolyn Smaka: Dr. Hall has put together four handouts for you to download, which 
include references, a flowchart, and other great information, some 
of which he will cover today, and some which will serve as further 
resources. Dr. Hall, I'm excited about this topic, and we thank you 
in advance for your time and expertise. Let's start by defining 
hyperacusis. 

Dr. James Hall: Certainly, and let me also add at the very beginning how excited I 
am to participate in this podcast. I'm excited because I think it's 
going to be an effective way to get information across to 
audiologists who are seeing patients with hyperacusis, but I'm also 
excited because this topic excites me. These patients are 
tremendously bothered by their problem, and we can really help 
them. 

Dr. James Hall: So let me answer that question, or respond by defining 
hyperacusis. It is an auditory disorder. We should be seeing it, as 
audiologists, and it's characterized by abnormally reduced 
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tolerance to loud sounds, sounds that most people would be able 
to tolerate quite well. Another way of defining it is it's the 
perception of excessive loudness to everyday sounds. 

Dr. James Hall: Now, hyperacusis is one form of decreased sound tolerance. There 
are others, which we'll talk about a little bit during this podcast, 
and these other forms of decrease sound loudness, decreased 
tolerance to loudness, actually involve fear or extreme dislike of 
selected sounds. 

Carolyn Smaka: Okay, so when you say perception of excessive loudness to 
everyday sounds, abnormally reduced tolerance, it sounds to me 
like loudness recruitment. Can you explain the difference between 
loudness recruitment and hyperacusis? 

Dr. James Hall: I'm glad you asked that question, because it comes up quite often. 
I think most audiologists are familiar with the phrase loudness 
recruitment, and that's when a patient can't hear soft sounds, by 
definition they have a hearing loss, they have problems with their 
inner ear, and particularly the outer hair cells, so they don't hear 
soft sounds, but then when sounds become audible, they're 
almost always immediately too loud. That involves the peripheral 
auditory system, a hearing loss involved in the cochlea. 
Hyperacusis, in contrast, is involving the central auditory system, 
and almost all of the patients with hyperacusis that you will see, 
most of them have actually perfectly normal hearing sensitivity and 
normal outer hair cell function. Another difference is the person 
with hyperacusis sometimes does react to loud sounds with 
annoyance or fear, even pain, which is not usually typical of 
loudness recruitment. 

Dr. James Hall: I do want to point out that if you start seeing patients who have 
hyperacusis, or obviously if you see any patients with hearing loss, 
you're going to encounter some who have both the hearing loss 
and loudness recruitment, but they also have hyperacusis. That's 
particularly true if you start to see patients with tinnitus and 
hyperacusis, because very often, they have a hearing loss. So you 
can't assume that just because the person has loudness 
recruitment, they don't have hyperacusis, although most patients 
with loudness recruitment do not have hyperacusis, and most 
patients with hyperacusis don't have loudness recruitment. Now, 
this is kind of important when we get into the management of 
hyperacusis and/or patients with hyperacusis and tinnitus, but 
we'll talk about that a little bit later, in the second part of the 
podcast. 
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Carolyn Smaka: Okay, great. So for part two, we're focusing on assessment and 
assessment. You say hyperacusis is abnormally reduced tolerance 
to loud sounds. Does that mean it's also increased sensitivity to 
faint sounds, or like hyperacute hearing? 

Dr. James Hall: Well, no. The answer to that question is no, and that's one problem 
with the term hyperacusis. A lot of people, when they hear the 
term, patients and professionals, think, "Oh, they're talking but 
hypersensitive hearing, hearing better than normal, and maybe 
hearing thresholds, in fact, that are -5 or -10 dB instead of 0 dB, or 
5, or 10 dB." That is not the case. Hyperacusis is a reduced 
tolerance to suprathreshold sounds, that is sounds that are above 
a person's ability to just barely hear them, above their audibility. 

Dr. James Hall: Usually, a person with hyperacusis complains of moderate to high 
intensity sounds. In other words, those are sounds that really 
bother them, even though other people, the average person, would 
easily tolerate those sounds. And in addition to bothering the 
person with hyperacusis, it becomes very annoying, to be 
constantly exposed to these sounds that are bothersome. They 
find them very uncomfortable, and we'll actually measure that 
clinically, their uncomfortable levels of sound, and actually, some 
patients will claim that they experience pain when they hear loud 
sounds. In other words, environmental sounds that people 
encounter each and every day are perceived as too loud by the 
person with hyperacusis. 

Dr. James Hall: You know, while we're talking about the definition of hyperacusis, 
let me just cite a few really good references for those of you who 
are interested. There's an excellent textbook, published in 2007, by 
David Baguley and Gerhard Andersson. They have a definition of 
hyperacusis that's very simple, and I think very complete. Here it 
is. I'm going to quote them, "Hyperacusis is the experience of 
inordinate loudness of sound that most people tolerate well, and 
it's associated with a component of distress. So this experience 
has a physiological basis, but it also has a psychological 
component." 

Dr. James Hall: I should add that in 2019, Dr. Baguley also co-authored, with 
audiologist Marc Fagelson, another textbook, entitled Hyperacusis 
and Disorders of Sound Tolerance, so if you ask me, "Well, direct 
me to one source of information on this topic," it would be that 
2019 textbook, by Baguley and Fagelson. 
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Dr. James Hall: I should also add, right here, that it's really an appropriate time for 
me to add a few more comments about David Baguley. He's a 
remarkable guy. He's a British audiologist, who is probably the 
world-renowned expert, the biggest expert, on hyperacusis and 
tinnitus. He's published widely, a lot of research articles. Almost 
every month, when I research the topic, I see another one of his 
articles. And he's inspired and encouraged a lot of audiologists to 
start providing clinical services to this very underserved clinical 
population, the hyperacusis patient. 

Dr. James Hall: His expertise, David Baguley's expertise, and support, actually 
prompted my clinical environment with hyperacusis, back in the 
mid-1990s. It whetted my interest for passing this information on 
to others. I don't have really time to get into the story, but David... 
Quickly, he visited our clinic when I was at Vanderbilt, and he 
actually said, "You really should be providing services to these 
patients." I took that advice seriously, and we've become good 
friends, and he was right. This is a population of people who 
audiologists really need to see. They need help, and we're the 
people to help them. 

Carolyn Smaka: That is great, and I mean, I know for sure that hyperacusis wasn't 
something that was on my radar in graduate school, many years 
ago. While you're talking about research, I'll just remind the 
listeners again that the references are included in a handout, but 
can you highlight some of the other key research in this area 
before we get into more about assessment? 

Dr. James Hall: Certainly, and now don't feel bad about not knowing much about 
hyperacusis when you completed your graduate study. 
Unfortunately, even now, in today's doctor of audiology programs, 
hyperacusis and tinnitus are really not covered enough, both in 
courses and also with clinical practicum experiences, but we can 
learn much about this, as we are right now, through continuing 
education. 

Dr. James Hall: Well, I try to keep in touch with research on all audiology topics 
that I'm interested in, including hyperacusis, and I usually go to 
PubMed, you know, the National Library of Medicine and NIH 
search engine, and back in the '90s, there are very few papers on 
hyperacusis, maybe 100 throughout that whole decade of the '90s, 
and as the years have gone by, more and more research has been 
conducted, and more articles have been published, and these are 
peer-reviewed, evidence-based articles. 
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Dr. James Hall: Now, just within the last decade, of 2010 or 2011 to 2019, we're 
talking about close to 500 peer-reviewed articles, so you'll have no 
problem tapping into a solid research base that supports what we 
do in assessing and managing people with hyperacusis. And this 
growing literature includes prevalence studies, that is how 
common is hyperacusis, and I think you'll be amazed when you 
start looking at some of the prevalence data, that it's far more 
common than many people would suspect, which is another good 
reason why audiologists should be involved. 

Dr. James Hall: Another part of the literature, or the research, focuses on what is 
actually happening in the auditory system that causes a person to 
experience hyperacusis. That is, what are the mechanisms, or 
what is the pathophysiology? And there's a tremendous amount of 
good research on that, including some nice review articles, that are 
very simple and brief, easy to read, that I think you'll find useful. 

Dr. James Hall: Now, I'm going to highlight, speaking of research, one interesting 
group of researchers, and they've just come together in the last 
few years. They have the most unusual name. They're from 
England, many of them from Nottingham, England. A lot of the 
research, and thanks to Dr. Baguley, David Baguley, a lot of the 
research on hyperacusis is actually from England, and the name of 
this group is called quote, "Hyperacusis Priority Setting 
Partnership Steering Group." I mean, that's an odd name, but 
basically, what they're doing is researching the literature and trying 
to identify research priorities that will guide others, others 
researchers, to focus in on the really important topics when it 
comes to hyperacusis. 

