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accessibility and may not be a totally verbatim record of 

the proceedings.  Consumer should check with the 

moderator for any clarification of material. 

>> Dennis: Check, check, check. 

>> Minda: Good morning, everyone.  Welcome.  I'm 

Minda Nelson and I'm a member of the Kansas City 

Chapter Hearing Committee.  For those of you that 

may not be familiar with the Hearing Loss Association of 

America, it opens up communication with hearing loss 

to provide information, education, support.  The Kansas 

City chapter is run by a committee event that maintains 

FaceBook, e-mail.  I would like to take a moment to 

introduce the steering committee.  Lucy Crabtree, Anna 

Rundle, Terri Shirley, and we would like to thank our 

sponsors to help make this event possible today.  Med 

El, 20/20 Captioning and reporting and thank the 

panelists for being with us here today.  I would like to 

briefly explain how it works for those of you that have 



not seen it in action.  Chris from 20/20 Captioning and 

reporting is listening and captioning the event from 

Topeka and her captioning is showing.  As for 

upcoming events, we have two more events this month.  

Movie event called Show Us The Captions 

November 17th.  Please see Terri Shirley or flyer for 

details.  There will be a party on November 30th so see 

that flyer for that information.  If you haven't signed in, 

please do so.  We have an e-mail list so everybody can 

stay up-to-date with everything that's going on, so just 

sign up to be on the e-mail list.  We are also looking for 

volunteers and two more steering committee members, 

so see a steering committee if you are interested.  If 

you are interested in becoming a member of HLAA and 

getting by monthly magazine among many other 

benefits, please see one of us.  And then after the 

panel we will be passing out surveys or if you don't have 

a survey, Lucy is handing them out, so see Lucy if you 

want a survey.  It is important to us because they 

provide us feedback such as events like this, we want to 

see events that people are interested in.  Now I will turn 

this over to Dennis, our moderator, and he will go ahead 

and everybody -- all the panelists can introduce 

themselves as well.  Thank you very much for being 

with us today. 

>> Dennis: Thank you, Minda.  Good morning, 

everyone.  We are going to start program today.  I'm 



Dennis Selznick, I'm a member of the Kansas City 

Hearing Loss Association of America chapter.  I have 

been a member since it was founded.  Very proud to be 

here today, so I want to thank HLAA for having me here 

to moderate the panel.  I want to thank the panelists for 

participating today.  The panel is about cochlear 

implants.  I'm going to have the panelists introduce 

themselves, ask them about their background, ask them 

about their organization.  They come from a wide 

variety of backgrounds and experiences, so please 

listen.  What they bring is very unique.  Cochlear 

implants are assisted technology where someone has 

inner ear hearing loss that can be improved by 

undergoing surgery to implant the series of electrodes 

inside the cochlea.  When you hear a sound, the device 

will be able to interpret it into a sound for your brain to 

hear.  So electrical stimulation goes through the ear 

and you can be able to interpret the sound.  So you 

must often program the device so that in order to make 

the sound into something that your mind will 

understand.  For example, some programs may make 

the sounds more metallic or make it more high-pitched 

so you will be able to get a sound that's for you.  

Research of the cochlear implants has been conducted 

since 1960s.  First multi-channel of cochlear implant 

was implanted 1977.  I have worn a cochlear implant 

for 11 years.  I was losing my hearing in college, and I 



was wrestling with being able to understand my 

professors in class, so I figured with graduating soon, 

having difficulty understanding in class and entering the 

working world, I would do much better with something 

like a cochlear implant.  So I made that decision and I 

was able to hear much better than I had before the 

cochlear implant.  For example, I was able to 

understand, pick out voices in a crowd or I was able to 

hear music or hear words or lyrics on music better.  I 

have had days where I was able to pick out voices and 

not so good days where I was trying out different 

programming.  For the first part of the panel I will be 

asking a series of questions to the panelists and open 

up the audience to ask questions of the panelist.  In 

order to make sure this event is accessible, be able to 

provide captioning and also sign language interpreters, 

we have microphones throughout the room so pick up 

everything that goes on and ask the audience please 

remain quiet so the captioner can pick up everything 

that's being said by the panelist and myself while we are 

asking the question.  When it is time for the audience to 

ask questions, speak clearly and captioner will pick it up 

as well.  Any questions before we begin?  I would like 

to ask each of the panelists starting with Sandy to 

introduce yourself and your connection to hearing loss 

and what you do for your organization. 

>> Sandy: I'm Sandy Prentiss, I work at University of 



Kansas Medical Center and I have been working with 

cochlear implants for eight years and my particular 

interest is doing research and trying to find the best way 

to improve hearing and background noise, so that's 

what I have been doing and working on my Ph.D. right 

now and hopefully will be done soon. 

>> Dr. Hinrich Staecker: I'm the Director of the hearing 

and balance program at University of Kansas Medical 

Center.  I have two hats.  I'm a neurotologist and do 

the implants and have a research lab that looks at 

restoring hearing and that's something I have been 

involved in for 20 years now. 

>> Charles: I'm Charlie Luetje and I grew up in 

southeast Missouri and I'm a volunteer cochlear implant 

surgeon at Midwest Ear Institute.  I first became aware 

of cochlear implants back in the '60s -- '70s actually and 

did the first -- my first cochlear implant in 1979 which 

happened to be the 60th and U.S. for available implant.  

One correction, first multi-channel device was implanted 

by Dr. William House in early 1960s with gold 

electrodes, and there was some problems with that 

early on, but history goes way back.  So I'm a volunteer 

at Midwest Ear Institute.  Thank you. 

>> Tom: I'm the area manager for cochlear implants.  I 

do live here in Kansas City.  My role primarily is 

twofold.  Number one kind of business support aspect 

of cochlear implant business, so I work with the 



hospitals and clinics, the business side of it, also 

surgical support, and that's my primary role.  Really my 

personal connection to I think this kind of asset is I have 

my self-high frequency hearing loss and tinnitus and I 

share a lot but not as severe with hearing loss people.  

Additionally, I got a lot of information on different 

background of cochlear implants.  This year just a little 

bit about Cochlear we are celebrating 30th anniversary, 

this is the 30th year of Cochlear, went pack to 1981 in 

Sydney, Australia.  That's a little bit about Cochlear and 

what I do and what we do. 

>> Lisa: I'm with Advanced Bionics.  Personally my 

connection to hearing loss, my brother was born with 

bilateral hearing loss.  I didn't think about it because I 

grew up with it and went to college for something 

different and saw intro to speech and hearing class to 

see what it was all about and got hooked on it.  I was at 

Midwest Ear Institute for about 15 years and then just 

joined AB about 14 months ago.  Advanced Bionics 

was founded in 1993 by Al Man.  In 2009 they were 

purchased by Sonova and they wanted to compliment 

the continuum of care, so from heart disease to 

cochlear implants. 

