
Audiology

Guidance

Paediatric Audiological Assessment

Version:	2
Date approved:	21st July 2023
Review date:	30th November 2026
Implementation date:	21st July 2023
Supersedes:	Guidance: Behavioral Audiological Assessment of Children 
Changes from previous version:	Update of section 6.5.3 Visual Reinforcement Audiometry:	Clarification of use of two way communication for testers	Update of section 6.4.2 Tympanometry	Clarification of performance of Tympanometry to include 6 weeks post grommet insertion, unless clinically contra-indicated. 
Equality Impact Assessment Date:	February 2023
Target audience:	Children’s Audiology Clinical staff
Lead Executive:	Clinical Lead for Paediatric Audiology
Author(s):	Advanced Audiologist
Consultation with:	Clinical Lead for Paediatric Audiology














	
Contents
1.	Introduction	4
2.	Executive Summary	4
3.	Guidance Statement	4
4.	Definitions	4
5.	Roles and Responsibilities	4
5.1.	Senior Leadership Team/Lead Executive	4
5.2.	Audiology Staff	4
6.	Guidance	5
6.1.	Paediatric History Taking	5
6.2.	Assessment Limitations and Minimum Pass criteria	6
6.3.	Otoscopy	7
6.4.	Objective Assessments	8
6.4.1.	Otoacoustic Emissions	8
6.4.2.	Tympanometry	8
6.4.3.	Acoustic Reflex Assessment	8
6.4.4.	Auditory Evoked Potential Assessment	9
6.5.	Behavioural Audiometric Assessment	10
6.5.1.	Behavioural Observation	10
6.5.2.	Distraction Testing	10
6.5.3.	Visual Reinforcement Audiometry	11
6.5.4.	Performance Assessment	11
6.5.5.	Play/ Pure Tone Audiometry	12
6.6.	Speech Assessment	12
6.6.1.	Threshold testing	13
6.6.2.	Supra-threshold testing	13
6.6.3.	Assessment Materials Available	13
6.6.4.	Ling Six Sound Check	13
6.6.5.	McCormick Toy Test	14
6.6.6.	Adaptive BKB Sentences	14
6.6.7.	AB Wordlist	14
6.6.7.1.	Speech Audiometry utilising AB Wordlist	14
6.7.	Questionnaires	14
6.7.1.	LittlEARS	15
6.7.2.	PEACH	15
7.	Training and Implementation	16
7.1.	Training	16
7.2.	Implementation	16
7.3.	Resources	16
8.	Equality Impact Assessment (EQIA) Form	17
9.	Values and Behaviours	19
10.	Monitoring Matrix	21
11.	References	22










Introduction
This document aims to provide clinical oversight for the audiological assessment of children at [].  
This document should be used in conjunction with other departmental and trust policies, procedures and guidance where indicated. 
[bookmark: _Toc140577705]Executive Summary
The objectives of this document are:
· To offer clinicians working within audiology an overview of clinical assessment procedures/ guidance used in audiological assessment of children 

· To provide guidance on when the individual assessments may be performed
It is beyond the scope of this document to detail the operating processes for each assessment type, but rather acts as reference framework for clinical test protocols.
This document excludes guidance on the management of patients; staff are directed to Guidance: Management of children who attend for audiological assessment. 
Where assessment techniques involve the use of medical equipment, it is the responsibility of the clinician to ensure that they have received the appropriate medical device training, and have been signed off for clinical use as Trust Policy: Medical Devices, Training and Competencies).
[bookmark: _Toc140577706]Guidance Statement
To comply with national recommended procedures and guidance, Audiology staff must meet the responsibilities of their individual roles as defined in Section 5 (Roles & Responsibilities), and must adhere to the practices defined in Section 6 and associated documents defined in Section 11 (References). 
[bookmark: _Toc140577707]Definitions
	Term
	Definition

	MRL
	Minimal Response Level



[bookmark: _Toc140577708]Roles and Responsibilities
[bookmark: _Toc140577709]Lead Executive
The Lead Executive are responsible for approving this document and ensuring that it is reviewed in line with Trust Policy.
[bookmark: _Toc140577710]Audiology Staff
Audiology staff are responsible for accessing, reading, understanding and following this document where it applies to their job role. 


