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CHAPTER TWO
THE OUTCOMESOF HEARING AID FITTINGSIN DEVELOPED
AND DEVELOPING COUNTRIES

Aim: To provide an overview of the principles ofdmmg aid service delivery n
developed countries, and to critically review reskaand challenges observed in his
context. To evaluate the current practices of hgaaid fittings and aural rehabilitatior in
developing countries, as well as review specifistables with regard to the So |th

African context.

2.1INTRODUCTION

With regard to the practice of hearing aid fittingsesently there is no unanimous
concurrence among audiologists and speech-lanquathelogists as to what constitutes
a successful hearing aid fitting. Many audiologibtdiefs on successful fittings often lie
with only one of the following levels namely impaient level, activity level,
participation level, satisfaction level, healthateld quality of life and cost benefit (Table
2.1), whereas it should include all. In Table 2x& butcomes of a successful hearing aid

fitting can be viewed.

Table 2.1: Outcomes of Successful Hearing Aid Fitting (Based on WHO'’s
International Classification of Impairment, Hangicand Disability ICIDH-2, 2000 and
Tye-Murray, 2004).

L evel of Impair ment, Potential effects of a successful hearing aid fitting
Handicap and
Disability caused by

Hearing loss

Impairment Level Improved recognition / discrimiocsit and perception

environmental sounds and speech (Hall & Muelle88t987).

a
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Activity Level The person has improved ability taye a conversation in various

listening situations including a noisy environmg@tatz, 2002:642).

Participation Level The person has improved abtiityfind employment where spokén
communication is a requirement (participate ecowaity in
society) (Hall and Mueller, 1998:529).

Satisfaction Level Possible increased confidendd®fperson i.e. ability of the perspn

to participate in social and cultural activitiesa(@lin, 2000:564

567).

Quality of life Possible decreased loneliness, dspion and isolation due fo
hearing loss (Sandlin, 2000:566).

Cost Benefit Purchase of hearing aid, batteries aedvicing is justified because

the individual has economic benefit indirectly ¢ed from wearing
the hearing aid e.g. the person is now able to aaalary to pay fo

=

hearing aid expenses (Sandlin, 2000:471).

The above table illustrates the various levelsngbairment, handicap and disability in
relation to potential effects of wearing a heasmndy This is an important consideration as
a successful hearing aid fitting will ensure maxmmbienefit and utilisation of the hearing
aid by an individual. “Stress on ethical practic# emphasize ‘total care’ of the patient.
Not only will audiologists assess the magnitudéhef hearing loss and select and fit the
appropriate hearing aid, but they will also mantdgepatient over a sufficient period of
time to ensure maximum benefit from amplificatioset (Sandlin, 2000:746). Hearing
aid fittings serve to enhance an individual’s comioation in all environments i.e.
social, home and work (Sandlin, 2000:748).

Since hearing loss affects the family and socialtexts more, the participation of
hearing relatives and friends should be encourégxher & McCarthy, 2000:275-277).
Family involvement is essential with all clientsidarequires additional support, such as
specific and supplementary counselling about thegribsis and rehabilitation (Tye-
Murray, 2004:16-17). Client and family involvemgmbmotes the active involvement of
all individuals concerned in the rehabilitation gees.
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It has recently become increasingly common to wvietabilitation as a client-oriented
problem-based solving process as opposed to goikedominated process (Danermark,
1998:125). Communication is intrinsically linked bhoman nature of social behaviour
and it is therefore important to place emphasiemotions and communication during
aural rehabilitation in addition to the hearing gldanermark, 1998:126-9). This is
significant as it is indicates the current trendh@aring aid fittings internationally.

22UTILISATION OF HEARING AIDSIN DEVELOPED COUNTRIES

2.2.1 Satisfaction and use of hearing aids

Studies conducted in developed countries regarttiagorovision of hearing aids show
that even though technology and economic factassaperior, there is still a significant

unmet need regarding satisfaction and utilisatibhearing aids (Irwin, 2004:113). Only

4% of the population with hearing loss in the Uditingdom over 17 years of age have
or have had at least one hearing aid (Irwin, 2002).1 Similarly, research conducted in
New Zealand, which is also a developed countrysitated that 40% of hearing aid
owners do not use their hearing aids at all andequmately 60% used them for less than
four hours a day (Jerram and Purdy, 1996:450).wds$ also suggested by Kochkin
(1997:21-22) that 18% of adults who have hearirty @io not use them, and 47% of
hearing aid owners are dissatisfied with their desi Table 2.2 provides a summary of

two hearing aid follow-up studies conducted in deped countries.
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Table 2.2: Summary of two follow-up hearing aid studiesregarding utilisation and
benefit in developed countries.

