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ACCESS TO MEDICAL SERVICES FOR PEOPLE WHO ARE DEAF, HAVE A HEARING IMPAIRMENT OR HAVE A CHRONIC DISORDER OF THE EAR

Access to medical services encompasses a range of issues. The issues include affordability of services and the ability to communicate with the medical professionals involved. Within this issue allied health services, including audiological services, preventative medicine and services that assist in the prevention of deafness must also not be overlooked. Preventative medical services are of equal importance and, so, access to medical services that assist to prevent deafness must also not be overlooked.

Communication Access for Medical Services

All people who are Deaf or have a hearing impairment have the same right to access facilities as do people with hearing. Therefore, all medical service facilities for the benefit of patients or staff must be accessible to all patients and staff, not just to those with normal hearing. Failure to provide equitable access to such facilities means the person who is Deaf or has a hearing impairment is discriminated against. It is illegal to discriminate against people on the basis of their hearing/deafness disability.

It is possible to provide communication access through the provision of the right equipment. For example, it is possible to purchase simple portable communication devices to facilitate communication with people with hearing impairments, who are users of medical services. It is possible to purchase telephones with volume control to ensure that staff with hearing impairments can communicate effectively with patients seeking to make appointments. It is possible to purchase smoke alarms and a range of other devices that attract attention via flashing lights or vibrations rather than via sounds, so that deaf patients and staff will not be at greater risk in emergency situations. It is possible to purchase Teletext-enabled TV sets so that captions may be displayed on TV sets in the waiting rooms of medical services for the benefit of deaf patients. A range of affordable solutions exists to communication access issues.

In respect of the provision of medical services themselves, there are particular communication issues that arise. For example:

· communication may become particularly difficult when patients are undergoing certain procedures,

· interpreters and others required to facilitate communication may need to be located so that they are unable to see procedures or other things that need to remain private,

· interpreters, and other communication facilitators, must keep details of procedures and other things confidential, in the same way that they keep the actual communications confidential,

· when surgical or diagnostic procedures make it necessary for patients to use their hearing aids, and

· a range of other conditions, such as anxiety about medical diagnoses or procedures, fatigue, frailty, dementia, or even simple disorientation may diminish patients’ communicative competencies, already compromised by deafness.

Any expense associated with providing interpreters, or other communication facilitators) should never be a reason to refuse to provide such a person if one is requested, but the profit motive might cause proprietors to reject potential patients who are deaf if it was perceived that their special needs would be a drain on the facility. The 2004 Federal Budget announced a new initiative to provide Auslan interpreters free of charge in respect of private medical services that attract Medicare benefits. The Office of Disability’s explanation of why the free service is not also available for Government medical services is that such services should provide Auslan interpreters from their own Budget allocations. There are at least three other communication issues that require consideration:

1. the provision of Auslan interpreters for medical services that do not attract Medicare benefits (including allied health services such as hearing tests and other audiological services undertaken by audiologists and audiometrists), and

2. the provision of the people to facilitate communication with deaf patients who do not use Auslan, but use some other form of sign language. Auslan users are a key target group and have significant needs. However, within the population of Deaf and hearing impaired people in Australia there is also a high proportion that do not use Auslan and have other unique access needs that are rarely considered. Many use signed English, lip patterns with signs, etc. There are the oral deaf who have literacy problems. There are NESB deaf who have language difficulties. There are deaf people with other disabilities as well. There are duty of care issues in regard to all of these groups.

3. the education of medical personnel about the communication difficulties of people who are Deaf or have hearing impairments, including those with and without hearing aids, and the techniques and technologies that should be employed to minimise these difficulties.

Except where supply of a particular resource falls short of demand, there is no valid reason why operators of medical services cannot provide adequate communication access for all patients (and staff). Where a demand cannot be met for a valid reason, e.g. in an emergency situation there is no qualified and accredited Auslan interpreter available, then there is no valid reason why the next best alternative arrangement cannot be made.

Affordable access to audiological and other hearing health services

Medical or health services must be defined to include hearing services. Indeed, hearing services must be seen as hearing health services and, in turn, be seen as a primary health care issue. Much more will be said about this later in this paper.

Deaf or hearing impaired adults with low incomes who are not eligible for the Commonwealth’s Hearing Services Program are frequently unable to afford to access hearing health services or hearing aids. This results from the high costs of hearing aids and the exclusion of both aids and audiology/audiometry services from the Medicare program.

