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Editor’s Note: The following article discusses the timely topic 
Clinical Guidance in the areas of Evidence-Based Early 
Hearing Detection and Intervention Programs. This article 
aims to discuss areas of services needed, guidance to countries/
organizations attempting to initiate early hearing detection and 
intervention systems. Expert consensus and systematic/scop-
ing reviews were combined to produce recommendations for 
evidence-based clinical practice. In Ear and Hearing, our long-
term goal for the Point of View article is to stimulate the field’s 
interest in and to enhance the appreciation of the author’s area 
of expertise.

Abstract: Hearing is an important sense for children to develop cognitive, 
speech, language, and psychosocial skills. The goal of universal newborn 
hearing screening is to enable the detection of hearing loss in infants so 
that timely health and educational/therapeutic intervention can be provided 
as early as possible to improve outcomes. While many countries have 
implemented universal newborn hearing screening programs, many others 
are yet to start. As hearing screening is only the first step to identify chil-
dren with hearing loss, many follow-up services are needed to help them 
thrive. However, not all of these services are universally available, even in 
high-income countries. The purposes of this article are (1) to discuss the 
areas of services needed in an integrated care system to support children 
with hearing loss and their families; (2) to provide guidance to countries/

organizations attempting to initiate early hearing detection and intervention 
systems with the goal of meeting measurable benchmarks to assure qual-
ity; and (3) to help established programs expand and improve their services 
to support children with hearing loss to develop their full potential. Multiple 
databases were interrogated including PubMed, Medline (OVIDSP), 
Cochrane library, Google Scholar, Web of Science and One Search, ERIC, 
PsychInfo. Expert consensus and systematic/scoping reviews were com-
bined to produce recommendations for evidence-based clinical practice. 
Eight essential areas were identified to be central to the integrated care:  
(1) hearing screening, (2) audiologic diagnosis and management,  
(3) amplification, (4) medical evaluation and management, (5) early inter-
vention services, (6) family-to-family support, (7) D/deaf/hard of hearing 
leadership, and (8) data management. Checklists are provided to support 
the assessment of a country/organization’s readiness and development in 
each area as well as to suggest alternative strategies for situations with 
limited resources. A three-tiered system (i.e., Basic, Intermediate, and 
Advanced) is proposed to help countries/organizations at all resource lev-
els assess their readiness to provide the needed services and to improve 
their integrated care system. Future directions and policy implications are 
also discussed.

Key words: Childhood hearing loss, Early detection, Early identification, 
Early intervention, Intervention outcomes, Newborn hearing screening, 
Permanent childhood hearing loss, Universal hearing screening.
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BACKGROUND

The Coalition for Global Hearing Health is a nonprofit orga-
nization with the mission to promote and enhance ear and hear-
ing health services in low- and middle-income countries and 
to improve the lives of people with hearing loss. Its four over-
arching goals are to: (1) advocate for appropriate and relevant 
policies, (2) define best practices and disseminate resources 
for providers, (3) convene stakeholders to engage in construc-
tive dialogue and networking in conferences and meetings, and 
(4) educate and empower consumers, families, providers, and 
community members on hearing-related topics and endeavors 
(Coalition for Global Hearing Health 2022). In 2019, the Board 
of Directors elected a Best Practice Director (K.C.) to orga-
nize and to recruit experts in the field to address global hearing 
health needs. To facilitate better hearing care services around 
the world, the Coalition of Global Hearing Health recruited a 
group of respected experts, who met regularly for a year and a 
half, from each populated continent across the globe to develop 
this set of recommendations and readiness checklists. In addi-
tion to diverse geographical locations (Australia, Brazil, India, 
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South Africa, Taiwan, United Kingdom, United States), the 
authors represent professionals with different experience and 
expertise encompassing audiology, deaf education, early inter-
vention, hearing screening, medicine, surgery, public health, 
and hearing-related research. Personnel from the industry 
are excluded to avoid possible perceived conflict of interests. 
Authors from high-income countries have experience work-
ing in low-and-middle-income countries. In addition, to widen 
the global perspective, input on the document recommenda-
tions was obtained from reviewers from 11 different countries 
(Albania, Australia, Brazil, China/Hong Kong, Germany, India, 
New Zealand, Philippines, South Africa, United States, United 
Kingdom) that additionally included input from primary care 
physicians, parents and D/deaf/hard of hearing (DHH) profes-
sionals who provided recommendations on the guidelines. The 
goal was to generate guidelines that would complement the 
work of the World Health Organization (WHO).

The rights of a child to the “highest attainable standard of 
health” and to be supported to develop their “talents and mental 
and physical abilities to their fullest potential” are enshrined in 
the 1989 United Nations Convention on the Rights of the Child. 
The development of speech, language, communication, and 
psychosocial skills is central to these entitlements. Recognizing 
the importance of hearing, the WHO (2009) recommended 
the implementation of universal newborn hearing screening 
(UNHS) to detect hearing loss among infants so that appropri-
ate care can be provided to reduce its negative consequences. 
WHO further highlighted the importance and the imperative 
of addressing hearing loss at all ages and presented a Call To 
Action in the World Report on Hearing (WHO, 2021a). In addi-
tion, based on the findings of systematic and scoping reviews 
(Yoshinaga-Itano et  al. 2021a; Edmond et  al. 2022), WHO 
(2022) published recommendations on maternal and newborn 
care for a positive postnatal experience. WHO recommenda-
tion 27 calls for the global implementation of UNHS and it 
emphasizes the need to both integrate ear and hearing services 
into health systems and to undertake service development on 
 evidence-based principles. Note that hearing loss is used to 
refer to hearing levels above the normal limits. In some context, 
hearing level is also referred to as to avoid the word “loss.”

The purpose of UNHS is to enable the detection of hearing 
loss in infants so that timely health and educational/therapeu-
tic intervention can be provided as early as possible to improve 
outcomes (JCIH 2000, 2007, 2019). While UNHS is a neces-
sary component, it is insufficient by itself to assure optimal 
outcomes. An integrated care system, such as an Early Hearing 
Detection and Intervention (EHDI) program that incorpo-
rates both health and early education, is needed to help chil-
dren thrive. In such a system, one of the first steps of auditory 
habilitation is to conduct high-quality audiologic diagnostic 
evaluations and amplification interventions by trained pediatric 
audiologists or appropriate professionals whose competency is 
assured for all components of the EHDI system (e.g., in coun-
tries without audiologists or with too few audiologists).

Children need to be exposed to quality and frequent commu-
nication in their daily lives to optimally develop language and 
communication skills (Yoshinaga-Itano et al. 1998; Yoshinaga-
Itano et  al. 2001a, b; Kennedy et  al. 2006; McCann et  al. 
2008; Korver et al. 2010; Sininger et al. 2010; Stevenson et al. 
2010; Worsfold et al. 2010; Yoshinaga-Itano et al. 2010, 2021; 
Pimperton et al. 2016; Wake et al. 2016). These skills underpin 
socio-emotional wellbeing and improve long-term life chances 

of children with hearing loss. In addition, medical diagnostics, 
counseling, and interventions can help identify the etiology of 
hearing loss, other medical conditions, and intervention strate-
gies. Another major emphasis of the integrated care system is 
the engagement of parents, families, DHH leaders, and diverse 
cultural communities. These services aim to support the fami-
lies of children with hearing loss and provide the children with 
role models for success in life.

Evidence-based UNHS/EHDI systems consist of effective 
continuing collaborations between health and education. EHDI 
programs can alleviate the long-term negative impact of hear-
ing loss and improve outcomes of children with hearing loss 
when the established UNHS/EHDI system is evidence-based 
(Yoshinaga-Itano et al. 2021). They also have the potential to 
reduce inequities and inequalities in populations of children 
who are DHH (Yoshinaga-Itano et  al. 2021), regardless of 
socio-economic background or country (e.g., Nigeria [Olusanya 
2012]; Philippines [Chiong et al. 2007]; South Africa [Störbeck 
& Pittman 2008; Störbeck & Young 2016], Thailand [Poonual 
et al. 2017], Turkey [Sahli 2019]).

Unfortunately, many hearing care programs established 
in many countries have focused predominantly or solely 
upon screening and diagnosis. All countries, even those with 
advanced and long-term programs, are missing some compo-
nents. For example, few countries/systems have well-established 
data management systems to track quality indicators for screen-
ing, diagnosis, amplification fit, or early intervention services. 
While having the desire, commitment, and passion, many coun-
tries may not have the resources for a thorough pathway follow-
ing UNHS, for example, the medical, diagnostic, and audiology 
facilities for follow-up services. These difficulties and barriers 
are real. One of the solutions may be to form partnerships and 
international connections with established programs to move 
forward even in a very fundamental/limited way.

SCOPE AND PURPOSE

There is compelling evidence for the positive impact of early 
detection of hearing loss through systematic hearing screening 
coupled with timely intervention for earlier identification, earlier 
amplification, and earlier entrance into therapeutic intervention 
services (Yoshinaga-Itano et  al. 2021a; Edmond et  al. 2022). 
The recommendations for best practice stated in this article have 
been developed based on published evidence in combination 
with the experience of practitioners who have been involved in 
program implementation and ongoing quality assurance in set-
tings around the world. The evidence includes, but is not limited 
to, published evidence-based policy and clinical guidelines for 
hearing screening, for pediatric audiologic diagnostic evalua-
tions of infants (King 2010; Bagatto et al. 2011; Taiwan Ministry 
of Health 2012; AAA 2013, 2020; Australian Government 
Department of Health 2013; South African Speech-Language-
Hearing Association [SASLHA] 2018; British Columbia Infant 
Diagnostic Protocols 2019; JCIH 2019), and for early inter-
vention services, including family-to-family and DHH support 
(JCIH 2013; Moeller et al. 2013; 2024 a-c).

This document aims at a descriptive rather than a prescrip-
tive approach. Recommendations within this document aiming 
for international consideration of adoption and implemen-
tation should be based on available resources unique to each 
region or country. For example, low-income regions or coun-
tries with very limited financial, human, and material resources 
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may prioritize elements considered feasible for adoption. 
Conversely, middle- and high-income regions or countries 
may readily implement many key elements concurrently. Thus, 
“Implementation Requirements” are presented in the context of 
“Basic,” “Intermediate,” and “Advanced” levels. Three levels are 
outlined to help screening programs that aim to provide UNHS, 
focus on providing follow-up diagnostic evaluations and ampli-
fication and therapeutic interventions as well as including 
 parent-to-parent and DHH leadership and mentorship. In addi-
tion, programs can be expanded to screen more conditions that 
can potentially negatively affect children’s hearing or speech 
processing, such as cytomegalovirus (CMV), genetic disorders, 
and auditory neuropathy spectrum disorders (ANSD). All rec-
ommendations remain sensitive to challenges and competition 
within health systems vying for limited available resources. The 
aim of this document is to provide a dynamic map to encourage 
continued growth while striving for the best possible program 
uniquely contextualized to the region or country.

Following an overview of the aims and key elements of best 
practice EHDI programs, this document proposes implementa-
tion requirements for programs at “Basic,” “Intermediate,” and 
“Advanced” levels. Together with the rationale, a comprehen-
sive inventory of checklists for assessing readiness for imple-
mentation in different domains is provided. Countries may wish 
to draw on existing guidelines or models of implementation to 
support their development.

For information regarding cost-effectiveness of infant hear-
ing and vision screening programs, refer to the cost- effectiveness 
model in EUSCREEN (2021a, b) which takes local circum-
stances into account and reports the cost of a program to be 
established in different countries or regions.

AIMS OF EHDI PROGRAMS

The aims of EHDI programs are to provide integrated care 
pathways to help children with hearing loss to develop commu-
nication, language, cognitive, and psychosocial skills to their 
full potential and to support their families, by:

• Aim 1: Meeting or exceeding EHDI 1-3-6 (screen by 1 month, 
identify by 3 months and in early intervention by 6 months) 
(Yoshinaga-Itano et al. 2017, 2020; Awad et al. 2019; JCIH 
2019);

• Aim 2: Enabling the coordinated early provision of safe and 
effective audiologic assessment for, diagnosis of type, degree, 
and symmetry (Nikopoulos 2015; Wood et  al. 2015; JCIH 
2019). As programs develop and mature, detection of infants 
with unilateral hearing loss or lesser degree of hearing loss 
may be targeted (e.g., ≤35 dB HL);

• Aim 3: Enabling support for amplification technology acqui-
sition and fitting and referral to high-quality early interven-
tion services (Nikolopoulos 2015; Wood et al. 2015; Ching 
et al. 2017; JCIH 2019; Ching & Leigh 2020);

• Aim 4: Enabling the early identification of the etiology of 
infants with permanent congenital bilateral hearing loss ≥40 
dB HL through medical evaluation (JCIH 2019; Sung et al. 
2019; BAAP 2021; Li et  al. 2022). The types of disorders 
that the hearing screening program aims to identify may be 
expanded to other disorders as evidence emerges for exam-
ple, ANSD, genetic disorders (Kimberling et al. 2010; JCIH 
2019), or hearing loss caused by CMV (Fowler 2013; BAAP 
2021; Li et  al. 2022) to allow families to seek intervention 
options for underlying medical causes of hearing loss as early 
as possible;

• Aim 5: Enabling the provision of family-centered early inter-
vention systems (JCIH 2013; Moeller et al. 2013, 2024 a-c; 
Nicholson et  al. 2016) to parents/caregivers to optimally 
support their child’s development skills through meaning-
ful communication with their child via spoken and/or signed 
language(s)/system(s);

• Aim 6: Enabling the provision of family-to-family sup-
port networks (JCIH 2013; Moeller et  al. 2013, 2024 a-c; 
Henderson et al. 2014, 2016);

• Aim 7: Enabling DHH leadership network access (JCIH 
2013; Moeller et al. 2013, 2024 a-c; Gale et al. 2021; Crace 
et al. 2020); and

• Aim 8: Enabling the provision of quality assurance systems, 
which includes data management of screening, audiologic and 
medical systems, and longitudinal developmental outcomes of 
the identified children (JCIH 2019; Davis et al. 2022).

