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ABSTRACT

BACKGROUND: Hearing loss poses a significant burden globally. Its prevalence is exceptionally high in countries across the African region,
where healthcare resources and services remain inaccessible. This study aimed to describe audiologists’ perceptions regarding hearing
healthcare resources and services within South Africa’s public healthcare system.

METHODS: A national self-developed telephonic survey was conducted with audiologists in public healthcare system hospitals across

South Africa, with the final sample comprising 100 audiologists.

RESULTS: Most (82%) audiologists indicated that their hospitals did not have adequate hearing healthcare resources to render efficient
audiology services to patients. Binaural amplification devices (invasive and non-invasive) for adults with bilateral hearing loss who adhered
to the criteria for these devices were perceived to be unavailable in most hospitals. Audiologists also perceived that universal newborn hear-
ing screening services, adult aural rehabilitation services, and follow-up care for all hearing devices post-warranty expiration were limited.

CONCLUSION: Efforts should be made to upsurge hearing healthcare resources, including increasing the financial budgets allocated to
audiology resources so that increased diagnostic and screening audiology equipment and hearing devices can be procured where required,
and additional audiologists can be employed within the South African public sector hospitals where needed.
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Background

Approximately 1.5 billion people worldwide currently live with
a hearing loss, of whom 430 million require rehabilitation ser-
vices such as hearing assistive devices to address their disabling
hearing loss.! Disabling hearing loss is defined as hearing loss
greater than 35 dBHL in the better-hearing ear.? According to
2021 WHO estimates, the prevalence of hearing loss will likely
escalate to 2.5 billion by 2050, with at least 700 million requir-
ing rehabilitation services.! Despite the high prevalence of
hearing loss, it has often been overlooked as a global health pri-
ority The negative impact associated with disabling hearing
loss is well documented. Regardless of the age of onset, it has a
catastrophic effect on an individual’s quality of life, social-com-
municative competence, psychosocial health, and economic
independence, and it is also one of the largest modifiable risk
factors for dementia.*® Additionally, disabling hearing loss
harms a country’s social and economic development.”
Moreover, unaddressed hearing loss is the third most common
cause of years lived with disability worldwide, where failure to

address hearing loss appropriately has resulted in an annual
global loss of approximately US$ 1 trillion.! Hearing loss can
therefore be considered an extensive global health concern.%10
Despite the significant implications and burden of hearing
loss, it can be prevented in many instances, and in other cases,
it can be treated effectively, thereby reducing its burden.! Given
that most of the estimated costs of unaddressed hearing loss are
associated with its impact on quality of life and productivity,
these costs can be lessened by implementing timeous and cost-
efficient measures.'1-13 Cost-efficient, preventative, and treat-
ment interventions that can reduce the burden of hearing loss
include childhood hearing screening initiatives, earplugs for
hearing protection, noise-reducing technology, hearing devices
such as hearing aids and cochlear implants (CIs), and the early
and prompt treatment of infections and diseases such as otitis
media and meningitis."* Even though these cost-efficient
interventions for hearing loss exist, they often remain unaf-
fordable and therefore inaccessible in low-income and middle-
income countries, where hearing loss is most common.*
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Access to substantial and sustainable hearing healthcare
resources is a prerequisite for the efficient delivery of hearing
healthcare services to address the burden of hearing loss and
improve quality of life. However, in most countries, there is a
lack of integration of ear and hearing care services into health
systems, with health systems lacking the capacity to deliver
these services where they are needed most.’"> The lack of
trained professionals who could efficiently deliver these needed
hearing healthcare services is one factor associated with the
incapacity of hearing health systems.'®!” Furthermore, a sub-
stantial difference exists between the number of trained hearing
healthcare professionals between high-income, upper-middle
income, lower-middle income, and low-income countries.!-16:17
More than half (56%) of the countries within the African region
reportedly have less than one ear, nose, and throat (ENT) spe-
cialist per million population, and 78% have less than one audi-
ologist per million population.!®

In contrast, more than 70% of countries within the European
region have more than 50 EN'Ts per million, and 52% have more
than 10 audiologists per million.!® Hence it is evident that the
number of human resources trained to deliver hearing healthcare
are limited within Africa, reducing the capacity to provide the
specialized care in addressing ear disease or in diagnosing and
managing hearing loss using hearing technology.1,16:17

