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	1
	General 
	General (Summary)
	SUMMARY 

The adult hearing service (audiology) includes hearing assessments which are classified as a physiological diagnostic service[endnoteRef:2] and therefore fall under the scope of this guideline.  [2:  Right Care (2013) Atlas of Variation, Map 23 (page 102) and Map 24 (page 104)
] 


We hope that the Committee working on this guideline will 

· find this evidence-based submission helpful and consider using adult hearing assessments as a clear example of a diagnostic service that should be delivered outside hospital, close-to-home in community-based facilities

· take steps to ensure that the final guideline is not used to preserve an outdated hospital based model of care, where this is no longer justified on cost, access or outcome grounds. 

For example patient groups and the Department of Health have long supported calls to deliver diagnostics for adult hearing loss outside hospital[endnoteRef:3]. There is now a consensus that this can happen and that routine adult hearing assessments should be delivered in primary care settings[endnoteRef:4]. In 2015 Monitor added further evidence to support the case for change when it reported that where community-based hearing care has been commissioned, standards put in place are higher, prices lower by 20-25% per patient and access is improved – including for vulnerable groups[endnoteRef:5].  [3:  RNID, 1988. Hearing aids a case for change. p. 5: RNID, 1999. Waiting to Hear. London p. 21; Department of Health, 2007. Evidence Submission to Health Select Committee. pp.74-75 in Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Department of Health, 2007. Improving Access to Audiology Services in England. Leeds: Department of Health; Department of Health, 2009. Hearing Services for Older People. London: Department of Health; NHS Improvement, 2010. Audiology Improvement Programme: Pushing the boundaries: Evidence to support the delivery of good practice in audiology. Leicester: NHS Improvement. p.5; Action on Hearing Loss, 2011. Hearing Matters. P.68; 
]  [4:  NHS England and Department of Health, 2015, Action Plan on Hearing Loss http://www.england.nhs.uk/wp-content/uploads/2015/03/act-plan-hearing-loss-upd.pdf
]  [5:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients and reference cost data provided above.
] 


However there has also been longstanding and non-evidence-based opposition to this by entrenched hospital providers[endnoteRef:6], this despite evidence that most hospital audiologists also agree that providing audiology closer to home benefits patients[endnoteRef:7].  [6:  SEE follow sources for a guide to systemic system shortcomings and resistance to change even when independent evidence shows community-based services have advantages over the hospital model of care. SEE: Johnson, J. et al., (1984). “A survey of National Health Service hearing aid services. An RNID Scientific and Technical Department Report”. RNID, London; RNID, Age Concern and British Association of the Hard of Hearing (1986) Breaking the Sound Barrier; RNID (1988) “Hearing aids the case for change”. London; RNID (1999) “Waiting to hear? A report on waiting times for hearing tests” RNID, London; Audit Commission, (2000). “Fully equipped: the provision of equipment to older or disabled people by the NHS and social services in England and Wales” Audit Commission, London; Jayarajan, V. and Rangan, S. 2000. Evaluation of hearing-aid provision in adults. Journal of Audiological Medicine, 9(1), pp. 25-34; RNID (2001) “Audiology in crisis, still waiting to hear”. RNID, London; Davis A, 2003.  Private Sector Dispenser Pilot Evaluation November 2003 Executive Summary; Davis, A.2005. Effective ways for implementing research in a clinical environment: benefits, barriers and future challenges. P. Littlejohns 2005. Delivering Quality in the NHS 2005. Oxon: Radcliffe Publishing Ltd; Department of Health, 2007. Good Practice in Transforming Adult Hearing Services for Patients with Hearing Difficulty. Leeds: Department of Health; Department of Health, 2007. Improving Access to Audiology Services in England. Leeds: Department of Health; Department of Health, 2007. Evidence Submission to Health Select Committee. pp.74-75 in Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Ross, L. 2008. Modernizing times: UK hearing-impaired consumers at the policy crossroads.  International Journal of Consumer Studies, 32 (2), pp. 122-127; NHS Improvement, 2011. NHS Improvement: The best of clinical pathway redesign. Practical examples delivering benefits to patients. Leicester: NHS Improvement; Hind et al. 2011. Prevalence of clinical referrals having hearing thresholds within normal limits. International Journal of Audiology 2011; 50: 708–716; Hind et al. 2011. Prevalence of clinical referrals having hearing thresholds within normal limits. International Journal of Audiology 2011; 50: 708–716; Lowe, C (2015) “Under Pressure: NHS Audiology Across the UK.” London, Action on Hearing Loss; Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients.

Then see opposition in context by referring to: 
Evidence Submission to Health Select Committee (various), in Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited;  Ross, L. 2008. Modernizing times: UK hearing-impaired consumers at the policy crossroads.  International Journal of Consumer Studies, 32 (2), pp. 122-127; and AQP engagement blogs hosted by the Department of Health (AQP team) prior to 2012 implementation 
 ]  [7:  E.g. In 1997, in a Department of Health sponsored study, heads of NHS audiology departments were surveyed about the benefits associated with delivering care closer to home. The response rate in England was 87%. The table below shows that, according to experts, care closer to home had considerable advantages for patients (Table 1); including improved access and the potential to improve hearing aid compliance.  It also shows there was strong agreement on the benefits of care closer to home.  Despite this, and the fact there was no evidence of hospitals attempting to deliver more diagnostic services for adult hearing loss outside of hospital, there has been opposition to community hearing care providers delivering this non-medical service outside of hospital in the last seven years.

Table 1: Head of audiologists’ view on the advantage of outreach work in 1997 (i.e. care closer to home (source: Reeves et al., 2000)
] 


The adult hearing service is, in our view, a good case study for why policy and evidence-based leadership is required alongside this guideline in order to tackle vested interests and ensure that optimal and cost-effective outcomes are achieved for all service users  - i.e. that the final guideline is used to facilitate evidence-based change, not as a barrier against it. We therefore ask that the Committee consider the unintended consequences of making broad recommendations on diagnostics without service specificity and how this could impede rather than promote improvement.

· ensure that particular care is taken when assessing the economic case for diagnostics because of the broad span of services involved. Any cost-effectiveness analysis (CEA) for diagnostics might therefore be very limited in terms of its usefulness, transferability and generalisability[footnoteRef:2].  [2:  At this stage it is not clear how analysts at NICE will control for multiple confounders – e.g. it is not clear how CEA will be useful given the broad scope of the guideline because variables such as where a diagnostic test takes place in the patient pathway can have an impact on patient outcomes and thus any ICER. Cost-benefit analysis on the other hand can be used to assess the cost per case diagnosed.] 