In Victoria some assistance for some eligible low-income people is available through the HEAR Service at the Victorian Deaf Society (Vicdeaf), which receives limited funding from the Department of Human Services for the ‘therapy’ component, i.e. the testing, fitting and adjustments, etc. of aids. The reduced cost results from Vicdeaf’s operational decision to reduce the profit that it could make on an individual aid. Private clinics could make the same choice if they wished, consistent with their need for sufficient profit to be viable. In South Australia the DaCosta Benevolent fund administered by the Royal Adelaide Hospital provides health care card holders with up to $1,000 per year towards hearing aids or Tinnitus devices. The hospital fits aids and provides full Tinnitus Retraining Therapy programs to low income people.

The only other known avenue for access to assistance is through a few second-hand hearing aid services (or banks) conducted by volunteers from some self-help consumer groups, university audiology clinics and public hospitals in some States. These too have their limitations as only behind-the-ear aids can be offered and, by the time they are available as pre-used aids, they often have passed their use-by date.

Deaf or hearing impaired adults unable to afford hearing health services can suffer severely disadvantaged lives. Their ability to participate in training or employment, family or social life can be limited and their impairment places them at high risk of developing emotional health and interpersonal problems arising from communication difficulties and social isolation. Provision of some assistance for hearing health and aids would be economically beneficial to the nation if it enabled such people to resume or find employment, as well as being personally relieving for them, their families, friends and employers. 

There is an essential inequity in Australia in the way hearing loss is regarded and funded compared with other health conditions. Hearing health care is not considered to be a primary health care area. Hearing aids are not treated as essential medical appliances. Rather, Deaf and hearing impaired adults are expected to budget for and purchase hearing aids as if they were discretionary consumer items. Hearing aids are not a luxury good. Hearing loss isolates and marginalises people and can be the cause of them moving in to a lower income bracket because they are unable to hold a higher paying position.

Hearing aids are expensive. When the costs of high quality professional advice and assistance are included, an aid usually costs upwards of $2,000. This is because of the high technology involved, the professional services for fitting and adjustments bundled into the price, and the necessary profit margins. At best a ‘package’ of one basic hearing aid and aural rehabilitation would cost $1,200 to $1,400 in the private sector. The majority of people require two aids for effective rehabilitation of their communication difficulties and this simply puts hearing aids beyond the means of low-income people. The result is the socially unacceptable situation that the well-off have better access to aids in general, and to more expensive aids that provide superior assistance for severe hearing loss, than do the less well off.

The exclusion of audiological services and aids from Medicare benefits, and the sparse rebates provided by private health insurers, reinforces this inequity. Some financial relief is available within the rebates of personal income tax for medical expenses, but the threshold for gaining the rebate is high and the rebate itself is small and limited to those paying enough tax to benefit.

It is acknowledged that the Government intervenes in the hearing health industry to reduce this inequity with the Commonwealth’s Hearing Service Program. However, given the number of low-income adults unable to access services because they fall outside the eligibility rules of this Program, the effectiveness and equity of this intervention on a total community level must be questioned.

Among adults, eligibility is restricted to Pension Concession Card Holders, people receiving Sickness Allowance from Centrelink, members of the Australian Defence Force, particular clients of the Department of Veterans’ Affairs and some clients of the Commonwealth Rehabilitation Service. Thus most hearing-impaired people between the ages of 21 and 65 are excluded. Apart from the serious personal setbacks they experience because of their inability to access appropriate services and rehabilitation, the loss or reduction in potential productivity of this working age population is a major concern.

Disadvantaged Deaf or hearing impaired low income groups include:

· unemployed people on Newstart allowance (or equivalent).

· mature-aged students attempting to obtain or upgrade qualifications.

· young adults who have been clients of the Government’s Hearing Services Program for children, and who face limited employment prospects resulting from the continuing effects of congenital deafness.

· young adults who have been clients of the Government’s Hearing Services Program for children, and who have not yet completed their tertiary studies.

· low income adults who have not been clients of the Government’s Hearing Services program as children but who, as persons with acquired deafness, find themselves in need of hearing aids to participate in a hearing world.

· employed people on low incomes whose budgets are fully extended with the expenses of family, mortgage, children’s education etc. 

· farmers of pensionable and non-pensionable age who are not able to retire for various valid economic and personal/family reasons.

