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foreword
I am delighted to be asked to write a 
foreword for this booklet.

In 2015 I started my term as President 
of ENT UK.  I was conscious of the 
large number of surgical members who 
put a great deal of time and effort into 
providing help to patients and doctors 
around the world.  The Trustees agreed 
with me that we should try to support 
this centrally and allocated a small sum 
of ENT UK funds to kick start the process.

In December 2015 Brian Bingham and 
I interviewed a number of applicants 
for our new Global Health group.  We 
were completely bowled over by the 
enthusiasm and brain power of so many 
people and asked many of them to join 
a committee under the leadership of 
Robin Youngs; the Chairmanship has 
subsequently been taken over by Vijay 
Potula.

Since then this group has held 
conferences and helped to select 
scholarships for BACO 2018. They are 
now publishing this guide outlining what 
ENT UK can do to help.  It is a tribute to 
the group that they continue to flourish 
and I hope all those who read this will be 
inspired to make their own contribution.

Tony Narula MA FRCS FRCS Ed
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Brian Bingham, 
President ENT UK

foreword
ENT UK Global Health was created 
3 years ago. This is the humanitarian 
arm of ENT UK (British Association of 
Otolaryngologists) and is the natural 
home for all British ENT surgeons who 
wish to either deliver these services or 
to raise funds for this undertaking. The 
objective of ENT UK Global Health is 
to create ENT services and provide 
training where none exist, in low and 
middle-income countries. 

Your support, in any form, of Global 
Health ENT UK is much appreciated. 
Fund raising for Global Health ENT 
UK will create the financial backing for 
our ambitions. Providing educational 
support and developing links to 
individual countries and institutions will 
be required as this project develops.
 
"The Essential Guide of ENT products" 
is not only to promote the companies 
among the ENT fraternity of the United 
Kingdom but also to encourage those 
companies to be our partners and 
supporters in fulfilling our objective – 
“Help those countries and people who 
can't help themselves”.
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foreword
It is a real honour to be asked to write a 
foreword for the ENT UK Global Health 
booklet.

We are privileged in society that many of 
us work for the betterment of humanity. 
This is indeed a mark of civilization when 
we work together for the common good. 

3 things set us human beings apart. Life-
long learning, working towards a calling 
and the concept of giving back for the 
benefit of others who are less privileged. 

ENT UK as a charity exists for the 
improvement of the quality of service 
our members provide for our patients. 
In doing this, education and inspiring 
the next generation are cornerstones.

The Global Health Committee 
epitomizes this in providing a collective 
pool of ENT UK members who work in 
the UK and internationally to improve 
the quality of care for patients all over 
the world and in doing so improves 
international links that ENT UK has with 
the commonwealth and the rest of the 
world.

As President elect, ENT UK I am happy 
to welcome this first edition and strongly 
support the efforts of the committee 
and all our members in the work they 
do. May they continue to build on the 
good work in the years to come. 

Professor B Nirmal Kumar,
President Elect, ENT UK 
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profiles
ENT UK Global Health Committee

Vijay Pothula – Chairman
I was appointed as a consultant ENT 
and Head and Neck Surgeon in 2001 
and work at WWL and Manchester 
Foundation Trust sites. I have a keen 
interest in humanitarian work and have 
conceived, designed and started the 
Shravana project in Hyderabad, India in 
2006. I have assumed the chairmanship 
of ENTUK Global Health in 2018. It is our 
endeavour, in collaboration with British 
Society of Audiolgy, British Charities, 
Professionals and Industry, would like 
to help countries where people have 
no recourse to any help when affected 
with deafness or any ENT disorders. We 
intend to help create services and train 
their ENT, audiology professionals and 
make them self-sufficient. 

Nicholas Eynon-Lewis – Vice Chairman
Nick is a Consultant ENT surgeon at 
Bart's Healthcare NHS Trust. He has 
had a longstanding interest in overseas 
medicine. He spent a year in Cape 
Town on a TWJ fellowship and has been 
involved in various ENT projects in 
Africa. He is the lead for undergraduate 
education at Bart's and organises 
and lectures on various postgraduate 
courses. He is the Vice Chair of the 
Global Health Committee
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Robin Youngs MD FRCS
Robin is an ENT Consultant Surgeon in 
Gloucestershire who has an interest in the treatment 
of deafness.  He has been involved with deafness in 
developing countries for 25 years and is a Director 
of The Britain Nepal Otology Service.  In addition, 
he established the Mandalay School for the Deaf 
Charity, which supports deaf children in Myanmar. 
He has close connections with ENT surgeons in 
Myanmar and Nepal, having organized numerous 
educational activities. 
He was the first Lead for Global Health for ENTUK and is a Past President of the 
Otology Section of The Royal Society of Medicine.  He is also Emeritus Editor of The 
Journal of Laryngology and Otology, an international publication. His MD degree 
from the University of London was awarded for research into chronic ear disease.  
He has a Postgraduate Certificate in Global Health Policy from the London School 
of Hygiene and Tropical Medicine.

Mr. Sanjiv Kumar MS, DM, FRCSI, FRCS (Glasg), 
FRCS(ORL-HNS)
I have been a consultant at University Hospital of 
North Midlands NHS trust since 2012, where I 
specialise in adult and paediatric otology and have 
been active role in education and training.  I am 
interested in global health and equality of access 
to medical care and training across the world. I 
have been involved in humanitarian care doing ear 
camps in Uganda. I have been active in setting up 
and teaching primary care ENT to clinical officers 
in Uganda. As a member of the ENT UK’s Global 

committee, I am keen on co-ordinating and helping global charity work undertaken 
by UK surgeons abroad.

Andrew Robson
Andrew Robson is an ENT consultant in Cumberland, UK, 
specialising in head and neck surgery. He was chairman 
of the SAC in Otolaryngology from 2013 to 2016 and is 
currently Director of Education for ENT UK. He is a past 
examiner for the intercollegiate exam and is an examiner 
assessor. 
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Mr Matthew Clark Consultant Otologist, 
Gloucestershire Royal Hospital and Education 
& Training lead for ENT UKs Global Health 
Committee
Matthew was a trainee in Oxford before 
undertaking a fellowship in Otology & Neurotology 
in Vancouver, Canada. He was appointed as an 
Otologist in Gloucester in 2009 where he is a lead 
in training and education. This role now extends to 
ENT UKs Global Health Committee. He has worked 
in Nepal and Uganda on ear camps and courses, 
whilst also helping to establish and mentor a post-
CCT fellowship programme in Cambodia. Research 
includes the development of an ear surgery 
simulator designed for low-resource settings and he is currently co-authoring a 
guide on delivering and developing Otology in remote or resource-poor countries.

Mr Sanjay Verma  MB, BCh, MA, FRCS(ORL-HNS), 
PhD (Cantab)
Mr Sanjay Verma is an experienced Consultant ENT 
surgeon at the Leeds Teaching Hospitals NHS Trust and 
Nuffield Leeds Hospital, where he has a dedicated adult 
and children’s ENT practise.  He specialises in ear, nose 
and sinus problems.  Over the last decade he has been 
instrumental in developing laser ear surgery, endoscopic 
sinus surgery and coblation tonsillectomy techniques in 
the region.

