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E X E C U T I V E  S U M M A R Y 	

Executive Summary 
	

The	audiology	shortage	is	real,	and	for	ENT	practices	it	is	felt	most	acutely	as	a	constraint	on	patient	
access.	The	instinct	is	to	read	the	shortage	as	a	hiring	problem	and	to	solve	it	by	recruiting.	In	most	
markets,	that	path	is	slow,	expensive,	and	uncertain.	Providers	are	unevenly	distributed	across	the	
country,	the	supply	of	audiologists	relative	to	population	has	stayed	flat	for	years,	and	the	
audiologists	already	in	practice	are	stretched	thinner	than	their	schedules	suggest.	

This	paper	makes	a	different	case.	Improving	patient	access	begins	by	understanding	the	capacity	
already	within	a	practice.	Before	leaders	add	headcount,	they	should	first	measure	the	demand	
already	present,	understand	how	much	of	it	current	delivery	reaches,	and	identify	the	capacity	that	
existing	workflows	leave	untapped.	The	shortage	sets	the	stage.	Capacity	becomes	the	lever	for	
improving	access.	

T H E  C E N T R A L  I D E A 	
An ENT practice's audiologists are pulled between two essential demands: diagnostic 
testing that supports the physicians' ability to diagnose and treat, and hearing aid 
evaluations that treat patients with hearing loss. When capacity is finite, the treatment 
side becomes necessary work the team cannot get to. The obvious fix, hiring another 
audiologist, is often out of reach. Many practices search for months and even years, and in 
rural markets a posting may draw only a resume or two.	

	

Auris	Practice	Solutions	developed	the	3-Points	of	Reflection™	to	make	that	hidden	capacity	visible,	
grounding	the	assessment	in	a	practice's	own	data.	Paired	with	the	MaestroAuD®	hybrid	remote	
audiology	model,	it	lets	practice	leaders	expand	access	without	waiting	on	a	hire	the	market	may	
never	supply.	The	pages	that	follow	show	how.	
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A T  A  G L A N C E 	

Executive At-a-Glance 
	

What you will learn 
Why	the	audiology	shortage	is	a	capacity	problem	rather	than	a	headcount	problem,	why	the	
demand	a	practice	needs	to	serve	is	often	hidden	inside	its	own	patient	base,	and	how	a	structured	
analysis	brings	that	demand	into	view	and	turns	it	into	a	staffing	decision.	

Why this matters 
Patient	access	to	hearing	care	is	limited	less	by	the	size	of	a	practice's	patient	population	than	by	
the	clinical	hours	available	to	serve	it.	Practices	that	read	the	constraint	as	a	hiring	problem	often	
wait	months	or	years	for	relief	that	a	closer	look	at	existing	capacity	could	deliver	sooner.	

Key statistics 

75%	
of	U.S.	counties	qualify	as	hearing	
healthcare	shortage	areas	(JAMA	
Otolaryngology).	

4.1	
ASHA-certified	audiologists	per	
100,000	residents,	a	ratio	flat	for	
years.	

11%	
projected	growth	in	demand	for	
audiologists,	2023	to	2033	(BLS).	

	

Primary takeaway 
Before	adding	headcount,	determine	how	existing	clinical	capacity	affects	patient	access.	
Recovering	capacity	often	expands	access	sooner	than	recruiting	additional	providers.	

Who should read this 
ENT	physician	owners	and	partners,	practice	administrators	and	executives,	and	hearing	center	
managers	responsible	for	staffing,	patient	access,	and	capacity	planning.	
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T H E  B O T T L E N E C K  I N  P R A C T I C E 	

How the Bottleneck Reaches the Patient 
	

The	shortage	is	easiest	to	understand	at	the	level	of	a	single	patient.	Consider	a	common	sequence.	

	

A	patient	notices	difficulty	following	conversations	and	raises	it	at	an	ENT	visit.	The	physician	
completes	the	appointment	and	identifies	a	likely	hearing	concern	that	warrants	a	diagnostic	
evaluation.	The	evaluation,	however,	depends	on	audiology	time,	and	audiology	is	booked	out.	
Weeks	pass	before	an	opening.	In	that	interval,	some	patients	wait.	Others	do	not	return.	