Hearing impaired indigenous people are rarely eligible beyond childhood. Unemployment does not render them eligible and their regrettably shortened life spans mean that they often do not reach pension eligibility age.

Equity demands that the community find ways to extend low cost or free hearing services to low-income groups. Ideally, the Commonwealth’s Hearing Services Program should be extended to include groups described above. If the government declines to make funds available to do this, the current scheme should be reviewed with a view to ensuring it reaches those people most in need. Means testing, and co-payments should at least be considered with a view to extending the scheme to more people. Alternatively, action should be taken with a view to ensuring that schemes such as that operating through Vicdeaf are available in all parts of Australia. Solutions must be found. The Australian community’s conscience must be stirred and the inequities currently attached to hearing health care, removed.

Current government funding arrangements meet the initial cochlear implant speech processor fitting costs for all pensioners, children and veterans, but the costs of upgrading speech processors are only met for children. However, government funding is often not sufficient to allow for a cochlear implant to be provided without an extended waiting time. Given that a person is basically not receiving any benefit from hearing aids at this time, the prolonged wait for government funds to be available adds to their trauma. In some States it is reported that there is a five-year waiting list.
 

The Hearing Services legislation that specifically deals with provision of Community Service Obligations is the Declared Hearing Services Determination, 1997. The Minister determines these services. The difference between services provided to Australian Children (Class 1) and Certain Eligible Persons - Class 7 (adults with complex rehabilitation needs) is that the children have access to one extra service, the provision of a replacement cochlear implant speech processor unit. Certain Eligible Persons - Part 7 numbers 4 & 5 cover the needs of eligible pensioners with a cochlear implant. So long as they are eligible for Australian Hearing’s services and have a current Hearing Services Card, i.e. have paid their annual maintenance fee, their needs are met.

Parents and cochlear implant clinics lobbied for children to have access to upgrades of speech processors, as these were not covered by any State public funding (but initial speech processor devices were). They argued their case on the basis that all children are entitled to hearing aid upgrades etc. A special budget initiative initially set aside a certain amount of money for upgrades over a 4-year period. As a follow up, government decided to roll this into the annual budget for services to children, and the legislation was changed to reflect the latter.

As a result of a government review determining that upgrading speech processors could not be defined as prosthetics, the government agreed that (from February 2002) private health insurance providers would no longer be obliged to pay benefits towards these costs under their Hospital tables. However, that change was put on hold while the private health insurance area of the Commonwealth Department of Health and Ageing negotiated with the funds about the possibility of including speech processor upgrades in their ancillary benefits tables. The most recently available advice is that some private health insurance companies have agreed to include benefits in their ancillary tables and the department hopes others will follow suit, before ongoing speech processors are excluded from the definition of prostheses. The issue then would be the level of benefits payable via ancillary tables. It seems unlikely that the level of benefits offered would cover the full cost. There also is the situation of people unable to afford private health insurance.

It is arguable that the costs of upgrading speech processors is a “Costs of Disability” issue and that the government should meet such costs for those not assisted by Australian Hearing, perhaps via an allowance tailored to reflect the costs incurred by any particular person with a defined disability. For such an arrangement to benefit cochlear implantees, eligibility would need to extend beyond the current assessment of eligibility for Disability Support Pension. 

Adults with cochlear implants who are not eligible for Australian Hearing’s services are financially disadvantaged in respect of the costs of upgrading their cochlear implant speech processors. The exclusion of ongoing speech processors from the definition of prostheses in respect of private health insurance has created a problem even for those able to afford private health insurance.

Medicare Benefits for Audiological (Hearing Health) Services

The ability to acquire available audiology services which assist the Deaf and hearing impaired to hear must be available to all persons who are Deaf or have a hearing impairment, not just those who have sufficient financial resources and those eligible for the government's hearing services program. While the government's hearing services program provides free hearing tests and associated services for pensioners and others entitled to use it, there is no fee relief available to those who are not eligible for the government's program. 

That means, for low-income earners, the government should provide assistance via its Medicare or hearing services programs. 

It is a very curious anomaly that Australians can have their sight tested and receive benefits from Medicare, but can not do the same in respect of a hearing test (unless specifically referred by a general practitioner). There is not considered to be any valid reason why Medicare refunds should not be available for the testing of hearing and associated consultations by audiologists/audiometrists, without a referral from a general practitioner. Not having to seek a referral would also mean the cost of the medical consultation would be saved.