>> Susan: I'm with the Med El corps.  I'm an audiologist 

and had 19 years of clinical work working with diagnosis 

of hearing loss and treatment and seven years ago I 

joined Med El.  My primarily rode with Med El is to do 



clinical support for the centers.  The Med El 

corporation, our headquarters are in Austria and 

founded in 1989.  The U.S. offices in Durham, North 

Carolina and that office opened in 1996.  We are an 

implantable hearing -- hearing device company so we 

are talking about cochlear implants today but we make 

multiple products for patients with different types of 

hearing loss and different severities. 

>> Dennis: I have a series of other questions that will be 

directed to particular groups.  First group that I have 

today is specifically the cochlear implant companies.  

Tell us about your cochlear implant products and 

services.  What do you offer today and what is unique 

to your company? 

>> Tom: Several things we do in addition to the 

cochlear implant and we do also have the Baha product 

line which is a hearing loss system that works differently 

than the cochlear implant does but we do have a couple 

products in the company.  Current product is Nucleus, 

current cochlear implant.  Some of the benefits of the 

Nucleus five it has dual microphones which helps 

recipients in situations where there's a lot of background 

noise and dual microphones.  And we have a small 

processor, one of the smallest on the market 

comparatively.  We have a water resistant processor 

behind the ear processor that is submergible and 

covered under water for water damage and 2 way 



remote system that allows you to interact with your 

cochlear implant processor, so it is a two-way 

communication.  So that's kind of the high level of what 

our processor kind of offers and may be a little different.  

As far as beyond that and talk about the implants, we 

offer a full array of electrodes or implants depending 

what the patient's needs are or what the physician, 

surgery or audiologist may be and the most appropriate 

implant for you, the recipient, and a lot of choices made 

behind the scenes on what's best for the patient.  

Beyond that we what we kind of offer, there's 

obviously -- a little bit of time here obviously -- sorry. 

 

[Laughter] 

>> Tom: Technical services and support.  We have 

audiologists on call, we have insurance and 

reimbursement support and I know all the companies 

offer and I don't want to say it is a me too but we are all 

really good at supporting the patient and clinics 

dedicated customer service, online community and 

awareness network for recipients.  We have education 

and awareness outreach and some of the new stuff 

obviously we will be getting into the Smartphone, 

iPhone and iPad apps and we also have online store for 

the recipient, so that is a quick bullet of what we have to 

offer. 

>> Dennis: Thank you.  Lisa, products and services, 



what's unique to your company? 

>> Lisa: Starting off with what's unique with the 

company, start with the inside part.  We do have a 16 

electrode array that has independent current sources 

which is important when we are talking about speech 

processing and future generations of speech 

processing, way to process music to help background 

noise, things like that.  The internal devices vary impact 

resistant, new impact device high res advantage that 

helps strengthen the internal component.  The outside 

part -- we have a piece on the BTE called the T mic and 

believe in natural placement of the microphone of the 

opening of the ear and also helpful for patients so they 

can naturally hold the phone, use headphones, use a 

Bluetooth, headset to listen to sound most naturally.  

Another device we had that just came out this year is 

Neptune speech processor, which since we are at KU I 

brought one and dressed it up at Jayhawk colors.  This 

is what it looks like.  There are several wearing options 

you can use and actually swim with it, be in the hot tub, 

ocean, in sauna if you want, and that's what the device 

looks like.  One of the newest speech processing 

strategies we came out this year is called ClearVoice 

that is made to really look at the signal to recognize 

ratio on channel by channel or electrode by electrode 

basis to eliminate background noise so speech comes 

through even better and then the latest accessory we 



released is T come, so that's way for patients who want 

to use the Neptune processor on a daily basis and miss 

the T mic, they can have a T mic with the Neptune.  As 

far as the services that we offer, similar to what Tom 

talked about, we have the online -- see your notes.  

[Laughter] We have the online community, we 

have -- we have materials that are available online, 

customer service, dedicated customer service line and 

reimbursement.  Just let me know if there's anything 

you need and we can fit with our patients. 

>> Susan: Our current cochlear implant system is called 

the MAESTRO four and that's going to consist of the 

Med El concert and external component is Opus two.  

There's a few unique features to Med El with regard to 

the internal component number one, we are the only 

company that provides an electrode array that has the 

entire length of the cochlea.  We call that complete 

cochlea coverage and feel that offers significant benefit 

to patients, so ability to provide stimulation all through 

the cochlea, the wires or electrodes that sit in there, low 

pitch sound will be in the cochlea where low pitches are 

normally found, so it may make sound quality a little bit 

more natural and we do have some studies that support 

improvements in speech understanding in both quiet 

and noise when we are able to stimulate all the way 

across the cochlea.  We also look at our electrode 

arrays, we have several different options for the 



surgeons to choose from because we know one size 

may not fit all, so there may be some anatomical 

restrictions that the surgeon may want to choose a 

specific electrode array.  All of our electrode arrays 

have been designed to be atraumatic, very feature for 

Med El since day one, we want to be able to protect the 

delicate structures of the cochlea and then in term help 

facilitate hearing preservation for patients that have 

some residual hearing.  The electronic chip inside the 

internal device, it is sort of open platform.  We are just 

kind of touching the service of what the capabilities are 

so that as we move forward and come up with new 

coating strategies, it is not going to require a different 

surgery, but it is a hardware change or something that 

can be programmed with the software.  For external 

device we do have a very small lightweight speech 

processor in our Opus two.  The BTE or behind the ear 

configuration is appropriate for all ages but   we have 

multiple wearing options available to match the life-style 

activity level of the patient.  We have outstanding 

battery life, so with one of the battery packs you can get 

about a week's worth of battery life with 675 cell 

batteries.  The processor is meant to be very easy to 

use.  We have what we call automatic sound 

management which means that when you walk into 

different listening environments, that processor will 

adjust to maintain that speech understanding.  It is not 



necessarily important that you switch to programs for 

different environments but you certainly have that option 

to do so.  There's a built-in telecoil so you can access 

assistive devices through the T-Coil, and if you use FM 

or want to do a direct plug in to your device to listen to 

your mp3, it is basically a plug and play system.  You 

just plug right in.  Another unique feature is coating 

strategy called fine structure processing.  This just 

allows us to provide a lot more detail to that incoming 

sound for the implant patient to use.  The fine structure 

part of sound provides the richness and fullness of the 

sound that we hear.  So for music, for example, it is 

sort of the tamber, ability to separate different musical 

instruments playing the exact same note at the exact 

same intensity, but there's a difference in the quality, 

and that's what the fine structure information can give 

us.  And then once again on the surface side all three 

companies I think we are there for all the patients in the 

clinics.  We also offer online support for 

troubleshooting.  We have a 24/7 ability to call in to 

either communicate with customer service or audiologist 

if you need troubleshooting assistance.  Variety of 

rehab programs, resources for schools, for patience in 

order to adjust to the implant device, provide rehab 

materials or again troubleshooting, and we have also 

come up with application for your Smartphone for the 

troubleshooting and communication. 