KEY ELEMENTS

The integrated system shown in Figure 1 comprises all ele-
ments that are core to achieving the integrated EHDI program 
aims, paving the way for successful outcomes for children and 
families (Yoshinago-Itano et al. 2022). While UNHS may be only 
the first step in the care pathway (Allen et al. 2009; Schrijvers 
et  al. 2012; JCIH 2019; Seys et  al. 2019), it is essential that 
planning for implementation is undertaken in conjunction with 
the development of all components of the model, together with 
arrangements for effective data capture and management of all 
components of the system, which should ensure that:

 1. There is representation of all stakeholders including 
the involvement of families, hearing professionals and 
DHH leaders, and educational professionals as well as 
policymakers at all levels of strategic planning and pro-
gram delivery;

 2. Hearing screening is carried out according to best prac-
tice guidelines and protocols;

 3. Accurate and effective data tracking systems are in place 
in the integrated pathways with quality programmatic 
assurance and longitudinal developmental milestones of 
the identified children;

 4. Feedback loops and fail-safe mechanisms are established 
to ensure that children progress along the care pathway;

 5. All personnel delivering the services have and maintain 
appropriate skills and competencies;

 6. Comprehensive information is available to families at 
each stage in the care pathway that promotes parental 
knowledge building and informed decision-making;

 7. Infants who fail a screening test receive timely audio-
logic and medical assessment that yield diagnoses and 
are offered appropriate management;

 8. Infants are appropriately fitted with hearing aids or 
cochlear implants according to their degree of hear-
ing loss, with parental/caregiver informed consent, and 
whenever funding is available;

 9. Following confirmation of hearing loss, skilled support 
and early intervention are available: (a) for families to 
ensure infants have early access to language and com-
munication, (b) for the assessment and promotion of 
speech, (spoken/signed) language, communication, 
and socio-emotional development in infants, and (c) 
for parental informed decision-making with the help of 
family-to-family support and DHH leaders;
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 10. Good flow of communication is provided along and 
within the care pathways with effective professional 
management which ensures a coordinated experience 
for families; and

 11. Local policy and practice guidelines are published and 
disseminated.

IMPLEMENTATION REQUIREMENTS 
AND LEVELS

This document suggests requirements for different stages 
of implementation in order to assess the needs of countries or 
programs:

Basic may apply to those settings where programs are in the 
early stages of implementation and the service coverage is low.

Intermediate may apply to settings where some screen-
ing activity is underway with elements of follow-up taking 
place, but there is an identified need to formally systematize 
a sustainable program and the service coverage is <95% of the 
population.

Advanced may apply to programs that have ≥95% of service 
coverage and seek to enhance or expand service provision.

Note that the Intermediate and Advanced levels build on 
the preparations and services at lower level(s). Programs may 

comprise elements at different levels, with some existing practice 
or expertise at a more Advanced level than others. For example, 
programs in the United Kingdom and the United States initially 
started as early as the 1970s for family-centered intervention, with 
some parent education programs beginning in the 1950s. UNHS 
programs began as early as 1950s, with little or no funding and 
relied upon creative systems that included volunteers (e.g., retir-
ees, students, hospital personnel who could expand duties), dona-
tions or fund raising for equipment and/or barter for exchange of 
early intervention services. The overarching goal of the programs 
is to build on strengths and opportunities and to develop elements 
that are lacking to achieve integrated care (Table 1).

Central to all levels are considerations relating to:

 1. increasing the quality of existing components within the 
system;

 2. initiating pilot programs with expansion plans; engage-
ment of strategic and community leaders and local 
professionals;

 3. engaging parent leaders and families with children who 
are DHH, as well as adult representatives from the DHH 
communities;

 4. preparing a communications strategy (e.g., printed, oral, 
video, and in the family’s required language) for both 
professionals and families;

Fig. 1. Model of an EHDI program’s integrated care for children and family (Yoshinaga-Itano et al. 2022). EHDI indicates Early Hearing Detection and 
Intervention.
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 5. developing and implementing strategies that will ensure 
the program has longer-term sustainability and can dem-
onstrate its value; and

 6. undertaking ongoing quality assurance across the entire 
pathway.

PRE-IMPLEMENTATION PREPARATION

Develop an Advisory Board/Council/Committee at a 
Regional and/or National level

The advisory board should have diverse representation 
(e.g., physicians, teachers of the deaf, parent leaders, families, 
DHH professionals/representatives, speech/language thera-
pists, audiologists, social workers, psychologists, and commu-
nity leaders who have good reputations in the community and 
become the entry point to the community) to steer the devel-
opment strategically and to develop operational guidance and 
governance (JCIH 2000, 2007, 2013, 2019). This will involve 
designing the program structure, establishing guidelines, time-
lines, data management procedures, protocols, training, and 
quality indicators, ensuring that all perspectives/voices are 
equitably represented and respected. Note that training must 
be developed (or adopted/adapted from already designed 
examples) and implemented before commencing screening 
and be continuously provided to improve skills as the program 
matures.

In order to be effective, it is important for a program to 
achieve good coverage, and high uptake from the population. 
It is also necessary to ensure that the screening tests have high 
sensitivity (i.e., refer >90% of infants who do have the target 
condition) and high specificity (i.e., do not refer >90% of infants 
who do not have the target condition). Specificity and sensitiv-
ity are affected not only by choice of equipment, pass and fail 
criteria, and the age of the baby at the time of screening, but 
also the competence of the screeners, equipment calibration and 
functional status, and the environment in which the screening 
is undertaken. To achieve high sensitivity and specificity, deci-
sions on program structure should be informed by the results of 
the readiness survey on all elements of the care pathway, taking 
into account the agreed benchmarks and guided by the goals of 
Care Pathways (Allen et al. 2009; Schrijvers et al. 2012; Seys 
et al. 2019).

Develop Agreed Benchmarks
Currently, benchmarks are not available for most of the com-

ponents of the integrated EHDI programs, with the exception 
of the screening component. The Joint Committee for Infant 
Hearing (JCIH 2019) recommends the following EHDI bench-
marks for well-babies and infants in the NICU:

• Complete the screen before 4 weeks of age for infants born 
after 37 weeks of gestation. For premature infants, this bench-
mark should reference the corrected age;

• Undertake audiologic assessment before 3 months of age 
(apply the same assumptions for full term/premature infants 
as in No. 1); and

• Fit amplification and begin early intervention before 6 months 
of age (apply the same assumptions for full-term/premature 
infants as in Table 2).

JCIH further recommends UNHS programs that meet EDHI 
1-3-6 (i.e., screened by 1 month, diagnosed by 3 months, and 
enrolled in early intervention by 6 months) move to the 1-2-3 
model (i.e., screened by 1 month, diagnosed by 2 months, and 
enrolled in early intervention by 3 months). These goals may be 
challenging to meet for programs at the early stages of imple-
mentation, but should be aspired to.

Countries with advanced programs need to strive for con-
tinuous improvement. They may aspire for earlier intervention 
initiation dates (e.g., 2 to 3 months) and aim to further increase 
service coverage to under-represented and under-served popu-
lations. In order to decrease inequities/inequalities, a number of 
successful programs (e.g., the United Kingdom, and Colorado 
in the United States) refer entry to early intervention as soon as 
hearing loss is identified, which may precede the completion of 
the audiologic evaluation and amplification fit. Inequalities often 
exist because of social and economic barriers. In many places, 
these inequities can also be culturally based, where health and 
education systems are not attuned to diverse communities, par-
ticularly in indigenous and refugee/immigrant communities. 
The implementations of UNHS/EHDI programs, therefore, 
must take these issues into account and seek improvements.

In addition, most advanced programs do not have all the 
EHDI service components or universal service coverage of 
every components. Efforts must be made to:

• Ensure family-to-family support;
• Ensure DHH leadership support;
• Monitor and increase percentage of children with hearing loss 

who maintain age-level or cognitively appropriate language 
and social-emotional milestones, throughout childhood and 
at least every 6 months in early childhood;

• Utilize data management systems to track metrics of qual-
ity assurance and to inform appropriate remedial action when 
quality falls below effective levels; and

• Expand the target testing condition or service coverage for 
hearing screening, for example,

○ Basic: May focus on a small UNHS pilot program or on 
NICU screen or only on bilateral moderate to profound 
hearing loss;

○ Intermediate: May focus on unilateral and/or mild- 
moderate bilateral hearing loss, especially amplification 
intervention and early intervention services; and

○ Advanced: May consider expanding to the identification of 
all hearing losses including ANSD, unilateral, mild- moderate 
bilateral hearing losses, CMV, or genetic hearing loss, chil-
dren with autism, and other developmental disorders.

TABLE 2. Goals of the internationally recommended care pathway

Service Level Hearing Screened Hearing Loss Identified Early Intervention Started Initial Amplification Provided 

Basic EHDI 1-3-6 By 1 mo By 3 mos By 6 mos By 6 mos
Intermediate EHDI 1-3-6 By 1 mo By 3 mos By 3 mos By 6 mos
Advanced EHDI 1-2-3 By 1 mo By 2 mos By 3 mos By 3 mos

EHDI, Early Hearing Detection and Intervention.
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Conduct a Readiness or Level of Development Survey 
for All Components of EHDI Programs

Many aspects of infrastructure and resources need to be 
ready or set in motion in order to establish a successful inte-
grated EHDI program. Before setting up a program, many 
factors will need to be considered to determine the types of 
resources needed.

Hearing Screening Readiness • The prevalence of congenital 
hearing loss among infants varies with the hearing loss crite-
ria, types of hearing and medical tests used, whether temporary 
hearing loss is included, health of the infants, and the coun-
tries of survey (Neumann et  al. 2020, 2022). For example, 
meta- analyses indicate the prevalence of bilateral hearing loss 
is 1.2 to 1.3 per 1000 screened babies whereas the prevalence 
of unilateral hearing loss is 0.8 per 1000 babies (Butcher et al. 
2019; Bussé et al. 2020). The overall prevalence for both unilat-
eral and bilateral hearing loss is ~2.2 per 1000 screened infants 
(Butcher et al. 2019; Bussé et al. 2020). However, when these 
estimates are calculated separately for well-babies and infants 
in NICUs, infants admitted to NICUs have at least 5 to 8 times 
higher likelihood than well-babies to have hearing loss (5.9 to 
15.7 per 1000) (Butcher et al. 2019; Bussé et al. 2020).

Available data on congenital hearing loss point to several 
important causes:

• Genetic causes (~50–60%) among which

○ ~70% are not associated with a syndrome (i.e., non- 
syndromic) and

○ ~30% are associated with a known syndrome(s) (i.e., syn-
dromic, Smith et al. 2005; Lammens et al. 2013).

• Environmental causes (~25%), such as infections, drugs, or 
trauma. Among the infections,

○ CMV is the main cause of non-genetic congenital hearing 
loss;

○ rubella continues to be prevalent in unvaccinated countries; 
and

○ Zika virus can also cause congenital or late-onset hearing 
loss.

• Other unknown causes (~25%, CDC 2020a, b, c; Renauld & 
Basch 2021, Fig. 2)

To make decisions about whether there is capacity to begin 
a newborn hearing screening program, it is important to deter-
mine what resources and infrastructure are available, to under-
stand the prevailing legal setting, to give consideration to the 
choice of screening protocols equipment, screening person-
nel, and their training, and to support the education of families 
(BAAP/BAPA 2008). Decisions relating to the test protocols, 
the number of personnel needed, and the units of equipment 
required will be influenced by the number of infants born, the 
settings in which the children are born (hospital versus home 
birth), the duration of hospital stay for the mother and baby, the 
age of the infant at the time of screen, and noise levels within 
the testing environment. Each decision has specific ramifica-
tions related to reasonable costs, low false positive and false 
negative rates adequate personnel required for a low loss to 
 follow-up rate, in order to ensure optimal developmental out-
comes for the infants identified with hearing loss.

The hearing screening protocol and the types of equipment 
will be determined by many factors, for example:

• The results of otoacoustic emissions (OAE) screening can be 
affected by fluid in infants’ middle ear. With OAE equipment 
alone, this may result in multiple screens in order to obtain 
targeted refer rates. Multiple screens beyond two screens per 
session, both in the hospital or at out-patient follow-up, are 
not evidence-based practice and could negatively affect pro-
gram accuracy. OAE screening will result in a higher refer 
rate and a higher diagnosis of children with mild hearing loss 
than automated auditory brainstem response (ABR) screen-
ing (the hearing thresholds that would pass OAEs are 30 to 
35 dB HL, and those that would pass automated ABR are 
approximately 40 to 45 dB HL) (JCIH 2019). If the infant 
must be tested within the first 12 hr after birth, then auto-
mated ABR equipment is recommended in order to avoid the 
40% or higher refer rates that may result from OAE screening 
alone (Gabbard et al. 1999; van Dyk et al. 2015);

• Automated ABR screening with specific manufacturers 
could result in refer rates <4%. Double technology screen, 
for example, OAE followed by automated ABR, is optimal 
to identify infants with hearing loss and will also drop refer 
rates below 4%. An efficient EHDI program should strive for 
a refer rate to diagnostic evaluation in the range of 0.5 to 4% 
in the well-baby population.

Detailed procedures about performing hearing screening 
can be found in the publications of more established systems 
(BAAP/BAPA 2008; NCHAM Newborn Hearing Screening 
Training Curriculum 2008; Winston-Gerson & Ditty 2021). 
Appendix A in Supplemental Digital Content, http://links.lww.
com/EANDH/B365, provides a checklist for assessing the read-
iness for providing hearing screening. Note that the appendices 
are designed to be worksheets that programs can use to check 
the necessary steps for establishing different components of 
the EHDI system. Space is provided in the middle column for 
response/evaluation and the third column provides some ratio-
nale and guidance.

Fig. 2. The causes of congenital hearing loss according to Centers for 
Disease Control, United States. CMV indicates cytomegalovirus.

http://links.lww.com/EANDH/B365
http://links.lww.com/EANDH/B365
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Alternative Strategies for Initiating UNHS. 

 a. In places where newborns are not born in hospitals:

• Identify pathway of care for newborns born at home for 
other opportunities for universal capture, for example, 
well-baby checks, immunization clinics, genetic/meta-
bolic screening. What is the age of the child at each of 
these contact points?

 b. If government funding is unlikely or may take a long time to 
obtain:

• Investigate private healthcare systems and birthing hospi-
tals or public-private partnerships;

• Provide information to private hospital systems to imple-
ment EHDI programs;

• Investigate the possibility of alternate sources of funding 
for a pilot project in a specific geographic area to develop 
an EHDI program, for example, purchase equipment 
for screening and diagnostic audiology services, locate/
offer calibration services, provide training for personnel, 
develop and provide information to families;

• Develop an EHDI program including early intervention 
follow-up, family-to-family support, and DHH leadership 
support. These service components are critically impor-
tant, especially when amplification technology is not read-
ily available; and

• Replicate success in other regions.

Audiologic Evaluation and Management Readiness •  
Diagnostic evaluations of newborns require specialized knowl-
edge and skills (King 2010; Bagatto et al. 2011; AAA Clinic 
Practice Guideline 2013; JCIH 2019). In high-income countries, 
most systems have specialized centers with trained personnel 
who have the expertise to perform infant audiologic diagnostic 
evaluations and who evaluate a large number of infants each 
year for hearing status. Accuracy of diagnostic test results on 
newborns is related to the experience of the professionals and 
the number of tests that they perform each year using evidence-
based practice.

