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Why is this so low:Why is this so low:

Lack of value (by 

others) 

No long term data 

on prevalence

What can we do to 

change that 

situation?



We need this map for hearing and especially for childrens hearing

Both in terms of the register of cases and the services they get and outcomes too!



Gives opportunities:

To explore use for 

Health improvement

Loss to follow up 

Support from 

E-hearing health 





BETTER HEARING AND COMMUNICATION









SHOULD WE WORRY!

• WHY IS HEARING RATING SO LOW WHEN PREVALENCE 
SO HIGH?

• YES – WE SHOULD HAVE SLEEPLESS NIGHT!

• WHY?

• WE HAVEN’T GOT MESSAGE ACROSS

• HEARING AND COMMUNICATION IS THE GLUE THAT 
KEEP FAMILIES, SOCIETIES AND THE WORLD TOGETHER



Please don’t (only) talk to each other !

• Talk to your medical home provider

• Talk with your local businesses

• Talk with the communities and financiers

• Talk with other care organisations



Population hearing health:

Getting it right from the start

• Systems that maximise hearing health 

• Going beyond the process measures

• Integration of services

• Planning for resilience 

• Do we need to include others



Life course model (Davies S, 2012)

The model shows the need to consider the barriers to and promoters for 

good hearing and communication outcomes across the life-course and the need to 

consider both areas for action for communities, organisations and individuals across areas of

central and local government

Highlights lack of systematic 

high quality data on sensory –

Need for action



Opportunities to screen (for hearing) in the 

life-course

• Pre conception

• Ante natal

• Newborn

• Childhood

• School

• When using iPod

• Leaving school

• Entering job

• Leaving job

• Entering retirement

• During retirement

• On demand ??



When is it worthwhile

• Evidence base

• Does the evidence generalise EHDI situation?

• Universal newborn hearing screening
– Follow up of Wessex study (Kennedy et al)  shows 0.7SD 

advantage to screening and early intervention (<9mos for 
most language based outcomes including sign based 
getting ++ advantage from early)

– But that is just an indicator, real benefits also shown to 
follow through to whole system (Bamford et al 2009 
positive support project)





NHS Newborn Hearing Screening Programme

• Key successes

• Some major shortcomings



NHSP Programme Centre Vision:

• ‘Improving outcomes for every child through a high 
quality hearing screening programme, safe and 
effective assessments and family centred early 
intervention’.

– This is in keeping with child health strategy, which is for 
every child whatever their background or circumstances, 
to have the support they need to:

• Be Healthy

• Stay Safe

• Enjoy and achieve

• Make a positive contribution

• Achieve economic well being



NHSP major aim

• To support the vision by identifying all children born 

with moderate to profound permanent bilateral 

deafness within 4-5 weeks of birth and to ensure 

the provision of safe, high quality age-appropriate 

assessments and world class support for deaf 

children and their families.

• To ensure equality of access across England to all screen and 

follow-up services. 



Key success

• NHS Newborn Hearing Screening

• Information system – national, integrated and useful 

• Programme is holistic and therefore has  standards for the 
parent and child journey & for professional journeys 
alongside

• Assurance that standards are achieved or not
– Information for screeners, managers, payers, clinicians, 

educators, quality improvement – both current and trends over 
time

– National register of children with permanent childhood hearing 
impairment 





Integrated Screening programmes

• Need to keep equality of expression and aims across 
programmes

• Need to have similar process to agree standards

• Foetal Anomaly Screening 
• Newborn
• Infant
• Children
• Adult

• Involving parents from the start 



Areas covered by standards for all 

programmes
1.Identify cohort

2.Inform population

3.Invite people 

4.Tests that work and how

5. Minimising harm

6. Assessment and Diagnosis 

7. Intervention/ Treatment

8. Outcome

9.Staff

10. Commissioning and governance

11. User experience/ patient journey

12. Equality



AN EXAMPLE OF WHAT CAN MAKE  A 

DIFFERENCE

• LIFE COURSE APPROACH 

• BEST START TO LIFE – HEARING AND 
COMMUNICATION ASSURED

• BEST EDUCATION BECAUSE HEARING AND 
COMMUNICATION ARE ASSURED

• BEST LIFE OPPORTUNITIES 



START OF LIFE

• HAVE WE GOT IT RIGHT?

