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ABSTRACT
Aim To identify risk factors for hearing impairment presented in
neonates born in Cantonal Hospital Zenica (CHZ) and to estimate
their influence on outcome of hearing tests in Newborn Hearing
Screening (NHS).
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Methods Retrospective-prospective study was done at the Department of Gynaecology and Maternity. The NHS was performed
with transitory evoked otoacoustic emissions (TEOAE) during a
six-month period using “Titan” device (Interacoustics, Denmark).
The questionnaire was written for the purpose of getting more
structured basic information about every newborn and to identify
risk factors for hearing impairment. Chi-square test was used to
investigate the difference between experimental and control group
refer incidence.
Results A total of 1217 newborns was screened for hearing impairment of which 259 (21.28%) with one or more known risk
factors for hearing impairment. The following risk factors for
hearing impairment were identified during the study period: family history of permanent childhood hearing impairment in 42
(3.45%) newborns, prematurity in 39 (3.21%), low APGAR scores in 29 (2.40%), asphyxia in 31 (2.55%), hyperbilirubinemia in
41 (3.37%), admission of ototoxic medication (aminoglycosides)
after birth in 155 (12.74%).
Conclusion There were many serious risk factors for hearing loss
identified in this study. Identification of risk factors for hearing
impairment in neonates is necessary because a follow up of the
children with risk factors is very important.
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INTRODUCTION
Hearing is the most vital of all senses in
newborns. Almost all information from surroundings newborns get by sound perception. Good
hearing is crucial for the development of speech
and language in children (1). Permanent childhood hearing impairment (PCHI) is a very serious
health problem for every society (2). The incidence of bilateral hearing loss in newborns is 1-3
cases per 1000 live births in well baby nursery
(WBN) and 2-4 per 1000 infants admitted at neonatal intensive care unit (NICU) (3).
Early diagnosis of hearing impairment in young
children has been carried out through universal
neonatal hearing screening (UNHS) programs in
Europe since 1998 (2). In the USA in 2014, 96.1%
of newborns had their hearing screened before
the age of one month (4). The UNHS is based
on a systematic/structured hearing assessment in
newborns. The goal of the UNHS is early detection and diagnosis of permanent hearing loss in
newborns. Early diagnosis is necessary for early
intervention and adequate auditory rehabilitation
with use of hearing aids and/or cochlear implants
(CI). The importance of NHS is to start hearing
rehabilitation 3-4 months after birth, enabling optimal conditions for child development (5).
In countries without an organized NHS, the average age of a child when permanent hearing loss is
recognized is about 30 months (6,7). This is very
late for appropriate early rehabilitation. Unfortunately, children with mild or moderate hearing
impairment are usually not identified until school
time in these countries (8). Neonatal hearing screening programs may be either “high risk” population based or “universal” (9). It has been proven
that 50% of children with hearing impairment
come from the population of children without
known risk factors for hearing impairment (2).
Risk factors for the PCHI which are most
commonly described in the literature are intrauterine infections, low birth weight, craniofacial
malformations, bacterial meningitis, ototoxic drugs, hyperbilirubinemia (≥20mg/dl), low APGAR
score (< four at first minute or < six at fifth minute), mechanical ventilation longer than five
days as well as various syndromes with hearing
loss (3,10). Genetic mechanisms are the most
common cause of hearing loss and are represen-