Beginning programs need to consider establishing “centers 
of excellence” that have relatively high volumes of diagnostic 
evaluations of infants that will support quality of the services.

Not every audiologic diagnostic facility is capable of assess-
ing newborns due to the equipment and the professional exper-
tise required to provide such services. Assessment during sleep 
is more likely to be successful if conducted within the first few 
months of life because most newborns spend the vast propor-
tion of each day sleeping. Older infants may require sedation 
for diagnostic ABR or auditory steady-state response (ASSR) 
testing. The ABR diagnostic evaluation can provide information 
to diagnose the type of hearing loss, that is, conductive, sensory, 
neural (including ANSD), or mixed hearing loss. This evalua-
tion can determine the laterality (unilateral or bilateral) and 
symmetry (symmetrical or asymmetrical) of the hearing loss. 
Audiologists should confirm the hearing thresholds with behav-
ioral testing as soon as possible because the variability between 
the hearing thresholds determined by electrophysiologic mea-
sures and behavioral tests can be significant for individual child 
at individual frequencies (Stapells et al. 1995; Rance et al. 2005). 
Infants typically can be tested using behavioral visual reinforce-
ment audiometry when they are between 6 and 9 months.

The hearing threshold levels at specific frequencies for each 
ear are vital for fitting hearing aids. The audiologic diagnosis 
of hearing loss should aim at being completed in one session 
for most infants (Awad et al. 2019). For infants with complex 
needs, more than one test session may be required. The diag-
nostic protocol must follow best practice guidelines to assure 
that the thresholds are close to predicted behavioral thresholds 
(Stapells et al. 1995; Rance et al. 2005). Otherwise, the amplifi-
cation may over-amplify or may not meet the listening needs of 
the child. Appendix B in Supplemental Digital Content, http://
links.lww.com/EANDH/B366, provides a checklist for assess-
ing the readiness of audiologic evaluation and management.

There are no alternative scientific strategies for diagnosing 
hearing loss or obtaining thresholds of infants apart from using 
ABR or ASSR.

Amplification Provision Readiness • With parental or care-
giver informed consent, services must be ready to provide as 
soon as possible, preferably within 1 month after the diagno-
sis of the hearing loss (King 2010; Bagatto et al. 2011; AAA 
Clinical Practice Guidelines 2013; JCIH 2019). The sooner a 
child is enabled to hear spoken language, the more likely the 
child will develop spoken language at a rate similar to their 
hearing peers (Ching et al. 2017).

Initial amplification needs are informed by the hearing 
thresholds obtained from the diagnostic evaluation. Appropriate 
fitting prescriptions for newborns include Desired Sensation 
Level version 5 (DSL v5, Scollie et  al. 2005) and National 
Acoustics Laboratory Nonlinear version 2 (NAL-NL2, Keidser 
et al. 2012). Frequent monitoring of amplification fit includes 
transitions from thresholds obtained using electrophysiological 
tests (e.g., ABR or ASSR) to behavioral thresholds (e.g., visual 
reinforcement or play audiometry), as well as monitoring the 
stability of behavioral thresholds because of the high incidence 
of progressive hearing loss.

Children with bilateral hearing loss need to be provided 
with hearing aids or cochlear implants in both ears. Auditory 
deprivation leads to a decline in speech understanding in the 
unaided ear and can cause binaural interference, where speech 
understanding is poorer when listening with both ears than with 
one ear (Silman et al. 1984; Silverman & Silman 1990; Jerger 
et al. 1993; Schoepflin 2007). Bilateral amplification would also 
allow them to have better localization and speech understand-
ing abilities, especially in noise (Sebkova & Bamford 1981; 
Markides 1982; Litovsky et al. 2006) and to take advantage of 
binaural hearing (Litovsky et  al. 2021). Clinicians, therefore, 
need to be aware of the negative consequences of monaural fit-
ting and provide binaural amplification.

The benefits of amplification will be maximized 1) when 
hearing aids are worn correctly and consistently during most 
of the child’s waking hours, and 2) when the hearing aids are in 
good working conditions (e.g., functional batteries, ear molds 
free of impacted wax). Audiologic and early intervention ser-
vice providers, therefore, will need to teach parents/caregivers 
how to correctly put the hearing aids in the infant’s ears, how 
to check, maintain, and troubleshoot the hearing aids, and how 
to assess the effectiveness of amplification for their Infants. 
Audiologic service providers, parents/caregivers, and early 
intervention professionals supporting families need to moni-
tor the child’s progress and the benefits of hearing aids. Early 
referral to cochlear implantation is essential if the child obtains 

http://links.lww.com/EANDH/B366
http://links.lww.com/EANDH/B366
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limited benefits from hearing aids, and if spoken language 
development is the desired outcome.

Where parents choose to pursue spoken language develop-
ment for their child, it is essential that the child is exposed to 
high-quality spoken communication. Appropriate early interven-
tion providers need to teach parents/caregivers communication 
skills and strategies for ensuring that their infants experience a 
spoken-language-rich environment when wearing hearing aids.

Visual communication approaches should also be explored, 
including for those with access to amplification technology. 
The providers may encourage parents, caregivers, and family 
members to acquire sign language skills as an adjunct or as a 
primary language (see Appendix C for assessing Amplification 
Readiness in Supplemental Digital Content, http://links.lww.
com/EANDH/B367). Early access to language, spoken and/or 
visual, is essential.

When Resources for Amplification Technology Are 
Unavailable or Limited. Bilateral amplification is the ultimate 
goal and every effort should be made to fit bilaterally at the ear-
liest age possible.

 a. If amplification technology is limited or when only one hear-
ing aid is available for children with bilateral hearing loss:

• Ensure early intervention services immediately after audi-
ologic diagnostic identification of hearing loss;

• Ensure evidence-based protocols are used to identify 
which ear to fit. In general, aid the better ear. If both ears 
are equal, make molds for both ears and train early inter-
vention professionals to work with families to determine 
whether the infant responds better when the hearing aid is 
in the right or the left ear;

• Alternate the hearing aid between ears if the hearing loss is 
symmetric, as this can potentially ameliorate the negative 
effects of monaural fitting (Hattori 1993);

• Plan to fit the other ear with hearing loss as soon as pos-
sible; and

• Provide additional communication approaches such as 
those that incorporate visual approaches (e.g., sign lan-
guage, Cued Speech).

 b. If amplification technology is rarely available for families:

• Provide immediate early intervention services. Other com-
munication approaches that provide visual approaches 
(e.g., sign language, Cued Speech), when accessed early 
can result in age-appropriate language development.

• Identify children with mild degrees of hearing loss. 
Many of them can hear conversational speech and louder 
sounds even without amplification technology. Trained 
early intervention professionals can facilitate auditory 
skill development with or without amplification technol-
ogy and support development of sign language and visual 
approaches to communication so that infants have imme-
diate access to language. When children have a language 
base, spoken language growth will be enhanced when 
amplification technology becomes accessible;

• Investigate accessing amplification technology through 
donated hearing aids or low-priced amplification options; 
and

• Investigate grant funding for the provision of hearing aids 
to infants through nonprofit organizations, hearing aid 
companies, or foundations.

 c. If an earmold lab is not readily accessible:

• Explore low-cost procedures for making permanent 
earmolds;

• Obtain material and train local individuals to make instant 
earmolds or more permanent earmolds;

• Repurpose existing earmolds using shaping and smooth-
ing with drill bits, and

• Monitor and ensure the earmolds are suitable as the 
infant’s ears grow.

 d. If hearing aid batteries are not readily available or too 
expensive:

• Identify a means to provide batteries to families at mini-
mal or no cost.

• Investigate the feasibility of hearing aids with recharge-
able solar batteries.

Medical Evaluation and Management Readiness • Early 
medical evaluation contributes to better overall care for the 
child, together with better information for the family and care-
givers. Medical evaluations for infants/children who are DHH 
may include:

• Full clinical history (including antenatal history, birth and 
postnatal history, family history, and monitoring of develop-
mental milestones),

• Full clinical examination,
• Family audiograms and examination,
• Electrocardiography,
• Ophthalmic assessment,
• Urine examination,
• CMV testing,
• Genomic/genetic testing and counseling,
• MRI of the internal auditory meatus, and,
• Other investigations (e.g., serology, rubella, renal ultrasound, 

chromosome analysis) may be undertaken when indicated by 
the history and medical findings.

Medical evaluation of a child identified with hearing loss is 
a key component of integrated care for children and should be 
undertaken as soon as possible (Sung et al. 2019; BAAP 2021; 
Li et al. 2022). Establishing etiology as well as early identifi-
cation of any other systemic health condition associated with 
hearing loss leads to better management, not only in addressing 
health conditions that may be potentially reversible, but also in 
enabling investigation of any medical disorders. For example, 
there is only a short window of opportunity to offer anti-viral 
treatment for infants with confirmed congenital CMV.

Every integrated care service for children should have 
appropriate medical practitioners in the team supporting the 
child and family. It is essential that referral relationships are 
established among practitioners and effective coordination 
is in place. The types of medical practitioners involved in an 
EHDI program may differ, depending on the situation and cir-
cumstances in different settings or countries. They may include 
pediatricians, otolaryngologists/ear, nose and throat specialists, 
audio-vestibular physicians, geneticists, and primary care prac-
titioners. Specialists such as ophthalmologists and other allied 
health professionals may also be needed (e.g., speech/language 
pathologists, occupational therapists, physical therapists, psy-
chologists), depending on the child- or family-specific clini-
cal presentations. There should be a lead medical practitioner, 

http://links.lww.com/EANDH/B367
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preferably at a consultant level, to coordinate healthcare input 
across the team and throughout the care pathway. Clinical 
decisions should always be based on accepted best practice 
protocols and be discussed with the family. Appendix D in 
Supplemental Digital Content, http://links.lww.com/EANDH/
B368, has a checklist for assessing Readiness to Conduct 
Medical Evaluations on Newborns and Children who are DHH.

Early Intervention Readiness • Early intervention ser-
vices should be conducted through best practice protocols for 
family-centered early intervention (JCIH 2013; Moeller et  al. 
2013, 2024 a-c; Narr & Kemmery 2015; Nicholson et al. 2016; 
Giallini et al. 2021; Wright et al. 2021; Szarkowski et al. 2024 
a-d; Moodie et al. 2024). Early intervention refers to the support 
given by professionals and peers (i.e., both family-to-family and 
DHH professionals and mentors) following the early identifica-
tion of hearing loss.

Early intervention providers can assist families to under-
stand the nature of their child’s hearing loss, the importance of 
early language input and communication, as well as amplifica-
tion choices. Recommended protocols for the delivery of early 
intervention services for families who have infants and very 
young children identified as DHH can be found at www.fcei.at.

Unlike other special education services, early intervention 
services for children below 3 years of age are directed to the 
families so that they can learn communication strategies that 
are essential to supporting their child’s development of age-
appropriate language, cognitive, social-emotional, auditory/
speech milestones. These early intervention providers, espe-
cially in countries where teachers of the deaf are key profession-
als in early intervention (e.g., in the United Kingdom or New 
Zealand), also support families in promoting their children’s 
early development in play, pre-literacy, and other early edu-
cational skills. Appendix E in Supplemental Digital Content, 
http://links.lww.com/EANDH/B369, provides a checklist on the 
readiness for early intervention programs.

Strategies to Initiate System-Wide Family-Centered Early 
Intervention. 

• Identify professionals to develop and conduct training—sys-
tems may have to look outside the country;

• Identify individuals within communities with the following 
characteristics: (1) willing and motivated to learn, and (2) 
respected in the community to be trained, or other suitably 
experienced individuals, such as experience and training with 
parenting a child who is DHH, or professionals experienced 
working with families and children with other communica-
tion disorders;

• Begin training and provide supervision and mentoring 
through teletherapy if technology is available and can be 
accessed via computer or cellphone through the internet; and

• Identify teachers who are willing to be trained to provide 
early intervention services.

Family-to-Family Support Readiness • Family-to-family 
support can improve follow-up from newborn screening, 
facilitate family audiologic, medical, and intervention appoint-
ment scheduling and attendance, facilitate family follow-up 
on amplification decisions and intervention enrollment, and 
provide timely support that can reduce grieving, facilitate the 
acceptance of the diagnosis, and improve the ability to follow-
up (JCIH 2013; Moeller et al. 2013, 2024 a-c; Henderson et al. 

2014, 2016; Narr & Kemmery 2015; Szarkowski et  al. 2024 
a-d; Moodie et al. 2024). It is essential to recognize that effec-
tive early intervention requires not only professional services 
provision but also support systems for families, which can 
enable the sharing of lived experience of hearing loss and pro-
vide family peer support.

The JCIH Early Intervention Supplement (2013) recom-
mends that families be active participants in the development 
and implementation of EHDI systems at the state/regional/ter-
ritory and local levels. They also recommend that all families 
have access to other families who have children who are DHH 
and who are appropriately trained to provide culturally and lin-
guistically sensitive support, mentorship, and guidance. A best 
practice protocol for the provision of early intervention ser-
vices that ensures family-to-family support can be found at the 
Global Coalition of Parents of Children who are Deaf or Hard 
of Hearing, National Organization for Parents, ad Hands & 
Voices (https://handsandvoices.org/fl3/topics/fam-fam-support/
give-support.html and https://handsandvoices.org/fl3/fl3-docs/
Fam-Fam-support-guidelines-8-30-2018.pdf).

Families gain significant support from others who share sim-
ilar life experiences (Schor & American Academy of Pediatrics 
Task Force 2003; Reichmuth et al. 2013; Bray et al. 2017; King 
et  al. 2017). Parent/family leaders who have been trained to 
provide unbiased support to other parents/families offer a non-
threatening support system that is independent of direct pro-
fessional services. Parents/families report that they can share 
their feelings and experiences with greater ease when they 
have parent/family support systems (DesGeorges 2003). See 
Appendix F in Supplemental Digital Content, http://links.lww.
com/EANDH/B370, for a checklist on readiness for family-to-
family support.

Strategies for Establishing Family-to-Family Support Systems. 

• Identify parents who have children who are DHH and who 
are willing to be trained as leaders.

• Include diversity—families with children who communicate 
with spoken and sign languages or visually supported com-
munication, as well as parents of children with additional dis-
abilities, representing diverse cultures.

• Reach out to Global Coalition of Parents of Children who 
are Deaf or Hard of Hearing and the organizations listed in 
National Organization for Parents and

• Develop and implement training program.