When it is considered that the hearing impaired population is growing rapidly in tandem with the ageing of Australia's population, a government review and redress of this unequal treatment of essentially similar services, is considered to be urgently needed. 

Medicare benefits should be payable for all hearing health consultations.

Private Health Insurance for Audiological (Hearing Health) Services

Private Health Insurance Funds currently pay some, varying, benefits in respect of some audiology services. The level of benefits generally is inadequate.

The ability to acquire available audiology services which assist the Deaf and hearing impaired to hear must be available to all persons who are Deaf or have a hearing impairment, not just those who have sufficient financial resources and those eligible for the government's hearing services program. 

In addition to low-income earners, there are others who would value higher private health insurance benefit levels or more affordable health insurance. For example, a family that includes a Deaf parent incurs greater overall costs and, so, finds it more difficult to meet the normal costs of living, including such items as the education of the hearing children in the family.

Private health insurance providers should offer benefits (with affordable premiums) that ensure all persons are able to afford needed audiology services.

Vaccinations to Prevent Deafness

In the early 1990s, the Deafness Association of the Northern Territory (DANT) became aware that non-immunity to the congenital rubella syndrome (CRS) was as high as 25% among migrant women, particularly from South East Asia, compared with 3-5% among Australian women. This was thought probably to be due to lack of immunisation and awareness programs in their countries of origin.

As the NT has a very high migrant intake, DANT commenced a campaign to raise awareness of the dangers of CRS in early pregnancy. It used fifteen different languages in pamphlets and posters regarding the dangers of DeafBlindness, brain and heart damage in babies resulting from CRS.

Canadian research has since shown that lifelong late-emerging medical conditions, such as early Alzheimer-like conditions and seizures may occur with the average age of onset being between 13 and 30 years, as well as a high rate of diabetes and thyroid problems.

Since the DANT campaign commenced there has not been one case of rubella-induced deafness in the NT. The NT Health Service provided a grant to DANT in 1993 to produce a video that raised awareness in four languages: Thai, Cantonese, Portuguese and English (with English subtitles). These videos are now used in the context of the National Childhood Immunisation Campaign, and resulted in DANT winning the Jenner Bicentenary Award for the professional organisation that had done the most to further the cause of immunisation in Australia. Interstate requests led to the production of the video in a further four languages: Indonesian, Mandarin, Vietnamese and Cambodian.

Earlier campaigns in English by the Deafness Foundation (Victoria) helped to produce the very low incidence of non-immunity to CRS among Australian women. Recent research shows a significant lowering of the previously high non-immunity rate among migrant women.

It has been estimated that each child affected by CRS costs the nation $250,000 extra to raise. In addition, there also is the ongoing cost of later-emerging complications. It also has been suggested that the cost of raising a DeafBlind child is $3m. Quite apart from the trauma to newly arrived migrants having a baby affected by CRS, the cost implications in themselves make it of great importance to raise awareness to the full. It is simple economic commonsense to promote a program of inoculation, particularly as such a program also covers measles and mumps (both of which may also cause hearing loss).

The use of information videos in various languages is a most effective way to raise awareness regarding the value of immunisation and to lower non-immunity rates among migrant women. Therefore, the free availability of such videos should be facilitated.

The costs of pneumococcal vaccination have been the subject of some political debate recently. The Opposition has stated that it will make the vaccinations available free of charge to all children if elected. The government has stated that the difficulty with that is the shortage of the vaccine. Regardless of the facts the costs must be affordable so that parents may provide their children with protection against this disease, which can cause deafness. One parent of three children aged 3 months, two years and nearly six years has been quoted $135 per injection plus doctor’s consultation fees, for three injections for each child. That would mean a total cost of approximately $1,650 less Medicare rebates relating to the doctor’s consultation.

Hearing Health as a National Health Priority

Given that approximately 4 million Australians are Deaf or have some amount of hearing impairment1 and a very large number of Australians live with chronic ear disorders, the Deafness Forum believes it is time that hearing health became a national health priority. To achieve that, hearing health first needs to be dealt with as a mainstream health issue.

The Deafness Forum has, for many years, argued that hearing impairment or deafness is a grossly underestimated public health problem in Australia. Its view has been that recognition of this, and the implementation of strategies to stem the rising incidence2 of acquired hearing loss, offers the potential of long-term significant savings to both the public health and social security budgets. The Forum has previously recommended (unsuccessfully) that the Commonwealth government set up an Inquiry into the Auditory Health of the Nation to establish:

· national research goals,

· co-ordinated, appropriate and cost-effective rehabilitation strategies, and

· on-going education/prevention programs.