Authors Participants Aims Findings
Humes, Wilson, | 134 adult| To examine Multiple self-report measures of hearing aid
Barlow, Garner | hearing aid longitudinal changes | satisfaction showed that only 49 of the
and Amos owners in hearing aid original 134 subjects were completely
(2002:428-438) satisfaction and usage satisfied and still used their aids.
over periods of 6
months, one year and
two years post fit.
Gianopoulos, 116 adult To follow-up on Overall, 50 patients were still using their
Stephens and hearing aid individuals who had | hearing aids and 66 were not. Of the |66
Davis (2002:325- owners been fitted 8-10 years| who were not, 47 accepted the offer of a
471) earlier to evaluate new hearing aid, and 8 who had stopped
usage and benefit. using their aids claimed it did not improye
their hearing but hoped that the new one
would. The other 39 who discontinued
hearing aid use cited handling difficultigs,
cosmetic concerns, feedback, and irritation.
These findings suggest that hearing [aid

fittings alone, without continued suppo
counseling, and education would result

many people rejecting their hearing aids.

rt,

n

The above table represented two studies condunteéveloped countries, findings for

both studies indicated utilisation and satisfact®rels were low and this was related to

rehabilitation issues.

2.2.2 Reasonsfor under utilisation of hearing aidsin developed countries

According to Irwin (2004:110) reasons for poor Saittion and under utilisation of

hearing aids could be largely due to embarrassnssoes and the stigma attached to

people with hearing aids. Lack of awareness andrmmdtion regarding the benefit of

hearing aids, previous negative experiences widnihg aids and lack of rehabilitation or
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follow-up services may also impact on utilisationhearing instruments (Jerram et al.,
1996:450).

It is therefore important to examine the factolatesl to satisfaction and dissatisfaction

of hearing aids in order to enhance future heaaidgservices.

2.2.3 Intrinsic and extrinsic factors that impact hearing aid fittings and future
maintenance and utilisation in developed countries

A hearing aid fitting is achieved by firstly acctely selecting and programming the
hearing aid (Seewald, 2000:57), and secondly byioiolg measurements with the
individual wearing the hearing aid and ear mouldl &y making the necessary
adjustments (Skinner, 1988:267). These adjustmanetgeferred to as verification and
validation procedures and can include objectivees®sents such as insertion gain
measurements and subjective assessments such ech sgiscrimination audiometry

(Skinner, 1988:267-270).

Since the fitting and rehabilitation procedure umEs objective and subjective
assessments, it is evident that there are numertussic and extrinsic factors which can
positively or negatively influence the outcomeshefaring aid fittings, future use and

maintenance of hearing aids issued. Table 2.3 ahdrifly outlines all of these factors:
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Table 2.3: Intrinsic factors which may influence hearing aid fittings (Based on article by Wong, Hickson and McPherson,
2003:127-137).

Intrinsic Factors

1. Age
Adaptation to use of a hearing aid may be affebiedge of the user (Brooks, 1996:55). The oldemti were shown to have taken longer to adapt to
the device. Furthermore, it has been shown thatcageaffect additional areas such as manipulatiamdling and cosmetic preferences (Dillon,
2000:221).

2. Gender
Gender was also shown to play a role in satisfaciod care of the hearing aid, generally female® whown to be more satisfied and maintain their
devices to a higher degree than males (Brooks,:6996According to Dillon (2000:212), gender playsole in the self-image of the hearing user|i.e.
females tend to have a more negative self-imagenwisaring the hearing aid.

3. Hearing loss
Adaptation to use of a hearing aid is also affettgtype, degree, configuration and duration ofrimggloss. Those individuals with flat, mild-modea
sensorineural and with a shorter onset have bemnrsto adapt to their hearing aids at a faster ttz@ those who have more severe hearing logses,

especially with a high frequency configuration aginoise who have had a hearing loss for a long pévidmhg et al., 2003:128).

