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Feasibility of implementing a universal
neonatal hearing screening programme
using distortion product otoacoustic
emission detection at a university
hospital in Hong Kong
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Objective. To assess the feasibility of implementing a universal neonatal hearing
screening programme using distortion product otoacoustic emission detection at
a major teaching hospital in Hong Kong.
Design. Descriptive study and questionnaire.
Setting. Teaching hospital, Hong Kong.
Methods. A total of 1064 infants, together with their mothers, were successfully
recruited for the study. The participation rate was 99.3%. A three-stage hearing
screening protocol using distortion product otoacoustic emission detection was
adopted. Each of the participating infants was screened on three separate occasions
(day 1-4, day 5-14, and day 21-30 after birth), irrespective of the test results. A
questionnaire was administered to 364 randomly selected mothers to determine
whether as consumers of the hearing screening service, mothers would find
screening desirable.
Results. Results of the screening demonstrated an incidence of permanent bilateral
hearing loss (≥40 dB in the better ear) of 0.28%. The results also showed that
3.5% of the screened infants were referred for subsequent diagnostic audiological
assessment, including those suspected with unilateral as well as bilateral hearing
loss. Data obtained were comparable to other reported results obtained using
multi-stage screening protocols. Taking both the false positive rate and the default
rate into consideration, the most appropriate time for screening in this hospital
setting appeared to be around day 5 to 14 when infants returned to the hospital’s
day centre as out-patients for routine medical follow-up. Since this day centre
service is not generally provided by all maternity hospitals in Hong Kong, an
alternative time for screening would be around day 21 to 30 when infants could
return as out-patients solely for the hearing test. The results of the questionnaire
suggested that most mothers thought a neonatal hearing screening would be
desirable (91.35%). The majority (81.70%) indicated a preference for screening
either within a few days of birth at the maternity ward prior to discharge from the
hospital, or between 5 and 30 days when returning to the hospital as an out-
patient.
Conclusion. It was concluded that a universal neonatal hearing screening
programme could be readily implemented in a maternity hospital setting in Hong
Kong.
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Introduction

It is estimated that approximately 1.5 to 6 in every 1000
newborns suffer from permanent congenital hearing
impairment.1-6 The great variation in the prevalence of
hearing loss reported in studies is thought to relate to
variation in the definitions of hearing loss used.7 When
defined as a hearing loss of 40 dB or higher in the better ear,
the prevalence ranges from 1 to 3 per 1000 newborns.8 If
unilateral hearing loss is included, the prevalence increases
by a further 40%.9

The significant negative impact of hearing impairment
on the social, emotional, and intellectual development of
affected individuals as well as society as a whole, is well docu-
mented.2,10-13 The early identification of hearing impairment
allows timely intervention to prevent significant speech and
language deficits.14-16

In Hong Kong, Maternal and Child Health Centres
(MCHC) of the Department of Health used to perform
universal hearing screening by using a behavioural
(distraction) hearing test at the age of 6-9 months.17 In
keeping with most published studies, hearing impairment
was often confirmed only after the first year of age.18-20

Recent studies have demonstrated that significantly better
language development is associated with the identification
of hearing loss and subsequent intervention by the age of 6
months.21-24 In an attempt to identify hearing loss at an earlier
age, the MCHC have lately revised their practice and have
started to perform hearing screening in their centres by using
otoacoustic emission detection.

There is a growing consensus in the United States and
Europe that all newborns should be screened for hearing
impairment within the first few months of life.5,25 In 1993,
the National Institutes of Health Consensus Development
Conference on Early Identification of Hearing Loss in Infants
and Young Children recommended that all newborns should
be screened for hearing loss within the first 3 months of
life, and preferably prior to hospital discharge.26 In 1994,
the Joint Committee on Infant Hearing (JCIH) also
recommended that all infants with hearing loss be identified
before the age of 3 months, and receive intervention by the
age of 6 months.2 In their 2000 position statement, the
principles and guidelines of implementing the screening

programme, with appropriate intervention were stressed.27

Universal neonatal hearing screening is preferred over
screening using a high-risk register, which can usually only
identify around 50% or less of infants with hearing loss.28,29

Achieving and maintaining positive parental attitudes is
considered essential for any neonatal screening to be
sustainable and effective. Negative parental attitudes may
be reflected in non-attendance for screening.30 Reports from
the United States and Europe indicate that the majority of
mothers considered neonatal hearing screening worth-
while,31-34 and that there was a relatively low level of maternal
anxiety surrounding neonatal hearing screening compared
with other pre- or post-natal screening tests.3 The current
study was undertaken to investigate: (1) the feasibility of
implementing a universal neonatal hearing screening pro-
gramme in a Hong Kong hospital using distortion product
otoacoustic emission (DPOAE) detection; (2) when would
be the most appropriate time to perform the screening after
birth; and (3) if mothers, as consumers of the hearing
screening service, would consider screening desirable.

