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Review of NICE Technology Appraisal Guidance No. 166:
Cochlear implants for children and adults with severe to profound deafness

About us
1. The National Community Hearing Association (NCHA) represents community hearing care providers in the UK. 
Feedback on TA166  
2. We welcome this opportunity to comment on recommendation 1.5 in TA166.

3. We agree that eligibility criteria in recommendation 1.5 “are now out of date and do not reflect clinical practice”[footnoteRef:1]  [1:  NICE, 2017, Guidance Executive, Technology Appraisal Review Proposal paper, TA166, page 1. ] 


4. We agree that recommendation 1.5 needs to be updated. 

5. In our view, this is also an important opportunity to update the language used in TA166 and to address some practical (real-world) challenges with this NICE guidance. For example
a- most audiologists in England and Wales (where TA166 is currently used) do not measure or describe hearing loss in the way that NICE describes it in TA166
b- this has, in our view, contributed to poor dissemination and uptake of TA166, yet
c- there is no robust evidence-base to support NICE’s definition of “severe to profound” hearing impairment, or its current measurement/definition of hearing loss. 

Addressing this issue should help improve dissemination and implementation of TA166 – i.e. also help NICE meet its duties to advance equality and improve patient outcomes. 

6. We make recommendations below. We expect the impact of our recommendations to be as follows 
a- improve dissemination of TA166
b- provide a consistent standard of what constitutes “severe to profound” hearing loss, reducing confusion among non-specialist clinicians and the public
c- increase the probability that patients already eligible are referred for assessment 
d- no significant increase in the number of people receiving NHS funded Cochlear implants 
Recommendations: criteria and language (typology)
Criteria 
7. We understand that the original economic analysis for TA166 was particularly sensitive to utility weights and that significant supplier discounts would be required in order to make any fundamental changes to eligibility criteria. 
8. We also understand the various issues with transferability of health economic studies (costs, funding models and effectiveness etc) that are more likely to emerge in these scenarios – e.g. the fact the UK has some of the most stringent eligibility criteria for Cochlear implants[footnoteRef:2] might not be sufficient, in itself, to justify NICE updating its recommendations.  We factor this and other variables into our feedback below. [2:  Vickers et al. 2016, Issues in Cochlear Implant Candidacy. Cochlear Implants International. 17 	] 


9. We recommend that NICE
a- changes its criteria to ≥80dB HL (averaged 0.5, 1, 2 and 4 KHz) to better reflect clinical practice 
b- reviews use of the Bamford-Kowal-Bench (BKB) test, which research suggests might create inequalities in access[footnoteRef:3]. That, as part of its commitment to advancing equality, NICE therefore also considers removing this test from recommendation 1.5 [3:  Vickers et al. 2016, Preliminary assessment of the feasibility of using AB words to assess candidacy.  Cochlear Implants International Vol. 17] 

c- considers replacing the BKB test with the Arthur Boothroyd (AB) monosyllabic word test[footnoteRef:4] [4:  Vickers et al. 2016, Preliminary assessment of the feasibility of using AB words to assess candidacy.  Cochlear Implants International Vol. 17 ] 


Language (typology) 
10. In addition to reviewing recommendation 1.5, the language used in TA166 should be reviewed to aid dissemination of eligibility criteria. 

11. The current definition of severe to profound hearing loss is unique to TA166, not evidence-based, and overlooks other definitions of hearing impairment. This can be very confusing for stakeholders, for example 
a- recommendation 1.5 states, “For the purposes of this guidance, severe to profound deafness is defined as hearing only sounds that are louder than 90dB HL at frequencies of 2 and 4kHZ…”[footnoteRef:5] [5:  NICE, Cochlear implants for children and adults with severe to profound deafness, Technology appraisal guidance Published: 28 January 2009, nice.org.uk/guidance/ta166 page 4] 

b- no other widely used classification system uses this definition of hearing loss (Table 1)[footnoteRef:6] [6:  The BSA criteria might appear similar at first glance, however it is averaged over four frequencies not two] 

c- to understand the difference in opinion – i.e. not evidence – somebody has to find and read a single sentence on page four of a 41-page NICE’s TA166, and understand that many readily available definitions of “severe to profound hearing loss” are not related to NICE’s definition in TA166
d- eligibility criteria in TA166 are therefore confusing for the public and non-specialist clinicians.