Dr. James Hall: So I encourage you to check out the articles by Kathryn Fackrell, 
F-A-C-K-R-E-L-L, and her colleagues. Here are just a couple of the 
research priorities, just to give you an idea of what I'm talking 
about. These are actually from their articles. Is hyperacusis due to 
a physical or a psychological issue, or a combination of both? 
What's the most effective treatment approach for hyperacusis in 
children? That's a very practical question to answer. What 
management approach for hyperacusis is most effective for adults 
and children with autism? We'll talk a little bit more about the 
disorders that hyperacusis may be a symptom of, but that's 
certainly one of them. Then another question, what is the essential 
knowledge and training required for health professionals, like 
audiologists, to appropriately refer or effectively manage 
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hyperacusis? So I encourage you to check out these articles, and 
remain abreast of the literature, because it's changing very quickly. 

Carolyn Smaka: Well, it looks like we all have some homework to do. Some of 
those topics, I find really intriguing, so I look forward to digging in. 
If we get in terms of assessing and treating patients with 
hyperacusis, I've heard you say a couple times, this is something 
audiologists should be doing, but we also talked about how people 
might not be comfortable with that. They may have not had 
training in this, so is special training required? 

Dr. James Hall: Here's my opinion, and I'm sure others would have different 
opinions. Any audiologist who has the normal technical skills and 
the normal knowledge that audiologists should possess is capable 
of assessing and managing hyperacusis. The key elements, really, 
are an understanding of the problem itself, which we're talking 
about today, and there's plenty of literature and plenty of 
resources to learn a little bit more about hyperacusis, and then the 
other really critical skill, clinical skill, is counseling, and we'll talk 
more about that in part two. 

Dr. James Hall: I have a phrase, and I've actually lectured on this, that hyperacusis 
assessment and management is primary care audiology. In other 
words, it's not something that should be done only by a select few 
audiologists in big research centers. Any audiologist seeing 
patients, adults or children, should be able to provide incredibly 
valuable services to the vast majority of people with hyperacusis. 

Carolyn Smaka: Okay, I love that about primary care audiology. That is excellent. 
And not to get too much off the topic, but we hear a lot of 
audiologists today talking about, "How am I going to respond to 
the changing marketplace, over-the-counter hearing aids? Like, 
what services can I add to my practice?" This, to me, seems like 
kind of fits right in with that conversation as well. 

Dr. James Hall: Absolutely, Carolyn. I'll just quickly add to that, I lecture from time 
to time on the future of audiology, and I make that very point. I say, 
if you want to provide services to what I would call underserved 
populations, people who are not getting the services they need, 
focus on hyperacusis and tinnitus, and a few others services, 
maybe auditory processing disorders, and you will literally have a 
waiting list, and you will have patients who are willing to do 
anything you recommend, because they are so troubled by their 
hyperacusis. That's an excellent point. 
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Carolyn Smaka: Let's just quickly talk about other sound tolerance disorders, just 
so we can get those out of the way before we get more into 
assessment. What do we mean by sound tolerance disorders, and 
can you just name a few of the other common ones, or... 

Dr. James Hall: Certainly. This kind of ties into the question that you just... or the 
comment you just made. If you're expanding your practice, and 
you say, "Well, you know, I do think I should be seeing patients 
with hyperacusis," well naturally, you're going to encourage 
patients with any type of decreased sound tolerance to come into 
your clinic, and you'll of course sort them out and determine who 
has hyperacusis and who doesn't. The two main types of sound 
tolerance disorders, in addition to hyperacusis, are referred to as 
phonophobia, which as you can probably figure out is a fear of 
certain sounds, and misophonia, and that's spelled M-I-S-O 
phonia. 

Dr. James Hall: Phonophobia is almost always a component of hyperacusis. In 
other words, someone may have problems tolerating 
environmental sounds, but then there are going to be several 
sounds that really scare them, or make them anxious. Misophonia 
is kind of in a category by itself, and there's a lot of literature on 
this. I'll recommend some articles by Pawel Jastreboff and 
Margaret Jastreboff, published in 2013, 2014, and then Chris 
Spankovich and I have published an article several years ago, also 
on misophonia. That was in Audiology Today. 

Dr. James Hall: So let me just mention what misophonia is all about. It's an 
unusual term. It literally means distinct irritation, or a hatred, very, 
very severe dislike of certain sounds, and very often, the sounds 
that a person with misophonia cannot tolerate are quite distinct. 
They may be a bodily sound, like a family member chewing. So 
you might have a child who can't stand to hear their father 
chewing, or swallowing, or smacking their lips. So we won't get 
into the details, but it is not a intolerance to all sounds or everyday 
sounds. It's a very specific type of decreased sensitivity to... or 
decreased tolerance, I should say, to sound. 

Dr. James Hall: I might also point out that misophonia, that's pretty much the 
preferred term these days. I think Dr. Jastreboff actually coined the 
term, but there are other terms that have been used over the years 
to refer to it, but misophonia is the term that we now use. We're 
not really talking about management in part one. That'll be covered 
in part two, but very often, as audiologists, we're not going to be 
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working with the patient who has misophonia through the 
management phase. We may end up referring the person to 
someone, perhaps a psychologist, who is better suited to handle 
that. 

Carolyn Smaka: All right, so one thing you mentioned earlier, that I thought maybe 
this is a good time to come back to. Is hyperacusis a feature of 
other medical disorders or diseases? I would think that would be 
important to know during the assessment phase. 

Dr. James Hall: Absolutely, and really, this part one of this podcast is not only 
assessment, it's history. History, I guess you could say, it's part of 
the assessment, but it's a distinct part. It's critical to thoroughly 
review a patient's... not just their audiological history, their hearing 
history, but also their medical history. Hyperacusis is a symptom. 
Now, when hyperacusis starts bothering people, it's a disorder 
also, but it is a symptom, and it's a symptom of a number of health 
problems, and I'm going to give you a short list, but I'll point out 
that in the handouts, I have the same disorders, so if you forget a 
few of them, check out the handouts. 

Dr. James Hall: One category of disorders that hyperacusis can be a symptom of 
are developmental disorders in children. Here, I'm referring to 
autism spectrum disorder, and also Williams syndrome. Williams 
syndrome is a developmental disorder where one of the 
characteristic features, almost every child with Williams syndrome 
will have hyperacusis. But there also are neurological disorders 
that have hyperacusis as a symptom, and here I'm referring to 
disorders such as multiple sclerosis. Brain injuries, such as 
traumatic brain injury, or TBI, maybe in a veteran or someone who 
was in a car accident, are also associated with hyperacusis in 
some cases, as are psychiatric disorders. So if you have a patient 
with hyperacusis in your clinic, you really need to inquire in the 
history to determine whether they've had a history of depression, 
for example, or if they've been diagnosed or maybe are at risked 
for post-traumatic stress disorder. 

Dr. James Hall: Another group of disorders associated with hyperacusis in some 
patients are referred to as chronic pain disorders, and fibromyalgia 
would be a good example. I've seen patients with that as well as 
hyperacusis, and migraine. Then, I'll just add one more item to the 
list. You will occasionally encounter patients where once you start 
getting a good history, you find that this patient, or perhaps the 
parents telling you about their child, they're not just sensitive to 
sound, but they're also hypersensitive to light and to tactile stimuli. 
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That's kind of a separate category that you want to identify in your 
history. Again, those are all listed in the handouts, and you'll find 
some good articles also, describing the medical conditions or 
diseases and disorders associated with hyperacusis. It's a very 
good question. 

Carolyn Smaka: So these are the types of things we should be asking in the case 
history. What else should be included in that history? 

Dr. James Hall: Well, the fact the different medical problems I've just talked about, 
you ask about them, and in some cases, the patient will say, "Oh, 
yes, I've had problems with depression for many years, and I'm 
treated with medication for that." In other cases, you will... Of 
course, you'll recognize the patient's come to you with 
hyperacusis. You may actually play a critical role in referring the 
patient to a neurologist, or psychiatrist, or some other profession, 
who will actually make the formal diagnosis. So I don't want to 
imply that all patients coming with hyperacusis have already been 
diagnosed with these problems. 

Dr. James Hall: Another series of questions you always should ask of every 
patient, not just patients coming in for hyperacusis, has to do with 
the medications they're taking, and not just the prescribed drugs, 
the drugs for which they have a prescription, but also 
over-the-counter substances. It's well known that hyperacusis can 
be caused by, or at least made more noticeable or enhanced by 
certain drugs. I'm talking about drugs that might be used for 
depression or anxiety, Prozac, Zoloft, et cetera. So always include 
a complete review of medical history and any diseases or 
disorders that a person might have had, or important medical 
events like a head injury, and also a complete review of all 
medicines and over-the-counter substances that the patient takes. 

Carolyn Smaka: We kind of jumped into case history here, but before we even get 
into case history, is there anything an audiologist should do, like 
preliminary steps, before they begin seeing patients with 
hyperacusis? 