30

ted in almost 50% of children with hearing impairment in the prelingual age (11). The incidence
of permanent hearing impairment in premature
infants is higher than in neonates born in the predicted term (12). Permanent hearing loss occurs
in approximately 10% of prematurely born babies
(13,14). Follow up of children with risk factors
for hearing impairment until the age of three years
is recommended (15). Therefore, identification of
these children with risk factors for hearing loss in
very early childhood is very important.
This study was done as groundwork for implementing a NHS program in Cantonal Hospital
Zenica (CHZ). Nowadays in CHZ hearing impairment is diagnosed earliest at 2-3 years of child’s
age, when speech and language ability is already
permanently affected. The PCHI with delayedonset is more common in children with some
known risk factors (3,5). Therefore, it is very
important to identify risk factors for hearing impairment in newborns, so we can follow up those
children until the age of three years according to
the recommendation of the Joint Committee of
Infant Hearing (5).
The aim of this study was to identify risk factors for hearing impairment which present in
newborns delivered at the Cantonal Hospital Zenica and to evaluate their influence on the outcome of hearing tests during NHS. This type of the
study has not been performed until now in the
Cantonal Hospital Zenica.
PATIENTS AND METHODS
Patients and study design
This study was retrospective-prospective and
implemented at the Department of Gynaecology
and Maternity in collaboration with Ear, Nose
and Throat (ENT) Department of the Cantonal
Hospital Zenica (CHZ).
Newborn hearing screening (NHS) was performed in neonates born in CHZ during the sixmonth period from 1st February to 31st July 2016.
Neonates were divided into two groups depending on whether they had a risk factor for hearing
impairment or not. Newborns were placed in the
experimental group with some known risk factors for the occurrence of hearing impairment or
in the control group without known risk factors
for hearing impairment.
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Parental permission was always obtained before
performing NHS. Only one mother did not allow
hearing screening of her baby.
Hearing screening was performed by experienced staff of medical technicians and physicians
from ENT department in CHZ.
An approval of the CHZ Ethics Committee for
the implementation of all necessary procedures
was obtained before the beginning of the study.
Methods
For the purpose of getting more structured information about every newborn in this study a
questionnaire was designed. The initial part of
the questionnaire contains contact information
of a newborn’s parents. The focus of the questionnaire was about pregnancy (whether it was
the first pregnancy, the way of conception, use
of medication during the pregnancy), way of delivery (natural way or Caesarean section); about
the newborns - APGAR score (appearance/skin
colour, pulse rate, grimace/reflex irritability, activity/muscle tone, respiration effort), gender,
asphyxia, hyperbilirubinemia, prematurity (gestational age ≤ 36 weeks), birth weight, ototoxic
medication after birth, family history of permanent childhood hearing impairment (PCHI), stay
in the Neonatal Intensive Care Unit (NICU) longer than five days, craniofacial anomalies, findings associated with a syndrome known to include
hearing loss and the presence of other known risk
factors for hearing impairment in the newborn.
The questionnaires were filled out by the examiners for each newborn. The data were taken from
protocols of the Department of Gynaecology
and Maternity and by interviewing the mothers.
All data were saved into an Excel database for
further evaluation.
Diagnostic methods. Transient evoked otoacoustic emissions (TEOAE) with automatic display
of results, without the need of evaluation of the
test results by the clinician, was used for NHS.
That is most commonly used method for initial hearing test in NHS. This method is safe and
harmless for newborns with a high percentage of
specificity and sensitivity (16).
The TEOAE is an objective, non-invasive diagnostic method with very short time of performance, from a few seconds to a maximum of a

few minutes. The TEOAE test primarily shows
the status of the outer hair cells in the inner ear.
The TEOAE test has been performed by inserting
a probe with soft tip into the ear of the newborn.
The probe is equipped with a small speaker and
a microphone. A click sound stimulus characteristic for the TEOAE test is emitted from the
speaker. Those sounds cause movements of the
basilar membrane in the cochlea and that excite
outer hair cells to generate sound. These newly
generated sounds, otoacoustic emissions (OAE)
are recorded with a microphone placed in the
probe in the external auditory channel.
The “Titan” device (Interacoustics, Denmark)
has been used. The device automatically evaluates the result of the test based on predefined test
parameters (test length, the required OAE signal
strength at individual frequencies, satisfactory
signal to noise ratio, signal reproducibility). The
result “pass” appears on display if OAEs are recorded in the ear as normal finding. If OAEs are
not recorded in the ear, the test result that appears
on display is “refer”.
Statistical analysis
The data were recorded in the original program
“Ottoacces” by “Interacoustics” and subsequently
copied and processed in the Microsoft Excel database. Standard descriptive methods of statistics
were used. The χ2 test was used to investigate the
difference between experimental and control group. The significance level for all statistical tests
was set at the p value < 0.05. IBM-SPSS version
20.0 was used for the statistical analysis.
RESULTS
A total of 1217 neonates were screened for hearing impairment during the period of six months,
from 1st February to 31st July 2016. Neonates
were placed at the Well Baby Nursery (WBN),
930 (76.42%) or at the Neonatal Intensive Care
Unit (NICU), 287 (23.58%) depending on their
health conditions.
Depending whether the neonates have risk factors for hearing impairment or not, they were
divided in two groups regardless of where they
were placed, at the NICU or WBN. There were
44 (16.99%) more male newborns with risk factors for hearing impairment noted during the study period (Table 1).
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ture newborn was born in the 32nd week of pregnancy. There were 10 (4.48 %) neonates in this
group with the ‘refer’ result on the first hearing
test (of all 223 newborns with the ‘refer’ result).
‘Refer’ results on both ears were recorded in five
(50%) newborns, one (10%) on the right ear only
and four (40%) were with the ‘refer’ result on
the left ear only. On the second hearing test, four
(40%) of those newborns had the ‘pass’ result
and three (30%) had the ‘pass’ result on the third
hearing test. Three (30%) newborns were lost for
the follow up.