Cheka Spencer
Cheka is currently a senior ENT trainee. His training 
has taken him from London to the West Midlands. 
His interest in teaching led to an award by the Higher 
Education Academy. He has garnered experience of 
andragogy in both undergraduate and postgraduate 
settings. He is committed to humanitarianism and 
has developed many links around the world. He 
has participated in ear camps in South Africa. He is 
keen to develop further activities around the world in 
particular Sierra Leone, his ancestral home.

profiles
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Ms. Kate Stephenson FRCS ORL-HNS(Eng.), 
FC ORL (SA), MMed Consultant Paediatric 
Otorhinolaryngologist, Head and Neck 
Surgeon Birmingham Children’s Hospital
Kate is a Paediatric Otorhinolaryngologist at Birmingham 
Children’s Hospital. Her interests include paediatric 
head and neck, airway and voice. She trained in both 
the UK and South Africa and completed a fellowship at 
Great Ormond Street Hospital.
Kate is the Networking Chairperson for the Young 
Otolaryngologists of IFOS and has reviewed for a 

number of ENT journals. She has also created Open Access educational materials 
in collaboration with the University of Cape Town. Kate is currently developing a 
global health section for the ENT UK e-lefENT website with Maha Khan.

Ms Maha Khan
Maha currently trains in Manchester. Her 
clinical interests are neurotology and skull 
base surgery, and translational and applied 
research. She has raised funds for and 
volunteered with ENT charities in both the UK 
and abroad, and has an interest in the diagnosis 
and management of paediatric hearing loss in 
a Global Health setting. Maha is a member 
of the ENT-INTEGRATE committee, and 
President of the North West Trainee Research 
Collaborative. She works to promote research and Global Health to students and 
Foundation doctors through her work with the ENT-UK’s Student & Foundation 
Doctors in Otolaryngology group. She lives in Cheshire with her husband and baby 
boy, and when not working, is happiest outdoors.

David Strachan FRCS (Eng) FRCS (ORL), Dip 
HSM
Mr Strachan is a Consultant Ear Nose & Throat 
Surgeon with a special interest in Otology and 
Rhinology.  He was appointed as a Consultant 
ENT Surgeon at Bradford Royal Infirmary in 
February 2000 and prior to that had trained in 
the Yorkshire Regional Rotation with 2 specialist 
training fellowships in France (Bordeaux, 
Cannes & Nancy).  Mr Strachan is one of the 
regional Cochlear Implant surgeons working in 
the Yorkshire Auditory Implant Centre. He has 

presented his experience at meetings all over the world and publishes regularly in 
peer reviewed journals. In the last 3 years he has helped develop otology services 
in Malawi (7th poorest country in the world) including, with charitable support, a 
cochlear implant programme. He also plays golf regularly and harmonica in a blues 
band!



ENT UK GLOBAL HEALTH 201816
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Rigid endoscopy, flexible endoscopy, 3D endoscopy

Omni Plus/OSM200
Incorporating everything needed to fully 
concentrate on the procedure at hand.

For better results. Everyday

With its compact, flexible and robust 
design, the OSM200 stand is suited for 
any size operating room.

Technical Data
Magification 5 Step Apochromatic 

magnification changer 
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Focus Fine focus objective lens

Main Lens f=250mm. Apochromatic

Illumination 60watt LED (5500K)  
12v 150 Halogen bulb

Binocular f=170mm,
10x straight binocular

Balancing Mechanical

Asepsis Drapes, sterilizable caps

Video 4K Recording and still 
image capture

Accessories “Endo Wedge” for 
use in Endodontics. 
Video Remote, 1-180 
inclineable Binocular. 
Variable objective lens 
207mm-407mm

Prescott’s Surgical, Ltd. Is your local
choice for Top Quality microscopes  

and Expert Service

Contacts:
Corey Shellenberger, Sales Director, 07710 083518

Patrick Ream, South Manager, 07702 104599
Brendan Starr, North Manager, 07801 593380

www.surgicalmicroscopes.com
prescott@surgicalmicroscopes.com
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Service
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BONE ANCHORED HEARING SYSTEM

Hearing starts with the brain. That’s why Ponto 3 sound 
processors are designed to support your brain’s cognitive 
processes to take the effort out of listening. Its increased 
power opens up more sounds while the new FreeFocus 
feature lets you enjoy 15% improved speech understanding 
in most situations.* Whichever Ponto 3 you choose, you can 
be sure it provides the power you need in a discreet form. 

Ask for a trial of the new Ponto 3!

More power with Ponto 3

WORLD’S

FIRST

Ponto 3
45 dB HL

Ponto 3 Power
55 dB HL

Ponto 3 SuperPower
65 dB HL

*FreeFocus feature test report (2016), Oticon Medical report no 34425-00

www.oticonmedical.com

See the new Ponto 3 video.
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Surgical

Safe, Tubeless Jet Ventilation  
In Surgery Or ICU

HF jets     Excellent Oxygenation
NF Jets     Essential CO2 removal

The result is Laser-Safe, Monitored  
Ventilation through an endoscope, et-tube,  

LMA,  cannula,  catheter or needle for  
patients from 1 – 200Kg without time-limit

Contact CLS Surgical on:
info@cls-surgical.com
+44 (0)151 733 1900

Manufactured by Carl Reiner & exclusively  
distributed in the U.K by CLS Surgical

ICU

Thoracic Surgery 

 ENT +/- Laser

Pulmonology 

(ARDS and Trauma)

(and Ablation, 
Lithotripsy)

(and OMF)

(Therapeutic and 
Diagnostic) 

This set allows voice prosthesis insertion immediately after creating the 
tracheoesophageal (TE) puncture. The sterile kit is already loaded with 
a voice prothesis for easy insertion.

Insertion is made in three steps – Protect, Puncture and Place.

Protect – The transparent pharynx protector (intended for primary 
puncture only) protects the pharyngeal walls.

Puncture – The puncture needle is angled for a better perpendicular 
puncture and is used to introduce the GuideWire through the puncture 
site. 

Place – The TE puncture is gradually dilated when the dilator, attached 
to the GuideWire is pulled through. The voice prosthesis thereafter 
slides gently into position, with automatic folding flange there is no 
need for visual inspection.

For primary and secondary placement of the Provox® Vega™ voice prosthesis.

At Atos Medical, we are committed to giving a voice to people who breathe through a stoma, with design solutions and technologies built on decades of experience and a 
deep understanding of our users.
www.atosmedical.co.uk 

If you would like to learn more about the Provox® Vega™ Puncture Set contact your regional representative:

North
Beverley Hartshorne
Beverley.Hartshorne@atosmedical.com  07595 195016

South
Fatima Venter
Fatima.Venter@atosmedical.com 07990 511 328
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The ‘stats’ are intimidating! Malawi 
is the World’s 8th poorest country 

and half the population of 16 million live 
below the poverty line; 1 in 8 children 
die before the age of five. Due to 
common infective diseases, including 
ear infections, the population is twice 
as likely as those in Europe to be born 
with, or develop, hearing loss. Access 
to healthcare, particularly in the more 
rural areas, means the actual numbers 
of children (and adults) with hearing loss 
are unknown. For those diagnosed only 
very limited spaces at schools for the 
deaf are available for children born with 
severe to profound losses and there is 
very little, if any, support in schools for 
those children deafened post-lingually 
so many never continue in education.