Each	step	in	this	sequence	is	ordinary,	and	no	one	in	the	practice	made	a	mistake.	The	delay	is	a	
function	of	capacity,	not	effort.	When	the	evaluation	is	deferred,	the	diagnosis	is	deferred,	and	
treatment	is	deferred	with	it.	Some	patients	complete	the	path	later.	Some	decide	against	treatment	
altogether,	and	some	are	lost	to	follow-up	before	a	decision	is	ever	made.	

W H Y  T H E  D E L A Y  I S  N O T  N E U T R A L 	

Untreated hearing loss does not simply persist. A growing body of research associates it 
with higher rates of falls, social isolation, and cognitive decline, among other outcomes. A 
deferred evaluation is not only a deferred sale or a deferred visit. It can be a deferred 
intervention with consequences that reach well beyond hearing.	

	

This	is	the	bottleneck	the	rest	of	this	paper	examines:	not	a	failure	of	clinical	skill	or	intent,	but	a	
structural	limit	on	a	practice's	ability	to	move	patients	from	concern	to	timely	care.	
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T H E  P R O B L E M 	

A Capacity Problem, Not Only a Headcount Problem 
	

It	is	tempting	to	describe	the	audiology	shortage	as	a	simple	deficit	of	providers,	solved	by	adding	
more	of	them.	The	reality	is	more	demanding.	The	profession	grew	substantially	over	the	past	
decade,	yet	shortages	remain	widespread,	because	providers	are	unevenly	distributed,	demand	
keeps	rising	as	the	population	ages,	and	the	audiologists	already	in	practice	are	pulled	in	more	
directions	than	their	hours	allow.	Three	patterns	matter	for	an	ENT	practice,	and	together	they	
explain	why	hiring	alone	seldom	resolves	the	constraint.	

Growth has not closed the gap, and rural practices feel it first 
Recent	research	published	in	JAMA	Otolaryngology,	Head	and	Neck	Surgery	found	that	75	percent	
of	U.S.	counties	qualify	as	hearing	healthcare	workforce	shortage	areas,	with	shortages	
concentrated	in	rural	communities.	This	held	true	even	though	the	hearing	healthcare	workforce	
grew	substantially	over	the	prior	decade.	Growth	alone	did	not	solve	the	access	problem,	because	
demand	rose	at	the	same	time	and	because	providers	cluster	where	they	choose	to	practice	rather	
than	where	patients	live.	Nationally,	according	to	ASHA	workforce	data,	the	supply	of	audiologists	
relative	to	population	has	stayed	close	to	four	per	hundred	thousand	residents	for	years,	roughly	
one	audiologist	for	every	twenty-four	thousand	Americans.	For	an	individual	practice,	the	national	
statistics	matter	for	one	reason:	they	explain	why	expanding	patient	access	cannot	depend	solely	on	
recruiting	another	clinician.	

Demand is rising while the hiring wall holds 
Demand	for	hearing	care	continues	to	accelerate.	An	aging	population	and	broader	adoption	of	
hearing	healthcare	are	increasing	the	need	for	audiology	services	faster	than	many	practices	can	
expand	clinical	capacity.	The	U.S.	Bureau	of	Labor	Statistics	projects	audiologist	employment	to	
grow	approximately	eleven	percent	from	2023	to	2033,	reflecting	that	increasing	demand	rather	
than	signaling	an	end	to	workforce	shortages.	Even	as	more	audiologists	enter	the	profession,	they	
are	distributed	across	hospitals,	health	systems,	private	practice,	educational	programs,	and	
industry,	leaving	ENT	practices	competing	for	a	limited	pool	of	professionals.	Time-to-fill	lengthens,	
recruiting	costs	climb,	and	in	many	underserved	markets	a	position	may	attract	few	or	no	qualified	
candidates.	Recruitment	remains	an	important	strategy,	but	in	today's	labor	market	it	is	often	the	
least	predictable	way	to	improve	patient	access.	
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The audiologists in practice are losing clinical time 
The	constraint	does	not	end	at	recruitment.	Industry	reports	describe	a	meaningful	share	of	an	
audiologist's	day	going	to	documentation,	insurance	paperwork,	and	third-party	portals	rather	than	
to	patients.	Every	documentation	hour	is	an	evaluation	or	fitting	that	does	not	happen.	In	a	
profession	this	scarce,	clinical	time	lost	to	administrative	work	is	a	structural	reduction	in	the	care	
a	practice	can	deliver	with	the	staff	it	already	has.	