[bookmark: _Toc140577711]Guidance
The below sub-sections detail the overarching methods available for audiological assessment. These should be conducted in adherence with this procedure and relevant test procedure (where applicable). It is acknowledged that case-specific deviation may be required, and such deviations are at the clinical discretion of the clinician(s) involved. Deviations should be clinically justified and documented in patient notes.
All children who attend for diagnostic assessment, regular monitoring of their hearing and routine hearing aid reviews should have, as a minimum the following preformed (unless contraindicated):
· Otoscopy
· Tympanometry
· Developmentally appropriate hearing assessment
If any of the above are not performed then clear clinical noting as to why must be documented.  Accurate recording of results and deviation from test procedure should be documented in patient clinical notes, including use of appropriate test forms where applicable as per Guidance: Paediatric Audiology Reporting: Appointment Documentation and Clinical Reports.
[bookmark: _Toc140577712]Paediatric History Taking
Clinical history taking should be performed for all assessment and rehabilitation appointments in line with Guidance: Paediatric Audiology Reporting: Appointment Documentation and Clinical Reports.
Clinical forms have been developed for use to assist clinical history for:
· New patients to the service referred for audiological assessment
· Review patients for further audiological assessment
· Review of patients with hearing aids


[bookmark: _Toc140577713]Assessment Limitations and Minimum Pass criteria
	Test and ear specificity 
	Recommended minimum pass criteria
	Limitation of using test in isolation

	Distraction

(developmental age from 6 months+) 

	All test signals must be measured using appropriately calibrated SLM: Satisfactory hearing levels are accepted as responses at 30 - 35dB (A). 
At a minimum, distraction test should cover responses to a low, mid and high frequency stimulus.

Distraction test results should not be used alone to discharge patients

	• Test of hearing sensitivity rather than absolute thresholds 
• Should not be used solely to discharge paediatric patients 
• Visual status should be assessed, and test modified 
• Inadvertent visual, tactile, auditory and olfactory cues 
• Cues from parents or tester 2 (e.g. parents moving when sound is presented or tester 2 phasing out play) 
• Frequency specificity and interpretation of responses 


	Visual Reinforcement Audiometry 
 
(developmental age 6 months+) 

Sound Field 
Ear Specific 
Bone Conduction 

	Sound field ≤25 dB HL at 0.5, 1 or 2kHz & 4 kHz MRL. 

If ear specific required: 1 & 4 kHz ≤20 dB HL 

	• Attempting conditioning to sub-threshold stimuli
• Cues from parents or tester 2 (e.g. parents moving when sound is presented or tester 2 phasing out play) 
• Varying level of engagement by parent/tester 2 inhibiting reliable responses 
• Overemphasis on quantity of results and not using time efficiently 
• Obtaining MRLs with speakers on right and left and interpreting these as providing ear-specific information 
• Tester response bias (e.g. tester expecting that child’s hearing is normal) 
• Visual status of child 


	Performance

(from developmental age 2+ years) 

Sound Field 

	Hand held warbler: ≤30 dBA at 0.5, 1 or 2kHz & 4 kHz. 

Using VRA speakers: ≤25 dB HL at 0.5, 1 & 4 kHz. 

	• Lack of ear specific information 
• Cues from parents/tester 
• Standardised distances and positions needed 
• Stimulus level will always be more accurate when presented through VRA speakers if the child is seated in the calibrated spot. This method should be employed whenever practically possible
• For hand held warbler all test signals need to be measured using calibrated sound level meter 

	Play/Pure Tone Audiometry 

(from developmental age 2+ years) 

Ear Specific 
Bone Conduction 

	Headphones (incl. inserts): ≤25 dBHL at 0.5k; ≤20 dBHL 1kHz, 2kHz & 4 kHz 

	• Timing of test stimuli 
• Room set up 
• Bone conduction problematic above 2KHz 
• Vibrotactile transducers 
• Inadvertent tester cues 
• Collapsed canals (use inserts for ear specific in this situation) 