In addition to human resources, financial resources are
required to provide hearing healthcare services.! Health facili-
ties require these financial resources to employ hearing health-
care personnel, establish and improve hearing healthcare
infrastructures and procure and maintain essential ear and
hearing-related equipment and hearing devices.! Due to the
invisible, non-life-threatening nature of hearing loss when
compared to more serious infectious or life-threatening condi-
tions, it has often been overlooked as a global health priority.3
As a result, financial resources dedicated to hearing healthcare
are minimal.’% Consequently, the burden of hearing loss is
exacerbated because of this lack of prioritization. However, the
World Health Organization does not restrict the definition of
health as the absence of disease but as the complete physical,
mental, and social well-being of an individual.?® Therefore, it
can be argued that resource distribution between the diverse
healthcare conditions should be equitable and also favorable to
neglected and non-life-threatening chronic conditions such as
hearing loss.?!

Africa accounts for the greatest burden of hearing loss
compared to other world regions. It has also been predicted
that by 2050, the most significant hearing loss escalation will
be within the African region."* Considering this region
encompasses South Africa, the global burden of disabling
hearing loss must be addressed at a South African national
level.?2 South Africa’s healthcare system is, however, dichoto-
mized.? Most of its population (84%) rely on public health-
care sector services where patients are charged for services
based on the Uniform Patient Fee Schedule (UPFS) sys-
tem.?2> This is a system whereby patients within the public

healthcare system are billed according to their income classi-
fication; thus, each patient’s co-payments are calculated based
on a sliding scale of income system.?* In contrast, a marginal
16% of the population belongs to South Africa’s self-funded
private healthcare sector.?> Consequently, most of the South
African population with hearing loss are unable to afford
audiology services within private healthcare sector services at
large and are solely reliant upon public healthcare sector ser-
vices.?¢ Therefore, the status of hearing healthcare resources
and services within this public healthcare sector must be
recognized.

To date, no large-scale study on the status of hearing health-
care resources and services in South Africa has been con-
ducted.?27 Moreover, to the authors’ knowledge, national data
on the status of hearing healthcare within South Africa’s public
healthcare sector are non-existent. A necessary first step to
determine the status of hearing healthcare would be to start at
the ground level by investigating the perceptions of hearing
healthcare providers. These perceptions will provide an
increased understanding of the gaps in the available resources
and services from a professional and clinical level perspective.
Such data is essential in gaining support for hearing loss from
South Africa’s legislative sector and advocating for the integra-
tion of disability and quality of life concerns related to hearing
loss on the national healthcare agenda.?® Therefore, the current
study aimed to describe audiologists’ perceptions of hearing
healthcare resources and services within South Africa’s public
healthcare system.

Methods

Research and ethical approval for this study were obtained
from the Research Ethics Committee of the Faculty of
Humanities, University of Pretoria (HUMO005/1019) before
any participants were recruited for this study.

Study setting and participants

A descriptive, telephonic survey design was employed.
Proportional, stratified random sampling was implemented,
followed by simple random sampling to select the final set of
public healthcare system hospitals to be telephonically con-
tacted. In 2020, 182 public healthcare system hospitals across
South Africa’s public healthcare sector had audiology depart-
ments (Table 1). Qualified audiologists employed at these hos-
pitals were recruited as participants for this study. Using
proportional stratified sampling ensured the sample size of
each stratum (different levels of care public sector hospitals)
was equal to the stratum’s proportion in the population as a
whole (Table 1). Convenient sampling was thereafter used to
invite participants. Only one audiologist per hospital was
required to complete the telephonic survey, resulting in a total
sample of 100 audiologists employed across 100 hospital set-
tings (Table 1). The sample was considered representative of
audiologists in public healthcare system.



Bhamjee et al

Table 1. Layout of proportionate stratified sampling procedure.

HOSPITAL SETTING POPULATION STATISTICS

SAMPLE STATISTICS

POPULATION SIZE

District 99 54.4
Regional 38 20.9
Provincial tertiary 17 9.3
Central 10 5.5
Specialized 18 9.9
Total 182 100

Materials for data collection

Data were collected through a telephonic survey that was
developed specifically for the purpose of this study. First, a pilot
study involving 5 audiologists employed within South African
public healthcare system hospitals was conducted to establish
the validity of the newly developed survey. The expert panel
made some minor recommendations (including sentence
reconstruction, rewording for clarity purposes, and removing
specific questions for conciseness and survey length reduction)
which were then incorporated into the survey. An item content
validity index (I-CVI) was computed, which provided the pro-
portion of experts agreeing on an item.?® An acceptable I-CVI
value is 1 when the expert panel consists of 3 to 5 experts.??
Content validity was established since the I-CVI equaled 1 for
each item in the newly developed survey.

