
DISCUSSION

An overview of World Health Organization guidance aiming to increase global 
access to critical hearing aid services

Lauren K. Dillarda,b , Carolina Dera , Ariane Laplante-L�evesquec , De Wet Swanepoeld,e , Peter R. Thornef 

, Bradley McPhersong , Victor de Andradeh , John Newalli , Hubert D. Ramosj, Annette Kaspark , 
Carrie L. Niemanl , Jackie L. Clarkm and Shelly Chadhaa 

aDepartment of Noncommunicable Diseases, World Health Organization, Geneva, Switzerland; bDepartment of Otolaryngology- Head & Neck 
Surgery, Medical University of South Carolina, Charleston, SC, USA; cDepartment of Behavioral Sciences and Learning, Link€oping University, 
Link€oping, Sweden; dDepartment of Speech-Language Pathology and Audiology, University of Pretoria, Pretoria, South Africa; eDepartment of 
Otolaryngology—Head & Neck Surgery, University of Colorado School of Medicine, Aurora, CO, USA; fSection of Audiology and Eisdell Moore 
Centre, University of Auckland, Auckland, New Zealand; gCentre for Hearing Research, School of Health & Rehabilitation Sciences, University of 
Queensland, Brisbane, Australia; hDepartment of Speech Pathology and Audiology School of Human and Community Development, University 
of the Witwatersrand, Johannesburg, South Africa; iDepartment of Linguistics, Macquarie University, Sydney, Australia; jMaster in Clinical 
Audiology Program, Faculty of Medicine and Surgery, University of Santo Tomas, Manila, Philippines; kENT Clinic, Tupua Tamasese Meaole 
Hospital, Ministry of Health, Apia, Samoa; lDepartment of Otolaryngology-Head & Neck Surgery, Johns Hopkins School of Medicine, Baltimore, 
MD, USA; mUniversity of Texas at Dallas – AuD Program, Dallas, TX, USA 

ABSTRACT 
Objective: Equitable access to hearing aids and related services remains a global health challenge, par
ticularly in resource-limited settings. A major barrier to access is the lack of diagnostic and rehabilitative 
services, which is substantially attributable to the persistent shortage of ear and hearing care specialists. 
This discussion article provides an overview of limitations in the ear and hearing care workforce, the rele
vance of task sharing to ear and hearing care, and a new, evidence-based World Health Organization 
(WHO) technical resource aimed at improving access to hearing aids worldwide.
Design and study sample: A synthesis of current research and expert opinion.
Results: First, this article describes the global shortage of qualified ear and hearing care specialists. Next, 
it describes how community-based care, supported by task sharing among trained non-specialist pro
viders and qualified ear and hearing care providers, could overcome these workforce limitations, and 
describes the critical role of qualified ear and hearing care providers in task sharing. Finally, this article 
provides an overview of a WHO resource which provides practical information for hearing aid service pro
vision in resource-limited settings.
Conclusion: Innovative strategies to expand the ear and hearing care workforce are essential to advance 
efforts towards equitable access to hearing aids and related services.
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Introduction

The World Health Organization (WHO) estimates that over 430 
million people live with disabling hearing loss worldwide, and this 
number is projected to rise to 700 million by 2050 (World Health 
Organization 2021a). Access to effective communication is critical 
to achieve a high quality of life and influences how people across 
the lifespan effectively participate in society. Hearing is fundamen
tal for the development of speech and language in children and 
can have negative effects on educational attainment, employment 
prospects, and mental and physical health in individuals across 
the lifespan (Olusanya and Newton 2007; Davis et al. 2016; 
Mukadam et al. 2019; Gupta et al. 2023; Livingston et al. 2024). In 
addition to its negative effects on individuals, unaddressed hearing 
loss poses an extremely high cost to society, estimated at 980 

billion international dollars per year (McDaid, Park, and Chadha 
2021; World Health Organization 2021a).