DHH Leader Readiness • Family interaction with DHH 
leaders/professionals early in their journey can facilitate move-
ment through the adjustment/grief process by providing fami-
lies with successful and knowledgeable adult role models and 
mentors (Yoshinaga-Itano 2015; Olson & Putz 2019; Deafness 
Leadership International Alliance [DLIA 2021]; Crace et  al. 
2021). They can be professionals who themselves are DHH. 
Families have been reported to share information or ask ques-
tions of professionals/leaders who are DHH that they may not 
have shared with hearing professionals. Because professionals/
leaders who are DHH have personal experience with communi-
cation difficulties, they can provide families with strategies and 
insights that those who are hearing cannot.

Family access to leaders/professionals who are DHH, is 
particularly beneficial (JCIH 2013). JCIH Early Intervention 
Supplement (2007) includes quality indicators for US EHDI 
programs that encourage

http://links.lww.com/EANDH/B368
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• Sign language instruction of the indigenous sign language 
of the country be provided by DHH instructors with fluent/
native skills;

• Individuals who are DHH be active participants in the devel-
opment and implementation of EHDI Systems at the national, 
state/territory, and local levels;

• All children who are DHH and their families have access to 
support, mentorship, and guidance from individuals who are 
DHH.

Access to DHH leaders can have a positive effect on a fam-
ily’s adjustment, grief, or mourning as they experience the 
diversity of successful outcomes. DHH leaders have experience 
and knowledge growing up as DHH in society and can support 
families as they raise their children. Most families with infants 
identified through EHDI programs have never known an indi-
vidual who is DHH, either child or adult. The ability to meet 
and interact with leaders and professionals who are DHH can 
provide families with a diverse representation of leaders who 
are DHH and who communicate through sign and/or spoken 
language. Information on DHH professionals/leaders can be 
found at www.dliaconnect.org.

These DHH leaders may be teachers, audiologists, early inter-
vention therapists, psychologists, social workers, physicians, or 
any other occupations, such as musicians, artists, actors, writ-
ers. In addition, families that choose to learn sign language can 
interact and learn from DHH leaders who are native/fluent in 
the indigenous sign language of the country. These individuals 
can provide families with strategies for assuring that their child 
has full access to language and communication and can assist in 
strategies that can support age-appropriate social-emotional and 
cognitive development. The following resources can be adapted 
to cultural contexts.

 1. https://handsandvoices.org/fl3/fl3-docs/FL3_DHH_
Adult_Support_Training_Resources.pdf, in some con-
texts Parent and Deaf Leadership have joined together in 
EHDI systems,

 2. DHH parent and adults: tips for meaningful participation 
in EHDI systems (2018). https://www.handsandvoices.
org/fl3/fl3-docs/Final-DHHadults-in-EHDI_8-30-2018.
pdf,

 3. Creating Cohesive Deaf and Hard of Hearing Leadership 
in EHDI system and Beyond: How our Community 
Drafts a Blueprint for DHH Leaders (https://ehdimeet-
ing.org/System/Uploads/pdfs/18878_10176KarenPutz.
pdf?v=1.47), and

 4. Deaf Leadership International Alliance www.dliacon-
nect.org

Appendix G in Supplemental Digital Content, http://links.
lww.com/EANDH/B371 is a checklist on establishing Deaf/
Hard of Hearing Leadership support.

Strategies for Developing DHH Leadership Support. 

• Identify communities and organizations with DHH leaders;
• Include diversity, for example, native sign language users, 

cochlear implant users, hearing aid users, DHH parents with 
DHH children;

• Provide training for DHH leaders in supporting families in 
early intervention;

• Connect hearing parents with DHH parents;
• Reach out to Deaf Leadership International Alliance in 

Family-Centered Early Intervention (DLIA);

• Develop (with international support) training programs and 
implement training; and

• DHH leaders can provide:

○ Sign language instruction,
○ Information about growing up as a child who is DHH, and
○ Strategies to assure that infants and children are access-

ing language and communicating utilizing both visual and 
auditory information. The leaders can serve as role models 
who are successful in their lives, leading independent lives 
and participating fully in society.

Data Management System Readiness • For effective pro-
gram management and quality assurance of EHDI programs, 
it is essential to have accurate and timely data (Public Health 
England 2014; Holzinger et al. 2021; Davis et al. 2022). There 
needs to be agreement on what data are needed, the defini-
tions for each data point and coding. Data analysis processes 
are expected to evolve with scientific progress. The data should 
allow for two purposes: (1) tracking, managing, and monitoring 
the system, quality of service provided, and effectiveness and 
identification of any failing in the system as well as (2) tracking 
and monitoring infant development, including those with risk 
factors and other special populations. Data need to be able to 
document whether major milestones are met (e.g., the EHDI 
1-3-6 or EHDI 1-2-3 goal in Table 2).

Monitoring of developmental outcomes of family and child 
should be undertaken at least every 6 months during early child-
hood. Monitoring of access to family-to-family support and DHH 
Leaders should also take place. Appendix H in Supplemental 
Digital Content, http://links.lww.com/EANDH/B372, is a check-
list to assess the readiness of the data management system.

Steps for Developing Data Management System. 

• Identify already existing health data management system;
• Attempt to collaborate with other data management systems, 

for example, birth registry, immunization, genetic/metabolic 
screen, well-baby checks;

• Examine data/analyze data after 3, 6, 9, and 12 months;

Take action if data revealed that expectations were not met;

• Evaluate the effectiveness of the action taken; and
• Start on a small initial can be documented using a pen and 

paper approach.

FUTURE DIRECTIONS AND POLICY 
IMPLICATIONS

Many challenges experienced in early childhood hearing 
screenings will be ameliorated with current emerging advanc-
ing technological ease of communication. To avoid poor out-
comes from unrealistic forecasting, there are many promising 
future technologies that would make childhood hearing screen-
ing not only attainable but also affordable and accessible.

Universally, the largest obstacle to remediation after failed 
hearing screening has been the “loss to follow-up” (Ravi et al. 
2016). Such failures are due to a variety of reasons: mobile 
populations, poor information systems, inadequate training of 
screeners, inadequate training of screening managers, incom-
plete or inadequate data monitoring systems, inaccessibility 
to the small number of professionals who provide appropriate 
rehabilitation, limited or unavailable counseling, and family 
support measures. Technological advances that would certainly 
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improve outcomes of early identification of hearing loss in child-
hood include: (1) affordable advanced information systems; (2) 
greater use of artificial intelligence in a variety of smaller elec-
tronic devices; (3) improved communication systems that are 
sensitive to radio frequency identification, and (4) ethical bio-
metric identification to identify locations of people according to 
their electronic devices which would likewise match a trained 
and qualified ear and hearing care specialist.

Access to UNHS/EHDI systems could become a reality 
even for the most remote parts of the world with advances in 
artificial intelligence, hearing screening, and remote diagnostic 
assessments (e.g., through tele-practice, McCarthy et al. 2010; 
Swanepoel & Hall 2010; Houston et al. 2021). Tele-training and 
tele-practice can also provide access for training and updating 
personnel to maintain a specific level of competence. Every 
screening conducted would be monitored through advanced 
information systems to assure the set benchmark is consistently 
met, and would identify whether further training or equipment 
inconsistencies can be completed. Advanced information sys-
tems can collect the much-needed population data about preva-
lence/incidence as well as treatment for any identified hearing 
loss according to etiology. As technologies advance, those chal-
lenges that once seemed insurmountable, will continue to dwin-
dle away with good strategic planning.

Research is being conducted about the efficacy of mass 
implementation of national targeted early CMV screening 
coupled with hearing screenings as standard of care for new-
borns (Cannon et  al. 2014; Diener et  al. 2017; Fowler et  al. 
2017; Beswick et al. 2019; Kadambari & Andersson 2021). As 
one of the most common congenital viruses impacting infants, 
congenital CMV can result in not only hearing loss but also 
other significant permanent health problems and even stillborn 
(Walter et al. 2008; Meyer et al. 2017; Barbi et al., 2006; Pesch 
& Schleiss, 2022). The discussion on the implementation of 
the screening procedures are often centered around 1) should 
the screening be targeted or universal? 2) Should the CMV 
screening occur simultaneously with infant hearing screening 
or should it be sequentially provided only in the presence of 
a failed early hearing screening? Counseling mothers early 
in the pregnancy to avoid contact with blood and body flu-
ids of infected children and adults may prevent contraction 
of CMV during pregnancy (CDC, 2018; Schleiss & Shoup, 
2024). Currently, there is no effective treatment for mothers 
with CMV infection and the timing of the infection before 
and during pregnancy also affects outcome. The current gold 
standards for confirming cCMV is to conduct saliva or urine-
PCR (polymerase chain reaction) tests within 3 weeks of birth 
because a) the CMV viral load is usually the highest in saliva 
and urine (Cannon et al. 2011), b) the CMV viral load is sig-
nificantly higher in children with moderate or severe symp-
tomatic disease than in asymptomatic children (Ross et  al. 
2011), and 3) testing after 3 weeks makes the distinction of 
cCMV or postnatally contracted CMV difficult (Pellegrinelli 
et  al. 2020). The accuracy of the saliva test, however, can 
be compromised if the infant is breast-fed from an infected 
mother for just one time, leaving the urine test as the prac-
tical definitive test with 99% sensitivity and 100% specific-
ity (Schleiss & Shoup, 2024). Recent development in dried 
blood spot test with viral DNA extraction and PCR enhance-
ment (DBS-PCR) improved its sensitivity to 73.2-85.7% and 
100% specificity (Dollard et  al. 2021). As collecting blood 

samples is already a routine procedure for babies born in hos-
pitals, it is much easier and more feasible than collecting urine 
samples. DBS-PCR, therefore, are usually used in newborn 
cCMV screenings. Infants with positive DBS-PCR results 
are then followed up by the urine tests to provide definitive 
diagnosis (Schleiss & Shoup, 2024). Once diagnosed, antiviral 
drugs can be administered to reduce the symptoms associated 
with CMV and the child is monitored for potential progres-
sive hearing loss and other symptoms. Whichever approach is 
used will require a great deal of unique data processing and 
significant infrastructure. Countries may strive toward making 
CMV screening a standard for infants. Different systems may 
be faced with implementation challenges.

Further advances in whole genome sequencing (WGS) 
(Linden et  al. 2013; Phillips et  al. 2013; Guo et  al. 2019; 
McDermott et al. 2019; Shearer et al. 2019; Roman et al. 2020; 
Hopkins 2021) that was once considered an impossibility and 
incredibly expensive test a few years ago, are now on the verge 
of being affordable and globally accessible. WGS will have 
implications for the development of appropriately skilled work-
force to provide genetic diagnostics and genetic counseling as 
part of medical services and overall support. Linden and col-
leagues (2013) wrote about the future role of genetic screen-
ing to detect newborns at risk of childhood-onset hearing loss 
but it has been almost 10 years since the authors discussed 
such issues. NHS England and the UK National Screening 
Committee have since commissioned work to consult on and 
discuss WGS of all births for the purpose of screening for many 
conditions including newborn hearing loss. The dialogue/focus 
group participants are broadly supportive of the use of WGS 
in newborn screening. They expect proper consideration to be 
given to designing and planning any future use of this technol-
ogy. The recommendation includes “involving the public and 
ensuring appropriate resources, investment, and safeguards are 
in place” (Hopkins 2021).

Despite increasing pressure to adopt WGS technologies in 
the United Kingdom and elsewhere, a major barrier for genetic/
genomic screening in hearing loss is the uncertain clinical sig-
nificance of the identified mutations and their interactions. Only 
when a reliable estimate of the future risk of hearing loss can be 
made at a reasonable cost will WGS screening become viable. 
Given the speed of technological advancement, this may be 
achieved within the next 10 years.

Decision-makers will be called to consider if or how hearing 
screening could augment other associated screening programs 
as well as remaining mindful of the associated data process-
ing and storage requirements as the screening programs become 
more complex. From the policy perspective, it will be impera-
tive to include developing workforce, providing education and 
training, building infrastructure, and acquiring equipment as 
well as building relationships with the commercial sector. In 
the interim, informed decision makers will need to consider the 
benefits of (1) a national newborn hearing screening program; 
and (2) genetically testing for single or clusters of genes or 
genomically testing all the genes in all newborns and children 
with hearing loss to determine etiology and to increase knowl-
edge of the genetic causes of hearing loss. In addition, screen-
ing pregnant women for genetic traits may be considered to 
contribute to the identification of hearing loss in their children 
(e.g., the m.1555A > G mutation to reduce the risk of aminogly-
coside antibiotic-associated hearing loss).
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The World Report on Hearing recommends taking urgent and 
evidence-based approaches to prevent, identify, and rehabilitate 
hearing loss (WHO 2021b). The implementation of EHDI pro-
grams will improve the ability to identify and address congeni-
tal hearing loss shortly after birth. However, some infants with 
hearing loss may be missed by infant hearing screening pro-
grams or may be lost to follow-up. There are also infants who 
have normal hearing at birth but develop hearing loss later (pro-
gressive or late onset) in childhood. Undetected and untreated 
hearing loss in a child’s formative years can have substantial 
consequences on the child’s life and development (Yoshinaga-
Itano et al. 1998; Kennedy et al. 2006). Therefore, special mea-
sures are essential to screen for hearing loss and provide early 
treatment at different stages across the life course.

LIMITATIONS

Although a number of countries (e.g., Republic of Congo, 
Zambia, Kenya, Uganda, Panama, India, Albania, Ukraine, 
Indonesia, Haiti, Panama, Puerto Rico, Thailand), particularly 
low-resourced countries, are currently piloting parts of the 
Guidelines, there is not yet outcome data on the use of these 
guidelines or field-testing. South Africa’s EHDI program, not 
yet universal, but progressing significantly has successfully 
implemented most of the guidelines including family-to-family 
support, family-centered early intervention, DHH and parent 
leadership, and recommended guidelines for screening, diag-
nosis and amplification fit, though they may not yet have a data 
management system that includes all aspects of the system 
including developmental outcomes. Each country may have 
different starting points. Each country may focus on different 
aspects of the guidelines initially. Currently, there is no com-
plete EHDI model in low-resourced countries, although a num-
ber of countries have successfully accomplished some aspects 
of EHDI. High-resourced countries began development of their 
EHDI systems as early as the 1990s, i.e., more than 30 years ago 
if screening in the newborn intensive care units is considered.

