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Objectives: Early hearing detection and intervention (EHDI) is guided 
by the 1-3-6 approach: screening by one month, diagnosis by 3 mo, 
and early intervention (EI) enrollment by 6 mo. Although screening rates 
remain high, successful diagnosis and EI–enrollment lag in comparison. 
The aim of this systematic review is to critically examine and synthesize 
the barriers to and facilitators of EHDI that exist for families, as they navi-
gate the journey of congenital hearing loss diagnosis and management 
in the United States. Understanding barriers across each and all stages 
is necessary for EHDI stakeholders to develop and test novel approaches 
which will effectively reduce barriers to early hearing healthcare.

Design: A systematic literature search was completed in May and 
August 2021 for empirical articles focusing on screening, diagnosis, and 
EI of children with hearing loss. Two independent reviewers completed 
title and abstract screening, full-text review, data extraction, and quality 
assessments with a third independent reviewer establishing consen-
sus at each stage. Data synthesis was completed using the Framework 
Analysis approach to categorize articles into EHDI journey timepoints 
and individual/family-level factors versus system-level factors.

Results: Sixty-two studies were included in the narrative synthesis. 
Results revealed that both individual/family-level (e.g., economic stabil-
ity, medical status of the infant including middle ear involvement) and 
system-level barriers (e.g., system-service capacity, provider knowledge, 
and program quality) hinder timely diagnosis and EI for congenital hearing 
loss. Specific social determinants of health were noted as barriers to effec-
tive EHDI; however, system-level facilitators such as care coordination, 
colocation of services, and family support programs have been shown to 
mitigate the negative impact of those sociodemographic factors.

Conclusions: Many barriers exist for families to obtain appropriate and 
timely EHDI for their children, but system-level changes could facili-
tate the process and contribute to long-term outcomes improvement. 
Limitations of this study include limited generalizability due to the hetero-
geneity of EHDI programs and an inability to ascertain factor interactions.

Key words: Early intervention, EHDI, Social determinants of health.

Abbreviations: CASP= Critical Appraisal Skills Programme; D/HH = deaf 
or hard-of-hearing; EHDI = early hearing detection and intervention;  
EI = early intervention; LTD = loss/lost to documentation; LTFU = loss/
lost to follow-up; NICU = Neonatal Intensive Care Unit; SDOH = social 
determinants of health; WIC = Special Supplemental Nutrition Program 
for Women, Infant, and Children.

Inclusion, Diversity, Equity, Accessibility Article.

INTRODUCTION

The incidence of permanent, congenital hearing loss is 
estimated to be 1–3 per 1000 infants (Williams et al. 2015). 
Undiagnosed and late-diagnosed congenital hearing loss have 
significant developmental implications related to speech/lan-
guage, cognition, academic achievement, and quality of life 
(Vohr et al. 2008; Pimperton & Kennedy 2012; Pimperton et 
al. 2016; Yoshinaga-Itano et al. 2017, 2018). National stan-
dards for early hearing detection and intervention (EHDI) have 
been provided and updated by the Joint Committee on Infant 
Hearing since 1971. Current national benchmarks, which are 
supported by the World Health Organization (2021) for imple-
mentation world-wide, include screening for hearing loss in all 
infants before 1 mo of age, diagnosis by 3 months, and enroll-
ment in early intervention (EI) services by 6 months (JCIH 
2019). Completion rates for infant newborn hearing screening 
in the United States have rapidly increased since the inception 
of state-specific universal newborn hearing screening programs 
(CDC 2022). Unfortunately, rates for diagnostic follow-up and 
EI–enrollment lag behind screening rates despite nearly 20 years 
of EHDI program evolution for most states (Subbiah et al. 2018).

Over the past 30 years, an extensive corpus of research has 
been produced examining the various factors that contribute 
to, or hinder, successful EHDI. Many early studies focused on 
effective screening techniques to inform programs in evidence-
based practice to facilitate early identification of risk for hear-
ing loss (Jacobson & Morehouse 1984; Hosford-Dunn et al. 
1987; Norton et al. 2000). As programs evolved, so did research 
into areas spanning diagnosis, management, EI, family experi-
ence, and programmatic aspects of EHDI. Most recently, equity 
in EHDI was addressed by a systematic review by Kingsbury 
et al. (2022), which called on professionals within the EHDI 
system to provide culturally responsive care and advocate for 
policy changes that can effectively address disparities in out-
comes. Understanding the complex factors identified through 
previous research regarding EHDI and formulating approaches 
that effectively address these factors will be critical in the con-
tinued evolution of EHDI programs to help facilitate equitable 
EI for children who are born deaf/hard-of-hearing (D/HH).

The purpose of this systematic review was to critically exam-
ine the barriers and facilitators that exist for families as they 
navigate the journey of congenital hearing loss diagnosis and 
management in the United States. Understanding these com-
bined factors across all stages is necessary for EHDI stakehold-
ers to develop and test novel approaches that will effectively 
reduce barriers to early hearing healthcare.

MATERIALS AND METHODS

This systematic review was registered with Prospero 
(CRD42021257187). The review was completed according to 
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the Preferred Reporting Items for Systematic Review and Meta-
analyses (PRISMA) guidance.

Search Strategy
A systematic search of PubMed, EMBASE, CINAHL, 

APA PsychINFO, and Google Scholar was completed on May 
9, 2021, and August 27, 2021, for articles containing medical 
subject heading terms of hearing loss/diagnosis, early medical 
intervention, loss-to-follow-up, time-to-treatment, or early hear-
ing detection and intervention. The search strategy is detailed 
in Appendix A in Supplemental Digital Content 1, http://links.
lww.com/EANDH/B77.

Study Selection Criteria and Data Extraction
Covidence systematic review software (www.covidence.

org) was used to manage three stages of study selection and 
evaluation: (1) screening, (2) full-text review, and (3) data 
extraction. Inclusion and exclusion criteria were established 
before the title and abstract screening and were agreed upon 
by all authors. Inclusion criteria were as follows: empirical, 
peer-reviewed articles in English completed in the United 
States with a population focus on infants birth-to-three years 
of age, and published between 1990 and 2021. Articles that did 
not specifically address barriers or facilitators to EHDI were 
excluded. For this review, articles specific to the United States 
were targeted for the purpose of concentrating on one country 
with a national guideline for EHDI (i.e., 1-3-6) but lacking a 
standard for program execution across states. In addition, the 
United States is without universal health insurance coverage, 
which adds a dimension that is different from other developed 
countries. Studies from other countries engaging in EHDI may 
be very helpful in providing insight for potential successful 
facilitators; however, the United States presents its own unique 
challenges and to define those challenges, studies within the 
United States were the only ones included in this review.

During the screening phase, titles and abstracts were 
assessed by two independent reviewers of a four-person review 
team (UF, CD, DH, LH) for potential relevance. The manag-
ing reviewer (UF) resolved any conflict (e.g., one reviewer 
selected “yes” or “maybe” and the other selected “no”) and 
involved a third reviewer if required to resolve discrepan-
cies. For the full-text review stage, two independent reviewers 
screened all potentially relevant full-text articles (i.e., all arti-
cles tagged as “yes” or “maybe” during the screening stage). 
Disagreements were resolved by consensus or a third member 
of the review team.

For the data extraction stage, five reviewers (UF, CD, JC, DH, 
and LH) extracted predetermined data from each study, includ-
ing: study aim(s), study design, population characteristics, 
inclusion/exclusion criteria, intervention details, outcome mea-
sures, details of control or comparison groups (if applicable), 
overall results/conclusions, barriers identified, and facilitators 
identified. Each reviewer independently extracted data and rated 
quality using the Critical Appraisal Skills Programme (CASP 
2019) cohort study template modified to fit the review aims and 
specific study characteristics. The CASP checklists help review-
ers evaluate the validity, results, and clinical relevance of each 
article. In addition, the study’s level of evidence was identified 
according to the Oxford categorization scheme (Oxford Centre 
for Evidence-Based Medicine 2009). A third reviewer evaluated 

the data and completed consensus when data were found to con-
flict between the first two reviews.

Data Analysis
Quality ratings, including level of evidence, were summa-

rized and reviewed for key areas of quality from the modified 
CASP, including risk for bias in subject recruitment or data 
analysis, applicability of results, and consistency with other 
evidence. Authors then ranked the importance of each of the 12 
quality indicators from the modified CASP to select key quality 
ratings used to identify the highest-quality studies. Rankings 
resulted in the following factors judged to be of greatest impor-
tance: focused aim, acceptable recruitment, outcomes measured 
without bias, identified confounds, and confounds accounted 
for in the design. Articles with reviewer ratings that met all five 
of these factors were assigned an overall CASP rating of “1” 
(primary articles with higher level of evidence) while those with 
one or more of these factors found to be lacking by reviewers 
were assigned an overall CASP rating of “2” (secondary articles 
with relatively lower level of evidence). Data from articles were 
analyzed using the Framework Analysis approach (Ritchie & 
Spencer 1994; Goldsmith 2021) to categorize studies into four 
different time periods along the EHDI timeline (specifically, 
screening, diagnosis, management, EI), as well as the entire 
journey. The approach also differentiated between studies that 
addressed individual/family factors vs. system-level factors that 
served as either barriers or facilitators. For the purposes of this 
review, “management” refers to provision of hearing technology 
(e.g., hearing aid or cochlear implant). Enrollment in EI and 
provision of speech/language therapy was classified in the EI 
category. Individual/family factors refer to demographic char-
acteristics (e.g., race/ethnicity, insurance status, medical status 
of the infant, and distance to major healthcare centers), whereas 
system-level factors refer to functionality and logistical char-
acteristics of the EHDI system itself. Study conclusions were 
compared for agreement or disagreement on barriers and facili-
tators for each step of the EHDI timeline. Some factors applied 
to more than one step along the EHDI timeline (e.g., access 
to healthcare facilities or family knowledge of next steps for 
completion of timepoints), whereas others applied to a specific 
step (e.g., infant prematurity delaying screening completion or 
financial barriers impacting management via devices).

