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The following expanded position statement was deve-
loped by the Joint Committee on Infant Heanng. Repre-
sentatives of the member organization: who prepared
this statement include the following: Amenican Speech-
Language-Hearing Asociation — Fred H Bess, chair,
Mol 0. Matkin and Evelyn Cherow, ex offco; Ameri-
can Acadermy of Crwolaryngology-Head and Meck
Surgery—HKenneth M. Grundfast, cochair, Amencan
Academy of Pediatrics— Allen Erenberg and Wiliam P,
Powsic; Councit for Education of the Deal — Lita
Aldridge and Barbara Bodner-Johnson, Directoss of
Speech and Hearing Programs in State Health and Wel-
fare Apencies — Thomas Mahoney, Consoltants: Afan
Salamy and Gregory J. Maw. ASHA monitoring vice
presdent Ann L. Carey,

I. Background

The carly delection of hearing impaiment in children is
essentia] in order to initiate the medical and educational
intervention critical for developtng optimal communication
and social skills, In 1982, the Joint Committee on Infant
Hearing recommended identifying infants at ngk foc hearing
impairment by means of seven enitena and suggested follow-
up audiclogical evaluation of these infants wntil accorale
assessments of hesring could be made {ASHA, 19827 In
recent years, adwances in science and technology have
increased the chances for survival of marked]y premature
aned low birth weight neonates and other severely compro-
mised newbaorns. Because moderate to severe sensorineural
hearing loss ¢an be conlimmed in 2.5% to 50% of neonates
manifesting any of the previously published risk critera,
audilory screening of at-risk newborns is wa rranted {Hosford-
Dinrn, Johnson, Simmons, Malachowsks, & Low, 1987,
Jacobson & Morehouse, 1984; Mahoney & Eichwald,
1987, Stein, Ozdamar, Kraus, & Paten, 1983} Those
infants who have one or more of the risk factors are consi-
dered 10 be at increased rigk for sensorineoral hearing loss.

Recent research and new legislation (P.L. 99-457) suggest
the need for expansion and clarification of the 1982 criteria,
This 1991 statement expands the nsk criteria and makes
recommendations for the identification and manapement of
hearing-impaired nsongtes and infants. The Joint Commil-
lee recogrizes that the performance characteristics of these
mew risk factors are not presently known, further study and
critical evalustion of the risk criteria are therefore encour-
aged. The protocols recommendesd by the Commitiee are
considered optimal and are based on both clinical ex-

perience and current research findings. The Commitee
tecopnizes, however, that the recommended protocals may
nof be appropnate for all mstitutions and that modificabons
in screening approaches will be necestary o accommodate
thespecific needs of a given facility. Such factors as cost and
availability of equipment, personnel and follow-up services
arcimporiant considerations in the development of a sereen-
ing program (Tomer, 1990

II. Identification

A, Risk Criteria: Neomates (birth - 28 days)

The nsk factors that identify those neonates who are at-risk
forr sersonineural heanng impairment mclude the fotlowing:
1. Family histery of congenital or delayed onget chuld-

© hood sensorinecral impairment.
2. Congenital infection known or suspecied to be asso-
clated with sensoninceral hearing impairment such as
tomeplastnosis, syphilis, rubella, cytomegalovine and

3. Craniofacial anomalies including morphologic
abmormalittes of the pinna snd ear canal, absent
philtrum, kow hairline, et-cetera

4. Birth weight less than 1500 grams (-3.3 [bs).

5. Hvperbdlirubinermsa at a level exceerding indicagon for
exchange transfusion.

6. Orotexic medications meluding but not imited to the

aminoglycosides used for more than 5 days jeg,

gentamucin, tobramyein, kanamyon, streptomycin}
and loop divretics ugsed in combination with
arninogtyoosides.

Hacterial menngts.

. Severe depressios al birth, whech may include infants
with Apgar scors of 043 &t 5 minuws or those who
fimd o yutiale spontanecus respuation by 10 minules
ot these with hypatonia persisting to 2 hours of age.

9. Polonged mechanical wenilaton for & durston

equal 1o or grester than 10 deys (eg. permstent
pulmonary hypertension),

10, Stipmata or olher indings asocsted with & syn-

drome known o imclide sensonneural hearing loss
{eg, Waardenburg or Usher's Syndrome).

B. Risk Criterisc Infants (29 davs - 2 years)

The factors that identify thoss infants who are at-dsk for
sensorineural hearing impairment include the foliowing:
1. Parent/caregver concemn regarding heanng, speech,
language and/or developrmental defay
2, Bactenal meningitis.
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3. Meonatal risk factors that may be asociated with
progressive sensonnecral hearing boss (eg., cyio-
megalovirus, profonged mechanical ventilation and
mheriled disorders),

4. Head trauma especially with either longitudinal or
transverse fraclure of the wemporal bone.

5. Stigrmata of ather fndings associated with sya-
dromes known o include sensorineural bearing
loes (ep, Waardenburg or Usher's Syndrome).

€. otoxic medications including but not imited o
the aminoglvcasides used for more than 5 days
g, gentamicin, lobramycin, karamycin, strep-
tomycin) and loop divretics used in combination
with sminogiyeosides),

7. Children with nevsrodegenerative disorders such as
neurofibromatoss, myoclonic epilepsy, Werdnig-
Hollman dmease, Tay-Sach's disease, infantile
Gaucher’s discase, Nicman-Pick diseass, any
metachromatic leukodystrophy, or any infantile
demyelinating neoropathy.