Dr. James Hall: Yes. We did kind of jump right into the history and assessment, but 
we really do need to back up a little bit, and we've kind of touched 
upon this, when we were talking about kind of restructuring your 
clinical practice to include patients with hyperacusis. Before you 
even open your door to patients with hyperacusis and other 
disorders of sound tolerance, it's important to educate your referral 
sources, and maybe even educate some potential referral sources. 
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In other words, they're not yet sending you patients. I've always 
visited pediatricians. I've talked to psychiatrists, neurologists. Let 
them know I exist, and I'm available to see patients who have real 
problems with loud sounds. 

Dr. James Hall: So you want to educate your referral sources about decreased 
sound tolerance, that it has been researched, it's well described, 
and we can help these patients. And these aren't just adults. I 
should point out, many of the patients you will see are children. In 
fact, if you're in a children's hospital, for example, and you don't 
see adults at all, you still should be focusing on hyperacusis as 
one of your clinical services. Letting referring physicians, or letting 
all physicians, know that you provide services to this population 
will not just help your clinical practice, but it'll help a whole group 
of patients who right now are pretty much being ignored. 

Carolyn Smaka: Now, one thing I've heard you say... Well, I've heard you say a few 
times today, is about children, so when I think of hyperacusis, until 
now, I was mainly thinking of adults. Can you just make any 
comments about children with hyperacusis? 

Dr. James Hall: Certainly. Actually, in my clinical practice, which included everyone 
from newborn infants to those in their 90s, I probably did see more 
children than adults with hyperacusis, maybe because I was in 
touch with a lot of the pediatric groups. But as I've already 
mentioned, hyperacusis is a distinct characteristic of certain 
disorders that involve children, certain developmental disorders. 
As I said, Williams syndrome. If the word gets out that you as an 
audiologist are willing to see patients with hyperacusis, and that 
becomes known in the Williams syndrome community, and they 
have their own website, you will see lots of patients, because 
hyperacusis is a debilitating problem for children. And by 
debilitating, I mean it really has a horrible impact on their quality of 
life. Same thing with autism spectrum disorders. 

Dr. James Hall: Sensitivity to sound, loud sounds, is one of the key factors that 
really impacts their ability to interact with others, and to live a 
normal life. And even patients, children, with auditory processing 
disorders. I've found, and others have shown, that close to half of 
all children coming in for an APD assessment actually will complain 
of being bothered by loud sounds. 

Carolyn Smaka: Wow. 
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Dr. James Hall: I'll refer you there to a 2016, quite recent, review article, that's in 
the list, by a group of authors, including David Baguley, on 
hyperacusis in these types of patients. 

Carolyn Smaka: Excellent. Then, going back to preparing your practice, we had 
talked about case history, so you're going to want to update your 
case history form, or review it, to ensure these kinds of things are 
being asked. You know, educate your team. What else? Can we 
bill for hyperacusis? 

Dr. James Hall: Absolutely, and I'm glad you brought that up too, because in my 
career, I always was directing large clinics, audiology clinics, and 
health science centers. It was the real world. We had to bill, we 
had to collect revenue, and we were very successful. So I would, 
as part of your preparation, make sure that the physicians and 
others, psychologists, speech pathologists, everyone referring to 
you, understands that they should use specific diagnosis codes. In 
the United States, these are called ICD-10 codes now, and there 
are codes specifically for bilateral hyperacusis. So when a patient's 
referred to you, they should be referred with that code, so that the 
health insurance companies, third-party payers, understand that 
they're reimbursing for a legitimate diagnosis. 

Dr. James Hall: In addition to that, make sure you educate your front office people, 
the receptionists and others who schedule patients, about this 
problem, because they're your face to the public, you know? 
They're the first person that someone with hyperacusis, or a parent 
of a child with hyperacusis, might talk to. So make sure that they 
are aware of what this problem is, how to schedule them. I always, 
in my clinic, had a specific template only for patients with 
hyperacusis, and it was a distinct template from my tinnitus 
patients, so that these patients were put on the right schedule, 
they got the right history forms, and we got the right types of 
referrals to actually see these patients. 

Dr. James Hall: You mentioned reviewing the case history form. Definitely, you'll 
want to do that, and update it, and also, if you have a website for 
your clinic, I would assume you do, make sure that you include 
some very easy-to-understand information, perhaps even a 
handout-type information, on hyperacusis. That'll be good for the 
patients, and it'll also be good for your practice. 

Carolyn Smaka: So, Dr. Hall, you know how tinnitus patients are often told, like, 
"Learn to live with it?" I would think with hyperacusis patients, as 
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it's not well known, I would think even maybe less well known in 
the medical community, is that something common, that 
hyperacusis patients are told, or... 

Dr. James Hall: Absolutely. It really bothers me, and has bothered me over the 
years, that a child going to a pediatrician... I know the 
pediatrician's busy, and they've got all kinds of life-and-death 
problems they're trying to identify and manage, but that they're not 
just given advice like, "Well, yes, some children are very sensitive 
to certain sounds. That's called hyperacusis, and we're going to 
send you to someone who can help your child," or an adult. 

Dr. James Hall: I've had, for example, a teacher who developed hyperacusis, 
maybe after exposure to a very loud sound, and they're a teacher, 
classroom teacher. Now, they either can't teach because of all the 
noises in the classroom, and the impact it has on their quality of 
life, or they're struggling to go to school every day and teach, and 
they're being told, "Well, you know, there's not much we can do 
about that. Just try to put up with it." That's simply not the case. 
We can help these patients tremendously, and that's part of the 
education process. That's why I refer to these as underserved 
patients. It's our responsibility as audiologists to educate 
physicians and others, and the public, that this is a real problem, 
and we know something about it, and we can help them. 

Carolyn Smaka: So, I know with tinnitus patients, just telling them that there's 
something that can be done, taking it seriously, listening to them is 
a big part of the treatment. Is it kind of the same thing with the 
hyperacusis people, you know, being positive, upbeat, and that 
kind of a thing? 

Dr. James Hall: Absolutely. In fact, many of my patients with hyperacusis and 
tinnitus contacted me by email, once email's become available, or 
by phone, and my work with them, my counseling of them and 
management of them actually started before I saw them, because 
I'm always upbeat. You've got to be... Once you start working with 
patients with hyperacusis, and you will have success, you will be 
able to tell the person, "Don't worry. Have hope. We can get you to 
the point where you can start enjoying your life again." What I 
always do, and any audiologist can do this. Have an article, just a 
little what I used to call fact sheet, just a list of information about 
hyperacusis. Immediately get it to the person. 

Dr. James Hall: I've got a few articles that I've written over the years, just simple 
little ones. You could just develop a fact sheet from this 
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information, from the information in this podcast. Give the patient 
hope. Take some time to show that you really care about them, 
and you can... It's not exaggerating. It's not making false promises 
to tell the patient, "I'm here to help you, and I'm quite confident 
that I will be able to help you." That alone will be a very good first 
step to helping a person with hyperacusis. 

Carolyn Smaka: This concludes part one of the podcast. Part two will cover 
assessment of hyperacusis. Thanks for listening. 

 

 

Part 2: Assessment of Hyperacusis 
Carolyn Smaka: Welcome to Continued Conversations, the CEU podcast. In this 

episode we're discussing assessment of hyperacusis with Dr. 
James Hall. So you've included a flowchart in the handouts, which 
is fantastic. Let's get into that in terms of assessment. 

Dr. James Hall: Certainly, and I might point out at the very top of the flowchart, for 
those of you who do check it out, I'm talking about some of the 
things we've already covered. For example, the history and making 
sure that you differentiate hyperacusis from other forms of 
decreased sound tolerance, and also the importance of the 
medical history. So, as we move down the flowchart, obviously 
we're going to come right to the big box which focuses on 
assessment itself. And I will just say at the outset, for those of you 
who have said, "Well, I'm not sure I can do this." The assessment 
of a patient with hyperacusis is basically what you should be doing 
with any patient that comes through the door. 

Dr. James Hall: There's nothing all that different, nothing all that atypical or 
unusual about the procedures and the test battery that you will use 
with a patient coming in for an evaluation of hyperacusis. It's just a 
comprehensive test battery, as we'll discuss in just a moment. So 
keep that in mind as we approach this, where we're basically going 
to reinforce a complete diagnostic test battery for this patient 
population. Let me just go over a few of the points here. 

Dr. James Hall: First of all, when we're taking the patient back to the clinic, or 
maybe we're already in the clinic, make sure you emphasize to the 
person, the patient, and actually I do this throughout my 
encounters with them, that you recognize that they have sensitivity 
to certain sounds. And sometimes sounds that really aren't that 
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loud and that's why they are there, and you will make sure that you 
keep that in mind as you evaluate them. So I tell people, my 
patients right up front, "Don't worry, I'm not going to expose you 
to any loud sounds. And if you, at any time during the assessment 
are bothered by loud sounds that I'm presenting to you, just tell 
me right away and I can stop." 