RESULTS

The initial literature search yielded 672 studies and after 108 
duplicates were removed, 564 studies remained. An additional 
395 articles were not relevant to the primary aim after title/
abstract screening and the remaining 169 articles underwent a 
full-text review. During full-text review, 107 were excluded for 
various reasons (62 did not address barriers related to EHDI, 33 
were not empirical, 7 were not completed in the United States, 
2 were abstracts only, 2 had incorrect patient populations, and 
1 was a wrong setting). Ultimately, 62 articles met criteria for 
extraction of data and quality/bias reviews (Fig. 1). A master 
table of extracted articles including level of evidence, overall 
CASP rating, study design, population, number of participants, 
outcome measure(s), comparison(s), intervention(s), EHDI 
time point(s), factor level, barriers, and facilitators identified 
can be found in Appendix B in Supplemental Digital Content 1, 
http://links.lww.com/EANDH/B77.
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Levels of evidence and quality ratings were analyzed to iden-
tify articles with higher quality to include in further analysis. Of 
the 62 articles, only one was a level 1b randomized control trial 
by Bush et al. (2017) while most other articles (n = 27, 43.5%) 
were level 2b cohort studies or level 3b cohort studies (n = 10, 
16.1%). Finally, there were eight level 4 studies and 16 level 
5 studies that generally represented survey-based methods of 
expert opinion. Based on the five modified CASP factors with 
a level of evidence rating of 3b or higher, 20 (32.3%) articles 
were identified as having higher levels of quality (indicated in 
Appendix B by + in Supplemental Digital Content 1, http://
links.lww.com/EANDH/B77). Analysis of study results yielded 
themes across the entire EHDI journey as well as themes spe-
cific to individual EHDI timepoints. Due to the heterogeneity 
of study designs and factors, a meta-analysis of results was not 
possible and therefore an evidence-based narrative synthesis 
was completed. What follows is a summary of thematic find-
ings for barriers to, and facilitators of, successful completion at 
each step of the EHDI process. Barriers and facilitators specific 
only to screening, diagnosis, management, or EI enrollment are 
separately discussed. A visual summary of the findings can be 
found in Figure 2 while a table of barriers and facilitators identi-
fied by each article can be found in Appendix B in Supplemental 
Digital Content 1, http://links.lww.com/EANDH/B77.

Barriers to Effective EHDI
Entire EHDI Journey
Individual/Family Factors

Overall, there is an overarching cascading effect for each step 
in the EHDI process in which late screening leads to late diag-
nosis, and in turn, late management and EI enrollment (Spivak 
et al. 2009; Chapman et al. 2011; Holte et al. 2012; Krishnan & 
Van Hyfte 2014; Tran et al. 2016a; Shanker et al. 2019). Due to 
this cascading effect, Holte et al. (2012) reported that only 32% 
of babies who referred on the newborn hearing screening actually 
meet all three 1-3-6 benchmarks. The most prominent theme for 
individual/family factors impacting the entire EHDI journey was 
social determinants of health (SDOH). SDOH include conditions 
in the environment that can have a significant impact on health, 
functioning, and quality of life (Healthy People 2030). Domains 
within SDOH include economic stability, education access and 
quality, health care access and quality, neighborhood and built 
environment, and social and community context. Within each of 
these domains, conditions such as low income, limited education, 
limited access to healthcare due to distance or lack of transporta-
tion, etc. presented as barriers to meeting EHDI milestones in 16 
of the 20 (80%) higher level of evidence studies.

Lack of economic stability places infants at higher risk for 
either not completing the EHDI process or having delays in 

Fig. 1. PRISMA Flowchart of the systematic review.
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their completion across all steps in the journey, for example, 
if they came from families with low income (Hoffman et al. 
2011; Bush et al. 2015b; Elpers et al. 2016; Cunningham et al. 
2018; Roman et al. 2021) or who used public assistance pro-
grams or public insurance (Auerbach et al. 2013; Cunningham 
et al. 2018; Zeitlin et al. 2021). Public insurance was a signifi-
cant factor specifically at the diagnostic step of the EHDI jour-
ney (Liu et al. 2008; Deem et al. 2012; Auerbach et al. 2013; 
Crouch et al. 2017; Meyer et al. 2020; Sapp et al. 2021) while 
financial concerns arose for funding hearing technology during 
the management step (Holte et al. 2012; Muñoz et al. 2013). 
Families with public insurance are less likely to secure hearing 
aids for their child despite timely diagnosis (Spivak et al. 2009; 
Auerbach et al. 2013).

Educational access and quality have an impact on EHDI 
completion rates; families with lower levels of educational 
attainment experience loss-to-follow-up or delayed EHDI prog-
ress (Christensen et al. 2008; Gaffney et al. 2014; Crouch et 
al. 2017; Cunningham et al. 2018; Thomson & Yoshinaga-Itano 

2018; Deng et al. 2020; Roman et al. 2021), diagnosis (Liu et al. 
2008; Holte et al. 2012; Gaffney et al. 2014; Bush et al. 2015b; 
Deng et al. 2020; Zeitlin et al. 2021), management (Bush et al. 
2015b), and EI enrollment (Gaffney et al. 2014). Holte et al. 
(2012) found that infants of parents with lower levels of educa-
tion attainment were on average diagnosed 7 months later than 
those with higher levels of education attainment, placing these 
infants at significantly higher risk for long-term speech/lan-
guage, cognitive, and educational delays and differences. Young 
parental age has also been associated with less success in timely 
EHDI follow-up; however, there was significant variability 
across studies of what constitutes “young” (e.g., 15 to 19 years, 
<20 years, and <25 years; Christensen et al. 2008; Gaffney et al. 
2014; Crouch et al. 2017; Cunningham et al. 2018; McInerney 
et al. 2020; Meyer et al. 2020). In addition, unmarried paren-
tal status has been associated with loss-to-follow-up for EHDI 
(Bush et al. 2017; Thomson & Yoshinaga-Itano 2018).

Access to and quality of healthcare in rural areas is signifi-
cantly poorer than in more metropolitan areas of the country, 

Fig. 2. Visual summary of barriers and facilitators spanning individual/family factors and system-level factors. *Denotes those factors falling under the SDOH 
categorization. SDOH, social determinants of health.
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leading to protraction of the EHDI process (Liu et al. 2008; 
Hoffman et al. 2011; Bush et al. 2013, 2015; Crouch et al. 
2017). Access to health care is highly related to neighborhood 
and built environment factors (e.g., housing, transportation, 
and safety) because home location often dictates distance from 
metropolitan centers due to limited transportation options for 
attending needed medical appointments impacting follow-up 
rates (MacNeil et al. 2007; Liu et al. 2008; Muñoz et al. 2011; 
Larsen et al. 2012; Auerbach et al. 2013; Bush et al. 2013, 
2014; Hunter et al. 2016; Cunningham et al. 2018; Meyer et al. 
2020; Sapp et al. 2021). In addition, maternal smoking during 
pregnancy is predictive of difficulty following-up with recom-
mended EHDI phases (Christensen et al. 2008; Liu et al. 2008; 
Razak et al. 2021).

Lastly, social and community contexts contributed to com-
pletion of the EHDI process. In the United States, being of a 
minority race is associated with increased disadvantage across 
each SDOH domain (Phelan & Link 2015). For the purposes 
of this review, we take the current-day mainstream scientific 
position that there are no biological or genetic bases for racial 
and ethnic categories, but rather that race and ethnicity are 
social constructs (Long & Kittles 2003; Serre & Paabo 2004; 
Roberts 2013; Templeton 2013; Maglo et al. 2016; Yudell, 
Roberts, DeSalle, & Tishkoff 2016). As such, we categorized 
race and ethnicity into the social and community context 
domain to examine the systemic inequities and discrimination 
that produce health disparities (Yudell et al. 2016). Race and 
ethnicity are related to delayed care or loss-to-follow-up for 
multiple populations of color. “Non-white” families (Crouch 
et al. 2017; p. 42), specifically Hispanic/Latino (Christensen 
et al. 2008; Thomson & Yoshinaga-Itano 2018; Juarez et al. 
2020), non-Hispanic Black (Zeitlin et al. 2017; Deng et al. 
2020), Native American (Gaffney et al. 2014), and Hmong 
families (Meyer et al. 2020) are at higher risk for delays in 
completing EHDI steps for early identification and manage-
ment. Social and community contexts can be multifaceted 
and subject to cultural differences related to ethnicity (e.g., 
families making decisions consistent with their own culture 
versus adopting Western medicine approaches), contexts 
related to the larger issues of systematic racism inherent in 
society and healthcare, or interactions that can be present with 
other SDOH factors like economic stability and built environ-
ment. Ultimately, the difficulties with navigating healthcare in 
America is a result of the interaction between cultural differ-
ences and system-level processes that can hinder families of 
certain groups effectively accessing the healthcare they need. 
Unfortunately, differential effects of culture versus structural 
racism or other SDOH have not been specifically studied in 
EHDI systems.