The purpose of EHDI systems is to raise the developmental 
outcomes of children who are deaf or hard of hearing. Beginning 
systems do not yet have this outcome data. Though higher-income 
countries have significantly more financial resources, they have all 
struggled with the implementation of different aspects of EHDI 
systems, and are still developing components. High-resourced 
countries have a significant proportion of the families that are 
immigrants/refugees from low-resourced countries. Strategies 
developed to optimize participation and follow-through with the 
services for these populations provide helpful insights but may or 
may not be applicable to their countries of origin. Further devel-
opments in high-resourced countries need to focus on (1) CMV 
and genetic screening, (2) data management systems, (3) collect-
ing developmental outcome data on children identified through 
EHDI as compared with children before EHDI, (4) family-cen-
tered early intervention systems, (5) family-to-family support 
systems, and (6) DHH and parent leadership infusion.

ACKNOWLEDGMENTS

The authors thank their colleagues and friends for editing and mak-
ing recommendations on wording, adding and revising guidelines to 
improve an earlier version of the recommendations: Susan Abdi (Tehran, 
Physician), Katia de Freitas Alvarenga (Brazil, Audiologist), Xingkuan Bu 
(China, Physician), Charlotte Chiong (Philippines, Physician), Alessandra 
Spada Durante (Brazil, Audiologist), Elaine Gale (United States, Deaf 

Leadership International Alliance [DLIA]), Karin Joubert (South Africa, 
Audiologist), Monika Lehnhardt-Goriany (Germany, Philologist), Greg 
Leigh (Australia, Teacher of the Deaf), Ann Porter (Australia, Global 
Parents of the Deaf), Birkena Qirjazi (Albania, Otolaryngologist/
Audiologist), Rangasayee Raghunathrao (India, Physician), Meagan Reed 
(United States, Audiologist), Snigdha Sarkar (India, Global Parents of 
the Deaf), Peter Thorne (New Zealand, Audiologist), Betty Vohr (United 
States, Pediatrician/Neonatologist), Eddie Wong (Hong Kong, Audiologist), 
Felix Zheng (United States, Engineer/Linguist), and Peter Zoth (German, 
Engineer/Linguist).

This set of guidelines was written by the Coalition for Global Hearing 
Health Hearing Care Pathways Working Group. Christine Yoshinaga-Itano 
(United States, Audiologist, Teacher of the Deaf) took the lead at interro-
gating databases, reviewing systematic and scoping reviews, and together 
with Gwen Carr (United Kingdom, Teacher of the Deaf) had primary 
responsibility for writing. Adrian Davis (United Kingdom, Epidemiologist, 
Public Health policy) provided the most input regarding data manage-
ment. Teresa Ching (Australia, Hearing Science, Audiologist), King Chung 
(United States, Audiologist), and Jackie Clark (United States, Audiologist) 
edited the document, refining and revising format of the Appendices and 
the bibliography. All authors contributed significantly to the development 
of the guidelines Samantha Harkus (Australia, Audiologist), Meei-ling 
Guan (Taiwan, Audiologist), Suneela Garg (India, Physician), Sheila Balen 
(Brazil, Audiologist), Shannon O’Leary (South Africa, Audiologist) and 
provided context-specific feedback and references, reviewed the drafts, and 
made recommendations for revisions.

All authors volunteered a significant amount of time to develop the 
guidelines.

The authors have no conflicts of interest to disclose.

Address for correspondence: King Chung, MGH Institute of Health 
Professions, Department of Communication Sciences and Disorders, B36 
First Street, Charlestown, MA 02129, USA. E-mail: amplificationrocks@
yahoo.com

Received January 13, 2023; accepted February 2, 2024; published online 
ahead of print May 24, 2024

REFERENCES

Allen, D., Gillen, E., Rixson, L. (2009). The effectiveness of integrated care 
pathways for adults and children in health care settings: A systematic 
review. JBI Libr Syst Rev, 7, 80–129.

American Academy of Audiology. (2008). Considerations for the Use of 
Support Personnel for Newborn Hearing Screening, Task Force on Early 
Identification of Hearing Loss. McLean, VA: AAA. Accessed January 
3, 2023.

American Academy of Audiology. (2013). Clinical Practice Guidelines: 
Pediatric Amplification. McLean, VA: AAA. Accessed January 3, 2023.

American Academy of Audiology. (2020). Clinical Guidance Document 
Assessment of Hearing in Infants and Young Children. Accessed January 
3, 2023.

Andreassen, T., Weiderpass, E., Nicula, F., Suteu, O., Itu, A., Bumbu, M., 
Tincu, A., Ursin, G., Moen, K. (2017). Controversies about cervical can-
cer screening: A qualitative study of Roma women’s (non)participation 
in cervical cancer screening in Romania. Soc Sci Med, 183, 48–55.

Arjunan, A., Bellerose, H., Torres, R., Ben-Shachar, R., Hoffman, J. D., 
Angle, B., Slotnick, R. N., Simpson, B. N., Lewis, A. M., Magoulas, P. 
L., Bontempo, K., Schulze, J., Tarpinian, J., Bucher, J. A., Dineen, R., 
Goetsch, A., Lazarin, G. A., Johansen Taber, K. (2020). Evaluation and 
classification of severity for 176 genes on an expanded carrier screening 
panel. Prenat Diagn, 40, 1246–1257.

Arnold, C. L., Davis, T. C., Humiston, S. G., Bocchini, J. A., Bass, P. F., 
Bocchini, A., Kennen, E. M., White, K., Forsman, I. (2006). Infant hear-
ing screening: Stakeholder recommendations for parent-centered com-
munication. Pediatrics, 117, S341–S354.

ASHA. (2008). Guidelines for Audiologists Providing Informational and 
Adjustment Counseling to Families of Infants and Young Children With 
Hearing Loss Birth to 5 Years of Age. Accessed on January 3, 2023.

Australian Government Department of Health. (2013). National Framework 
for Neonatal Hearing Screening. Accessed January 3, 2023.

Awad, R., Oropeza, J., Uhler, K. M. (2019). Meeting the Joint Committee 
on Infant Hearing Standards in a large metropolitan children’s hospital: 
Barriers and next steps. Am J Audiol, 28, 251–259.

mailto:amplificationrocks@yahoo.com
mailto:amplificationrocks@yahoo.com


Copyright © 2024 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

1084  YOSHINAGA-ITANO ET AL. / EAR & HEARING, VOL. 45, NO. 5, 1071–1088

BAAP. (2018). Guidelines for Aetiological Investigation into Auditory 
Neuropathy Spectrum Disorders in Young Adults. Accessed January 3, 2023.

BAAP. (2021). Documents, Guidelines and Clinical Standards. Accessed 
January 3, 2023.

BAAP/BAPA. (2008). Guidelines for Investigating Infants With Congenital 
Hearing Loss Identified Through the Newborn Hearing Screening. 
Accessed January 3, 2023.

Bagatto, M. P., Moodie, S. T., Malandrino, A. C., Richert, F. M., Clench, 
D. A., Scollie, S. D. (2011). The University of Western Ontario Pediatric 
Audiological Monitoring Protocol (UWO PedAMP). Trends Amplif, 15, 
57–76.

Barbi, M., Binda, S., Caroppo, S. (2006). Diagnosis of congenital CMV 
infection via dried blood spots. Rev Med Virol, 16, 385–392.

Basu, S., Evans, K. L., Owen, M., Harbottle, T. (2008). Outcome of 
Newborn Hearing Screening Program delivered by health visitors. Child 
Care Health Dev, 34, 642–647.

Beswick, R., David, M., Higashi, H., Thomas, D., Nourse, C., Koh, G., 
Koorts, P., Jardine, L. A., Clark, J. E. (2019). Integration of congenital 
cytomegalovirus screening within a newborn hearing screening program. 
J Paediatr Child Health, 55, 1381–1388.

Bray, L., Carter, B., Sanders, C., Blake, L., Keegan, K. (2017). Parent-to-
parent peer support for parents of children with a disability: A mixed 
method study. Patient Educ Couns, 100, 1537–1543.

British Columbia Early Hearing Program. (2019). Newborn Hearing 
Screening Protocol. http://www.phsa.ca/bc-early-hearing/Documents/
BCEHP-Hearing-Screening-Protocol.pdf. Accessed January 3, 2023.

Bussé, A. M., Hoeve, H. L., Nasserinejad, K., Mackey, A. R., Simonsz, H. 
J., Goedegebure, A. (2020). Prevalence of permanent neonatal hearing 
impairment: Systematic review and Bayesian meta-analysis. Int J Audiol, 
59, 475–485. https://doi.org/10.1080/14992027.2020.1716087.

Butcher, E., Dezateux, C., Cortina-Borja, M., Knowles, R. L. (2019). 
Prevalence of permanent childhood hearing loss detected at the univer-
sal newborn hearing screen: Systematic review and meta-analysis. PLoS 
One, 14, e0219600.

Cannon, M. J., Hyde, T. B., Schmid, D. S. (2011). Review of cytomegalovi-
rus shedding in bodily fluids and relevance to congenital cytomegalovi-
rus infection. Rev Med Virol, 21, 240–255.

Cannon, M. J., Griffiths, P. D., Aston, V., & Rawlinson, W. D. (2014). 
Universal newborn screening for congenital CMV infection: what is the 
evidence of potential benefit? Rev med virol, 24, 291–307.

CDC. (2018). CMV fact sheet for pregnant women and parents. http://www.
cdc.gov/cmv/fact-sheets/parents-pregnant-women.html

CDC. (2020a). About Genetics and Hearing loss. https://www.cdc.gov/
hearing-loss-children-guide/parents-guide-genetics/about-genetics-and-
hearing-loss.html. Accessed July 18, 2024.

CDC. (2020b). CMV in Newborns. https://www.cdc.gov/cytomegalovirus/
congenital-infection/index.html. Accessed July 18, 2024.

CDC (2020c). Clinical Overview of CMV and Congenital CMV. https://
www.cdc.gov/cytomegalovirus/hcp/clinical-overview/. Accessed July 
18, 2024.

Chen, K., Zhong, Y., Gu, Y., Sharma, R., Li, M., Zhou, J., Wu, Y., Gao, Y., 
Qin, G. (2020). Estimated cost-effectiveness of newborn screening for 
congenital cytomegalovirus infection in China using a Markov Model. 
JAMA Network Open, 3, e2023949.

Ching, T. Y. C. (2015). Is early intervention effective in improving spo-
ken language outcomes of children with congenital hearing loss? Am J 
Audiol, 24, 345–348.

Ching, T. Y. C., Dillon, H., Button, L., Seeto, M., Van Buynder, P., Marnane, 
V., Cupples, L., Leigh, G. (2017). Age at intervention for permanent 
hearing loss and 5-year language outcomes. Pediatrics, 140, e20164274.

Ching, T. Y. C., Dillon, H., Marnane, V., Hou, S., Day, J., Seeto, M., Crowe, 
K., Street, L., Thomson, J., Van Buynder, P., Zhang, V., Wong, A., Burns, 
L., Flynn, C., Cupples, L., Cowan, R. S. C., Leigh, G., Sjahalam-King, 
J., Yeh, A. (2013). Outcomes of early- and late-identified children at 3 
years of age: Findings from a prospective population-based study. Ear 
Hear, 34, 535–552.

Ching, T. Y. C., & Leigh, G. (2020). Considering the impact of universal new-
born hearing screening and early intervention on language outcomes for chil-
dren with congenital hearing loss. Hearing Balance Commun, 18, 215–224.

Chiong, C., Ostrea, E., Jr., Reyes, A., Ma, E. G. L., Uy, E., Chan, A. (2007). 
Correlation of hearing screening with developmental outcomes in infants 
over a 2-year period. Acta Otolaryngol, 127, 384–388.

Chorath, K., Garza, L., Tarriela, A., Luu, N., Rajasekaran, K., Moreira, 
A. (2021). Clinical practice guidelines on newborn hearing screening: 

A systematic quality appraisal using the AGREE II instrument. Int J 
Pediatr Otorhinolaryngol, 141, 110504.

Coalition for Global Hearing Health. (2022). About us. https://coalitionfor-
globalhearinghealth.org/about-us/.

Cohen, B. E., Durstenfeld, A., Roehm, P. C. (2014). Viral causes of hear-
ing loss: A review for hearing health professionals. Trends Hear, 18, 
2331216514541361.

Contractor, S. Q., Das, A., Dasgupta, J., Van Belle, S. (2018). Beyond the 
template: The needs of tribal women and their experiences with mater-
nity services in Odisha, India. Int J Equity Health, 17, 134.

Crace, J., Rems-Smario, J. Nathanson, G. (2021). Chapter 19: Deaf pro-
fessionals & community involvement with early education terminol-
ogy. In The NCHAM ebook Resource Book on Early Hearing Detection 
& Intervention Chapter 19. https://www.infanthearing.org/ehdi-
ebook/2022_ebook/19%20Chapter19DeafProfessionals2022.pdf

Creek, T. L., Ntumy, R., Seipone, K., Smith, M., Mogodi, M., Smit, M., 
Legwaila, K., Molokwane, I., Tebele, G., Mazhani, L., Shaffer, N., 
Kilmarx, P. H. (2007). Successful Introduction of Routine Opt-Out HIV 
Testing in Antenatal Care in Botswana. J Acquir Immune Defic Syndr, 
45, 102–107.

Crockett, R., Wilkinson, T. M., Marteau, T. M. (2008). Social patterning 
of screening uptake and the impact of facilitating informed choices: 
Psychological and ethical analyses. Health Care Anal, 16, 17–30.

Davis, A.,Yoshinaga-Itano, C., Carr, G. (2022). Data management systems 
for newborn hearing screening programmes. In C. Yoshinaga-Itano (Ed.), 
Fast Facts: Universal Newborn Hearing Screening. Karger Publications.

DesGeorges J. (2003). Family perceptions of early hearing, detection, and 
intervention systems: listening to and learning from families. Ment 
Retard Dev Disabil Res Rev, 9, 89–93.

de Kock, T., Swanepoel, D., Hall, J. W., 3rd. (2016). Newborn hearing 
screening at a community-based obstetric unit: Screening and diagnostic 
outcomes. Int J Pediatr Otorhinolaryngol, 84, 124–131.

Diener, M. L., Zick, C. D., McVicar, S. B., Boettger, J., Park, A. H. (2017). 
Outcomes from a hearing-targeted cytomegalovirus screening program. 
Pediatrics, 139, e20160789.

Dillon, H., Cowan, R., Ching, T. Y. C. (2013). Longitudinal outcomes 
of children with hearing impairment (LOCHI). Int J Audiol, 52,  
S2–S3.

DLIA. (2021). Welcome. Deaf Leadership International Alliance. www.
dliaconnect.org. Accessed January 3, 2023.

Dobbie, A. M. (2017). Evaluation and management of cytomegalovirus-
associated congenital hearing loss. Curr Opin Otolaryngol Head Neck 
Surg, 25, 390–395.