The Progress

Despite the major issues facing those 
hoping to treat childhood deafness 
it is worth looking at what has been 
achieved. Ten years ago, there was 
virtually no audiology facilities for even 
basic hearing tests in the whole of the 
country and there were no ENT facilities 
or trained ENT clinicians. Dr Wakisa 
Mulwafu, who was in the first group 
of medical undergraduates from the 
University of Malawi, undertook his ENT 
training in Cape Town and returned to 
Malawi in 2007 He has overseen, with 
the support of a number of charities  
and individuals, significant changes that 
have benefited those children with ear 
disease and hearing loss.   

Managing 
Childhood 

Hearing Loss 
& Ear Disease 

in Malawi 
David Strachan, ENT Consultant, Bradford Royal Infirmary
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The Current Situation
 
There are two high quality audiology 
units in Blantyre (the financial hub) and 
Lilongwe (the capital city) staffed by 
trained Malawian audiologists with an 
ongoing Audiology BSc course based 
in Malawi training further staff. These 
units assess patients and fit hearing aids 
and are also implementing a targeted 
neonatal screening programme.

There are now 2 ENT Consultants and 
3 ENT Registrars currently in training 
with 39 ENT trained Clinical Officers 
(COs) who have undergone an 18 
month training programme. Most of 
the Clinical Officers, once trained, 
work in the districts around the country. 
There is a National Plan for a ‘hub & 
spoke model’ of healthcare aiming for 
a regional ENT unit within each region 
(North, Central & South). Currently 
there is an excellent ENT facility (with 
Out-patient, Ward & Theatres) in 
Blantyre (Southern Region) with the 
development of an additional ENT 
facility in Lilongwe (Central region).

With the charitable support of a CI 
manufacturer (MedEl) these facilities 
have allowed the introduction of a 
Cochlear Implant programme with 
currently 12 implantees. The first 
implant was in September 2014 and 
was one of the first in Sub-Sahara Africa 
outside of RSA (Republic South Africa). 
With regard to other routine otology 
surgery certain Clinical Officers are now 
capable of carrying out endoscopic 
tympanoplasty. The results have been 
audited showing outcomes in keeping 
with results worldwide (results soon to 
be published).

The Challenges & Future

Despite significant progress the 
challenges are huge. Although there 
is a political desire to develop ear and 
hearing services the Ministry of Health 
in Malawi is extremely cash-limited and 
there is a still a major reliance on foreign 
aid to support the developments. The 
plan is for ENT ‘Centres of Excellence’ 
in the 3 main regions but they need 
modern with up to date facilities and 
equipment. Malawian Times Feb 16.

CI Malawi Theatre Team.
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Joyce with Malawian TV reporter Feb 16.

Patients Richard and Joyce 1 day post op with family & Audiologist Sept 14.

Joyce Switch on just after Dec 14.
With Richard Feb 16 – additional programming 
1 year post switch on.
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In the districts ear care and basic hearing 
assessments rely on Clinical Officers and 
outreach audiology services.  There is a 
desperate need for basic equipment in 
rural Malawi. The Clinical Officers and 
primary health workers are enthusiastic 
and motivated but need support and 
ongoing education to try and maintain 
even a basic service.

There is a huge need for treating 
CSOM not least to facilitate hearing 
aid provision. As such plans are in 
place to run courses on endoscopic 
tympanoplasty and temporal bone 
dissection to train local COs and ENT 
surgeons.

There is very little support for hearing 
impaired children within the educational 
network in Malawi.  Whilst there are 
itinerant special needs teachers they 
currently do not have the resources to 
support those deaf children with hearing 
aids in school. There are however current 
projects aimed at improving the support 
for this group of teachers.

Supporting ENT / Ear Care in Malawi 
– who & how

The main challenge, as in most 
developing countries, is sustainability. 

In all areas the key is equipping and 
training local professionals to provide 
a quality service. If they are then in a 
position to raise income for this service 
then that can hopefully support its 
further development.

With regard to equipment and 
infrastructure, in such a resource-limited 
country, donations (large and small) go 
a long way when directly contributing to 
those aiming to provide the service .  

Training is the key to sustainability and 
the support of skilled professionals in 
developed countries who are willing to 
give up their time to support and train 
the healthcare professionals in Malawi is 
invaluable. 

A Personal Footnote 

The story of how I became involved 
in Malawi is perhaps too long for this 
article. It is perhaps worth saying 
however that I never (ever!) actually 
thought I would get involved in a project 
such as this. Having now made 7 visits 
to Malawi I can strongly recommend 
the experience of working with people 
in such an extremely poor country who 
really want to make a difference. It is 
also very different from the ‘day to day 
work’ and ‘attitudes’ in the NHS which 
is refreshing in the extreme. It does also 
make one appreciate what we have in 
the UK.

Charitable Organisations involved in 
ENT & Audiology development:

CBM, SoundSeekers, HCC , Michigan 
State University, Beit Trust, Starkey 
Hearing Foundation, Ears Inc Australia.

2 more CI patients Feb 16 – with Wakisa.
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Introduction 

CBM is an international Christian de-
velopment organisation, commit-

ted to improving the quality of life of 
people with disabilities in the poorest 
communities of the world. CBM aims at 
achieving this in partnership with local 
organisations or government depart-
ments and in cooperation with stake-
holders at country, regional and interna-
tional levels. 

This article aims at sharing CBM’s 
comprehensive approach for successful 
engagement in the area of work of 
ear care, deafness, hard of hearing 
and deafblindness, particularly in 
relation to children. It also provides an 
insight on the technological advances 

The role of CBM International 
in addressing hearing loss 
among children in low and 

middle income countries: 

Technological advances and 
accessible tools for professionals 
and Civil Society organisations 
working in this field.

and practical tools available in low 
and middle income countries. CBM 
recommended interventions address all 
levels of health care provision, education 
and community based approaches, as 
well as Audiological, Speech Therapy 
and other interdisciplinary services. We 
introduce CBM specific methodology 
and share results and lessons learnt while 
searching for sustainable engagement 
interventions for field work during the 
past decades.

Dr Diego Santana-Hernández, Senior Advisor for Ear and 
Hearing Care 
Ms Siân Tesni, Senior Advisor for Education. CBM International 
Office, Bensheim, Germany.
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CBM’s approach

CBM has been actively supporting 
partners working in Ear and Hearing 
Care and Education for more than 30 
years. CBM has supported partners 
to develop sustainable projects and 
programmes, trained professionals, 
collected and shared knowledge and 
experience in order to improve access 
to affordable inclusive quality health, 
rehabilitation and education services. 

CBM's mandate in Ear and Hearing 
Care (EHC) is defined as follows: “To 
support the role of Governments to 
provide all the services required – at 
community, primary, secondary and 
tertiary levels – by women, men, girls 
and boys living with, or at risk of, ear 
diseases or those who are deaf, hard 
of hearing or deafblind, in line with the 
obligations under the United Nations 
Convention on the Rights of Persons 
with Disability” (UNCRPD).1

In this article we will use the terms “Deaf 
and hard of hearing” and not “hearing 
impaired” as these are the preferred 
terms agreed to by the World Federation 
of the Deaf and the International 
Federation of Hard of Hearing 
People in a formal Memorandum of 
Understanding.2 

CBM supports the work of the World 
Health Organisation (WHO) and has 
been a non-State actor in official relations 
with the WHO since 1989. In May 2017, a 
new World Health Assembly Resolution 
(WHA) on the Prevention of Deafness 
and Hearing Loss3 was approved by its 
Member States. A WHA resolution is 
a very strong tool for advocacy before 
Ministries of Health all over the world, as 
it is a public strategic document which 
their own governments have approved 
alongside all other members of WHO. 