The survey was used to obtain demographic information
and information concerning audiologists’ perceptions of hear-
ing healthcare resources and services within the hospitals in
South Africa’s public healthcare system. It included 18 close-
ended questions with 2 open-ended questions (Supplemental
Appendix A). The survey comprised 6 sub-sections (audiolo-
gist’s demographics, hospital’s demographics, audiology staff-
ing, resources, hearing assistive devices, and services provided)
totaling 20 questions.

Response options “we don’t have, but we need”; “we have, but
not sufficient”; “we don’t have, but we don’t need”; “we have, but it
needs repairs/maintenance/calibration” (Supplemental Appendix
A) for resources enabled audiologists to indicate their perceived
need for each resource based on the established protocols (eg,
newborn hearing screening protocol) followed at each respec-
tive hospital setting.

Data collection procedures

The audiology departments of the various public healthcare
system hospitals were contacted, and the answering audiolo-
gists were provided with information about the survey. Only
one available audiologist at the time of the call from each
audiology department participated in the study. This allowed
a broad representation of perceptions from audiologists with

% OF THE TOTAL POPULATION

SAMPLE SIZE % OF THE TOTAL SAMPLE
54 54.0
21 21.0
9 9.0
6 6.0
10 10.0
100 100

differing years of experience and positions in different hospi-
tal settings. Verbal consent was obtained from all participat-
ing audiologists before completing the telephonic survey.
The terminology used in the survey was clearly defined to
the participating audiologists while conducting the survey.
For instance, the differentiation between universal newborn
hearing screening services (UNHS) versus targeted hearing
screening services was provided to audiologists during the
telephonic survey. All telephonic surveys were completed
during a single phone call and the approximate time of com-
pletion was 15 to 20 minutes. Data for this study were col-
lected over 3 weeks, and the response rate was 100% as all
attempted calls were answered, and all 100 audiologists com-
pleted the survey.

Data analysis

The data were captured in Microsoft Excel (2017), and
Statistical Package for Social Sciences SPSS (Version 26) was
used to analyze the data. Descriptive statistics were used to
define the audiologists’ demographical characteristics (Table 2);
and their perceptions of their audiology department’s staffing,
resources, hearing devices, and services provided.

The first author conducted a qualitative thematic analysis of
the responses to the 2 open-ended survey questions utilizing
the conventional approach as identified by Braun and Clark.3
The raw data from each question and transcript were individu-
ally read, following which codes and themes were identified.

Results

The demographic characteristics of participating audiologists
are summarized in Table 2. Most audiologists were community
service therapists (43.0%), had less than 2 years of experience as
an audiologist (56.0%), and had a bachelor’s degree in
Audiology (97.0%).

Staffing
The reported average number of permanently employed audi-

ologists per hospital in this sample was 1.8 audiologists per
hospital (range: 0-14; 1.8 SD; n=100), and the average number
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Table 2. Demographic characteristics of audiologists (n=100).

N AND %

Current position

Community service therapist (either dual-qualified 43.0
speech-language pathologist and audiologist or

audiologist)

Production level audiologist 33.0
Production level dual-qualified speech-language 18.0

pathologist and audiologist

Appointed or acting chief audiologist 6.0
Highest qualification level

Bachelor’s degree in audiology 97.0
Master’s degree in audiology 3.0

Years of experience as an audiologist

Less than 2years 56.0
2-5years 14.0
5years, 1day to 10years 17.0
10years, 1day to 15years 10.0
More than 15years 3.0

of community service audiologists per hospital was 1.0 audiol-

ogists per hospital (range: 0-3; 0.7 SD; n=100).