While hearing loss impacts people worldwide, an estimated 
80% of people with hearing loss reside in low- and middle- 
income countries (World Health Organization 2021a). Moreover, 
the negative impacts of hearing loss are often exacerbated for 
people living in limited resource settings. Reasons for this 
include limited public awareness, limited prioritisation of hearing 
given competing health priorities, lack of accommodations for 
hearing loss which could lead to difficulties in educational and 
employment attainment, and limited access to rehabilitative tech
nology and related services (Bhutta et al. 2019).

It is estimated that over 400 million people worldwide could 
benefit from timely and effective interventions, such as the use 
of hearing aids, supported by rehabilitative services. Yet, 
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worldwide, less than 20% of those who could benefit from hear
ing aids receive them (World Health Organization 2021a). This 
gap is even wider for individuals residing in low- and middle- 
income countries where only 9% and 15% of people, respectively, 
who could benefit from hearing aids receive them (World Health 
Organization 2021a). Several factors limit hearing aid uptake and 
subsequent use, all of which require attention. These barriers 
include misperceptions, including stigma, of hearing loss and 
hearing technology (David and Werner 2016; da Silva et al. 2023; 
Dillard et al. 2024b) and historically high costs of hearing tech
nology and related services (McPherson 2011). Another key bar
rier relates to the limited access to ear and hearing services, 
which is often most pervasive in low- and middle-income 
countries.

A major limitation to accessing hearing aids, particularly in 
low- and middle-income countries or other resource-limited set
tings, is the lack of available diagnostic and rehabilitative serv
ices. This limitation is largely attributable to the persistent 
shortage of specialists in ear and hearing care, including audiolo
gists and ear, nose, throat (ENT) specialists, as well as their poor 
geographical distribution that rarely extends to resource-limited 
settings, including rural or remote locations and marginalised 
communities (Kamenov et al. 2021; World Health Organization 
2021a).

Given the important impacts of hearing loss on individuals 
and society, improving access to hearing aids is a substantial glo
bal health challenge and priority that must be addressed. This 
discussion article presents an overview of i) key limitations in 
the current ear and hearing care workforce, ii) task sharing and 
its relevance to ear and hearing care, and iii) a new, evidence- 
based WHO resource titled “Hearing aid service delivery 
approaches for low- and middle-income settings,” which aims to 
improve global access to hearing aids and related rehabilitative 
services, by using task sharing approaches and community-based 
delivery of hearing health care.

Key limitations in the current ear and hearing care 
workforce

Equitable access to hearing services, including those related to 
hearing aids, requires an adequate health workforce trained in 
ear and hearing care that provides services across the lifespan 
and that provides integrated services across primary, secondary, 
and tertiary levels of care. However, as mentioned above, the 
required health workforce is currently inadequate, and the cover
age of services rarely extends to rural or remote locations and 
marginalised communities (Kamenov et al. 2021). Furthermore, 
ear and hearing care, if available at all, is often provided only at 
secondary and tertiary levels, that is, more specialised levels of 
care. This means there are often few facilities that offer hearing 
aid related services, and these services can be difficult to access 
for several reasons. One of these reasons is the lack of estab
lished referral pathways, or complex pathways involving multiple 
types of providers, that individuals must navigate to receive ear 
and hearing care.

A previously published study, led by WHO, presents data 
from 141 countries on the global ear and hearing care workforce, 
including audiologists, ENT specialists, speech language patholo
gists, and teachers of the deaf (Kamenov et al. 2021). That study 
demonstrates the pronounced differences in specialist provider 
density, which decreases across country income level. While 65% 
of high-income countries have > 10 audiologists per 1 million 
population, 93% of low-income countries have � 1 audiologist 

per 1 million population. Similarly, in terms of ENT specialists 
in high income countries, 52% and 43% of countries have > 50 
and > 10 to � 50 ENT specialists per 1 million population. In 
stark contrast, 78% of low-income countries have � 1 ENT spe
cialist per 1 million population (Kamenov et al. 2021).