Ethical approval for this study was obtained from the
University of Hong Kong Ethics Committee.

Methods

Subjects
The study recruited 1064 infants born in the Tsan Yuk
Hospital and their mothers, between 17 May 1999 and 18
October 1999. The total number of births in the hospital
during this period was 1076. Tsan Yuk Hospital is one of
the major university teaching hospitals in Hong Kong,
with a delivery rate of about 5000 births annually, which
is typical for a local district hospital in this region. The
hospital provides obstetric and neonatal intensive care and
follow-up services for women and their newborn infants.

All the mothers were well-informed about the screening
procedures involved and the reasons for screening. Those
who agreed to participate in the study completed and
returned a consent form prior to the testing. In addition,
364 mothers were randomly selected and asked to fill
in a questionnaire (Appendices 1 and 2). The questionnaire
comprised five questions. The aim of having a short and
simple questionnaire was to achieve a higher response rate.
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Equipment and procedures
Distortion product otoacoustic emission tests were recorded
using the Otodynamics ILO 292 Echoport System
(Otodynamics Ltd, Hertfordshire, UK). A calibration check
was performed daily to ensure satisfactory transduction of
the test stimuli, and thus accuracy of the test results. Testing
was performed by a trained nurse for 8 hours per day, 6
days each week. Testing was not performed on Sundays
and public holidays. Testing was carried out either in the
maternity ward or in the day room of the hospital, neither
of which had undergone special acoustic treatment.

A three-stage hearing screening protocol was adopted.
Each of the 1064 participating infants was screened on

three separate occasions, irrespective of test results (Fig).
For babies that appeared healthy after delivery, the first
screening took place prior to hospital discharge (day 1-4
after birth). The second screening took place when they
returned to the hospital’s day centre as out-patients for
routine medical follow-up (day 5-14). The third screening
was scheduled for day 21-30 after birth, with the mothers
and babies returning to the hospital solely for the hearing
test. A similar protocol was adopted for infants admitted to
the Neonatal Intensive Care Unit (NICU) with the screening
intervals determined from the date of discharge from the
NICU rather than the date of birth.

At the time of this study, no universally accepted con-

Questionnaires completed by mothers if willing to

participate

If fail

Discharge and enter MCHC   surveillance
programme, followed by telephone interviews,
when infants aged 18 months and 36 months

Diagnostic hearing tests and ABR‡ by
audiologist

If pass

Ear, nose and throat and paediatric
consultation, hearing aid fitting, and auditory

habilitation

If fail

1st DPOAE* screening prior to hospital discharge

(day 1-4)

2nd DPOAE screening as out-patients

(day 5-14)

3rd DPOAE screening as out-patients

(day 21-30)

If pass

Discharge and enter MCHC surveillance
programme, followed by telephone interviews,
when infants aged 18 months and 36 months

Fig. Neonatal hearing screening protocol

* DPOAE distortion product otoacoustic emission test
† MCHC Maternal and Child Health Centres
‡ ABR auditory brainstem response test

†
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sensus with regard to testing methodology for DPOAE
existed.35 The screening pass criteria for this study were de-
fined as the detection of DPOAE responses for at least 7
out of 9 points for primary tones of 70-70 dB sound pressure
level in the frequency region between 1 kHz and 6 kHz
bilaterally. A true response was one in which the ampli-
tude of DPOAE obtained was at least two standard de-
viations above that of the noise floor, collected in a minimum
of three sweep cycles. The aim of these set criteria was to
detect hearing loss of 40 dB or more.

Babies that failed the last screening (scheduled for day
21-30 after birth) were referred to an audiologist for a full au-
diological assessment, which included diagnostic auditory
brainstem response (ABR) measurement using the Nicolet
Spirit evoked potential system. Upon confirmation of hearing
loss, a referral would be made to the ear, nose and throat,
and paediatric specialists for consultation, followed by
auditory habilitation.