Hearing healthcare resources

The majority (82.0%; n=82/100) of the audiologists indicated
that their hospital did not have adequate resources to render effi-
cient audiology services to patients. These 82 audiologists were
then asked a series of follow-up questions to expand their per-
ceptions of their hospital’s available audiology resources. Their
results are divided into 3 categories: audiology screening equipment
(Figure 1), diagnostic audiology equipment (Figure 2), and informa-
tion systems and technology (Figure 3). The n-value differs for each
equipment resource across Figures 1 to 3 as audiologists who felt
that their hospital did in fact have adequate quantities of a par-
ticular resource and that they were functional, did not select any
of the 4 response options provided.

The most frequently reported resources that were not availa-
ble included hearing aid verification hardware (75.6%; n=62/82),
Noah modular software (58.5% n=48/82), a high-frequency
tympanometer (51.2%; n=42/82); an automated auditory brain-
stem response (AABR) screener (50.0%; n=41/82) and a video
otoscope (48.8%; n=40/82). The most frequently reported types
of equipment that audiologists perceived required repairs, main-
tenance, or calibration were the screening audiometer and diag-
nostic acoustic immittance equipment (15.9%; n=13/82),
followed by the visual reinforcement audiometer (VRA) and
diagnostic pure tone audiometer (14.6%; n=12/82).

Costs, repairs, and maintenance of hearing devices

Slightly more than half (52.0%; n=52/100) of the audiologists
perceived that their hospital followed the UPFS system for the
payment of both pediatric and adult hearing devices. In com-
parison, 48.0% (n=48/100) perceived that their hospital did
not follow the UPES system. All 48 audiologists whose hospi-
tals did not utilize the UPFS system perceived that their hos-
pitals fully covered the pediatric and adult hearing device costs.
Thus, all patients who required hearing devices received them
free, regardless of their income classification, at the hospitals
where these 48 audiologists were employed.

More than half (59.0%; n=59/100) of the audiologists per-
ceived that their hospital’s pediatric and adult patients were
required to cover all hearing aid repairs and/ or replacement costs
of hearing aid devices post-warranty expiration. Comparatively,
all audiologists whose hospitals provided Cls and implantable
bone conduction hearing devices reported that the patients (pedi-
atric and adult) were fully liable for all the device-related costs
(repair and replacement costs) incurred post-warranty expiration,
as their hospitals were unable to cover these costs.

Acoustic hearing aids and alternative hearing
devices (cochlear implants and conventional and
implantable bone conduction hearing devices)

In the case of permanent pediatric bilateral hearing loss (senso-
rineural, mixed, or conductive), most of the audiologists (89.0%)
perceived that 2 hearing aids were available to patients, 10.0%
perceived that only one hearing aid was available to patients,
and 1.0% perceived that no hearing aids were available to
patients (n=100). In the case of permanent adult bilateral hear-
ing loss (sensorineural, mixed, or conductive), most audiologists
(69.0%) perceived that only one hearing aid was available to
patients, with the remaining 31.0% perceiving that 2 hearing
aids were available to patients (n=100). For a permanent unilat-
eral sensorineural, mixed, or conductive hearing loss, most audi-
ologists perceived that acoustic hearing aids were available for
children (93.0%) and adults (81.0%) (n=100).

Regarding hearing devices alternative to hearing aids, the
majority of the audiologists perceived that conventional bone
conduction hearing devices were available for both pediatric
(64.0%) and adult (63.0%) patients (n=100). In terms of
implantable bone conduction hearing devices, only 5.0% and
6.0% perceived that they were available to the pediatric and
adult patients at their hospitals, respectively (n=100).
Concerning Cls, only 5.0% (n=5/100) of the audiologists per-
ceived that they were available to both the pediatric and adult
patients at their hospital.

Hearing screening and aural rebabilitation services

Hearing screening services (newborn/infant and adult). Almost
half (49.0%; n=49/100) of the audiologists perceived that their
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m\We don’t have, but we don't need
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u We have, but it needs repairs/ maintenance/ calibration

Figure 1. Audiology screening equipment. The x-axis illustrates the types of screening equipment and the total number of responses for each screening
equipment (high-frequency tympanometer, automated auditory brainstem response (AABR), standard tympanometer, audiometer, transient evoked
otoacoustic emission (TEOAE), and distortion product otoacoustic emission (DPOAE). The y-axis displays participant responses for each screening
equipment (we don’t have but we need, we have but not sufficient, we don’t have, but we don’t need and we have, but it needs repairs/maintenance/

calibration).
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Diagnostic Equipment

mWe don’t have, but we need
m\We don’t have, but we don't need

= We have but not sufficient
u We have, but it needs repairs/ maintenance/ calibration