K E Y  I N S I G H T 	
Patient access is determined less by provider headcount than by how effectively clinical 
capacity is used. Two practices with the same number of audiologists can serve very 
different volumes, depending on how that clinical time is spent.	

W H Y  T H I S  R E F R A M E S  T H E  P R O B L E M 	

If recruiting is slow, uncertain, and constrained by geography, leadership's first 
opportunity is not necessarily to add providers. It is to better understand and optimize the 
clinical capacity already available.	

T H E  P R O B L E M ,  C O N T I N U E D 	

Why the Gap Stays Invisible 
	

If	unmet	demand	sits	inside	a	practice,	a	fair	question	follows.	Why	do	capable,	well-run	practices	
not	see	it?	Because	the	constraint	is	structural,	and	structural	constraints	do	not	announce	
themselves.	

A	capacity	gap	seldom	looks	like	a	problem.	The	schedule	is	full.	The	team	is	busy.	Revenue	is	
stable.	By	every	signal	a	practice	routinely	watches,	operations	appear	healthy.	The	patients	who	
are	never	evaluated	do	not	appear	on	any	report,	because	they	are	defined	by	the	absence	of	an	
encounter,	not	the	presence	of	one.	

Conventional	measures	compound	this.	They	count	what	has	already	happened:	visits	completed,	
procedures	performed,	revenue	collected.	Useful	as	those	are,	they	are	silent	on	the	question	that	
matters	here,	which	is	how	much	additional	care	the	existing	patient	population	could	support	if	
capacity	allowed.	A	practice	can	review	its	numbers,	find	them	sound,	and	still	leave	a	meaningful	
share	of	its	own	patients	unserved.	

L E A D E R S H I P  Q U E S T I O N 	
What percentage of the hearing healthcare demand already present in your patient 
population is your practice able to serve today?	
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Making	that	opportunity	visible	requires	a	deliberate,	patient-first	method	rather	than	relying	
solely	on	traditional	operational	reports.	

T H E  A P P R O A C H 	

A Patient-First Way to See the Gap 
	

The	3-Points	of	Reflection™	is	a	methodology	developed	by	Auris	Practice	Solutions	to	make	the	
distance	between	demand	and	delivery	visible	and	measurable.	The	methodology	examines	three	
complementary	perspectives	of	a	practice.	Together	they	reveal	whether	existing	clinical	capacity	is	
limiting	patient	access	in	ways	conventional	reporting	cannot	detect.	

	

Reflection One: Demand 
How much hearing healthcare demand likely exists within your patient population?	

The	first	reflection	estimates	the	underlying	need.	Using	a	practice's	own	patient	demographics	and	
established,	age-based	prevalence	patterns	for	sensorineural	hearing	loss,	the	analysis	estimates	
how	many	adult	patients	are	likely	to	have	a	hearing	loss	that	warrants	evaluation.	This	is	the	
foundation	for	everything	that	follows.	

Reflection Two: Current Delivery 
How much hearing healthcare activity is the practice delivering today?	

The	second	reflection	measures	present	reality.	Drawn	from	the	practice's	diagnostic	and	
procedure	data,	it	establishes	a	factual	baseline	of	the	hearing	healthcare	activity	delivered	today.	It	
describes	what	is	happening;	it	does	not	judge	it.	

Reflection Three: Capacity 
What would it take to close the difference, and is the capacity available?	
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The	third	reflection	translates	the	difference	between	demand	and	current	delivery	into	clinical	
time.	Using	standard	appointment-time	assumptions	for	evaluations,	fittings,	and	follow-up	care,	it	
expresses	the	opportunity	in	the	terms	that	actually	govern	a	practice:	hours	of	qualified	clinical	
time,	the	resource	the	shortage	makes	scarce.	

W H Y  P A T I E N T - F I R S T  M A T T E R S 	
The analysis begins with the patient population, not a revenue target or a product. It 
reasons forward from the patients a practice already has, not backward from a number 
someone hopes to reach. That is what makes the result one a clinician can trust.	