Infants who passed the last screening test were seen by
the MCHC at the age of 6 to 9 months for a behavioural
hearing test. This was followed by telephone interviews with
the parents on two separate occasions when the child was
aged 18 months and 36 months. The aim of the interviews
was to determine whether the child had passed the MCHC
hearing test and whether speech development was normal.

Results

Coverage
The screening results are summarised in Table 1. The
participation rate of the 1076 mothers enrolled in the study
whose babies were born in the hospital during the study
period was 99.3% (n=1068), from which a total of 1064
(98.9%) infants were eventually screened. Four infants were
not screened—one died soon after birth, while the other three
were transferred to another hospital immediately after
discharge from the NICU.

Of the 1064 infants who were screened, 38 (3.6%)
demonstrated at-risk factors. The at-risk factors, which
were similar to those adopted by the JCIH,36 were defined in

this study as: a positive family history, congenital infection,
craniofacial anomalies, very low birth weight (≤1500 g),
neonatal jaundice, septicaemia (or use of antibiotics),
asphyxia, and being admitted to the NICU.

Screening outcomes
The screening resulted in 37 (3.5%) infants being referred
for diagnostic audiological assessment, including infants
with suspected unilateral as well as those with suspected
bilateral hearing loss (Table 1). Three infants were
subsequently diagnosed with permanent bilateral hearing
loss (≥40 dB in the better ear), and another three with
permanent unilateral hearing loss. The former represented
0.28% of the total births (n=1076). Table 2 summarises the
types of hearing loss identified.

Of the remainder referred for diagnostic audiological
assessment, 8 (21.6%) infants were diagnosed with transient
hearing loss in one or both ears, and 21 (56.8%) infants
were found to have bilateral normal hearing. The hearing
status of two infants could not be determined, as they had
left Hong Kong shortly after the referral was made.

Table 3 gives the profile of the screening programme
results, complete with data on pass, fail, and default rates.
The pass rates for the first (day 1-4), second (day 5-14) and
third (day 21-30) screenings were 40.9%, 78.9%, and 95.8%,
respectively. The default rates for the first, second, and third
screenings were 24.2%, 14.2%, and 18.0%, respectively.

Telephone interviews
Interviews were successfully conducted with 983 parents

tnafnI
.oN

ssolgniraeH srotcafksirfoecneserP

1
2
3
4
5
6

etaredomlaretaliB
etaredomlaretaliB
etaredomlaretalinU

ereveslaretalinU
etaredomlaretaliB
etaredomlaretalinU

oN
oN
oN
oN

etalapdnapiltfelc,seY
,scitoibitna/aimeacitpes,seY

yatstinUeraCevisnetnIlatanoeN

Table 2. Types of permanent hearing loss identified (n=6)

yrogetaC stnafninrobwenfo.oN

shtriblatoT
stnafnignitapicitraplatoT

deneercsstnafnilatoT
gnineercsfoemoctuO

ssaP
larrefeR

tnemssessalacigoloiduacitsongaidroflarreferfoemoctuO
ssolgniraehtnenamreP

laretalinU
laretaliB

)aidemsititoge(ssolgniraehtneisnarT
gniraehlamroN

detluafeD

6701
)%3.99(8601
)%9.89(4601

)deneercsstnafnilatotfo%5.69(7201
2 )deneercsstnafnilatotfo%5.3(73

srotcafksir-tahtiwdetneserp3ehtfo1,)slarreferlatotfo%1.8(3
srotcafksir-tahtiwdetneserp3ehtfo1,)slarreferlatotfo%1.8(3

2 )slarreferlatotfo%6.12(8
)slarreferlatotfo%8.65(12

)slarreferlatotfo%4.5(2

Table 1. Overall screening results



Ng et al

10      Hong Kong Med J Vol 10 No 1 February 2004

(95.7% of participants whose infants passed the DPOAE
screening). It was noted that 966 babies had passed the
subsequent MCHC hearing test at the age of 6 to 9 months
and 17 babies had failed the test (Table 4). The 17 babies
that failed had then been referred to Child Assessment
Centres (CAC) for further diagnostic tests. All of these babies
eventually passed the tests and were found to have bilateral
normal hearing. The exact reasons why the infants initially
failed the hearing test at the MCHC (eg transient hearing
loss caused by otitis media) could not be determined through
the telephone interviews. It was also noted that the MCHC
had referred another 24 babies to the CAC for assessment
of suspected speech and language delay. However, all these
babies passed the subsequent hearing tests performed as part
of the assessment battery.