Dr. James Hall: For many audiologists, what I'm about to say may be just amazing. 
I mean you'll say, "Hey, I don't believe it," but you will have 
patients with hyperacusis who can't tolerate the probe tone that 
you would use for tympanometry, or will have difficulty even with 
the relatively low intensity stimuli that you use for a otoacoustic 
emissions assessment. So you've got to put the patient at ease, 
you've got to reassure them that you're there to help them and that 
you're going to avoid presenting sounds that they find [inaudible 
00:02:51]. Now occasionally, and of course you need to do that, 
for example, if you're measuring loudness discomfort, but you're 
going to alert them in advance. 

Carolyn Smaka: See, I wouldn't even think of that. That's great. So I'm assuming 
that you're going to start your assessment with otoscopy as your 
flowchart indicates, and then what's next? 

Dr. James Hall: Yes, definitely otoscopy at the beginning, and that is when I will tell 
them what I've just mentioned. Now, before I even take a probe 
and come at them, I'm going to say... Now obviously, I usually kind 
of tell them in a very light, casual fashion, "Obviously as an 
audiologist I use sounds. I'm going to be asking you to listen to 
some sounds and I understand that might cause you some 
concern. I'm going to keep the sounds as soft as possible, and 
most of them are going to be very, very soft. And the first test I'm 
going to do... " And then I launch into a description of 
tympanometry. 

Dr. James Hall: And I'll say, "There is a buzzing sound, and it won't be there for 
very long. It's an important part of the test so I hope that you can 
tolerate it, but let me know if you can't." And then I move right into 
a tympanometry. I do that, tympanometry is important because 
almost all of these patients with hyperacusis, particularly the 
adults, will not have any problem with their middle ear. So I'm 
going to dispense with bone conduction later on. Bone 
conduction, pure tone audiometry, I'm not going to focus on the 
middle ear once I've ruled out middle ear problems. 
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Dr. James Hall: However, and when we get to the later part of this podcast I'm 
going to talk about some cases. One of them is a child with 
Williams syndrome, which very often is associated with middle ear 
dysfunction. So we need to do tympanometry, but we're definitely 
not going to do acoustic reflexes, and I emphasize that in the 
flowchart. Acoustic reflexes are obviously measured at quite high 
intensity levels. There's no chance, or there's no reason to take the 
chance to aggravate the person's hypersensitivity to sound by 
presenting acoustic reflex stimuli. And there's almost no diagnostic 
value. We're not worried about the kinds of pathologies that we 
might detect with acoustic reflexes. So that's the way I start my 
assessment, otoscopy, tympanometry and then avoiding the 
reflexes. 

Dr. James Hall: The next thing I do, and this is very important, I can't emphasize 
the importance of recording otoacoustic emissions. And I prefer 
distortion product otoacoustic emissions because I can evaluate a 
wide frequency range, usually 500 hertz all the way up to 8,000. I 
usually use a very typical intensity level, 65, 55 dB. Why are OAEs 
so important? OAEs are the most sensitive measure of cochlear 
function that we have, particularly outer hair cell function. If the 
OAEs are perfectly normal all the way up to the highest 
frequencies, we can safely say that there's no serious problem 
with the outer hair cells, and almost always there's no problem 
with the cochlea. And you'll see when we talk about management, 
how critical that information is when we're counseling a patient. 

Dr. James Hall: Now, once I've completed these objective tests, tympanometry 
and OAEs, then I move right into the sound booth, but I can then 
move very quickly because I usually have a pretty good idea as to 
whether the middle ear is normal or not, and whether even the 
cochlea is normal or not. 

Carolyn Smaka: Okay. So that makes sense because you've done those tests 
before you start pure tone audiometry but I'm assuming when you 
move into the sound booth that's what you're doing? 

Dr. James Hall: That's correct. We'll use our audiometer, and we'll record pure 
tone audiogram, but even for the children in this population, this 
goes very quickly. Again, we're not expecting a hearing loss, and if 
there is one it's usually not very serious. We don't have difficulties 
with masking, typically, but there are even some variations in how I 
approach pure tone audiometry in this population. Again, keeping 
in mind they're here in your clinic because they're bothered by 
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loud sounds. So I always start, particularly if the OAEs are normal, 
which they almost always are, I'll start the pure tone audiogram or 
assessment at 20 to 30 dB HL, not at higher levels, and I'll 
descend from there. And that really saves time, but also it reduces 
the chance of causing the patient any concern. And very quickly 
run through pure tone audiometry including interoctave 
frequencies, 3000 hertz, 6,000 hertz. 

Dr. James Hall: And here's a very important deviation from the normal routine. I 
always, always perform high frequency pure tone audiometry. So 
as you're planning, you're thinking about preparing to provide 
hyperacusis services, in addition to getting the word out to local 
referral sources, make sure that you're equipped to perform high 
frequency audiometry. And by that I mean above 8,000 hertz. So 
you've got special earphones and your audiometry is capable of 
that. And we'll come back to why that's so important when we get 
to the management. But we want to evaluate as much of the 
person's auditory system as possible. So that plays an important 
role in the assessment. 

Dr. James Hall: And again, I'll just reiterate, if the patient has no history of middle 
ear disease, if their tympanometry is normal, if their OAEs are 
normal, then I don't do bone conduction. It will provide no value, 
no information. And I'll save my time to actually evaluate their 
hypersensitivity or their sound intolerance. That's what I really want 
to focus on. 

Carolyn Smaka: Okay, now you're going to cause a little rebellion. We had another 
presenter who talked about not doing bone conduction when all of 
those other factors are in there, and we had some people that 
disagreed with that. 

Dr. James Hall: Well, I presented some papers lately, or presented some lectures 
along with some colleagues that everyone would recognize, on this 
very topic of best practices in using what I call value added tests. 
And let me just say, that if it's an issue of billing, and that's what 
some people say, "Well, you can't bill for comprehensive audio if 
you don't do bone conduction." I would not even use 
comprehensive audio for these patients, I would bill individual 
procedures. So air conduction only, OAEs, and focus on getting 
the information I need for these particular patients. 

Dr. James Hall: Very often, these are patients who are not coming with the typical 
history. We've already kind of talked about how their history is 
different. They're not coming in with a history of seeing 
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otolaryngologists because they've had lots of ear infections in the 
past. They are people who are living their life normally with normal 
hearing sensitivity, when something happened in their life and now 
they have a hypersensitivity to sound. So we have to look at the 
amount of time we have and what information we want to get, and 
bone conduction pure tone audiometry is not going to contribute 
at all to our management of these patients. And so, I'm not saying 
don't do it just to save time, or just because I don't like bone 
conduction testing, it's for a good reason, it's for a good clinical 
reason. 

Carolyn Smaka: Right. And you're saying when you have all these other tests and 
they all align, it doesn't add anything extra. 

Dr. James Hall: That's right, and when we get to the very end of the podcasts, I will 
present a case of a child with Williams syndrome, where I'll show 
that bone conduction was very important. So it's a decision that I 
make based on all the other results, previous results suggesting 
that there's absolutely no middle ear problem. If I have any 
concerns about the middle ear, or if the patient's never been 
evaluated audiologically, then of course, I'll go in to this 
assessment with bone conduction as I normally would. 

Carolyn Smaka: So you bring up a good point about assessment, that it shouldn't 
be a cookie cutter approach. Anyone with it, comes in with a 
complaint that sounds like hyperacusis doesn't get the same test 
battery. 

Dr. James Hall: No, and that's my whole philosophy. Whatever the patient's history 
is, their chief complaint, we should construct, customize a test 
battery to get at the answers to their question. These are patients 
who aren't going to need hearing aids, so we're not going through 
the audiological assessment to show that they have a hearing loss, 
and how much hearing loss, and what kind of amplification they 
need. We want to know how can we help them get to the point 
where they are no longer bothered by loud sounds. And again, 
using this example, bone conduction audiometry just doesn't, pure 
tone audiometry just doesn't help us achieve that goal. 

Carolyn Smaka: So everything you described to now sounds like components of a 
typical test battery. Are there any other procedures to consider in 
the audiologic assessment of patients with hyperacusis? 

Dr. James Hall: Certainly. Well, of course, not everyone does high frequency pure 
tone audiometry so I would always recommend that, that's kind of 
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a slight deviation. Sadly, not every audiologist, and statistics show 
that less than 20% of audiologists routinely use OAEs, particularly 
with adults. I would definitely include them. I also will reemphasize 
that you always want to either use ascending approach to all the 
tests involving pure tones, or a descending, but don't go above 25 
to 30 dB to start. That's all very, very important. 

Dr. James Hall: And then, the other thing I would ask is, or include, is you at some 
point want to record loudness discomfort levels. So that's not 
something that every audiologist would do, particularly with a 
patient who seems to have normal hearing sensitivity, but loudness 
discomfort levels are a very critical part of the diagnostic 
assessment of a patient coming in with a complaint of 
hyperacusis. 

Carolyn Smaka: Okay. So that seems to go contrary to what we talked about 
before, that you don't want to present any loud sounds, you're not 
going to do acoustic reflex threshold testing, so there must be a 
special procedure then for the loudness discomfort level for 
patients with hyperacusis? 