Table 1. Distribution of newborns with or without risk factor
(RF) for hearing loss according to gender
No (%) of neonates
Group of
neonates
With RF
Without RF
Both groups

Total

Males

Females

259 (21.28) 151 (58.30) 107 (41.31)
958 (78.72) 491 (51.25) 466 (48.64)
1217 (100) 642 (52.75) 573 (47.09)

Gender missed
to note
1 (0.39)
1 (0.11)
2 (0.16)

Risk factors for hearing impairment identified in
the study included family history of permanent
childhood hearing impairment (PCHI), prematurity, low APGAR score, asphyxia, hyperbilirubinemia, admission of ototoxic medication after birth,
stay at the NICU longer than five days, low birth
weight, craniofacial anomalies, findings associated
with a syndrome known to include hearing loss.
There were 259 (21.28%) of the total number of
screened newborns with one or more known risk
factors for hearing impairment (Table 2).

APGAR scores ≤ four at first minute or ≤ six
at fifth minute. APGAR score was not noted in
eight (0.66%) out of the 1217 newborns. Among
1209 newborns whose APGAR score was noted,
29 (2.40%) had a low score, while the lowest
APGAR score was two in the first and five in the
fifth minute. There were five (2.24%) neonates
in this group with ‘refer’ result on the first hearing test of all with the ‘refer’ result. The ‘refer’
result on right ear only was noted in three (60%)
newborns, two (40%) newborns were with the
‘refer’ result on the left ear only. On the second
hearing test four (80%) of those newborns had
the ‘pass’ result and one (20%) newborn was lost
for follow up.

Family history of hearing impairment. From
259 newborns with risk factors for hearing
impairment there were 42 (16.22%) families
with known heredity for PCHI. There were 16
(38.10%) relatives with impared hearing from
the father’s side and 26 (61.90%) relatives with
impaired hearing from the mother’s side.
A total of 223 (19.10%) out of 1217 newborns
had the ‘refer’ result on the first hearing screening. There were seven (3.13 %) neonates in this
group with ‘refer’ result on the first hearing test,
three (42.86%) on both ears, one (14.29%) on
the right ear only, and three (42.86%) on the left
ear only. On the second hearing test six (85.71%)
of those newborns had the ‘pass’ result and one
(14.29%) newborn was lost for the follow up (did
not complete the next hearing test).

Asphyxia. In the study there were 31 (2.55%)
out of 1217 newborns with diagnosed asphyxia.
All newborns diagnosed with asphyxia were admitted in NICU. There were five (16.13%) neonates in this group who had the ‘refer’ result on
the first hearing test of all with the ‘refer’ result.
The ‘refer’ result on both ears was recorded in
two (40%) newborns, one (20%) newborn had
the ‘refer’ result on the right ear only and two
(40%) were with the ‘refer’ result on the left ear
only. On the second hearing test four (80%) of

Prematurity. Prematurity was documented in 39
(15.06%) out of 259 newborns with the risk factor for hearing impairment. The youngest prema-