In addition to SDOH factors medical issues and pre-term 
birth (Chapman et al. 2011; Muñoz et al. 2011; Deem et 
al. 2012; Larsen et al. 2012; Findlen et al. 2019), low birth 
weight (Tran et al. 2016b; Crouch et al. 2017; Meyer et al. 
2020), and history of prolonged neonatal intensive care 
unit (NICU) stay (Chapman et al. 2011; Deem et al. 2012; 
Giordano et al. 2015; Stuart 2016; Deng et al. 2020; Razak 
et al. 2021) protract the entire EHDI process. However, hos-
pital programs with strong NICU audiology teams can mod-
erate the negative effects of medical factors on timing of 
screening, diagnosis, and management (Awad et al. 2019). 
Transient middle ear dysfunction contributes to delays in 

diagnosis and timely management (Muñoz et al. 2011; Holte 
et al. 2012; Larsen et al. 2012; Awad et al. 2019; Findlen 
et al. 2019). Higher maternal depression ratings after birth 
are associated with higher likelihood of loss-to-follow-up 
(Zeitlin et al. 2019, 2021). Lastly, a general lack of adher-
ence to follow-up recommendations leads to delays or non-
completion of EHDI steps (Muñoz et al. 2011; Stuart 2016; 
Findlen et al. 2019). Lack of adherence to follow-up recom-
mendations may result from parental responsibilities (i.e., 
work/school schedule and childcare) that present practical 
barriers to completing follow-up visits (MacNeil et al. 2007; 
Elpers et al. 2016; Hunter et al. 2016; Shanker et al. 2019; 
Razak et al. 2021).
System-Level Factors

Several system-level factors hinder families’ progression 
through the EHDI process. Shulman et al. (2010) identified 
four main barriers to follow-up and intervention: lack of sys-
tem-service capacity, lack of provider knowledge, challenges 
to families obtaining services, and information gaps. Lack of 
service-system capacity refers to limitations in the number of 
adequately trained providers at each EHDI step. Lack of trained 
pediatric audiologists for diagnosis has been noted to be a key 
issue, but this limitation can also extend past the birth-to-three 
stage into the early elementary years, including the educational 
setting (Ward et al. 2019). System-wide limitations in access 
to providers with experience serving children who are D/HH 
impacts not only EHDI benchmarks, but more importantly lim-
its children from meeting their full potential (Hoffman et al. 
2011; Behl et al. 2016).

Lack of provider knowledge has often manifested as physi-
cian dismissal of the seriousness of a newborn hearing screen-
ing referral or physicians taking the “wait and see” approach 
(Brown et al. 2006; Holte et al. 2012; Elpers et al. 2016). Key 
themes across studies included incomplete training for physi-
cians in EHDI needs, contributing to referral delays and lack 
of understanding about the importance of follow-up. Indeed, 
79% of surveyed physicians responded that their training did 
not prepare them to meet the needs of children who are D/HH 
(Brown et al. 2006). In addition, there is significant variability 
in the EHDI knowledge base of general family practice phy-
sicians versus pediatricians (Ross & Visser 2012; Bush et al. 
2015a). This variability is related to practice setting and pediat-
ric volume (Ross & Visser 2012), resulting in families receiving 
differential care depending upon what type of primary provider 
or practice setting they choose.

Family awareness of screening results and need for follow-
up is also reported as a barrier (Bradham et al. 2011; Larsen 
et al. 2012; Bush et al. 2015b, 2017; Elpers et al. 2016; Juarez 
et al. 2020), with one study indicating particular lack of under-
standing of screening results and need for follow-up in fathers 
(Juarez et al. 2020) and another noting confusion about the entire 
process by extended family members, specifically grandparents 
(McNee & Jackson 2012). Although this could be classified as 
a characteristic of families, lack of knowledge really reflects a 
failure of the EHDI system as a whole to educate families about 
results, implications, and the importance of follow-up. In a sur-
vey by Larsen et al. (2012) parents reported a lack of understand-
ing about actionable steps following diagnosis of hearing loss, 
including hearing aid management (45%), medical referrals 
(55%), EI (36%), and parent support (62%).
Screening-Specific Factors
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System-level factors for screening completion and out-
patient rescreening follow-up depend upon high-quality, 
evidence-based approaches as recommended by JCIH. In 
particular, multiple rescreenings are unnecessary, and delay 
diagnosis and intervention (Holte et al. 2012; Tran et al. 
2016b). Variability in quality across screening programs 
relates to screener competency (training and volume of 
births), overall screening completion rates, and staff turn-
over (Christensen et al. 2008; Larsen et al. 2012; Rao et al. 
2002; Sanchez-Gomez et al. 2019). Lack of involvement/
oversight from an audiologist (Thomson & Yoshinaga-Itano 
2018) and adequate time allowed for program quality con-
trol are key factors in program quality (Rao et al. 2002). 
Data fidelity (e.g., erroneous family demographics) may 
preclude effective outreach/follow-up (Sanchez-Gomez et 
al. 2019).
Diagnosis-Specific Factors

Individual and family factors related to delayed or lack 
of diagnosis after referral on newborn hearing screening 
include missed/canceled appointments (Awad et al. 2019), 
limited sleep-state for reliable and valid ABR testing (Holte 
et al. 2012; Findlen et al. 2019), and presence of either a 
mild degree of hearing loss (Awad et al. 2019) or progres-
sive hearing loss (Findlen et al. 2019). Infants who passed 
the newborn hearing screening but have risk factors for late-
onset or progressive hearing loss are less likely to complete 
recommended audiologic monitoring (Gehring & Jones 
2017; Stich-Hennen & Bargen 2017; McInerney et al. 2020). 
Despite most NICU graduates having risk for delayed-
onset hearing loss, many families are not informed or do 
not understand the need for follow-up after initial screening 
(Gehring & Jones 2017). Stich-Hennen et al. (2017) studied 
implementation of a two-class system for monitoring infants 
who pass newborn hearing screening but have risk factors 
for delayed-onset hearing loss. Less than half of the children 
who should have received follow-up returned for care, and 
for those with the highest risk (predominantly syndromic and 
children with cleft palate) about 25% ultimately had an edu-
cationally significant hearing loss. McInerney et al. (2020) 
found a higher percentage of families of at-risk infants com-
plying with follow-up recommendations (86%), although 
only 7.9% of those returning completed recommended fol-
low-up through age 24 mo.

System-level factors hindering effective diagnosis include 
equipment failure at the time of assessment (Holte et al. 2012) 
or noisy test/need for repeat testing (Larsen et al. 2012; Shanker 
et al. 2019). Inadequate access to evaluations occurs due to 
inconvenient appointment times (MacNeil et al. 2007), lack of 
appointment availability, not knowing where to go for an assess-
ment (Larsen et al. 2012), and wait times between screening and 
diagnostic appointment (Hoffman et al. 2011). Multiple stud-
ies reported variability in diagnostic test batteries, leading to 
the need for multiple tests to confirm hearing loss (Windmill & 
Windmill 2006; Muñoz et al. 2011; Findlen et al. 2019). Given 
that repeated testing contributes to loss-to-follow-up (Zeitlin et 
al. 2021), an evidence-based, effective, and efficient test battery 
is critical at the diagnostic stage. Finally, some of the LTFU 
reported by state EHDI programs can be attributed to loss-to-
documentation, as some diagnostic centers may be completing 
testing but not reporting results to their state EHDI program 
(Soto et al. 2016).

Management-Specific Factors
Type and degree of hearing loss significantly impacts the 

provision of hearing technology, with milder degrees of hear-
ing loss (Muñoz et al. 2013; Awad et al. 2019), unilateral 
hearing loss (Spivak et al. 2009; Auerbach et al. 2013; Muñoz 
et al. 2013), conductive hearing loss (Spivak et al. 2009; 
Auerbach et al. 2013), delayed onset (Spivak et al. 2009), 
or progressive hearing loss (Findlen et al. 2019) having the 
most protracted management processes. Failure to recom-
mend hearing aids for mild or unilateral hearing loss also 
protracts the hearing aid fitting process (Holte et al. 2012). 
For these less severe forms of hearing loss, family acceptance 
of the need for amplification is a factor (Holte et al. 2012; 
Muñoz et al. 2013). Although cost is associated with barri-
ers at each step of the EHDI process, hearing aid cost is a 
particular economic burden due to the lack of, or variable and 
complex insurance coverage (Holte et al. 2012; Muñoz et al. 
2013). For system-level factors, lack of support from primary 
care providers for hearing aid recommendations (Holte et al. 
2012) and lack of physician medical clearance appointments 
delays hearing aid management (Krishnan & Van Hyfte 2014; 
Findlen et al. 2019).
Early Intervention Enrollment–Specific Factors

Similar to management, the type and degree of hear-
ing loss impacts EI enrollment for children with diagnosed 
hearing loss. Children with lesser degrees of hearing loss 
or unilateral hearing loss have delayed or lower EI enroll-
ment (Liu et al. 2008; Holte et al. 2012; Tran et al. 2016b; 
Crouch et al. 2017). Timing of diagnosis is also noted to 
have a cascading effect on enrollment in EI, resulting in 
delays. However, even children diagnosed by three months 
of age can experience delays in EI enrollment (Tran et al. 
2016b). Family acceptance and the need to process the 
diagnosis also plays a part timely EI enrollment (Holte et 
al. 2012). For system-level factors, families living in rural 
or suburban areas often struggle with limited EI services 
(too few qualified EI providers or lack of hearing-specific 
intervention) (Liu et al. 2008; Holte et al. 2012; Giordano 
et al. 2015).
Evidence to the Contrary