T H E  A P P R O A C H ,  C O N T I N U E D 	

Inside the 3-Points of Reflection™ Clinical Capacity 
Analysis 
	

The	methodology	grounds	the	conversation	in	a	practice's	own	data.	The	3-Points	of	Reflection™	
Clinical	Capacity	Analysis	proceeds	in	a	defined	sequence,	with	each	step	building	on	the	one	before	
it.	

	

1. Establish the population	
The	practice	provides	a	limited,	de-identified	data	set	describing	its	patient	base	and	recent	hearing	
healthcare	activity.	

2. Estimate demand	
Age-based	prevalence	patterns	are	applied	to	the	patient	population	to	estimate	how	many	adults	
likely	have	hearing	loss	warranting	evaluation.	

3. Measure current delivery	
Diagnostic	and	procedure	data	establish	a	factual	baseline	of	the	care	the	practice	delivers	today.	

4. Identify the difference	
Estimated	demand	is	compared	against	current	delivery	to	reveal	the	capacity-constrained	patient	
access	opportunity.	

5. Translate into capacity	
The	difference	is	expressed	as	the	clinical	hours	required	to	address	it,	using	standard	
appointment-time	assumptions.	
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6. Frame the decision	
The	result	becomes	an	objective	basis	for	deciding	whether	to	reallocate	existing	time,	expand	
capacity,	or	both.	

The data required is deliberately limited 
Participation	does	not	require	sensitive	or	burdensome	information.	The	required	fields	are	Total	
Patient	Visits,	a	Patient	or	Chart	Identifier,	Date	of	Birth,	and	CPT	Codes.	Three	further	fields	help	
where	available:	hearing	aid	evaluations,	units,	and	average	sale	price.	The	information	requested	is	
intentionally	limited,	making	participation	straightforward	while	maintaining	patient	privacy	and	
remaining	consistent	with	HIPAA	obligations.	

E V I D E N C E 	

Inside a 3-Points of Reflection™ Clinical Capacity 
Analysis 
	

The	two	engagements	below	reflect	real	practices	Auris	has	supported.	Both	are	drawn	from	the	
practices'	own	operational	data,	and	each	illustrates	a	different	path	to	the	same	outcome:	capacity	
recovered	without	a	local	hire.	

	

A single-location practice 

	
This	practice	ran	at	1.6	audiologist	FTEs	instead	of	2.0,	held	its	testing	volume,	and	completed	
substantially	more	hearing	evaluations	in	the	first	quarter	than	in	the	same	period	a	year	earlier,	by	
redirecting	existing	clinical	time	toward	treatment	rather	than	adding	staff.	
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A five-location practice 

	
This	group	had	absorbed	years	of	coverage	travel,	roughly	four-hour	round	trips	several	times	a	
week,	that	pulled	audiologists	away	from	patients.	Remote	diagnostic	support	cut	that	travel	
sharply	and	let	the	local	teams	concentrate	on	treatment,	again	expanding	access	without	a	local	
hire.	

S T R A T E G I C  C O N S I D E R A T I O N 	

When immediate patient access is the objective, workflow redesign often delivers results 
sooner than recruitment alone.	

T H E  I N S I G H T 	

Recover Capacity Before You Recruit It 
	

The	reflexive	response	to	a	capacity	gap	is	to	hire,	yet	as	the	preceding	sections	showed,	that	is	the	
slowest	and	least	certain	path.	The	more	dependable	move	is	to	start	with	the	capacity	a	practice	
already	holds.	

That	capacity	is	often	larger	than	it	looks,	because	the	constraint	is	time,	not	need.	When	diagnostic	
testing	and	documentation	consume	an	audiologist's	hours,	less	time	remains	for	the	treatment	
work,	evaluations,	planning,	fittings,	and	follow-up.	Diagnostic	testing	is	essential.	The	strategic	
question	is	whether	the	in-house	team	is	the	right	resource	to	absorb	it,	or	whether	their	time	is	
better	spent	on	the	care	only	they	can	provide	in	person.	

