





A RESOURCE GUIDE FOR EARLY HEARING DETECTION & INTERVENTION

Some children are born
with normal hearing but

have risk indicators for
developing hearing loss
later in life.

loss and making referrals for additional
testing, when necessary. The primary care
provider can serve as the case manager
in consolidating diagnostic information
for a D/HH child with additional medical
problems. The primary care provider
may be difficult to identify and often is
not the physician of record during the
newborn’s hospital stay. It becomes the
responsibility of the EHDI program staft
to determine where the baby is receiving
primary medical care in order to establish
meaningful communication regarding
screening results, diagnostic results, and
intervention progress.

Interdisciplinary
Involvement

The EHDI coordinators from states that
have very successful programs know that
hearing loss seldom exists in isolation.
Research from the Gallaudet program has
consistently shown that approximately
40% of D/HH children have additional
disabilities. These disabilities compound
the problems associated with hearing
loss. EHDI coordinators who give
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appropriate attention to interdisciplinary
assessment of hearing and related
disabilities can expedite progress in

early intervention. An interdisciplinary
team can afford a child and his family

an accurate diagnosis that will help

in obtaining appropriate intervention
services. Although these teams may not be
available in every location where service
is provided to D/HH children and their
tamilies, they can be made available in
strategic locations across a state.

A statewide network of skilled
professionals working in a collaborative
manner can address the needs of a D/HH
child with other disabilities. Many states
have hired hearing resource coordinators
who work in various sections of their state
to facilitate interdisciplinary assessment.
Some states have developed regional
diagnostic centers throughout their

state where more advanced diagnostic
audiology services can be performed. This
prevents families from having to travel
long distances and avoids being placed on
lengthy waiting lists. Service is expedited,
and follow-up is more successful when it
is available close to the child’s home.

Meeting the Needs of All
D/HH Children through
the State EHDI Program

While the majority of EHDI program
efforts have addressed the needs of
children with bilateral moderate-
to-profound hearing loss, there is a
substantial percentage of the population
of children with auditory problems that
are not included in this group. Those
children who are not included are those
with unilateral hearing loss, minimal/
mild hearing loss, and auditory
neuropathy/dys-synchrony. Research
has shown that these children have
substantial developmental, academic,
and social difficulties associated with
their hearing problem. In some states,
children with these types of problems
do not qualify for services, according
to the guidelines established by many
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One only needs to
talk to one child with
a unilateral hearing
loss and their family to

understand the extent
of the difficulties they
face as a result of their

hearing loss.

state agencies. One only needs to talk to
one child with a unilateral hearing loss
and their family to understand the extent
of the difficulties they face as a result of
their hearing loss. It is the responsibility
of the EHDI coordinator to ensure that
efforts are made to screen, diagnose, and
intervene for this group of children to
optimize their developmental progress.

Some children are born with normal
hearing but have risk indicators for
developing hearing loss later in life.
These risk indicators are often difficult

to ascertain, because there are no

specific screening programs in place

to evaluate children with indicators

for hereditary problems that are not
evident in the newborn period; or for
congenital infections, such as congenital
cytomegalovirus infection (Dahle et

al., 2000; Fowler et al., 1997). Hearing
loss acquired early in childhood can

have serious detrimental consequences,
which often occur before speech and
language are developed, and are therefore
difficult to detect by parents. The EHDI
coordinator should have knowledge of the
indicators for delayed onset hearing loss,
have mechanisms in place for monitoring
these children, and provide education for
primary care providers and audiologists
regarding monitoring of risk indicators for
progressive and delayed onset hearing loss
in young children. The NCHAM website
(www.infanthearing.org) has several

state protocols for monitoring children
with risk indicators for progressive and
delayed onset hearing loss. Regardless of
which protocols are employed, states that
provide new parents with markers for
normal auditory skill development have
made efforts to educate parents about
monitoring developmental milestones, so
they can address any concerns with their
primary care provider.