Table 2. Distribution of risk factors for hearing impairment in neonates according to gender and results of the hearing tests
No (%) of neonates
Risk factors

Total

Males

Family history of permanent childhood hearing loss
42 (3.45) 23 (54.76)
Prematurity
39 (3.21) 20 (51.28)
Apgar scores of ≤4 in first minute or ≤6 at fifth minute;
29 (2.40) 19 (65.52)
Asphyxia
31 (2.55) 22 (70.97)
Hyperbilirubinemia
41 (3.37) 27 (65.85)
Ototoxic medications
155 (12.74) 92 (59.35)
NICU Stay ≥ 5 days
125 (10.27) 76 (60.80)
Birth weight
28 (2.30) 13 (46.43)
Craniofacial anomalies
1 (0.08)
1 (100)
Findings associated with a syndrome known to include hearing loss 1 (0.08)
0 (0)
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Females
19 (46.24)
19 (48.72)
10 (34.48)
9 (29.03)
14 (34.15)
63 (40.65)
49 (39.20)
15 (53.57)
0 (0)
1 (100)

Refer
Refer
Refer
Lost to
result of result of result of
follow-up
the test 1 the test 2 the test 3
7 (16.67)
10 (25.64)
5 (17.24)
5 (16.13)
6 (14.63)
23 (14.84)
30 (24.00)
12 (42.86)
1 (100)
0 (0)

1 (2.38)
0 (0)
6 (15.38) 3 (7.69)
1 (3.45)
0 (0)
1 (3.23)
0 (0)
1 (2.44)
0 (0)
4 (2.58)
0 (0)
9 (7.2)
0 (0)
3 (10.71) 0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

1 (2.38)
3 (7.69)
1 (3.45)
1 (3.23)
1 (2.44)
4 (2.58)
9 (7.2)
3 (10.71)
0 (0)
0 (0)
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those newborns had the ‘pass’ result and one
(20%) newborn was lost for follow up.

newborns had the ‘pass’ result and nine (30%)
newborns were lost for the follow up.

Hyperbilirubinemia. There were 41 (3.37%)
out of 1217 neonates with diagnosed hyperbilirubinemia. Phototherapy was performed for seven
(17.07%) out of 41 newborns. Therapy with blood exchange transfusion was not required in any
of the neonates. There were six (2.69%) neonates
in this group with the ‘refer’ result on the first hearing test of all with the ‘refer’ result. The ‘refer’
result on both ears was obtained in one (16.67%)
newborn, two (33.33%) newborns had the ‘refer’ result on the right ear only and three (50%)
newborns had the ‘refer’ result on the left ear
only. On the second hearing test five (83.33%)
of those newborns had the ‘pass’ result and one
(16.67%) newborn was lost to follow up.

Low birth weight (LBW). The lowest birth
weight of all newborns recorded in this study was 1600 g and the highest one was 5460 g
(mean value 3485.44; SD±498.99). The birth
weight less than and equal to 2500 g was documented in 28 (2.30%) newborns. One (3.57%)
newborn was in WBN with birth weight 2500 g
while 27 (96.43%) were at the NICU. Of these
27 newborns, three (11.11%) were with a birth
weight below 2000 g (1880 g, 1830 g and 1600
g, respectively). There were 12 (5.38%) neonates
in this group with the ‘refer’ result on the first hearing test of all with the ‘refer’ result. The ‘refer’
result on both ears was recorded in four (33.33%)
newborns, five (41.67%) newborns had the ‘refer’ result on the right ear only and three (25%)
were with the ‘refer’ result on the left ear only.
On the second hearing test nine (75%) of those
newborns were with the ‘pass’ result and three
(25%) newborns were lost for the follow up.