	TEOAE

Ear specific
	3 band 6dB SNR pass*
Or
2 band 10dB SNR pass* 

*One of the band pass criteria must be centred around 4kHz
	• TEOAEs will not be detected for patients with a cochlear hearing loss involving outer hair cell dysfunction >35 dB HL 
• Tests outer hair cell function - cannot rule out inner hair cell dysfunction, neural auditory dysfunction 
• Not overtly frequency specific 
• Rarely TEOAEs may be absent for persons with subtle cochlear dysfunction who have hearing thresholds within normal limits 




[bookmark: _Toc140577714]Otoscopy
Otoscopy can be completed using either a standard clinical otoscope or video otoscope. 
Otoscopy should be completed in accordance with BSA Recommended Procedure: Ear Examination. The audiologist must adopt a stable position to perform otoscopy. 
Video otoscopy should also be completed in accordance with Audiology SOP: Video Otoscopy using Otocam 300 as well as the BSA recommended procedure. 
In cases where otoscopy is performed using a standard clinical otoscope, findings should be recorded on the appropriate assessment form. 
[bookmark: _Toc140577715]Objective Assessments
Objective audiological assessments do not require a response from the person being assessed.  They can be performed when the patient is asleep but when awake they do involve a certain amount of patient co-operation in order to be undertaken.
[bookmark: _Toc140577716]Otoacoustic Emissions
The primary purpose of otoacoustic emission (OAE) assessment is to determine cochlear status (specifically outer hair cell function). Successful stimulation and detection of an OAE signifies a high degree of functioning of outer hair cells.  OAEs cannot be used to determine inner hair cell or neural hearing loss.
Application of transient evoked OAE (TEOAE) assessment can be performed as part of a test-battery to aide diagnosis in the following:
· To aide in differential diagnosis between sensory and neural components of a sensorineural hearing loss
· Where there is a mismatch between an individual’s perceived functional ability and audiometric results (possible non-organic hearing loss or functional losses)
· Where audiometric assessment is not able to be completed, for example:
· The child is not developmentally able to perform a behavioural assessment
· The child is developmentally able to perform a behavioural assessment but is uncooperative in doing so e.g. in the case of a child being shy
· Where further reassurance of cochlear function is required

For implementation and interpretation, see BSA Recommended Procedure: Clinical Application of Oto-acoustic Emissions in Children and Adults. 
[bookmark: _Toc140577717]Tympanometry
Tympanometry is undertaken in order to analyse the middle-ear function for patients of all ages, and should be performed routinely unless clinically contra-indicated or justified.
For implementation and interpretation, see BSA Recommended Procedure: Tympanometry.
It is noted that whilst BSA Recommended Procedure: Tympanometry indicates that Tympanometry should not be performed on ears within 8 weeks post-surgery. It is agreed locally with ENT (Mr Waisum Cho, and Mr Andrew Marshall, Consultant ENT Surgeons) that tympanometry can be performed on patients 6 weeks post grommet insertion, unless that there are other clinical contra-indications (as stated in BSA Recommended Procedure). 
[bookmark: _Toc140577718]Acoustic Reflex Assessment
Acoustic reflex assessment measures the contraction reflex of the stapedius (and to lesser extent tensor tympani) muscle generated in response to relatively intense sound stimulus. Measurement of acoustic reflex thresholds (ART) can be completed using ipsilateral and contralateral stimuli. 
The primary purpose for the use of acoustic reflex thresholds is to determine the functionality of the ipsilateral and contralateral acoustic reflex arcs.  Application of the use of an acoustic reflex assessment should be performed as part of a test-battery to aide diagnosis, for example in the following clinical circumstances:
· Aid differential diagnosis
· Aid identification of retocochlear/central pathologies
· Identify loudness recruitment
· Aid identification of site of facial nerve palsy