We would be happy to work with NICE on this guideline and to answer any questions linked to this submission. In particular we would be happy to meet NICE and discuss what lessons from audiology might be transferable to other areas of diagnostics in terms of cost-effectiveness and health quality management.



Hearing loss and our recommendations 

Today, there are an estimated 3.8 million adults with undiagnosed hearing loss in England[endnoteRef:8]. The diagnostic service for adult hearing loss cannot be decoupled in a cost-effective way from the three-year patient pathway. Instead the NHS can diagnose more patients with hearing loss for any given budget by using the better value community-based three-year package of care, rather than non-mandated hospital activity based tariff (i.e. tackle undiagnosed hearing loss in a more cost-effective way)[endnoteRef:9].  [8:  Davis, A. and Smith, P., 2013. Adult Hearing Screening: Health Policy Issues – What Happens Next? American Journal of Audiology, 22(1), pp. 167-170.  Note: Davis and Smith update estimates from previous research but do not provide their methodology. Their earlier research took place before digital hearing aids were introduced into the NHS. Since then more people have been fitted and therefore Davis and Smith’s estimate of 3.8 million might slightly over estimate unmet need.  
]  [9:  NB. Monitor notes “the introduction of choice has also made services more transparent” and that “the introduction of choice has strengthened the opportunity for [CCGs] to achieve better value for money. In areas with choice, commissioners have often put in place more robust or higher service specifications that raise expectations of providers. In some cases, commissioners have also established locally determined prices that are 20−25% lower than the national non-mandated tariff” (Monitor, 2015). 
This is because: 
The original structure of the non-mandated tariff for adult hearing services was noted in the Department of Health’s “Payment by Results Guidance 2009-10” – (available here) 

the tariff included one follow-up and commissioners then paid for each additional aftercare 
it did not include any service specification or standards

This can be compared to the specification and prices in the Department of Health’s Best Practice Guidance (BPG) published on 20th December 2012 (available here). BPG includes:

clear standards – expectations, targets, accountability  (available here)
clearly defined prices (available here)

BPG  shows that prices were reduced by 10% compared to the non-mandated tariff (page 40 - available here)

In addition to this 10% reduction there were other savings. For example all aftercare visits were included in the package of care. It is estimated that CCGs would save between 20% and 25% by using the BPG compared to the non-mandated tariff system. In some areas CCGs have also not adjusted local prices for MFF and therefore made savings in excess of 25% per patient (i.e. in some cases 10x the efficiency savings required in the Five Year Forward View). The new service specifications also set KPIs which mean providers are assessed on outcomes rather than activity – reducing the incentives to diagnose hearing loss but then fit and forget in order to meet referral to treatment targets. We believe such a model creates positive incentives to diagnose and then manage patients in the long-term and that because of this, other things being equal, the BPG is likely to be more cost-effective (in that it would dominate the non-mandated tariff model in any cost-effective analysis because by any definition the NHS is getting more for less). Patients are also not travelling as far to access care in areas where community diagnostics are accessible and therefore the societal cost of out of hospital audiology is also likely to be favourable in any cost-effectiveness model that captures service user costs. 
] 


Despite the evidence showing that the vast majority of adults with hearing loss (90%) don’t need to see a doctor, or attend ENT or hospital for their hearing loss[endnoteRef:10], hospitals continue to provide the vast majority of diagnostic tests for adults with hearing difficulties[endnoteRef:11]. There is not only unacceptable variation in access to these diagnostic services[endnoteRef:12] but also variation in standards and prices[endnoteRef:13] and this, despite hospital audiology staff working beyond capacity, and feeling pressurised and overworked. [10:  Swan, I.R.C. and Browning, G.G. 1994. A prospective evaluation of direct referral to audiology departments for hearing aids. The Journal of Laryngology and Otology, 108(2), pp. 120-124; Reeves, D.J. et al., 2000, Community provision of hearing aids and related audiology services, Health technology assessment (Winchester, England), vol. 4, no. 4; Abdelkader, M. et al. 2003. Prospective evaluation of the value of direct referral hearing aid clinic in management of young patients with bilateral hearing loss. Clinical Otolaryngology & Allied Sciences, 29(3), pp. 206-209; Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Eley, K. A. and FitzGerald, J. E. 2010. Quality improvement in action: Direct general practitioner referrals to audiology for the provision of hearing aids: a single centre review. Quality in Primary Care, 18(3), pp. 201-206; Zapala, D. A. et al 2010. Safety of Audiology Direct Access for Medicare Patients Complaining in Impaired Hearing. Journal of the American Academy of Audiology, 21(6), pp. 365-379.
]  [11:  SEE: Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients and reference cost data provided above. In comparison 88,000 hearing assessments were done in primary care settings in the same year (NCHA dataset). See footnotes above for evidence of barriers to shifting services outside of hospital.
]  [12:  Right Care (2013) Atlas of Variation, Map 23 (page 102) and Map 24 (page 104)
]  [13:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients
] 


We estimate that at least 450,000 adult  hearing assessments - 1.8 and 2.3 million hospital contacts for audiology – each year should be commissioned out of hospital and delivered at lower cost in the community[endnoteRef:14],[endnoteRef:15]. The evidence shows that this would reduce distance travelled (and hence travel costs) for service users (who are on average aged 70 and over)[endnoteRef:16], and save the NHS 20-25% per patient whilst improving standards and equity in access[endnoteRef:17] - i.e. there is a clear economic and clinical case to transform hearing care. [14:  We take Monitor’s data on page 44 (click here) on completed Direct Access Audiology pathways for each year. We assume that all these patients had a hearing test when referred. We take reference cost activity data for 2012/13 (provided below). We compare the number of reported assessments to Monitor’s reported figures and calculate an average of 71% (range 69-76%). To check our 71% estimate we compare this to the known causes of hearing loss in a population and our calculations for England which suggest 73% of all hearing loss can be managed by audiologists and for people aged 55 and over at least 89% of patients do not need ENT referral. And compare this to the 90% estimate in the peer-reviewed literature (Zapala, D. A. et al 2010. Safety of Audiology Direct Access for Medicare Patients Complaining in Impaired Hearing. Journal of the American Academy of Audiology, 21(6), pp. 365-379.) As age-related hearing loss will be the main driver of activity in coming years, and is already provided safely in primary care settings, we estimate 71%-90% of all activity could be done in the community.
]  [15:  We provide reference cost activity for NICE to review. It is clear that most audiology activity is driven by hearing aid repairs (graph below). Other sections in our submission explain the prevalence of hearing loss and differential diagnosis. 