These estimates demonstrate the global dearth of the ear and 
hearing care workforce. While these shortages are most salient in 
low- and middle-income countries (Sanders et al. 2015; Thorne 
et al. 2019; Pillay et al. 2020; Kamenov et al. 2021), the lack of 
specialist ear and hearing care providers, as well as their imbal
anced geographical distribution, has been also described in high- 
income countries (Bush et al. 2014; Blazer et al. 2016; Coco, 
Titlow, and Marrone 2018; Hay-McCutcheon, Yuk, and Yang 
2021; Nieman et al. 2017, 2022). This reiterates challenges caused 
by the lack of human resources in ear and hearing care as a glo
bal issue.

Task sharing as a strategy to overcome limitations in 
human resources

Shortages in human resources can be addressed and overcome 
through innovative workforce strategies that build the workforce 
capacity needed to provide greater coverage of ear and hearing 
care services (World Health Organization 2021a). Task sharing is 
an established public health strategy employed within diverse 
fields from HIV/AIDs to chronic disease management (World 
Health Organization 2008). Task sharing within ear and hearing 
care is a promising approach that can aid in addressing the criti
cal lack of health care workers to provide ear and hearing care 
services, including those related to assistive technologies such as 
hearing aids (Suen et al. 2019; World Health Organization 
2021a; Coco et al. 2023; Nieman et al. 2017, 2022; Dillard et al. 
2024a).

Task sharing is a team-based approach where specific clinical 
tasks, or their key components, as well as the required skills and 
competencies to accomplish those, are shared among different 
cadres of health workforce teams (World Health Organization 
2008). In ear and hearing care, tasks can be shared among highly 
trained professionals, such as audiologists or ENT specialists, 
and trained non-specialist providers, such as health or commu
nity workers, with shorter training and fewer qualifications, who 
are given the capacity to take on specific tasks or actions (World 
Health Organization 2021a, 2024a, 2024b; Dillard et al. 2024a).

Research in other health-related fields, and in audiology, has 
demonstrated that task sharing is an efficient use of available 
human resources and can provide equivalent outcomes to tradi
tional approaches, where services are provided only by highly 
trained specialists (World Health Organization 2008; Mart�ınez- 
Gonz�alez et al. 2015; Kim et al. 2016). More specifically, task shar
ing has been successfully implemented in several resource limited 
settings to deliver key ear and hearing care services spanning the 
continuum of ear and hearing care, including hearing aid provi
sion (Ekman and Borg 2017; Borg, Ekman, and €Ostergren 2018; 
Frisby et al. 2022; Coco et al. 2023; Nieman et al. 2017, 2022).

The training and instruction that trained non-specialist pro
viders receive in resource-limited settings has been summarised in 
a recent literature review (Dillard et al. 2024a). This review shows 
that trained non-specialist providers receive formal training in the 
tasks they perform but are rarely required to have a specialised cer
tificate or degree. Competencies gained from the formal training 
are verified through formal assessment (Emerson, Job, and 
Abraham 2013; Ekman and Borg 2017; Borg, Ekman, and 
€Ostergren 2018; Frisby et al. 2022; Coco et al. 2023; Nieman et al. 
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2017, 2022). Importantly, audiologists and ENT specialists play a 
critical role in the development of training curricula, and in super
vising and mentoring the trained non-specialist providers (Nieman 
et al. 2017; Frisby et al. 2022, Coco et al. 2023). Depending on 
resource availability and needs, training and supervision can be 
conducted either in-person and/or remotely using telehealth. In 
situations where there are few or no ear and hearing care special
ists, partnerships with experts in neighbouring countries and/or 
e-learning technologies can be leveraged to enable remote educa
tion and supervision (Frisby et al. 2022, Penteado et al. 2012).

Community-based care, supported by task sharing, which 
involves providing services near to or in individuals’ homes, can 
overcome several barriers to ear and hearing care services, 
including workforce shortages, inability to reach physical loca
tions where ear and hearing care services are provided, limited 
trust in providers, cultural and language barriers, and affordabil
ity (Waterworth et al. 2022). Trained non-specialist providers 
often live in or near the communities in which they are provid
ing services and share characteristics and/or shared lived experi
ences with those to whom they provide care, reducing barriers 
related to proximity and/or to trust in providers. Furthermore, 
community-based care, supported by task sharing, facilitates the 
use of innovative and low-cost hearing technologies, including 
preprogrammed or other easy-to-fit hearing aids (Swanepoel 
2020, 2023), reducing barriers related to the high costs of tradi
tional ear and hearing care services and hearing devices.