This, together with the UNCRPD and 
the Sustainable Development Goals, 
particularly SDG 3 (Health) and SDG 
4 (Education), favours the current 
momentum for EHC, both in terms of 
global awareness and advocacy through 
inter-organisational cooperation.

CBM promotes the strengthening of 
Health and Education Systems and 
Services:

2018 marks the 40th anniversary of the 
Alma Ata declaration on Primary Health 
Care (PHC) which, in 1978 stated that, 
"Primary health care is essential health 
care based on practical, scientifically 
sound and socially acceptable methods 
and technology made universally 
accessible to individuals and families 
in the community through their full 
participation and at a cost that the 
community and country can afford 
to maintain at every stage of their 
development, in the spirit of self-reliance 
and self-determination. It forms an 
integral part both of the country's health 
system, of which it is the central function 
and main focus, and of the overall social 
and economic development of the 
community. It is the first level of contact 
of individuals, the family and community 
with the national health system bringing 
health care as close as possible to where 
people live and work, and constitutes 
the first element of a continuing health 
care process”.4

Four decades after this key declaration 
was made, the task at hand is still a 
pending issue in the majority of low 
and middle income countries. Without 
a reliable and effective PHC, the 
development of Secondary and Tertiary 
Health Care will always be limited by 
the burden derived from the workload 
not dealt with at PHC level, and also by 
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the delayed diagnosis and interventions 
for Ear & Hearing Health in low resource 
settings.

CBM promotes the strengthening of 
health and education systems and 
services. The crucial aspect identified 
in the declaration regarding “methods 
and technology being made universally 
accessible”, requires a dual change, 
both in attitude and approach. In order 
for EHC services to become accessible 
to all at PHC level, several factors 
need to be taken into consideration, 
including: local availability at PCH 
premises; daily availability (urgent EHC 
service included within local emergency 
services out of daily opening hours); 
essential standards of quality EHC 
professionals and services are ensured; 
services are affordable according to the 
local population socioeconomic reality; 
and services are inclusive (being gender, 
language, age, religion, disability, 
individual and culture sensitive and 
appropriate).

CBM’s local model of Comprehensive 
Programme for Ear and Hearing Care 
(EHC)

A Comprehensive Programme is one 
which has different but interconnected 
components, coordinated by the CBM 
partner, and which:

• Adheres to CBM’s Strategic 
Framework for EHC5 and is in line 
with WHO guidelines. 

• Serves as a point of reference to be 
replicated in other district, country 
or region. 

• Is involved in the three essential 
areas of EHC interaction: health, 
education and community, with 
active participation of persons with 
disability and their organizations. 

• Develops specific EHC components 
within its own organization, or 
creates links and alliances with 
others, functioning within the 
existing National Health Systems 
and Services structure.

In order to ensure that a Comprehensive 
Programme is an inclusive programme, 
each one of the three areas of 
interactions (health, education and 
community) will complement the others 
by sharing and receiving information 
and benefits from each other (a two-
way or dual interaction), with active 
engagement of the community and 
users, as well as those delivering the 
EHC and education services. In all three 
key areas, persons with disability, their 
families and disability groups will be 
actively involved and empowered to 
have an active voice and participatory 
roll.

CBM’s proposed approach for EHC 
Comprehensive Programmes, including 
desired outcomes and indicators at 
project and country levels, is detailed in 
“CBM Reference Guide for EHC”.6 The 
Comprehensive Programme concept 
is graphically represented in the figure 
overleaf7.
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CBM supports WHO and its tools for 
Ear and Hearing Care:

Several CBM technical advisors 
contribute through working groups to 
the ongoing design and dissemination 
of the WHO toolkit for EHC work, which 
contains 5 tool boxes, as follows:

1. Planning Box:
 a) Tool: Manual for planning and 

monitoring EHC strategies 8

 b) Tool: Ear & Hearing Care Situation 
Analysis Tool (EHCSAT) 9

 c) Tool: National Strategies for EHC: 
approaches and current practices

 d) Tool: EHC indicators at national 
level (under development).

2. Survey and Screening Box:
 a) Tool: Manual for population based 

surveys (under review)
 b) Tool: Rapid Assessment for 

Hearing Loss tool (ongoing, CBM 
funds the research)

3. Training and Capacity Building Box:

 a) Tool: Primary Ear & Hearing Care 
Training Resources (new version in 
progress) 10

 b) Tool: Requirements for EHC 
service provision (in concept form).

4. Rehabilitation and assistive devices 
Box:

 a) Tool: WHO/GATE priority Assistive 
Products List (APL) 11

 b) Tool: Preferred Profile for Hearing 
devices (to be reviewed) 12

5. Awareness and Advocacy Box. 
 a) Tool: Make Listening Safe Initiative
 b) Tool: World Hearing Day 

resources13 (see also CBM on-line 
resources14)

 c) Manual for evidence based 
advocacy (to be developed)

 d) Strategic approach and EHC 
actors networking for advocacy (to 
be developed).

Some tools are already available in 
digital and printed format in all UN 
languages (see links).  
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CBM technical and practical support 
to develop and validate new EHC 
technologies:

Besides all the new technologies 
available in high income countries 
for early ear and hearing diagnosis 
and prompt interventions; there are 
also several multimedia technological 
projects currently ongoing for use in low 
resource settings, addressing different 
areas of EHC. For example, mobile 
device Applications (both for Android 
and iOS devices) for early and reliable 
hearing screening (e.g. among others 
are: AudCAL®, EarTrumpet®, shoeBOX 
Audiometry®, uHear®, hearScreen®). 

World Wide Hearing Foundation 
International15 is currently developing 
software for mobile devices which would 
facilitate ear and hearing screening data 
collection, by health and community 
workers at field level. This data would be 
analysed remotely and once validated, 
published in their open access website 
for Global Hearing Loss Database 
worldwide map.16 

There are several examples of efforts 
from individuals and small entrepreneurs 
for the development of accessible, 
good-quality and affordable hearing 
aids, solar rechargeable batteries, 
as well as solar-powered diagnostic 
instruments such as the Arclight® 
Otoscope/Ophthalmoscope.17  

CBM strongly believes that for effective 
capacity building of EHC workers in 
low and middle income countries, 
equipping them with instruments, 
tools and resources and simultaneous 
purpose-designed training programme 
also need to be in place. To this respect, 
besides direct interventions at partner 
level, CBM supports capacity building 
with complimentary approaches:

1. On-line and off-line resources: 
Community Ear and Hearing Health 
Journal. CBM funds this publication 
which aims to promote EHC and 
supports continuous education in 
settings where training resources and 
teaching programmes are limited. It 
is aimed at any community, health 
or education workers involved in 
this field. The digital version is 
available online (open access) and 
for free download.18 The printed 
version is still the preferred format 
by most workers in the field, and 
this can be received free of charge 
by workers and organisations from 
low and middle income countries. 
It is available in English (18 issues), 
in French (2 issues) and Spanish 
(1 issue). To subscribe see links.19 