Graph: Percentage of adult patient visits that are devoted repairs in each year per audiology service provider (Calculated by dividing total reported activity by the number of submissions (Source: reference cost data 2004-2012).
]  [16:  AGE:  Davis, A. et al., 2007. Acceptability, benefit and costs of early screening for hearing disability: a study of potential screening tests and models. Health technology assessment, 11(42); NCHA (2014) data on 88,203 hearing assessments. DISTANCE: Annex 2 of Monitor’s 2015 report: NHS adult hearing services in England: exploring how choice is working for patients for modelling of distance travelled before and after introduction of community provision (here)
]  [17:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients
] 


The longstanding resistance to moving diagnostic services for adult hearing out of hospital therefore needs to be challenged in an evidence-based way. Capacity in hospitals is scarce and comes at significant opportunity costs. In our view this is why NICE needs to consider adult hearing assessments alongside the entire adult hearing pathway and safeguard against general guidance on diagnostics which could be misused to frustrate much needed change in adult hearing care. It is based on the evidence provided in our submission that we provide the following overarching feedback:

1- “What and how services are grouped together” (line 51): 

We caution against non-evidenced based grouping, especially where this is done on the basis of provider convenience, system inertia, resistance to modernisation or to protect market share and revenue rather than improve patient outcomes and cost-effectiveness. 

There is a high risk that, unless NICE takes active steps to avoid this, non-evidence based grouping will continue to occur in audiology, as will the negative impact on patients (adults and children) which is well-documented.

2- “Where services are delivered” (line 54), “Who should provide and deliver services” (line 53) and “When services should be available” (line 55).

Diagnostics for hearing loss should be delivered in the community, and outside of hospital just as for GP, oral health and eye health diagnostics.  We therefore invite NICE to ensure that patients and taxpayers are put first, and that providers are challenged if they make non-evidence based claims that shifting diagnostics into the community will harm other services – in audiology there is no evidence to support this. Based on NHS reference cost data, non-mandated hospital tariffs, community-based tariffs, available service specifications, Monitor’s review of the adult hearing service, and the Department of Health and NHS England Action Plan on Hearing Loss, the consensus of evidence is that diagnostics for adults with hearing loss should be provided in the community and outside of hospital. Patient groups since the 1980s, the Department of Health since 2007, and the NHS most recently have all supported this aim[endnoteRef:18]. [18:  Department of Health:

Department of Health, 2007. Evidence Submission to Health Select Committee. pp.74-75 in Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Department of Health, 2007. Improving Access to Audiology Services in England. Leeds: Department of Health; Department of Health, 2009. Hearing Services for Older People. London: Department of Health; Department of Health, 2012. Any Qualified Provider Adult Hearing Services Implementation Packs. London: Department of Health.

NHS England, NHS Improvement et al:

NHS Improvement, 2010. Audiology Improvement Programme: Pushing the boundaries: Evidence to support the delivery of good practice in audiology. Leicester: NHS Improvement. p.5
NHS England and Department of Health, 2015, Action Plan on Hearing Loss http://www.england.nhs.uk/wp-content/uploads/2015/03/act-plan-hearing-loss-upd.pdf

Patient Groups: 

RNID, 1988. Hearing aids a case for change. p. 5: RNID, 1999. Waiting to Hear. London p. 21; Action on Hearing Loss, 2011. Hearing Matters. P.68
] 


The type of provider is not relevant.  There is no credible evidence that any particular type of provider should or should not provide diagnostics for adult hearing loss. Rather an evidence and risk based approach favours community provision irrespective of provider (traditional NHS, ISP). Here we feel that lessons from hearing care will be transferable to other diagnostic services. It is helpful then that Monitor has reviewed the Department of Health’s Any Qualified Provider (AQP) policy and shown that it is an efficient way to commission diagnostic services outside of hospital from the most suitable, qualified and accessible providers.

Services should be available based on clinical need and/or patient preferences – in our view, as with eye care today, diagnostic services for hearing loss should be available close to home and when patients want to access them. In many cases people will demand access to hearing care at least six days a week. If NHS England and the Department of Health provide community providers with some assurance that NHS commissioners will make evidence-based decisions and fair playing field guidance will be enforced, then community-based providers will be able to invest in additional weekend and evening clinics without increasing the marginal cost per patient for the NHS. 

	2
	Question 1.1
	84-85
	Diagnostics services include, and are linked to, many disparate services and therefore in our view there are no universal principles that apply to all diagnostics. To conclude otherwise would be a false syllogism. We are concerned therefore that that the scope of the current guideline is too ambitious and there is a moderate to significant risk that it will end up confusing rather than helping the groups listed (lines 37-42 p.2). 

Nevertheless, in order to support NICE in this ambitious work programme, we focus our submission on audiology, which falls under physiological diagnostic services[endnoteRef:19]. [19:  Right Care (2013) Atlas of Variation, Map 23 (page 102) and Map 24 (page 104)
] 


Physiological diagnostic services – audiology 

NICE refers to the NHS Atlas of Variation (line 166, page 7).  Adult hearing assessments are reported in the Atlas of Variation[endnoteRef:20]. We agree with NICE that not all stakeholders understand the causes of variation in quality of diagnostic services (lines 166-173, page 7). However we also believe that few stakeholders have been able to take the time to explore possible causes of variation.  [20:  Right Care (2013) Atlas of Variation, Map 23 (page 102) ] 


We therefore caution against using current fashionable words like “multidisciplinary” and “integrated” when discussing adult hearing services. Instead we ask the Committee to consider the root cause of the current system-wide challenges – i.e. the causes of variation in hearing assessments and quality of services. In our view this will be critical to ensure that the guideline on “Diagnostic services: organisation and delivery” is fit for purpose and genuinely helps the NHS and patient care. To assist with this we hope that the following examples will be useful to the Committee

· in audiology the person performing the diagnostic test is often the same person who  provides rehabilitative intervention and support (e.g. hearing aids)[footnoteRef:3]. Consequently how diagnostics are commissioned for audiology can restrict patient choice – e.g. if commissioners only commission diagnostics from hospitals on the unfounded assumption this offers an integrated model of care, then people with non-medical hearing loss (the vast majority) will have to visit hospital for life to get support for their age-related hearing loss. This can cost patients and the NHS more than a community-based model of care (see below) [3:  This is not the case in many areas of diagnostics and therefore we do not believe our example can be generalised.] 