· Use in Cross-check principle to increase confidence in behavioural testing
· Aid identification of functional losses
For implementation and interpretation, see Audiology guidnace for Acoustic Reflex Assessment
[bookmark: _Toc140577719]Auditory Evoked Potential Assessment
Auditory evoked potentials (AEPs), are a record of the time it takes nerves in the auditory system to respond to sound and electrical stimulation.  AEPs can be used for an estimation of hearing threshold can also be obtained for neurological assessment.  AEPs can be performed when the patient is in natural sleep, when the patient is awake or can be undertaken with sedation or anaesthesia.
Auditory brainstem response (ABR) waveforms can be measured using earphones, inserts and bone-conduction transducers.  The BSA documents detail how to identify an accurate estimate of hearing thresholds and neurological functions using these techniques.  See BSA Recommended Procedure: Auditory Brainstem Response (ABR) Testing in Babies and Recommended Procedure: Auditory Brainstem Response (ABR) testing for Post-newborn and Adult for further detail.
At the Trust AEPs are undertaken by the Evoked Potentials Department, for guidance on how to refer for an evoked potential assessment see: Procedure Referral to Evoked Potentials for Electrophysiological Hearing Assessment.
The AEP procedures the Evoked Potentials Department can undertake include:
· Threshold ABR
· Neurological ABR
· Cortical AEP (CAEP)
· Cochlear Microphonics (CM)
· ElectroCochleoGraphy (ECoG)
AEP assessment can be performed as part of a test-battery to aide diagnosis in the following:
· To aide in differential diagnosis between sensory and neural components of a sensorineural hearing loss
· Where there is a mismatch between an individual’s perceived functional ability and audiometric results (possible non-organic hearing loss or functional losses)
· Where audiometric assessment is not able to be completed, for example:
· The child is not developmentally able to perform a behavioural assessment
· The child is developmentally able to perform a behavioural assessment but is uncooperative in doing so
· Where further reassurance of cochlear function is required

[bookmark: _Toc140577720]Behavioural Audiometric Assessment
The purpose of behavioural audiometric assessment is to establish the acuity of an individual’s hearing for sound intensity and differing frequency. As an individual’s development progresses through childhood, a range of audiometric assessment techniques are available as described below.
[bookmark: _Toc140577721]Behavioural Observation
Behavioural observation involves observing a change in an individual’s behaviour in response to sound. It acts as a test of responsiveness, and not of threshold or absolute hearing sensitivity.  It should only be undertaken in exceptional circumstances and all observations should be repeatable, measured with a sound level meter and clearly documented in the clinical notes.
Behavioural observation is often used for infants less than 6 months of age or who are developmentally not able to turn their head towards a sound, it should only be considered in the following patient groups:
· Babies diagnosed with a moderate or greater hearing loss via the newborn hearing screening programme, until they reach a developmental age to perform more robust audiometric assessment (namely visual reinforcement audiometry).

· Individuals with complex needs in which cognitive level is deemed to be significantly below their chronological age and other audiometric assessment techniques do not provide sufficient reliable and repeatable responses. 

Behavioural observation is not a tool on which to solely assess and manage/discharge patients and can be used within a battery of various test methods to aid audiological assessment.
For further information on the theory and techniques of behavioural observation audiological assessment see: Using Behavioral Observation Audiometry to Evaluate Hearing in Infants from Birth to 6 Months by Jane R. Madell, Chapter 6 in Psychology 2008.
[bookmark: _Toc140577722]Distraction Testing
Distraction testing measures hearing sensitivity rather than absolute threshold of hearing. The test is suitable for infants who are able to sit unsupported or without minimal support and have good head control (developmental age of approximately 6 months). 
There is no documented accepted upper age-limit to the distraction test, however as the infant’s response is based upon utilising unconditioned searching responses, the development of an infant’s ability to inhibit responses or habituate to repeated stimulus presentation can significantly impact on test efficacy.  It is noted that it is likely to become more difficult to complete for individuals beyond the developmental age of 1 year (BSA). 
The distraction test should be considered in the following situation:
· Patients who are unable to be successfully conditioned to visual reinforcement audiometry and other audiometric assessment techniques are not developmentally suitable for the patient (i.e. not developmentally ready for performance testing).  

The distraction test is not a tool on which to solely assess and manage/discharge patients and can be used within a battery of various test methods to aid audiological assessment. 
For implementation and interpretation see BSA Practice Guidance (2019), Assessment Guidelines for the Distraction Test of Hearing. 
[bookmark: _Toc140577723]Visual Reinforcement Audiometry
Visual reinforcement audiometry (VRA) is the accepted standard audiological assessment for children that can be reliability undertaken from a developmental age from 8-9 months onward (Day et al, 2000), although it can be undertaken in infants with a developmental age of 5-7 months, who are able to sit unsupported or with minimal support, and have good head control.
Results can be obtained using the following stimulation methods:
· Soundfield (calibrated to dBHL)
· Ear-specific air conduction using insert earphones
· Bone conduction

For implementation and interpretation see BSA Recommended Procedure: Visual Reinforcement Audiometry (2014).
It is noted that two-way communication between testers is an essential requirement. Within the service, there are multiple ways that this can be achieved including use of a remote microphone with a hearing aid or bone conduction hearing instrument. Alternatively, the door between test room/ and observation room can be opened to allow for two-way communication, however this method may result in a change in ambient noise in test room and the clinicians should be aware of the increased source of error in testing.  