4. Hearing aid experience

It has been shown that individuals with no previexgerience or those with prior negative experisraze most likely to under utilise their devicenot
wear it at all. However, those individuals who asperienced users and have had positive experienittegheir previous hearing aids are shown to
maintain and fully utilise their devices (Kaptey®97 cited in Wong et al., 2003:129).

5. Expectations of hearing aid

According to Bille and Parving (2003:481) the expéons clients have about hearing aids may hgvetential adverse impact on satisfaction and|use
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of the instruments. It was found that novice hepréid users have especially high expectations atfmutbenefits of amplification resulting

unnecessary dissatisfaction and non-fulfilmenteféxpectations and may lead to rejection of tlagihg aid (Bille & Parving, 2003:488).

6. Attitude and personality

Research indicated that people who are more sdifrated are often more likely to use and maintdiairt hearing aids. It was also shown t

individuals who were more embarrassed when weaihgaring aid had less utilisation and satisfadiéaels (Hickson, Worrall & Bishop, 1999:20Q).

Furthermore, personality has been shown to affexself reported handicap of the hearing aid usethose with low self esteem and introverted d

hat

greater self reported hearing handicap (Dillon,®22R1). A study conducted by Hutchinson, Duffy &edly (2005:32) revealed that greater knowledge

and understanding of each individuals personaipetis crucial to help the audiologist better calnte adult hearing aid client. It was a
recommended that audiologists administer persgni@gts to future hearing aid clients or includespaeality related questions in routine case his
taking (Hutchinson et al., 2005:28-33).

SO

fory

7. Hoursof hearing aid use

Common findings indicate that those who used tharihg aid for more than two hours a day were matisfeed than low level users (Brooks,

1985:216). According to Brickley et al., (1996:34tpup hearing aid fittings and rehabilitation cenducting the hearing aid fitting with severdieat
first time users, improved the hours of usage afring aids and overall positive feelings towardssieg the device. The average time period to al
for familiarisation / acclimatisation to the heayinid was shown to be approximately four — six rherdfter fitting i.e. to become used to change
hearing aid benefit (Brooks, 1996:62).

low

S in
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Among factors that can affect hearing aid utilsatisome are inherent to the hearing aid
user i.e. intrinsic factors. The above table regmes all intrinsic factors which can

influence a hearing aid fitting and utilisation.

These factors are important to consider as allviddals are unique and differ from each
other. Individual characteristics, personality elifnces and experiences vary according
to circumstances and lifestyle. Therefore, indigiduvith hearing loss react in distinctive
ways to a hearing aid and how they utilise and maairthe device.

It is important for the audiologist to be aware drale an understanding of intrinsic

factors that are involved and how to address tfesters during the hearing aid fitting
and rehabilitation.
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Table 2.4: Extrinsic factors which may influence hearing aid fittings (Based on article by Wong, Hickson and McPherson,
2003:127-137).

Extrinsic Factors

1. Type of instrument
According to Kochkin (1997:21) individuals with newand smaller instruments i.e. digital In-the-Baaring aids, were overall more satisfied

happier to use their hearing aids in various emvirents.

and

2. Sound quality

It is suggested by research that digital and baafittings had a positive influence on hearing sadisfaction and usage, as this improved claffit
sound quality, audibility of soft sounds and speelitectionality and overall performance in difficlistening situations (Kapteyn, 1997 and Kochk
2000, cited in Wong et al., 2003:136).

y O

in,

3. Benefit

No conclusion can be drawn regarding perceivedfiiasfea hearing aid to satisfaction and use ofrimgpaids as research with regard to this aspe
contradictory. Research conducted in this areadegendent on the types of measures used and tteeedfatudies show contrastive results (Won
al., 2003:135).

ct is

) et

4. Listening situations
Research shows that quiet listening situations rewveore positive impact on usage of hearing aidspgmosed to noisy situations (Wong et
2003:135).