Figure 2. Availability of diagnostic audiology equipment. The x-axis illustrates the types of diagnostic equipment and the total number of responses for
each diagnostic equipment (electronystagmography/videonystagmography (ENG/VNG), auditory steady-state response (ASSR), auditory brainstem
response (ABR), DPOAE, TEOAE, video otoscope, acoustic immittance, pure tone audiometer, and otoscope). The y-axis displays participant responses
for each of the diagnostic equipment (we don’t have but we need, we have but not sufficient, we don’t have, but we don’t need and we have, but it needs

repairs/maintenance/calibration).

hospitals were not offering any newborn/ infant hearing
screening services. Of those hospitals perceived to provide
screening services (51.0%; n=51/100),41.2% (n=21/51) of the
audiologists perceived that UNHS services (screening directed
at the whole population) were provided. In comparison, 58.8%

(n=30/51) of the audiologists reported that their hospitals pro-
vided targeted hearing screening services (eg, risk-based
screening—based on established risk factors).

In terms of adult hearing screening, most audiologists

(97.0%) perceived that their hospitals provided no high-risk
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based adult hearing screening services (eg, for patients exposed
to ototoxic or vestibulotoxic medication, exposed to recreational
noise, patients with chronic health conditions, etc.), while 3.0%
noted that their hospitals provided these services (n=100).

Aural rebabilitation services. Pediatric aural re(habilitation) ser-
vices were perceived by audiologists to be offered by 66.0% of
the hospitals’ post-hearing aid fitting, while adult aural reha-
bilitation services were perceived by audiologists to be provided
by only 41.0% of the hospitals (n=100). Following implantable
bone conduction hearing device fittings, 4.0% of the hospitals
were perceived by audiologists to offer both pediatric aural
re(habilitation) and adult aural rehabilitation services (n=100).
Following cochlear implantation, 5.0% of the hospitals were
perceived by audiologists to offer pediatric aural re(habilitation)
services, and 6.0% were perceived to provide adult aural reha-
bilitation services (n=100).

In terms of audiologists’ perceptions regarding the
professional(s) providing aural rehabilitation services at their
hospital, most audiologists (70.0%; n=49/70) perceived that
the audiologists provided aural rehabilitation services at their
hospital, 34.3% (n=24/70) stated that it was the speech-lan-
guage pathologist and 22.9% (n=16/70) stated that it was
joint sessions involving both professions (multiple options
could be selected).

Perceived challenges hindering hearing healthcare
service delivery within the workplace

The most prominent central themes for perceived challenges
hindering hearing healthcare service delivery that emerged
from the open-ended qualitative responses were resource chal-
lenges ( equipment, human resource, Sfinancial and infmstructuml),
challenges related to ENT specialist service provision, and patient
appointment non-adherence (in order of importance). These
central themes, together with descriptions and illustrative
quotes from audiologists, are summarized in Table 3.

Discussion

A comprehensive range of audiologists’ perceptions regarding
hearing healthcare resources and services in South Africa’s
public healthcare system were obtained in this survey study. On
average, the perceived number of permanently employed (1.8)
and community service audiologists (1.0) per hospital were
relatively low in this study. Evidence suggests that 78% of
countries across Africa have a ratio of less than one audiologist
per million people, whereas 52% of countries across Europe
have more than 10 audiologists per million.!® Furthermore,
there is an unequal distribution of audiologists between the
private and public health sectors in South Africa.?631 A recent
study conducted on the speech therapy and audiology work-
force in South Africa revealed that a mere 22% of qualified
speech therapists and audiologists are employed in the public
sector.3! Within the public healthcare sector, challenges to

human resources include the international migration of profes-
sionals or national migration to the private sector, freezing of
government posts, and attrition.?¢-32 Naturally, human resource
shortages negatively impact service delivery and patient acces-
sibility to hearing healthcare services such as early hearing
detection and intervention (EHDI) services, provision of assis-
tive hearing devices, and aural rehabilitation.!3334 Therefore, a
maintainable workforce within the public healthcare sector is
central to delivering these hearing healthcare-related services.