Dr. James Hall: Yeah, I'm glad actually that you rephrased that comment just as 
you did. I save the loudness discomfort level assessment for the 
very, very end of my assessment. Now I've been with the patient 
for at least 45 minutes or so, and with the history, you know, initial 
history maybe a little more, they trust me, I have their confidence. 
And then, I very carefully explain the loudness discomfort level 
procedure. And even with children, I might use some pictures, 
you've seen probably some of the pictures showing, kind of 
illustrating the different levels of sound. And I stress to the patient, 
"I'm going to start at a very soft level. You may not even hear the 
sounds initially, and I'm going to very gradually and very slowly 
work my way up so that the sounds are a little bit louder, a little bit 
louder." 

Dr. James Hall: "You can stop me at any time, but I do want you to allow me to get 
to the point, if possible, where the sounds that you're now hearing, 
you would describe them as uncomfortably loud. If you walked into 
a room and there was a radio or a TV on, you would want to turn it 
down if the sounds were at this uncomfortable level." So, I can't 
recall a single patient who refused to allow me to measure 
loudness discomfort levels, because I take a very gentle, very slow 
approach to it. I don't just jump right in with a high intensity sound, 
and they trust me completely. They're putting their hyperacusis in 
my hands, you might say. So don't be concerned about that. And 
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I'll explain this to patients, it's a very important part of the 
assessment. 

Dr. James Hall: I'd like to have some numbers. I'd like to be able to quantify their 
sensitivity to sound, because that information will be valuable in 
determining whether they really have hyperacusis, but also in 
determining whether my management of that patient is successful, 
is actually helping them. 

Carolyn Smaka: Okay, so that was actually one of my questions. I'm kind of 
jumping ahead to management, but would this serve as a 
baseline? And if you do, let's say effective management 
techniques, we'll learn about that in the next part of this podcast, 
would you expect to see anything change? 

Dr. James Hall: Absolutely, in fact, let's just focus on the loudness discomfort 
levels right now. It's not uncommon to document loudness 
discomfort levels of 50 to 60 dB, sometimes even less than 50 dB. 
So now you can begin to realize why this person's so terrified of 
going out into the world, because they're going to be exposed to 
sounds that they perceive as uncomfortably loud all the time. Now 
fast forward, a month, four or five weeks, maybe a little longer. And 
after you've managed these patients, and the effect of 
management can be very, very quick. It wouldn't be uncommon to 
go back and have now, loudest discomfort levels of 90 or 95 dB. 

Dr. James Hall: Now, that's rather dramatic to go from 45, or 50, or 60 dB level of 
sound that some viewed as uncomfortable, perceived as 
uncomfortable, all of a sudden to get up to normal levels. And 
that's powerful data. So that's why the loudness discomfort levels, 
I realize that they're subjective, but they are numbers, and it's a 
technique that's been well-defined, so it really can help us to 
document that we've made progress with management. 

Carolyn Smaka: Any final thoughts on assessment? 

Dr. James Hall: Well, I'll just say that the actual time it takes to acquire the history, 
and I'd rather have the history completed by the patient before 
they actually arrive to the clinic, and the time it takes to perform 
the assessment is far less than the time it's taken us to talk about 
it. So when I schedule a patient who's coming in with a chief 
complaint of hyperacusis, usually an hour and a half is maximum, 
but most of that, a lot of that's counseling. 
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Dr. James Hall: What we've just discussed, the history and the assessment can 
typically be completed in 45 minutes or less. And that, again, is 
because these are patients to a large extent that have normal 
hearing sensitivity. They're not technically difficult patients to 
evaluate. So I'll make that point, don't get discouraged and say, "I 
don't have time in my schedule to evaluate patients with 
hyperacusis." They don't take any longer than the average patient. 

Carolyn Smaka: Great. Well, this has been fantastic, about assessment of 
hyperacusis. So we'll wrap up part two of our three part podcast 
and move into management in part three. Thanks, Dr. Hall. It's 
been an exciting conversation so far and I look forward to part 
three. 

Dr. James Hall: I've enjoyed it and I look forward to part three myself. 

 

Part 3: Management of Hyperacusis 
Carolyn Smaka: Welcome to part three of our Hyperacusis Podcast. Our guest is 

Dr. James Hall, and this section focuses on management of 
patients with hyperacusis. So in the last section we talked about 
assessment, referrals, and now we're moving on to management. 

Dr. Hall, what can an audiologist do to help patients with 
hyperacusis. 

Dr. James Hall: That's the really critical question. Obviously, that's our goal, to 
help these patients, not just to get a history, and not just to assess 
them. Let me just start out by saying, and it's just a generic thing, 
we can do a lot. We basically as audiologists, for the average 
patient with hyperacusis, the person who's primary complaint and 
concern is hyperacusis, we can provide all the management they 
need as audiologists, and we can get them to the point where they 
can enjoy their life again. 

So my very first message to the patient, and it's not... I don't wait 
until after the assessment, I give them this message either at the 
very beginning when I first shake their hand and greet them in the 
waiting room, or perhaps even earlier when they contact me by 
e-mail or phone, all patients with decreased sound tolerance, 
including hyperacusis, can be helped. And in most cases, we can 
help the patient get back to the point where they're enjoying their 
life, and they're living what, for them, is a very normal life. 
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And I want to get that point. I want to give patients hope instantly. I 
want them to be positive as they approach the management of 
their problem. And of course, I want them to be part of that 
management, I'm not going to be doing everything for them. So 
that's the first thing. 

If you're dealing with a child, particularly if it's a younger child, 
maybe five or six years old, maybe pre-school, obviously much of 
the message that I have just given you, is directed to the parents, 
not to the patient. Although I'll just mention, that when I have a 
patient who is a child, I always like them to be in the room when 
I'm just giving this generic pep talk, you might say, because I 
mean, they're going to pick up on this. They're going to be 
encouraged by what they're hearing, even if they don't understand 
everything, and then their parents can re-enforce this positive 
message that they've come to the right place, we're experts on 
this problem, and we can help them. 

Carolyn Smaka: Okay, I've heard you say something before, counseling is 
intervention. What does that mean, and can you explain what that 
means? 

Dr. James Hall: Yes. Counseling is kind of ignored by many audiologists, and I 
must just say that, for many years my counseling was pretty 
superficial. It was maybe just saying, "Oh, here's what your 
audiogram looks like," as I rushed the patient down to see the 
otologist. But when I began to work with patients with hyperacusis 
and tinnitus, I began to realize that counseling is perhaps the most 
important part of intervention for almost every patient. Well, I won't 
say perhaps, it is for almost every patient. And it starts by giving 
them a very positive attitude about my services, that I can help 
them, and it involves educating the patient and the parent about, in 
this case hyperacusis, what it is, what causes it. 

I actually get into a discussion of the mechanisms. Not in great 
detail, although if I have a college student, or maybe my patient's a 
physician, or a professional, or a teacher, I'll give them articles 
about hyperacusis. Knowledge is power. So one of my first 
counseling goals, is to educate the patient as much as I can about 
their problem, because when you really understand a problem it 
becomes less mysterious, and more manageable. And then I give 
patients very concrete recommendations on what they can do. I 
think that's very critical. I try to be as specific and as practical as 
possible. 
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So for example, I'll give you an example. They'll be complaining 
about loud sounds, and I'll say, "You know, you've been trying to 
find quiet places because of this problem you have with tolerating 
loud sounds. So you've been spending much more time in your 
house with all the sources of sound turned off, the radio, the TV, 
even the air conditioner. You've been avoiding going to certain 
places where there's sound. I'm going to ask you to do something 
that I know will be difficult for you. I want you to surround yourself 
with soft, pleasant sound. It can be music, it can be sound that's 
produced by a sound machine, it can be maybe just opening the 
window and letting a little bit of noise from the world into your 
house. It may be taking a drive and going places that you haven't 
been going lately, quiet places, but you've got to start introducing 
more sound." 

And I explain to them that, by isolating themselves from sound, 
they're actually making their brain more aware of sound than ever. 
So we'll get more into management and desensitization, but my 
counseling always includes some very specific recommendations 
about sound enrichment. And I try to answer any questions the 
patients have. I'm not going to laugh at any of their questions, I'm 
not going to find them outlandish. Sometimes as you begin to 
encourage the patient to ask questions, just open ended 
questions, you begin to realize they have some misconceptions 
that are really fueling their concerns.  