· individual audiologists can and do provide the entire diagnostic and care pathway and current growth in demand is unsustainable for a purely hospital-based model of care.  In the last 10 years activity reported by audiology services has increased by 142%[endnoteRef:21] and there are still an estimated 3.8 million people with unmet hearing needs in England[endnoteRef:22]. Therefore if the final guideline is used to support a hospital model of care for diagnostics on the unfounded assumption that multidisciplinary teams will be delivering integrated care, then the guideline risks causing systems failure in hospital audiology departments.  This is why understanding roles within each subspecialty and current capacity are important aspects of developing this guideline. (Alternatively NICE could provide case studies for commissioners which we would be happy to co-produce e.g. an evidence-based case study for diagnostic hearing services for adults). [21: 
 This includes reported activity for hearing assessments, fits, follow-ups and repairs rising from 1,098,196 (2002/2003) to 2,657,610 (2012/2013): Audiology Service Activity 2004-2013 (source: Department of Health). 

The graph below shows estimated growth at department level


Graph: Average number of patient visits for a hearing assessment per audiology service provider (Calculated by dividing total reported activity by the number of submissions (Source: Reference cost data 2003-2012).
]  [22:  Davis, A. and Smith, P., 2013. Adult Hearing Screening: Health Policy Issues – What Happens Next? American Journal of Audiology, 22(1), pp. 167-170.  Note: Davis and Smith update estimates from previous research but do not provide their methodology. Their earlier research took place before digital hearing aids were introduced into the NHS. Since then more people have been fitted and therefore Davis and Smith’s estimate of 3.8 million might slightly over estimate unmet need.  ] 


· many of the challenges in NHS hearing care today flow from failures by commissioners and traditional providers to follow existing guidance. For example NHS Improvement notes that one key part of delivering quality services is that, “capital planning, room capacity and equipment need to be aligned to service need and demand”[endnoteRef:23]. If commissioners and hospitals were utilising hospital capacity to its full,  it is unlikely they would be delivering hearing assessments for adults in acute hospitals given this area of diagnostics is very low risk, delivered by technicians and is no more complex than sight tests (which occur in primary care). It is therefore our view that one driver of variation in audiology assessments in the Atlas of Variation is that there is a capacity constraint and this is because diagnostic services are commissioned, wrongly, based on historical activity rather than, correctly, on modelled local need (e.g. Joint Strategic Needs Assessments). [23:  NHS Improvement, Diagnostics (2013) Page 8, NHS Improvement – Diagnostics. Top tips to overcome the challenge of commissioning diagnostics services. Page 8
] 


We therefore hope that in taking on this ambitious project, NICE will control for complex variables and do all that it can to ensure that its final guidance is not misused to protect out-dated, costly and unsustainable models of care. 


	3
	Question 1.2
	86-88
	Again, there are no universal principles that apply to all diagnostics.

Diagnostics – hearing assessments 

In hearing care many seemingly logical arguments for co-location do not withstand scrutiny. For example hospitals sometimes argue that it is important that children’s and adult hearing assessments are co-located. We believe that there is sufficient evidence to support not co-locating adult and children’s hearing assessments – including for example that the peer-reviewed literature on health care quality acknowledges that capacity management is a key factor in patient outcomes,  therefore when hospital departments are at capacity because of demand for adult hearing care, there is a significant risk that providers - no matter how hard they try[footnoteRef:4] – will not be able to maintain quality for either children or adults (see below).  [4:  NB. For avoidance of doubt, hospital audiologists are capable of providing high quality care to all age groups, the system however does not always facilitate this – e.g. it does not always consider how many patients can be seen by any single department. In fact most failures in audiology have been because of systems, rather than staff, failures.] 


One argument in favour of co-location is that clinics need a steady stream of adult patients in order to train audiologists who, once trained, can move on to assessing children. In our view this is misguided. There is no logical reason that millions of older people with a hearing loss should have to travel to hospitals to access a non-medical service simply in order to help train 1,900 non-medical audiologists to a standard that allows some of them to perform diagnostic tests on the far smaller number (thousands) of children who have a hearing loss. Instead, as in eye care, it is possible for audiologists to train in the community and for fewer audiologists to specialise and work in hospitals – this in our view will also help address gaps in quality and reduce costs whilst maintaining career options for audiologists to safeguard future workforce supply.

Based on annual reference cost data we estimate that by delivering adult hearing services (including diagnostics) in the community, over 1.8-2.3 million hospital contacts for audiology can be delivered outside hospital each year[endnoteRef:24]. If the NHS switches from the non-mandated activity-based tariff to the community-based package of care in the long run costs can also be reduced by c.£30 million per annum. This liberated capacity and cost savings could then be used to ease pressure on hard-pressed hospital services[endnoteRef:25] and enable them, for example, to address concerns raised by the National Deaf Children’s Society about variation in quality of diagnostics in paediatric audiology across the NHS in England - e.g. where 1 in 3 departments are failing basic quality standards[endnoteRef:26]. [24:  We take Monitor’s data on page 44 (click here) on completed Direct Access Audiology pathways for each year. We assume that all these patients had a hearing test when referred. We take reference cost activity data for the same period. We compare the number of reported assessments to Monitor’s reported figures and calculate an average of 71% (range 69-76%). To check our 71% estimate we compare this to the known causes of hearing loss in a population and our calculations for England which suggest 73% of all hearing loss can be managed by audiologists, and for people aged 55 and over at least 89% of patients do not need ENT referral. To validate this we compare this to the 90% estimate in the peer-reviewed literature (Zapala, D. A. et al 2010. Safety of Audiology Direct Access for Medicare Patients Complaining in Impaired Hearing. Journal of the American Academy of Audiology, 21(6), pp. 365-379.) As age-related hearing loss will be the main driver of activity in coming years, and is already provided safely in primary care settings, we estimate 71%-90% of all activity could be done in the community. We apply this to total activity linked to adults and estimate that 1.8-2.3 million patient contacts could be delivered outside of hospital. 
]  [25:  Hind et al. 2011. Prevalence of clinical referrals having hearing thresholds within normal limits. International Journal of Audiology 2011; 50: 708–716
]  [26:  NDCS, 2014, Listen Up, available here http://www.ndcs.org.uk/document.rm?id=9393
] 


Another argument that has been made is that co-location of the adult hearing services (audiologists) with medical doctors is important in order to rule out serious pathology as the cause of hearing loss in adults. In our view the decision on whether services should be co-located depends on a range of variables – including prevalence of the underlying condition, risk of differential diagnosis and risks associated with diagnostics themselves, workforce, cost-effectiveness of interventions etc. With respect to diagnostics for adult hearing loss we have been able to find no evidence at all to support the case for co-location with medical teams.
 
