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HOW TELE-AUDIOLOGY REACHES PATIENTS — A GENERIC SERVICE PATHWAY
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01 Background

Hearing loss often goes undiagnosed for years in low-
resource settings, where audiologists, equipment and
nearby clinics are scarce; nearly 80% of people with
hearing loss live in low- and middle-income countries
[1]. Tele-audiology — hearing care delivered remotely
through digital platforms — has been proposed to close
this gap [2].

Figure 1. Global burden of hearing loss, now and
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Bars scaled within each measure. Data: WHO [1].

Figure 2. Workforce gap in low-income countries
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Countries with fewer than one specialist per million people [1].

02 Aim

To synthesise current evidence on the feasibility and
outcomes of tele-audiology in low-resource settings,
and to identify the gaps that should shape future
research and practice.

03 Approach

Narrative (non-systematic) review of key literature
across four service domains, appraising feasibility,
agreement with in-person assessment, and practical
barriers.

Sources: WHO report, meta-analysis, scoping review and two
narrative reviews (2013-2022).
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04 Findings by service
domain

Y Screening
The most mature application. Portable, smartphone-
based screening run by trained non-specialists suits
schools and primary care and extends reach at low

cost [3].

>,
a Diagnostic testing

Remote and automated pure-tone audiometry gives
thresholds close to in-person manual testing (Figure
3), provided ambient noise and facilitator training are
controlled [4, 5].

N

Remote programming and verification are technically
feasible, but rely on stable connectivity, device supply

Hearing aid fitting

and local support for repairs and follow-up [5].

- Aural rehabilitation

Remote counselling and auditory training can sustain
continuity of care; evidence of lasting benefit is still
limited, especially for young people [5].

Figure 3. Automated vs manual audiometry: mean
threshold difference (£ SD, dB)
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Differences between automated and manual air-conduction
thresholds fall within normal test-retest variability. Data:
Mahomed et al. meta-analysis [4].

05 Practical barriers
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Technical skill Workforce

Facilitators need training Too few audiologists to

and ongoing support. review remote results.

KEY MESSAGE

Tele-audiology works where
infrastructure, training and local

adaptation exist; high-resource
models rarely transfer
unchanged.

06 Gaps in the evidence
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Long-term outcomes — rarely followed up.
Children and adolescents — under-studied.

Cost-effectiveness in Africa — evidence is scarce.

07 Conclusion

Tele-audiology can extend reach and cut delays, but it is
a context-dependent tool — not a ready-made fix.

FUTURE DIRECTIONS

e Long-term outcome studies

e Paediatric and adolescent models

e Cost-effectiveness in Africa

e Low-bandwidth, co-designed models
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