Referring adults for cochlear
implant candidacy assessment
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Does hearing loss affect cognition?
Yes, untreated hearing loss has been linked to faster memory loss and changes in thinking and focus.™

e Untreated severe hearing loss can increase the risk of memory and thinking problems by as much as
five times.®

e The more severe your client’s hearing loss, the higher their risk of memory and thinking problems is.**

Acting early can help protect memory, focus and thinking skills and improve your client’s quality of life.5®

What other impact does hearing loss have on everyday life beyond sound?
Hearing loss can affect many aspects of a person’s physical, social and emotional wellbeing.

e Balance and falls: Hearing loss has been shown to impact movement, mobility, balance and is
associated with higher risk of falls.”® A study suggested that every 10dB increase in hearing loss
increased the odds of a fall by 1.4-fold."

e Social connection: Hearing loss is associated with social isolation and loneliness."?
e Mental health: Hearing loss is strongly associated with mental health impact™ in adults.

e Employment: Untreated severe hearing loss increases risk of unemployment by up to 2x.'

How can (Quality of Life) QOL improve in adults with a cochlear implant?

Adults with hearing loss can be substantially affected by social isolation, loneliness, and depression;
evidence suggests that treatment of hearing loss with a cochlear implant can lead to improvement in these
aspects of well-being and mental health."”

e One study found that people implanted at an age older than 70 years perceive a greater improvement
in QOL than the younger, under 55s group.'®

e Another study showed that 83% of recipients reported a statistically significant improvement in QOL
after receiving a cochlear implant.”

Why is it important to start the conversation about cochlear implants early?

10% of adults who could benefit from a cochlear implant have one?° By raising the topic of cochlear
implants as soon as it is appropriate, you can help to ensure that your clients understand their options early
in their hearing journey, so they have timely access to a cochlear implant candidacy assessment.

Earlier intervention leads to better outcomes for people who meet candidacy for a cochlear implant.”

When should the option of a cochlear implant be considered for my client?

If your client meets any of the 60/70 referral criteria in either ear, a referral for a cochlear implant
evaluation should be strongly considered to determine candidacy, earlier rather than later.?"

e Client has severe to profound hearing loss and experiences any of the following key functional
indicators while using hearing aids

Limited benefit from hearing aids
Missing half or more of conversations
Difficulty hearing on the phone
Relying on lip-reading
Expressed interest in alternative hearing loss treatment options

e Pure tone average (500 Hz, 1 kHz, 2 kHz) greater than or equal to 60 dB HL

e Unaided phoneme score less than or equal to 70%

For frequently asked questions about these guidelines, go to section.



What is a cochlear implant and how does it work?

A cochlear implant consists of an external component — the sound processor, and an internal component
— the cochlear implant.

Sounds are picked up by the sound processor, which converts the signals to digital code and then
transmits to the implant, which sits just under the skin.

The implant then converts the code into electrical signals and sends them down to the electrode array
within the cochlea. These electrical signals stimulate the nerve fibres of the cochlea which are then
interpreted as sounds by the brain.

Learn more about how cochlear implants work in this short video:

What is the difference between a hearing aid and a cochlear implant?

While hearing aids mostly make sounds louder, cochlear implants bypass the damaged part of the ear and
stimulate the hearing nerve directly. This enables audibility right across the speech frequency range at
soft levels.

For many people with moderately-severe to profound sensorineural hearing loss, hearing aids may be at
the limit of what they can provide in terms of speech understanding and everyday communication.

What hearing improvements can people expect with a cochlear implant?

For people who meet the candidacy criteria, cochlear implants can significantly improve speech
recognition in both quiet and moderate noise, and these gains in speech recognition are likely to remain
stable over time.?

Studies show:

e Adults with cochlear implants could understand sentences eight times better than they could
previously with their hearing aids."2?

o A study found that 96% of participants displayed improved word recognition scores after cochlear
implantation compared to before implantion.”

e Another study showed that approximately 82% of clients with post-lingual hearing loss had improved
speech perception performance by 15 or more percentage points in the implanted ear.?®

What functional hearing improvements can people expect with a bimodal
solution?