This is because the vast majority of hearing assessments performed by audiologists will result in a diagnosis of age-related hearing loss[endnoteRef:27]. Age-related hearing loss is a long-term condition and in almost all cases there is no medical or surgical treatment[endnoteRef:28]. People that meet nationally agreed referral criteria – the vast majority of people with adult hearing loss – can access NHS hearing care from a non-medically qualified audiologist and do not have to see an Ear, Nose and Throat (ENT) doctor[endnoteRef:29]. Moreover, referable conditions are readily detected and form part of all community-based audiologists’ training with screening tools and can then be referred on more appropriately if required[endnoteRef:30]. Such referrals are seldom so urgent that co-location is a necessity.  Therefore, arguments that adult hearing assessments should be provided in hospital to out rule tumours etc. have no merit based on the epidemiology of disease, differential diagnosis, risk, clinical ability, or cost-benefit analysis[endnoteRef:31]. [27:  Zapala, D. A. et al 2010. Safety of Audiology Direct Access for Medicare Patients Complaining in Impaired Hearing. Journal of the American Academy of Audiology, 21(6), pp. 365-379.
]  [28:  Chisolm, T. et al. 2007. A Systematic Review of Health-Related Quality of Life and Hearing Aids: Final Report of the American Academy of Audiology Task Force on the Health-Related Quality of Life Benefits of Amplification in Adults. Journal of the American Audiology, 18(2), pp. 151-183; Barker, F. et al, 2014. Interventions to improve hearing aid use in adult auditory rehabilitation (Protocol). Cochrane Database of Systematic Reviews: Reviews 2014; Issue 7 and most recently see NHS England and Department of Health, 2015, Action Plan on Hearing Loss http://www.england.nhs.uk/wp-content/uploads/2015/03/act-plan-hearing-loss-upd.pdf page 12-13
]  [29:  Department of Health; Department of Health, 2012. Any Qualified Provider Adult Hearing Services Implementation Packs. London: Department of Health (2012) p.10
]  [30:  Swan, I.R.C. and Browning, G.G. 1994. A prospective evaluation of direct referral to audiology departments for hearing aids. The Journal of Laryngology and Otology, 108(2), pp. 120-124; Reeves, D.J. et al., 2000, Community provision of hearing aids and related audiology services, Health technology assessment (Winchester, England), vol. 4, no. 4; Abdelkader, M. et al. 2003. Prospective evaluation of the value of direct referral hearing aid clinic in management of young patients with bilateral hearing loss. Clinical Otolaryngology & Allied Sciences, 29(3), pp. 206-209; Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Eley, K. A. and FitzGerald, J. E. 2010. Quality improvement in action: Direct general practitioner referrals to audiology for the provision of hearing aids: a single centre review. Quality in Primary Care, 18(3), pp. 201-206; Also see identical referral criteria for community and hospital audiology: Department of Health; Department of Health, 2012. Any Qualified Provider Adult Hearing Services Implementation Packs. London: Department of Health Health (2012) 

]  [31:  (Provided by Sandhu, H): The vast majority of hearing assessments will result in a diagnosis of age-related hearing loss.  Life or hearing threating pathology is very (relatively) rare. We believe the community-based model of care, other things being equal, would be at least £30 million per annum less costly than the hospital c. £250million per annum reported cost.  Given this significant cost reduction, the cost per case of detecting rare diseases is unlikely to be justifiable on the NHS (see stage two). But more importantly, there is no evidence to support that hospital and community audiologists are better or worse than each other in detecting conditions that require onward referral to ENT. In fact, most diagnostic tests for conditions/symptoms requiring onward referral are not complicated and can be performed by both groups (ref: Swan, I.R.C. and Browning, G.G. 1994. A prospective evaluation of direct referral to audiology departments for hearing aids. The Journal of Laryngology and Otology, 108(2), pp. 120-124; Reeves, D.J. et al., 2000, Community provision of hearing aids and related audiology services, Health technology assessment (Winchester, England), vol. 4, no. 4; Abdelkader, M. et al. 2003. Prospective evaluation of the value of direct referral hearing aid clinic in management of young patients with bilateral hearing loss. Clinical Otolaryngology & Allied Sciences, 29(3), pp. 206-209; Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Eley, K. A. and FitzGerald, J. E. 2010. Quality improvement in action: Direct general practitioner referrals to audiology for the provision of hearing aids: a single centre review. Quality in Primary Care, 18(3), pp. 201-206).   This means the marginal cost per additional case of pathology detected is likely to be a) difficult to prove, and b) in any case not offer a cost-effective alternative to community-based care.

Stage One Calculations:  Updated estimate of the number of people with a hearing loss in England based on ONS (2013) on mid-2011 population estimates.



1Based on 35,000 children in England having a hearing loss (White et al., 2013) and the population of people aged ≤16 being 10,673,755 (ONS, 2013)


Stage Two Calculations: Estimated number of people with a hearing loss in England that can be managed effectively by an audiologist without referral to ENT.


1 In 2012 the Department of Health published guidance on referral criteria for ARHL and set the age for General Practitioners referring patients for ARHL at 55. Therefore this table is based on people aged ≥ 55 (Department of Health, 2012, p.51). 2 Zapala et al., (2010) provide the highest estimates of conditions that would require medical review, whilst their study is based in the United States, their estimates are from the literature and therefore more generalisable. Estimates could be updated with local epidemiological data but this was outside the scope of this study and there was no reason to assume these conditions would be higher in England than other Western Countries. 3This is consistent with Zapala et al., (2010) who note very conservative estimates suggest that 89% of people aged ≥65 with a hearing loss would not need a medical review. Zapala et al. also provide prevalence estimates of 15% for noise-induced loss. After consulting expert opinion (Anon), both noise and ARHL are forms of sensorineural losses and ARHL is a function of (age, noise exposure and other unknown factors). Therefore noise induced hearing loss is difficult to differentiate from ARHL in older people and in any case does not need medical review. Therefore 15% noise-induced hearing loss was not used separately. 4 Based on (6,200,240/8,534,073 from section one). 
] 


