
To each 1,000 live newborns, three neonates may present irreversible congenital 
hearing loss. To a country (Brazil) in which there are 3,500,00 children born 
every year, these figures are quite scaring, especially if we take into account that  
regional and cultural differences are huge and that deafness may increase  
differences in access to education and work opportunities for these subjects.
It is known that we should identify and diagnose hearing loss in children right 
in the first three months of life. This is so because we have to reduce the time of  
sensorial deprivation, increasing the possibility of counting on neuronal plasticity, 
bringing in the sensorial stimulus of speech, which contributes to oral language 
development.
The target of professionals in the area of Audiology is to identify and diagnose 
congenital hearing loss at least till the age of 3 months to trigger the process of 
hearing aid selection and therapeutic intervention till the 6th month of life.
This is no easy task, except if we can start auditory health actions in neonatal  
period. One of the strategies is neonatal hearing screening. Screening is a simple, 
quick and cheap procedure that may identify those that have higher likelihood 
of having hearing disorders. The principles required to start a hearings screening  
program are: prevalence that justifies the program; high sensitivity and high specific-
ity procedure, preventing high number of false-positive and false-negative results; 
existence of human, physical and material resources that allow treatment, positive 
cost-benefit ratio, acceptance of the scientific community and the population.
Since the 80’s, it is recommended to have hearing screening programs for 
risk neonates using electrophysiological methods. The procedure adopted was 
Auditory Brainstem Response (ABR). In 1993, the National Institute of Health 
(NIH) recommended the performance of neonatal hearing screening with Evoked 
Otoacoustic Emissions (OAE). Both procedures may be used but we should bear 
in mind that OAE does not identify retrocochlear losses, especially in the cases of 
auditory neuropathy.
Behavioral observation methods for identification or screening of neonatal auditory 
status have not been recommended since the end of the 60’s owing to the high num-
ber of false-positive and false-negative results generated by these procedures.
In Brazil, after a period of debates in Audiology, electrophysiological and  
electroacoustic procedures (ABR and OAE) were recommended, followed by 
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cochleo-palpebral reflex test if necessary. This recommendation made by the 
Brazilian Committee on Hearing Loss in Children in 2000 should be reviewed 
so that we can implement neonatal hearing screening programs that do not bring 
excessive cost and professional stress, given that we may miss children that have 
cochlear mild to severe hearing loss and recruiting, in addition to unilateral hearing 
losses when we use this behavioral procedure in neonatal screening programs.
After neonatal hearing screening, the cases that fail hearing screening are referred 
to diagnostic procedure within the first month of life. The diagnosis will then  
comprise medical and audiological assessment.
Once again, we shall state that electrophysiology of hearing can bring great  
contribution to these cases. Even though the neonate is still in the process of  
maturational development, ABR is a procedure that may clarify whether there 
is a hearing loss that should be managed. Audiological assessment counts on a 
battery of tests: behavioral assessment with calibrated sounds, immittanciometry 
with tympanometry and acoustic reflex with 1000 Hz probe, evoked transient and  
distortion product otoacoustic emissions, evoked brainstem response either by air 
and bone conduction, plus specific frequencies tested with tone burst; currently, 
much has been said about steady-state evoked potential that can objectively assess 
both ears in frequencies 500, 1000, 2000 and 4000 Hz in very young children, 
such as in the case of neonatal hearing screening. The test may be performed in 
free field to collect information with and without hearing aids.
Information obtained about hearing status of the neonate or the infant with  
deafness allows the attending professional to precisely define the type and regulation 
of hearing aids because he is aware of the child’s residual hearing potential.
By doing so, we realize it is feasible to have an intervention approach on  
maturation of peripheral and central auditory pathways, sensorial deprivation and 
neuronal plasticity, and electrophysiology of hearing plays its role both in identifying 
and diagnosing, as well as in following up the development of these children.
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