Ototoxic medications. Gentamycin (aminoglycosides) is the only ototoxic medication that
was used for the treatment of newborns in the
study period. A total number of 155 (12.74%)
from 1217 screened neonates was treated with
gentamycin (Table 3). There were 23 (10.31%)
neonates in this group with the ‘refer’ result on
the first hearing test of all with the ‘refer’ result.
The ‘refer’ result on both ears were found in four
(17.39%) newborns, eight (34.78%) newborns
had the ‘refer’ result on the right ear only and 11
(47.83%) were with refer result on the left ear
only. On the second hearing test 19 (82.61%)
of those newborns had the ‘pass’ result and four
(17.39%) newborns were lost for the follow up.
Table 3. Duration of gentamycin therapy in neonates in neonatal intensive care unit (NICU) and well-baby nursery (WBN)
Gentamycin therapy
duration
>five days
Five days
< five days
Total

No (%) of neonates
NICU

WBN

Total

42 (14.64)
25 (8.71)
37 (12.89)
104 (36.24)

4 (0.42)
13 (1.40)
34 (3.66)
51 (5.48)

46 (3.78)
38 (3.12)
71 (5.84)
155 (12.74)

Newborns who stayed in NICU for five days
and longer. There were 125 (10.27%) out of
1217 neonates who were in NICU for five days
and longer. There were 30 (13.45%) neonates in
this group with the ‘refer’ result on the first hearing test of all with the ‘refer’ result. The ‘refer’ result on both ears was found in six (20%)
newborns, six (20%) newborns had the ‘refer’ result on the right ear only and 18 (60%) newborns
were with the ‘refer’ result on the left ear only.
On the second hearing test 21 (70%) of those