>> Dennis: Thank you.  Next question I have is for the 

hearing providers.  My understanding is that your 

organizations actually implant and activate the cochlear 

implants.  Can you describe what kind of information 

you present and decisions at potential patients would 

need to make at your organizations.  We will start with 

Dr. Luetje from Midwest Ear Institute. 

>> Charles: Very complex situation.  Patients don't 

have any idea what they are going to be hearing.  You 

have heard all the things that companies say about 

what their implants can or can't do.  Yet nobody really 

knows exactly how a cochlear implant works.  We know 

we have to stimulate the cochlear nerve in some way 

and a lot of discussion with the patient what they might 

or might not hear when we first start.  A lot of time 

working with an individual to get them to understand 

what they're hearing for the first time is nothing like they 

think they might have heard before, but try to impress 

upon the individuals that the brain has a memory of 

what sound used to be, and we hope that with the 

various aspects of whichever device the software 

programming that our audiologist can some way 

imagine to program a device that is very likable by the 

implant recipient and that takes weeks, months, and 

always stress that this is going to be a learning situation 

for the rest of your life.  It is very time-consuming. 

>> Dennis: Dr. Staecker? 



>> Dr. Hinrich Staecker: I have things to say about that.  

Obviously we partition patients into infants, children's, 

teenagers with hearing loss or particularly difficult group 

in terms of counseling adults and then I would make an 

argument that we probably have neglected, I'm trying to 

correct that, the geriatric age group because some of 

the issues involved in rehabilitation are different for that 

group.  If I implant somebody that had normal hearing 

one time, I make it very, very clear this is not like your 

memory of hearing.  It is a lot -- it gives you a lot of 

information but it is different, and I tell everyone it is 

almost like a child learning to hear for the first time.  

Those sounds have to be associated with meaning.  

And I think having very clear understanding of that is 

very important part of the process. 

>> Speaker: I think one of the things I like to stress with 

a cochlear implant you can't simply put the processor on 

and expect to hear.  It takes a work -- it takes works 

from your -- from you.  So you have to be able to do 

some rehab with it to really train your brain.  It is not 

something that just comes to you, and it is a 

commitment.  So we always give some rehabilitation 

ideas to our patients so that they can work and make 

their brain try to adjust to the new sound.  And I think 

that's one of the hardest things to get across and then 

not only do you have to work at it, but it takes a long 

time.  It takes up, you know, 12 to 18 months to really 



reach your fullest potential.  So even if you're doing 

rehab for about three months and you're still not really 

satisfied, it is because it still takes more time than that.  

So we really try to stress that it is work on our behalf so 

that we can program appropriately and on your behalf to 

really train your brain to relearn how to listen. 

>> Dennis: Thank you.  Next question is for all the 

panelists.  What kind of advice do you have for people 

investigating cochlear implants versus other assistive 

devices?  Starts with Susan. 

>> Susan: I think one of the biggest things is to talk to 

people that have already made the decision.  So talk to 

cochlear implant patients, talk to patients if you can find 

them from all different companies just to get their 

experience.  When you come to see audiologist, you 

have the background of determining if you would be a 

candidate, I for one do not have a hearing loss, so I 

have not been in your position, so I think that's most 

important thing to talk to other people that have done 

that. 

>> Speaker: I would echo that.  It is helpful for patients 

to do their own research and come in with their own 

questions.  Each of the manufacturers have their own 

websites that give tons and tons and tons of 

information.  So if you have questions ahead of time, 

that's helpful for the audiologist to kind of know when 

what information that you're looking for.  I think if you 



look at cochlear implants versus other assistive listening 

devices, it is important to know the cochlear implant 

should be your last resort that you should try an FM 

system with the hearing aids.  Try whatever else is 

throughout to make sure that something isn't going to 

help you before you go through, you know, with surgery 

to restore your hearing.  But I think the most important 

thing also I agree with Susan is you need to talk to 

somebody.  Audiologist can answer your questions 

about, you know, the mechanics of it, the surgery can 

tell you, you know, what he is going to do on his end, 

but how you're going to live with it day-to-day comes 

from other users.  

>> Speaker: I agree with the lovely ladies.  The 

decision is critical to make a decision and that's 

decision to do something.  Secondly, this is a decision 

for life, so you are marrying the company with the 

implant.  Just like you're getting married, make sure 

comfortable with the company, whatever it is, you want 

to work with the rest of your life. 

>> Charles: Many years ago I wrote an editorial about 

surgeon, captain of the ship.  You knew I would say 

that, right?  I think as a surgery, as a physician we 

have to listen to what the patient tells us.  About what 

the expectations are, how well they get along with what 

they have and listen to what that person is looking for in 

life with regard to hearing.  And then we have to make 



a decision, ultimate decision is to whether we think an 

implant would be helpful for that person because we 

know there are some people we think who might do 

better with an implant than others.  And I think it is 

incumbent upon us to encourage those individuals to 

move forward and if there are some who we think might 

not do as well, maybe steer things a different direction.  

But try to find a blend of what's best for the patient by 

listening.  We listen to what the people have to say to 

us and then make a decision. 

>> Speaker: I always have a talk with my patients about 

the quality -- two qualities of sound.  Sound has 

loudness and clarity.  And a lot of patients coming in 

initially don't fully understand or don't appreciate 

because haven't been counseled on this is that assisted 

listening devices, hearing aids, give you loudness, but if 

the structure of the inner ear is damaged such that a 

sound signal can't be converted to a neurosignal no 

matter how much extra loudness you put in, you can't 

get additional information.  That sort of finding where 

the turnover balance is, it is going to be a little bit 

different for each patient.  Like Charlie pointed out what 

they need out, when people transition from the point 

where assistive devices cannot give enough clarity any 

more, then they become a cochlear implant candidate. 

>> Speaker: I would have to agree with the rest of the 

panelist but I do think that one of the most important 



things is once you have done your research really to 

talk to someone else who has been through similar 

experiences.  You maybe have a similar history of 

hearing loss so you have an idea of what to expect.  

And I -- you know, if there are other options as far as 

assistive listening devices, we do try those first, but 

there becomes a point where they don't work any more.  

So cochlear implant like Lisa was saying being the last 

resort, you have to be fully committed to this process.  

It is not just a surgery.  It is an entire learning process 

that you have to be committed to. 