It is the decision of the clinical team performing the assessment to agree how two-way communication is utilised in the assessment.  
[bookmark: _Toc140577724]Performance Assessment
Performance is a method of obtaining reliable frequency specific minimum response levels from a child with a developmental age from approximately 2.5 years. This assessment requires the child to be developmentally able to wait for a stimulus and respond with a desired play activity. 
This primarily differs from play audiometry in the fact that the stimulus is presented into the soundfield either through a static calibrated soundfield setup (dBHL), or through a moveable non-calibrated set-up. A moveable non-calibrated set-up involves the presentation of sound through a handheld warbler whereby the response level obtained is subsequently measured at the presented distance using a sound level meter (dBA). 
This test primarily serves as a hybrid assessment between VRA and Play Audiometry, but can be also performed as part of assessment of hearing aid benefit. 
For implementation and interpretation see Audiology guidance for Performance testing
[bookmark: _Toc140577725]Play/ Pure Tone Audiometry
The standard procedure and recommendations for Pure Tone Audiometry can be found in: BSA Recommended Procedure: Pure-tone air-conduction and bone-conduction threshold audiometry with and without masking (2018). 
Play audiometry relates to pure tone audiometry technique whereby a child-friendly toy is used to elicit a desired play activity in response to the sound.  For further information on implementation and interpretation see Audiology guidance for Play Audiometry.
[bookmark: _Toc140577726]Speech Assessment
Speech assessment refers to any audiological assessment that uses speech stimuli to provide information on an individual’s ability to detect or discriminate speech. 
There are broadly two main purposes of the use of speech-tests in paediatric assessment:
· Diagnostic:
· To cross-check the validity of conventional audiometric assessment
· To provide evidence for retro-cochlear site of lesion
· Rehabilitative:
· To support counselling with parents and/or patient
· To evaluate aided benefit of amplification, and monitor auditory performance
· Provide evidence for further management requirements (e.g. ALDs/ referral for Cochlear Implant
· To differentiate between options of amplification strategies (e.g. BTE vs BAHA)

Speech testing can be performed using pre-recorded stimuli either ear-specific (through headphone or insert earphone) or sound-field. Alternatively, speech testing can also be performed using live voice. There are advantages and disadvantages to both presentation types:

	
	Advantages
	Disadvantages

	Pre-recorded stimuli
	Greater control of signal intensity
	Requires specific clinical equipment set-up and calibration

	
	Consistent level and speech patterns for all test items
	Some systems may lack flexibility in test procedure (such as timing issues between presentation and response)

	
	Greater intra-subject and intersubjective accuracy to allow for comparison over time
	Initial cost of equipment

	Live-voice
	Easy to administer 
	Greater stimulus presentation inaccuracy, including:
· Inability to effectively control signal intensity
· Articulation inaccuracies and errors
· May have greater likelihood of impact of presenter accent
· Vocal fatigue of presenter

	
	No cost, unless having to buy ongoing response recording materials
	Not validated and unable to use for ongoing monitoring

	
	Allows greater potential flexibility of test procedure 
	




Speech tests can be broadly broken down into two desired methodologies:
· Threshold testing
· Supra-threshold testing

[bookmark: _Toc140577727]Threshold testing
Threshold testing relates to the quietest intensity level that an individual correctly achieves the desired correct response for a certain percentage of presentations. 

Threshold estimation techniques are typically test-specific, and can be achieved manually (typically involves establishing the minimal intensity level at which an individual obtains a certain number of correct responses to stimuli) or automated (via computer software algorithm). 

Threshold testing can be used for both diagnostic and rehabilitative (validation) purposes.
[bookmark: _Toc140577728]Supra-threshold testing 
Supra-threshold testing relates to establishing a percentage score of correct responses at a pre-defined listening level (e.g. 60 dBA). The speech material is typically presented in soundfield and utilised in rehabilitation to provide validation of intervention. 