Dollard, S. C., Dreon, M., Hernandez-Alvarado, N., Amin, M. M., Wong, 
P., Lanzleri, T. M., et al. (2021). Sensitivity of dried blood spot testing 
for detection of congenital Cytomegalovirus infection. JAMA Pediatr, 
175, e205441.

Donaldson, L., Subramanian, A., Conway, M. L. (2018). Eye care in young 
children: A parent survey exploring access and barriers. Clin Exp Optom, 
101, 521–526.

Edmond, K., Chadha, S., Hunnicutt, C., Strobel, N., Manchaiah, V., 
Yoshinga-Itano, C.; Universal Newborn Hearing Screening (UNHS) 
Review Group. (2022). Universal Newborn Hearing Screening 
(UNHS) review group. Effectiveness of universal newborn hearing 
screening: A systematic review and meta-analysis. J Glob Health, 12, 
12006.

EUSCREEN. (2021a). EUSCREEN Vision and Hearing. Accessed January 
3, 2023.

EUSCREEN. (2021b). Governance and local context of healthcare: 
Education, geography, demography, cultural and socioeconomic factors. 
EUSCREEN Vision and Hearing. Accessed January 3, 2023.

Finitzo, T., Albright, K., O’Neal, J. (1998). The newborn with hearing loss: 
Detection in the nursery. Pediatrics, 102, 1452–1460.

Fowler, K. B. (2013). Congenital cytomegalovirus infection: Audiologic 
outcome. Clin Infect Dis, 57(Suppl 4), S182–S184.

Fowler, K. B., McCollister, F. P., Sabo, D. L., Shoup, A. G., Owen, K. E., 
Woodruff, J. L., Cox, E., Mohamed, L. S., Choo, D. I., Boppana, S. B.; 
CHIMES Study. (2017). A targeted approach for congenital cytomega-
lovirus screening within newborn hearing screening. Pediatrics, 139, 
e20162128.

Friderichs, N., Swanepoel, D., Hall, J. W. (2012). Efficacy of a community-
based infant hearing screening program utilizing existing clinic person-
nel in Western Cape, South Africa. Int J Pediatr Otorhinolaryngol, 76, 
552–559.

http://www.phsa.ca/bc-early-hearing/Documents/BCEHP-Hearing-Screening-Protocol.pdf
http://www.phsa.ca/bc-early-hearing/Documents/BCEHP-Hearing-Screening-Protocol.pdf
https://doi.org/10.1080/14992027.2020.1716087
http://www.cdc.gov/cmv/fact-sheets/parents-pregnant-women.html
http://www.cdc.gov/cmv/fact-sheets/parents-pregnant-women.html
https://www.cdc.gov/hearing-loss-children-guide/parents-guide-genetics/about-genetics-and-hearing-loss.html
https://www.cdc.gov/hearing-loss-children-guide/parents-guide-genetics/about-genetics-and-hearing-loss.html
https://www.cdc.gov/hearing-loss-children-guide/parents-guide-genetics/about-genetics-and-hearing-loss.html
https://www.cdc.gov/cytomegalovirus/congenital-infection/index.html
https://www.cdc.gov/cytomegalovirus/congenital-infection/index.html
https://www.cdc.gov/cytomegalovirus/hcp/clinical-overview/
https://www.cdc.gov/cytomegalovirus/hcp/clinical-overview/
https://coalitionforglobalhearinghealth.org/about-us/
https://coalitionforglobalhearinghealth.org/about-us/
https://www.infanthearing.org/ehdi-ebook/2022_ebook/19%20Chapter19DeafProfessionals2022.pdf
https://www.infanthearing.org/ehdi-ebook/2022_ebook/19%20Chapter19DeafProfessionals2022.pdf
www.dliaconnect.org
www.dliaconnect.org


Copyright © 2024 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

 YOSHINAGA-ITANO ET AL. / EAR & HEARING, VOL. 45, NO. 5, 1071–1088 1085

Gabbard, S. A., Northern, J. L., Yoshinaga-Itano, C. (1999). Hearing screen-
ing in newborns under 24 hours of age. Semin Hear, 20, 291–304.

Gale, E., Berke, M., Benedict, B., Olson, S., Putz, K., Yoshinaga-Itano, C. 
(2021). Deaf adults in early intervention programs. Deaf Edu Int, 23, 
3–24.

Giallini, I., Nicastri, M., Mariani, L., Turchetta, R., Ruoppolo, G., de 
Vincentiis, M., Vito, C. D., Sciurti, A., Baccolini, V., Mancini, P. (2021). 
Benefits of parent training in the rehabilitation of deaf or hard of hearing 
children of hearing parents: A systematic review. Audiol Res, 11, 653–672.

Gorga, M. P., Norton, S. J., Sininger, Y. S., Cone-Wesson, B., Folsom, R. 
C., Vohr, B. R., Neely, S. T. (2000). Identification of neonatal hearing 
impairment: Distortion product otoacoustic emissions during the perina-
tal period. Ear Hear, 21, 400–424.

Guo, L., Xiang, J., Sun, L., Yan, X., Yang, J., Wu, H., Guo, K., Peng, J., 
Xie, X., Yin, Y., Wang, J., Yang, H., Shen, J., Zhao, L., Peng, Z. (2019). 
Concurrent hearing and genetic screening in a general newborn popula-
tion. Hum Genet, 139, 521–530.

Hands and Voices. (2018). DHH Parent and Adults: Tips for Meaningful 
Participation in EHDI Systems. Accessed January 3, 2023.

Hands and Voices. (2022). Creating Cohesive Deaf and Hard of Hearing 
Leadership in EHDI Systems and Beyond. Accessed January 3, 2023.

Hattori, H. (1993). Ear dominance for nonsense-syllable recognition abil-
ity in sensorineural hearing-impaired children: Monaural versus binaural 
amplification. J Am Acad Audiol, 4, 319–330.

Haukoos, J. S., Hopkins, E., Bender, B., Al-Tayyib, A., Long, J., Harvey, 
J., Irby, J., Bakes, K.; Denver Emergency Department HIV Testing 
Research Consortium. (2012). Use of kiosks and patient understand-
ing of opt-out and opt-in consent for routine rapid human immunodefi-
ciency virus screening in the emergency department. Acad Emerg Med, 
19, 287–293.

Haukoos, J. S., Hopkins, E., Bucossi, M. M. (2014). Routine opt-out HIV 
screening: More evidence in support of alternative approaches? Sex 
Transm Dis, 41, 403–406.

Health Professionals Council of South Africa. (2018). Early Hearing 
Detection and Intervention (EHDI) Guidelines. Accessed January 3, 2023.

Henderson, R. J., Johnson, A., Moodie, S. (2014). Parent-to-parent support 
for parents with children who are deaf or hard of hearing: A conceptual 
framework. Am J Audiol, 23, 437–448.

Henderson, R. J., Johnson, A. M., Moodie, S. T. (2016). Revised concep-
tual framework of parent-to-parent support for parents of children who 
are deaf or hard of hearing: A modified Delphi study. Am J Audiol, 25, 
110–126.

Holzinger, D., Binder, D., Raus, D., Palmisano, G., Fellinger, J. (2021). 
Development and implementation of a low-cost tracking system after 
Newborn Hearing Screening in Upper Austria: Lessons learned from the 
perspective of an early intervention provider. Children (Basel), 8, 743.

Hong Kong Joint Committee on UNHS. (2021). Hong Kong universal new-
born hearing screening care path protocol under Joint Committee on 
UNHS. HK J Pediatr, 26, 168–174.

Hopkins, V. M. (2021). Our New Public Dialogue Considers the 
Implications for Whole Genome Sequencing for Newborn Screening. 
Accessed January 3, 2023.

Houston, K. T., Behl, D., Mottershead S. (2021). Chapter 17: Using tele-
practice to improve outcomes for children who are deaf or hard of hearing 
& their families. NCHAM ebook A Resource Guide for Early Detection 
and Intervention (vol. 17, pp. 1–22). https://www.infanthearing.org/
ehdi-ebook/2018_ebook/17%20Chapter17UsingTelepractice2018.pdf. 
Accessed January 3, 2023.

Hunter, L., Tubaugh, L., Jackson, A., Propes, S. (2008). Wideband middle 
ear power measurement in infants and children. J Am Acad Audiol, 19, 
309–324.

Janky, K. L., & Yoshinaga-Itano, C. (2022). The feasibility of performing 
vestibular newborn screening. Pediatrics, 150, e2022056986.

JCIH. (2000). Joint Committee on Infant Hearing: Year 2000 position state-
ment: Principles and guidelines for early hearing detection and interven-
tion programs. Pediatrics, 106, 798–817.

JCIH. (2007). Joint Committee on Infant Hearing: Year 2007 position 
statement: Principles and Guidelines for Early Hearing Detection and 
Intervention Programs. Pediatrics, 120, 898–921.

JCIH. (2013). Supplement to the JCIH 2007 position statement: Principles 
and guidelines for early intervention after confirmation that a child is 
deaf or hard of hearing. Pediatrics, 131, e1324–e1349.

JCIH. (2019). Joint Committee on Infant Hearing: Year 2019 position 
statement: Principles and Guidelines for Early Hearing Detection and 
Intervention Programs. J Early Hear Detect Interv, 4, 1–44.

Jerger, J., Silman, S., Lew, H. L., Chmiel, R. (1993). Case studies in binau-
ral interference: Convergent evidence from behavioral and electrophysi-
ologic measures. J Am Acad Audiol, 4, 122–131.

Kadambari, S., & Andersson, M. I. (2021). Time to integrate congenital 
CMV testing into hearing screening for newborn babies. Lancet, 397, 
1881.

Kadambari, S., Luck, S., Davis, A., Williams, E. J., Berrington, J., Griffiths, 
P. D., Sharland, M. (2013). Clinically targeted screening for congenital 
CMV—Potential for integration into the National Newborn Hearing 
Screening Program. Acta Paediatr, 102, 928–933.

Kamenov, K., & Chadha, S. (2020). Methodological quality of clinical 
guidelines for universal newborn hearing screening. Dev Med Child 
Neurol, 63, 16–21.

Kanji, A., Khoza-Shangase, K., Moroe N. (2018). Newborn hearing screen-
ing protocols and their outcomes: A systematic review. Int J Pediatr 
Otorhinolaryngol, 115, 104–109.

Kei, J. (2012). Acoustic stapedial reflexes in healthy neonates: Normative 
data and test-retest reliability. J Am Acad Audiol, 23, 46–56.

Keidser, G., Dillon, H., Carter, L., O’brien, A. (2012). NAL-NL2 empirical 
adjustments. Trends Amplif, 16, 211–223.

Kennedy, C. R., McCann, D. C., Campbell, M. J., Law, C. M., Mullee, M., 
Petrou, S., Watkin, P., Worsfold, S., Yuen, H. M., Stevenson, J. (2006). 
Language ability after early detection of permanent childhood hearing 
impairment. N Engl J Med, 354, 2131–2141.

Kimberling, W. J., Hildebrand, M. S., Shearer, A. E., Jensen, M. L., Halder, 
J. A., Trzupek, K., Cohn, E. S., Weleber, R. G., Stone, E. M., Smith, R. 
J. (2010). Frequency of Usher syndrome in two pediatric populations: 
Implications for genetic screening of deaf and hard of hearing children. 
Genet Med, 12, 512–516.

King, A. M. (2010). The national protocol for paediatric amplification in 
Australia. Int J Audiol, 49, S64–S69.

King, G., Williams, L., Hahn Goldberg, S. (2017). Family-oriented services 
in pediatric rehabilitation: A scoping review and framework to promote 
parent and family wellness. Child Care Health Dev, 43, 334–347.

Korver, A. M. H., Konings, S., Dekker, F. W., Beers, M., Wever, C. C., 
Frijns, J. H. M., Oudesluys-Murphy, A. M.; DECIBEL Collaborative 
Study Group. (2010). DECIBEL Collaborative Study Group. Newborn 
hearing screening vs later hearing screening and developmental out-
comes in children with permanent childhood hearing impairment. JAMA, 
304, 1701–1708.

Lammens, F., Verhaert, N., Desloovere, C. (2013). Syndromic disorders in 
congenital hearing loss. B-ENT, 9(Suppl 21), 45–50.

Li, M. M., Tayoun, A. A., DiStefano, M., Pandya, A., Rehm, H. L., Robin, 
N. H., Schaefer, A. M., Yoshinaga-Itano, C.; ACMG Professional Practice 
and Guidelines Committee. (2022). Clinical evaluation and etiologic 
diagnosis of hearing loss: A clinical practice resource of the American 
College of Medical Genetics and Genomics (ACMG). Genet Med, 24, 
1392–1406.

Linden, P. L., Bitner-Glindzicz, M., Lench, N., Steel, K. P., Langford, C., 
Dawson, S. J., Davis, A., Simpson, S., Packer, C. (2013). The future role 
of genetic screening to detect newborns at risk of childhood-onset hear-
ing loss. Int J Audiol, 52, 124–133.

Litovsky, R. Y., Goupell, M. J. Fay, R. R. (2021). Binaural Hearing. 
Springer.

Litovsky, R. Y., Johnstone, P. M., Godar, S. P. (2006). Benefits of bilateral 
cochlear implants and/or hearing aids in children. Int J Audiol, 45(Suppl 
1), S78–S91.

Markides, A. (1982). The effectiveness of binaural hearing aids. Scand 
Audiol Suppl, 15(Suppl), 181–196.

Martens, S., Dhooge, I., Dhondt, C., Vanaudenarede, S., Sucaet, M., Van 
Hoecke, H., De Leenheer, E., Rombaut, L., Boudewyns, A., Desloovere, 
C., Vinck, A.-S., de Varabeke, S. J., Verschueren, D., Verstreken, M., 
Foulon, I., Staelens, C., De Valck, C., Calcoen, R., Lemkens, N., Öz, O., 
et al. (2022). Three years of vestibular infant screening in infants with 
sensorineural hearing loss. Pediatrics, 150, e2021055340.

McCann, D. C., Worsfold, S., Law, C. M., Mullee, M., Petrou, S., Stevenson, 
J., Yuen, H. M., Kennedy, C. R. (2008). Reading and communication 
skills after universal newborn screening for permanent childhood hear-
ing impairment. Arch Dis Child, 94, 293–297.

McCarthy, M., Munoz, K., White, K. R. (2010). Teleintervention for infants 
and young children who are deaf or hard-of-hearing. Pediatrics, 126, 
S52–S58.