There are also clear benefits for patients with hearing loss when community-based services increase capacity. For example Monitor recently reviewed adult hearing services and found that where community-based providers delivered NHS hearing care Clinical Commissioning Groups (CCGs) had been able to  

· “treat more patients for the same spend” [endnoteRef:32] [32:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients p.31-34
] 

· lower prices by more than 20-25% per patient 
· improve standards by introducing more robust service specifications since extending choice of provider[endnoteRef:33]. [33:  See: Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients. Monitor’s report makes clear that introducing choice can help drive better value for money. Monitor also provides commissioners with guidance on how to make choice work better for patients and explains that where there is unmet need, total costs might rise, but that in its view the benefits are likely to outweigh the costs. 
] 

This in our view provides an important example of how diagnostic services need to be organised and delivered by taking a systems and an evidence-based approach. It is far too easy for example to 

· assume co-locating adult and children hearing services is logical when in fact demand for adult hearing care has increased by 142%[endnoteRef:34] in the last 10 years and there is good reason to believe that this – based on capacity constraints and the peer-reviewed literature on health care quality management – has had a detrimental impact both on patients with age-related hearing loss services and on quality in other areas (such as children’s services) [34:  This includes reported activity for hearing assessments, fits, follow-ups and repairs rising from 1,098,196 (2002/2003) to 2,657,610 (2012/2013): Audiology Service Activity 2004-2013 (source: Department of Health)
] 

· believe that there is logic to co-locating services based on the training needs of audiologists, when in fact the vast majority of adults with hearing loss can be diagnosed and managed by a single provider in the community and there is a stronger case to train all audiologists in the community with some specialising in hospital based clinics rather than vice versa
· not examine the risk of differential diagnosis and the cost per additional case detected and thus risk misallocating NHS resources due to risk  aversion or protectionism
In summary, we think the key to achieving successful diagnostic services for hearing loss is to ensure adults are managed outside hospital whenever possible, and in doing so – as the health quality management literature supports –liberate capacity and allow hospital audiology the capacity and time to improve diagnostics for children with hearing loss where 1 in 3 of services currently fail basic quality standards[endnoteRef:35].  [35:  NDCS, 2014, Listen Up, available here http://www.ndcs.org.uk/document.rm?id=9393
] 



	4
	Question 2.1
	90-91
	We think it is important that indicators do not create perverse incentives. For example by focussing on waiting times in audiology, there is an incentive to diagnose and then ‘fit and forget’ patients – especially when providers reach (or exceed) 100% utilisation and have limited capacity to follow-up patients (which we have reason to believe is the case already in 2015 and will worsen as the population ages, austerity tightens and demand for this service increases). 

It is on this basis we recommend that, when designing diagnostic indicators,   the impact these indicators might have on the entire patient pathway should be considered.

A good example of how to do this is well is the Department of Health’s 2012 Any Qualified Provider (AQP) implementation pack for adult hearing services. This is because it included multiple indicators to measure the quality of the entire service (including diagnostics). These include

· 90% of patients referred should be assessed within 16 working days of receipt of referral
· 90% of patients requiring a hearing aid should be seen within 20 working days of the assessment
· 90% of follow-up appointments should be within 10 weeks of fitting
· 90% of patients should be able to access aftercare within 2 working days of a request
· 95% of responses received from patients sampled should report overall satisfaction[endnoteRef:36]. [36:  These can be reviewed in: Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.32. If NICE would like the original DoH document we would be happy to forward this.
] 

Since then, Monitor has reviewed this 2012 policy and found that

· “Commissioners and providers told us that the specifications put in place [for AQP] set out higher requirements for providers or were more explicit than the arrangements previously in place. Before, service specifications were not always in place or when in place, they often lacked clarity. For example, the new specifications clarified obligations to provide follow-up appointments and aftercare services”
and 

· “in our view, the service specifications, combined with regular reporting of outcome measures and penalties for underperformance, create incentives for providers to ensure the desired quality. They can also help commissioners ensure that adult hearing services offer good value for money and that the needs of patients are met”[endnoteRef:37] [37:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p. 32-33
] 

In our view this provides a good case study for diagnostic services. Whilst audiology assessments are diagnostic tests, the service KPIs provide strong incentives for providers to diagnose, treat and then offer on-going support – this latter  addressing  the problem of  gaps in follow-up care in adult hearing services (with serious risk of unacceptably poor outcomes) which had previously been unaddressed by the NHS for 30 years[endnoteRef:38]. [38:  Johnson, J. et al., (1984). “A survey of National Health Service hearing aid services. An RNID Scientific and Technical Department Report”. RNID, London; RNID, Age Concern and British Association of the Hard of Hearing (1986) Breaking the Sound Barrier; RNID (1988) “Hearing aids the case for change”. London; RNID (1999) “Waiting to hear? A report on waiting times for hearing tests” RNID, London; Audit Commission, (2000). “Fully equipped: the provision of equipment to older or disabled people by the NHS and social services in England and Wales” Audit Commission, London; Jayarajan, V. and Rangan, S. 2000. Evaluation of hearing-aid provision in adults. Journal of Audiological Medicine, 9(1), pp. 25-34; RNID (2001) “Audiology in crisis, still waiting to hear”. RNID, London; Health Committee (2007) “Audiology Services, Fifth report of session 2006-07” London, HC; Matthews, L. (2011) “Seen but not heard: People with hearing loss are not receiving the support they need”. London, RNID; Action on Hearing Loss (2011) “Hearing Matters”, London.  3Davis, A. (2005). “Effective ways for implementing research in a clinical environment: benefits, barriers and future challenges” in P. Littlejohns 2005. “Delivering Quality in the NHS” 12955 33 2005. Oxon: Radcliffe Publishing Ltd.
] 
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	Question 3.1
	93-95
	Yes

The main advantage of providing diagnostics for adult hearing loss outside of hospital is to improve quality of care (access, ongoing care and compliance with treatment). The reason why delivering this service outside hospital has advantages is complex but, briefly, according to the Department of Health it includes the fact that increasing capacity in the community reduces the monopoly power held by incumbent providers (i.e. secondary care) and this improves (previously weak) incentives to invest in audiology and respond to the needs of service users[endnoteRef:39].  [39: Department of Health (2010) Impact Assessment Any Qualified Provider (here)
] 