=2

5. Counselling and rehabilitation
Evidence was shown by Hnath-Chisholm (2004: 468) 4@at the inclusion of a counselling orientedatshitation program was a more cost-effect
approach for adult onset hearing loss than heaithgalone, as it had important clinical and ecdndmplications since clients were more prepare

accept their hearing loss and reasons for amgiificaFurthermore, it was stated by Dillon (200@Bghat by providing suitable counselling to hegr

ve

] to
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aid users enhances the probability that the inggniwill be fully utilised.
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In addition to intrinsic factors which can impact bearing aids, extrinsic factors also
play an important role in hearing aid fittings amethabilitation. Extrinsic refers to those
factors which are externally caused i.e. by infeeshwithin the surroundings. The above
table represents the extrinsic factors which caftuence hearing aid fittings and

rehabilitation. Extrinsic factors can have a pesibr negative effect on future hearing
aid use and maintenance. However, since extrinsotofs are caused by external
influences, these may be less complicated to cbuimong hearing aid fittings and

rehabilitation than intrinsic factors.

Both intrinsic and extrinsic factors are fundamémiaorder to maximise hearing aid

satisfaction and utilisation.

2.2.3 Community-based audiological servicesin developed countries

Most research conducted in developed countriesstigated adult hearing aid fittings,

rehabilitation and satisfaction within a hospitahgtitution based paradigm. However, a
national study conducted in Britain investigatedlewce to persuade the National Health
System (NHS) to provide hearing aids for adultsahmunity settings (Reeves, Alborz,

Hickson and Bramford, 2000:101-107). Emphasis w€ed on community-based

audiological and hearing aid services, i.e. attlooa away from main health centers,
practices and hospitals. This was done as a gusaber of individuals with hearing loss

were situated in the rural parts of the countryeiRss et al., 2000:102).

Two national surveys were conducted, which revedleat 81% of all hearing aid
departments in government hospitals were foundrtwige a service at one or more
locations away from their main departments, andelfmmmunity clinics accounted for
approximately 30% of hearing aid evaluations atiih{js, including follow-ups. This

was seen as a low ratio considering a great pexgerdf the population live in rural areas
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(Reeves et al., 2000:105). Audiologists who workethese community clinics perceived
them to be worthwhile, even though the service jolex¥ was often seen as of a reduced
quality than at a main hospital. The most commarbl@ms in the community clinics
were cited as background noise and lack of equiprseoh as diagnostic tests and
adequate soundproof rooms. Clients attending contynwafinics had reduced costs
because of the saving in time and distance trayeke they would not have missed out
on an entire day of work. The clinics were theref@conomical from a societal

perspective (Reeves et al., 2000:106).

Hearing aid service delivery in developed countmdwether at tertiary or community
levels still has several concerns that require ida@ngtion in order to be completely
effective.

This section examined the factors that influen@eedhtcomes of hearing aid fittings and
aural rehabilitation in ideal settings i.e. the eleped world. This is important to
investigate as these factors will also impact oaring aid service delivery in South

Africa in addition to specific local challenges.

23 HEARING AID SERVICE DELIVERY AND REHABILITATION IN
DEVELOPING COUNTRIES

South Africa in many aspects is considered to beldped, however, large gaps in the
economy and having a dual economy (i.e. signifiahfferences between wealthy and
poor) defines it as a developing country (World B&2004:249-271).

According to the WHO Guidelines for hearing aidsl aervices in developing countries,
the following aspects should be adhered to and wexeloped by an expert working
group to address the need for affordable and apptephearing aid services, taking into
account scarcity of skills, training, finance amvices in developing countries. These

guidelines represent the minimum requirements fog provision of hearing aids
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(including supply, pricing, stock, distribution, esp parts, batteries, etc). Table 2.5

provides a summary of these guidelines.

Table 2.5: Summary of WHO

Guidelines (2004:12-23).

Area of Hearing Aid
Provision

Minimum Performance Specification in Developing

Countries

- Manufacturing of hearin

aids:

gShould be in a form that allows for ease of sengcand
components must be readily available and costsldHmzi
kept to a minimum. Hearing aids must be manufadtore
at least assembled locally as this will ensure edsecess
to parts and costs will be reduced (WHO, 2004:1p-14

- Ear moulds:

Facilities for the production of earoulds should be set-y
at district level and replacement of ear mouldsdcated
by a trained Primary Health Care (PHC) worker (WH
2004:15, 25)

P

10,

- Batteries:

Must have a good distributive netwark. through PHC
Community Based Rehabilitation (CBR) networks ased
available at affordable prices (WHO, 2004:16).