Forty-four (4.3%) parents remained unable to be
contacted at the end of the study (Table 4). Most were
thought to have moved house or to have left Hong Kong.
Since the incidence of permanent bilateral hearing loss
reported in the literature is very low (0.1%-0.3%),8 the
missing information from these 44 babies precludes accurate
calculation of the sensitivity, specificity, and false negative
rate for the screening programme.

Questionnaires
A total of 347 questionnaires were collected prior to the
testing (Appendices 1 and 2). The return rate was high
(95.3%). Results of the questionnaires are shown in
Table 5.

The majority of mothers (88.1%) who responded were
aware of the significance of a hearing impairment for their

baby’s acquisition of speech and language (Question 1).
However, they scored relatively poorly on the questions
regarding their knowledge of hearing developmental
milestones (Question 2).

Most mothers (91.4%) thought that neonatal hearing
screening was desirable (Question 3). The majority (81.7%)
indicated that they would prefer their baby to be screened
either: (1) within a few days after birth at the maternity ward
prior to discharge from the hospital; or (2) between the ages

stnafnI
)%(.oN

)4-1yad(gnineercs*EAOPDts1

)41-5yad(gnineercsEAOPDdn2

)03-12yad(gnineercsEAOPDdr3

deneercS

detluafeD
deneercS

detluafeD
deneercS

detluafeD

)8.57(608

)8.58(319

)0.28(278

dessaP
deliaF

dessaP
deliaF

dessaP
deliaF

)9.04(033
)1.95(674

)9.87(027
)1.12(391

)8.59(538
)2.4(73

Table 3. Profile of the screening programme results (n=1064)

* DPOAE  distortion product otoacoustic emission

258 (24.2)

192 (18.0)

151 (14.2)

noitseuQ srewsnA sesnopseR
)%(.oN

1

a2

b2

c2

3

4

5

ylekilhcumyreV
ylekilylriaF

ylekiletiuqtoN
llatatoN

tcerroC
gnorW

tcerroC
gnorW

tcerroC
gnorW

seY
oN

htribretfasyadwefA
latipsohotkcabsyad03-5

*CHCMlacoltasyad03-5
srehtO

shtnom3retfarotA
sraey3tA
sraey6tA

yficepS
oN

052
65
31
7
12
022
721
87
962
951
881
713
5
52
931
021
65
2
52
1
0
2
2

)0.27(
)1.61(

)8.3(
)0.2(
)1.6(

)4.36(
)6.63(
)5.22(
)5.77(
)8.54(
)2.45(
)4.19(

)4.1(
)2.7(

)8.34(
)9.73(
)7.71(

)6.0(
)3.38(

)3.3(
)0(

)7.6(
)7.6(

Table 5. Results of questionnaires (n=347)

* MCHC  Maternal and Child Health Centres

Don’t know

Don’t know

stluseR stnafnifo.oN

tcatnocotelbA
stnerap

tcatnocotelbA
stnerap

tcatnocotelbanU
stnerap

shtnom9-6tatsetgniraeh*CHCMdessaP
shtnom9-6tatsetgniraehCHCMdeliaF

etairporppaegaegaugnaldnahceepS
yaledegaugnalrohceepS

CACtatsetgniraehcitsongaidrehtrufdessaP
CACtatsetgniraehcitsongaidrehtrufdeliaF

CACtatsetgniraehcitsongaidrehtrufdessaP
CACtatsetgniraehcitsongaidrehtrufdeliaF

669
71
0
959
42
0
44

* MCHC  Maternal and Child Health Centres
† CAC  Child Assessment Centres

†

Table 4. Results of telephone interviews when infants aged 18 months and 36 months (n=1027)



Hong Kong Med J Vol 10 No 1 February 2004      11

Universal neonatal hearing screening programme

of 5 and 30 days when returning to the hospital for out-
patient care (Question 4). Most of the mothers (8.6%) who
did not express definite approval of the screening process
(Question 3) preferred screening to be at or after the age of
3 months at their local MCHC (Question 5).