As noted above the vast majority of people with age-related hearing loss still have to attend secondary care for a simple diagnostic test.  They then remain trapped in the secondary care system which can have an impact on their hearing outcomes – e.g. lack of follow-up care due to capacity constraints and weak incentives (a chronic problem in the NHS hearing service[endnoteRef:40]). [40:  SEE: Johnson, J. et al., (1984). “A survey of National Health Service hearing aid services. An RNID Scientific and Technical Department Report”. RNID, London; RNID, Age Concern and British Association of the Hard of Hearing (1986) Breaking the Sound Barrier; RNID (1988) “Hearing aids the case for change”. London; RNID (1999) “Waiting to hear? A report on waiting times for hearing tests” RNID, London; Audit Commission, (2000). “Fully equipped: the provision of equipment to older or disabled people by the NHS and social services in England and Wales” Audit Commission, London; Jayarajan, V. and Rangan, S. 2000. Evaluation of hearing-aid provision in adults. Journal of Audiological Medicine, 9(1), pp. 25-34; RNID (2001) “Audiology in crisis, still waiting to hear”. RNID, London; Department of Health, 2007. Improving Access to Audiology Services in England. Leeds: Department of Health; Department of Health, 2007. Evidence Submission to Health Select Committee. pp.74-75 in Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Ross, L. 2008. Modernizing times: UK hearing-impaired consumers at the policy crossroads.  International Journal of Consumer Studies, 32 (2), pp. 122-127; NHS Improvement, 2011. NHS Improvement: The best of clinical pathway redesign. Practical examples delivering benefits to patients. Leicester: NHS Improvement; Hind et al. 2011. Prevalence of clinical referrals having hearing thresholds within normal limits. International Journal of Audiology 2011; 50: 708–716; Hind et al. 2011. Prevalence of clinical referrals having hearing thresholds within normal limits. International Journal of Audiology 2011; 50: 708–716; Lowe, C (2015) “Under Pressure: NHS Audiology Across the UK.” London, Action on Hearing Loss. 
] 


Commissioners therefore find they have greater power when they commission services from several providers and that this can improve standards and lower the cost per case. For example Monitor, it its review of audiology found that in areas where community-based providers were active, commissioners were able to commission higher standards[endnoteRef:41], for 20-25% lower price than than the national hospital non-mandated tariff[endnoteRef:42] and increase access for service users[endnoteRef:43]. [41:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.21
]  [42:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.5
]  [43:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.21
] 
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	Question 3.2
	96-97
	Yes. 

As explained above, delivering hearing care in the community (primary care) can improve outcomes. For example Monitor notes that since allowing primary care providers to offer NHS hearing assessments

· “new options for people who may have found it difficult to access care have also emerged, such as providers that specialise in home visits or organisations setting up in areas where patients had previously had to travel long distances to reach the service. These aspects make services easier to access”[endnoteRef:44] [44:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients
] 

This is important because people on average delay seeking help for their hearing loss by up to 10 years and this wait can reduce their ability to adapt to hearing aids and hence have a negative impact on long-term hearing outcomes[endnoteRef:45].  [45:  NHS England and Department of Health, 2015. Action Plan on Hearing Loss, p. 11
] 


Accessing hearing care in the community has also been a longstanding goal for patient groups and they have long argued that providing care in the community would improve outcomes and the quality of care: 

· “The current structure, where audiology services are hospital-based [is inappropriate for a technical procedure]. It is also inappropriate for a service that requires continuing patient support [...]. A locally-based service would be more convenient [for the elderly to access follow-up advice]. It is estimated that a lack of back-up support under the current system is responsible for as many as 20 per cent of patients not using their hearing aid after the first fitting” RNID 1999[endnoteRef:46] [46:  RNID, 1999. Waiting to Hear. London p. 21; 
] 


· “The hospital care model is not appropriate for an ageing population –  we are calling for a radical approach to redesign and de-medicalise hearing services to widen access and choice” Action on Hearing Loss 2011[endnoteRef:47] [47:  Action on Hearing Loss, 2011. Hearing Matters. P.68
] 

Moreover, in 1997, in a Department of Health sponsored study, heads of NHS audiology departments supported these positions with a response rate of 87%[endnoteRef:48]. Table one in endnote number six shows that, according to hospital providers themselves, care closer to home had considerable advantages for patients; including improved access and the potential to improve hearing aid compliance.  It also shows there was strong agreement on the benefits of care closer to home.   [48:  Reeves, D.J. et al., 2000, Community provision of hearing aids and related audiology services, Health technology assessment (Winchester, England), vol. 4, no. 4
] 
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	Question 4.1
	99-100
	Adults referred for a hearing assessment in the community are provided with results on the same day - this is routine.


	8
	Question 4.2
	101-102
	Yes. 

In regions where community-based providers operate, more NHS patients can access hearing assessments at weekends (including domiciliary care) at no extra cost to the NHS. This improves access and allows people more flexibility, reduces barriers to getting their hearing loss diagnosed and improves uptake of interventions[endnoteRef:49]. There is also access to seven day aftercare – something the traditional NHS hearing care service did not offer before the introduction of community-based providers. [49:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p. 4
] 


This is important because people on average delay seeking help for their hearing loss by up to 10 years and this wait can reduce their ability to adapt to hearing aids and hence have a negative impact on long-term patient outcomes[endnoteRef:50]; and aftercare is a key factor (as noted above) to ensuring people continue to use and benefit from their hearing aids. [50:  NHS England and Department of Health, 2015. Action Plan on Hearing Loss, p. 11
] 
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	Question 5.1
	104-105
	In our view the simple answer is yes. 