>> Dennis: Excellent.  Thank you.  To all the panelists, 

what do you think the future of cochlear implants will 

look like in ten years? 

>> Speaker: I think with technology getting smaller, 

computers are getting smaller, the iPad even got 

smaller recently. 

 

[Laughter] 

>> Speaker: Everything is getting smaller, I think there 

will be such a thing as completely implantable cochlear 

implant.  I think everything will be on the inside, battery, 

microphone, everything. 

>> Speaker: There's a couple really hot areas of 

research where things are going.  Obviously we have 

talked briefly about hearing preservation cochlear 

implantation, so preserving people's residual low pitch 



hearing and the function will be more important and a lot 

more patients that were considered standard hearing 

aid candidates will be considered cochlear implant 

candidates.  Area near and dear to my heart is the 

combination of cochlear implantation with drug delivery.  

We and a couple other centers have initial evidence that 

the number of surviving nerve cells in the cochlea 

influence the performance, speech recognition 

performance of implants.  Obviously there's a central 

component, brand component too, but probably within 

the next five years we will see a launch of a clinical trial 

where growth factors to improve neural health are 

combined with cochlear implants. 

>> Charles: Technology continues to advance along the 

companies.  We have to consider possibility of cochlear 

hair cell regrowth, direct delivery and as mentioned all 

of these things are factors, but with the evolving 

technology we will be I think implanting patients who 

have more residual hearing than we have in the past.  I 

used to talk to our audiologist about marching up the 

audiometric scale, and used to be you had to be deaf as 

a post.  Like one patient said the Santa Fe railroad 

could come through your front yard and never hear it, 

but now we know that we can begin to implant patients 

and preserve residual hearing, and I think that we will 

be able dot more of that as the years go by in the next 

decade.  What the devices will look like in the next 



decade, I don't know, but I think there's growth in all of 

these areas. 

>> Tom: Everything smaller and better and 

unfortunately probably cost more.  That's the way it 

goes.  And then the -- you know, the completely 

implantable cochlear implant is -- could be achieved 

within ten years.  So that's not quite the holy grail but, 

you know, that's probably the next big thing if we could 

achieve that, that would be a huge plus for everybody. 

>> Speaker: I think many years ago when the goal for 

cochlear implant patients was for them to understand 

speech and now it seems like that's almost taken for 

granted, that people can understand speech, but they 

want to understand speech and noise and want to be 

able to appreciate music and want to be able to talk on 

the phone and they want their children to pick up the 

incidental language without having to teach them every 

single word.  I don't think somebody teaches a child 

gosh, the chiefs really stink this year, overhear that 

probably over and over and over again, so I think not 

knowing what outside component will look like, I think 

continuing to make sound quality a priority for patients 

so that they can, you know, get the most benefit out of 

the implant in all types of situations, not one on one 

conversation. 

>> Speaker: I will echo everything I have heard here, 

being the last person.  I think biggest change we will 



see is the criteria, who is a cochlear implant plant 

because we are seeing more and more patients that 

have quite a bit of hearing that can be usable, so I think 

those are -- one of the biggest things we will see over 

the next ten years, it is not for the very, very deaf any 

more, and then combinations of things, cochlear implant 

and combination with hearing aid for different parts of 

the ear that will respond differently to different types of 

stimulation. 

>> Dennis: Couple questions for clarification, mentioned 

in ten years, things like that, but first thing is what kind 

of criteria is out there, and this is for any panelist, what 

kind of criteria is throughout today that you look for for a 

cochlear implant candidate?  Anybody want to answer 

that? 

>> Speaker: When I speak to audiologists, 

otolaryngologists in the community, don't worry about 

the hearing level, speech discrimination score is in the 

60s and time to start talking to the patient about 

eventually need for cochlear implantation.  That's when 

you start thinking about it and start the education 

process, so many years you get the implant, I use the 

60%. 

>> Dennis: Anybody want to add anything to that? 

>> Speaker: I think as manufacturer we have to stick to 

the FDA guidelines and so that we look to the clinics to 

leave it up to surgeons and audiologists implanting. 



>> Dennis: That's helpful information.  One other 

question I had was related to speech discrimination 

versus music.  Other environmental sound.  Why is 

that?  Why is it, for example, speech is important or 

has been prioritized?  Anybody like to answer that? 

>> Speaker: I can jump in again.  There's a good paper 

out this year showing in the brain music perception is 

processed in a different part of the brain than speech 

perception.  Speech as much as we depend on it is 

much less complicated signal, and more suitable to the 

processing strategies that are out right now. 

>> Dennis: Any other comments on that? 

>> Charles: I think that hearing everything is perfect, but 

people with cochlear implants can hear everything but 

how they sorted out inside is what we have to work on 

and what everybody will work on and there are things 

Dr. Staecker mentioned, very good study, and there are 

a lot of studies that we read about in our literature about 

processing of implants, age, old, young, et cetera.  But 

everyone is a little bit different, and we really don't know 

exactly what they're going to receive with implant, but I 

think that if somebody had their choice, they would like 

to be able to understand what somebody says, 

especially their own noise that they can understand.  I 

think that's really important.  Music is also very 

important for people.  But that's going to be really a 

tough nut to crack.  Everybody is working on it but it is 



not easy.  And the part of your brain -- part of your 

brain that recognizes all of this isn't very big.  You 

know, it is just a little old place there.  So there's a lot 

we don't know, but a lot we are going to find out. 

>> Dennis: Any comments? 

>> Speaker: Really to reiterate that speech -- we focus 

on speech because that's how we communicate 

everyday, but music is really important to a lot of people 

and those that there are rehab materials to enhance 

music that we will eventually introduce the patients to 

but really I think speech is priority for the patient and if it 

is not, then we will focus on music. 

>> Charles: What's interesting about music, I think it 

depends a lot upon the individual and on musically 

inclined may have been to start with, and what they can 

remember is I'm fascinated sometimes by the patients 

saying yeah, I can hear that, I got the beat.  I 

remember the words to that and if they can remember 

words to maybe a song, they can almost say yeah, it 

sounds great.  But symphony with all of these various 

instruments and what have you, that's what 

Dr. Staecker was indicating I think too. 

>> Dennis: One of you had mentioned about research 

being done in things like hearing -- regeneration and 

things like that.  For example, stem cells.  What are 

your thoughts or what information can you give about 

regeneration or how does that fit with cochlear 



implants? 

>> Speaker: My lab, my lab has been funded by the 

national Institute of  Health for many years now, we 

work on hair cell regeneration, and close to human 

clinical trial, so within a year probably for regeneration 

of hair cells and the balance system because that's a 

little bit less complicated structurally than the -- than 

auditory part of the ear.  We have good outcomes with 

functional recovery in animals.  We have completed 

studies and now sort of in paperwork end of things.  