2. Purposely designed EHC training 
resources for health and community 
workers in the field: such as the 
already mentioned WHO Training 
Resources for Primary Ear and 
Hearing Care;20 or the multimedia 
resources being developed by 
World Medical Education;21 or 
guides prepared by the Coalition 
for Global Hearing Health.22 

3. High level training in Public Health 
Planning for Hearing Impairment. 
CBM provides financial and technical 
support to deliver short courses for 
planners, policy makers and EHC 
professionals. These are carried out 
in several regional training hubs 
across the world (in English, Spanish 
and French), in partnership with the 
International Centre for Evidence 
in Disability of the London School 
of Hygiene and Tropical Medicine 
(ICED/LSHTM). For more information 
about the courses see article link in 
references.23      
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Conclusions

ENT and Audiology societies and 
professionals in middle-high and 
high income countries, as well as the 
international EHC community, can 
and should contribute towards the 
development and strengthening of 
inclusive health systems and services 
in low and middle income countries. 
Key elements of that contribution are 
the inclusion of EHC within primary 
health care, in order to move towards 
comprehensive and accessible universal 
health coverage; and the support of 
capacity building interventions which 
are adequately adapted to local needs 
and circumstances. For this to occur, 
it is necessary to have a combination 

of already proven methods used in 
high income countries which can be 
implemented in low income countries, 
together with accessible tools and 
technologies, purposely designed for 
settings with limited resources. 
CBM is only one of many organisation 
working in the field of EHC across the 
world. The current momentum in the 
international scene, endorsed by the 
new World Health Assembly Resolution 
on Prevention of Deafness and Hearing 
Loss, provide an excellent opportunity 
to work together and engage with 
Governments and other stakeholders to 
advocate towards inclusive health, and 
ultimately a more inclusive society. Like 
CBM’s motto reads: “Together we can 
do more”.

CBM comprehensive programme for ear and hearing care in Lusaka, Zambia. Photo CBM© 
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BRINOS was founded in 1988 by 
Neil Weir, Consultant Ear, Nose 

and Throat Surgeon to the Royal Surrey 
County Hospital, Guildford, UK.  It came 
about largely as a result of a meeting 
with the late Dr. L. N. Prasad, who at 
that time was Senior ENT Surgeon to 
the Bir Hospital in Kathmandu and Royal 
Ear Surgeon to the King and Queen of 
Nepal.

Dr.Prasad, at one time the only ENT and 
Eye surgeon in the country, was keenly 
aware of the urgent need to tackle the 
prevalence of ear disease in Nepal, 
as a survey of disability conducted in 
1981 (the year of the disabled) found 
deafness to be the largest single 
disability. Dr. Prasad was urged by His 
Majesty's Government to plan future 
provision of ear care throughout the 
country.

The Britain Nepal 
Otology Service 

(BRINOS)

Robin Youngs. MD FRCS Consultant ENT Surgeon, 
Gloucestershire Hospitals NHS Foundation Trust

His aim was to reach out to those 
people living far away from Kathmandu. 
As there was only a single modern ear 
surgeon and no funds for equipment it 
was difficult for him to realise his goal.  
Twice yearly ear surgery camps were 
established as a direct response to Dr. 
Prasad’s vision. 

The Ear Camps have been run in Nepal, 
twice-yearly since 1989 and three times a 
year since 2008. Staff from the UK include 
at least two ENT surgeons along with 
an anaesthetist and sponsored nurses.  
Staff from Nepal, as full team members, 
enhance their surgical skills and assist in 
the delivery of primary ear care.

In the early years of BRINOS ear camps 
were held both in the eastern and 
western ends of Nepal.   For some time 
in the early 1990’s camps were held 
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in Dharan, where the British Military 
Hospital had been established.   In more 
recent years BRINOS has concentrated 
its work in the city of Nepalgunj in the 
south western Terai, working initially 
with the Fateh-Bal Eye Hospital, then 
with the Nepalgunj Medical College 

Patients for each ear camp are pre-
selected through the Primary Ear Care 
programme.  Just over 100 major ear 
operations are performed over a nine-
day period, using three operating tables 
running simultaneously. Most operations 
are performed under local anaesthetic 
with the patients awake. The surgical 
results are closely audited and are 
comparable with those expected in the 
UK.

Many cases of deafness in developing 

countries are preventable, particularly 
chronic ear infections.  With this vital 
fact in mind BRINOS has developed 
with its partner agencies a sustainable 
Primary Ear Care Programme in the west 
of Nepal. This programme, established 
in March 2000, has become a model 
of deafness service provision in remote 
rural areas.

The programme, modelled on a 
successful Community Eye Care and 
Health Improvement Programme 
(CEHP) Project of the Nepal Red Cross 
Society (NRCS), has until recently been 
supported by the Swiss Red Cross, the 
Nepalgunj Medical College (NPMC) 
and the Bheri Zonal Hospital. In early 
2009 a new NGO was formed, named 
the "BRINOS Ear Health Community 
Service (BEHCS)".
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Community Ear Care is a 
crucial component of ear 
care in low and middle-
income countries (LMIC).  
Community Ear Care 
centres around the training 
and appointment of 
Community Ear Assistants 
(CEAs).  These individuals 
have undergone basic 
training as a Community 
Medical Auxiliary, followed 
by intensive training in 
ear care undertaken by 
Dr.Ramesh Kumar Shrestha, 
at the Bheri Zonal Hospital 
in Nepalgunj.

The first CEA appointed was Mr.Puran 
Tharu. There have subsequently been 
five further CEA appointments, who 
now cover the districts of Banke, Bardia, 
Surkhet and Dailekh. In the rural villages 
liaison is between the CEAs and 880 
female community health volunteers.

The work of BRINOS has been hugely 
transformed by the building and 
opening of the BRINOS Ear Care Centre 
(BECC) which was formally opened by 
Neil Weir and Bimal Tandon (Chairman 
of BEHCS) in November 2016. This 
purpose-built facility contains a modern 
operating theatre complex and wards 
as well as facilities for examination and 
audiometry.

The work of BRINOS has been seen 
as an example of a highly successful 
partnership helping those in desperate 
need of assistance whose lives would 
otherwise be stigmatised by deafness 
and ear disease. Part of its work is to 
act as an advocate for those suffering 
with these conditions in order to convey 
the message that there are many ways 
to gain help. BRINOS received the 
prestigious BMJ Surgical Team of the 
Year and overall BMJ UK Medical Team 
of the Year in 2012.  BRINOS members 
are actively involved in research into the 
Quality of Life of those affected with ear 
disease with publications in important 
journals.

For more information about BRINOS 
visit the website on www.brinos.org.uk

Further reading

Diagnostic otoscopy skills of community ear assistants in Western Nepal.
R Youngs, N Weir, P Tharu, RB Bohara, D Bahadur.
The Journal of Laryngology and Otology 2011;125:27-29

Quality of life of Nepali patients with ear disease before and after corrective surgery.  E 
Maile, P Tharu, H Blanchford, R Youngs, R Edmonson.
Tropical Medicine and International Health 2015;20:1041-1047
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There are currently 466 million 
people in the world with disabling 

hearing loss, 34 million of these are 
children (WHO, 2018).  Early onset 
childhood hearing loss can have long-
term consequences affecting language 
and communication and psycho-social 
skills as well as educational attainment 
and employability (Tucci et al 2010). 

