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John Peter, a two-month-old boy, was referred for evaluation of his hearing after 
he twice failed otoacoustic emissions tests done by the neonatal hearing-evaluation 
program. His birth and gestation had been uneventful, and there was no family 
history of hearing loss during childhood.  His parents, a middle-class family, were 
reluctant to have him go through an auditory brainstem evoked potential test. 
We did the ABR twice, separated by a week, but both times the results were the 
same: absence of auditory evoked potentials even with the maximum stimulus 
the equipment could provide, about 100dB nHL. With a diagnosis of severe 
profound hearing loss in the 2,000 to 4,000 kHz range of the electrophysiologic 
test, John Peter (now five months old) was referred to a cochlear implant center 
that prioritizes toward evaluation and intervention in children when they are 
less than six months old. After a CT-scan and MRI examination that showed no 
abnormalities, John had tests using hearing aids, which showed no improvement 
in hearing. When he was 13 months old, he had surgery to receive a cochlear 
implant in his left ear. 
Stories like John Peter’s are becoming more common after early intervention 
programs have been established. Before, we used to rely on consideration of risk 
factors  established by the Joint Committee on Infant Hearing. Now we know that 
if only risk factors are considered, we will miss around 50% of hearing-impaired 
children and will not diagnose them in good time. Development of linguistic skills 
may then be delayed.
The pediatrician must be our best ally. He needs to recognize the importance of 
early diagnosis of hearing loss, in order to avoid the pitfalls of late detection. A 
study we published 12 years ago showed that in a group of 2014 children referred 
to have an electrophysiological test of hearing, the diagnosis of hearing loss was 
done at a mean age of three and a half years, and in only 7% was diagnosis made 
in the first year of life (Sousa, Piza et al., 1998), which led to a compromise in 
care. This changed dramatically after early detection programs were established.
Why is it so important to detect hearing loss early? 

Data from the National Center for Hearing Assessment and Management, • 
at Utah State University, USA) show that hearing loss is the most frequent 
congenital defect at birth, being 30 times more frequent than phenylketonuria 
and 15 times more frequent than hypothyroidism, even though these diseases  
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are tested for at birth (the so-called “teste do pezinho”, foot test) by law in 
Brazil. The cost of detecting one baby having one of these diseases is 10 
times more than the cost of detecting one baby with hearing loss. The lack 
of early identification of hearing loss in children will increase the cost of 
their education. The total economic cost of late identification of hearing 
loss (education and support until the child starts work) was estimated in the 
USA to be US$1,000,000.00 in the 1990’s  (Northern and Downs, 1991). By 
2003 these costs lowered to about US$400,000.00 because of better early 
detection.

Undetected hearing loss has important negative outcomes.
A child with hearing loss has less comprehension in reading than children with • 
normal hearing  (Schildroth and Karchmer, 1986). 
This fact is not only present in severe bilateral hearing loss. Several studies • 
show children with unilateral hearing loss have difficulties in math, languages, 
and socialization. 

Early identification and treatment has greater benefits.
Many studies show that a child with hearing loss identified and with treatment • 
starting before six months of age has better scores in linguistic expression and 
vocabulary than those identified after six months of age.  (Yoshinaga-Itano, 
Sedey et al., 1998; Yoshinaga-Itano, 1999).
Identification and intervention before six months of age improves development • 
of the child, who has  better language and expressive skills, better personal 
and social skills and learning, better vocabulary, better speech (Yoshinaga-
Itano, Sedey et al. 1998).

In Brazil there has been a steady increase in the number of programs of early 
detection of hearing loss and early intervention. In 2001 there were about 60 sites 
divided between hospitals and private clinics that had a program, and now in 
2008, about 140. Some of the causes are equipment that is easier to use, increase 
in demand, better knowledge by the public, and the fact that the cost is being paid 
by insurance companies and health programs. In the USA this process started in 
1991 and now operates in almost all states, so that 92% of newborns are tested 
before leaving the hospital.  
It is important to note that responsibility in the program lies not solely with ENT 
but on a team including specialists from obstetrics-gynecology, neonatology, 
neurology, and especially pediatrics. Pediatricians should refer all children with or 
without risk factors to have this test of hearing screening done. It is an objective, 
fast, non-invasive, and low-cost examination. Family and teachers are also 
important in detecting problems with hearing. As Helen Keller once said, “The 
problems of deafness are deeper and more complex, if not more important, than 
those of blindness. Deafness is a much worse misfortune. For it means the loss of 
the most vital stimulus–the sound of the voice that brings language, sets thoughts 
astir, and keeps us in the intellectual company of man”  
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