For example, they may be feeling pain when they hear loud 
sounds, and they're convinced, and this may be a child or an adult, 
that they're damaging their ear. That they're going to end up deaf. 
Now, you're looking at their audiogram, and their test results, and 
you know that's never going to happen, but they think that the pain 
that they're feeling is because they're damaging their ear. So this is 
where... I don't waste any time. If they've got a perfectly normal 
audiogram, including high frequency audiometry, if their OAEs are 
normal, as soon as the patient starts to make statements about, 
they're worried about they're damaging their ears, and they must 
be damaging their ears because these sounds are really 
uncomfortable, sometimes even painful, I jump right in and I say, 
"Well, you know, I've got some good news, you don't have to 
worry about that. We have done the most thorough hearing 
evaluation that you could get anywhere in the world, and we found 
that your ears are perfectly normal in every way. You are not 
damaging your ears. In fact, the sounds you're describing, are not 
loud enough to possibly cause any damage." 
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And you can see the relaxation come over them. This is... We 
talked earlier about sometimes a patient within one visit will be 
improved, and this is one reason why, counseling removes the 
parts of the brain that control their negative emotional response, 
their sadness, or even their fear to sounds. Counseling takes those 
concerns away, and now the patients ready to be helped. So when 
the person first is in... I have a quiet, very private area for 
counseling. It's not the sound booth, it's not the hallway, it's very 
relaxed, and I start asking them questions, and I say, "You ask me 
questions." That almost always leads into this kind of counseling. 

Carolyn Smaka: I like how you say that, not the sound booth, because I've been 
guilty of that myself. You consider counseling, you're standing 
there with your clipboard and the patients kind of sitting in the 
sound booth chair, and maybe the still even have some of the 
wires there. So yeah, this is more, let's sit down and talk about 
this. 

Dr. Hall, you mentioned sound enrichment, I know that's an 
important piece for these folks, and I assume there's a good 
scientific rationale evidence based for sound enrichment. 

Dr. James Hall: Yes, and I will say that the whole concept of sound enrichment 
as... or sometimes called sound therapy for patients with 
hyperacusis, or patients with tinnitus, we can trace all that back to 
the late 1980s and early 1990s in [Poval Josterbauff 00:08:39], 
whose name I've mentioned a few times already. And it's a critical 
part of a more extended treatment option called, Tinnitus 
Retraining Therapy, which actually works very well for hyperacusis. 
But there's some excellent resources on this, and in the reference 
list that accompanies these podcasts, I've highlighted a few of 
them.  

One of the articles that's really good, is actually by Marin 
Pinkowski, who's a faculty member at Salus University, it's a 2018 
review article. And he reviews all the different research on sound 
therapy. The [Josterbauff's 00:09:16] also have some excellent 
articles, and then there's an article by the British group that I 
mentioned, FACRO and others that was published in 2017. So of 
all of the treatment options for patients with hyperacusis, probably 
the two that have been most studied are, sound therapy, and 
cognitive behavioral therapy. And they both play a very, very 
important role in managing patients with hyperacusis. 
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And the nice thing about them, is they're inexpensive, they're low 
tech, and most patients can easily implement these treatment 
options. Although, if need be, they can always be extended into a 
more formal type of sound therapy. But most of the time it's just a 
question of encouraging the patient to surround themselves with 
soft pleasant sound as much of the day as possible. 

Carolyn Smaka: So let's get into a standard program or protocol. So how would 
you implement a standard sound enrichment, or sound therapy 
type of protocol for hyperacusis patients? 

Dr. James Hall: Sure. The first thing I do is, as I've already mentioned, answer their 
questions, try to address some of the fears that they have, make 
sure that I've reviewed all the test results with them, emphasizing 
the normal test results, normal peritone audiometry, normal OAEs, 
et cetera, normal tympanometry. And then my approach is to start 
with the more generic recommendations for sound therapy. Buy a 
sound device if you have a... if your bedroom or your house is 
quiet, or you're welcome to use an iPod, or connect your 
smartphone to a speaker, and always have soft pleasant sound in 
the background. Try to avoid quiet places totally, quiet places. 

But I also, through my history, usually the history forms itself, I 
have a list of the sounds that they find most bothersome, most 
troublesome. And almost every patient coming into see you for 
hyperacusis will be able to identify some sounds that they don't 
like, or any loud sound, but these sounds are particularly annoying. 
In fact, they often try to avoid places where they might hear these 
sounds. And what I'm talking about, and they're very, very typical 
across studies and across clinical experiences, are vacuum 
cleaners, a barking dog, a child crying, thunder, somebody 
slamming a door, any type of siren, an ambulance, police, fire 
vehicle. These are sounds that, traditionally, people with 
hyperacusis find extremely annoying, and you can see where a 
person trying to avoid these sounds, will start to change their day 
to day activities in a very negative way. 

So I try to identify, and patients will immediately tell you these 
sounds. In fact, if you said, "Make a list of the sounds that are 
really, really bothersome," they'll be able to do it instantly, they're 
not going to have to do much thinking about it. Then, here's a 
strategy, and this is part of the sound therapy, but it's a very 
specific part, it's called sound desensitization. And the research 
actually supports it, and it's amazing how effective it is.  
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I get the patient to identify the sounds, and I say, "Okay, I've got a 
program for you, a recommendation for you to follow," and if it's a 
child that you're seeing with hyperacusis, you're of course working 
with the parent for this, "record those sounds. If you can, record 
now on your smartphone, it's possible. [missing audio 00:12:58]. 
You say you don't like a siren, it scares you and it just grates on 
you, and you just want to run away from it, record that. And if you 
can't record an actual vehicle with a siren that you have heard, 
record that from the internet. Just download a sound file. And the 
same thing with these other sounds. And then, and it sounds a 
little corny," I'll tell them this, and I'll say, "it sounds like this is kind 
of, I've given you a child's homework assignment," of course your 
patient may be a child, "after you've recorded these, play them 
back. Play them back just for a short period of time, maybe 10 to 
15 minutes, but do that quite a few times, maybe four or five times 
a week and listen to them." 

And if it's a parent I'm talking to, I'll also say, "Talk to your child 
about this, "Well, you don't like your sister crying, you say that 
your sister crying really hurts your ears, and it's painful, and you 
cover your ears. And let's just listen to your sister crying." And they 
start out very soft, and then louder, and then louder, and they 
become more accustomed to it. And while you're talking to the 
child, or the parents are, and this is what I advise the parents, say, 
"You know, you cry sometimes too, but I haven't heard you 
complain about your crying. Crying is... It makes people 
uncomfortable to hear somebody crying, but it's not going to hurt 
your ears. And the same thing with thunder." And you go through 
this explanation to kind of take the mystery out of the sounds, and 
the fear out of the sounds. 

And after a while it's amazing, if a person with hyperacusis actually 
is controlling this process, in other words they're the ones playing 
back the sounds, they're the ones controlling the intensity of the 
sounds, they get to the point where these are just everyday 
sounds. They're not concerned about them. So that's a very 
specific form of sound therapy, which almost always is 
appropriate, because almost every patient with hyperacusis will 
have certain sounds that really bother them. 

Carolyn Smaka: And as you mentioned, it's so easy to implement today. I mean, 
anybody could record a sound or a video on their smartphone or 
their iPad, really simple and easily accessible. 
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Dr. James Hall: Yes. And when the patient comes back to see you, if you schedule 
a follow up visit, that's when you can actually go through this 
process and just say, "Well, do you have some of those 
recordings, let's listen to them?" And you'll be amazed at how 
casual, and objective, and matter-of-fact the person is now about 
sounds that before, were just intolerable to them.  

Carolyn Smaka: Now I know you have some cases to share, and I'm excited to get 
to those, but I just wanted to circle back real quick about TRT, 
Tinnitus Retraining Therapy and cognitive behavioral therapy. So 
what I'm hearing you say is that, TRT, Tinnitus Retraining Therapy, 
it's well known for tinnitus, but that there's also some evidence 
that shows it works with hyperacusis. 

Dr. James Hall: Yes. There are, I don't know how many, but probably at least a 
dozen formal studies of Tinnitus Retraining Therapy, or I guess we 
should call it, Hyperacusis Retraining Therapy, with patients who 
have hyperacusis. There's some of the original articles that you 
can check, and then there are some review articles that kind of 
summarize the results of multiple studies. So it's definitely an 
option. Now, I will say that for every 100 patients that I have seen 
for hyperacusis, that's their chief complaint, I have only gone to 
TRT in maybe less than 10%, less than 10 of those 100 patients.  

So much of the recommendations I'm making, many of the 
recommendations, are really part of TRT, but I'm not going through 
the formal training, I'm not requiring that they purchase a sound 
device for their... an ear level sound device, I'm just incorporating 
sound enrichment, and I'm incorporating some of what's called 
directive counseling in my overall management. Now, I do always 
mention TRT, because I want to give patients hope, and I want 
them to know that whatever we do in terms of management, we 
will help them. And if they've come back to me after four to five 
weeks and say, "You know, I'm better off than I was, but I'm still 
avoiding certain loud places. I don't go to restaurants, I'm still 
having trouble at work, or still having problems going to church or 
whatever," I'll say, "Don't be discouraged, we have plenty of other 
options for you." And then I'll explain in more detail, TRT. 