- Instructions to the user of th

hearing aids:

ié¢Hearing aid follow-up sessions must be in a forthat is
easily understood. Use of a combination of ve
instructions (in the local language) and bookletgritten
instruction with pictorial representations. Follayws must
be done in the community i.e. at primary levelhe form
of outreach for as long the client requires supafHO,
2004:23-24).

rbal

These guidelines are particu

larly targeted for nmegturers of hearing aids, distributors,

policy makers and service providers at all levégi0O, 2004:8).
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“ A hearing aid should be regarded as only one aorapt of a hearing health system that
includes the ear mould, batteries, maintenanceaimemstruction, and rehabilitation”
(WHO, 2004:10).

Although the WHO document and guidelines were dgped recently i.e. 2004, there has
yet to be any implementation of aspects providedha guidelines thus far in South
Africa as all the hearing aids available on the t€ag Tender are from international
companies and therefore not manufactured for tleeip needs of the South African
context (Tender Document #GSSC-81-2004MC). Althoegr mould impressions are
taken at tertiary and district hospitals - repaieplacements and re-tubing of ear moulds
(maintenance) is still conducted at hearing aid mames, due to lack of proper
equipment such as drills, at government institigion

This can be attributed to the fact that healthcaredeveloping worlds has been
traditionally pre-occupied with mortality indiceadalife threatening diseases (Olusanya,
2004:563). As a consequence, hearing loss is aploovity for health systems in the
developing world, as technology is too expensivd aservices are restricted (Madriz,
2001:85). It is also one of the world’s most netgedcsensory disorders and this disregard
appears to be more overwhelming in developing casm{Kumar, 2001:219). However,
recently as the mortality rate decreases there is@eased awareness of quality of life
issues (Olusanya, 2004:563).

An estimated 250 million people worldwide have egidoss i.e. 4 % of the world’'s
population (WHO, 2001). Two thirds of this poputati i.e. 165 million live in

developing countries and cannot afford the basicepof a hearing aid which is
approximately $300 and equivalent to approximah800 (Kumar, 2001:219). It was
also estimated by WHO (2001) that developing coesitneed more than 32 million
hearing aids per year. It was also projected thit one out of every eight hearing aids

produced worldwide ends up in a developing couf@ysanya, 2004:567).
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In 2001, WHO collaborated with several hearing @xinpanies to reduce the price of
hearing aids and to find ways to enable the prowisif a large number of hearing aids by
2003/2004 to the populations living in developimgietries. There was still however an
obstacle with regard to provision of batteries.e Tost of a standard pack of six zinc air
batteries was too expensive for the average heaithgiser to purchase, therefore new

and innovative ideas had to be put into practice.

McPherson and Brouillette (2004:219) did a follopraf the WHO project and evaluated
the GODISA Trust. This is a non-profit organisatgtuated in Botswana, which utilised
European designed hearing aids with a dedicated polered battery re-charger. This
product is assembled in Botswana by adult indivsluaith hearing loss and it has
worked well in terms of alleviating the need fonziair batteries. The evaluation of the
design for the solar powered battery was seensasiiad and well-engineered construct,
since it was easy to manufacture and assemblelyjo¢airthermore, the battery was
created in a way that could resist shock and hdynigiaking it ideal for the African
continent. It was also evident from the evaluatibat the field tests conducted were
successful as all participants were still usingdbeices.

The findings of follow-up studies of hearing aidccipents conducted in developing
countries had different conclusions than those gotadl in the developed worlds. Issues
that influenced fittings and rehabilitation in ttheveloping countries are provided below:

1. General service delivery of hearing aids: This aspect was influenced largely by
political struggles of developing countries (Madr2001:87-92). Politics of a country
impact on availability of resources, infra-struettand finances. Studies conducted in
Latin American countries such as Cuba showed tlhanh ehough the government
subsidised partial cost of hearing aids there wglidimitations in hospital budgets, lack
of statistical data (incidence and prevalence mfdron on disorders) and accessibility
issues with regard to where the majority of theydafion was situated in relation the
where hospitals were located (Madriz, 2001:90).i&nhy, research completed in Ghana
revealed that distance to hospital / rehabilitatienters presented an enormous obstacle

to providing follow-up services for hearing aid iments and that untreated hearing
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impairment in adults prevented economic potentraimf being reached (Amedofu,
Awuah, Ocansey, Antwi & Brobby, 2004:118).