Moreover, there is a perceived shortage of ENT specialists
and limitations in ENT services provision due to a lack of
ENT resources within the public sector and across the hospi-
tals and provinces. These findings are consistent with a study
conducted on the availability of hearing healthcare services
across 18 countries in Sub-Saharan Africa, which revealed a
severe shortage of these trained hearing healthcare profession-
als and a lack of hearing healthcare resources in these coun-
tries.® Consequently, individuals in Sub-Saharan Africa have
minimal or no access to the simplest and most basic hearing
evaluation and rehabilitation resources and the simplest hear-
ing restoration surgeries, for instance, ventilation tubes and
tympanoplasties.?

In addition to trained professionals, basic hearing healthcare
services also require specific equipment and infrastructure,
resulting in limited hearing healthcare service delivery in low-
resource settings, including South Africa.!73>36 This challenge
was confirmed in the current study, where most (82.0%) of the
audiologists perceived that their hospital did not have adequate
resources to render efficient audiology services to patients.
Furthermore, in their open-ended responses, resource chal-
lenges (in terms of the hospital’s audiology department’s equip-
ment, staffing, finances, and infrastructure) were identified as
the most central challenge perceived by audiologists.

At least 50% of audiologists in this study perceived that
their hospital did not have an AABR screener, and 30% and
26% did not have a TEOAE or DPOAE screener, respectively.
Additionally, in their open-ended responses, audiologists per-
ceived that the lack of screening equipment in their hospitals
was a challenge hindering hearing healthcare service provision.
Newborn/ infant hearing screening is a service that would typi-
cally be impacted by the absence of screening equipment such
as an AABR or DPOAE screener. Both of these screening
measures are easy to perform in newborns and infants and are
successfully used for UNHS programs.3”-3¥ Consequently, due
to lack of screening equipment, less than a third of audiologists
in this study perceived that their hospital provided targeted
hearing screening services, and less than a fourth perceived that
their hospital provided UNHS.

Recruiting nursing staft or trained hearing screeners to con-
duct hearing screening is an example of task sharing and could
be beneficial within the public sector since audiologists would
have additional personnel to assist them with the screening.’
The successful use of non-specialist staff to conduct infant
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Table 3. Central themes, descriptions, and illustrative quotes from audiologist reports of challenges perceived.

CENTRAL THEME
Resource challenges

Equipment challenges

Human resource
challenges

Financial challenges

Infrastructural

challenges

Challenges related to
ENT specialist service
provision

Patient appointment
non-adherence

DESCRIPTION

Shortage of equipment (screening and diagnostic
audiology equipment as well as information systems
and technology) and unrepaired, non-serviced, and
uncalibrated equipment.

Shortage of audiology staff within the workplace,
including a shortage in community service therapists,
production level therapists, and chief therapists/ heads
of audiology departments.

Budgetary constraints within Audiology Departments in
terms of the hearing device, consumables, equipment,
and maintenance and repairs budget.

Insufficient space for the Audiology Department and
the challenge of having either one room utilized for
multiple purposes (ie, therapy/consultation rooms,
office space, hearing aid fitting room, and a hearing
evaluation room) or having to share space with
speech-language therapists or other rehabilitation
professionals.

Shortage of ENT professionals across the hospitals
and provinces, flawed referral system to ENTSs,
limitations in ENT service provision, a lack or
miscommunication between ENTs and audiologists,
and poor patient follow-up.

Nonattendance of appointments and follow-up
appointments

ILLUSTRATIVE QUOTES

“Lack of audiology equipment which leads to
unnecessary referrals to institutions outside the
catchment area, which then increases waiting times and
the caseload for basic assessments to be conducted for
both adults and pediatric patients”

“No permanent speech therapist and audiologist
employed at the hospital, the Department is run by
community service therapists, so there is a lack of
continuity of services”

“The challenges stem from the limited budget.
Therefore, there are not enough funds for more hearing
aids, equipment, and equipment repairs.”

“Space is limited in the Department”

“ENT follow-up with patients is poor - a lot of middle ear
conditions that could be prevented or treated are often
neglected, and there is poor teamwork between the
audiologists and ENTs.”

“No/ limited access to an ENT. Referral to ENT clinic is
problematic, and the ENT services are limited, eg, They
can’t do tympanoplasties”

“No qualified ENT in the Province; managing middle ear
pathology is challenging.”