Alternatively, supra-threshold testing can be used as a screening tool (where normative data exists) to which results provide an indication of audiological function.

[bookmark: _Toc140577729]Assessment Materials Available
	Test materials available
	Developmental age range
	Methodology
	Presentation type

	Ling 6 sound check
	0-16 years
	· Threshold 
· Suprathreshold
	· Soundfield
· Live Voice
· Pre-recorded

	McCormick Toy Test 
	18 months 
– 5 years 
	· Threshold
· Suprathreshold
	· Soundfield
· Live Voice
· Pre-recorded

	BKB Sentences
	6 years+
	In Quiet and Noise
· Threshold 
· Suprathreshold
	Soundfield
Ear-specific

	AB wordlist
	6 years+
	In Quiet
· Threshold 
· Suprathreshold
	Soundfield
Ear-specific


[bookmark: _Toc140577730]Ling Six Sound Check
Ling six sound check refers to behaviour assessment using six “Ling” sounds:
	Speech range
	Ling Sound

	Up to 1000Hz
	“ahh”, “eee”, “ooo”, “mmm”

	Up to 2000Hz
	“sh”

	Up to 4000Hz
	“ss”



Ling Sounds can be presented via live voice or using pre-recorded voice. They can be used to identify a child’s ability to detect, identify or discriminate sounds, thus representing the individual’s performance across the speech spectrum.
For implementation and interpretation, see Guidance: Ling Six Sound Check
[bookmark: _Toc140577731]McCormick Toy Test
The McCormick toy test is a closed-set test for consonant discrimination, consisting of 14 items in 7 pairs. It is suitable for developmental ages approximately 18 months - 5 years. The patient is required to correctly identify the toy.  
It is a beneficial test to demonstrate to parents/carers the hearing ability of the child. This test can be performed using live voice or recorded speech using the Phoenix speech test system.
In the case of using recorded speech, this can be completed in quiet or background noise. 
For implementation and interpretation, see Guidance: McCormick Toy Test
[bookmark: _Toc140577732]Adaptive BKB Sentences
BKB sentence testing is an open-set, sentence repetition test. It includes 21 lists of 16 sentences. Each sentence has 3-4 key words; each correctly identified key word increases the percentage score.
This test measures the patient’s ability to ‘fill in the gaps’ and is representative of general conversation. It is not a substitute for more specific monosyllabic word tests. This can be completed in quiet and noise, where the noise is a four-talker babble.  The test is ideally suited from the developmental age of around 6 years and older.
For implementation and interpretation see Procedure: Adaptive BKB Sentence Test. 
[bookmark: _Toc140577733]AB Wordlist
The AB word list is an open-set speech perception test, consisting of 14 lists of 10 single words, with phoneme-based scoring. Monosyllabic words to provide more specific information regarding discrimination. The test is ideally suited from the developmental age of around 6 years and older.
1.1.1.1. [bookmark: _Toc140577734]Speech Audiometry utilising AB Wordlist
Speech audiometry is used to measure an individual’s speech discrimination ability. It can be used to determine the hearing loss pathology (i.e. conductive, sensorineural, retro-cochlear or non-organic hearing loss) and site of lesion, and provide an indication of how well a patient may perceive speech with increased amplification (Vickers et al., 2013).
For implementation and interpretation see: Procedure: Speech Audiometry Testing (AB Words)
[bookmark: _Toc140577735]Questionnaires
Questionnaires can be used to collect parental or patient evaluations and their subjective views of a child’s hearing/listening performance and development.  These can be useful to monitor a child’s progress overtime or to evaluate their real world perceived listening abilities and to help guide intervention decisions/discussions.
There are two questionnaire’s available for use.  These are:
· LittlEARS Auditory Questionnaire – useful to monitor speech and language milestones and auditory development up to 2 years of age