Craniofacial anomalies. Cleft lip without cleft
of the palate was found in one male newborn. On
the first hearing test in this newborn the ‘refer’ result on the left ear only was noted. On the second
hearing test the result was ‘pass’ on both ears.
Findings associated with a syndrome known
to include hearing loss. Polydactyly of the right
hand (polydactilia mani dextri) was the only
anomaly noted. On the first hearing test in this
newborn ‘pass’ result on both ears was noted.
A total of 223 (19.10%) newborns were with
the ‘refer’ result on the first hearing screening
test, of which in the experimental group there
were 99 (44.40%) newborns and in control group there were 124 (55.60%) newborns. From
all 259 newborns in the experimental group 99
(38.22%) were with the ‘refer’ result on the first
hearing test. In the control group there were 958
newborns and 124 (12.94%) of them had the ‘refer’ result on the first hearing test (p<0.001).
The frequency of the ‘refer’ results within each of
the groups with a certain risk factor for hearing
impairment (e. g. prematurity - 10 newborns with
the ‘refer’ result of 39) did not show statistical
significance.
A total of 85 (38.12%) out of 223 newborns with
the ‘refer’ result on the first hearing screening
were lost for the follow up, of which in the expe-
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rimental group there were 22 (25.88%) and 63
(74.12%) in control group. Loss to follow up in
the experimental group was 8.49% and 6.58% in
the control group.
DISCUSSION
It has been estimated that approximately 10 to
12% of newborns have a risk factor for hearing
impairment and 2.5 to 5% have sensorineural hearing loss (9). In this study 259 (21.88%)
newborns with the risk factors for hearing impairment have been identified. Some of the neonates were with more than one of the known risk
factors for hearing impairment.
Reportedly, gender does not affect hearing outcome (3), which is confirmed in our study.
The family history of hearing loss was identified
in 3.45% of newborns in this study, with 3.13 %
newborns with the ‘refer’ result on the first hearing
screening. Similar results were reported previously
(1.4%, 2.62% and 3%) in studies from India (17,
18, 19). The conclusion of a large retrospective study was that children with a family history of hearing loss should be followed up during the childhood even after good (pass) results on the NHS (20).
A total of 3.21% premature newborns (gestational age ≤ 36 weeks) was noticed in this study,
of which almost 25% were with the referring result, and all of them were with the ‘pass’ result
on both ears after the third hearing test. Regina
et al. study showed that almost 2% of premature
newborns had hearing impairment (18). A study
by Sun et al. showed 34.09% of diagnosed hearing impairments in the premature infant group
(21). In a systematic review by Beswick et al.
prematurity was recognized as a risk factor for
hearing impairment (22).
Low APGAR score was identified in 2.40% of
newborns in this study. Regina M et al., Gouri et
al. and Maqbool et al. reported a frequency of hearing impairment of 10.52%, 16.7% and 12.5%,
respectively in newborns with low APGAR score, concluding that APGAR score ≤5 in the first
minute was a significant risk factor for hearing
impairment (3,18,19). Results from Vohr et al.
showed low APGAR scores in 13.9% of newborns
in the NICU and in 2.8% newborns in WBN (23).
In our study only 3.45% (one newborn) with low
APGAR score was at the WBN and 96.55% were
at the NICU.
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Asphyxia was identified in 2.55% of newborns
in our study. In a systemic review by Borg et al.
asphyxia at birth was not correlated with hearing
loss in babies with complicated deliveries (24).
The same conclusion was made by Regina et
al. (18). Quite the opposite Sun et al. registered
asphyxia in 40% of newborns with diagnosed hearing loss (21). Also Hille et al. reported severe
birth asphyxia as independent risk factors for hearing loss in neonates (25).
In our study hyperbilirubinemia was identified in
3.37% of newborns. Sensory neural hearing loss
and auditory neuropathy spectrum disorder may
occur due to hyperbilirubinemia because of induced neurotoxicity (26). Hyperbilirubinemia in
26.37% of newborns with hearing impairment was
reported in the literature (21). In the study from
India 30% of children with suspected hearing loss
were with diagnosed hyperbilirubinemia (3).
Ototoxic medications exposure was the major
risk factor identified in this study. More than half
of the newborns with the risk factor for hearing
impairment received ototoxic medication during
this study. In a study by Zamani et al. majority of
diagnosed hearing impaired children were treated
with ototoxic medication and with hyperbilirubinemia as a risk factor (27). In the study by Mayer
et al. most of the children with diagnosed hearing
impairment were with low birth weight (<1500 g)
and exposure to ototoxic medication as a risk factor for hearing impairment (28). Results in a study
from China showed that 41.30% of newborns with
hearing impairment received ototoxic medicines
(21). In our study 12.74% of neonates received
gentamycin and more than half of the newborns
treated with ototoxic medication received this
therapy for at least five days. Similar results were
published in a study from India where 45% of neonates referred to tertiary care hospital because of
suspected hearing loss were treated with ototoxic
medicines for longer than five days (3).
In the presented study 10.27% of newborns were
in the NICU for five days and longer, which was
almost half (43.55%) of all newborns who were
placed in the NICU. In guidelines from the Join
Committee of Infants Hearing (JCIH) staying at
the NICU longer than five days is confirmed as
a risk factor for hearing impairment (5). In a study by Regina et al. 68.42% of hearing impaired
newborns were at the NICU for more than 24
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hours suggesting that admission to the NICU for
more than 24 hours is a significant risk factor for
hearing impairment among neonates (18). Length
of newborns’ stay at the NICU should be seriously
observed regarding the follow up after NHS.
Birth weight less than 1500 g is considered to be
a risk factor for the occurrence of hearing loss (5).
Newborns included in this study had birth weight
greater than 1500 g with lowest birth weight of
1600 g. Regina et al. reported 28.94% of hearing
impaired newborns with birth weight <1500 g
(18), Vohr et al showed low birth weight in 17.8%
of newborns with hearing impairment (23). On the
other hand, in a study by Ohl et al. birth weight <
1500g together with premature birth (< the 34th
week of pregnancy) did not show a statistically significant impact on hearing loss (29).
Craniofacial anomalies were identified in 0.08%
of newborns in our study. Craniofacial anomalies are an important risk factor for conductive
hearing loss (29). In a study from India 5% of
all children referred to tertiary care referral hospital because of suspected hearing impairment
had craniofacial anomalies (3). Anomaly of the
right hand in 0.08% (one) of newborns was found in our study. This anomaly can occur in Wardenburg syndrome type III (Klein-Wardenburg
syndrome) and it is well known that hearing impairment might be one of the symptoms in this
syndrome (30).
In this study 11.2% more newborns with the
‘refer’ result on the first hearing test were in the
control group of newborns (the group without
risk factors for hearing impairment) indicating
that risk factors for hearing impairment had an
influence on the outcome of the first hearing test
in the NHS. It is very possible that the time of
performance of the test (31) and the presence of
amnion liquid or debris in ear canal or in middle ear (32) could play an important role for high
‘refer’ result too.

