Proposal for the optimisation of a Nucleus CI Recipient’s
contralateral Hearing Aid (HA)
1) The Earmould
Subject to the high frequency gain needed and the efficiency of the feedback manager, it
may be possible to have a more comfortable earmold as compared to a HA only solution. This
should be a priority where patient acceptance of the earmold is a critical issue.
2) The Hearing Aid:
The optimisation procedure proposed here requires a WDRC aid with adjustable compression
ratio and output compression1.
3) The Required Resources:
a. Experienced HA audiologist
b. HA Programming equipment, including a Real Ear
Measurement system
c. Loudness scale
d. Calibrated stimulus;
i. Free-field, modulated speech-shaped noise
ii. Speech signal.
4) The Procedure:
a. Fit the HA to prescriptive targets2 as close as possible, using a real ear measurement
system. Move this into Â P1
b. Change the frequency response to the prescriptive fitting PLUS 6dB/Oct Â P2
c. Change the frequency response to the prescriptive fitting MINUS 6dB/Oct. Â P3
d. Compensate for any differences in loudness between these three programmes by
adjusting the overall gain for each, using a 65dB SPL speech or speech-shaped signal
i. The objective of this step is to make sure that the three programmes are perceived
as equally loud, so that the patient can accurately identify the most clear sound,
unbiased by volume.
e. Identify the best frequency response by asking for the patient’s preference, using
live voice at ~65dBSPL i.e. normal voice level. Â P1.
f. Adjust the overall gain and/or compression characteristics of the HA (P1) so that the
loudness of speech or speech simulating in the ear with the HA is matched to that in the
implanted ear at soft (55dB SPL), average (65dB SPL) and loud speech levels (75dB SPL).
5) Follow-up 4 weeks later to adjust the HA according to the patient’s subjective evaluation,
and to ensure HA usage and benefit.
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Hearing impaired patients having used a linear aid previously might
need an acclimatisation period.
2 Published experience with contralateral HA optimisation is based
on the NAL NL-1 procedure. Other formulas such as DSL
are conceivable as well.
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