Although there was a large corpus of evidence support-
ing the barriers that SDOH pose to early hearing health care, 
there were some studies that reported results to the contrary. 
Awad et al. (2019) examined factors contributing to JCIH 
(2019) benchmarks for diagnosis, management via hearing 
aid fitting, and EI enrollment in a large metropolitan hospi-
tal setting with additional clinic sites in adjacent areas. Their 
findings suggested that missed or canceled appointments and 
middle ear involvement contribute to delays in the EHDI time-
line, while insurance status was not a contributing factor. In 
an urban safety-net hospital, Razak et al. (2021) reported that 
several sociodemographic factors (maternal education level, 
maternal age, insurance status, or ethnicity) were unrelated to 
diagnostic completion rates, although NICU stay and mater-
nal smoking were significant factors in the 17% LTFU rate. 
Finally, Smith et al. (2019) studied socioeconomic factors in 
a large population of children with and without public insur-
ance across multiple sites, finding no significant differences in 
hearing aid uptake, compliance, or speech/language outcomes 
across children who had SDOH considerations versus those 
who did not.
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Facilitators of Effective EDHI
Across studies discussed earlier that address SDOH, many 

pointed to favorable SDOH as facilitators, including higher 
family income levels, private insurance status, relatively older 
parental age and higher parental level of education. Because 
favorable SDOH represent some of the only individual/family-
level facilitators that influence healthcare more generally, sys-
tem-level facilitators will be the focus of this section.
Entire EHDI Journey

One main facilitator that emerged from studies that impacted 
the entire EHDI journey was the provision of family support 
(Shulman et al. 2010). Bradham et al. (2011) highlighted the 
strengths of family-based organizations as having a national 
presence but with state and local collaborations to provide rel-
evant information and resources to families. Ward et al (2019) 
further endorsed the need for family-based organizations to sup-
port families but underscored the importance of matching fami-
lies based on their similar needs (e.g., location, family choice 
for language modality, children with additional special needs). 
Finally, Zeitlin et al. (2019) demonstrated the impact that social 
and family supports had on follow-up by showing that access 
to education, healthcare providers, and family members to help 
with the process can mitigate the negative impact of maternal 
depression on follow-up. A secondary aspect of family support 
includes providing resources for financial support. Christensen 
et al. (2008) noted that hospitals that provided free outpatient 
rescreenings showed higher follow-up rates, while Rao et al. 
(2002) demonstrated that hospitals that incorporated screenings 
as a part of “standard of care” were able to achieve better reim-
bursement rates that reduced the financial burden for families. 
Finally, the major barrier to effective management of hearing 
loss via hearing technology is financial. Munoz et al. (2013) 
suggested that implementing loaner hearing aid programs and 
assisting with identifying financial support for families will 
facilitate the timely fitting of hearing aids to maximize early 
access to sound.

Related to family support is the aspect of care coordination/
navigation. In the only randomized control trial represented in the 
final set of 62 articles reviewed, Bush et al. (2017) reported that 
the provision of a care navigator for facilitating EHDI for rural 
families was associated with improved adherence to follow-up 
recommendations, earlier diagnosis, and an increase in parents’ 
baseline knowledge of infant hearing loss and recommendations. 
Care coordination with pediatricians (Christensen et al. 2008; 
Seeliger et al. 2016; Zeitlin et al. 2021), with diagnostic testing 
sites (Seeliger et al. 2016; Al-Mulki & Todd 2020Al-Mulki & 
Todd 2020) and using hospital Child Find services to coordinate 
care has also been shown to improve diagnostic follow-up (Deem 
et al. 2012). Proactively scheduling screening and diagnostic 
follow-up appointments at the time of need instead of shifting 
the responsibility to parents for calling to schedule at a later time 
significantly improves completion of follow-up (Krishnan & Van 
Hyfte 2014; Thomson & Tran et al. 2017; Yoshinaga-Itano 2018; 
Zeitlin et al. 2021). Lastly, partnering with community services 
like the Women, Infant, and Children (WIC) Program allows for 
better communication of needed follow-up and the potential for 
colocating follow-up services at appointments that are already 
being completed for infants who were lost to follow-up (Hunter 
et al. 2016; Zeitlin et al. 2021).

To address the issue of loss-to-documentation (LTD) as 
opposed to LTFU, Sanchez-Gomez et al. (2019) demonstrated 

that linking EHDI data with other sources of information (e.g., 
Vital Statistics) can help with locating families who have been 
LTFU or LTD. Soto et al. (2016) linked Medicaid billing data 
and was able to identify a subset of infants who were LTD as 
opposed to LTFU. These studies provide tangible solutions to 
the need identified by Shulman et al. (2010) to improve data 
systems for effective data tracking and surveillance of follow-
up activities.
Screening-Specific Factors

Familiarity with screening sites has been found to positively 
impact completion of outpatient rescreening recommendations. 
Returning to the birth nursery, having on-site primary care clin-
ics, and completing outpatient rescreenings at pediatrician well-
checks or WIC clinics have been shown to facilitate outpatient 
screening completion (Christensen et al. 2008; Hunter et al. 
2016; Thomson & Yoshinaga-Itano 2018). Hunter et al. (2016) 
reported that babies served by WIC whose families were low 
income and included high numbers of Black or Hispanic fami-
lies were 75% more likely to follow-up and 90% more likely to 
complete diagnostic testing when offered follow-up screening at 
WIC, compared with nonintervention rates.
Diagnosis-Specific Factors

The quality of the diagnostic assessment and the prepara-
tion of families for the diagnostic appointment can signifi-
cantly improve diagnostic assessment completion and timing. 
Facilitation of quality testing can be achieved by using an evi-
dence-based test battery with proactive scheduling (scheduling 
the diagnostic at the time of referred screening or scheduling fol-
low-up testing before families leave medical facilities) (Findlen 
et al. 2019; Sapp et al. 2021; Zeitlin et al. 2021), using more 
experienced clinicians, and providing preappointment instruc-
tions to families to maximize the natural sleep state (Awad et al. 
2019; Shanker et al. 2019; Zeitlin et al. 2021). Ultimately, these 
approaches can lead to fewer appointments needed for confir-
mation of hearing loss and earlier diagnosis.

Increasing access to diagnostic testing through outreach and 
teleaudiology services can also reduce LTFU. Sapp et al. (2021) 
completed an outreach study in which educational audiologists 
were trained and supported to provide diagnostic services in 
underserved areas of Iowa. Implementation of this intervention 
resulted in a 10% reduction in LTFU and decrease in age at 
diagnosis by almost 1 mo. Teleaudiology has also been used to 
provide services to areas of states with limited access to diag-
nostic services. Results suggest that high-quality diagnostic 
assessments are possible with teleaudiology with concurrent 
high parental satisfaction (Dharmar et al. 2016; Stuart 2016; 
Meyer et al. 2020Meyer et al. 2020). Unfortunately, audiolo-
gists’ perception of telehealth effectiveness and lack of insur-
ance coverage are barriers to wide-spread implementation 
(Prins et al. 2021). Finally, implementing a process to effec-
tively evaluate infants who pass the newborn hearing screen-
ing but have risk factors for late-onset or progressive hearing 
loss is needed. Adhering to JCIH (2019) risk factor monitoring 
guidelines with both parent and physician education can serve 
to facilitate ongoing monitoring of this group of infants that 
are often LTFU (Stich-Hennen & Bargen 2017; McInerney et 
al. 2020).
Early Intervention Enrollment–Specific Factors

Aside from the facilitation of on-time EI enrollment through 
early screening and early diagnosis (Tran et al. 2016b; Roman 
et al. 2021), there were few studies that directly addressed the 
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facilitation of EI enrollment for infants and children who are D/
HH. Crouch et al. (2017) reported that infants are more likely to 
be enrolled in EI if they present with a profound degree of hearing 
loss, presumably due to the significant impact that degree of hear-
ing loss can have on development. However, additional research is 
needed around EI enrollment in this population.

DISCUSSION

This systematic review set out to examine and synthesize the 
barriers to and facilitators of EHDI in the United States with 
the aim to inform program stakeholders about what factors can 
and should be addressed to help children who are D/HH meet 
their full potential. Although Holte et al. (2012) reported that 
only 32% of infants in their study completed each of the 1-3-6 
benchmarks by the targeted timeline, this number shrinks to less 
than 20% for national-level data (Subbiah et al. 2018), indicat-
ing continued difficulty with meeting EHDI expectations and 
suggesting a significant need to address barriers. Many of the 
barriers identified through this review have been reported by 
EHDI programs in other developed or developing countries (Lai 
et al. 2014; Ravi et al. 2016; Fitzpatrick et al. 2017; Naidoo & 
Khan 2022; Waterworth et al. 2022). A common theme across 
the journey for these US studies was that specific SDOH served 
as significant barriers, consistent with a recent review by the 
American-Speech-Language-Hearing Association Special 
Interest group for EHDI (Kingsbury et al. 2022).

Although individual/family-level factors related to the nega-
tive impact of SDOH represent a wide-spread problem in health-
care (Braveman & Gottlieb 2014), this systematic review was able 
to identify that system-level changes can mitigate the negative 
impact of SDOH factors and facilitate EHDI services for children. 
A key aspect of studies that did not report negative influences of 
SDOH on meeting EHDI milestones (Awad et al. 2019; Smith et 
al. 2019; Razak et al. 2021) is that they took place at large medical 
centers with diverse patient populations and likely have system-
level approaches to patient care in place that mitigate the negative 
impact of SDOH on pediatric healthcare. For example, the Awad 
et al. (2019) study was completed in a metropolitan area with 8 
adjacent satellite sites to improve regional access to services. The 
Smith et al. (2019) study cited the possibility that a regional EI 
program allowed families with lower socioeconomic status to 
adequately access resources for management and habilitation of 
hearing loss. Finally, the Razak et al. (2021) study was carried 
out at an urban safety-net hospital with the specific mission to 
provide services to the community regardless of insurance status 
or ability to pay, eliminating the cost concern that many studies 
report as a barrier across the EHDI benchmark time points. These 
studies collectively suggest that instituting system-level facilita-
tors of EHDI, such as regional programs and care coordination to 
facilitate access and uptake of services, can potentially mitigate 
the barriers that accompany SDOH.