The strategic responses available 
A	practice	that	identifies	a	capacity	gap	has	several	strategic	options.	It	may	recruit	additional	
clinicians,	redesign	workflow	to	better	use	existing	clinical	time,	or	extend	its	reach	beyond	the	
local	labor	market.	The	appropriate	choice	depends	on	the	practice's	circumstances.	The	
MaestroAuD®	model	supports	the	latter	two	approaches	simultaneously.	
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R E A L L O C A T I O N  B E F O R E  E X P A N S I O N 	
The first opportunity is seldom adding more people. It is determining whether existing 
clinical capacity can be redirected toward the work that creates the greatest value for 
patients.	

	

MaestroAuD®	supports	both.	It	absorbs	the	diagnostic	testing	workload	remotely,	returning	the	in-
house	team's	time	to	evaluations,	treatment	discussions,	fittings,	and	follow-up.	And	because	the	
support	is	remote,	it	lifts	the	geographic	limit	that	makes	hiring	so	hard:	a	practice	can	place	an	
excellent	audiologist	in	its	clinic	from	anywhere	in	the	country,	including	rural	markets	that	could	
never	recruit	one	locally.	

The	3-Points	of	Reflection™	methodology	frames	the	decision.	The	3-Points	of	Reflection™	Clinical	
Capacity	Analysis	provides	the	evidence.	MaestroAuD®	is	one	way	to	act	on	those	findings.	The	
Clinical	Capacity	Analysis	stands	on	its	own	as	an	objective	assessment	of	capacity	and	opportunity,	
regardless	of	the	path	a	practice	ultimately	chooses.	

T H E  O U T C O M E 	

What Leadership Gains 
	

A	practice	that	completes	a	3-Points	of	Reflection™	Clinical	Capacity	Analysis	moves	from	intuition	
to	evidence.	Instead	of	wondering	whether	opportunity	exists,	leaders	gain	a	structured,	data-
grounded	view	of	their	own	situation,	framed	in	the	terms	leadership	manages	directly:	patient	
throughput,	treatment	opportunity	that	is	currently	deferred,	and	how	fully	the	existing	clinical	
team	is	being	used.	On	completion,	the	practice	receives	a	3-Points	of	Reflection™	Executive	Report,	
organized	into	four	components.	

Component	 What It Provides	

Current	State	Assessment	 A	factual	summary	of	the	hearing	healthcare	activity	the	practice	
delivers	today,	drawn	from	its	own	diagnostic	and	procedure	data.	

Opportunity	Assessment	 A	comparison	of	estimated	demand	against	current	activity,	
identifying	the	capacity-constrained	demand	and	patient	access	
opportunity.	

Capacity	Assessment	 An	estimate	of	the	audiology	time	required	to	address	the	gap,	
based	on	standard	appointment-time	assumptions	for	evaluations,	
fittings,	and	follow-up	care.	

Strategic	Options	 A	framing	of	the	decisions	available,	including	reallocation	of	
existing	clinical	time	and,	where	warranted,	expansion	of	capacity.	
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What the gap can look like 
The	opportunity	is	easiest	to	grasp	as	a	picture.	Consider	a	practice	whose	patient	demographics	
suggest	roughly	1,300	adults	a	year	warrant	a	hearing	evaluation,	while	current	delivery	reaches	
about	500.	The	difference	is	the	capacity-constrained	opportunity	the	analysis	is	built	to	surface,	
expressed	in	patients	and	then	in	the	clinical	hours	required	to	reach	them.	

	

How recovered capacity shows up in operations 
Because	the	analysis	expresses	opportunity	in	clinical	hours,	its	findings	translate	directly	into	the	
operational	measures	leadership	already	manages.	Recovered	capacity	may	show	up	as	improved	
patient	access	and	shorter	waits	for	evaluation,	as	greater	scheduling	flexibility,	as	physician	
throughput	that	is	no	longer	gated	by	audiology	availability,	as	referrals	retained	inside	the	practice	
rather	than	sent	out,	and	as	more	treatment	plans	initiated	for	patients	who	would	otherwise	have	
deferred.	These	are	operational	effects	rather	than	guaranteed	results,	and	they	depend	on	a	
practice's	own	mix	and	execution.	

What leadership walks away with 
• A	defensible,	evidence-based	estimate	of	hearing	healthcare	demand	within	the	practice's	
own	patient	population.	

• A	clear	view	of	how	much	of	that	demand	current	delivery	meets,	and	how	much	it	does	not.	