We do have very good animal evidence of hair cell 

regeneration restoring and hearing and low-frequency to 

mid-frequency region of the inner ear.  What's very, 

very important for patients to understand, that will help 

some types of hearing loss but not all, so if you're born 

with a mutation of the Connexin gene, the common 

genetic cause of hearing loss and regenerate hair cell 

you will have a problem with the Connexin and it won't 

work and what the future holds there will be 100 

different types of molecular therapy for different types of 

hearing diseases.  The stem cell in particular there's a 

big publication out in the journal nature from lab in 

England who for the first time animals have shown that 

he can put stem cells in the ear and replace the nerves 

that connect the hair cells to the brain and get functional 

recovery.  This has been the one area where cochlear 

implants don't work if you don't have a functional nerve 



supply, the cochlear implant can't connect to the brain.  

For those patients that have problems like that now, we 

do have an auditory brainstem implant available, but 

that's still very in active area of research. 

>> Dennis: Any comments?  I would like to take the 

opportunity to open up to the audience, any questions 

from the audience to ask the panel. 

>> Audience Member: Is music interpreted -- I'm 

Pamela Brenham, I do have a cochlear implant.  My 

question is is music interpreted the same way as you 

interpret answering the phone?  Is that -- is it -- or is it 

different?  I mean those are two problems that we 

have. 

>> Speaker: Those are different issues.  Music does 

require input from A, the low-frequency part of the 

cochlea.  Low-frequency hearing does different stuff 

understanding the middle to high frequency.  A lot of 

the structure speeches and high frequency, a lot of the 

timing cues and tamber that Susan was talking about is 

in low-frequency, so you have to have a full range of 

stimulation of those areas, and then there's also 

processing in the brain.  You have to have appropriate 

coating strategies to deal with all of that.  The phone 

issue is more difficult because the signal that comes out 

of the phone is actually a very clipped signal.  There's a 

lot of information missing from it, so you have -- you 

have poor information coming into not ideal hearing 



organ and that compounds that. 

>> Dennis: A question? 

>> Audience Member: My name is Kim Anderson.  

Anyway, I'm deaf and I'm curious, can anyone explain 

what this -- what is the kind of surgery, what are the 

possible risks?  I haven't heard anything about that, so 

I was wondering about that. 

 

[Laughter] 

>> Speaker: The question is risks involved with cochlear 

implant surgery and I think that now with experience 

surgeons, there's very little risk at the time of surgery to 

the patient.  We have to have patient sign a permit 

indicating that the facial nerve could be damaged 

because the facial nerve runs through the temple bone 

next to where we operate, but keep in mind that in the 

hands of surgeons who have been working for awhile 

that the risk of this happening is very, very low, less 

than quarter of a percent.  I have to say there's some 

risk but really it is very, very low.  Surgical risk of 

implantation is minimal.  Now, it depends a little bit on 

how perhaps you place the implant on the side of the 

head.  There are some issues with the incision around 

the ear.  There could be swelling, there could be some 

problems, but there are techniques that various people 

use to avoid that.  So at the time of surgery the actual 

surgical risk is minimal.  In fact, patients typically that I 



operate on go home in the afternoon, same day of 

surgery.  I use antibiotics just prior to making incision 

and antibiotics again late in the afternoon before they go 

home, given intravenously, and then I give the patients 

antibiotics for five days.  Perhaps a lot of people don't 

feel antibiotics are necessary, but I have been doing 20 

it, 30 years and never had a problem, so don't see 

reason to change that.  So there are little things that 

different surgeons have that they do, but the actual risk 

from surgery is very, very minimal but by law by the 

Food and Drug Administration, but whoever, says you 

have to look at all of these possible risks and 

complications that could occur.  And likelihood is 

almost, almost zero.  Hope that answers your question. 

>> Audience Member: Yes and no.  I'm the kind of 

person that I want to know all the risks involved like is it 

possible to die from anesthesia when you go under 

because I'm thinking is hearing something more 

important than my life or cause my children to become 

motherless?  I'm struggling with that.  I'm sure I would 

love to hear something, so I'm learning again.  Hearing 

things I would enjoy the environment, enjoy time with 

my children, hearing them laugh, hearing music but the 

risks involved, they're still there, so I'm struggling. 

>> Charles: Let me answer that quickly and 

Dr. Staecker might want to comment.  Anesthesia is 

very good and the likelihood of having a problem from 



anesthetic is minimal, minimal.  I have never had a 

patient have any trouble in that regard in 30 years plus.  

And that -- I could appreciate what you're saying 

because I remember when I had to have my first 

operation.  I thought about take off and landing of 

airplane.  Take off when you put you to sleep, landing 

when wake you up.  I was more concerned about that 

than I was surgery.  And I understand that, and that is a 

fear, and that is a fear that needs to be dealt with 

personally by you and your doctor. 

>> Dr. Hinrich Staecker: Even if there are underlying 

risk conditions, heart disease,COPD, if there are ways 

to screen from that, and we have formal risk 

assessment put together by the patient's primary care 

doctor and anesthesia team.  A couple weeks ago in 

Canada where surgeon was supposed to survey implant 

patients about what the concerns were, and 

certainly -- that and will the surgeon be on time for the 

operation were the top two patients were worried about.  

It is good to hear that and you need to bring it up with 

your surgeon because it is something that we don't 

immediately think about because we do operations day 

in and day out. 

>> Charles: One further comment.  I tell the patients 

that when they go to the operating room and I see them 

before they go into the operating room and I tell 

them -- I think I do, maybe I didn't tell you, but I tell them 



look, when you're -- when you're in the operating room, 

you're my number one concern.  Stock market, 

baseball score, football score, everything, that doesn't 

matter.  You are the most important person in the world 

at that time, and I will do everything I can to make sure 

everything is all right for you.  And that seems to help 

sometimes. 

>> Audience Member: I have a comment and question 

talking about music and listening I remember activation 

day and leaving the audiologist office, getting into the 

car, my dad immediately played the Beach Boys and 

said name that song.  [Laughter] It was so funny and I 

cannot pick up on it on the first day but it was Barbara 

Anne and that was one of my fondest stories about 

activation day.  Question time.  Maybe you can answer 

it, maybe you can't.  Adult with late deafness 

association convention a couple weeks ago and the 

woman that gave a presentation, Tina Childress, she 

mentioned women with cochlear implants are more 

hormonal.  Women, is that true or not?  [Laughter] 

>> Speaker: Certainly not in a position but I don't know 

about hormonal.  I think that we can use hormones as 

an excuse for several other things, but someone getting 

an implant, it is an emotional thing.  I wouldn't 

necessarily say it is hormonal.  It is emotional because 

it is a big decision.  So, I don't know, Dr. Staecker? 

