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Hearing loss and impairment is a common, yet often under-reported, health issue
impacting approximately 15% of adults globally (2011)" and 17% of adults (36 million) in the
United States (U.S.; 2010).> Further hearing loss contributes to morbidity and mortality and may
impact employment, work performance, and significantly impact quality of life.” Early diagnosis
as well as prevention and management interventions can reduce hearing loss.'

Despite the demonstrated impact of hearing loss and impairment and some exploration of
this issue in developing countries,*>*” limited data are available on hearing loss and conditions
that may lead to hearing loss in the refugee population. The age standardized prevalence of
hearing loss in adults by country and age cut offs consists of the following: Nepal (15.3% in 26+
years; 8.7% in 41+ years),” Myanmar (8.6% in 41+ years),” Thailand (11.6% in 41+ years),” and
Iraqi refugees resettled in the U.S. (6.3% non-standardized prevalence in 19+ years).® Moreover,
existing studies on hearing loss and impairment are challenging to evaluate since there are
differences in definitions, criteria, and age ranges as well as incomplete data.” Notably, however,
a higher prevalence of chronic suppurative otitis media and cholesteatoma, which may lead to
hearing impairment and loss, was identified in adult refugees than the general Australian
population.” A history of torture has also been associated with decreased hearing when methods
such as teléfono or loud music are used.'” Specifically in the Nepalese adolescents and young
adults, hearing loss was reduced after high dose administration of Vitamin A three times a year
during childhood."' Hearing Project Nepal is a clinic in Nepal that both completes hearing
screens and fits people for hearing aids.'” Despite the great work that Hearing Project Nepal and
other organizations are doing, many people, including refugees, are still not assessed for hearing

loss or fit for hearing aids when needed.



To better understand the epidemiology of hearing loss and impairment among refugees
resettled in the U.S., we identified all adult refugees with a documented diagnosis of hearing loss
or hearing impairment among those refugees who received care from providers in the
Department of Family and Community Medicine (DFCM) at Thomas Jefferson University (TJU)
between 2007 and 2014. This data is stored in the Center for Refugee Health (CRH) Patient
Registry, which contains demographic, clinical diagnosis, laboratory, treatment, and utilization
data from over 1,000 adult and pediatric refugees. Fifty-seven (57) of the 872 (7%) adult
refugees (mean age = 54 years) had documentation of hearing loss. The CRH data most likely
represents an undercount of the patients with written documentation of hearing loss as data is
still being abstracted. Further, discussions with clinicians revealed that specific evaluation of
hearing limitation or loss are not universally conducted or documented. Table 1 displays the
demographics related to the refugees with hearing loss and impairment, including gender,
primary language, camp of departure, and year of arrival. Figure 1 displays the number of
refugees with hearing loss and impairment by age range for each primary language; Burmese
consists of Chin/Karen languages.

While 57 individuals with hearing loss were identified, a smaller subset would likely
benefit from assistive hearing devices. Previous research has shown that about 20% of those with
hearing loss in developing countries would benefit from a hearing aid; although only 10% of
those that would benefit actually have hearing aids.' Unfortunately, the high cost and limited
coverage for such devices under most insurance plans accessible to refugees in the U.S. was
prohibitive.

Once the barrier to accessing hearing aids was identified, the resettlement agency health

liaison working with clinic personnel approached the Starkey Hearing Foundation and



successfully obtained commitments to provide hearing aids for significantly reduced costs. This
cooperative model — (1) problem identification, (2) problem evaluation, and (3) collaborative
problem solving — may be utilized for other conditions to assist in efforts to advocate for

refugees as well as other vulnerable populations.

Case Study

ST arrived in Philadelphia from Nepal in 2012 with his wife and three-year old son.
Despite being in his early 30’s, ST had significant hearing loss due to chronic infections and lack
of medical care in the Bhutanese refugee camps. This provided significant barriers to
communication because case managers and physicians had to use telephonic interpretation to
communicate with ST’s wife, who would then relay the information to ST so that he could lip-
read it. This was also problematic in terms of employment. On arrival, ST was excited about
pursuing employment in order to provide for his wife and child, but was having trouble securing
a position because of his inability to communicate with employers. However, within three
months of arrival ST had been evaluated by an otolaryngologist who concluded that he would
benefit from a hearing aid. Unfortunately, ST was initially unable to obtain the needed assistive
device due to cost (approximately $1,000), as hearing aids were not covered under his insurance
plan. Resettlement case workers assisted ST in applying for a discounted hearing aid through the
Hear Now program of the Starkey Hearing Foundation. Six months later, ST received his hearing

aid and was able to begin pursuing employment.
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Table 1

Adult refugee patients seen at JFMA between 2007 - 2014 with hearing loss and impairment

Total (%) Hearing Loss and Impairment (%)
(n=2872) (n=157)
Male 53 44
Primary Language
Arabic 29 16
Chin 3 <2
Karen 7 <2
Nepali 36 74
Tigrinya 6 <2
Other <1 5
Camp of Departure
IOM Addis Ababa <1 <2
IOM Kuala Lumpur 10 4
IOM Mae Sot 7 <2
IOM Damak 34 68
IOM Shire 6 9
Not documented or 28 16
processed through a camp
Year of Arrival
2008 4 <2
2009 7 11
2010 15 12
2011 23 12
2012 25 32

2013 26 32
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Figure 1. Number of refugees at Jefferson with hearing loss/impairment by age range and
primary language (n = 57) compared to the U.S. population

*Kochkin S. (2005). Prevalence of hearing loss. Better Hearing Institute.
http://old.betterhearing.org/hearing_loss/prevalence of hearing loss/index.cfm Accessed May 12, 2014
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