In addition to different types of auditory
difficulties, children from a variety of
cultures and ethnic backgrounds may
require additional services, including
interpreters and professionals with
expertise in cultural perspectives. The
Center on Cultural Competence has

extensive information and training
materials available on their website
(http://wwwl1.georgetown.edu/research/
gucchd/NCCC/foundations/frameworks.
html). Understanding and knowledge
regarding this information is essential for
ensuring that EHDI program personnel
are informed and adhere to all federal and
state guidelines in providing services to
individuals from all ethnic and cultural
backgrounds.

Intervention

Early intervention case managers for
D/HH children and their families are
charged with coordinating a very complex
journey for the family. It is not unusual
for families to see different professionals
at each visit. They may see many different
audiologists, early interventionists, vision
experts, pediatricians, speech pathologists,
and physical therapists throughout their
intervention program. It is important that
some familiar voice, with a familiar name,
from a familiar location, maintain contact
with the family as they go through the
intervention process. This individual can
serve as the early intervention coordinator
and provide some unity to the objectives
the family has helped to establish and

to help the family as they transition
through the levels of intervention. The
success of intervention is based on a
respectful relationship between parents
and professionals. The parents are in a
position to know their child best and be
very aware of their child’s specific needs.
When careful interdisciplinary diagnostic
assessments have been done initially, and
the child is monitored by their family and
professionals, intervention objectives can be
addressed, progress can be monitored, and
an optimum outcome can be anticipated.

Research

The EHDI coordinator may or may not
have experience with research, depending
on his or her training and background.
There is often considerable benefit to being
involved with university researchers who
are actively involved in studies related to
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Evidence shows that local,
state, and federal
initiatives are improving

EHDI program
effectiveness and, more
importantly, outcomes
for D/HH children.

components of the EHDI process. Often
these researchers have funding from some
of the same federal agencies that fund the
state EHDI program. Collaboration with
these individuals will likely enhance the
objectives of both entities. A bonus may
be improved services for D/HH children
and their families. Active participation in
research assists the state EHDI coordinator
to stay abreast of the latest information
and may provide the opportunity to
participate in service-related projects. Of
course, this collaboration must adhere to
all state departmental guidelines as well as
HIPAA and FERPA mandates.

Public Relations

The EHDI coordinator should take
advantage of every opportunity to
communicate the importance of normal
development of speech and language
through early identification and
intervention. Sharing information about
the EHDI program, available services,
and important benchmarks for D/HH
children should be a frequent occurrence.
Human interest stories about the success
of D/HH children are very appropriate
for newspaper as well as television
interviews. Public service announcements
on radio and television reach a broad
audience and can be used to inform the
public about the objectives of the EHDI
program. Information sharing enhances
the opportunity for parents to obtain
needed services for their children and may
help to attract financial support for the
EHDI program. Further, this enhances
interagency collaboration, which results in

D/HH children receiving better services.
The EHDI program coordinator should
make every effort to serve on interagency
taskforces, advisory boards, training
programs, and plan to interact with
professionals who provide services to D/
HH children. The EHDI coordinator who
knows about diagnostic audiology and
early intervention programs available in
the state is more likely to find ways to help
tamilies receive the services they need.

Creativity

The new EHDI coordinator will face many
challenges while administering a state
EHDI program. Most of these challenges
can be successfully addressed by engaging
dedicated program constituents. These
individuals can suggest many traditional
and nontraditional methods for addressing
challenges. As long as the methods

are consistent with the department

policy and guidelines, cleared through
appropriate channels, have appropriate
financial support, are documented,

and meet the needs of the program as
defined through needs assessment, they
can be effective. The EHDI coordinator
has support available through other

local, state, regional, and national EHDI
programs. Supportive efforts to optimize
the opportunities available for D/HH
children and their families have a long
history. The success achieved in the last

10 years has far exceeded any reasonable
expectations. Evidence shows that local,
state, and federal initiatives are improving
EHDI program effectiveness and, more
importantly, outcomes for D/HH children.
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