12. In Table 1 we share various classification systems. NHS England currently uses an abridged version of the Global Burden of Disease (GBD) expert group criteria[footnoteRef:7]. A forthcoming national JSNA guide (coproduced by NHS England, the Local Government Association and the Association of Directors of Public Health) will also use the NHS England abridged GBD version. [7:  Table 1, page 51 in NHS England, 2016, Commissioning Services for People with Hearing Loss: A Framework for Clinical Commissioning Groups). NHS England omits the hearing impairment categories of mild to profound hearing loss in order to focus on level of likely lived (perceived) impairment rather than arbitrary and non-evidence based, albeit historical, typologies/descriptors of mild, moderate, severe and profound. ] 


13. We recommend that NICE
a- uses the same categories/descriptors of hearing loss as NHS England guidance. This will improve consistency and aid dissemination. The original criteria can be found in Stevens et al. 2011[footnoteRef:8], for ease of reference this is also highlighted in green in Table 1 below.  [8:  Table 1 in Global and regional hearing impairment prevalence: an analysis of 42 studies in 29 countries European Journal of Public Health, Vol. 23, No. 1, 146–152 https://academic.oup.com/eurpub/article/23/1/146/460112, ] 

b- [bookmark: _GoBack]stops using its own definition of “severe to profound hearing loss” which can mislead the public and non-specialist clinicians into assuming that all people with “severe” losses (ranging from 71-90) might be eligible if they fail a specified word test.  Whereas, based on existing criteria in TA166 and prevalence data, the vast majority of people with a “severe” loss are unlikely to be eligible.  NICE should therefore make clear that TA166 is most likely to apply to people with profound hearing loss that do not benefit from conventional hearing aids, setting out more clearly whether it recommends a threshold of 80dBHL (as recommended above) or 90dBHL (as per existing guidance) and at which frequencies this should be measured.  
	
	Classification system

	Hearing impairment category 
	WHO[footnoteRef:9] [9:  World Health Organization, 2016, Grades of hearing impairment, http://www.who.int/deafness/hearing_impairment_grades/en/ accessed 22 January 2017] 

	BSA[footnoteRef:10] [10:  British Society of Audiology] 

	GBD Group[footnoteRef:11] [11:  Global Burden of Disease Group (GBD) expert group, in Table 1, Stevens et al. 2011, Global and regional hearing impairment prevalence: an analysis of 42 studies in 29 countries European Journal of Public Health, Vol. 23, No. 1, 146–152 https://academic.oup.com/eurpub/article/23/1/146/460112.] 


	Unilateral 
	NA
	NA
	<20 in the better ear; ≥35 in the worse ear 

	Mild 
	26-40
	20-40
	20-34

	Moderate 
	41-60
	41-70
	35-49

	Moderately/Severe
	NA
	NA
	50-64

	Severe 
	61-80
	71-95
	65-79

	Profound 
	>80
	>95
	80-94


Table 1: Classification systems for the severity of hearing loss, better ear threshold in decibels over average frequencies 0.5, 1, 2 and 4kHZ (dB HL)
Other comments 
14. Changing the criteria from 90dBHL to 80dBHL is unlikely to have a significant impact on NHS resources, especially given additional eligibility criteria (e.g. need to try conventional hearing aids and also undertake a specified word test).  For example
a- the prevalence data in Table 2 show that very few adults are likely to meet the 80dBHL or 90dBHL threshold criteria
b- an estimated 0.4% to 0.7% of the adult population might have a loss of at least 80dBHL
c- an estimated 0.1% to 0.2% of children might have a profound hearing loss[footnoteRef:12] [12:  NICE, Cochlear implants for children and adults with severe to profound deafness, Technology appraisal guidance Published: 28 January 2009, nice.org.uk/guidance/ta166 page 4 and 6] 

d- therefore taking a very conservative[footnoteRef:13] estimate that 0.3% of the population would meet a 80dBHL threshold, this would amount to  make a maximum of 163,000 people theoretically eligible for Cochlear implants in England. Most of these people would however benefit from conventional hearing aids or pass an AB word criteria, and therefore not actually be eligible[footnoteRef:14]    [13:  Very conservative because it assumes a prevalence of 0.3% in children under 18, which overestimates the eligible population. This overestimation in the 01-18 population is also likely to correct for the lack of data on the population aged 80 and older ]  [14:  Based on 54,316,618 people living in England in 2015. Applying an estimate of 0.3% gives 163,000 people, applying 0.2% 109,000 people - i.e. the marginal change is a maximum of 54,000 people and any of these are unlikely to be eligible based on other criteria. Population data source, ONS, Table SAPE17DT5: Mid-2014 Population Estimates for Clinical Commissioning Groups in England, by Single Year of Age and Sex ] 


15. In summary, implementing recommendations in this submission, NICE is likely to improve dissemination of guidance and therefore make it more likely those people already eligible for NHS funded Cochlear implants are actually referred, rather than increase the actual number of procedures by changing a treatment threshold in any meaningful way. 

	
	75dBHL
	85 dBHL
	95 dBHL

	Prevalence 
	0.7%
	0.4%
	0.2%




Table 2: Prevalence by age group (18-80), better ear over 0.5, 1, 2 and 4kHZ[footnoteRef:15] [15:  Table B5124-1, page 46. Davis, Hearing in Adults ] 


Note: 
Please note, we the NCHA only learnt about this consultation process – which was limited to existing stakeholders – a few days before the deadline. We have therefore not been able to present all the peer-reviewed publications we would normally include in such a response. We would like to be involved in any future work on TA166. 
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