Task sharing must be a component of an overall workforce 
strategy, including workforce planning, training, and retention, 
and be preceded by a situation analysis and assessment of cur
rently available human resources for ear and hearing care. All 
training needs, procedures, and quality assurance mechanisms 
should be clearly defined, and all processes should comply with 
the health regulations of the country. Importantly, task sharing 
strategies could be implemented as a temporary measure during 
the development or expansion of ear and hearing care services 
and its specialist workforce. That is, task sharing is not a per
manent solution to the issues posed by limited human resources. 
Long-term solutions require expanding the specialist workforce.

An evidence-based resource: hearing aid service delivery 
approaches for low- and middle-income settings

In March 2024, WHO released an evidence-based technical 
resource, developed through a consultative process, titled 
“Hearing aid service delivery approaches for low- and middle- 
income settings” (World Health Organization 2024a). The motiv
ation for developing this resource was to provide strategies to 
narrow the gap in access to hearing aid services in low- and 
middle-income countries and other resource limited settings.

Global health organisations, including WHO and ATscale, the 
Global Partnership for Assistive Technology, recognise the gaps 
in access to hearing aids and related services as a global health 
priority. WHO and ATscale have released several resources to 
improve the access and affordability of ear and hearing care serv
ices, including those related to hearing aids (World Health 
Organization 2017, 2021b; ATscale Global Partnership for 
Assistive Technology 2019). While these resources provide essen
tial guidance related to global access and affordability of hearing 
aids, until recently, there was no formal guidance specifically 
focused on service delivery approaches for hearing aids.

The resource titled “Hearing aid service delivery approaches 
for low- and middle-income settings” (World Health Organization 
2024a), an overview of which is provided below, aims to fill this 

important gap. The primary audience for this guidance is decision 
makers involved in the development and/or improvement of ear 
and hearing care services. Other audiences who may be interested 
in this guidance include organisations and individuals tasked with 
improving access to ear and hearing care and/or assistive technol
ogies. The development of this resource was informed by a i) lit
erature review and interviews to gain insight into current practices 
and opportunities in hearing aid service delivery approaches in 
low- and middle-income settings (Dillard et al. 2024a; World 
Health Organization 2024b), ii) continued discussion and engage
ment with stakeholders and experts in ear and hearing care, 
including individuals with hearing loss and hearing aid users, and 
iii) field testing of the approaches discussed below in several sites 
in India, South Africa, and the United States of America.

This resource provides practical information for service provi
sion of hearing aids and related services at the community or 
primary levels of care, supported by task sharing among trained 
non-specialist providers and qualified ear and hearing care pro
viders, to ultimately improve access to essential hearing aid 
related services. Furthermore, it addresses the factors that should 
be considered when developing a community-level programme 
for hearing aid-related services in low- and middle-income set
tings. Importantly, services must be integrated into local health 
care systems, all services and hearing devices should be afford
able, without affecting the quality, and hearing aids should be 
recommended when needed, but the final decision on hearing 
aid fitting rests with the individuals themselves. This resource 
details service delivery approaches that can be adapted to meet 
the needs of different socio-cultural and legislative realities across 
settings (World Health Organization 2024a).

The approaches for hearing aid service delivery outlined in 
this resource focus on two population groups: i) adults with 
moderate to severe hearing loss and ii) children aged 5 years or 
older with mild to moderately severe post-lingual hearing loss. It 
is recommended that individuals outside of those population 
groups, such as adults with profound hearing loss, children aged 
under 5 years, and children with severe to profound or pre-lingual 
hearing loss, and/or individuals who could not benefit from air 
conduction hearing aids, seek rehabilitative ear and hearing care 
services outside of the proposed programme, and be seen by a 
qualified hearing care provider. Detailed descriptions of the 
approaches for each of these population groups, as well as consid
erations for implementation, are provided in the technical 
resource (World Health Organization 2024a).