>> Dr. Hinrich Staecker: Haven't come across that one. 



>> Audience Member: She said there was a study done.  

She mention it had briefly if I wanted to go.  I just got 

married.  And after marriage becomes babies.  

Thought I would give my hearing husband a heads up. 

 

[Laughter] 

>> Dennis: Any other questions? 

>> Minda: My question is if you did not know the cause 

of your hearing loss, what are ways you determine the 

cause of someone's hearing loss and then is that a fact 

if person is candidate for cochlear implant?  Is that one 

of the things that you have to find out first is how they 

lost their hearing? 

>> Dr. Hinrich Staecker: I think in very few cases it 

makes it a difference.  So most patients -- almost all 

patients except certain types of congenital hearing 

losses and very, very rare neurodegenerative diseases 

where the nerves themselves die off, not the sensory 

cells in the cochlea are candidates for a cochlear 

implant.  I personally am very interested in making a 

diagnosis if we can because I think that's the next 

frontier in litology.  Until you can -- hearing loss is 

symptom, not a disease.  So there's different diseases 

that give you symptom of hearing loss, and I think if in 

the future we want to move toward targeted treatments 

of conditions, we have to be able to identify the 

underlying disease, whether infection during childhood, 



whether it is a degenerative condition, whether it is a 

genetic condition, and there are things in each of those 

categories. 

>> Charles: I think patients that have a problem called 

otosclerosis caused by autoimmune diseases, there are 

certain categories of individuals I think do better with 

cochlear implants earlier because they're not a 

degenerative problem with the neurological structures.  

But I'm amazed at how many times when you think 

somebody may not do as well that they do very well with 

an implant.  I'm amazed also sometimes people that 

don't do as well when you think they might do well.  But 

all of that is -- these are things that we can talk about 

studies and literature, things that we see, but it is hard 

for sure to give a direct answer is to who will do very 

well and who won't.  We have thoughts about who will 

do well, but it is sometimes tricky to make that judgment 

prior to surgery. 

>> Minda: So how would you go about finding out the 

cause?  Do you have a scan, blood test?  What are 

some of the things? 

>> Charles: One of the things is like in real estate 

location location location, right?  It is history and history 

and history.  It is up to us to try to put together what the 

patient tells us, look at the FM history and begin to 

mentally rule out or rule in different categories for loss of 

hearing and try to narrow it down to what we think the 



reason might be.  There may be laboratory tests that 

we can do.  Certainly radiographic interpretation of 

what we can see of the inner ear and the brain is 

important, but you just -- you just have to listen. 

>> Dennis: Sharon? 

>> Sharon: I think my question fits in with this.  I had 

Menieres Disease diagnosis and I had total hearing 

loss, 2006 I had cochlear implant but because of fibrous 

scar tissue I have seven electrodes that are outside the 

cochlea and not activated, so my speech 

comprehension is -- comprehension is 24% in a 

soundproof booth.  In noise it is zero.  Since then I had 

a syndrome diagnosis and say you're probably going to 

have the same problem in the other ear.  And so my 

question is with newer technology, the newer pretests 

am I screwed?  Or is it a possibility that there might be 

something that would help me for when I'm a geriatric 

patient? 

>> Dr. Hinrich Staecker: Cochlear fibrosis or stenosis is 

one of the most difficult problems we face as surgeons.  

The solution some people have taken, and it is not FDA 

approved in the United States yet is to go to auditory 

brainstem implant, so there are surgeons in Italy, 

Turkey and Germany that have looked at children in 

utilities without a cochlea or problems such as fractures 

of the temple going with the cochlea has destroyed or 

nerve transected and really getting remarkable 



outcomes with the auditory brainstem implant, that's 

implant that's right on to the -- to the receiving point 

where the information from ear comes into the 

brainstem.  So Sandy and I visited a surgery in Italy 

and met with translator, gentleman who had AB, 

brainstem implant, he was kind of construction worker 

that had fractured both the temple bones.  He spoke 

Italian but we had a translator there, and he could he 

had clearly speech understanding, so I think that's the 

next frontier.  There are surgical approaches for the 

fibrosed cochlea but all of these are difficult to predict 

outcomes on ahead of time. 

>> Charles: Auditory brainstem implant is exciting.  It 

might be hard to duplicate some of the results that you 

just heard mentioned, but I think that there's all 

likelihood in your situation to think that why is it -- why 

would there be fibrosis in the other cochlea?  What was 

the type of the device that was inserted but could not go 

all the way?  There are differences to some extent in 

the devices the companies make.  Size of the electrode 

array.  One of the devices has a small stylet in it which 

is metallic and you might be able to guide that beyond 

some of the fibrosis unless it is totally occluded.  So I 

think -- I don't think you're screwed, okay? 

>> Audience Member: I have heard of split array that 

can bypass the obstruction -- 

>> Charles: You have one ear that has implant and one 



ear that doesn't.  Is that correct?  One ear has implant 

and one does not? 

>> Audience Member: Correct. 

>> Charles: One that you do not have implanted, can 

you -- is that totally missing the hearing?  Is that gone? 

>> Audience Member: No hearing in either ear. 

>> Charles: Okay.  Well, I don't think I would give up 

the ship just yet on having your cochlea implanted. 

>> Audience Member: Is there split array that might be 

possible and less drastic? 

>> Dr. Hinrich Staecker: Did you have an MRI scan 

done before, before your first implant? 

>> Audience Member: My MRI was done when first 

diagnosed with surgery and I had a CT scan but not 

another MRI at that point.  That would have been about 

three years. 

>> Dennis: Another question?  Terri? 

>> Audience Member: Pamela Brenham.  If you are 

diagnosed with genetic hearing loss, what can you do 

for your children so hopefully they don't get -- what can 

you do or is it just wait and see? 

>> Dr. Hinrich Staecker: Obviously having good hearing 

screening.  There are -- there's genetic testing 

available for five most common causes of genetic 

hearing loss and 20 others through research 

laboratories there's work underway to get gene chip that 

reads most common hearing loss related mutations.  



Last count though we are up to over 160 different genes 

identify to cause hearing loss.  Within each one of 

these genes there's between one and 100 different 

mistakes within the gene that can cause the gene to 

malfunction, so it is awful lot of information that needs to 

be screened.  That's in the -- in the early stages.  

Eliminate factor right now is cost but that's coming 

down. 

>> Charles: On a practical basis it is going to be very 

difficult. 

>> Dennis: Terri? 

>> Terri: I wanted to ask which device are you talking 

about that has something that goes through the scar 

tissue, which one is that? 

>> Charles: Doesn't exactly go through the scar tissue, 

has better maybe likelihood of passing around or 

through perhaps and it is -- Nucleus device.  Helix. 

