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UNIVERSAL NEWBORN
HEARING SCREENING
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For more information, including free telephone consultations and program development material, call 435.797.3589.
Visit our web site at www.infanthearing.org

2880 Old Main Hill
Logan, UT 84322-2880
Phone 435.797.3589
FAX 435.797.1448

Every day, 33 babies (or 12,000 each year) are born in the
United States with permanent hearing loss. With 3 of every

1,000 newborns having a hearing loss, it is the most frequently
occurring birth defect.

In a 1988 report to Congress and the President, the
Commission on Education of the Deaf estimated that in the

United States, the average age that children with congenital
hearing loss were identified was 2-1/2 to 3 years of age, with many
children not being identified until 5 or 6 years of age.

“If hearing impaired children are not identified early, it is
difficult, if not impossible, for many of them to acquire the

fundamental language, social, and cognitive skills that provide the
foundation for later schooling and success in society.”

In 1993, a Consensus Panel convened by the National
Institutes of Health concluded “that all infants should be

screened for hearing impairment. . . . This will be accomplished most
efficiently by screening prior to discharge. . . . Infants who fail . . .
should have a comprehensive hearing evaluation no later than
6 months of age.”

The American Academy of Pediatrics, the American Academy
of Audiology, the Joint Committee on Infant Hearing, and the

National Association of the Deaf have recommended that all babies
be screened for hearing loss before they leave the hospital.

“When early identification and intervention occurs, hearing
impaired children make dramatic progress, are more

successful in school, and become more productive members of
society.”

The practicability and cost-efficiency of hospital-based
universal newborn hearing screening is demonstrated by the

fact that approximately 1,000 hospitals throughout the country are
operating successful universal newborn hearing screening programs.

The cost for hospital-based universal newborn hearing
screening is very inexpensive and continues to decrease. Using

current technology, the cost ranges from $10-$50 per baby depending
on the protocol and technology used.

STATES OPERATING SUCCESSFUL

UNIVERSAL NEWBORN HEARING

SCREENING PROGRAMS:
■ STATEWIDE NEWBORN HEARING

SCREENING PROGRAMS.
■ MORE THAN HALF OF ALL BIRTHS

ARE SCREENED.
■ NOT YET STATEWIDE, BUT SCREENING

MORE THAN 20,000 BIRTHS EACH YEAR.
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The cost per child identified with congenital hearing loss is
about 1/10th the cost per child identified with PKU,

hypothyroidism, or sickle cell anemia in metabolic disorder
screening programs. Such metabolic disorder screening programs
are required in all 50 states.

Research has compared children
with hearing loss who receive

early intervention and amplification
before 6 months of age versus after
6 months of age. By the time they
enter first grade, children identified
earlier are 1-2 years ahead of their
later-identified peers in language,
cognitive, and social skills.

Infants with hearing loss can be fit with amplification before
they are 1 month old. With appropriate family-centered

intervention, normal language, cognitive, and social development for
such infants is likely.

The evidence for the benefits, practicability, and cost-efficiency
of universal newborn hearing screening is so compelling that

22 states have passed legislative mandates requiring hospitals to
screen all newborns for hearing loss. Similar legislation is pending
in several other states.

All babies should be screened for hearing loss in the birth
hospital, and comprehensive, family-centered service should be

available for identified children and families. Such statewide early
hearing detection and intervention programs are now operational in
at least 10 states, and others are rapidly approaching such statewide
systems.

The number of hospitals implementing universal newborn
hearing screening has increased more than fifty-fold in the

last 6 years. Nonetheless, only about 35% of the babies in this
country are born in hospitals with universal newborn hearing
screening programs, and 75% of birthing hospitals do not screen
hearing for all babies prior to discharge.

If it remains undetected, even mild hearing loss or hearing
loss in only one ear has substantial detrimental consequences.

For example, research shows that children with hearing loss in one
ear are ten times as likely to be held back at least one grade
compared to a matched group of children with normal hearing.

Research shows that by the time a child with hearing loss
graduates from high school, more than $400,000 per child can

be saved in special education costs if the child is identified early and
given appropriate educational, medical, and audiological services.
These savings in special education costs will pay for universal
newborn hearing screening many times over.

UNIVERSAL NEWBORN HEARING

SCREENING PROGRAMS IN THE USA
BY YEAR OF IMPLEMENTATION
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