There needs to be a national, proactive approach to the prevention of avoidable hearing loss acquired from poor occupational health practices, exposure to noise, etc.

As long ago as 1996, the (Federal) Coalition stated in writing to the Deafness Forum that it supported “appropriate public and awareness strategies on deafness and hearing loss” and that it believed that “prevention and early intervention is a serious national issue”. So, the question needs to be asked. Why is hearing health not a national health priority?

The Health Priorities Branch of the Commonwealth Department of Health and Ageing has responsibility for focussing on improvements in the quality of the health care system. Its mission is to be the ‘premier integrating force for national efforts to improve the quality of health care in Australia’. However, until hearing health is accepted as a mainstream health care issue, the Health Priorities Branch will not even consider it.

Diabetes, cardiovascular disease and stroke, asthma, cancer and arthritis and musculoskeletal conditions are all important areas, so it is right that they are all part of the work of the Health Priorities Branch. However, deafness and ear disorders are also important. So, why is it that the Commonwealth government puts responsibility for hearing services with aged care? The Minister for Ageing has administrative responsibility for the Hearing Services Program and for Australian Hearing. Certainly there is a close correlation between hearing impairment and ageing3 and Australia is an ageing population; but you do not have to be old to have a hearing impairment, be Deaf or have a chronic disorder of the ear.

A link on the Department’s Website takes you to a “HealthInsite” page, which states “Chronic conditions are those which are long term (lasting more than 6 months) and can have a significant impact on a person's life. Chronic conditions can affect people of all ages. Many chronic conditions can be managed to minimise the severity of the symptoms and the impact on a person's life. Management of chronic conditions may be through medication and/or significant lifestyle changes (for example: dietary changes, taking up exercise programs and/or stress management techniques).”
The chronic conditions listed include those that are the focus of the Commonwealth Chronic Disease Prevention and Management Programs. You will not find Meniere’s Disease, Hyperacusis, Tinnitus or Acoustic Neuroma listed (although a search will identify articles on such subjects), despite the fact that are long-term, have a significant impact on the lives of those who live with them, and can be managed through medication and/or lifestyle changes. It is widely accepted that about 18% of the population has Tinnitus. For some it is so debilitating that it affects their family and social lifestyle and their employment. Hyperacusis, specifically affecting people with noise-induced Tinnitus, causes some to become housebound, basically dropping out of society. Meniere’s Disease, although not as common as Tinnitus, can also have devastating impact on a person’s health. Acoustic Neuromas affect over 300 people each year in Australia.

Hearing loss ranks as a major cause of years of healthy life lost due to disability. A 1999 Australian Institute of Health and Welfare study of the burden of disease and injury in Australia found that (in 1996) adult-onset hearing loss was the 11th leading cause of Disability Adjusted Life Years (DALYs: Number of years of life lost due to death and injury in a given year) for men and the 15th leading cause for women. For men it was the cause in 2.5% of all cases; for women it was 1.3% of all cases. Late-onset hearing loss was the second leading cause (after depression) of equivalent healthy life years lost due to the presence of a disability in men, and the ninth leading cause for women. Taking both genders together, hearing loss rates overall as the fifth highest cause of years of healthy life lost due to disability. Hearing loss, as a cause of years of life lost, rates above prostate cancer, asthma and osteoarthritis for men and above ovarian cancer, cervical cancer and suicide for women. For both genders, hearing loss causes more disease burden than alcohol dependence, Parkinson’s Disease or melanoma. It cannot be denied that the impact of hearing loss on the Australian population is great. The importance of awareness of this condition amongst both the general public and especially primary medical care practitioners cannot be stressed too highly. With early detection and the appropriate intervention of hearing aids or cochlear implantation, functional hearing and hence close to pre-morbid quality of life can be attained by most of those affected.

Although deafness is not a national health priority, one of the frequent outcomes of deafness is; namely, mental health. Injury prevention is another national health priority area, but this is about falls, drownings and poisons, rather than about such things as noise injuries that cause deafness.

Most people lose the ability to hear about three decibels a decade. In 1994 Dr Eric Le Page found4, 5 that people under the age of 20 years in Australia, were losing the ability to hear eight decibels a decade. A USA survey has found6 that 17% of students aged 10 to 20 years old had already lost some ability to hear. Approximately one third of people with hearing impairment suffer from noise induced hearing loss.6, 7 For those people with noise induced hearing loss, approximately 50% also have some degree of tinnitus.8 Dr Powel Jastreboff has stated9, 10 that tinnitus is accompanied by hyperacusis in up to 40% of cases.