Bimodal solutions have many benefits such as improved sound quality, localisation, and speech
understanding, especially in noise.?*

In a study of adults using a cochlear implant in one ear, and a hearing aid in the other?*:

e Bilateral hearing aid users had 10 times greater hearing satisfaction after receiving one cochlear
implant and continuing to use a hearing aid in the opposite ear. 95% of participants were satisfied or
very satisfied with their hearing performance compared to 9% when they used two hearing aids.

e 71% of participants were satisfied or very satisfied when hearing on the phone, compared to 6%
when they used two hearing aids.

e 58% of participants were satisfied or very satisfied when hearing in background noise, compared to
2% when they used two hearing aids.
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What happens at a cochlear implant candidacy assessment?

A cochlear implant candidacy assessment involves a multidisciplinary team, including a cochlear implant
audiologist, a cochlear implant surgeon, and any other medical or psycho-social professionals required.

There are two main components to the cochlear implant candidacy assessment:

e Audiological: The goal of the audiological component is to use aided speech testing to determine
the likelihood that an individual will have a better outcome with a cochlear implant than they
currently achieve with their optimised hearing aid.

e Surgical: The surgical component involves imaging of the cochlea and surrounding anatomy, as
well as consultation with a cochlear implant surgeon. The surgeon is responsible for reviewing
the audiological and vestibular results, assessing whether the client is medically fit to undergo the
surgery, and counselling on all aspects of the surgery.

After testing is complete, the multidisciplinary cochlear implant team will provide counselling on the
likelihood that the client will achieve their hearing goals with a cochlear implant. If the client is not
deemed a cochlear implant candidate, or decides not to proceed, they should be scheduled for a
follow-up assessment in 1-2 years.

What do hearing health professionals need to know about cochlear implant
surgery?

Cochlear implant surgery is a minimally invasive procedure, that takes about two hours and is usually
performed under general anaesthetic.

Most people either have day surgery and go home that night or stay just one night in hospital. Generally,
there is very little discomfort after the operation and if needed, most find over-the-counter pain relief
sufficient.

Are cochlear implants only for people with bilateral severe to profound
hearing loss?

Initially, cochlear implants were only recommended for adults with bilateral severe to profound loss.
As cochlear implant technology and hearing outcomes have improved, the indications for cochlear
implantation have expanded to include people with a pure-tone average loss of moderately severe to
profound hearing loss* in at least one ear.

Studies have shown:

e Adults with severe hearing loss have significantly better cochlear implant outcomes compared with
adults with profound hearing loss.2®

e Better pre-operative maximum word recognition scores are associated with better speech
perception with a cochlear implant.2¢

What are the expected outcomes of a cochlear implant for SSD?

Cochlear implants are recognised as an effective treatment for SSD. The amount of clinical evidence
is growing, demonstrating a significant benefit for adults and children with SSD when using a cochlear
implant, compared to hearing with only one ear.

Cochlear implant recipients with SSD are likely to experience improvements in the following areas:
e Speech understanding in quiet and noise*”
e Sound localisation?”
e Tinnitus reduction?®2°

e Improvements in QOL3°



What about people who have been experiencing hearing loss for a very long
time?

While earlier implantation is associated with better outcomes', long durations of hearing loss do not
rule out potential benefit of cochlear implants. Evidence shows that adults who receive an implant in an

ear that was previously unaided for more than 15 years have been shown to experience improvements
in speech recognition."”

Is my client too old to be considered for a cochlear implant?

Age alone should never be a limiting factor to cochlear implant candidacy, as positive speech
recognition and QOL outcomes are experienced by older adults as well as younger adults.”

There is no upper age limit. Evidence suggests that people implanted older than 70 years of age
perceive a greater improvement in QOL than their younger counterparts.'

The multidisciplinary cochlear implant team will ensure that the individual is fit for surgery, be able to
attend the follow-up appointments, and be able to manage the sound processor.

How do | counsel clients who value their low frequency hearing about
cochlear implants?

Let your client know that a cochlear implant candidacy assessment will help them understand all their
options. A multidisciplinary team including a cochlear implant audiologist and cochlear implant surgeon
will evaluate how much functional value the low frequency hearing is providing, and discuss possible
outcomes.

It is critical to know:

e 82% of clients with post-lingual hearing loss have significantly improved speech perception in the
implanted ear.s

e There have been many advances in electrode arrays and surgical techniques that help preserve
hearing structures.®32

e When functional hearing is retained post-operatively, the client has the option of using a hybrid
sound processor, which enables them to receive a mix of acoustic and electrical stimulation.