The results of Yoshikawa et al. have shown that
infants with congenital infection, chromosomal
aberration and central nervous system abnormality had a significantly higher incidence of
the ‘refer’ results in hearing screening; authors
did not find a statistically significant difference between the pass and the refer groups in the
NICU, birth weight (<2200 g), gestational age,
the values of total serum bilirubin, Apgar score
and ototoxic drug use (14).
A limitation of the study was relatively short
time of the study period and a relatively small
sample. Further studies, with lager sample size,
are needed for better insight in the importance of
hearing assessment in newborns with risk factors
for hearing impairment. The lack of experience
in the NHS diagnostic procedures was another
limiting factor in this study, since until now the
NHS was not performed in the Cantonal Hospital
Zenica. Many infants who were lost for followup due to lack of legal obligation of the parents to
bring their newborns to the next hearing tests was
another limitation in the study.
In conclusion, many serious risk factors for hearing
loss are identified in this study, which is of great
importance because the follow-up of the children
with risk factors is very important. Our data indicate that risk factors for hearing impairment have
influence on the outcome of the first hearing test
in the NHS. The use of ototoxic medication and
length of stay at the NICU as major identified risk
factors for hearing impairment in this study should
be seriously observed in the future.
FUNDING
No specific founding was received for this study.
TRANSPARENCY DECLARATION
Competing interests: none to declare.

REFERENCES
1.
2.

3.

Epstein S, Reilly JS. Sensorineural Hearing Loss.
Pedaitr Clin North Am 1989; 36:1501-19.
Grandori F, Lutman M. The European Consensus
Development Conference on Neonatal Hearing
Screening (Milan/Italy, May 15-16, 1998). Am J Audiol 1999 8:19-20.
Maqbool M, Najar BA, Gattoo I, Chowdhary J.
Screening for hearing impairment in high risk neonates: a hospital based study. JCDR 2015; 9:18.

4.

5.

Centers for Disease Control and Prevention.
Summary of 2014 national EHDI data. https://www.
cdc.gov/ncbddd/hearingloss/ehdi-data2014.html (01
November 2017).
Joint Committee on Infant Hearing (JCIH), Joint
Committee on Infant Hearing Year 2007. Position
Statement: principles and guidelines for early hearing detection and intervention programs. Pediatrics
2007; 120:898–921.

35

Medicinski Glasnik, Volume 15, Number 1, February 2018

6.

7.
8.

9.
10.
11.

12.

13.

14.

15.
16.

17.
18.

19.

36

Harrison M, Roush J. Age of suspicion, identification, and intervention for infants and young children
with hearing loss: a national study. Ear Hear 1996;
17:55-62.
Harrison M, Roush J, Wallace J. Trends in age of
identification and intervention in infants with hearing loss. Ear Hear 2003; 24:89-95.
Davis JM, Elfenbein J, Schum R, Bentler RA.
Effects of mild and moderate hearing impairments
on language, educational, and psychosocial behavior
of children. J Speech Hear Disord 1986; 51:53-62.
Vohr BR, Maxon AB. Screening of Infants for Hearing impairment. J Paediatr 1996; 128:710-14.
Kountakis SE, Skoulas I, Phillips D, Chang CY. Risk
factors for hearing loss in neonates: a prospective
study. Am J Otolaryng 2002; 23:133-137.
Sloan-Heggen CM, Bierer AO, Shearer AE, Kolbe
DL, Nishimura CJ, Frees KL, Ephraim SS, Shibata
SB, Booth KT, Campbell CA, Ranum PT, Weaver
AE, Black-Ziegelbein EA, Wang D, Azaiez H, Smith
RJ. Comprehensive genetic testing in the clinical
evaluation of 1119 patients with hearing loss. Hum
Genet 2016; 135:441–50.
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; 103:527-530.
Jiang ZD, Zhou Y, Ping LL, Wilkinson AR. Brainstem auditory response findings in late preterm infants in neonatal intensive care unit. Acta Paediatr
2011; 100:51-54.
Yoshikawa S, Ikeda K, Kudo T, Kobayashi T. The
effects of hypoxia, premature birth, infection, ototoxic drugs, circulatory system and congenital disease on neonatal hearing loss. Auris Nasus Larynx
2004; 31:361-8.
American Speech-Language-Hearing Association.
Hearing facts on newborn hearing loss and screening. http://www.asha.org. (02 November 2017).
White KR, Vohr BR, Behrens TR. Universal newborn
hearing screening using transient evoked otoacoustic
emissions: results of the Rhode Island Hearing Assessment Project. Semin Hear 1993; 14:18-29.
John M, Balraj A, Kurien M. Neonatal screening for
hearing loss: pilot study from a tertiary care centre.
Indian J Otolaryngol Head Neck Surg 2009; 61:23-6.
Regina M, Moideen SP, Mohan M, Mohammed
MTP, Afroze KHM. Audiological screening of high
risk infants and prevalence of risk factors. Int J Contemp Pediatr 2017; 4:507-11.
Gouri ZU, Sharma D, Berwal PK, Pandita A,
Pawar S. Hearing impairment and its risk factors by
newborn screening in north-western India. Matern
Health, Neonatol Perinatol 2015; 1:1-7.