The majority of people with disabling 
hearing loss live in low and middle-
income countries (LMIC) (WHO 2012).  
Early identification and intervention of 
hearing loss can significantly reduce 
the adverse impact of hearing loss and 
The Joint Committee on Infant Hearing 
(2007) recommends that all children with 
congenital hearing loss should receive 
intervention by six months of age. 

Developing Services 
to Support Children 
with Hearing Loss 
in Malawi 

Miss Bhavisha Parmar Special Advisor (Audiology), Sound 
Seekers and Paediatric Audiologist, NHS.

Although universal newborn hearing 
screening is in place in a number 
of developed countries, its cost 
effectiveness, long term benefits and 
sustainability in developing countries has 
been debated and alternative options, 
including targeted screening for infants 
at risk of hearing loss implemented 
instead (Olusanya 2010, WHO 2010).  
Even if a hearing loss is diagnosed, less 
than 2.5% of people in LMICs will have 
access to a hearing aid due to its high 
cost, the lack of hearing health staff and 
lack of awareness (McPherson 2014). 

Malawi is a landlocked country in 
southern Africa with a population of 
around 18 million people. Common 
causes of hearing loss in this 
population include impacted wax, 
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chronic suppurative otitis media, 
ototoxic medication, conditions at 
the time of birth, genetic factors and 
noise exposure. Many of these causes 
are preventable. The World Health 
Organisation estimates around four 
to five per cent of Malawians have 

disabling hearing loss (disabling hearing 
loss defined as >40dB in the better ear 
for adults and >30dB in the better ear 
for children). 

For the last five years, Sound Seekers, a 
small UK charity, has been working with 

Hamza Mustafa was 
born at 32 weeks in May 
2017. He weighed only 
1600gms and needed to 
be resuscitated at birth. 
He also had jaundice 
and was administered 

gentamycin, an ototoxic drug, for an infection. Due to these risk factors, he 
was selected for our targeted newborn hearing screening. When Hamza had 
a hearing assessment in June 2017, he failed the automated brainstem test 
in both ears suggesting that he may have hearing loss. He will return to the 
audiology clinic for a complete diagnostic test and appropriate intervention. 
Many children in Malawi are not able to develop speech and language due 
to very late diagnosis of hearing loss, and this newborn screening has given 
Hamza the best chance for an early diagnosis and an improved quality of life.

Hamza having his 
hearing tested 
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the Government of Malawi to develop 
comprehensive audiology services 
based at Queen Elizabeth Central 
Hospital (QECH) in Blantyre, Southern 
Malawi, and improve access to education 
for children with hearing loss who may 
otherwise be excluded from school.

Sound Seekers sponsored the training of 
two Malawians to become the country’s 
first ever audiologists. They completed 
their clinical training under Dr Courtney 
Caron, an audiologist volunteering 
through Sound Seekers, who led the 
team for four years until April 2018.  The 
audiology clinic at QECH was officially 
opened in 2016 and provides state of 
the art diagnostic testing, including 
visual reinforcement audiometry, 
auditory brainstem testing, otoacoustic 
emissions, pure tone audiometry as well 
as ear syringing, the fitting of digital 
hearing aids and has an ear mould lab 
on site.  Outreach services are also 
provided using a vehicle and trailer with 
two sound-proof booths for accurate 
hearing assessment in rural areas.  The 
two Malawian audiologists now lead the 
service, working alongside five audiology 
officers and an ear mould technician to 
assess the hearing of patients of all ages 
and providing the necessary clinical 
intervention and onward referrals.

Malawi is now a leader in audiology 
in Sub Saharan Africa and a newborn 
hearing screening programme is being 
trialled at QECH to identify hearing 

losses as early as possible and provide 
the necessary interventions. 

Children with hearing loss and their 
families require holistic, multi-disciplinary 
support, which can include, but should 
not be defined by, the fitting of a hearing 
aid.  When developing newborn hearing 
screening programmes in LMICs there 
are some obvious challenges, given the 
overall lack of resources and awareness.  
These include patients being lost to 
follow up, lack of highly trained staff to 
carry out accurate auditory brainstem 
testing/interpretation, high cost of 
equipment and consumables, and lack 
of family support and counselling.  While 
the audiology clinic in Blantyre is able 
to provide diagnostic and rehabilitative 
services for people with hearing loss, 
many processes are needed at a national 
level to raise awareness of the impact of 
hearing loss and the consequences of 
undetected hearing loss for a person 
throughout their life as well as the 
community as a whole.  

Alongside the clinical work in Blantyre, 
Sound Seekers is delivering training 
for itinerant special needs teachers 
in hearing loss awareness to ensure 
children with hearing loss are identified 
and supported in education.

The development of both targeted 
newborn screening and school screening 
with adequate follow up pathways is 
important when planning and delivering 

Total new children 
seen

Total diagnosed 
with hearing loss

Total interventions* 
given

Clinic 854 349 332
Outreach 2750 175 166

Table 1: Paediatric clinical data from clinic and outreach from April 2016 to March 2018:
Note: Hearing loss based on WHO classifications of disabling hearing loss 
*Interventions include hearing aid provision, treatment for ear infections, wax removal and onward 
referral
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comprehensive support to people 
with hearing loss including services at 
community, education and healthcare 
levels.  It is this comprehensive network 
of support that Sound Seekers is 
committed to delivering. 

In 2017, the 70th World Health 
Assembly passed a resolution to 

intensify action to prevent deafness and 
hearing loss around the globe.  It calls 
upon the governments of all member 
states to integrate strategies for ear 
and hearing care within the framework 
of their primary health care systems; 
to establish training programmes; 
implement prevention and screening 
programmes for high-risk populations; 

Sound Seekers
Helping people with hearing loss in Africa

Sound Seekers (the trading name of The Commonwealth Society for the Deaf) is a 
small UK charity working in some of the poorest communities in Malawi, Zambia, The 
Gambia, Sierra Leone and Cameroon. Our mission is to support people with hearing 
loss realise their rights by enabling access to healthcare and education. We partner 
with major hospitals, health service providers and schools to establish sustainable 
hearing care services and improve the quality of education for children with hearing 
loss.  We also work with families and communities to advocate for equal opportunities 
for people with hearing loss and address the stigma and discrimination associated 
with hearing loss. 
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and improve access to affordable, cost-
effective, high-quality, assistive hearing 
technologies and products.  

Sound Seekers hopes this resolution will 
help prioritise the development of ear 
and hearing care services so that more 
audiology clinics and outreach services 
like those found at QECH are developed 
to ensure children with hearing loss are 
identified, supported and able to access 
education so they can reach their full 
potential.
 