>> Audience Member: How is it spelled? 

>> Charles: S-t-y-l-u-s.  Stylet, s-t-y-l-e-t. 

>> Audience Member: With the stem cell technology in 

the future, does that mean that some doctors are going 

to be before with a stem cell, some will be doing 

cochlear implants?  How far away is that in the future of 

the stem cell helpful for us? 

>> Dr. Hinrich Staecker: That's a very complicated 

question, so clinical trial of any medication tends to run 

over about six years.  There's three phases.  There's a 



Phase I which is safety Phase II which is efficacy and 

safety in larger patient population and phase three 

which is a large rollout.  So I can in a roundabout way I 

can tell you our trial, initial Phase I is conceptualized as 

20 patients with 3-month stops between patients to 

assess safety, so take close to three years to approve 

just the Phase I results, and we hope to roll that out next 

year.  And that's just for the balance system.  The 

hearing stuff will be behind that.  And we are thinking of 

targeting patients who have lost function from toxicity, 

and in those cases we know it is a hair cell problem.  

So this is all coming but it will -- it is too slow for me but 

it is the process that we have to follow, and it will 

be -- you know, it will be the same surgeons doing it.  

So whether you put a cochlear implant in or inject a 

drug through the stapes foot place, you need a 

neurotologist to do the procedure and hopefully one 

more thing to offer the patients. 

>> Audience Member: How is the process differently 

with the hearing aid compared to cochlear implant? 

>> Speaker: Hearing aid amplifies the sound, so makes 

things louder.  The cochlear implant actually has little 

metal contacts that electrically stimulate the nerve 

directly, so goes directly to the inner ear whereas a 

hearing aid you hear acoustically and has to go through 

the eardrum, middle ear, then get to the inner ear.  So 

it is completely different sound processing. 



>> Dr. Hinrich Staecker: What a cochlear implant 

does -- I don't know if you want to chime in -- each 

sound we make has a spectrum of sound information, 

low pitches to high pitches, and the implant takes that 

information and splits it -- computer inside the implant, 

splits it into individual pitch components from squeaky 

sounds to low rumbly sounds and sends that 

information to different contacts, the life of the cochlea, 

and how the different companies do that, each one has 

unique speech -- computer programs to make that 

happen and they can address what they do. 

>> Charles: Let me just say something too.  Those little 

contacts that are maybe programs for low or high 

frequency, whatever, that's just a little tiny electric shock 

to the part of the ear and that part of the ear is what is 

used to hearing low frequencies.  That little electrode 

doesn't say hi, I'm an electrode and I'm going to 

stimulate you because you're a low-frequency cell 

because I have low-frequency information to give to 

you.  It may be -- it may be set up so that it will do that 

and stimulate that but correct me if I'm wrong, those 

electrodes can't talk, can they? 

>> Speaker: Individual in ours. 

>> Charles: Electrode one is just like electrode 24 and 

has electric shock and it is the electric shock that 

shocks the inner ear area that goes through the nerve 

and brain said I think there's something out there in 



those low frequencies.  So there's -- that's kind of the 

way it is. 

>> Speaker: Electronics try to bring the whole picture 

together, so in our electrode we have 22 individual 

electrodes and each one will take a snapshot and it is 

up to the external with the internal processor to basically 

paint the picture and bring the pixels together like in a 

television has pixels and individually you really don't see 

it but combined together, when come together, you get 

a picture and that's basically what's happening with the 

cochlear implant, electrodes are giving snip-its and 

pixels and the processor when it gets to your brain 

basically pulling those together and it is not a simple 

process. 

>> Charles: Still it is a little shock, electrical stimulus to 

that part of the inner ear.  I keep saying the word 

"shock." Don't want to let you think we are going to 

shock you.  [Laughter] 

>> Audience Member: One implant and considering 

two.  What advice will you give us?  What does 

research say about the benefits of two? 

>> Jim: I'm Jim Landrum one of the KU neurotologist.  

My colleague had to leave unfortunately, so to answer 

the question and simply put it usually two is better than 

one.  Problem is two costs twice as much as one and 

many insurance companies these days will pay for two 

implants.  Now, there are certain benefits that improve 



with bilateral implantation.  In adults we typically stage 

them called bilateral sequential implants.  First of all, 

sound equalization.  You really need two ears, two 

working ears for you to detect sound.  Differences 

between loudness you get on one side versus the other.  

Other ear timing differences is to when sound gets to 

one ear versus another, so in other words, you need the 

two functioning receivers of sound to help localize.  

Number two, two cochlear implants you get twice as 

much signal and twice the ability to centrally process 

sound, so noise tends to be better.  Number three, 

you're always ensured that you're going to implant the 

better hearing ear because you get them both.  I'm 

sorry.  Implant the better functioning ear because you 

have them both. 

>> Charles: What he means by that, if you take two ears 

that are deaf there are many times one of those deaf 

ears has more potential than the other and you don't 

know which one you got because there's no way to tell, 

did you get the best one the first time or -- or are they 

really different?  I think depends upon how well you're 

doing with the first implant and what the reason that you 

have that you think maybe the second side might be 

wanted -- that you might want the second side.  I like 

Jim -- excuse me, doctor, God didn't give me one.  He 

gave two.  Depth perception of sound, being able to 

hear better with two ears, so I don't -- 



>> Speaker: I think I know what David is getting to but 

what if there's a lot of differences between the two 

ears?  Like if one is most recently heard and one deaf 

since birth? 

>> Charles: There's consideration one ear deafend 

longer and implanted the more recently deafend ear, 

are you really going to gain that much by implanting the 

other?  And you might because that -- maybe that was 

really kind of a good deaf ear sitting and all along you 

didn't know about it.  One of the things that about 

implant is when you stimulate with a cochlear implant 

there are crossovers in the brainstem so that you get 

some electrical information going to the opposite side.  

Whether that makes a big difference nobody really 

knows. 

>> Speaker: Rebecca? 

>>  Rebecca: I hope you could hear me.  First of all, I 

have hearing aid in one ear, implant in the other one 

and worst ear implanted.  You mentioned earlier with 

the dual hearing.  In my better ear I have dual hearing 

but to me my humble opinion it is not much but may not 

qualify, but what do you offer -- what advice do you offer 

to other people?  Really want to get another ear 

implanted. 

>> Charles: I think it is a great idea.  You can go ahead 

and say something here.  It is interesting about residual 

hearing.  We all think if you can preserve residual 



hearing that would be wonderful, and probably it is, and 

with the -- with the technology with these cochlear 

implant devices, you get so much information that if you 

lose some of that little residual hearing, it is -- you're 

going to make up so much for it with an implant.  Now, 

maybe you're one of those people who with the implant 

off get a little sound awareness, or you have 

something -- you have a little bit of identity left in that 

ear.  You just don't quite want to give it up.  And that's 

understandable.  And I go along with whatever the 

patient tells me.  If you say I'm just not ready to give 

that up, I'm not ready to implant.  If I talk to you and 

find out what it is you're getting in that ear and what you 

tell me, then I might say look, you're really not doing 

worth a hoot over there, get the thing fixed and you will 

do much better.  Go ahead and answer. 