In 1994 Dr Le Page reported11 that the average Australian teenager had the ear damage of a 45-year-old person, and that most of this damage had been caused by deafening loud music. He said: "Young people's ears are aging three times faster than did their parents' ears". Dr Le Page predicted that by about 2014 more than 10 million Australians - 78% of men and 25% of women - will be suffering from hearing damage, much of it self-inflicted through loud music and the use of radio and CD-player headphones. By 1994 there was already a generation of teenagers whose rate of hearing impairment was on par with that of people in their mid-40s. By the time they reach their 30s, those teenagers will have levels of deafness normally associated with people in their 60s and 70s.5 

Dr Le Page has said11, 12, 13, 14 exposure to loud noise through portable cassette players and rock concerts was aging teenagers ears' at three times the rate of their parents. He found that youths he tested, ranging in age from 13 to 18, were already showing the same level of ear damage as people in their early 40s. He said: "Whereas their parents had a useful hearing life of around 60 to 70 years, young people today (1994) are starting to have hearing problems in their 20s".

When hearing health is made a national health priority it will be important not to forget about the health of those that are already deaf. For them hearing health can go beyond the ears. For the young it can incorporate language acquisition and life opportunities, for the elderly it can be loneliness and depression, for the adolescent it can be poor self-esteem and social development. Therefore, hearing health also incorporates well-being, and the social and emotional issues of those who live their life as people who are Deaf or have a hearing impairment. Indeed hearing health also should encompass the full range of issues that flow from poor hearing health or “ears that do not work”. They would include quality of life, psychological factors, social functioning and intimate relationships, social isolation, education and employment, cognitive function and dementia, mortality.15 The presence of measured hearing loss has been found to be associated with significant increases in community service use, reduced perception of general health, and self-prediction of future nursing home admission.15
The Commonwealth government has recognised the associated issues to some extent in respect of the indigenous population at least; by adopting a policy principle to position ear health within a comprehensive, population-based approach to family, maternal and child health.16 Similar policy principles need to be adopted in respect of hearing health for the entire Australian population.

All people who have (or define themselves as having) deafness, hearing loss or disorders of the ear must receive the best care available, not only for their ears but also for all the other associated issues that arise and are part of hearing health. The requirement is for an adequate infrastructure to provide the full range of services needed in respect of hearing health and associated issues. There needs to be a focus on prevention, early intervention and risk awareness, but there also needs to be attention given to the whole gambit of associated physical and social hearing health care issues.
At the conclusion of his 2002 Libby Harricks Memorial Oration regarding the prevalence, risk factors and impacts of hearing impairment in an older Australian population17, Professor Paul Mitchell called for “a co-ordinated application to the Federal government for sensory impairment to be considered the 8th Australian National Health Priority” and sought support in that endeavour. Professor Mitchell noted that the projections developed from the Blue Mountains Study confirmed the pressing need to increase the research effort into the relatively under-studied area of hearing impairment. He noted that such research could identify modifiable factors that, if targeted, might lead to a reduction in the incidence, severity or progression of age-related hearing impairment, or could delay its onset. He also stated that, in its broadest sense, sensory impairment research in the USA draws around 10% of the National Institutes of Health budget. In Australia the proportion is much lower.

The time is well and truly here for hearing health to be made a National Health Priority. Arguments include:

· deafness can lead to social isolation, mental health problems and even long-term unemployment,

· people with an acquired hearing impairment show anxiety and depressive symptoms at 4 to 5 times the rate exhibited by people with ‘normal’ hearing18,

· hearing impairment strikes at a fundamental aspect of an individual’s humanity - the ability to communicate effectively and subtly19,

· hearing impairment is exceeded only by dementia as one of the top ten causes of years lost due to disability amongst older Australians20,

· hearing impairment contributes to cognitive dysfunction in older adults, exacerbating the symptoms of dementia21, and

· we live and work in acoustically unfriendly environments.