For more information about Sound 
Seekers’ work, please visit:
www.sound-seekers.org.uk 
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Abstract

Background: 
Conductive hearing loss is the major 
contributor to hearing disability. The 
vast majority of people with hearing 
loss reside in the developing world, 
where risk factors for suppurative otitis 
media: poor nutrition, crowded living 
conditions and poor access to healthcare 
are rife. HIV infection is associated with 
suppurative ear disease; reviewing 
surgical and audiological success rates in 
this group of patients is important both 
epidemiologically and prognostically. 
Exploring cost-effective technological 

Paediatric tympanoplasty 
in developing countries: 
surgical technique and 
predictors for success

McGuire JK12, van Dijk M23, Philippi L3; Vial I3; Fagan JJ1; Peer S12

1.  Department of Otolaryngology, Head & Neck Surgery, Faculty 
of Health Sciences, University of Cape Town

2.  Red Cross War Memorial Children’s Hospital, Cape Town. 
3.  Department of Pediatric Surgery, Erasmus University Medical 

Center-Sophia Children’s Hospital, Rotterdam, the Netherlands. 

innovations in treating otolaryngological 
diseases in developing countries is an 
essential global health exercise.

Methods: 
A retrospective folder review of the 
surgical and audiological outcomes 
of paediatric tympanoplasties at our 
institute over a 6 year period. 

Objectives: 
Primary outcomes compared open 
versus endoscopic procedures and HIV-
positive versus HIV-negative patients. 
Secondary findings were possible 
predictors for failure and success.
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Results: 
There was no difference in surgical 
success between the HIV-positive and 
HIV-negative groups (p=0.13) or for open 
compared to endoscopic procedures 
(p=0.32), which were 74% and 68%, 
respectively. There was a significant 
difference in the PTA between the HIV-
positive and HIV-negative group prior 
to surgery, and there was no difference 
in hearing between the two groups 
post-surgery. Both groups significantly 
improved their hearing post-surgery 
(0.002). Surgical technique did not 
affect audiological outcomes (p=0.87). 
Positive prognostic factors for surgical 

success were age of ≥9 years old at the 
time of surgery (p=0.04) and previous 
ventilation tube insertion (p=0.08).

Conclusion: 
Paediatric patients undergoing 
tympanoplasty surgery have similar 
surgical and audiological outcomes, 
regardless of surgical technique. HIV-
positive patients have similar surgical 
success rates compared to HIV-negative 
patients. However, HIV-positive patients 
have poorer pre-operative hearing 
thresholds and benefit from greater 
audiological improvements, compared 
to their HIV-negative counterparts.

Background

The global prevalence of hearing 
impairment has increased almost 

nine-fold since 1985, when it was first 
estimated.1,2 It is thought that 360 
million people have disabling hearing 
loss worldwide2, almost 10% of whom 
are children under 15 years old and 
over 7 million are under 5 years old.2 

It is estimated that 278 million people 
have bilateral conductive hearing loss; 
making its contribution to hearing 
disability far greater than sensorineural 
hearing loss.3 Eighty percent of people 
with disabling conductive hearing loss 
reside in the developing world.3

The prevalence of chronic suppurative 
otitis media (CSOM) ranges from <1 to 
>4%, with higher prevalences reported 
in developing countries.4 Identifying 
clear risk factors is difficult due to the 
multifactorial nature of the disease.4 

However crowded living conditions, 
poor nutrition and poor access to 
medical care are frequently described 

as risk factors5,6 and improvement in 
housing, hygiene and nutrition have 
been shown to halve the prevalence of 
CSOM.7

Human Immunodeficiency Virus 
(HIV) poses a major public health 
concern in Sub-Saharan Africa, it is 
commonly associated with otological 
manifestations. A study in India 
reported otological pathology in 20% 
of 1000 patients; and suppurative 
disease in 13%.8 A recent study at 
our institute revealed that 100% of 
children presenting to the otology 
clinic with HIV and cholesteatoma had 
bilateral otorrhoea; and the majority 
had bilateral cholesteatoma.9 It is 
important to audit results of surgery in 
this population group. A recent study 
in Ethiopia showed high graft failure 
rates in HIV-positive patients.8 Overall 
graft take rates in both HIV-positive 
and negative patients were 55%, which 
is in keeping with developing world 
results.10
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Unfortunately, many parts of the world 
have very limited or no access to 
otological services. A survey conducted 
in 2009 calculated the ratio of ear, nose 
and throat (ENT) surgeons per 100 000 
population for 18 African countries 
(<0.1), which was ten-fold less than 
the ratio for the United Kingdom (UK) 
(1.0).11 Alarmingly poor access to basic 
otological services; like hearing aids, 
myringotomies and ventilation tubes 
and tympanoplasty were reported.11 

Seventeen of the 18 countries had ≤7 
audiologists per 100 000 population, 
compared to the UK: 2500 per 100 000 
population.11 Sixteen of the 18 countries 
had ≤4 speech therapists per 100 000 
population, compared to the UK: 
10 000 per 100 000 population.11 This 
makes rehabilitation of children with 
hearing impairment and speech delay 
exceptionally difficult, if not impossible.

ENT services in the developing world are 
plagued by economic constraints, poor 
infrastructure and limited technology. 
Fagan suggested that the best way the 
global ENT community could assist these 
impoverished communities is, amongst 
other things, improving teaching and 
training in these regions, improving 
access to medical literature and 
focusing on appropriate technological 
resources.12 This is particularly important 
in hearing health and paediatric 
ENT services. Microscopes are very 
expensive. Perhaps it may be wiser to 
train ENT surgeons in these regions to 
perform endoscopic myringotomies 
and tympanoplasties and use the 
endoscopes for airway procedures 
too? Many of these hospitals have an 
inconsistent electricity supply and the 
advantage of an endoscopic telescope 
is that it may be used on a stack that 
may be pre-charged or it may be used 
in conjunction with a laptop computer 
or smart phone.

The literature reports many risk factors 
for negative outcomes: younger 
age, surgical technique, status of the 
contralateral ear, presence of adenoidal 
tissue, active ear infection, size of 
the perforation and Eustachian tube 
dysfunction.13 However most would 
agree that there is no consensus on 
which factors play a role in surgical 
success. Currently there are no known 
positive predictive factors for success, 
apart from age at the time of surgery. 

Aim

A retrospective review of the surgical 
and audiological outcomes of paediatric 
tympanoplasties at our institute over 
a 6 year period. Primary outcomes 
compared open versus endoscopic 
procedures and HIV-positive versus HIV-
negative patients. Secondary findings 
were possible predictors for failure and 
success.

Methods

The medical records of children who 
underwent tympanoplasty surgery in our 
department between the 1st of January 
2010 and 31st of December 2015 were 
reviewed. Institutional and ethics (HREC 
529/2016) approval were obtained for 
the study.

All children, 13 years old or younger, 
who underwent primary tympanoplasty 
surgery during this period were included 
in the study. Children with craniofacial 
abnormalities, including trisomy 21; cleft 
palate; Pierre Robin sequence, Treacher 
Collins syndrome and hemifacial 
macrosomia were excluded from 
the study. Children who had revision 
tympanoplasty were excluded.
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Successful surgery was defined as 
an intact tympanic membrane at the 
3 month post-surgical review and 
audiological success was determined if 
there was an improvement in the 3-tone 
(500Hz, 1000Hz and 2000Hz) pure tone 
average (PTA). 