A brief overview of key points and processes is provided 
below. It is important to highlight that the approaches described 
below are the basis upon which programmes could be developed 
based on the socio-cultural and legislative realities of a given set
ting. That is, this approach serves as a framework which can be 
adapted to fit the needs of a given setting. All of the processes 
described below, for both adults and children, can occur at the 
community or primary levels of care and can be supported by 
task sharing among trained non-specialist providers and qualified 
ear and hearing care providers. Details on the processes 
described below, including instructions for completing each pro
cedure or appointment, recommended forms, and required infra
structure and equipment are in the technical resource (World 
Health Organization 2024a). Additional details on certain techni
ques, including otoscopy, can additionally be found in the WHO 
Primary ear and hearing care training manual (World Health 
Organization 2023) and the Training on assistive products 
(TAP): Hearing aid module (World Health Organization n.d.).
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Adults
The first population group is adults who experience moderate to 
severe hearing loss in the better hearing ear, although persons 
with unilateral and mild hearing loss may be fitted if resources 
permit. Figure 1 shows an overview of the service delivery 
approach for adults.

Adults could enter into the programme based on referral from 
a health care provider, a failed hearing screening, or they could 
self-refer if they perceive that they have hearing loss. The first 
appointment should consist of a questionnaire-based basic profile 
(case history), an otoscopic ear examination and air-conduction 
audiometry, which is measured, at minimum, at frequencies 500, 
1000, 2000 and 4000 Hz (see an example basic profile and docu
ments for recording ear examination and audiometric results in 
World Health Organization 2024a; Annexe 4). Based on the audio
metric results, the grade of hearing loss should be classified accord
ing to the WHO hearing loss classification, based on the pure-tone 
average (PTA) of thresholds at frequencies 500, 1000, 2000, and 
4000 Hz. Hearing aid candidacy is defined as moderate to severe 
hearing loss, although, as mentioned earlier, other individuals (e.g. 
those with mild or unilateral hearing loss) may be fitted in certain 
situations. Should the individual meet candidacy for a hearing aid 
and wish to be fitted, they would undergo the hearing aid fitting 
and counselling at the first appointment. Throughout this process, 
referrals for further care (outside of the programme) are based on 
the indications for referrals which are presented later.

Follow-up appointments should be available on demand, and 
it is recommended that short-term follow-up appointments occur 
2 weeks and 2 months after hearing aid fitting, and that long- 
term follow-up appointments would occur 2 years after fitting. 
Short-term follow-up appointments could be in-person or 
remote (using telehealth), based on individuals’ needs and 
resource availability. At these short-term follow-up appoint
ments, individuals should undergo a questionnaire-based assess
ment, during which they should be asked questions 1 and 2 of 
the International Outcome Inventory for Hearing Aids (IOI-HA; 
Cox and Alexander 2002), which focus on the number of hours 
of daily use and perceived benefit of hearing aids, respectively. 
The IOI-HA has been translated and validated in several lan
guages (Cox, Stephens, and Kramer 2002), which facilitates the 
use of these questions in different regions and countries. When 
required, individuals should also undergo an ear examination, 
hearing aid check, and troubleshooting during short-term follow- 

up appointments. Long-term follow-up appointments should be 
in person and should consist of the same questionnaire-based 
assessment, and all individuals should undergo an ear examina
tion and pure-tone air-conduction audiometry. If needed, indi
viduals should undergo hearing aid assessment and adjustment.

Children
The second population group is children aged 5 years or older 
who experience postlingual hearing loss that is mild to moder
ately severe. Figure 2 provides an overview of the service delivery 
approach for children. Binaural fitting must be provided for chil
dren when needed. Many processes are similar to those for 
adults (Figure 1), and some processes are added for children. 
Importantly, hearing aid fitting in children is often more 
demanding and requires a higher level of training for the trained 
non-specialist provider and greater supervision by the qualified 
hearing care provider (i.e. audiologist or ENT specialist).

