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Early Hearing Detection & Intervention (EHDI)

FACTS ON HEARING LOSS IN CHILDREN IN THE U.S.

� Approximately 3 in 1,000 babies are born with permanent hearing loss, making hearing loss one of
the most common birth defects in America.1

� The majority of children with hearing loss are born into families who have little or no experience
with hearing loss.2 Almost half the children with hearing loss in the US are from racial/ethnic
minority populations.3

� Late identification of hearing loss or lack of early intervention services can negatively impact speech
and language development, academic achievement and social-emotional development.4 The most
critical time for stimulating the hearing centers in the brain is during the first few months of life.5

� Until the 1990s, children born with permanent hearing loss typically would not have been identified
and diagnosed until 2 ½ to 3 years of age. Since the initiation of newborn hearing screening and
EHDI programs, the average age confirmed hearing loss has decreased to 2-3 months of age.6, 7

� Approximately 2.5 million, or 5.4%, of all school-age children, have mild or unilateral hearing loss.
Over one-third of these children are projected to fail at least one grade and/or will require additional
educational support, costing the educational system over $5.5 billion.8

� Children with mild or unilateral hearing loss can benefit from early intervention services. Left
undetected, mild or unilateral hearing loss can result in delayed speech and language acquisition,
social-emotional or behavioral problems, and lags in academic achievement. 9, 10, 11, 12

FOLLOW-UP AND TRACKING

� Newborn hearing screening has become the standard of care in the United States. While 92% of all
newborns are screened for hearing loss shortly after birth, only 54% of these babies actually received
the recommended hearing evaluation; the remaining 46% are "lost to the system."13, 14

� Because the majority of EHDI programs rely on voluntary reporting from audiologists and
physicians, not all cases of identified hearing loss are reported, further impeding follow-up efforts.15

� Mandatory reporting and effective tracking systems facilitate referrals, appropriate follow-up care,
and help establish linkages between hearing screening, early intervention services, and seamless
transition into the education system.16

� Without effective tracking systems, many of these children will not receive the necessary early
intervention services. Children who receive early intervention services are more likely to demonstrate
better communication, academic and social outcomes.17

� Nearly 40% of children identified with hearing loss and their families are not referred to the Part C
early intervention system and may not be aware of the broad array of services and funding available
to them. Part C is the primary source for families to link to other medical, audiologic and
intervention services.18, 19
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PRIVACY

� Information about screening, diagnosis and the provision of early intervention, and family support
services can be exchanged securely and legally among hospitals, audiologists, physicians and Part C
Early Intervention programs.20

� HIPAA, FERPA, and Part C regulations are incorrectly perceived as obstacles to efficient
coordination and delivery of services. Memoranda of understanding and coordinated consent forms
can easily incorporate the necessary elements of federal privacy laws.21

EARLY INTERVENTION

� Early intervention services provide families with support and resources to make informed decisions
about the treatment and management of hearing loss in children.22

� Currently, only about half of the states have language in legislation or regulations that includes
coverage for early intervention services to children with mild or unilateral hearing losses.23

� The spectrum of early intervention services include a combination of appropriate amplification
devices (e.g. hearing aids, cochlear implants), family education, and communication development
that have been selected by the family.24

� Families must be provided with complete and unbiased information regarding all available
communication methods. This information should be presented in a straight forward manner that will
facilitate decision making and lead to desired family outcomes.25

� A variety of communication methods are available and are selected by the family based on the needs
of their child and family. Communication methods include:

o Listening and Spoken Language (also referred to as Auditory-Verbal or Auditory-Oral) –
The infant or young child is fitted with hearing assistive devices and is exposed to the
language of the home through listening and talking, leading to spoken language in the home,
school and among peers. 26

o Cued Speech or Cued Language – This method utilizes specific hand shapes and placements
around the face to clarify the ambiguity of lip reading.27

o American Sign Language (ASL) – The infant or young child is exposed to language through
vision which leads to signed language in the home, school and among peers. ASL’s
grammatical structure is different from English.28

o Total Communication – This method represents the simultaneous use of spoken language and
English-based signed language.29

� Early intervention services should be provided by qualified professionals who understand the needs
of deaf or hard of hearing children and their families. A significant number of children with hearing
loss are also born with visual, developmental and/or physical disabilities.30
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