· Parents' Evaluation of Aural/Oral Performance of Children (PEACH) – useful to evaluate the effectiveness of amplification for children via parent/carer observations.  Normative data is available for the developmental age range up to 5 years of age.
[bookmark: _Toc140577736]LittlEARS
LittlEARS is an auditory questionnaire which is designed to screen the auditory development in children with normal hearing and in children with hearing loss who have received hearing aid(s) or a cochlear implant(s). It’s based on parental/carers observation of their child’s auditory behaviour in daily life. It includes 35 age-dependent questions to be answered with a yes or no.  The questions reflect key milestones of auditory development in the first two years of life or up to two years hearing age.
The age-dependent questions increase with complexity of the auditory responses. Therefore, with a younger child, fewer questions will be answered ‘Yes’.
All questions are to be answered by checking either ‘Yes’ or ‘No’. Responses must be marked:
· YES: if the parent/carer have already observed the behaviour in their child at least once
· NO: if the parent/carer have never observed the behaviour in their child, or if they are not sure how to answer the question.
Responses to the questionnaire are then tallied and used (with the child’s chronological or hearing age) to chart the child’s progress and compare it to normative data. The child’s total raw score is marked on the results chart at the point where the hearing age and the total score intercept.  If a child’s score falls below the average range, further investigations may be recommended.
Copies of the questionnaire and the results chart are kept on the departmental shared drive.  Once completed and scored the questionnaire and results chart must be labelled with the child’s details and kept within the child’s clinical records.  A child’s questionnaire scores may be marked on the results graph over time to monitor progress.  The questionnaire results should also be reported in the clinical report.
[bookmark: _Toc140577737]PEACH
The PEACH is a validated questionnaire designed to record how a child is hearing and communicating with others when using their hearing aid(s) and/or cochlear implant(s).  There are questions asking how a child listens e.g. when it’s quiet or noisy, listening to sounds around them and on the phone.
Parents/carers are asked to observe their child’s listening behaviour in everyday life and give a rating in relation the range of hearing and communication scenarios.  Some of the questions may not be relevant all children yet as skills may develop over time. PEACH ratings will be used to build a picture of the child’s functional performance in everyday life situations.
The parent carer is asked to reflect on their child’s listening behaviour over the past week and circle the appropriate number as to how often the statement occurs in that situation.  The ratings are as follows:
· Never 0% 
· Seldom 1 - 25% 
· Sometimes26 - 50% 
· Often 51 - 75% 
· Always 75-100% 
The scores are calculated using the scoring table and the overall score plotted on the results graph showing the normal curve.  The curves on the results graph show the relationship between PEACH scores and age (in months) for normal hearing children. The broken lines - - - denote ±2 standard deviations.  Scores that fall below the dotted line indicate a significant deficit requiring further investigation. Normative data is available up to 5 years of age.
Once completed and scored the questionnaire and results chart must be labelled with the child’s details and kept within the child’s clinical records.  A child’s questionnaire scores may be marked on the results graph over time to monitor progress.  The questionnaire results should also be reported in the clinical report.

[bookmark: _Toc140577738]Training and Implementation
[bookmark: _Toc140577739]Training
No new training is required to adhere to this document outside the scope of typical training requirements provided to ensure clinical competency for clinical staff assessing paediatric patients
[bookmark: _Toc140577740]Implementation
Implementation will occur in line with section 5 of this document and Procedure: Document Control.
[bookmark: _Toc140577741]Resources
No additional resources are required. 

[bookmark: _Toc140577742]Equality Impact Assessment (EQIA) Form
An equality impact assessment has been undertaken on this document and has not indicated that any additional considerations are necessary.
	Q1. Date of Assessment: February 2023

	Q2. For the document and its implementation answer the questions a – c below against each characteristic (if relevant consider breaking the document or implementation down into areas)

	Protected Characteristic
	a) Using data and supporting information, what issues, needs or barriers could the protected characteristic groups experience? i.e. are there any known health inequality or access issues to consider?
	b) What is already in place in the document or its implementation to address any inequalities or barriers to access including under representation at clinics, screening	
	c) Please state any  barriers that still need to be addressed and any proposed actions to eliminate inequality 

	The area of the document or its implementation being assessed: 

	Race and Ethnicity
	No issues identified
	
	

	Gender 
	No issues identified
	
	

	Age 
	No issues identified
	
	

	Religion
	No issues identified
	
	

	Disability
	No issues identified
	
	

	Sexuality
	No issues identified
	
	

	Pregnancy and Maternity
	No issues identified
	
	