While children could enter into the programme based on 
referral from a health care provider, it is most likely they will 
enter after undergoing a hearing screening, either in the commu
nity or from a health facility. In children, screening is an impor
tant step to reduce the proportion of false positives. If children 
screen positive for hearing loss, they will attend the first appoint
ment, which should consist of a questionnaire-based basic profile 
(case history), an otoscopic ear examination, and air-conduction 
audiometry, measured, at minimum, at frequencies 500, 1000, 
2000, and 4000 Hz. For children, tympanometry should be com
pleted where feasible to identify middle-ear conditions, which 
are most common in children. Should the child meet candidacy 
for hearing aids, they would undergo the hearing aid fitting and 
counselling at the first appointment upon parental/caregiver con
sent. Throughout this process, referrals for further care (outside 
of the programme) are based on the indications presented later.

Follow-up appointments should be available on demand, and it 
is recommended that short-term follow-up appointments would 
occur 2 weeks and 2 months after hearing aid fitting, and that the 
first long-term follow-up appointment would occur 6 months after 
fitting, and subsequent long-term appointments would occur once 
per year after fitting. At short-term follow-up appointments, chil
dren should undergo a questionnaire-based assessment, during 
which they should be asked IOI-HA question 1, to determine 
the number of hours of daily use (Cox and Alexander 2002). 
They should also undergo the Ling sounds test, which uses six 

Figure 1. Overview of service delivery approach for adults (adapted from World Health Organization 2024a).
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isolated phonemes ([m], [ah], [oo], [ee], [sh], [s]) to determine 
children’s detection, discrimination, and identification of sounds 
(Ling 1976). When required, children should also undergo an ear 
examination, hearing aid check, and troubleshooting during short- 
term follow-up appointments. If the necessary infrastructure and 
resources are available, some follow-up appointments for children, 
which do not require hearing aid assessments or audiometric eval
uations, could be conducted virtually via telehealth.

Every 6 months, children should undergo an in-person device 
check to ensure that the hearing aid is working properly. Each 
year from the time of hearing aid fitting, children should attend a 
long-term follow-up appointment, during which they should 
undergo a questionnaire-based assessment, including IOI-HA 
question 1 to determine number of hours of daily use, an ear 
examination, the Ling sounds test, pure-tone air-conduction audi
ometry, and if needed, hearing aid assessment and/or adjustment.

Indications for outside referral
For both adults and children, there are specified indications for 
referral to an ear and hearing care specialist outside of the pro
gramme. Given the potential need to refer to outside specialists, 
it is imperative that referral pathways to suitable, accessible 
health facilities are pre-defined when developing hearing aid ser
vice delivery approaches. Table 1 reports key indications for out
side referral for adults and children. These indications focus on 
the type and degree of hearing loss, ear conditions, and other 
reasons for referral. Individuals should also be referred if they 
require other devices (e.g. bone-conduction hearing aids) or sup
port that cannot be provided in the programme.

Considerations for implementation and accompanying resources
A local implementation protocol should be developed before 
implementing hearing aid service delivery approaches. All 
approaches must be appropriate for the local context but remain 
aligned with the principles of the service delivery approach, as 
detailed in the technical resource (World Health Organization 
2024a). The approach must be implemented following discussion 
with local stakeholders, including persons with hearing loss, and 
adapted to the laws and regulations of the country. The hearing 
aid service delivery approaches should be part of a (sub)national 
or regional strategy to strengthen ear and hearing care services 
and should be embedded within existing health systems. This 
promotes the provision of ear and hearing care services alongside 
other health services, including eye care, care of older persons, 
and provision of other assistive technologies (World Health 
Organization 2021a; World Health Organization 2024c).

Eight key aspects of implementation are briefly described 
below and are further detailed in the technical resource (World 
Health Organization 2024a). Planning (1) should ideally be led 
by the Ministry of Health and should involve local stakeholders 
to ensure relevance of the programme towards the local context. 
More specifically, the planning stage should consider the distri
bution of hearing loss within the region, and current policies for 
ear and hearing care and rehabilitation, to embed the hearing 
aid service delivery programme into the health system. Other key 
planning considerations include sociocultural and legislative real
ities, required resources (including human resources and train
ing), and referral pathways. Policies and finances (2) must 
support the scope of this programme, including the certification 
of trained non-specials providers in delivering ear and hearing 

Figure 2. Overview of service delivery approach for children (adapted from World Health Organization 2024a).