2. Effectivenessof aural rehabilitation: A study conducted in Nigeria investigating the
effectiveness of aural rehabilitation concluded theople in a developing country can
expect to derive the same benefit and satisfadtiom use of hearing aids as their
counter parts in the developed world, if an enapkmvironment for efficient service

delivery is created i.e. sustainable and effectiedivery of hearing aids (Olusanya,
2004:570). Furthermore, the effects of hearing fatthgs and rehabilitation must be

evaluated according to the same standards thatrapdoyed in developed countries in

order to secure the best outcome (Olusanya, 200%:57

Amedofu et al., (2004:118-120) evaluated the extenwvhich issued hearing aids in
Ghana are used, as a measure of the effectiverfeasral rehabilitation. Results
indicated that over 60% of the sample populati@hrdit respond to the questionnaire and
this was attributed to basic problems in Africalsas low literacy and poverty. The
40% who did respond showed that over half did et thhe hearing aids all the time and
that 10% who never used the devices named hangdhoigiems i.e. not being able to
insert hearing aid properly into the ear, or nahbeable to adjust the volume control,
technical problems such as distortion and feedbfackn the device and lack of

motivation i.e. not wanting to wear the devicelssreasons.

24 HISTORY OF HEARING AID SERVICES AND CHALLENGES IN THE
SOUTH AFRICAN CONTEXT

In South Africa, a number of political, linguisi@nd economic factors have impacted on
health and rehabilitation services (White Paperaonintegrated National Disability
Strategy, 1997:6). In the past, most health caeices have been inadequate,
incomplete and hospital-based (National RehahoitatPolicy, 2000:28). With the
inception of democracy in the country in 1994, mfies have been made to rectify and

alleviate health care for all previously disadvgeth South Africans. This has been
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successful for some aspects in health care. Howeweliology service delivery to the
Black population is still underserved (Louw & Avena2002:145).

Since 1998, each provincial hospital in Gauteng &pproximately 48 clients on their
waiting list for hearing aids (Wansbury, 2002:21) was also noted that the demand for
hearing instruments far exceeded the supply, as thas an uneven distribution of funds
for the provision of assistive devices within th@wnce. Therefore, in response to the
lengthy waiting lists (list for clients who requinearing aids but have to wait until funds
are available) and the extensive backlog (clierite wave been on a waiting list for over
a year), finances were made available to provimgislernment hospitals for a hearing
aid budget, and numerous hearing aids were disgetsehe adult and paediatric
population. However, none of these clients wertoveéd up on, unless they themselves
came in with a complaint or problem regarding tkgice. This was due to a number of
factors such as lack of audiologists and speedjulage pathologists at provincial
hospitals and audiologists and speech-languagelpgikts leaving the public sector,

making follow-up evaluations difficult.

While there have been significant advancementsiénatvailability of hearing aids and
improved technology, many South Africans with hegrioss do not have access to
assistive listening devices such as hearing aelsalse of a historically disadvantaged
South African context. Since the 1990’s, numerpaesple have been fitted with a
hearing aid throughout South Africa. The hearimgfruments available on government
state tender have been reasonably priced. Dune@®03-2004 financial year, Gauteng
Provincial Government estimated that approximatel. 837. 775 was allocated to
hearing aid budgets for various hospitals (RefeAppendices A.1 & A.2). Out of this
amount approximately 682 hearing aids were purch&sédt clients. Although this is a
considerable amount of money, no provision was ntadessess the quality assurance of
the fittings for both the adult and paediatric pagion.