Should people continue to wear a hearing aid on contralateral ear once they
have a cochlear implant?

For people with bilateral hearing loss, it is recommended that they continue to wear the hearing aid in
their contralateral ear, to achieve the best possible speech recognition and QOL outcomes."”

Bimodal hearing has many benefits such as sound quality, localisation, and improved speech
understanding, especially in noise.?*

Individuals often report that while wearing both the hearing aid and the cochlear implant together, they
enjoy an increased naturalness of sound.”

For people who are candidates for bilateral implantation, receiving a second cochlear implant may
provide better outcomes than using a hearing aid on the opposite ear.?*

What are the funding options for adult cochlear implantation in Australia?

The cochlear implant clinic or the Cochlear’ Engagement Team will help your client understand all the
options when they have their cochlear implant candidacy assessment. In Australia, there are a variety
of funding options:

e Private health (hospital) insurance may cover up to 100% of costs associated with the devices.
Coverage of the surgical procedure and any hospital costs will depend on the level of insurance.**

e State governments provide funding for cochlear implants for adults. The number funded each
year varies state by state. There are no costs for the client for the procedure or aftercare.**

e Department of Veterans’ Affairs (DVA) may provide 100% of the costs associated with devices,
the procedure, and aftercare.**

o
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How are the 60/70 referral guidelines different from the 60/60 referral
guidelines?

The 60/60 adult referral guidelines (greater than or equal to 60 dB HL pure tone average and less than
or equal to 60% aided speech score) in Australia was developed using a combination of the original
USA-based?®* referral guidelines and local Australian Cl candidacy criteria and practices® .

The 60/70 guidelines introduce unaided speech testing which is routinely measured in Australian
audiological practice and combined with greater than or equal to 60dB pure tone average showed
strong sensitivity and specificity for Cl candidacy in Australia®.

The introduction of the less than or equal to 70% guideline for unaided speech testing replaces the less
than or equal to 60% aided speech score from the original screening tool.

60/60 referral guidelines 60/70 referral guidelines

Pure tone average greater than or equal to 60 dB Pure tone average greater than or equal to 60 dB

Less than or equal to 70% speech unaided speech (phoneme)

Less than or equal to 60% aided speech (phoneme) (best phoneme score, AB words under headphones)®¢

Speech test type (unaided testing via headphones) more

Speech test type (aided testing) less widely available widely available

Why 60/70?

60/70 is based on Australian evidence (1,141 cases reviewed) and as included in the ANZ Living
Guidelines. It has demonstrated strong sensitivity so that the most appropriate candidates are
identified.®® It has also demonstrated strong specificity which helps avoid unnecessary referrals.®¢

Also, it uses unaided speech testing, which is routine, accessible and less influenced by hearing aid
variability.®

What if | don’t have access to speech perception scores?

Presence of any difficulties in daily interactions and/or pure tone average (0.5, 1, 2 kHz) 2 60 dB HL is
still an indication that referral for Cl evaluation is warranted.*® Unaided phoneme scores < 70% adds
extra reassurance when making the referral.® If your client is struggling with their hearing aid(s), a
referral is still warranted.3¢

What is the clinical value in the 60/70 referral guidelines?
e Supports earlier referral (before prolonged decline)
e May reduce uncertainty around “when to refer”
e Aligns practice with current Australian candidacy patterns

e Enables evidence-based discussions with clients



Does referral under the 60/70 referral guidelines mean the client is an implant
candidate?

No. The guideline is a screening tool for referral, not a candidacy decision.
Referral triggers a specialist Cl evaluation, which considers:

e Aided performance

e Functional communication needs

e Medical and surgical factors

Clients referred under 60/70 can benefit from reassurance, optimisation of hearing aids, or future
planning, even if implantation is not an immediate recommendation.

How do | use the 60/70 referral guidelines in practice?
e Use as a screening tool
e Combine with clinical judgement
o Act earlier rather than later

Speech scores provide extra confidence when available, however access to these should not be a barrier
to referring.

E . 'E To help your client explore hearing options or find a
" cochlear implant evaluation centre, refer them to the

T
' "i&f Cochlear Engagement Team
: hearinghelp@cochlear.com
S 1800 875 212
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