• CAN SCREENING HELP

– ANTENATAL

– NEWBORN

– INFANCY

– PRE-SCHOOL

• IT IS ONLY PART OF THE SOLUTION AND WE 
NEED TO MOVE ON!



WHAT NEXT … 

• WHOLE SYSTEM

• NOT JUST SCREENING

• EHDI has a great mission 

• And needs to consolidate and learn from what 
is good and where mistakes have been made



Newborn Hearing Screening in England

• Universal since 2006

• 680, 000 births per year (>6m screenings)

• 99% of all babies tested

• 3 stage screen

– AOAE1 � AOAE2 � AABR � assessment ABR

– Both ears tested, one ear refer



What is the current organisation
• Currently 114 services across 195 maternity units in the NHS

• Core programme staff work for Public Health England

• Advisors to the programme

• Quality assurance becoming generic 

• Quality improvement core and greater investment

• Integrated QA into antenatal and newborn screening programmes

• Single IT platform that access AOAE, AABR, Path labs, Child Health

• Accreditation of paediatric audiology through RCP / UKAS

• Move towards national specification of diagnostic and rehab services

• Integration operation and QA of screening 

• Working towards integration of support for deaf children and their families 

• Working towards maintaining close working between screening and support 
services







QA standards for: 

Screening

Assessment 

Audiology 

Education 

Social Care

Medical care 

Training standards for: 

Screening

Assessment 

Audiology 

Education 

Social Care

Medical care 



How do we implement quality 

improvement

• Quality standards

• Peer review 

• Knowing what good looks like 

• Appreciating what your friends wont tolerate

• What you would want for your children, family

• Use routine data, ad hoc data query 

• Quality assurance – desktop, routine, in depth

• QA visit

• Report – improvement cycle 



Accreditation of 

paediatric audiology services

• IQIPS accreditation 

• Audiology 

• Paediatric audiology 

• Will become the major route to assure 

services meet standards and are 

independently asessed



Interpreter available when needed 1

Antenatal information written and verbal given in appropriate language 2

NN4B numbers entered into eSP by midwives within timescales 3

Written and verbal information before and during screen in appropriate language 4

Coverage offered, started and completed within target 5

Started 6

Completed within target 7

Decline screens within target 8

Refer rates within targets 9

Screening outcome set by 3 months of age on 99% or more of cases 10

Data to be archived onto a secure location every 6 weeks 11

Results entered electronically onto eSP where possible and within targets for hospital sites 12

Data to be checked against national validity reports or the CDC 12

Checklist issued for screen/assessment completed or declined 13

Clearly defined pathway for screen fails to be referred to audiology within time targets 14

Babies seen within 4 weeks of screen refer 15

Babies confirmed with PCHI in target times 16

Explanation of assessment and result 17 b

Explanation of deafness and support mechanisms 18 b

Referral for aetiological investigations and paediatric assessment 19

Informing Education 20

Early support and common assessment 21

Key working/lead professional function 22

Hearing aid fitting offered for confirmed cases of hearing loss where appropriate 23

Parents to be informed and supported with respect to developing early communication with their child24

Family care assessment (as part of a single assessment) and support offered 25

Confirmation of additional family and social care 

needs
26

Standard Site



Standards and specification

• Equipment 

• False negatives

• False positives 

• Transparency and openness in algorithms 



Please don’t (only) talk to each other !

• Talk to your medical home provider

• Talk with your local businesses

• Talk with the communities and financiers

• Talk with other care organisations





Getting the 

best hearing and communication 

for all :

building skills and systems for the future

• Adrian Davis

• Muir Gray

• A  good start in life secures hearing for life!



Getting the best hearing and 

communication for all children
• Good hearing and communication are essential across the life course for the 

individual, their family and for the population. Getting the best outcomes for 

children, families and our society depends strongly on development of learning, 

social and emotional skills and competences and then on using these to fulfil their 

potential. The changes in commissioning and in the health and social care system 

give us a unique opportunity to stand back and discuss how children and their 

families can be best supported by the health, social care, education and other 

services where there is a manifest need.