	Gender Reassignment
	No issues identified
	
	

	Marriage and Civil Partnership
	No issues identified
	
	

	Socio-Economic Factors (i.e. living in a poorer neighbourhood  / social deprivation)
	No issues identified
	
	




Area of service/strategy/function
	Q3. What consultation with protected characteristic groups inc. patient groups have you carried out?
None

	Q4. What data or information did you use in support of this EQIA?
None

	Q.5 As far as you are aware are there any Human Rights issues be taken into account such as arising from surveys, questionnaires, comments, concerns, complaints or compliments?
None

	Q.6 What future actions needed to be undertaken to meet the needs and overcome barriers of the groups identified or to create confidence that the document and its implementation is not discriminating against any groups

	What 
	By Whom 
	By When
	Resources required

	
	
	
	

	Q7. Review date
	Not applicable






[bookmark: _Toc140577743][bookmark: _GoBack]Values and Behaviours
The Trust’s Values and Behaviours describe the principals and beliefs of our people and show that ‘we listen, we care’. The Values and Behaviours have been considered in relation to this document. 
Please rate each value from 1 – 3 (1 being not at all, 2 being affected and 3 being very affected)
	Value
	Score (1-3)

	1. Polite and Respectful
Whatever our role we are polite, welcoming and positive in the face of adversity, and are always respectful of people’s individuality, privacy and dignity.
	1

	1. Communicate and Listen
We take the time to listen, asking open questions, to hear what people say; and keep people informed of what’s happening; providing smooth handovers.
	1

	1. Helpful and Kind
All of us keep our ‘eyes open’ for (and don’t ‘avoid’) people who need help; we take ownership of delivering the help and can be relied on.
	1

	1. Vigilant (patients are safe)
Every one of us is vigilant across all aspects of safety, practices hand hygiene & demonstrates attention to detail for a clean and tidy environment everywhere.
	1

	1. On Stage (patients feel safe)
We imagine anywhere that patients could see or hear us as a ‘stage’. Whenever we are ‘on stage’ we look and behave professionally, acting as an ambassador for the Trust, so patients, families and carers feel safe, and are never unduly worried. 
	1

	1. Speak Up (patients stay safe)
We are confident to speak up if colleagues don’t meet these standards, we are appreciative when they do, and are open to ‘positive challenge’ by colleagues
	1

	1. Informative
We involve people as partners in their own care, helping them to be clear about their condition, choices, care plan and how they might feel. We answer their questions without jargon. We do the same when delivering services to colleagues.
	1

	1. Timely
We appreciate that other people’s time is valuable, and offer a responsive service, to keep waiting to a minimum, with convenient appointments, helping patients get better quicker and spend only appropriate time in hospital.
	1

	1. Compassionate
We understand the important role that patients’ and family’s feelings play in helping them feel better. We are considerate of patients’ pain, and compassionate, gentle and reassuring with patients and colleagues.
	1

	1. Accountable
Take responsibility for our own actions and results
	1

	1. Best Use of Time and Resources
Simplify processes and eliminate waste, while improving quality
	1

	1. Improve
Our best gets better.  Working in teams to innovate and to solve patient frustrations
	1

	TOTAL
	12
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	Minimum
requirement
to be monitored
	Responsible
individual/
group/
committee 
	Process
for monitoring
e.g. audit 
	Frequency
of monitoring
	Responsible
individual/
group/
committee for review of
results

	Responsible
individual/
group/
committee
for development
of action plan
	Responsible
individual/
group/
committee
for monitoring
of action plan

	Service evaluation/ monitoring audits
	SLT
All staff
	Audits
	Various
	SLT
Quality team
	SLT
Quality team
	SLT
Quality team

	Adverse Incident Surveillance
	SLT
Audiology Clinical Governance Lead/CAPA team
	Datix incidents/ CAPA reporting
	Monthly
	SLT
Audiology Clinical Governance Lead/CAPA team
	SLT
Audiology Clinical Governance Lead/CAPA team
	SLT
Audiology Clinical Governance Lead/CAPA team

	Peer review

	SLT
All staff
	Peer review
	Various
	SLT
Line manager
CAPA team
	SLT
Line manager
CAPA team
	SLT
Line manager
CAPA team
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