The fitting of hearing aids and the provision oluneelling and aural rehabilitation in

South Africa is complicated by several issues. €hssues will be discussed below:
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Multilingualism: South Africa has 11 official languages — ninewdiich are Black
African indigenous languages (Drennan, 1998:8)e iajority of the population served
can speak at least two or more of these languagsdiologists and speech-language
pathologists are mainly white, middle class Englstd Afrikaans speaking (Louw &
Avenant, 2002:145). The client-practitioner prefieveals that 80% of the population
(South Africans) are indigenous Black African filahguage speakers and that less than
1% of the qualified speech—language pathologistd audiologists speak a Black
language (Ramkissoon & Khan, 2003:1). Multilingsiad and cultural background
complicate the selection of communication methaus$ amplification, as some cultures
do not necessarily believe in the benefits of afigplion and aural rehabilitation
(Amedofu et al., 2004:119).

L ate identification: Hearing loss in South Africa is on average idediat a late stage,
i.e. after the child has been exposed to one orenmBlack African languages
(Ramkissoon and Khan, 2003:2). This is due to laickystematic screening programs
and limitations of subjective screening methodsd®epoel, 2005:2). The effects of late
identification contribute to delays in cognitiomcg-emotional development, speech and
language development and limited employment oppdrés later in life (Swanepoel,
2005:8). Late identification makes aural rehadiidn more complicated, as it will not be
conducted in the client’s first language which eaighe ethical issue, namely audiologists
and speech-language pathologists providing tredtmeedlients in languages other than
their first language (Evans, 2001:22). This problean be ameliorated by using an
interpreter. However this in itself brings aboutrerous problems. These problems are

discussed below.

Lack of Interpreting Services. There is a severe lack of trained interpreterspeech-
language therapy and audiology services in Soutlt®&due to limited tertiary training
programs and unclear employment avenues (Evand,;2®@ Fisch, 2001:10). Most
therapists and other health professionals resousiiog clients’ relatives, cleaners, and

other clients as interpreters (Swartz, 1998:268sués arise with ad hoc interpreting, for
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example clinicians feeling inadequate by using sowthods and may also become
irritated by the untrained person’s lack of skfiw(artz, 1998:31). A great number of
errors can also be made during interpretation siscbmissions, additions, substitutions,
misunderstandings, condensation and role exchahgéween the interpreter and
clinician (Evans, 2001:24).

L ocation of Service Centers: Audiologists who work in government settings arainly
based at provincial hospitals and not at commulitycs, due to infrastructure. A large
number of clients live in rural and outlying ar€bkigo, 1998:5). With the introduction
of community service for graduates since 2003, maugiologists and speech-language
pathologists have been placed at district levelroomity clinics and centers, but lack of
necessary equipment and infrastructure still esstinat clients must be referred to a
provincial hospital. The National Health SystemSufuth Africa requires that service
delivery occur at a community level and empoweertk by allowing them to have
access to adequate health care (Louw & Avenant2:2@@). Currently there are no
mobile clinics or outreach audiology services. Brortation costs are high, and clients
cannot afford to miss a day’s work to visit the pited (Swartz, 1998:170). When a
defective hearing aid is taken to the hospitalilt still have to be sent to the company
for repairs, and some clients prefer to go direttlythe manufacturer to save time.
However, hearing aid companies are located in langes far from rural settlements, and
this factor therefore, also presents an accessiisbue for clients. Locations of hospitals
and hearing aid companies do not meet the relathibt needs of the low-income
population. There is a need to bring servicesh® people, not vice versa (Hugo,
1998:5).

Literacy levels of patients. The population served by government institutionSouth
Africa is poor and the majority have low levelseafucation, and subsequently low levels
of literacy (Swartz, 1998:46). According to Statis South Africa Population Census
(2001:7), the average educational level is betw@eades 8-10, and there is a high
percentage (40.3%) of the population that have ctwoaing or only primary level

education. Hearing aid orientation programs arellys accompanied by a pamphlet or
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manual on how to use the device. This is mainl\Emglish and Afrikaans and not
necessarily in the language of the client. Thesfeome clients are at an added
disadvantage by not being able to benefit from temitinformation that they can take

away with them.

Cultural Differences: Nowadays a great deal of importance is beingquaon
professional transformation related to the demanfdshe South African community
(Hugo, 1998:4). In other words, academic trainimyist be adequate for the
requirements of the culturally diverse workplaceHealth professionals need to be
competent, sensitive, and respectful to the diffecemmunities they serve. This is vital,
as differences between clinician and client haveeaous impact on the success of
rehabilitation services (Louw & Avenant, 2002:146).