• Opportunity	expressed	in	clinical	hours,	the	unit	that	actually	governs	patient	access	in	a	
constrained	market.	

• A	sound	basis	for	choosing	between	recovering	existing	capacity	and	recruiting	more,	rather	
than	defaulting	to	a	hire	the	market	may	not	support.	
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C O N C L U S I O N 	

Conclusion 
	

The	shortage	will	not	resolve	on	its	own.	Demand	keeps	rising	and	providers	stay	unevenly	
distributed,	widening	the	distance	between	the	care	a	practice	could	deliver	and	the	care	it	does.	
The	practices	that	close	that	distance	will	be	the	ones	that	stop	waiting	on	a	hire	and	start	with	the	
capacity	they	already	hold.	

The	central	argument	is	straightforward.	Before	concluding	that	a	practice	needs	additional	
clinicians,	leadership	should	first	understand	the	demand	already	present,	how	much	of	it	current	
delivery	reaches,	and	where	existing	capacity	can	be	better	used.	The	3-Points	of	Reflection™	
provides	an	objective	framework	for	those	decisions.	What	follows	is	not	a	prescribed	solution,	but	
a	better-informed	one.	

Ultimately, this is not a paper about audiologists. It is a paper about patients. Every 
delayed evaluation represents someone waiting longer for answers, treatment, and a better 
quality of life. Every patient waiting for hearing care is ultimately waiting for capacity. The 
responsibility of leadership is to understand where that capacity can be found, how it can 
be recovered, and how it can be used to deliver timely care. Practices that understand 
clinical capacity do more than improve operations. They create earlier answers, earlier 
treatment, and better outcomes for the patients who depend on them.	
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M E T H O D O L O G Y 	

About the Methodology 
	

The	3-Points	of	Reflection™	produces	estimates,	not	guarantees.	This	note	states	the	basis	for	those	
estimates	so	that	practice	leaders	can	judge	them	on	their	merits.	

How demand is estimated 
Demand	is	estimated	by	applying	published,	age-based	prevalence	patterns	for	hearing	loss	to	a	
practice's	own	patient	demographics.	The	result	reflects	the	share	of	adult	patients	statistically	
likely	to	have	a	hearing	loss	that	warrants	evaluation.	It	is	a	population-level	projection,	not	a	
diagnosis	of	any	individual,	and	it	sizes	opportunity	rather	than	directing	clinical	care.	

How current delivery is measured 
Current	delivery	is	measured	from	the	practice's	own	diagnostic	and	procedure	data,	primarily	visit	
counts	and	CPT	codes,	producing	a	factual	baseline	of	the	hearing	healthcare	activity	performed	
today.	Supplementary	fields,	such	as	hearing	aid	evaluations,	units,	and	average	sale	price,	add	
detail	where	available	but	are	not	required.	

How capacity is calculated 
The	difference	between	estimated	demand	and	measured	delivery	is	translated	into	clinical	time	
using	standard	appointment-time	assumptions	for	evaluations,	fittings,	and	follow-up	care.	These	
are	planning	estimates;	actual	results	depend	on	a	practice's	patient	mix,	scheduling,	and	payer	
environment,	so	Auris	reviews	the	assumptions	with	each	practice.	

Data handling 
The	analysis	requires	only	a	limited,	de-identified	data	set,	so	that	no	individual	patient	is	
identifiable	and	the	exchange	remains	consistent	with	HIPAA	obligations.	Auris	does	not	require	
protected	health	information	to	complete	the	assessment.	

The purpose of the analysis is not to prescribe a solution, but to provide leadership with an 
objective foundation for making better-informed decisions about patient access and clinical 
capacity.	

This	white	paper	is	intended	for	educational	and	strategic	planning	purposes.	It	is	not	legal,	
reimbursement,	accounting,	or	clinical	practice	guidance.	Individual	practice	circumstances	will	
vary.	
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About the Publisher	
Auris	Practice	Solutions	partners	with	ENT	practices	to	improve	patient	access	to	hearing	
healthcare.	Through	the	3-Points	of	Reflection™	methodology	and	the	MaestroAuD®	hybrid	remote	
audiology	model,	the	firm	helps	practices	identify,	understand,	and	address	the	clinical	capacity	
constraints	that	limit	timely	care.	
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