“No ENT close by. Closest ENT is 3 hours away, and the
waiting list is 3-4 months. There are a lot of patients with
middle ear pathology. During COVID-19, patients”
transport is prioritized, and audiology services are not a
top priority, so patients need to arrange their own
transport, which many cannot afford.’

“Poor patient follow-up: patients tend to miss their
hearing aid follow-up appointments”

“The distance of the hospital from patient’s residence -
so poor follow-up of patients and they do not come for
hearing aid follow-ups.”

“Patients don’t really attend their aural rehabilitation
appointments; they attend one or two and then stop due
to travel and distance costs”

“Low patient adherence to appointments and follow-ups
because of their financial constraints and geographic
location”

*Central themes are presented in order of importance based on the most frequently mentioned themes.

hearing screening has been previously demonstrated within
South Africa’s public healthcare system and in other African
countries such as Nigeria and Zambia.140-42

More than a third of audiologists perceived that their
respective hospitals did not have but required diagnostic
DPOAEs, TEOAES, auditory steady state response (ASSR),
or auditory brainstem response (ABR) equipment, and 41.46%

of audiologists perceived that their hospitals did not have
access to VRA equipment. Thus, the implication would be that
many public sector hospitals in South Africa are not optimally
equipped to conduct diagnostic pediatric audiological assess-
ments. According to the Joint Committee on Infant Hearing’s
(JCIH) 2007 position statement, which is endorsed in South
Africa as well by the HPCSA; ABR/ASSR, DPOAE, and/or
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high-frequency tympanometry (1000-Hz probe tone) equip-
ment are required to appropriately diagnose infants less than
6 months. ¥4 Additionally, ABR/ASSR and behavioral audi-
ometry (including VRA) are required as part of the audiologi-
cal test battery to appropriately diagnose children between 6
and 36 months.** The absence of these types of equipment at
a hospital would imply that pediatric patients would need to
travel to referral hospitals that have access to the required
equipment. However, this could delay the hearing loss diagno-
sis and subsequent hearing intervention due to the possibility
of long waiting lists at most referral hospitals, traveling dis-
tances between the hospitals, and the cost and time implica-
tions for a patient’s family.

Succeeding the detection and diagnosis of a hearing loss,
necessary hearing intervention services are required for both
the adult and pediatric populations. The insufficient accessibil-
ity of hearing devices such as hearing aids and CIs for indi-
viduals with hearing loss constitutes one of the barriers to
hearing healthcare service delivery worldwide, and this barrier
is also experienced in South Africa’s public healthcare system.”
In this study, only 31.0% of audiologists perceived that an adult
patient with bilateral hearing loss would receive 2 hearing aids
in their hospital setting. Similarly, a study by Pienaar et al
(2010) found that South African adult patients diagnosed with
bilateral hearing loss within a public sector hospital were often
fitted monaurally due to resource shortages.*® The benefits of
binaural hearing aid fittings for bilateral hearing loss are evi-
dent with regard to listening effort, binaural summation,
improved localization abilities, spatial hearing, release of mask-
ing, source segregation, speech reception in noise, and the
avoidance of head-shadow effects.#’-#* Possible barriers to the
provision of hearing aids within the public healthcare sector
include budgetary constraints as well as structural constraints
since each public healthcare setting can only cater to the popu-
lation of patients residing within its pre-determined geograph-
ical/catchment area.’>*%5! As with the provision of hearing
aids, the provision of Cls within South Africa’s public health-
care sector also faces challenges. Since Cls are considered to be
a privileged intervention in South Africa, there is minimal
public funding available for this intervention, and hence a
severely restricted number of individuals who adhere to CI
criteria are implanted within South Africa’s public healthcare
sector.’?%3 Therefore, the majority of the individuals requiring
CIs have to either have sufficient finances or access to private
medical aid to afford this intervention and the costly lifelong
maintenance demands thereafter.?? This, therefore, explains
why only 5.0% of audiologists perceived that cochlear implan-
tation would be possible for patients requiring this intervention
at their hospitals.