Numerous Queensland organisations have provided the Deafness Forum with letters of support for hearing health to become a national health priority. They include the Disability Council of Queensland, the RSL Queensland Branch, the University of Queensland (School of Health and Rehabilitation Sciences, School of Medicine and Centre for Primary Health Care), Redlands Shire Disability Reference Group and Queensland Advocacy Incorporated. Some of the statements in those letters are:

· hearing health unequivocally meets a number of criteria that are used to judge the significance of a public health issue: large numbers of people are affected and the human and health system costs are substantial

· both economically and socially Australians would benefit from increased efforts to prevent avoidable hearing loss and to treat existing hearing loss

· the isolation that hearing loss produces in individuals has many impacts on them and on the community as a whole

· hearing health is a major public health issue

· the RSL is concerned about the veteran population of Australia and the impacts that hearing loss has on them and their dependants

· it is becoming more and more important that all aspects of the health sector focus on research, development and services which focus specifically on addressing the needs of the hearing impaired population

· without enlightened services and support from the health sector, the social and economic potential of the extensive hearing-impaired population will be sub-optimal for them and society as a whole

· it is most definitely time that proper attention was paid to the subject - this is evident from both the standpoint of equity and from an economic rationalist perspective

· prevention and early intervention should be practised as part of the holistic approach to a person’s health and as such to the nation’s health

· the current status of hearing loss is disadvantaging those with this disability in a variety of physical, emotional and fiscal ways

The Minister for Ageing has advised that national health priority area initiative is a collaborative effort involving Australian, State and Territory Governments. There is an agreement that the number of national health priority areas be limited to ensure effective action. National health priority status will be reviewed once demonstrable improvements have occurred. The next review (by the National Health Priority Action Council) will occur in 2005. The Minister has referred the Deafness Forum’s views to the Council for consideration in the 2005 review.

Indigenous Hearing Health

The main cause of hearing loss among indigenous people (particularly in the Northern Territory) is otitis media (middle ear infection). In the Northern Territory it affects approximately half of all Aboriginal children and a quarter of adults. Around 9,000 of the current NT indigenous population will, as a result, be seriously disadvantaged throughout their lives. The health needs assessment within the North Queensland ATSIC zone in 1995 ranked ear infection as the fifth greatest problem for indigenous communities.

The first episode of acute otitis media may start as early as one month. By 12-18 months, 50-80% of children have evidence of chronic otitis media in one or both ears. By the time an Aboriginal child reaches 14 years, he or she is likely to have spent 24 months with the disease, contrasting with approximately 2 months for non-Aboriginal children. The reasons for the incidence of otitis media being much higher in indigenous children are considered to include:

· Reduced access to health care

· Poor immune response to introduced infections

· Poor nutrition

· Overcrowded accommodation

· Inadequate domestic waste and sewage arrangements

· Lack of good quality water

· Polluted swimming holes

· Low health expectations

Because of the very high levels of ear disease in the indigenous community, the level of conductive hearing loss is also very high. Different studies have found rates of hearing loss up to 70%.

The ‘at-risk’ factors for sensorineural hearing loss can also be higher for Aboriginal children. These include higher rates of prematurity, lower overall birth weights and higher rates of meningitis.

Otitis media usually begins in infancy, most commonly following acute respiratory tract infection. The danger is that hearing loss at such an early age will have a negative effect on language and intellectual development.

Unless diagnosed and treated, otitis media continues in the school-aged child. The moment pupils cross the threshold of a classroom they are disadvantaged: a Menzies School of Health study has established a clear correlation between hearing loss and reading age. Unless a hearing loss is recognised by the teacher, the affected child will opt out of learning and incrementally continue to be disadvantaged throughout schooling.

“Learning Lessons”, a report on Indigenous Education in the Northern Territory, states that in one classroom 90% of children had no eardrums: in these circumstances, unless educational programs are developed to cope with hearing loss, it is a complete waste of time for the children to attend school. In no way can they fulfil their true potential and they will be severely disadvantaged in job procurement and coping with the requirements of modern life.

Studies show that changes in the middle ear or effusion of toxins through the oval window may result in permanent hearing loss. Consequently, there is a high prevalence of hearing loss in adults, with estimates ranging up to 40% in some communities. There is evidence that hearing loss may contribute to the high involvement of indigenous people in court proceedings within the criminal justice system.

In January 2004, the Commonwealth Government announced $7m for research to improve the health of Aboriginal and Torres Strait Islanders. A government media release regarding that funding noted that health issues affecting Indigenous Australians, such as comparatively high levels of glaucoma and middle ear infections, have been identified but remain poorly understood. It said that the aim of the research grants is to gain the understanding necessary to develop better and more effective health programs. It noted that lifestyle, cultural and environmental factors need to be considered to develop effective responses to these health problems. The funding will be made available through the National Health and Medical Research Council (NHMRC).