Discussion

The observed referral rate for infants for subsequent
diagnostic audiological assessment of 3.5% is similar to that
reported in most published studies and is below the 4%
recommended by the JCIH following screening.27 The
observed 0.28% incidence rate of permanent bilateral hearing
loss (≥40 dB in the better ear) of all newborns is also
close to figures reported in the literature (0.1%-0.3%).8

The findings of the hearing assessments, together with the
results of the telephone interviews, suggest that the screening
protocol used had good sensitivity and specificity, although
this could not be accurately calculated.

The data on pass, fail, and default rates summarised in
Table 3 suggest optimum times to conduct screening. The
high default rate for first screening conducted on day 1 to 4
(24.2%) may be due to the manpower restrictions in this
study, which deployed only one research nurse. This meant
that infants who were born on Saturdays, Sundays, or public
holidays may have gone home before screening could be
provided. The default rate (18.0%) was also high for the
third screening performed on day 21 to 30. This may reflect
the fact that some infants left Hong Kong after hospital
discharge but may also suggest that some mothers do not
wish to return to hospital solely for a hearing test.

The pass rates for the first, second, and third screening
tests were 40.9%, 78.9%, and 95.8% respectively, suggesting
that the false positive rate would decrease significantly if
the screening was performed later. Scheduling screening
around day 21 to 30, as opposed to day 5 to 14, would min-
imise the false positive rate, and thus unnecessary referrals
for subsequent full audiological assessment. At this age
(approximately 1 month), artifacts of DPOAE recording that
can be caused by incomplete clearance of normal foetal
middle ear fluid after birth will be minimal, while the baby
will still be relatively inactive for ease of testing.37,38 How-
ever, testing at this time requires the mother to bring the
baby back to the hospital solely for the hearing test, and
thus this is likely to cause the default rate to rise. It appears
that the prospect of decreasing the false positive rate has to
be weighed against the benefit of minimising the default
rate. This can be a difficult judgement.

When both the false positive rate and the default rate
are taken into consideration, the most appropriate time
for screening in our hospital setting appears to be around
day 5 to 14 when infants return to the hospital’s day centre
as out-patients for routine medical follow-up. Since this
day centre service is not generally provided by all maternity
hospitals in Hong Kong, an alternative to consider would

be around day 21 to 30 when infants can return to the hospital
as out-patients solely for the hearing test.

The design of the questionnaire aimed to determine
whether mothers, as consumers of the hearing screening
service, would find the idea of screening desirable. It is
interesting to note that most mothers were aware of the signi-
ficance of a hearing impairment on their baby’s acquisition
of speech and language. However, they demonstrated less
knowledge of hearing developmental milestones. Therefore,
it appears that mothers might overlook hearing problems
and that relying on parental identification of hearing
problems is inadequate.

Most mothers thought that neonatal hearing screening
was desirable. This is consistent with the observed overall
participation rate of 99.3%. Of the 1076 babies born in the
hospital during the study period, only eight mothers declined
consent for their child to participate in the study, indicating
they would only consent to well-established and proven
hearing testing protocols.

Most mothers preferred hearing to be screened within a
few days after birth at the maternity ward prior to discharge
from the hospital, or between the ages of 5 and 30 days
when returning to the hospital as an out-patient. However,
approximately 18% expressed a preference for the screening
to be undertaken at their local MCHC, which are usually
more easily accessed than hospitals.

Conclusion

This study demonstrates the effective implementation of a
universal neonatal hearing screening programme in a
maternity hospital in Hong Kong using DPOAE measure-
ment. The observed incidence of hearing loss and referral
rate of infants for subsequent diagnostic audiological
assessment were similar to those in most published studies
using multi-stage screening protocols. The study also
demonstrated that mothers believe a neonatal hearing
screening to be beneficial for their babies. Taking both the
false positive rate and the default rate into consideration,
the most appropriate time for screening in this hospital
setting appeared to be around day 5 to 14 when infants
returned to the hospital’s day centre as out-patients for
routine medical follow-up. Since this day centre service is
not generally provided by all maternity hospitals in Hong
Kong, an alternative time for screening suggested would be
around day 21 to 30 after birth, with infants returning to the
hospital as out-patients solely for the hearing test.