B. Childhood infections diseases known 1o be asso-
ciated with sensorincural heanng loss (e g, mumps,
mieasles),

Audiologic Screening Recommendations for
Neonates and Infants

MNeonates

MNecatates who manifest one or more items on the risk
criteria should be screcned, preferably under the super-
vision of an audiologist. Optimally, scregming should be
completed prior to discharge from the newhom nursery
but no later than 3 months of ape. The intnal screening
should inciude measurement of the suditory brainstem
respange [ABR) (ASHA, 1989 Behavioral testing of
newborn infants' hearing has high false-positive end
false-negative talzs and is not universally recommended.
Because somefalse-positive results can ocour with ABR
zoregning, ongoing assessment and observetion of the
infant’ s auditory behaviorn is recommended during the
exrly stages of intzevention. IF the infant is discharged
prior io screening, or i ABR screening under avdiniogic
supervision is not available, the child ideally should be
referred for ABR testing by 3 months of age but never
later than & months of age.

The zcoustic stimulus for ABR screening should con-
taim energy in the frequency region important for speech
recognibion. Clicks are the most commonly wsed signal
for eliciting the ABR and contain cnergy in fhe speech
frequency remon [ASHA, 1989% Pas criterion for
ABFR screening is a response from each ear at intensity
levels 40 dB nHL or less. Transducers designed to
reduce the probability of ear-canal collapse arc
recorumended.

I consistent electrophysiological responses are
detected al appropriate sound levels, then Lhe screeming
process will be considered complete except in those
cases where there is a prabability of progressive hearing
loss (&g, family history of delayed onset, degensrative

dhsease, mensnpitis, intreutenne infections or iofants
who had chronic fung disease, pulmonary hypertension
of who received medications in deses [hely 1o be oto-
toxic), I the results of an initial screening of an infant
manifesting &ny risk criteria are equivocal, then the
infant should be referred for general medical, otological,
and sudiological follow-up.

B. Infants

Infants who exhibit one or more flems on the risk
criteria should be scresned as soon as possible Bul no
later than 3 months after the child has beenidentified as
at-risk, For infants less than 6 months of age, ABR
screening {ses [1 A is recommended, Forinfants older
than & months, behavioral testing using a conditioned
response or ABR testing are appropriate approaches.
Infamis who fad the screen should be referred for a
comptehensive audiologic evaluation, This evaluation
may include ABR, behavioral testing (& months) and
acoUstic immittance measures (see ASHA, 989 Guide-
fines, for recommended protocels by developmental age).

IV. Early Intervention for Hearing-Impaired
Infants and their Families

When hearing loss isidentified, early intervention services
should be provided, in zccordance with Public Law $9-457.
Early intervention services under PL. 99457 may com-
mence Before the completion of the evaluation and assess-
ment if the following conditions are met: {2} parental con-
sent is obtained, (B an mienom individualized farily service
plan (IFSP) is developed, and () the full initial evalpation
process 15 completed within 45 days of referral,

The interim IFSP should include the following:

A. The name of the case manager who will be responsi-
ble for both implemeniation of the interim IFSP and

conrdination with oiher apencies and persons;

B. The early imtervention services that have been
determined to be needed immediately by the child
and the child’s family.

These immediate carly intervention serviess should
include the following:

L. Evaluation by & physician with expertise in the
managemant of zarly childhood otologic disorders,

2. Evaluation by an audiologist with expertise in the
assessment of young children, to determine the
Lype, degree, and configuration of the heanng loss,
and (o recommend asgistive communication devi-
ces appropriate to the child's needs (2. g, heanng
aids, personal FM systems, vibeotactile aids).

3, Evaluation by a spesch-language pathelegist,
teacher of the hearing-impaired, audiologist, or
other professional with expertise in the assessment
of communication skills in hearing-impatred child-
ren, to develop & program of early intervention
consistent with the needs of the child and pre-




ferences of the family. Such intervention would be

cognizant of and sensitive (o cultural values inher-

ent in familial deafness.

4. Family education, counseling and guidance, in-
cluding home visits and parent support groups to
provide families with information, child manage-
ment skills and emotional support consistent with
the needs of the child and family and their culture,

5. Special instruction that includes:

a. the design and implementation of learning
environments and activities that promote the
child's development and cornmunication skills;

b. curniculum planoing that integrates and coordi-
nates multidisciplinary personnel and resources
so that intended outcomes of the IFSP are
achieved; and,

c. ongoing monitoring cf the child's hearing status
and amplification needs and development of
auditory skills.

V. Future Considerations for Risk Criteria

Because of the dynamic changes occurning in neonatal-
prenatal medicine, the commitlee recognizes that forthcom-
ing research may result in the need for revision of the 1991
nisk register. For example, the committee has concerns about
the possible ototoxic effects on the fetus from maternal drug
abuse; however, present data are insufficient to determine
whether the fetus or neonate are at risk for hearing loss. In
addition, yet-to-be-developed medications may have oto-
toxic effects on neonates and infants, Therefore, the commit-
tee advises clinicians to keep apprised of published reports
demonstrating correlations between maternal drug abuse
and ototoxicity and between future antimicrobial agents and
ototoxicity. Clinicians should also take into account the
possible interactive effects of multiple medications admini-
stered simultanecusty. Finally, the committee recommends
that the position statement be examined every 3 years for
possible revision.
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