Patients who access hearing devices within the public sector
further require lifelong maintenance of their devices (such as ear-
mould repairs, replacement, retubing; supply of hearing aid bat-
teries; hearing aid adjustments, repairs, and replacements).>5457

The South African Department of Health is responsible for cov-
ering all costs relating to the payment of hearing assistive devices
and the subsequent maintenance, repairs, and re-issuing of assis-
tive devices and the necessary assistive device consumables
according to the individual’s income and UPFS classification.?*
However, this study indicated that follow-up care following the
fitting of hearing devices is perceived to be limited by many audi-
ologists working within the public sector as pediatric and adult
patients are perceived to be liable for covering all hearing device
repairs or replacement costs once their device’s warranty has
expired. These findings are consistent with a previous study con-
ducted within South Africa’s public sector which revealed hear-
ing devices, in particular, hearing aids fitted within the public
sector, are not sufficiently cared for and are underutilized, with
financial constraints serving as the greatest barrier toward ade-
quate hearing aid utilization and maintenance.”® Therefore, it is
evident that accessing and maintaining hearing devices within
South Africa’s public healthcare sector is often challenging.

Appropriate and effective amplification followed by aural
rehabilitation services has the potential to reduce the negative
effects of hearing loss.*® It has been demonstrated that adult
aural rehabilitation within a South African public healthcare
setting effectively contributes to positive patient-perceived
benefits post-hearing aid fitting.*¢ Only 41.0% of audiologists
perceived that their hospitals provided adult aural rehabilita-
tion services post-hearing aid fitting within the current study.
This confirms the findings from a previous South African
study on adult aural rehabilitation services, which found that
these services were not optimally provided in South Africa and
that improved aural rehabilitation services were required so
that the adult hearing impaired population in South Africa
could benefit from it.58

This study’s findings suggest that based on the perceptions
of audiologists employed within South African public sector
hospitals, hearing healthcare resources are strained within the
South African public healthcare system. This, in turn, influ-
ences hearing healthcare service delivery and exacerbates the
burden of hearing loss. Hearing healthcare should therefore be
prioritized by increasing financial allocations to audiology
departments. This would enable the procurement of necessary
hearing resources and the placement of more audiologists
within audiology departments. Ultimately, the burden of hear-
ing loss can be addressed by promoting awareness and advocat-
ing for hearing healthcare in South Africa, advancing toward a
reduction in the risk factors that contribute to disabling hear-
ing loss, and promoting early identification and intervention
services.!

A possible limitation of this study is that 43.0% of partici-
pants were audiologists completing their obligatory commu-
nity service year, and 56.0% had less than 2years of experience.
Audiologists’ position in the hospital, their years of experience,
and whether they are permanently employed or community
service audiologists are all factors that could potentially



10

Health Services Insights

influence their perceptions of the hearing healthcare resources
and services within the hospital. A study conducted in China
on the perceptions of patient safety culture among healthcare
employees also found that socio-demographic characteristics
such as healthcare workers’ years of experience and their posi-
tion and education level influenced their overall perceptions.>
It should be noted that a service evaluation of hearing
healthcare resources and services across hospitals was not con-
ducted in this study. Instead, this study focused on audiologists’
perceptions of resource and service provision across 100 differ-
ent hospital settings. Since the sampling technique used
ensured a representation of audiologists employed within
South African public sector hospitals, the results can be gener-
alized. However, future research should focus on service evalu-
ation studies to map hearing healthcare resources and services
across various public sector hospital settings. It would be useful
to relate the equipment data to patient pathways provided
within services. Furthermore, for anonymity purposes, infor-
mation on how the data varied across different regions such as
urban versus rural, different provinces, or different levels of care
are not provided. Nevertheless, this is the first national study
conducted in South Africa’s public sector to describe audiolo-
gists’ perceptions of hearing healthcare resources and services.
Data obtained from this study should be utilized to direct
national policy on the improvement of hearing healthcare
resources and service provision within South Africa at a national
level, and particularly within the public healthcare sector, to
ensure that the country is able to efficiently deliver hearing
healthcare services to all patients requiring such services.

Conclusions

In general, hearing healthcare resources and services that are
required to address the burden of hearing loss were reported to
be lacking by audiologists within the South African public
healthcare sector. These included equipment and human
resources, and services such as UNHS and adult aural rehabili-
tation interventions. Therefore, efforts should be made to
upsurge hearing healthcare resources, including increasing the
financial budgets allocated to audiology resources so that
increased diagnostic and screening audiology equipment and
hearing devices can be procured where required, and additional
audiologists can be employed within the South African public
sector hospitals where needed.
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