20. Driscoll C, Beswick R, Doherty E, Silva R, Cross
A. The validity of family history as a risk factor in
pediatric hearing loss. Int J Pediatr Otorhinolaryngol
2015; 79:654-9.
21. Sun JH, Li J, Huang P, Bu J, Xu ZM, Li J, Shen
XM. Early detection of hearing impairment in highrisk infants of NICU. Zhonghua Er Ke Za Zhi 2003;
41:357-9.
22. Beswick R, Driscoll C, Kei J. Monitoring for postnatal hearing loss using risk factors: a systematic
literature review. Ear Hearing 2012; 33:745-56.
23. Vohr BR, Widen JE, Cone-Wesson B, Sininger YS,
Gorga MP, Folsom RC, Norton SJ. Identification
of neonatal hearing impairment: characteristics of
infants in the neonatal intensive care unit and wellbaby nursery. Ear Hear 2000; 21:373-82.
24. Borg E. Perinatal asphyxia, hypoxia, ischemia and
hearing loss: an overview. Scand Audiol 1997;
26:77-91.
25. Hille ET, van Straaten HI, Verkerk PH; Dutch NICU
Neonatal Hearing Screening Working Group. Prevalence and independent risk factors for hearing loss in
NICU infants. Acta Paediatr 2007; 96:1155-8.
26. Wickremasinghe AC, Risley RJ, Kuzniewicz MW,
Wu YW, Walsh EM, Wi S, McCulloch CE, Newman
TB. Risk of sensorineural hearing loss and bilirubin
exchange transfusion thresholds. Pediatrics 2015;
136:505-12.
27. Zamani A, Daneshju K, Ameni A, Takand J. Estimating the incidence of neonatal hearing loss in high
risk neonates. Acta Medica Iranica 2004; 43:176- 80.
28. Meyer C, Witte J, Hildmann A, Hennake KH,
Schunck KU, Maul K, Franke U, Fahnenstich
H, Rabe H, Rossi R, Hartmann S, Gortner L. Neonatal Screening for hearing disorders in infants at
risk: incidence, risk factors & follow-up. Paediatrics
1999; 104:900-4.
29. Ohl C, Dornier L, Czajka C, Chobaut JC, Tavernier
L. Newborn hearing screening on infants at risk. Int
J Pediatr Otorhinolaryngol 2009; 73:1691-5.
30. Tagra S, Talwar AK, Walia RS, Sidhu P. Waardenburg syndrome. Indian J Dermatol Venereol Leprol
2006; 72:326.
31. van Dyk M, Swanepoel De Wet, Hall JW. Outcomes
with OAE and AABR screening in the first 48h-Implications for newborn hearing screening in developing countries. Int J Pediatr Otorhinolaryngol 2015;
79:1034-40.
32. Olusanya BO, Bamigboye BA. Is discordance
in TEOAE and AABR outcomes predictable in
newborns. Int J Pediatr Otorhinolaryngol 2010;
74:1303–09.

