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Disclaimer

A 1 have no relevant financial relationships with the manufacturers
of any commercial products and/or provider of commercial
services discussed in this CME activity

A 1do notintend to discuss an unapproved/investigative use of a
commercial product/device in my presentation
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Learning Objectives

A Identify risk indicators which require
monitoring for delayed-onset hearing

loss
A List risk indicators which require more

frequent audiological monitoring
A Explain options for risk monitoring

protocols
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JCIH was established in 1969

Comprised of:
A American Academy of Pediatrics

A American Academy of Ophthalmology and

Otolaryngology
A American Speech & Hearing Association
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JCIH position statements
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A High risk criteria

A Family history of childhood hearing loss

A Intrauterine fetal infection (Rubella)

A Defects of ear, nose or throat (atresia, cleft
lip/palate)

A Low birth weight (<1500 grams)

A High bilirubin levels
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I High risk criteria
»Bacterial meningitis, severe asphyxia (i.e. low APGAR)
were added

I Screening recommendations
»ldeally performed by 3 months (no later than 6

months)
»Preferably under the supervision of an audiologist

»Observation of behavioral or electrophysiologic
response to sound
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High risk criteria additions:

»Ototoxic medications

»Prolonged mechanical ventilation
»Physical findings of syndromes
»Parent/caregiver concerns

»Head trauma
»Neurodegenerative disorders
»Infectious diseases associated with hearing loss

Screening recommendation changes:

»Auditory Brainstem Response measurement, not behavioral
testing
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Studies showed that only 50% of all hearing loss
were being identified using the High Risk Register

A Pappas, 1983
A Elssman, Matkin, Sabo 1987

A Mauk, white, mortensen, Behrens 1991
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Risk monitoring:
I Audiological testing every 6 months until age 3

years.
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Joint Committee on Infant Hearing (JCIH)
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YEAR 2007 POSITION STATEMENT:

Principles and Guidelines for Early

Hearing Detection and Intervention
Programs
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A Expanded definition of targeted hearing loss to

Include:
ANeural hearing loss (Auditory
Neuropathy/Dysynchrony) in infants admitted to

the NICU

A Separate protocols for NICU and well baby nurseries:

ANICU babies (>5 days) are to have ABR
screening so that neural hearing loss will not be

missed
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A Re-admissions
Alnfant readmitted in the first month of life and
present with conditions, which are associated
with potential hearing loss, need a repeat
hearing screen prior to discharge.

A Monitoring of high risk indicators
Tnl nfants with ri sk factors
have at least one diagnhostic evaluation by 24-30

mont hs of age. o
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Caregiver concerns (re: hearing, speech, language, or developmental
delay)

Family history of permanent childhood hearing loss

Neonatal Intensive Care (NICU) of more than 5 days or any of the
following regardless of length of stay: ECMO, assisted ventilation,
exposure to ototoxic medications (gentimycin and tobramycin) or loop
diuretics (furosemide, Lasix), and hyperbilirubinemia that requires
exchange transfusion.

In-utero infections
Craniofacial anomalies
Known physical findings associated with a syndrome

Syndromes associated with hearing loss, progressive hearing loss or
late-onset hearing loss neurodegenerative disorders

Culture-positive postnatal infections associated with hearing loss

Head trauma, especially basal skull/temporal bone, requiring
hospitalization

Chemotherapy




Risk indicators for
delayed-onset hearing loss
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