The overarching theme of system-level facilitators identi-
fied in this review is having systems that meet the family where 
they are. Reviewed articles described a number of different 
ways to facilitate the EHDI journey. Care coordination/naviga-
tion has been shown to be highly effective in shepherding fami-
lies through medical care for children with complex medical 
needs and to be cost effective by preventing delays in treatment 
(Antonelli et al. 2008; Ruggiero et al. 2019). Two secondary 
articles in this review demonstrated that lack of EHDI resources 

specific to care coordination can contribute to increased LTFU 
(Hoffman et al. 2011; Smith et al. 2019). Bush et al. (2017) 
demonstrated the effectiveness of care coordination for rural 
families seeking EHDI services specifically, however other arti-
cles have shown effectiveness for families in urban and subur-
ban areas as well (Deem et al. 2012; Tran et al. 2017; Al-Mulki 
& Todd 2020). As such, care coordination may be one facilitator 
that is effective regardless of family geographic location. Care 
coordination could further solve an overarching issue within 
the EHDI system in that screening, diagnosis, and EI occur in 
different physical places and by different entities. Screening 
usually occurs at the birthing facility/nursery as a part of inpa-
tient services, but secondary outpatient screenings can occur in 
community clinics or physician offices depending upon the pro-
gram. Diagnosis often occurs through outpatient clinics that can 
be affiliated with large hospital systems or small private prac-
tices. Finally, EI can take the form of in-home services overseen 
by a government agency or center-based programs with private 
practitioners. Care coordination/navigation can prevent families 
being LTFU at multiple places along this disjointed system. In 
addition, improved systems to link data between entities over-
seeing and involved in screening, diagnosis, and EI should be 
studied and implemented to address loss-to-documentation.

Related to care coordination is the idea of colocating ser-
vices. This review found that pairing follow-up services with 
other medical appointments (Christensen et al. 2008) or social 
services (Hunter et al. 2016; Zeitlin et al. 2021) contributed to 
reducing LTFU. This is consistent with previous reports from the 
Vermont EHDI Program, which facilitated a quality improve-
ment study to reduce LTFU for outpatient rescreening by part-
nering with physicians throughout Vermont to complete needed 
follow-up in each county (Jordan & Hazard 2015). Parents have 
endorsed that colocating services is helpful in facilitating care 
following diagnosis of hearing loss in addition to care coordina-
tion (Fitzpatrick et al. 2008). One aspect of colocating services 
at the screening level that warrants additional research includes 
ensuring infants who are birthed at home can be provided the 
services they need. Palmer et al. (2019) showed that providing 
focused education and access to equipment to midwives suc-
cessfully increased the odds of a home-birthed baby having 
a completed newborn hearing screening by 1 mo of age. For 
completion of diagnostic assessment, teleaudiology can also 
be successful in serving families where they are for diagnosis. 
Additional evidence of the successful implementation of tele-
audiology services for diagnosis of late-onset hearing loss in 
rural school-aged children was recently published (Emmett et 
al. 2022). There is a need to address insurance coverage issues 
and audiologists’ perception of this service delivery model to 
expand teleaudiology for EHDI follow-up (Prins et al. 2021).

Family support through high-quality parent education from 
well-qualified providers and increased access to family-to-fam-
ily interaction is needed to overcome barriers to EHDI. Families 
report hearing-specific medical information, therapy-related 
information including types of therapy and locating services, 
and prognosis about communication development is essential 
when navigating a new diagnosis of hearing loss in infants 
(Fitzpatrick et al. 2008). Key to high-quality parent education is 
the role of qualified providers with expertise in the unique needs 
of young D/HH children and their families (JCIH 2013; Moeller 
et al. 2013). Specific to parent-to-parent support, Henderson et 
al. (2014) calls on EHDI programs to establish parent-to-parent 
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support as a high priority. Parent-to-parent support should be 
incorporated within and complementary to EHDI programs, 
and professionals serving parents should be informed of peer 
parent support programs (Henderson et al. 2014). Further, fami-
lies strongly communicated the need for parent support from 
other parents who have experienced the journey, particularly in 
the form of local parent support groups (Haddad et al. 2019) 
and that parent-to-parent support should be an integral part of 
any EHDI program. Clear directives for follow-up, unbiased 
information about management and communication options, 
and information in language families understand was supported 
by secondary articles in this review (Bush et al. 2013, 2015; 
Muñoz et al. 2013; Behl et al. 2016; Elpers et al. 2016; Sax et 
al. 2019). However, we identified few articles that definitively 
examined the efficacy of parent education materials and parent-
to-parent support, speaking to the need for additional research 
in these areas.

Finally, Smith et al. (2019) recommended implementing a 
national standard for screening, diagnosis, and EI to facilitate 
favorable outcomes for all children by decreasing the variabil-
ity that exists within and across states. Screening systems vary 
across states and programs, with some adopting an inpatient-only 
approach while others use an inpatient-to-outpatient rescreen pro-
tocol. There is some evidence that an inpatient-only approach can 
facilitate screening completion and reduce LTFU for the diagnostic 
phase (Roman et al. 2021), however, there is also evidence from 
annual Centers for Disease Control and Prevention EHDI data 
(CDC 2022) that states with an inpatient-to-outpatient rescreen-
ing process can also be successful with screening and diagnosis 
completion. Variability in service provision is also a barrier lead-
ing to LTFU at the diagnostic and EI enrollment phases. Although 
evidence-based practice exists for diagnostic assessments to reduce 
variability and facilitate effective early diagnosis (Hatton et al. 
2012; Sutton et al. 2013; Hyde et al. 2016; JCIH 2019; American 
Academy of Audiology 2020), additional research is needed to 
understand if there are more efficacious screening and EI enroll-
ment approaches to successfully complete these benchmarks. This 
is critically important considering continued evidence that earlier 
EI enrollment, before six months of age is a critical predictor of 
spoken language outcomes (Grey et  al. 2022) and kindergarten 
readiness (Meinzen-Derr et al. 2020). Even earlier EI, by three 
months of age, is now being advanced to optimize global language 
development (Walker et al. 2022).

Limitations
There are several limitations of this systematic review. 

Generalizability across EHDI programs or to other countries 
may be limited given that this review focused only on the 
unique US system and each state executes their EHDI program 
differently. Complex interactions among factors that might 
affect EHDI follow-up cannot be accounted for, and this limits 
our ability to understand significant vs. non-significant fac-
tors and how they may compound barriers or work together 
to mitigate barriers. Finally, most of the articles focused on 
the screening and diagnostic phases of EHDI, with relatively 
limited research available for management and EI enrollment 
and execution. This limits our ability to understand additional 
factors that may serve as barriers or facilitators at those time 
points. Overall, additional high-quality research is needed to 
evaluate factors especially at the EI–enrollment phase as well 
as efficacy for various approaches to family support across the 
EHDI journey.

CONCLUSION

Effective early hearing detection and intervention is essential 
for children who are born D/HH to meet their full potential. Many 
barriers exist for families to obtain appropriate and timely services, 
but system-level changes could facilitate the process and contrib-
ute to long-term outcomes improvement. Rigorous evaluation of 
system-level/programmatic facilitators, including care coordina-
tion, family support, and data linkage opportunities, is necessary 
to understand how EHDI programs can effectively improve the 
quality of their systems. Additional research is needed to identify 
the most effective solutions to facilitate EHDI world-wide in con-
sideration of regional and country-level circumstances.

ACKNOWLEDGMENTS

This review was registered with Prospero (CRD42021257187).  The authors 
declare no funding source for this review and deny any financial or non-financial 
conflicts of interest that are related to the review topic and results.  Portions of 
this review were presented at the 2022 Early Hearing Detection and Intervention 
Annual Conference (Virtual), the 2022 American Academy of Audiology Annual 
Conference in St. Louis, MO, and as a National Center for Hearing Assessment 
and Management (NCHAM) Webinar in June, 2022 (Virtual).

U.F. conceptualized and designed the review, participated in the identifica-
tion and extraction process, analyzed the data, and wrote the paper.  C.D. 
and J.C. participated in the identification and extraction process, analyzed 
the data, and edited the paper. A.G. designed the review search strategy, 
curated the articles for the review, and edited the paper.  R.F.H. and L.V. 
participated in data analysis and edited the paper. D.H. and L.H. conceptu-
alized the review, participated in the identification and extraction process, 
analyzed the data, and edited the paper.

The authors have no conflicts of interest to disclose.

Address for correspondence: Ursula Findlen, Nationwide Children’s 
Hospital, 555 18th Ave, OCC 7, Columbus, OH 43205, USA. E-mail: 
ursula.findlen@nationwidechildrens.org

Received August 9, 2022; accepted October 8, 2022; published online 
ahead of print December 29, 2022.

REFERENCES

Al-Mulki, K., & Todd, N. W. (2020). Relation of public health staffing to 
follow-up after newborn hearing screening in three health districts in 
Georgia, 2009-2015. Int J Pediatr Otorhinolaryngol, 129, 109784.

American Academy of Audiology. (2020). Clinical Guidance Document: 
Assessment of Hearing in Infants and Young Children (1–56). Retrieved 
from, https://www.audiology.org/wp-content/uploads/2021/05/Clin-
Guid-Doc_Assess_Hear_Infants_Children_1.23.20.pdf.