And there are again, plenty of references, so you're able to say, 
"There are research studies that have shown that this works." And 
that takes... That's very important for reassuring a patient, that 
they will be helped. Now much of the... Even if you don't 
implement Tinnitus Retraining Therapy, understanding how that 
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works, and again there are many articles on it, is good, because 
the concept here is, take away the role of the parts of the brain, the 
limbic system for example, that controls emotions, take away the 
autonomic nervous system role in hyperacusis, which is the 
patient's fearful response to everyday sounds, and now you've got 
a patient whose just hearing sounds, that's all. They're not worried 
about them, they're not anxious, they're not avoiding these 
sounds, they're not fearful of them.  

So the counseling part of Tinnitus Retraining Therapy can be done 
without getting into the full extended program. In fact, I do this 
immediately when I first start talking to the patient in the very first 
visit. And that all... It all fits together. That helps them to adapt to 
sounds to start going to places where there are sounds that they 
have at maybe a musical event, maybe a sporting event. And so 
instead of the vicious cycle that they've been dealing with, where 
loud sounds prompt them to go to quiet places, now their brain is 
becoming more sensitive to sound, it's just the opposite, we're 
beginning to make some serious progress. So TRT plays a role, 
but it's certainly not needed for most patients. 

Carolyn Smaka: Great. So it's like those underlying principles that are important 
there. 

Dr. James Hall: Exactly. 

Carolyn Smaka: Two more questions before we get into your cases. The first is, are 
there patients that cannot be helped? And the second is, what is 
the follow up for these folks? I guess maybe that one first. So you 
mentioned the person might come back, in the more intensive 
cases you follow more of a standard TRT protocol, but when 
should you bring these patients back? 

Dr. James Hall: Right. First of all, when I finish up my counseling, and this is one 
visit maybe an hour and a half after I've first met the patient, and 
that includes all of the assessment, I'll say, "I'm here to help you. 
Now I'd like you to implement or follow through with these 
recommendations that I've given you, whatever they are, and stay 
in touch. If you want to come for a second formal visit to this clinic, 
I would be happy to see you. I would recommend you come back 
in about four or five weeks. We've got to give you a little time to 
implement these recommendations. But, if you ever have a 
question, or you have any concerns," I give them my card and I 
say, "here's you can reach me by e-mail." Or I give them the clinic 
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phone number, and say, "I'll get right back to you." So that's pretty 
standard. 

There are patients, a lot, maybe the majority, who never do come 
back, and when there's some communication with the patient, they 
say, "I'm doing fine Doctor, I don't think I need to see you. You're 
a busy guy, and I'm busy, so I don't really need to see you." And 
that's very, very common. If a patient... If I have a patient where 
I've made some recommendations, I'd like to know that they're 
implementing them. And I've had several patients, not many, 
where they've been a little slow to follow through on my 
recommendations, and some of them have come back, and they're 
not making any progress, and they're saying, "Well, I thought it 
would be better by now. I guess you really couldn't help me after 
all." And I say, "Well, I'm here to help you."  

And that's when I start thinking about referring to a psychologist 
for cognitive behavioral therapy, and helping them to... And these 
are sometimes patients who have other health problems, maybe 
pre-existing depression, so I'm not dealing with hyperacusis all by 
itself. It's part of a large problem. Or maybe they have a chronic 
pain disorder. So occasionally you need to go beyond the initial 
recommendation, and there have been some patients where you 
have to become very, very firm and say, "If you want to me to help 
you, you're going to have to meet me halfway." But that's very 
rare. You will be very, very, I think, positively impressed with how 
quickly most patients with hyperacusis can be helped, and actually 
how enjoyable it is to be involved in that treatment process. 

Carolyn Smaka: So it sounds to me like that second part of the question, are there 
patients who can not be helped, not- 

Dr. James Hall: Not really. I would say, everyone can be helped. The vast majority 
of patients will get to the point where, this will be just a short 
period in their life where they had trouble with sounds, and 
tolerating sounds, but it didn't last long and now they're just 
perfectly normal. There are some patients though, that will require 
a little more help, and they may not... they may always struggle a 
little bit with tolerating loud sounds. In fact, you probably know 
people who they prefer quiet places, and they just are not as 
tolerant... don't tolerate loud sounds quite as well. But it's not a 
clinical problem, it doesn't affect your quality of life. 
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So the basic answer to the question is, all patients can be helped. 
Most patients can make a complete recovery, you might say, from 
their hyperacusis. 

Carolyn Smaka: So that's the great news. It's like we need to put that right up front, 
because if audiologists are going to go down this road of adding 
services to their practice, getting up to speed, the end of the day 
is, you can make a huge difference in these people's lives. I mean, 
that's great news here. 

Dr. James Hall: Absolutely. It's amazing the difference you can make, and they'll 
appreciate it, and the word will get out, I guarantee you. And I 
always send... I should point out real quickly here. I always send a 
complete report to the referring source, whoever it is, whether it's 
a physician or somebody else, with the patients complete support 
and they've given me permission to release the report. Because if 
you've got a primary care physician, if you've got a pediatrician, or 
a group of pediatricians who are seeing kids with Williams 
Syndrome, or Autism Spectrum Disorder, or they have other 
patients with hyperacusis, when these parents come back to see 
them, or when the parents... when the patient comes back if 
they're an adult, and they say, "I went to the audiologist, I'm a 
different person. It's incredible. I'm enjoying my life, I'm going to 
sporting events," they're going to send you more patients. They'll 
be happy to send you patients. 

Carolyn Smaka: All right. Now I'm excited to get into the case studies that you 
brought with us... with you. Two typical patients, a child and an 
adult. Let's jump in with the child patient first. 

Dr. James Hall: Sure. And there is... I mean, we say typical patient, and there are 
certain patients that are almost identical to one another, but other 
patients are a little different. But you can put them into categories. 
And this first child that I'm going to discuss is, kind of... fits a 
certain mold, fits a certain type of patient that you almost will 
certainly see if you're an audiologist who opens their door to 
patients with hyperacusis, particularly children.  

She was a little girl who already had... from a very young age had 
the diagnosis of Williams Syndrome. You can find plenty of 
information on Williams Syndrome if you just google it on the 
internet. There's an organization of parents and professionals for 
Williams Syndrome, but there's plenty of articles. In fact, there's 
probably more specific study of hyperacusis in Williams Syndrome 
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in any other specific... one disorder. And one of the interesting 
things about Williams Syndrome, is the children all look very 
similar. And I don't want to sound unprofessional in saying that, 
but obviously they have different parents, totally different genetic 
backgrounds, and yet, they all are very, very similar in appearance, 
and that's mentioned in those scientific literature. And one of the 
features, that's almost invariable, it's a characteristic feature, is 
hyperacusis. 

Some of these children have cranial facial anomalies, which 
contribute to a tendency to have middle ear disorders, but other 
children, research shows, have some slight high frequency sensory 
hearing loss. So your assessment's very important to define 
exactly what their auditory function is all about. This particular 
child I am talking about here, was quite young, and she was 
sheltered in her pre-school years. Her parents were very nice, 
almost a little protective, but I could understand that. So she'd 
been kind of home schooled, she didn't go to pre-school outside 
of the home, but now she had to go to school. She was six years 
old, and she was fighting it. She didn't like to go to school, 
because schools are noisy places. Kids are screaming, yelling, 
there's the bell at the end of the classroom in many schools, there 
are people slamming lockers, and a lot of unpredictable sounds. 
And so this was now a real problem for the family. 

This is part of my history, how is this problem of hyperacusis 
impacting your child's quality of life, or your quality of life. So this 
was a serious problem. So the first thing I did was an audiological 
assessment, and the audiogram is one of the handouts, but she 
had a mild bilateral conductive loss. And she really hadn't been 
under the care of an otorhinolaryngologist properly, so that was 
one of my referrals. And then recognizing that her day to day 
activities, going to school, getting out of the house, was becoming 
a real issue for the family, I knew I had to take some steps 
immediately. So I talked about sound enrichment, as we've already 
discussed, but that's a little bit of a more long term solution. I 
mean, months, or at least weeks. But she needed some help right 
away. 

So I immediately, this is my strategy, went to the closet and I got a 
whole bunch of doc's pro plugs. You're all familiar with these 
different brands, but they all protect the ear from getting infected 
with water if a child's swimming or taking a bath, if they've got a 
ventilation tube in their ears, or a perforation. So I grabbed a 
bunch, and we found a size and a color she... a size that fit, a color 
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she liked, and I said, "Start using these earplugs anytime your child 
is expressing concern about certain sounds. Or if you want to go 
to the movies and she says, "I'm not going, just say, "Well, we got 
the earplugs, lets go." 

Now they only provide, at best, five or ten DBF attenuation, 
probably not even that the way they're usually fit, but that gives the 
child some control over the loud sounds. And that one 
recommendation gave the child hope, gave the parents hope, and 
really started to turn things around so that the child now was 
willing to go to school, and willing to follow through. Now of 
course, with a child like this, I definitely want to follow them. Some 
day if the middle ear problem is cleared up by the 
otorhinolaryngologist, she may actually even have more 
intolerance to sound because she'll be hearing more, so I followed 
her closely. But with counseling, and with this initial step of the ear 
plugs, not to be used all the time, only to be sometimes kept in 
reserve just in case there's a loud sound, this child started to really 
live a normal life again, and the parents were extremely 
appreciative. And that was one visit with a quick follow up visit, 
and the parents took it from there. 