Recollection of information disseminated during hearing aid fittings. Some

audiologists often do not realise the complexitgeslient’s lives. Most individuals lead
busy lives and there are a copious number of rsadwat work against the probability
they will remember what is told to them (Margol&)04:1). Furthermore, Margolis
(2004:12) noted that clients only remember abo@6 %0 information provided during
the hearing aid orientation. Depending on the 8Sdnaand conditions, 40-80% of
information presented may be forgotten. It was alealised that half of what is
remembered is incorrect and half is forgotten imiatedy. Even if the client is a first-
language English or Afrikaans speaker, only a geréanount of information can be
retained by the person, therefore one can imag@elifficulty with a client who does not
speak the same language as the therapist whenisheyenterpreter (Margolis, 2004:10).

The above-mentioned concerns may result in a degedscentage of hearing aids being
discarded, underused, or poorly maintained (TyerByr2004:464). This aspect is
evident to audiologists and speech-language paglstéo working at government
institutions, as most clients do not return fortéxaes, servicing, repairs or replacement of
defective aids and rehabilitation after receivihg hearing aid. Some hearing aids are

ordered and not even collected from the hospital G2orge Mukhari Hospital Statistics,
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2004:1-5). This is not in keeping with the Gautérgvincial Government’s long-term
goal, which states that clients must “obtain theatgst benefit from public monies”

(Provincial Government Charter, 2004:2).

In order to address some of these problems, Galengncial Health sought to develop
an evidence-based clinical protocol for the dispgoms of hearing aids in Gauteng.
“Evidence-based practice is described as the cemsous, explicit, judicious use of
current best evidence in making decisions about#hne of individual patients” (Sackett,
Rosenberg, Gray, Haynes and Richardson, 1996Jtdfortunately, this document is not
available for publication but it is said to incluthee fitting and follow-up criteria of all
government hospitals in Gauteng, so that the eptweince can utilise one standardised
format. This will be similar to what has been damé¢he United States of America — the
ASHA (American Speech and Hearing Association) T@ske on Adult Hearing Aid
Fitting (1997) and the Joint Committee StatementAdnlt Hearing Screening (AAA,
2000), which are recommended practice guidelineshi® provision of hearing aids and
follow-ups based on research conducted in the dr8tates of America.

According to the government’s principlesidtho Pele “People First”, the first and most
important duty of public health workers is to sermé South African citizens - by

providing equal access to services they are emtileand by providing value for money.
The National Patients’ Rights Charter (Departmdrtiealth, 1997:2) clearly states that
amongst other services, therapy, rehabilitatiod, @unselling must always be provided

to all clients who require the above services.

2.5 CONCLUSION

Research has shown that even in developed coumthieee adequate resources such as
finance, personnel, infra-structure, etc, are awéal there is still only a small percentage

of hearing aid users that still utilise their deviend are satisfied with it. This may be a

result of various intrinsic and extrinsic factohs. developing countries such as South
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Africa, in addition to intrinsic and extrinsic facs there are also service delivery issues

which impact on hearing aid provision.

According to the South African Speech-Language-iHgafssociation’s Code of Ethics

(1997:3) and Guidelines on Service Provision in pitags (1998:5-8), audiologists must
regularly evaluate the effectiveness of therapy prmbucts dispensed. This can be
achieved by using methods, protocols and prodbetsare suitable for the clients’ needs,

culture and language.

Aural rehabilitation is an integral part of healimd well-being of individuals with

hearing loss. In South Africa however, there aaetdrs that impede the aural
rehabilitation process and may lead to the rejactiod misuse of hearing aids. While it is
important to remember that no health care deliggstem is flawless, it is still necessary
to examine ways in which the current system cariniggroved upon and investigate

methods that provide the best health care as pessib

2.6 SUMMARY

This chapter examined service delivery during dispéion of hearing aids in developed
countries as well as developing countries simda@outh Africa and dilemmas
experienced. It also explored issues in SouthcAfthat impact on hearing aid provision
and utilisation as these will clarify the findingsthe study.
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