To determine the ideal universal neonatal hearing
screening protocol to be adopted in Hong Kong, many other
issues should be considered which have not been addressed
by this study. These include:
(1) Estimation of screening cost, such as the cost of equip-

ment, disposables, personnel, administration, and
follow-up testing;
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(2) The effectiveness of other screening tools and protocols
for hospital-based or MCHC-based neonatal hearing
screening programmes; and

(3) Parental anxiety caused by false positive results on a
screening test.

Further research on these areas is indicated.

References

1. Davis A, Wood S. The epidemiology of childhood hearing impairment:
factor relevant to planning of services. Br J Audiol 1992;26:77-90.

2. Joint Committee on Infant Hearing 1994 Position Statement. American
Academy of Pediatrics Joint Committee on Infant Hearing. Pediatrics
1995;95:152-6.

3. Watkin PM. Neonatal otoacoustic emission screening and the
identification of deafness. Arch Dis Child Fetal Neonatal Ed 1996;74:
F16-25.

4. Mason JA, Herrmann KR. Universal infant hearing screening by
automated auditory brainstem response measurement. Pediatrics 1998;
101:221-8.

5. Vohr BR, Simon P, Letourneau K. Public health implication of
universal hearing screening. Semin Hear 2000;21:295-306.

6. Fortnum HM, Summerfield AQ, Marshall DH, Davis AC, Bamford
JM. Prevalence of permanent childhood hearing impairment in the
United Kingdom and implications for universal neonatal hearing
screening: questionnaire based ascertainment study. BMJ 2001;323:
536-40.

7. Parving A, Admiraal R, Apaydin F, Arslan E, Davis A, Dias O. Epidemi-
ology of hereditary hearing impairment in childhood - preliminary
estimates from the European Union. In: Stephens D, Read A, Martini
A, editors. Developments in genetic hearing impairment. London:
Whurr Publishers; 1998:35-42.

8. White KR, Vohr BR, Behrens TR. Universal newborn hearing screening
using transient otoacoustic emissions: results of the Rhode Island
Hearing Assessment Project. Semin Hear 1993;14:18-29.

9. White KR. Universal newborn hearing screening issues and evidence,
Centers for Disease Control and Prevention workshop on early
detection and intervention. Atlanta, Georgia October 22-23, 1997.

10. Ramkalawan TW, Davis AC. The effects of hearing loss and age of
intervention on some language metrics in young hearing-impaired
children. Br J Audiol 1992;26:97-107.

11. Bess FH. Early identification of hearing loss: a review of the whys,
hows, and whens. Hear J 1993;46:22-5.

12. Yoshinaga-Itano C, Apuzzo ML. Identification of hearing loss after
age 18 months is not early enough. Am Ann Deaf 1998;143:380-7.

13. Erenberg A, Lemons J, Sia C, Trunkel D, Ziring P. Newborn and infant
hearing loss: detection and intervention. American Academy of
Pediatrics. Task Force on Newborn and Infant Hearing, 1998-1999.
Pediatrics 1999;103:527-30.

14. Sininger YS, Doyle KJ, Moore JK. The case for early identification of
hearing loss in children. Auditory system development, experimental
auditory deprivation, and development of speech perception and
hearing. Pediatr Clin North Am 1999;46:1-14.

15. Downs MP, Yoshinaga-Itano C. The efficacy of early identification
and intervention for children with hearing impairment. Pediatr Clin
North Am 1999;46:79-87.

16. Moeller MP. Early intervention and language development in children
who are deaf and hard of hearing. Pediatrics 2000;106:E43.

17. McCormick B. Hearing screening by health visitors: a critical appraisal
of the distraction test. Health Visit 1983;56:449-51.

18. Brown J, Watson E, Alberman E. Screening infants for hearing loss.
Arch Dis Child 1989;64:1488-95.

19. Johnson A, Ashurst H. Screening for sensorineural hearing loss by
health visitors. The Steering Committee, Oxford Region Child
Development Project. Arch Dis Child 1990;65:841-5.

20. Scanlon PE, Bamford JM. Early identification of hearing loss:
screening and surveillance methods. Arch Dis Child 1990;65:479-85.

21. Yoshinaga-Itano C. Efficacy of early identification and early
intervention. Semin Hear 1995;16:115-23.

22. Yoshinaga-Itano C, Apuzzo ML. Identification of hearing loss after
18 months is not early enough. Am Ann Deaf 1998;143:380-7.

23. Yoshinaga-Itano C, Sedey AL, Coulter DK, Mehl AL. Language of
early- and later- identified children with hearing loss. Pediatrics 1998;
102:1161-71.