Antonelli, R. C., Stille, C. J., Antonelli, D. M. (2008). Care coordination for chil-
dren and youth with special health care needs: A descriptive, multisite study 
of activities, personnel costs, and outcomes. Pediatrics, 122, e209–e216.

Auerbach, C., Mason, S. E., Schudich, W. Z., Spivak, L., Sokol, H. (2013). 
Public health, prevention, and social work: The case of infant hearing 
loss. Families Soc, 94, 175–181.

Awad, R., Oropeza, J., Uhler, K. M. (2019). Meeting the joint committee 
on infant hearing standards in a large metropolitan children’s hospital: 
Barriers and next steps. Am J Audiol, 28, 251–259.

Behl, D. D., DesGeorges, J., White, K. R. (2016). The role of family-led 
disability organizations in supporting families with hearing-related con-
cerns. J Early Hear Detect Interv, 1, 13–20.

Bradham, T. S., Houston, K. T., Guignard, G. H., Hoffman, J. (2011). Strategic 
analysis of family support in EHDI systems. Volta Rev, 111, 181.

Braveman, P., & Gottlieb, L. (2014). The social determinants of health: It’s 
time to consider the causes of the causes. Public Health Rep, 129, 19–31.

Brown, N. C., James, K., Liu, J., Hatcher, P. A., Li, Y. (2006). Newborn 
hearing screening. An assessment of knowledge, attitudes, and practice 
among Minnesota physicians. Minn Med, 89, 50–54.

Bush, M. L., Burton, M., Loan, A., Shinn, J. B. (2013). Timing discrepan-
cies of early intervention hearing services in urban and rural cochlear 
implant recipients. Otol Neurotol, 34, 1–12.

D
ow

nloaded from
 http://journals.lw

w
.com

/ear-hearing by B
hD

M
f5eP

H
K

av1zE
oum

1tQ
fN

4a+
kJLhE

Z
gbsIH

o4X
M

i0hC
yw

C
X

1A
W

nY
Q

p/IlQ
rH

D
3i3D

0O
dR

yi7T
vS

F
l4C

f3V
C

4/O
A

V
pD

D
a8K

2+
Y

a6H
515kE

=
 on 12/30/2024

mailto:ursula.findlen@nationwidechildrens.org
https://www.audiology.org/wp-content/uploads/2021/05/Clin-Guid-Doc_Assess_Hear_Infants_Children_1.23.20.pdf
https://www.audiology.org/wp-content/uploads/2021/05/Clin-Guid-Doc_Assess_Hear_Infants_Children_1.23.20.pdf


Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

	 Findlen et al. / EAR & HEARING, VOL. 44, NO. 3, 448–459	 457

Bush, M. L., Bianchi, K., Lester, C., Shinn, J. B., Gal, T. J., Fardo, D. W., 
Schoenberg, N. (2014). Delays in diagnosis of congenital hearing loss in 
rural children. J Pediatr, 164, 393–397.

Bush, M. L., Alexander, D., Noblitt, B., Lester, C., Shinn, J. (2015a). 
Pediatric hearing healthcare in Kentucky’s Appalachian primary care set-
ting. J Community Health, 40, 762–768.

Bush, M. L., Hardin, B., Rayle, C., Lester, C., Studts, C. R., Shinn, J. B. 
(2015b). Rural barriers to early diagnosis and treatment of infant hearing 
loss in appalachia. Otol Neurotol, 36, 93–98.

Bush, M. L., Taylor, Z. R., Noblitt, B., Shackleford, T., Gal, T. J., Shinn, J. B., 
Creel, L. M., Lester, C., Westgate, P. M., Jacobs, J. A., Studts, C. R. (2017). 
Promotion of early pediatric hearing detection through patient navigation: 
A randomized controlled clinical trial. Laryngoscope, 127, S1–S13.

Center for Disease Control. (2022). Annual data: Early Hearing Detection 
and Intervention (EHDI) Program. Available at: https://www.cdc.gov/
ncbddd/hearingloss/ehdi-data.html

Chapman, D. A., Stampfel, C. C., Bodurtha, J. N., Dodson, K. M., Pandya, A., 
Lynch, K. B., Kirby, R. S. (2011). Impact of co-occurring birth defects on the 
timing of newborn hearing screening and diagnosis. Am J Audiol, 20, 132–139.

Christensen, M., Thomson, V., Letson, G. W. (2008). Evaluating the reach of uni-
versal newborn hearing screening in Colorado. Am J Prev Med, 35, 594–597.

Critical Appraisal Skills Programme. (2019). CASP cohort study check-
list. Available at: https://casp-uk.b-cdn.net/wp-content/uploads/2018/03/
CASP-Cohort-Study-Checklist-2018_fillable_form.pdf

Crouch, E. L., Probst, J. C., Bennett, K. J., Carroll, M. C. D. (2017). 
Evaluating loss to follow-up in newborn hearing screening in a southern 
state. J Early Hear Detect Interv, 2, 40–47.

Cunningham, M., Thomson, V., McKiever, E., Dickinson, L. M., Furniss, A., 
Allison, M. A. (2018). Infant, maternal, and hospital factors’ role in loss to fol-
low-up after failed newborn hearing screening. Acad Pediatrics, 18, 188–195.

Deem, K. C., Diaz-Ordaz, E. A., Shiner, B. (2012). Identifying quality 
improvement opportunities in a universal newborn hearing screening 
program. Pediatrics, 129, e157–e164.

Deng, X., Ema, S., Mason, C., Nash, A., Carbone, E., Gaffney, M. (2020). 
Receipt and timeliness of newborn hearing screening and diagnostic ser-
vices among babies born in 2017 in 9 states. J Public Health Manag 
Pract, 28, E100–E108.

Dharmar, M., Simon, A., Sadorra, C., Friedland, G., Sherwood, J., Morrow, 
H., Deines, D., Nickell, D., Lucatorta, D., Marcin, J. P. (2016). Reducing 
loss to follow-up with tele-audiology diagnostic evaluations. Telemed 
E-Health, 22, 159–164.

Elpers, J., Lester, C., Shinn, J. B., Bush, M. L. (2016). Rural family perspec-
tives and experiences with early infant hearing detection and interven-
tion: A qualitative study. J Community Health, 41, 226–233.

Emmett, S. D., Platt, A., Turner, E. L., Gallo, J. J., Labrique, A. B., Inglis, 
S. M., Jenson, C. D., Parnell, H. E., Wang, N., Hicks, K. L., Egger, J. 
R., Halpin, P. F., Yong, M., Ballreich, J., Kleindienst Robler, S. (2022). 
Mobile health school screening and telemedicine referral to improve 
access to specialty care in rural Alaska: A cluster-randomised control 
trial. Lancet Global Health, 10, e1023–e1033.

Findlen, U. M., Hounam, G. M., Alexy, E., Adunka, O. F. (2019). Early hear-
ing detection and intervention: Timely diagnosis, timely management. 
Ear Hear, 40, 651–658.

Fitzpatrick, E., Angus, D., Durieux-Smith, A., Graham, I. D., Coyle, D. 
(2008). Parents’ needs following identification of childhood hearing loss. 
Am J Audiol, 17, 38–49.

Fitzpatrick, E. M., dos Santos, J. C., Grandpierre, V., Whittingham, J. A. 
(2017). Exploring reasons for late identification of children with early-
onset hearing loss. Int J Pediatr Otorhinolaryngol, 100, 160–167.

Gaffney, M., Eichwald, J., Gaffney, C., Alam, S., Centers for Disease, C., 
& Prevention. (2014). Early hearing detection and intervention among 
infants—Hearing screening and follow-up survey, United States, 2005-
2006 and 2009-2010. MMWR, 63, 20–26.

Gehring, C. E., & Jones, A. L. (2017). Information given to parents of 
neonatal-intensive care unit graduates on hearing. J Early Hear Detect 
Interv, 2, 29–39.

Giordano, T., Marchegiani, A. M., Germiller, J. A. (2015). Children with 
sensorineural hearing loss and referral to early intervention. ORL-Head 
Neck Nursing, 33, 10–14.

Goldsmith, L. J. (2021). Using framework analysis in applied qualitative 
research. Qualitative Report, 26, 2061–2076.

Grey, B., Deutchki, E. K., Lund, E. A., Werfel, K. L. (2022). Impact of 
meeting early hearing detection and intervention benchmarks on spoken 
language. J Early Interv, 44, 235–251. 

Haddad, K. L., Steuerwald, W. W., Garland, L. (2019). Family impact of 
pediatric hearing loss: Findings from parent interviews and a parent sup-
port group. J Early Hear Detect Interv, 4, 43–53.

Hatton, J., Hyde, M., Stapells, R. (2012). British Columbia Early Hearing 
Program Audiology Assessment Protocol, Version 4.1. Retrieved from, 
http://www.phsa.ca/Documents/bcehpaudiologyassessmentprotocol.pdf.

Healthy People 2030, U.S. Department of Health and Human Services, Office 
of Disease Prevention and Health Promotion. Retrieved from, https://health.
gov/healthypeople/objectives-and-data/social-determinants-health.

Henderson, R. J., Johnson, A., Moodie, S. (2014). Parent-to-parent support 
for parents with children who are deaf or hard of hearing: A conceptual 
framework. Am J Audiol, 23, 437–448.

Hoffman, J., Muñoz, K. F., Bradham, T. S., Nelson, L. (2011). Loss to fol-
low-up: Issues and recommendations. Volta Rev, 111, 165–180.