McDermott, J. H., Molina-Ramírez, L. P., Bruce, I. A., Mahaveer, A., Turner, 
M., Miele, G., Body, R., Mahood, R., Ulph, F., MacLeod, R., Harvey, K., 
Booth, N., Demain, L. A. M., Wilson, P., Black, G. C., Morton, C. C., & 

https://www.infanthearing.org/ehdi-ebook/2018_ebook/17%20Chapter17UsingTelepractice2018.pdf
https://www.infanthearing.org/ehdi-ebook/2018_ebook/17%20Chapter17UsingTelepractice2018.pdf


Copyright © 2024 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

1086  YOSHINAGA-ITANO ET AL. / EAR & HEARING, VOL. 45, NO. 5, 1071–1088

Newman, W. G. (2019). Diagnosing and preventing hearing loss in the 
genomic age. Trends Hear, 23, 2331216519878983.

Meyer, L., Sharon, B., Huang, T. C., Meyer, A. C., Gravel, K. E., Schimmenti, 
L. A., et  al. (2017). Analysis of archived newborn dried blood spots 
(DBS) identifies congenital cytomegalovirus as a major cause of unex-
plained pediatric sensorineural hearing loss. Am J Otolaryngol, 38, 
565–570.

Mincarone, P., Leo, C. G., Sabina, S., Costantini, D., Cozzolino, F., Wong, 
J. B., Latini, G. (2015). Evaluating reporting and process quality of pub-
lications on UNHS: A systematic review of programmes. BMC Pediatr, 
15, 86.

Moeller, M. P., Carr, G., Seaver, L., Stredler-Brown, A., Holzinger, D. 
(2013). Best practices in family-centered early intervention for children 
who are deaf or hard of hearing: An international consensus statement. J 
Deaf Stud Deaf Educ, 18, 429–445.

Moeller, M. P., Gale, E., Szarkowski, A., Smith, T., Birdsey, B.C., Moodie, 
S. T. F., Carr, G., Stredler-Brown, A., Yoshinaga-Itano, C. (2024a). 
Family-centered early intervention Deaf/Hard of Hearing (FCEI-DHH): 
Introduction. J Deaf Studies Deaf Educ, 29, SI3–SI7.

Moeller, M. P., Gale, E., Szarkowski, A., Smith, T., Birdsey, B.C., Moodie, 
S. T. F., Carr, G., Stredler-Brown, A., Yoshinaga-Itano, C. (2024b). 
Family-centered early intervention Deaf/Hard of Hearing (FCEI-DHH): 
Guiding values. J Deaf Studies Deaf Educ, 29, SI8–SI26.

Moeller, M. P., Gale, E., Szarkowski, A., Smith, T., Birdsey, B.C., Moodie, 
S. T. F., Carr, G., Stredler-Brown, A., Yoshinaga-Itano, C. (2024c). 
Family-centered early intervention Deaf/Hard of Hearing (FCEI-DHH): 
Foundation principles. J Deaf Studies Deaf Educ, 29, SI53–SI63.

Moodie, S. T. F., Moeller, M. P., Szarkowski, A., Gale, E., Smith, F., Birdsey, 
B. C., Carr, G., Stredler-Brown, A., Yoshinaga-Itano, C., Holzinger, D. 
(2024). Family-centered early intervention Deaf/Hard of Hearing (FCEI-
DHH): Methods. J Deaf Studies Deaf Educ, 29, SI40–SI52.

Narr, R. F., & Kemmery, M. (2015). The nature of parent support provided 
by parent mentors for families with deaf/hard-of-hearing children: Voices 
from the start. J Deaf Stud Deaf Educ, 20, 67–74.

NCHAM. (2008). Newborn Hearing Screening Training Curriculum. 
https://www.infanthearing.org/nhstc/. Accessed January 3, 2023.

Neumann, K., Euler, H. A., Chadha, S., White, K. R. (2020). The 
International Newborn and Infant Hearing Screening Group. A Survey 
on the Global Status of newborn and infant hearing screening. J Early 
Hear Detect Interv, 5, 63–84.

Neumann, K., Mathmann, P., Chadha, S., Euler, H. A., White, K. R. (2022). 
Newborn hearing screening benefits children, but global disparities per-
sist. J Clin Med, 11, 271.

New Zealand Government Ministry of Health. (2021). National Newborn 
Vision and Hearing Screening Protocol. Accessed January 3, 2023.

NHS England. (2016). Newborn Hearing Screening Program (NHSP) 
Operational Guidance. Accessed January 3, 2023.

Nicholson, N., Martin, P., Smith, A., Thomas, S., Alanazi, A. A. (2016). 
Home visiting programs for families of children who are deaf or hard 
of hearing: A systematic review. J Early Hear Detect Interv, 1, 23–38.

NIDCD. (2020). Your Baby’s Hearing Screening. Accessed January 3, 
2023.

Nikolopoulos, T. P. (2015). Neonatal hearing screening: What we have 
achieved and what needs to be improved. Int J Pediatr Otorhinolaryngol, 
79, 635–637.

Nivoloni, K. d. A, da Silva-Costa, S. M., Pomílio, M. C., Pereira, T., 
Lopes, K. d. C., de Moraes, V. C. S., Alexandrino, F., de Oliveira, C. 
A., Sartorato, E. L. (2010). Newborn hearing screening and genetic 
testing in 8974 Brazilian neonates. Int J Pediatr Otorhinolaryngol, 74, 
926–929.

O’Donnell, P., Tierney, E., O’Carroll, A., Nurse, D., MacFarlane, A. (2016). 
Exploring levers and barriers to accessing primary care for marginalised 
groups and identifying their priorities for primary care provision: A par-
ticipatory learning and action research study. Int J Equity Health, 15, 
197.

Olson., S. & Putz, K. (2019). Creating Cohesive Deaf and Hard of Hearing 
Leadership in EHDI system and Beyond: How our Community Drafts a 
Blueprint for D/HH Leaders. Presentation at 18th Annual Early Hearing 
Detection & Intervention Meeting, March 3-5, 2019, Chicago, IL

Olusanya, B. O. (2012). Neonatal hearing screening and interven-
tion in resource-limited settings: An overview. Arch Dis Child, 97,  
654–659.

Olusanya, B. O. (2015). Screening for neonatal deafness in resource-poor 
countries: challenges and solutions. Res Rep Neonatol, 5, 51–64. 

Pellegrinelli, L., Alberti, L., Pariani, E., Barbi, M., Binda, S. (2020). 
Diagnosing congenital Cytomegalovirus infection: don’t get ride of dried 
blood spots. BMC Infectious Diseases, 20, 217. 

Pesch, M. H., Shleiss, M. R. (2022). Emerging concepts in congenital 
Cytomegalovirus. Pediatr, 150, e2021055896.

Petrocchi-Bartal, L., & Khoza-Shangase, K. (2014). Hearing screening pro-
cedures and protocols in use at immunisation clinics in South Africa. 
S Afr J Commun Disord, 61, 1–9.

Phillips, L., Bitner-Glindzicz, M., Lench, N., Steel, K. P., Langford, C., 
Dawson, S. J., Davis, A., Simpson, S., Packer, C. (2013). The future role 
of genetic screening to detect newborns at risk of childhood-onset hear-
ing loss. Int J Audiol, 52, 124–133.

Pimperton, H., Blythe, H., Kreppner, J., Mahon, M., Peacock, J. L., 
Stevenson, J., Terlektsi, E., Worsfold, S., Yuen, H. M., Kennedy, C. R. 
(2016). The impact of universal newborn hearing screening on long-
term literacy outcomes: A prospective cohort study. Arch Dis Child, 101, 
9–15.

Poonual, W., Navacharoen, N., Kangsanarak, J., Namwongprom, S. (2017). 
Outcome of early identification and intervention on infants with hearing 
loss under universal hearing screening program. J Med Assoc Thai, 100, 
197–206.

Public Health England. (2013). Newborn Hearing Screening: Program 
Overview. Accessed January 3, 2023.

Public Health England. (2014). NHS Population Screening: Role and 
Functions of Quality Assurance. Accessed January 3, 2023.

Rahimi, V., Mohammadkhani, G., Javadi, F. (2018). Improving universal 
newborn hearing screening outcomes by conducting it with thyroid 
screening. Int J Pediatr Otorhinolaryngol, 111, 111–114.

Rance, G. (2005). Auditory neuropathy/dys-synchrony and its perceptual 
consequences. Trends Amplif, 9, 1–43.

Ravi, R., Gunjawate, D. R., Yerraguntla, K., Lewis, L. E., Driscoll, 
C., Rajashekhar, B. (2016). Follow-up in newborn hearing screen-
ing—A systematic review. Int J Pediatr Otorhinolaryngol, 90,  
29–36.

Reichmuth, K., Embacher, A. J., Matulat, P., Zehnhoff-Dinnesen, A. A., 
Glanemann, R. (2013). Responsive parenting intervention after identifi-
cation of hearing loss by Universal Newborn Hearing Screening: The con-
cept of the Muenster Parental Program. Int J Pediatr Otorhinolaryngol, 
77, 2030–2039.

Renauld, J. M., & Basch, M. L. (2021). Congenital deafness and recent 
advances towards restoring hearing loss. Curr protoc, 1, e76.

Roman, T. S., Crowley, S. B., Roche, M. I., Foreman, A. K. M., O'Daniel, 
J. M., Bryce, A. S., Lee, K., Brandt, A., Gustafson, C., DeCristo, D. M., 
Strande, N. T., Ramkissoon, L., Milko, L. V., Owen, P., Roy, S., Xiong, 
M., Paquin, R. S., Butterfield, R. M., Lewis, M. A., Souris, K. J., et al. 
(2020). Genomic sequencing for newborn screening: Results of the NC 
NEXUS project. Am J Hum Genet, 107, 596–611.

Ross, S. A., Novak, Z., Pati, S., Boppana, S. B. (2011). Diagnosis 
of Cytomegalovirus infections. Infect Disord Drug Targets, 11, 
 466–474.

Russ, S. A., Hanna, D., DesGeorges, J., Forsman, I. (2010). Improving 
 follow-up to newborn hearing screening: A learning collaborative expe-
rience. Pediatrics, 126, S59–S69.

Sahli, A. S. (2019). Developments of children with hearing loss according 
to the age of diagnosis, amplification, and training in the early childhood 
period. Eur Arch Otorhinolaryngol, 276, 2457–2463.

Scheepers, L. J., Swanepoel, D. W., Roux, T. (2014). Why parents refuse 
newborn hearing screening and default on follow-up rescreening—A 
South African perspective. Int J Pediatr Otorhinolaryngol, 78, 652–658.

Schleiss, M. R., Shoup, A. (2024). Marion Downs Lecture: The journey 
to universal screening for congenital Cytomegalovirus infection... the 
EHDI Experience, and it's "Deja Vu All Over Again." American Academy 
of Audiology AAA 2024 + HearTECH Expo, Atlanta, GA.

Schoepflin, J. R. (2007). Binaural interference in a child: A case study. J Am 
Acad Audiol, 18, 515–521.

Schor, E. L.; American Academy of Pediatrics Task Force on the Family. 
(2012). Family pediatrics: Report of the task force on the family. 
Pediatrics, 111(6 Pt 2):1541–71.

Schrijvers, G., van Hoorn, A., Huiskes, N. (2012). The care pathway con-
cept: Concepts and theories: An introduction. Int J Integr Care, 12(6), 
e192.

Scollie, S., Seewald, R., Cornelisse, L., Moodie, S., Bagatto, M., 
Laurnagaray, D., Beaulac, S., Pumford, J. (2005). The desired sensation 
level multistage input/output algorithm. Trends Amplif, 9, 159–197.

https://www.infanthearing.org/nhstc/


Copyright © 2024 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

 YOSHINAGA-ITANO ET AL. / EAR & HEARING, VOL. 45, NO. 5, 1071–1088 1087

Sebkova, J., & Bamford, J. M. (1981). Evaluation of binaural hearing aids in 
children using localization and speech intelligibility tasks. Br J Audiol, 
15, 125–132.

Seys, D., Panella, M., VanZelm, R., Sermeus, W., Aeyels, D., Bruyneel, L., 
Coeckelberghs, E., Vanhaecht, K. (2019). Care pathways are complex 
interventions in complex systems: New European Pathway Association 
framework. Int J Care Coord, 22, 5–9.

Shearer, A. E., Shen, J., Amr, S., Morton, C. C., Smith, R. J.; Newborn 
Hearing Screening Working Group of the National Coordinating Center 
for the Regional Genetics Networks. (2019). A proposal for comprehen-
sive newborn hearing screening to improve identification of deaf and 
hard-of-hearing children. Genet Med, 21, 2614–2630.

Silman, S., Gelfand, S. A., Silverman, C. A. (1984). Late-onset auditory 
deprivation: Effects of monaural versus binaural hearing aids. J Acoust 
Soc Am, 76, 1357–1362.

Silverman, C. A., & Silman, S. (1990). Apparent auditory deprivation from 
monaural amplification and recovery with binaural amplification: Two 
case studies. J Am Acad Audiol, 1, 175–180.

Sininger, Y. S., Grimes, A., Christensen, E. (2010). Auditory development 
in early amplified children: Factors influencing auditory-based commu-
nication outcomes in children with hearing loss. Ear Hear, 31, 166–185.

Smith, R. J., Bale, J. F., Jr., White, K. R. (2005). Sensorineural hearing loss 
in children. Lancet, 365, 879–890.

South African Speech-Language-Hearing Association (SASLHA). (2018). 
Guidelines: Newborn Hearing Screening. Accessed January 3, 2023.

Stapells, D. R., Gravel, J. S., & Martin, B. A. (1995). Thresholds for audi-
tory brain stem responses to tones in notched noise from infants and 
young children with normal hearing or sensorineural hearing loss. Ear 
hear, 16, 361–371.

Stevenson, J., McCann, D. C., Law, C. M., Mullee, M., Petrou, S., Worsfold, 
S., Yuen, H. M., Kennedy, C. R. (2010). The effect of early confirma-
tion of hearing loss on the behaviour in middle childhood of chil-
dren with bilateral hearing impairment. Dev Med Child Neurol, 53,  
269–274.

Störbeck, C., & Pittman, P. (2008). Early intervention in South Africa: 
Moving beyond hearing screening. Int J Audiol, 47, S36–S43.

Störbeck, C., & Young, A. (2016). The HI HOPES data set of deaf children 
under the age of 6 in South Africa: Maternal suspicion, age of identifica-
tion and newborn hearing screening. BMC Pediatr, 16, 45.