24. Yoshinaga-Itano C. Successful outcomes for deaf and hard-of-hearing
children. Semin Hear 2000;21:309-26.

25. McCormick B. Diagnosing hearing problems in children. Curr Paediatr
2000;10:200-5.

26. National Institutes of Health. Early identification of hearing impairment
in infants and young children. NIH Consensus Statement 1993;11:1-24.

27. Joint Committee on Infant Hearing; American Academy of Audiology;
American Academy of Pediatrics; American Speech-Language-
Hearing Association; Directors of Speech and Hearing Programs in
State Health and Welfare Agencies. Year 2000 position statement:
principles and guidelines for early hearing detection and intervention
programs. Joint Committee on Infant Hearing, American Academy of
Audiology, American Academy of Pediatrics, American Speech-
Language-Hearing Association, and Directors of Speech and Hearing
Programs in State Health and Welfare Agencies. Pediatrics 2000;106:
798-817.

28. Mehl AL, Thomson V. Newborn hearing screening: the great omission.
Pediatrics 1998;101:E4.

29. Cone-Wesson B, Vohr BR, Sininger YS, et al. Identification of neonatal
hearing impairment: infants with hearing loss. Ear Hear 2000;21:488-
507.

30. Watkin PM, Baldwin M, Laoide S. Parental suspicion and identification
of hearing impairment. Arch Dis Child 1990;65:846-50.

31. Watkin PM, Beckman A, Baldwin M. The views of parents of hearing
impaired children on the need for neonatal hearing screening. Br J
Audiol 1995;29:259-62.

32. Watkin PM, Baldwin M, Dixon R, Beckman A. Maternal anxiety and
attitudes to universal neonatal hearing screening. Br J Audiol 1998;
32:27-37.

33. Magnuson M, Hergils L. The parents’ view on hearing screening in
newborns. Feelings, thoughts and opinions on otoacoustic emissions
screening. Scand Audiol 1999;28:47-56.

34. Hergils L, Hergils A. Universal neonatal hearing screening—parental
attitudes and concern. Br J Audiol 2000;34:321-7.

35. Lutman ME. Techniques for neonatal hearing screening. Semin Hear
2000;21:367-78.

36. American Academy of Pediatrics Joint Committee on Infant hearing:
Position statement 1982. Pediatrics 1982;70:496-7.

37. Northrop C, Piza J, Eavey RD. Histological observation of amniotic
fluid cellular content in the ear of neonates and infants. Int J Pediatr
Otorhinolaryngol 1986;11:113-27.

38. Takahara T, Sando I, Hashida Y, Shibahara Y. Mesenchyme remaining
in human temporal bones. Otolaryngol Head Neck Surg 1986;95:349-
57.



Hong Kong Med J Vol 10 No 1 February 2004      13

Universal neonatal hearing screening programme

Appendix 1. Questionnaire

1. How likely do you think hearing impairment may affect a baby’s normal acquisition of speech and language?
ù Very much likely
ù Fairly likely
ù Not quite likely
ù Not at all
ù Don’t know

2. By what age do you think a baby should be doing the following (please indicate, e.g. 6 months)?
• Quiets and listens to familiar voice
• Starts to move eyes or head toward sounds
• Responds to simple words, such as his or her name, “bye-bye” and “no”

3. Do you think a technically feasible neonatal hearing screening is desirable?
ù Yes (go to Question 4)
ù No (go to Question 5)
ù Don’t know (go to Question 5)

4. If answering “Yes” to Question 3, when and where should the screening be administered?
ù Within a few days after birth at the maternity ward prior to discharge from the hospital
ù Between the ages of 5 and 30 days when the baby is brought back to the hospital as an outpatient
ù Between the ages of 5 and 30 days and at your local Maternal and Child Health Centre
ù Others (please specify):

5. If answering “No” or “Don’t know” to Question 3, would you wish your baby to be screened at all?
ù Yes, and the screening to be administered at or after the age of 3 months at your local maternal and child

health centre when attending for general health check-up and vaccination.
ù Yes, and the screening to be administered at the age of about 3 years at nursery schools.
ù Yes, and the screening to be administered at the age of about 6 years at primary schools.
ù Yes, and the screening to be administered at the age of about (please specify age)                       at (please

specify location)
ù No

—End—
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