This is because in hearing care the diagnostic test occurs at the start of the pathway and the provider that is chosen by the patient to carry out the diagnostic test is also the provider that will care for the patient for the (at least) next three years. 
This matters, because if the diagnostic test is only accessible in hospitals and hospitals are at capacity, then aftercare and follow-up care is less likely to be provided and hence hearing outcomes are likely to suffer[endnoteRef:51]. [51:  SEE: Johnson, J. et al., (1984). “A survey of National Health Service hearing aid services. An RNID Scientific and Technical Department Report”. RNID, London; RNID, Age Concern and British Association of the Hard of Hearing (1986) Breaking the Sound Barrier; RNID (1988) “Hearing aids the case for change”. London; RNID (1999) “Waiting to hear? A report on waiting times for hearing tests” RNID, London; Audit Commission, (2000). “Fully equipped: the provision of equipment to older or disabled people by the NHS and social services in England and Wales” Audit Commission, London; Jayarajan, V. and Rangan, S. 2000. Evaluation of hearing-aid provision in adults. Journal of Audiological Medicine, 9(1), pp. 25-34; RNID (2001) “Audiology in crisis, still waiting to hear”. RNID, London; Department of Health, 2007. Improving Access to Audiology Services in England. Leeds: Department of Health; Department of Health, 2007. Evidence Submission to Health Select Committee. pp.74-75 in Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Ross, L. 2008. Modernizing times: UK hearing-impaired consumers at the policy crossroads.  International Journal of Consumer Studies, 32 (2), pp. 122-127; NHS Improvement, 2011. NHS Improvement: The best of clinical pathway redesign. Practical examples delivering benefits to patients. Leicester: NHS Improvement; Hind et al. 2011. Prevalence of clinical referrals having hearing thresholds within normal limits. International Journal of Audiology 2011; 50: 708–716; Hind et al. 2011. Prevalence of clinical referrals having hearing thresholds within normal limits. International Journal of Audiology 2011; 50: 708–716; Lowe, C (2015) “Under Pressure: NHS Audiology Across the UK.” London, Action on Hearing Loss; Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients

] 


It is also important to note that in audiology, as noted above, the vast majority of older people with age-related hearing loss are referred to hospital for a non-medical diagnostic test and then have to remain under the care of the hospital in order to access a non-medical intervention (hearing aid). To the best of our knowledge this does not happen in any other advanced country (i.e. it only happens in the UK and this appears to be solely because of NHS inertia or as an expensive demand management device, with no evidence basis or economic or public health case to support it). Over a patient’s lifetime the main reason that they will then have to visit audiology is for hearing aid repairs[endnoteRef:52]. This means people aged 70 and older are having to make multiple visits each year to hospital for minor and routine hearing aid repairs (tubes replacements etc.).  This imposes an unfair and unnecessary cost on service users (e.g. distance travelled, hospital car parking and time lost compared to accessing simple services closer to home).  [52:  The main reason for visiting an hospital audiology department is for a hearing aid repair. 

Graph: Percentage of adult patient visits that are devoted repairs in each year per audiology service provider (Calculated by dividing total reported activity by the number of submissions (Source: reference cost data 2004-2012).
] 


If the same patients were able to get their diagnosis (and thus treatment) in the community, as 50% of England now allows (and all private patients have always been able to access), then patients would be more likely to attend follow-up appointments[endnoteRef:53], walk in for hearing aid repairs (as they walk in for spectacle repairs today) and have better hearing outcomes. Community providers for example report record compliance rates at 90% or higher and they attribute this to accessibility of inclusive NHS follow-up and aftercare on demand[endnoteRef:54]. [53:  Head of audiologists’ view on the advantage of outreach work in 1997 (i.e. care closer to home (source: Reeves et al., 2000)
]  [54:  See infographic and notes at:  http://www.the-ncha.com/data/ 
] 
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	Question 5.2
	106-107
	With adult hearing assessments adhering to the agreed booking time is part of good service user care. For example, we think that it is unacceptable that the NHS has a system in place for people with sight problems where they can access diagnostics in primary care at a fixed time, but for hearing care people are forced get a GP referral, 90% are denied a choice even in regions where one exists[endnoteRef:55], and then have to attend hospitals and have appointment times overrun. It highlights, as do many parts of the NHS hearing service, that the NHS treats people with hearing sensory impairment as second class citizens when compared with to those with visual sensory impairment (a bias rather than evidence-based differentiation).   [55:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients
] 


We think there is a need to respect service user’s time and providers that are at capacity, need to be more transparent with their commissioners so that sufficient capacity is planned to deliver quality care and therefore maximise the changes of good hearing outcomes. In this sense we feel not being able to adhere to appointment times for routine diagnostics like adult hearing assessments is a sign of a system under pressure and this in intrinsically linked to poorer outcomes. 


	11
	Question 6.1
	110-112
	As noted above, there are far too many people with undiagnosed age-related hearing loss in England. 

Increasing awareness about hearing loss is highlighted as a priority in NHS England and Department of Health’s Action Plan on Hearing Loss[endnoteRef:56] and this should be the primary focus with respect to information and support for people thinking about accessing diagnostic services for their hearing loss. [56:  NHS England and Department of Health (2015) Action Plan on Hearing Loss, p.19-20. 
http://www.england.nhs.uk/wp-content/uploads/2015/03/act-plan-hearing-loss-upd.pdf
] 


For example people are more likely to access diagnostic services for their hearing loss if they understand that early hearing intervention and on-going support can improve their quality of life by reducing the psychological and social effects associated with age-related hearing loss[endnoteRef:57].  NHS England and Age UK recently published a practical guide to ageing which also advises people to get their hearing tested early on to reduce the risk of functional decline[endnoteRef:58], and NICE also advises that hearing tests are important part of ensuring wellbeing of older people living in care homes[endnoteRef:59].  [57:  Chisolm, T. et al. 2007. A Systematic Review of Health-Related Quality of Life and Hearing Aids: Final Report of the American Academy of Audiology Task Force on the Health-Related Quality of Life Benefits of Amplification in Adults. Journal of the American Audiology, 18(2), pp. 151-183; Davis, A. et al., 2007. Acceptability, benefit and costs of early screening for hearing disability: a study of potential screening tests and models. Health technology assessment, 11(42) pp. 75-78; Acar, B. et al. 2011. Effects of hearing aids on cognitive functions and depressive signs in elderly people. Archives of Gerontology and Geriatrics, 52(3), pp. 250-252.]  [58:  NHS England and Age UK, 2015, A Practical Guide to Health Ageing 
]  [59:  NICE, 2013. Mental wellbeing of older people in care homes. NICE Quality Standard 50. pp. 28-31. https://www.nice.org.uk/guidance/qs50/resources/guidance-mental-wellbeing-of-older-people-in-care-homes-pdf Accessed 1 February 2015
] 


In our view undiagnosed hearing loss would be less of a challenge if CCGs and GPs encouraged, rather than blocked[endnoteRef:60], informing people about the benefits of getting hearing loss diagnosed and addressed. [60:  See: Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients

END] 


Therefore in our view the root cause of problems in diagnostics for adult hearing loss is not that providers do not know what information service users want and need, but rather that not all CCGs and GPs are keen to invest in the public health interventions required once hearing loss has been diagnosed.  This of course creates health inequalities for older people because 96% of people with hearing loss are aged 41 and over but, despite the Equality Act 2010, there is still a cultural challenge in parts of the NHS with respect to age-related conditions.
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