Carolyn Smaka: That is a very interesting case. I know we're going to get into our 
adult case, but a quick question, what would you advise the 
teacher in the school with a child like that? 

Dr. James Hall: Well, I'm glad you brought that up. I neglected to mention, I want 
to get all adults who interact with a child involved in this process. 
So I will encourage the parents, talk to the teacher. Make sure the 
teacher knows that this child does have a real problem tolerating 
loud sounds, and they will be carrying this little packet with these 
two ear plugs, and they need some help getting them in, and these 
should be used at times during the day like recess, or lunchtime, or 
times where there are going to be a lot of loud sounds going from 
one room to the other. So the teacher really needs to be part of 
this team that helps the child, and anyone else, whether there's 
coaches, or uncles, or aunts, or grandparents, or even siblings. So 
everybody is providing the support that the child needs.  

And I emphasize to the parents, "This is a real physiological 
problem, this is not... Your child's reaction to sound is greater than 
it should be, but that's being controlled by things happening in her 
brain. And so, once we deal with the physiology, how the brain is 
responding to sound, she's going to make improvement." I try to 
take the pressure off of the patient, or the parents in this case, and 
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make it sound as if it's a natural thing that's happening, rather than 
a psychological disorder. 

Carolyn Smaka: Great. It seems like a nice opportunity to maybe educate teachers 
about sound in general, since we know classrooms are noisy, and 
so many kids have trouble hearing with all the background- 

Dr. James Hall: They actually send you some patients themselves, or say to the 
parents, "You know, there's somebody that can help you with your 
child." Absolutely. 

Carolyn Smaka: Well, Dr. Hall, that was fascinating. Let's get into your adult case 
study. 

Dr. James Hall: Okay, and this is just one of many adults that I've seen. I could run 
down kind of a short list of the types of patients, but this was 
actually one of the more... Well, one of the most enjoyable cases of 
patients I've ever had in my career. Not just hyperacusis, but any 
patient. 

Real briefly, she was an 18-year-old female just starting as 
freshman at a university where I was actually teaching and also 
providing clinical services, and her family was good friends with an 
otorhinolaryngologist who she'd seen initially. She was a... And 
he's the one that referred her to me. She was a music major, and 
she really was interested in song writing and mixing, being a sound 
engineer and all, taking it very seriously. And the students were 
given an assignment to do some work in the sound studio, and 
there was some very loud feedback one day, or one evening, a 
very loud sound and she was exposed to it, and that triggered her 
hyperacusis. And she went to see the family otorhinolaryngologist, 
whose audiologist that worked with him, did an assessment, and it 
showed that it looked like she had a notch in her hearing up in the 
high frequencies in each ear. And she was told that she probably 
had damaged her ear during this event, but fortunately the 
otorhinolaryngologist referred her to me. 

So when she got to me, I don't want to sound unprofessional, but 
she was a basket case. She was crying... having a hard time 
talking to me for all the crying she was doing. Her mother came 
with her, which is quite unusual for an 18-year-old college student, 
just for emotional support. They lived in a city about 70 miles away 
from where I was. So I started to get the history and found out that 
she'd had some difficulty with anxiety in the past, long before this 
event. And when I asked her... I said, "Obviously you're very, very 
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upset," and she just came right out and volunteered, "My whole 
career, my music career, everything I've dreamed about doing, I 
think is over before it's even started because of this incident, 
because I damaged my hearing." And I said, "Well, let's get into 
the assessment first. Before we talk about your hearing, let's 
actually evaluate it." 

So she was very pleasant to work with, very intelligent, very 
cooperative. So we went through the routine assessment, and I 
emphasized that I couldn't wait to do the otoacoustic emissions, 
and I couldn't wait to do high frequency peritone audiometry, 
because I was very curious to determine whether or not she really 
had damaged her ears, and whether they were normal or not. And 
it turns out her OAEs were essentially normal, her high frequency 
audiometry was phenomenal, but when I got to the traditional 
peritone testing, she did have these little 10, 15, 20, 25 DB notches 
at 4000 hertz, 6000 hertz. But I became a little suspicious about 
them, because the OAEs had not shown any corresponding dip in 
the amplitude in those same frequency regions. So there was a 
discrepancy in the test results. 

So I switched from insert earphones to super oral earphones as I 
did peritone audiometry, now I was getting notches at other 
frequencies or no notches at some frequencies. So I began to 
think that the notches were a factor of calibration that some people 
were using 2CC couplers, or 6CC couplers to calibrate the 
equipment, but everybody's ear canal has different acoustical 
characteristics. And with the OAEs not confirming that she had 
actual hearing loss, I simply said to her, "You have normal ears, 
you have not damaged your ears. In fact, you've got better high 
frequency hearing than 99% of the people that are walking around 
campus, and certainly better than me." I also evaluated her LDLs, 
she was able to tolerate that. She trusted me. She was putting all 
of her confidence in me to help her, and they were initially in the 
range of 70 to 80 DB for tones, narrow band noise, and speech. 

So I immediately started counseling her that she didn't have... has 
not damaged her ears. She was told, avoid using an iPod, I said, 
"No, use your iPod. Play music soft, just pleasant. You can use it 
anytime." She literally jumped up and hugged me when I told her 
that. Her mother was beaming from ear to ear, and I said, "I'm 
going to make some ear mold impressions for you, I really think 
you need some musician's earplugs, given your interest... your 
profession and your interest in music. You like to listen to music 
and other people perform." So I made them, recommended she 
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only use them when she's around sounds that are loud, where 
she... "How do you define a loud sound?" "If you have to shout to 
be heard while you're talking, then it's a little loud. So wear them 
then."  

I gave her some actual articles that I'd written on hyperacusis, fast 
forward, she came back four weeks later all by herself, her mother 
wasn't there, just happy, just typical pleasant, upbeat 18-year-old 
college freshman. She was back to enjoying her roommates, she 
was back doing her sound music work, her sound engineering 
work, she was totally... She said, "I'm finally enjoying life again." I 
mean, it was so dramatic, but I followed her. I followed her a year, 
because she was right there at the university, it was quite easy. I'd 
say, "Just drop in at this time every year." And ultimately I got a 
note from her, an e-mail that she'd gone on, this was five years 
later, to a Master's degree program in Nashville, Tennessee. That's 
music city USA, and she was pursuing her career in music.  And I 
thought, "My gosh, if you could ever identify changing a person's 
life by managing their hyperacusis, this is a perfect example." 

Now, not every patient is quite as easy to work with, and makes 
such dramatic progress so quickly, but that's not all that a-typical 
for this patient population. 

Carolyn Smaka: That is a wonderful story, and I think both of those cases illustrate 
a lot of the main points we've been talking about in this podcast. 
So let's just wrap up by summarizing the key takeaway points from 
this podcast. Dr. Hall, it's been great, I'll leave that to you. 

Dr. James Hall: Certainly, and if this were a face to face lecture, I'd be saying the 
same thing, and in many ways you can also use these same points 
that I'm about to review, with your patients. So first of all, every 
person, we say every patient, with sound tolerance disorders can 
be helped without exception. They can all be helped. They may not 
all be helped as much, but they can all be helped. Secondly, 
there's now in the 2000s, let's say... since 2000, a tremendous 
amount of research on sound tolerance disorders. It's become 
recognized as a research topic, and therefore we've got a lot of 
evidence based information that we can use to assess and 
manage these patients. 

The third point, we as audiologists, are the professionals that are 
most qualified to assess and treat hyperacusis. It's an auditory 
problem. Misophonia perhaps not, phonophobia perhaps not, but 
hyperacusis is well within our scope of practice, and we should... I 
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would say we... It's not that we just can evaluate these patients 
and manage them, we should be doing it. We should also refer 
patients though, to physicians and other health professionals 
whenever there's any indication. And my motto is always, "When in 
doubt, refer out." If there's any suspicion of any of these medical 
conditions that are associated with hyperacusis, or hyperacusis is 
associated with them, if there's any need to extend your 
management to maybe a psychiatrist, a psychologist or physician, 
make sure you make that referral. Better be safe than sorry. 

And finally, the vast majority of these patients, with proper 
assessment and with management that's appropriate, they can 
return to their normal quality of life. Whatever their quality of life 
was before they first noticed the hyperacusis, that's where they 
can end up... that's how they can live their life. Which, for most 
patients, that's all they're asking for. 

Carolyn Smaka: Excellent. And with that we'll conclude today's podcast. Dr. Hall, 
we value and appreciate your time and expertise, thank you. 

Dr. James Hall: You're welcome, it's my pleasure. 
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