>> Speaker: Sandy here getting Ph.D. in hearing 

president than residual hearing and little electrical 

acoustic stimulation as term has been coined when you 

wear a hearing aid on the implant to give you acoustic 

stimulation to the residual hearing that was preserved 

through surgery as well as the implant receiver where 

you also get electrical stimulation at the same time.  

We do have a trial open at KU where we are preserving 

patients residual hearing or trying to at the very least, 

and we are set up so that with the volume that we see 

and the procedures that we perform, if you have 



residual hearing we will try to preserve it through 

surgical technique as well as the type of electrode 

placed, and so Sandy can actually tell you more of her 

results on preservation of hearing. 

>> Sandy: I think you have two things going for you.  

You have residual hearing and your bimodal condition 

right now.  The research tells you that two ears are 

better than one and our research tells us that those that 

use implant that have residual hearing perform better in 

noise.  Not so much in quiet and perform about the 

same.  But in noise that residual hearing with the 

implant does improve quite a bit over just bimodal 

hearing.  So that's the research that I have been doing 

and those are the results that we are finding right now.  

But again like Dr. Luetje was saying, if you are not 

ready, risk is there with any surgery that you would lose 

the hearing.  We have been able to preserve a lot but 

the risk is there, so you have to be personally ready for 

that if it were to happen. 

>> Audience Member: Cochlear implants considered 

the last resort.  Growing up with bilateral hearing aids 

from age two, worn over 20 years, so when consider for 

a CI candidate, do you recommend that candidate 

should trying hearing aid again before making that leap 

to a cochlear implant to see if hearing aid is sufficient 

enough, but the problem I have with that is our 

insurance does not cover hearing aids and that's what I 



want to start with first but it does cover cochlear 

implants.  I will started with that because that doesn't 

make sense. 

>> Speaker: I think with the hearing aid, I know they are 

expensive and it is unfortunate that most insurance 

companies do not cover hearing aids, but you typically 

will get a 30-day -- at least a 30-day trial to try them 

again and if you did decide to try hearing aids, 

unfortunately you would have to put out the money, but 

if it didn't work for you, then at least you tried it and get 

your money back and most places most of your money 

back and then you can and an implant if the hearing 

aids are not satisfactory. 

>> Dennis: I have one question and then wrap up. 

>> Charles: I heard this phrase twice this morning.  

Cochlear implant is last resort.  Well, guess what, it 

may seem like the last resort to a lot of people but by 

golly they are getting better and better and better and 

when I was actively in my office seeing patients coming 

in with pretty substantial hearing losses, in my mind 

they were a surgical candidate at some point.  Maybe 

not that day but I always told them look, your hearing is 

not good, hearing aid and some day you will be able to 

benefit from hearing aids, and we are at the level right 

now.  That it is not necessarily last result because there 

are many people who have struggled with their hearing 

aids and didn't want to give up the last little bit of 



hearing but man, are they happy with the cochlear 

implants. 

>> Speaker: I agree.  I have a slide that I don't have 

with me today that shows the cochlear implant 

indications of FDA approvals from say 20 years ago and 

ones today.  20 years ago or 30 years ago adults only 

with profound hearing loss and 0% discrimination were 

the only candidates who got cochlear implants.  Today 

we can implant a one-year-old also with technology and 

proven consistency of implants and at least 

expectations have risen.  Today that cut off pure to 

average of 70 decibels and 60% speech discrimination 

score in any condition.  So as technology improved and 

outcomes have also improved with cochlear implants, I 

think that threshold will be lower and lower in the future, 

particularly when looking at doing preservation surgery 

because right now we assume that implant will destroy 

residual hearing function in the ear and seeing that with 

the implant alone and perform better than the 70-decibel 

cut off. 

>> Dennis: Got time for one last question and like to ask 

if you have any mentoring programs, tell us a little bit 

about mentoring programs and people that have 

cochlear implants especially if they are accessed here 

in Kansas City. 

>> Lisa: We have program called the Bionic Ear 

Association, so if -- we actually have a meeting next 



Saturday, so if you want more information about where 

that is and when it is, you're welcome to come and find 

me afterwards.  It is specifically for Advanced Bionics, 

so if you have Advanced Bionics cochlear implant and 

you want to mentor other people that are considering 

getting a cochlear implant that that's a program we have 

with the Bionic Ear Association.  Along with that there 

are some other -- some other programs as far as -- I 

think we talked about the services earlier, the website 

that has, you know, rehabilitation materials on it and 

things like that, but from a pure mentoring standpoint, 

the Bionic Ear Association. 

>> Dennis: Susan? 

>> Susan: We have a program online called hear peers 

and it is a social networking system for Med El.  

Patients that have a device or those considering 

implantation, it is where parents were friends of 

cochlear implant recipients, so you can get on at that 

time and try to be matched with someone.  If you are a 

candidate and you want to talk to someone that has the 

Med El device you can get on and say I'm this age, this 

is where the hearing loss started, I'm considering 

implant and communicate with that person.  There's 

also chat rooms that are available.  There are blogs 

that are running through that, so right now that's the 

program that we are offering online and make it 

accessible across the board. 



>> Tom: We have three things online, 

cochlearcommunity.com, cochlear recipients and talk 

about shared experiences and talk to people that are 

thinking about it.  So that's the first thing.  Second 

thing is more of a local flavor is cochlear awareness 

network and that's run by Wayne Pringle, bilateral 

cochlear implant recipient and we have these across the 

country and he lives in St. Louis and comes here and 

works locally.  And we have cochlear concierge and 

basically it sounds fancy but basically a phone number 

you can call and people on the other line are two things.  

They are recipients and audiologists, so really can kind 

of bring two things to you.  Audiology professional side 

of it and also recipient side of things and help you 

through basic information to any additional information 

you may want cochlear implant as you go through the 

process.  Information on it in the desk up front. 

>> Dennis: Thank you panelists for participating today, 

thank you for all of your questions.  I want to thank the 

sponsors for the event today.  We will be here until 

12:00.  Panelists, you're welcome to stay and have 

refreshments outside and opportunity to ask additional 

questions.  Thank you.  Have a good day. 

>> Minda: Thank you.  Please fill out the survey, if you 

haven't done so.  We will be collecting them by the 

door, and if you want any handouts, they are all out 

there as well.  Thank you very much for coming today. 



 

(applause) 
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