Hearing Screening

Currently Australia lags behind the US, much of Europe and other countries throughout the world in terms of early identification of hearing loss in infants. Approximately 1 child per 1000 live births will be born with a significant bilateral hearing loss, Many more are born with milder degrees (but no less significant in terms of language development) of hearing loss or unilateral losses (affecting one ear). The incidence of hearing loss in babies who require neonatal intensive care treatment is much higher.

Late diagnosis of hearing loss (over the age of 6 months) can result in poor, or late, speech and language development, poor general learning ability, lower reading comprehension and reduced socialization skills. This in turn leads to a reduction in the capacity for the person to obtain and retain employment, which can result in higher rates of unemployment.

All Australian babies are currently screened at birth for a number of conditions, all of which have a much lower incidence than deafness/hearing loss.

Newborn hearing screening can identify babies with a hearing loss in the first few days of life. Early identification provides the child with the opportunity to obtain a language by which to communicate. What language that is remains the decision of the child’s parents. Whatever form it takes, be it sign language or oral language, babies need to be able to start communicating for life at a very young age and the earlier a barrier to this vital communication is identified, the better the child’s opportunity to develop their communication style.
Some states of Australia have had targeted screening for hearing loss of babies known to be at higher risk of hearing loss for many years. However recent research has shown that many babies are born with a significant hearing loss who have no known “risk” factors, and only by universally screening all babies at birth will these be identified in time for early communication to begin.

Some States and Territories have introduced Universal Newborn Hearing Screening (UNHS), others are rolling out UNHS over time, others are providing targeted screening of “at risk” infants and other states have not commenced screening. Western Australia commenced a program but has terminated it on the grounds that the pilot program has not been cost-effective. Dr Harvey Coates has suggested that WA is the first State or country anywhere to regress in this way. The government’s decision needs to be reversed.

How does one determine cost-effectiveness in this type of situation? Presumably, the number-crunchers will have done their usual trick of ignoring all non-quantifiable benefits. Yet it is the social benefits that are most important here. The sooner deafness is identified the sooner appropriate interventions can lead to the child being provided with the best life opportunities. It is also likely that the fiscal experts have taken absolutely no account of the long-term costs to government if deafness is identified too late and the result is illiteracy. In recent years there was a suggestion from the Prime Minister that long-term unemployed people needed to go back to education to improve their literacy skills in order to enhance their employability. It is highly likely that their poor literacy levels resulted from undetected conductive deafness in their early school years.

More important than the actual hearing screening at birth is the need for every parent of every newborn found to have a hearing disability to receive the best possible information about the range of choices available to him or her. That information must be totally unbiased about the available options and should be made available as part of a structured early intervention program, which would allow the parents to make their own decisions without pressure. There would be no judgments made about the choices made. Instead there would be total support for each individual decision so that it may be implemented as well as possible. If any parents subsequently changed their minds, there again would be nothing but support provided to them. This is something that the Deafness Forum is pursuing.

Advancements in technology have enabled hearing screening of newborn infants to be quick, reliable and acceptable to parents. Whilst some babies do not pass the first screen and are required to undergo further testing, most parents are pleased to have this done to determine if their baby can or cannot hear.

If a child has significant hearing loss and receives intervention soon after birth, which may include the fitting of hearing aids and other forms of intervention (preferably by 1 to 2 months of age) their outcomes in terms of developing communication skills increase dramatically and will likely develop language and other skills at the same rate as their normal hearing peers. 

The Deafness Forum endorses the Australian Consensus Statement on Universal Newborn Hearing Screening, with the addition that universal screening must be culturally appropriate and reach all areas of the population (including ESL, ATSI and those in rural and remote areas). It believes that all babies regardless of where they are born or reside are owed the right to have their hearing screened at birth and early intervention commenced immediately so that they have the opportunity to communicate.

Of course, newborn screening is simply the beginning. Children grow and they go to school. When they get there, they need to be able to follow everything that is going on. They need to know what the teachers are saying. They need to be able to communicate with the teachers and other students. Regular school age hearing screening is no longer conducted in schools. School health surveillance should be reinstated, conducted in conjunction with other relevant programs (e.g. immunisation programs).
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