Holte, L., Walker, E., Oleson, J., Spratford, M., Moeller, M. P., Roush, P., 
Ou, H., Tomblin, J. B. (2012). Factors influencing follow-up to newborn 
hearing screening for infants who are hard of hearing. Am J Audiol, 21, 
163–174.

Hosford-Dunn, H., Johnson, S., Simmons, F., Malachowski, N., Low, K. 
(1987). Infant hearing screening: Program implementation and validation. 
Ear Hear, 8, 7–11.

Hunter, L. L., Meinzen-Derr, J., Wiley, S., Horvath, C. L., Kothari, R., 
Wexelblatt, S. (2016). Influence of the WIC program on loss to follow-up 
for newborn hearing screening. Pediatrics, 138, e20154301.

Hyde, M., Bagatto, M., Martin, V., et al. (2016). Protocol for Auditory 
Brainstem Response-Based Audiological Assessment (ABRA). Toronto, 
ON, Canada: Ontario Ministry of Children and Youth Services, Ontario 
Infant Hearing Program.

Jacobson, J. T., & Morehouse, C. R. (1984). A comparison of auditory brain 
stem response and behavioral screening in high risk and normal newborn 
infants. Ear Hear, 5, 247–253.

Joint Committee on Infant Hearing, Muse, C., Harrison, J., Yoshinaga-Itano, 
C., Grimes, A., Brookhouser, P. E., Martin, B. (2013). Supplement to 
the JCIH 2007 position statement: Principles and guidelines for early 
intervention after confirmation that a child is deaf or hard of hearing. 
Pediatrics, 131, e1324–e1349.

Joint Committee on Infant Hearing. (2019). Year 2019 position statement: 
Principles and guidelines for early hearing detection and intervention 
programs. J Early Hear Detect Interv, 4, 1–44.

Jordan, S., & Hazard, L. (2015). Reducing Lost to Follow-up: It Takes a 
Village Establishing Otoacoustic Emissions Screening in 10 Pediatric 
Offices. Presentation at the 14th Annual Early Hearing Detection and 
Intervention Conference.

Juarez, J. M., Shaffer, A. D., Chi, D. H. (2020). Follow-up after failed new-
born hearing screening: Parental and primary care provider awareness. 
Am J Otolaryngol, 41, 102614.

Kingsbury, S., Khvalabov, N., Stirn, J., Held, C., Fleckenstein, S. M., 
Hendrickson, K., Walker, E. A. (2022). Barriers to equity in pediatric 
hearing health care: A review of the evidence. Perspect ASHA Spec 
Interest Groups, 7,1–12.

Krishnan, L. A., & Van Hyfte, S. (2014). Effects of policy changes to uni-
versal newborn hearing screening follow-up in a university clinic. Am J 
Audiol, 23, 282–292.

Lai, F. Y. X., Serraglio, C., Martin, J. A. (2014). Examining potential barri-
ers to early intervention access in Australian hearing impaired children. 
Int J Pediatr Otorhinolaryngol, 78, 507–512.

Larsen, R., Muñoz, K., DesGeorges, J., Nelson, L., Kennedy, S. (2012). 
Early hearing detection and intervention: Parent experiences with the 
diagnostic hearing assessment. Am J Audiol, 21, 91–99.

Liu, C. L., Farrell, J., MacNeil, J. R., Stone, S., Barfield, W. (2008). 
Evaluating loss to follow-up in newborn hearing screening in 
Massachusetts. Pediatrics, 121, e335–e343.

Long, J. C., & Kittles, R. A. (2003). Human genetic diversity and the non-
existence of biologicalraces. Hum Biol, 75, 449–471.

MacNeil, J. R., Liu, C. L., Stone, S., Farrell, J. (2007). Evaluating fami-
lies’ satisfaction with early hearing detection and intervention services in 
Massachusetts. Am J Audiol, 16, 29–56.

Maglo, K. N., Mersha, T. B., Martin, L. J. (2016). Population genomics and 
the statistical values of race: An interdisciplinary perspective on the bio-
logical classification of human populations and implications for clinical 
genetic epidemiological research. Front Genet, 7, 1–13.

McInerney, M., Scheperle, R., Zeitlin, W., Bodkin, K., Uhl, B. (2020). 
Adherence to follow-up recommendations for babies at risk for pediatric 
hearing loss. Int J Pediatr Otorhinolaryngol, 132, 109900.

D
ow

nloaded from
 http://journals.lw

w
.com

/ear-hearing by B
hD

M
f5eP

H
K

av1zE
oum

1tQ
fN

4a+
kJLhE

Z
gbsIH

o4X
M

i0hC
yw

C
X

1A
W

nY
Q

p/IlQ
rH

D
3i3D

0O
dR

yi7T
vS

F
l4C

f3V
C

4/O
A

V
pD

D
a8K

2+
Y

a6H
515kE

=
 on 12/30/2024

https://www.cdc.gov/ncbddd/hearingloss/ehdi-data.html
https://www.cdc.gov/ncbddd/hearingloss/ehdi-data.html
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://health.gov/healthypeople/objectives-and-data/social-determinants-health


Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

458 	 Findlen et al. / EAR & HEARING, VOL. 44, NO. 3, 448–459

McNee, C. M., & Jackson, C. W. (2012). The experiences and involve-
ment of grandparents in hearing detection and intervention. Topics Early 
Childhood Special Educ, 32, 122–128.

Meinzen-Derr, J., Wiley, S., Grove, W., Altaye, M., Gaffney, M., Satterfield-
Nash, A., Folger, A. T., Peacock, G., Boyle, C. (2020). Kindergarten 
readiness in children who are deaf or hard of hearing who received early 
intervention. Pediatrics, 146, e20200557.

Meyer, A. C., Marsolek, M., Brown, N., Coverstone, K. (2020). Delayed 
identification of infants who are deaf or hard of hearing—Minnesota, 
2012-2016. MMWR Morb Mortal Wkly Rep, 69, 303–306.

Moeller, M. P., Carr, G., Seaver, L., Stredler-Brown, A., Holzinger, D. 
(2013). Best practices in family-centered early intervention for children 
who are deaf or hard of hearing: An international consensus statement. J 
Deaf Studies Deaf Educ, 18, 429–445.

Muñoz, K., Nelson, L., Goldgewicht, N., Odell, D. (2011). Early hearing 
detection and intervention: Diagnostic hearing assessment practices. Am 
J Audiol, 20, 123–131.

Muñoz, K., Blaiser, K., Barwick, K. (2013). Parent hearing aid experiences 
in the United States. J Am Acad Audiol, 24, 5–16.

Naidoo, N., & Khan, N. B. (2022). Analysis of barriers and facilitators 
to early hearing detection and intervention in KwaZulu-Natal, South 
Africa. S Afr J Commun Disord, 69, 1–12.

Norton, S., Gorga, M., Widen, J., Folsom, R., Sininger, Y., Cone-Wesson, 
B., Vohr, B., Mascher, K., Fletcher, K. (2000). Identification of neonatal 
hearing impairment: Evaluation of transient evoked otoacoustic emis-
sion, distortion product otoacoustic emission, and auditory brain stem 
response test performance. Ear Hear, 21, 508–528.

Oxford Centre for Evidence-Based Medicine. (2009). https://www.cebm.
ox.ac.uk/resources/levels-of-evidence/ocebm-levels-of-evidence

Palmer, S. B., Adelson, J. L., Crawford, B. F., Asher, M., Switalski, W. (2019). 
Newborn hearing screenings for babies born at home: Report from an ini-
tiative in Michigan. J Early Hearing Detection Intervention, 4, 36–42.

Phelan, J., & Link, B. (2015). Is racism a fundamental cause of inequalities 
in health? Ann Rev Sociol, 41, 311–330.

Pimperton, H., & Kennedy, C. R. (2012). The impact of early identifica-
tion of permanent childhood hearing impairment on speech and language 
outcomes. Arch Dis Child, 97, 648–653.

Pimperton, H., Blythe, H., Kreppner, J., Mahon, M., Peacock, J. L., Stevenson, 
J., Terlektsi, E., Worsfold, S., Yuen, H. M., Kennedy, C. R. (2016). The 
impact of universal newborn hearing screening on long-term literacy out-
comes: A Prospective cohort study. Arch Dis Child, 101, 9–15.

Prins, H. B., Peters, K. A., Sladen, D. P. (2021). Diagnostic infant ABR 
testing Via telehealth: A survey of professional opinions and current bar-
riers. J Early Hearing Detection Intervention, 6, 60–68.

Rao, A., Anderson, G., Zack, J. (2002). A collaborative early hearing detec-
tion and intervention program for five rural hospitals. Inter Pediatrics, 
17, 102–106.

Ravi, R., Gunjawate, D. R., Yerraguntla, K., Lewis, L. E., Driscoll, C., 
Rajashekhar, B. (2016). Follow-up in newborn hearing screening – A 
systematic review. Int J Pediatr Otorhinolaryngol, 90, 29–36.

Razak, A., Fard, D., Hubbell, R., Cohen, M., Hartman-Joshi, K., Levi, J. R. 
(2021). Loss to follow-up after newborn hearing screening: Analysis of risk 
factors at a Massachusetts urban safety-net hospital. Ear Hear, 42, 173–179.

Ritchie, J., & Spencer, L. (1994). Qualitative data analysis for applied pol-
icy research. In A. Bryman & R. G. Burgess (Eds.), Analyzing qualitative 
data (pp. 173–194). Routledge.

Roberts, D. (2013). Fatal Invention: How Science, Politics, and Big Business 
Re-Create Race in the Twenty-First Century. The New Press.

Roman, A. M., Gustin, S., Wagner, J. D. (2021). Evaluating Pennsylvania’s 
newborn hearing screening program. J Early Hear Detect Interv, 6, 
32–37.