Table 1. Indications for outside referral for adults and children.

Adults Children (� 5 years)

Hearing loss � Profound or pre-lingual 
� Sudden onset or rapidly progressive 
� Unilateral/asymmetric

� Severe, profound or pre-lingual 
� Sudden onset or rapidly progressive 
� Unilateral/asymmetric

Ear conditions � Severe malformation of external auditory canal 
� Ear trauma 
� History of acute pain, active drainage, or bleeding from ear 
� Recurrent/chronic otitis media 
� Perforation of tympanic membrane 
� Pulsatile tinnitus

� Severe malformation of external auditory canal 
� Ear trauma 
� History of acute pain, active drainage, or bleeding from ear 
� Recurrent/chronic otitis media 
� Perforation of tympanic membrane 
� Pulsatile tinnitus

Other � Unable to follow instructions
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care. The human resources and training requirements (3), 
including the required number of workers, must be clearly 
defined. The workforce should consist of qualified ear and hear
ing care providers, who act in a supervisory role, and trained 
non-specialist providers. The equipment and infrastructure 
requirements (4) must be defined and can be adapted according 
to available resources; the minimum required infrastructure and 
equipment is defined in the technical resource (World Health 
Organization 2024a). Importantly, accessible referral pathways 
(5) must be clearly defined prior to the implementation of a 
hearing aid service delivery programme. These pathways must 
include referrals to primary health care providers for manage
ment of ear diseases (e.g. otitis media) and centres that provide 
specialist audiology and otology services. As defined earlier, all 
processes related to follow-up and counselling (6), including 
those related to referrals, must be predefined. Moreover, proc
esses related to data management (7), which facilitate effective 
and efficient care provision, should be predefined. Lastly, WHO 
proposes the collection of certain indicators (8), including those 
related to hearing loss diagnosis, and hearing aid access and 
processes, to promote consistent data collection and monitoring.

This technical resource should be used alongside several other 
resources provided by WHO and its partners. These resources 
can provide guidance on screening (World Health Organization 
2021c), training and resource requirements for primary ear and 
hearing care (World Health Organization 2023) and hearing aid 
related services (World Health Organization, n.d.), as well as 
integrated care (World Health Organization 2024c). The ATscale 
Global Partnership for Assistive Technology product narrative 
for hearing aids, details the market-shaping approach to improve 
access to high-quality, low-cost hearing aids globally (ATscale 
Global Partnership for Assistive Technology 2019). Alongside 
expanding the ear and hearing care workforce, systematic cost 
reduction of hearing aids is another critical strategy to improve 
global access to hearing aids and related services. Strategies such 
as task sharing and innovations to promote low-cost, high qual
ity hearing technology, support the provision of community- 
based ear and hearing care, which can ultimately improve access 
to critical services, including those related to hearing aids.

Conclusions

A key strategy to promoting equitable global access to hearing 
aids and rehabilitative services, which is currently limited by the 
global dearth of qualified ear and hearing care specialists, is pro
vision of community-based ear and hearing care. Task sharing, 
in which tasks can be shared among highly trained professionals, 
such as audiologists and ENT specialists, and trained non-specialist 
providers, such as health workers with shorter formal training 
who are given the capacity to take on specific tasks or actions, is 
an essential strategy in community-based care and to overcome 
persistent limitations in the ear and hearing care workforce. The 
role of audiologists and ENT specialists in task sharing is critical, 
as their expertise is needed to develop training curricula, and to 
supervise and mentor trained non-specialist providers to ensure 
high-quality care. The WHO technical resource “Hearing aid ser
vice delivery approaches for low- and middle-income settings” 
(World Health Organization 2024a) outlines strategies to develop 
and implement community-based service delivery approaches for 
hearing aids, supported by task sharing. Such public health- 
driven approaches could improve global access to essential ear 
and hearing care services, including hearing aids and rehabilita
tive services, while embracing the realities of limited resources.
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