Sung, V., Downie, L., Paxton, G., Liddle, K., Birman, C., Chan, W., Cottier, 
C., Harris, A., Hunter, M., Peadon, E., Peacock, K., Roddick, L., Rose, 
E., Saunders, K., Amor, D. J. (2019). Childhood Hearing Australasian 
Medical Professionals (CHAMP) network: Consensus guidelines on 
investigation and clinical management of childhood hearing loss. J 
Paediatr Child Health, 55, 1013–1022.

Swanepoel, D. W., & Hall, J. W. (2010). A systematic review of telehealth 
applications in audiology. Telemed J E Health, 16, 181–200.

Szarkowski, A., Moeller, M. P., Gale, E., Smith, T., Birdsey, B. C., Moodie, S. 
T. F., Carr, G., Stredler-Brown, A., Yoshinaga-Itano, C. (2024a). Family-
centered early intervention Deaf/Hard of Hearing (FCEI-DHH): Cultural 
& global implications. J Deaf Studies Deaf Educ, 29, S127–S139.

Szarkowski, A., Moeller, M. P., Gale, E., Smith, T., Birdsey, B. C., Moodie, 
S. T. F., Carr, G., Stredler-Brown, A., Yoshinaga-Itano, C. (2024b). 
Family-centered early intervention Deaf/Hard of Hearing (FCEI-DHH): 
Support principles. J Deaf Studies Deaf Educ, 29, SI64–SI85.

Szarkowski, A., Moeller, M. P., Gale, E., Smith, T., Birdsey, B. C., Moodie, 
S. T. F., Carr, G., Stredler-Brown, A., Yoshinaga-Itano, C. (2024c). 
Family-centered early intervention Deaf/Hard of Hearing (FCEI-DHH): 
Structural principles. J Deaf Studies Deaf Educ, 29, SI86–SI104.

Szarkowski, A., Moeller, M. P., Gale, E., Smith, T., Birdsey, B. C., Moodie, 
S. T. F., Carr, G., Stredler-Brown, A., Yoshinaga-Itano, C. (2024d). 
Family-centered early intervention Deaf/Hard of Hearing (FCEI-DHH): 
Call to Action. J Deaf Studies Deaf Educ, 29, SI105–SI111.

Taiwan Ministry of Health. (2012). Newborn Hearing Screening Scheme. 
https://health.tainan.gov.tw/lasthealthweb/warehouse/%7B6F43B62D-
0A8C-4027-A15B-8EF09A1474B9%7D/%E6%96%B0%E7%94%9F
%E5%85%92%E8%81%BD%E5%8A%9B%E7%AF%A9%E6%AA%
A2%E8%A3%9C%E5%8A%A9%E6%9C%8D%E5%8B%99%E6%96
%B9%E6%A1%881091230.pdf. Accessed January 3, 2023.

Thomson, V., & Yoshinaga-Itano, C. (2018). The role of audiologists in 
assuring follow-up to outpatient screening in early hearing detection and 
intervention systems. Am J Audiol, 27, 283–293.

Tomblin, J. B., Oleson, J. J., Ambrose, S. E., Walker, E., Moeller, M. P. 
(2014). The influence of hearing aids on the speech and language 

development of children with hearing loss. JAMA Otolaryngol Head 
Neck Surg, 140, 403–409.

Tversky, A., & Kahneman, D. (1991). Loss aversion in riskless choice: A 
reference-dependent model. Q J Econ, 106, 1039–1061.

Ujiji, O. A., Rubenson, B., Ilako, F., Marrone1, G., Wamalwa, D., Wangalwa, 
G., Ekström1, A. M. (2011). Is “Opt-Out HIV Testing” a real option 
among pregnant women in rural districts in Kenya? BMC Public Health, 
11, 151.

United Nations Human Rights. (1989). Convention on Rights of the Child. 
United Nations. https://www.ohchr.org/en/instruments-mechanisms/
instruments/convention-rights-child. Accessed January 3, 2023.

van Dyk, M., Swanepol, D. W., Hall, J. W., 3rd. (2015). Outcomes with OAE 
and AABR screening in the first 48 h—Implications for newborn hear-
ing screening in developing countries. Int J Pediatr Otorhinolaryngol, 
79, 1040.

Vongsachang, H., Friedman, D. S., Inns, A., Kretz, A. M., Mukherjee, M. 
R., Callan, J., Wahl, M., Repka, M. X., Collins, M. E. (2020). Parent and 
teacher perspectives on factors decreasing participation in School-Based 
Vision Programs. Ophthalmic Epidemiol, 27, 226–236.

Wake, M., Ching, T. Y. C., Wirth, K., Poulakis, Z., Mensah, F. K., Gold, 
L., King, A., Bryson, H. E., Reilly, S., Rickards, F. (2016). Population 
outcomes of three approaches to detection of congenital hearing loss. 
Pediatrics, 137, e20151722.

Wang, Q., Xiang, J., Sun, J., Yang, Y., Guan, J., Wang, D., Song, C., Guo, 
L., Wang, H., Chen, Y., Leng, J., Wang, X., Zhang, J., Han, B., Zou, J., 
Yan, C., Zhao, L., Luo, H., Han, Y., Yuan, W., et al. (2019). Nationwide 
population genetic screening improves outcomes of newborn screening 
for hearing loss in China. Genet Med, 21, 2231–2238.

Walter, S., Atkinson, C., Sharland, M., Rice, P., Raglan, E., Emery, V. C., 
et  al. (2008). Congenital cytomegalovirus: association between dried 
blood spot viral load and hearing loss. Arch Dis Child Fetal Neonatal 
Ed, 93, F280–F285.

Wen, C., Zhao, X., Li, Y., Yu, Y., Cheng, X., Li, X., Deng, K., Yuan, X., 
Huang, L. (2022). A systematic review of newborn and childhood hear-
ing screening around the world: Comparison and quality assessment of 
guidelines. BMC Pediatr, 22, 160.

White, K. R., Forsman, I., Eichwald, J., Munoz, K. (2010). The evolution of 
early hearing detection and intervention programs in the United States. 
Semin Perinatol, 34, 170–179.

WHO. (2009). Newborn and Infant Hearing Screening: Current Issues and 
Guiding Principles for Action. Accessed on January 3, 2023.

WHO. (2021a). World Report on Hearing. World Health Organization. 
Accessed January 3, 2023.

WHO. (2021b). Hearing Screening: Considerations for Recommendations. 
Accessed January 3, 2023.

WHO. (2022). Recommendations on Maternal and Newborn Care for a 
Positive Postnatal Experience. World Health Organization. Accessed 
January 3, 2023.

Winston-Gerson, R. & Ditty, K. M. (2021). Chapter 2: Newborn Hearing 
Screening. In NCHAM ebook A Resource Guide for Early Detection 
and Intervention, Chapter 2. https://www.infanthearing.org/ehdi-
ebook/2021_ebook/2%20Chapter2NewbornHearing2021.pdf. Accessed 
January 3, 2023.

Wood, S. A., Sutton, G. J., Davis, A. C. (2015). Performance and character-
istics of the Newborn Hearing Screening Programme in England: The 
first seven years. Int J Audiol, 54, 353–358.

Worsfold, S., Mahon, M., Yuen, H. M., Kennedy, C. (2010). Narrative skills 
following early confirmation of permanent childhood hearing impair-
ment. Dev Med Child Neurol, 52, 922–928.

Wright, B., Hargate, R., Garside, M., Carr, G., Wakefield, T., Swanwick, 
R., Noon, I., Simpson, P. (2021). A systematic scoping review of early 
interventions for parents of deaf infants. BMC Pediatr, 21, 467.

Yamada, H., Tanimura, K., Fukushima, S., Fujioka, K., Deguchi, M., 
Sasagawa, Y., Tairaku, S., Funako, T., Mori, I. (2020). A cohort study 
of the universal neonatal urine screening for congenital cytomegalovirus 
infection. J Infect Chemother, 26, 790–794.

Yoshinaga-Itano, C. (2003). Early intervention after universal neonatal 
hearing screening: Impact on outcomes. Ment Retard Dev Disabil Res 
Rev, 9, 252–266.

Yoshinaga-Itano, C. (2015). Towards a model for the deaf infusion of lead-
ership in early hearing detection and intervention services. The 2015 
Libby Harricks Memorial Oration Number, 17, 8–25. https://www.
deafnessforum.org.au/wp-content/uploads/documents/research_publica-
tions/2015_lhmo.pdf

https://health.tainan.gov.tw/lasthealthweb/warehouse/%7B6F43B62D-0A8C-4027-A15B-8EF09A1474B9%7D/%E6%96%B0%E7%94%9F%E5%85%92%E8%81%BD%E5%8A%9B%E7%AF%A9%E6%AA%A2%E8%A3%9C%E5%8A%A9%E6%9C%8D%E5%8B%99%E6%96%B9%E6%A1%881091230.pdf
https://health.tainan.gov.tw/lasthealthweb/warehouse/%7B6F43B62D-0A8C-4027-A15B-8EF09A1474B9%7D/%E6%96%B0%E7%94%9F%E5%85%92%E8%81%BD%E5%8A%9B%E7%AF%A9%E6%AA%A2%E8%A3%9C%E5%8A%A9%E6%9C%8D%E5%8B%99%E6%96%B9%E6%A1%881091230.pdf
https://health.tainan.gov.tw/lasthealthweb/warehouse/%7B6F43B62D-0A8C-4027-A15B-8EF09A1474B9%7D/%E6%96%B0%E7%94%9F%E5%85%92%E8%81%BD%E5%8A%9B%E7%AF%A9%E6%AA%A2%E8%A3%9C%E5%8A%A9%E6%9C%8D%E5%8B%99%E6%96%B9%E6%A1%881091230.pdf
https://health.tainan.gov.tw/lasthealthweb/warehouse/%7B6F43B62D-0A8C-4027-A15B-8EF09A1474B9%7D/%E6%96%B0%E7%94%9F%E5%85%92%E8%81%BD%E5%8A%9B%E7%AF%A9%E6%AA%A2%E8%A3%9C%E5%8A%A9%E6%9C%8D%E5%8B%99%E6%96%B9%E6%A1%881091230.pdf
https://health.tainan.gov.tw/lasthealthweb/warehouse/%7B6F43B62D-0A8C-4027-A15B-8EF09A1474B9%7D/%E6%96%B0%E7%94%9F%E5%85%92%E8%81%BD%E5%8A%9B%E7%AF%A9%E6%AA%A2%E8%A3%9C%E5%8A%A9%E6%9C%8D%E5%8B%99%E6%96%B9%E6%A1%881091230.pdf
https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-rights-child
https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-rights-child
https://www.infanthearing.org/ehdi-ebook/2021_ebook/2%20Chapter2NewbornHearing2021.pdf
https://www.infanthearing.org/ehdi-ebook/2021_ebook/2%20Chapter2NewbornHearing2021.pdf
https://www.deafnessforum.org.au/wp-content/uploads/documents/research_publications/2015_lhmo.pdf
https://www.deafnessforum.org.au/wp-content/uploads/documents/research_publications/2015_lhmo.pdf
https://www.deafnessforum.org.au/wp-content/uploads/documents/research_publications/2015_lhmo.pdf


Copyright © 2024 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

1088  YOSHINAGA-ITANO ET AL. / EAR & HEARING, VOL. 45, NO. 5, 1071–1088

Yoshinaga-Itano, C., Baca, R. L., Sedey, A. L. (2010). Describing the tra-
jectory of language development in the presence of severe-to-profound 
hearing loss: A closer look at children with cochlear implants versus 
hearing aids. Otol Neurotol, 31, 1268–1274.

Yoshinaga-Itano, C. Carr, G., Davis, A. C., Ching, T. Y. C., Chung, K., 
Clark, J. L., Harkus, S., Kuan, M.-L., Garg, S., Balen, S. A., O’Leary, 
S. (2022). CGHH Hearing Pathways Working Group: Recommendations 
for Readiness Assessment and Development of Early Hearing Detection 
and Intervention Programs. Coalition for Global Hearing Health 
Conference, USA.

Yoshinaga-Itano, C., Coulter, D., Thomson, V. (2000). The Colorado 
Newborn Hearing Screening Project: Effects on speech and lan-
guage development for children with hearing loss. J Perinatol, 20,  
S132–S137.

Yoshinaga-Itano, C., Coulter, D., Thomson, V. (2001). Developmental out-
comes of children with hearing loss born in Colorado hospitals with and 
without universal newborn hearing screening programs. Semin Neonatol, 
6, 521–529.

Yoshinaga-Itano, C., Manchaiah, V., Hunnicutt, C. (2021a). Outcomes of 
universal newborn screening programs: Systematic review. J Clin Med, 
10, 2784.

Yoshinaga-Itano, C., Mason, C. A., Wiggin, M., Grosse, S. D., Gaffney, M., 
Gilley, P. M. (2021b). Reading proficiency trends following newborn 
hearing screening implementation. Pediatrics, 148, e2020048702.

Yoshinaga-Itano, C., Sedey, A. L., Coulter, D. K., Mehl, A. L. (1998). 
Language of early- and later-identified children with hearing loss. 
Pediatrics, 102, 1161–1171.

Yoshinaga-Itano, C., Sedey, A. L., Mason, C. A., Wiggin, M., Chung, W. 
(2020). Early intervention, parent talk, and pragmatic language in chil-
dren with hearing loss. Pediatrics, 146, S270–S277.

Yoshinaga-Itano, C., Sedey, A. L., Wiggin, M., Chung, W. (2017). Early 
hearing detection and vocabulary of children with hearing loss. 
Pediatrics, 140, e20162964.

Zeng, X., Liu, Z., Wang, J., Zeng, X. (2020). Combined hearing screening 
and genetic screening of deafness among Hakka newborns in China. Int 
J Pediatr Otorhinolaryngol, 136, 110120.

Erratum

Hearing Loss and Dementia: Where to From Here?: Erratum

In the article that published in the in the May-Jun 2024, volume 45 issue of Ear and Hearing, “Hearing Loss and Dementia: 
Where to From Here?” by P. Dawes and K.J. Munro, an error was discovered on page 532 by the authors.

The published paper text reads:

Invariably, almost any research study on hearing loss published today will provide a background for the research by saying 
something like “hearing loss is a marker of risk for dementia” (including papers that we have coauthored, e.g., Allum, Meredith, 
Uus, Kirkham & Dawes 2023; Dawes et al. 2015; Taylor, Dawes, Kapadia, Shryane & Norman 2023).

The correct text is noted below:

Invariably, almost any research study on hearing loss published today will provide a background for the research by saying 
something like ‘hearing loss is important because hearing loss is risk for dementia’ (including papers that we have co-authored, 
e.g. (Allum, Meredith, Uus, Kirkham, & Dawes, 2023; Dawes et al., 2015; Taylor, Dawes, Kapadia, Shryane, & Norman, 
2023)).
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