Ross, D. S., & Visser, S. N. (2012). Pediatric primary care physicians’ prac-
tices regarding newborn hearing screening. J Prim Care Community 
Health, 3, 256–263.

Ruggiero, K., Pratt, P., Antonelli, R. (2019). Improving outcomes through 
care coordination: Measuring care coordination of nurse practitioners. J 
Am Assoc Nurse Pract, 31, 476–481.

Sanchez-Gomez, M. C., Dundon, K., Deng, X. (2019). Evaluating data qual-
ity of newborn hearing screening. J Early Hear Detect Interv, 4, 26–32.

Sapp, C., Stirn, J., O’Hollearn, T., Walker, E. A. (2021). Expanding the role 
of educational audiologists after a failed newborn hearing screening: A 
quality improvement study. Am J Audiol, 30, 631–641.

Sax, L., Razak, A., Shetty, K., Cohen, M., Levi, J. (2019). Readability of 
online patient education materials for parents after a failed newborn 
hearing screen. Int J Pediatr Otorhinolaryngol, 125, 168–174.

Seeliger, E. L., Martin, R. A., Gromoske, A. N., Harris, A. B. (2016). WIC 
participation as a risk factor for loss to follow-up in the Wisconsin EHDI 
system. J Early Hear Detect Interv, 1, 57–65.

Serre, D., & Paabo, S. P. (2004). Evidence for gradients of human genetic 
diversity within and among continents. Genome Res, 14, 1679–1685.

Shanker, A., Rojas-Ramirez, M. V., Jacobs, J. A., Shinn, J. B., Lester, C., Westgate, 
P. M., Bush, M. L. (2019). Assessment of factors involved in non-adherence 
to infant hearing diagnostic testing. J Early Hear Detect Interv, 4, 1–8.

Shulman, S., Besculides, M., Saltzman, A., Ireys, H., White, K. R., Forsman, 
I. (2010). Evaluation of the universal newborn hearing screening and 
intervention program. Pediatrics, 126, S19–S27.

Smith, B., Zhang, J., Pham, G. N., Pakanati, K., Raol, N., Ongkasuwan, J., 
Anne, S. (2019). Effects of socioeconomic status on children with hear-
ing loss. Int J Pediatr Otorhinolaryngol, 116, 114–117.

Social Determinants of Health–Healthy People 2030|health.gov. (n.d.). 
April 27, 2022. https://health.gov/healthypeople/priority-areas/
social-determinants-health

Soto, P., Ibieta, T., Peat, M., Berry, S. (2016). Using medicaid data to 
improve new-born hearing screening follow-up reporting: Results from a 
pilot study. J Healthcare Commun, 1, 13.

Spivak, L., Sokol, H., Auerbach, C., Gershkovich, S. (2009). Newborn hear-
ing screening follow-up: Factors affecting hearing aid fitting by 6 months 
of age. Am J Audiol, 18, 24–33.

Stich-Hennen, J. R., & Bargen, G. A. (2017). Implementing a two class 
system for monitoring risk indicators for delayed-onset hearing loss. J 
Early Hear Detect Interv, 2, 48–54.

Stuart, A. (2016). Infant diagnostic evaluation via teleaudiology follow-
ing newborn screening in Eastern North Carolina. J Early Hear Detect 
Interv, 1, 63–71.

Subbiah, K., Mason, C. A., Gaffney, M., Grosse, S. D. (2018). Progress in 
documented early identification and intervention for deaf and hard of 
hearing infants: CDC ’ s hearing screening and follow-up. J Early Hear 
Detect Interv, 3, 1–7.

Sutton, G. J., & Lightfoot, G. (2013). Guidance for Auditory Brainstem 
Response Testing in Babies, Version 2.1. London, United Kingdom: NHS 
Antenatal and Newborn Screening Programme Center.

Templeton, A. R. (2013). Biological races in humans. Stud Hist Philos Biol 
Biomed Sci, 44, 262–271.

Thomson, V., & Yoshinaga-Itano, C. (2018). The role of audiologists in 
assuring follow-up to outpatient screening in early hearing detection and 
intervention systems. Am J Audiol, 27, 283–293.

Tran, T., Ng, I., Choojitarom, T., Webb, J., Jumonville, W., Smith, M. J., 
Ibieta, T., Peat, M., Berry, S. (2016a). Late newborn hearing screening, 
late follow-up, and multiple follow-ups increase the risk of incomplete 
audiologic diagnosis evaluation. J Early Hear Detect Interv, 1, 49–55.

Tran, T., Wang, Y., Smith, M. J., Sharp, B., Ibieta, T., Webb, J., Jumonville, 
W., Peat, M., Berry, S. (2016b). Time trend and factors associated with late 
enrollment in early intervention among children with permanent hearing 
loss in Louisiana 2008-2013. J Early Hear Detect Interv, 1, 17–22.

Tran, T., Schindelar, L., Ibieta, T., Webb, J., Jumonville, W., Peat, M., Berry, 
S. (2017). Scheduling hearing appointments prior to hospital discharge 
improves follow-up after failed newborn screening. J Early Hear Detect 
Interv, 2, 24–29.

Vohr, B., Jodoin-Krauzyk, J., Tucker, R., Johnson, M. J., Topol, D., 
Ahlgren, M. (2008). Early language outcomes of early-identified infants 
with permanent hearing loss at 12 to 16 months of age. Pediatrics, 122, 
535–544.

Walker, E., Ward, C., Oleson, J., Sapp, C., McCreery, R., Tomblin, J., 
Moeller, M. P. (2022). Language growth in children with mild to severe 
hearing loss who received early intervention by 3 months or 6 months of 
age. J Early Hear Detect Interv, 7, 1–10.

Ward, A. C., Hunting, V., Behl, D. D. (2019). Supporting families of a deaf 
or hard of hearing child: Key findings from a national needs assessment. 
J Early Hear Detect Interv, 4, 6.

Waterworth, C. J., Marella, M., O’Donovan, J., Bright, T., Dowell, R., 
Bhutta, M. F. (2022). Barriers to access to ear and hearing care services 
in low- and middle- income countries: A scoping review. Global Public 
Health, 1–25.

Williams, T. R., Alam, S., Gaffney, M.; Centers for Disease Control and 
Prevention (CDC)Centers for Disease Control and Prevention (CDC). 
(2015). Progress in identifying infants with hearing loss—United States, 
2006-2012. MMWR Morb Mortal Wkly Rep, 64, 351–356.

Windmill, S., & Windmill, I. M. (2006). The status of diagnostic testing 
following referral from universal newborn hearing screening. J Am Acad 
Audiol, 17, 367–78;quiz 379.

D
ow

nloaded from
 http://journals.lw

w
.com

/ear-hearing by B
hD

M
f5eP

H
K

av1zE
oum

1tQ
fN

4a+
kJLhE

Z
gbsIH

o4X
M

i0hC
yw

C
X

1A
W

nY
Q

p/IlQ
rH

D
3i3D

0O
dR

yi7T
vS

F
l4C

f3V
C

4/O
A

V
pD

D
a8K

2+
Y

a6H
515kE

=
 on 12/30/2024

https://www.cebm.ox.ac.uk/resources/levels-of-evidence/ocebm-levels-of-evidence
https://www.cebm.ox.ac.uk/resources/levels-of-evidence/ocebm-levels-of-evidence
https://health.gov/healthypeople/priority-areas/social-determinants-health
https://health.gov/healthypeople/priority-areas/social-determinants-health


Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

	 Findlen et al. / EAR & HEARING, VOL. 44, NO. 3, 448–459	 459

World Health Organization. (2021). Hearing Screening: Considerations for 
Implementation. Geneva. License: CC CY-NC-SA 3.0 IGO.

Yoshinaga-Itano, C., Sedey, A. L., Wiggin, M., Chung, W. (2017). Early 
hearing detection and vocabulary of children with hearing loss. 
Pediatrics, 140, e20162964.

Yoshinaga-Itano, C., Sedey, A. L., Wiggin, M., Mason, C. A. (2018). 
Language outcomes improved through early hearing detection and ear-
lier cochlear implantation. Otol Neurotol, 39, 1256–1263.

Yudell, M., Roberts, D., DeSalle, R., Tishkoff, S. (2016). Taking race out of 
human genetics. Science, 351, 564–565.

Zeitlin, W., Auerbach, C., Mason, S. E., Spivak, L. G., Reiter, B. (2017). 
Factors related to not following up with recommended testing in the diag-
nosis of newborn hearing loss. Health Social Work, 42, 24–31.

Zeitlin, W., Auerbach, C., Mason, S., Spivak, L., Erdman, A. (2019). Factors 
predicating loss to follow-up with rescreening in early hearing detection 
and intervention programs. Families Soc, 100, 213–223.

Zeitlin, W., McInerney, M., Aveni, K., Scheperle, R., Chontow, K. (2021). 
Better late than never? Maternal biopsychosocial predictors of late fol-
low-up from New Jersey’s early hearing detection and intervention pro-
gram. Int J Pediatr Otorhinolaryngol, 145, 110708.

D
ow

nloaded from
 http://journals.lw

w
.com

/ear-hearing by B
hD

M
f5eP

H
K

av1zE
oum

1tQ
fN

4a+
kJLhE

Z
gbsIH

o4X
M

i0hC
yw

C
X

1A
W

nY
Q

p/IlQ
rH

D
3i3D

0O
dR

yi7T
vS

F
l4C

f3V
C

4/O
A

V
pD

D
a8K

2+
Y

a6H
515kE

=
 on 12/30/2024