• A clear signal that these services should look to integrate their support around the 

child and family has been given by government and plans are slowly coming 

together in some areas of care! There is a clear need to develop a narrative at the 

local level about how this might happen in terms of providing the best value 

services, how they can be networked, peer reviewed, provide innovative solutions 

for children and parents, integrate health, education and social care needs and 

technology.



National system 

• Child health (� life long) health and well being 

• What is the vision for the future 

• Health and well being improvement, resilience, 
sustainability in culturally appropriate way

• Hearing and communication integral part of 
healthy child vision

• Guiding principles – addressing inequity, 
improving services to be fit for purpose in all 
respects



Pathway 1: the screening test should 

have reasonable referral rates

March 2014

Adrian Davis 



GRAPH refer on 1st OAE  BY month of birth



GRAPH bilateral refer on OAE  BY month of birth









Test 0-12 hrs from birth

What are those sites  in the 

top part not doing that those 

in bottom part doing 

Is this envrionmental, 

Training, protocol ??

Can peer review

networks help?



New equipment 

Old equipment 



Pathway 2:

Key elements of screen are 

understanding yield, interpreting time 

at referral, assessment,diagnosis and 

support



Distribution of hearing impairment on better ear for those with PCHI



Overall prevalence of hearing loss, per 

thousand births 
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All PCHI from 2006 onwards 

(n=8227) as a function of 

gestational age

(0.3%)

OR=27:1

(0.8%)

OR=5:1

(5.9%)

OR=1.8:1



Age (weeks) 

of aiding of 

PCHI 

children by 

year and

severity on 

Better ear 



Age of identification (weeks) by severity for all children since 2011 



(2011-13)

Age (wks)at

Implant

by 

year 

group and 

severity



Working together

Right care 

Population Health Science 

• Muir Gray, Adrian Davis









The scope of the system

• Elodie, Ni, Elsa and their families













What next?

6. Resources 

• Identify all the resources in the system, to 

create a system budget

7. Partners

• All the partners to be engaged in a clinical 

network

8. System specification

9. Define a plan to build the system



An annual report for each network

with some examples  
• Screening (coverage, referral, PPV, cost??)

• Audiology (assessments, peer review, hearing aid fitting, RECD)

• Medical and other clinical input (ENT, CI)

• Early support and intervention (language devp, peer support)

• Communication (eg turn taking)

• Education 



Building skills and systems

for the future

• Training

• Education

• CPD

• Systems …..



Getting the best hearing and 

communication for all children

• How many childrens hearing services do we need?

• How many community audiology services do we need?

• How many implantable device services do we need?

• How do they relate to services for children with permanent impairment and to 

those with transient or mild problems?

• How do we know which networks give the best outcomes and learn from them?

• What are the top ten items to go into a networks annual report?

• Articulate Research strategy 

• A discussion on how we get agreement on key elements will be facilitated and the 

outcomes disseminated as an action plan for developing paediatric audiology 

services in the coming year



Need for systematic collation of data on 

population hearing loss and services 

• Can we capture the real impact of hearing problems on people in 
USA the extent to which services give worthwhile outcomes for USA 

• This conference should mark the determination to collect big 
national and state data systematically on incidence, prevalence and 
outcomes for the population with hearing loss and other auditory 
dysfunction

• Start by clinical audit

• Publishing data annually by services? 

• And go onto look at that by implant centres ?

• Annually



You are the future!

• Experience in USA  ..

• For USA … 

• Don’t let it happen 

• Be part of it 

• Get involved

• Help co-produce your paediatric early detection and intervention 
system so that children can have the best start in life

• And then bring added happy years to life



Gareth and colleagues  (BAA), 

What can we do from audiology

Profession to take this forward

Making multidisciplinary work 

Good examples 



Tony 

Medical input and screening need

To be tackled systematically



Adrian Dighe

How can we move this on 

for paediatrics



Suki,

What are the next 

practical steps I 

Can take in my area



How can we bring this across sector

What are the implications of 

The new act?

Needs your  input to make

the detail work



THANKS VERY MUCH FOR INVITING ME 