Data collected included epidemiological 
data: age at time of surgery, gender, 
HIV-status, previous ventilation tube 
insertion, previous adenoidectomy 
or adenotonsillectomy, pre-operative 
audiogram results. Surgical data: side of 
disease (unilateral versus bilateral); type 
of perforation (central or marginal); if a 
perforation was central, it was specified 
whether it was anterior; pre-operative 
condition of the ear (wet or dry); surgical 
technique (open or endoscopic); 
method of grafting (overlay, underlay, 
interlay); type of graft (temporalis fascia, 
cartilage, fat, compound); packing of 
ear (spongostan or bismuth iodine 
paraffin paste (BIPP)), anterior graft 
fixation (hammocked). Post-operative 
data: surgical success, post-operative 
audiological results, lost to follow-up.

Statistical analysis
Descriptive statistics were presented 
for clinical characteristics. Normally 
distributed variables were presented 
as mean (standard deviation) and non-
normally distributed variables as median 
(interquartile range). The Fischer exact 
test was used to assess parametric data 
between two variables, the chi squared 
test was used for more than three 
variables. Rao and Scott adjustment was 
calculated to compensate for bilateral 
surgeries, but did not affect results. 
ANOVA® analysis of variance was 
used to assess audiological outcomes. 
Fischer least significant difference pair 
wise comparisons were used to assess 
differences within and between the 
groups.

Results

Two hundred and fifty ears were eligible 
for evaluation. Patient characteristics 
are summarized in Table 1. Median 
follow up time was 19 weeks (IQR 8 to 
46 weeks). Four patients were lost to 
follow up. Sixteen percent of the ears 
evaluated belonged to HIV-positive 
patients. All HIV-positive patients were 
on highly active antiretroviral therapy 
(HAART). Fifty percent of patients 
had bilateral perforations, there was 
no significant difference between the 
HIV-positive and HIV-negative group 
of patients in terms of unilateral and 
bilateral disease (p=0.72). Ninety-
five percent of tympanoplasties were 
performed on dry ears. A significantly 
higher number of HIV-positive patients 
had otorrhoea (11% compared to 4%) 
at the time of surgery (p=0.06). There 
was no difference in surgical success 
between the HIV-positive and HIV-
negative groups (p=0.13).

There was no difference (p=0.32) 
in surgical success rates for open 
compared to endoscopic procedures, 
which were 74% and 68%, respectively. 
Temporalis fascia was the most 
commonly used graft (86.5%), followed 
by cartilage (12.3%) in open surgery.  
The endoscopic procedures used 
cartilage (51.6%) and temporalis fascia 
(42.9%). There was no difference in 
success between the different graft 
materials (p=0.13). 

None of the following factors contributed 
to successful surgical outcomes: 
male gender (p=0.55); surgical 
technique (p=0.30); unilateral versus 
bilateral disease (p=0.14); previous 
adenoidectomy (p=0.19); active versus 
dry ear at the time of surgery (p=0.14); 
type of ear pack used (p=0.78); central 
versus anterior perforation (p=0.22). 
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Positive prognostic factors for surgical 
success were age of ≥9 years old at the 
time of surgery (p=0.04) and previous 
ventilation tube insertion (p=0.08) (Table 
2).

There was a significant difference in the 

PTA between the HIV-positive and HIV-
negative group prior to surgery, however 
there was no difference in hearing 
between the two groups post-surgery. 
Both groups significantly improved their 
hearing post-surgery (0.002) (Table 3 
and Figure 1). Surgical technique did not 

Patient characteristics N (%)

Gender, Male 132 (52)

Age at surgery, mean (SD)  9,6 (1,53)

HIV status, negative 210 (84)

Surgical technique
Open
Endoscopic

160 (64)
90 (36)

Previous ventilation tube insertion 63 (25,2)

Previous adenoidectomy 66 (26,4)

Table 1: Clinical characteristics of the 250 ears that were operated

Variable Successful, N (%) p-value

Age at surgery
<9
≥9

66 (65,3)
115 (77,2)

0.04a

Previous ventilation tubes
Yes
No

52 (83,5)
123 (67,2)

0.08a

Table 2: Positive prognostic factors for surgical success (N=246)
a Fisher exact test

Effect Pre-operative PTA, 
mean (SD)

Post-operative PTA, 
mean (SD) p-value

HIV status and time
Positive
Negative

38 (10)
29 (11)

25 (12)
21 (12)

0.002

Surgical technique 
and time

Open
Endoscopic

32 (11)
29 (11)

23 (12)
20 (11)

0.87

Table 3: Audiological outcomes: Least significant difference test assessing pure tone average (PTA)
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affect audiological outcomes (p=0.87). 
Although both groups achieved a 
significant improvement in PTA post-
surgery, there was no difference 
between the two groups prior to surgery 
or afterwards (Table 3).

Discussion

Overall surgical success rates were 
71,1%, although this is lower than the 
83,4% success rates reported by a large 
meta-analysis in 2016,14 it is higher 
than other results in tertiary centres in 
developing countries.10 It has not been 
documented why developing world 
institutions have poorer outcomes. 
Access to sterile equipment and 
operating room temperatures may play 

a role. Our hospital has strict sterility 
protocols and theatre temperatures 
are maintained at 20-21°C, which may 
account for the relatively higher success 
rates. However, we do serve an indigent 
population. More than half of South 
Africans live in poverty,15 and a quarter 
live below the food poverty line.15 This 
means access to water and sanitation at 
home may be problematic and many of 
our patients do not have food security, 
which may impair healing.

There was no significant difference 
in surgical success rates between 
endoscopic and open surgical techniques 
(p=0.32), which is in keeping with the 
literature.16 It should be mentioned that 
endoscopic surgery was introduced 
to our institute during the time period 
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Figure 1: Graph showing improvement in PTA pre- and post-operatively in HIV-positive (ac) and HIV-
negative (bc) patients. Vertical bars denote 0.95 confidence intervals. 
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under review. Therefore the results 
include the surgeons’ learning curve. It 
has been shown that the learning curve 
for graft success rate increases sharply 
from 75% to 95% after the 50th patient 
and then plateaus.17 Another argument 
in favour of endoscopic procedures 
is that they are associated with lower 
canaloplasty rates and better cosmetic 
results.16 This is particularly important 
in darker-skinned populations, where 
keloid formation may be a bigger 
concern.

Endoscopic and open surgery techniques 
resulted in similar audiological outcomes 
(p=0.87). The groups had comparable 
pre- and post-operative hearing 
thresholds and there was a significant 
improvement in hearing thresholds in 
both groups. This is in keeping with the 
literature,17,18 presumably comparable 
audiological results are attributable 
to equal tympanic membrane closure 
rates.17,18

There was no difference in closure 
rates between HIV-positive and HIV-
negative patients (p=0.13). There is very 
limited research in this area. A study on 
tympanoplasty success rates on short-
term surgical missions to Ethiopia had 
high failure rates (75%) in HIV-positive 
patients, however they had a very 
small sample size (4 patients).10 The 
same group of researchers examined 
prevalence rates of ear disease in HIV-
positive and HIV-negative children 
and found the HIV-positive group to 
have higher rates of unilateral (12% 
compared to 2%) tympanic membrane 
perforations; bilateral perforations 
(4% compared to 1%); actively 
discharging ears (8% compared to 0) 
and cholesteatoma (2% compared 
to 0).19 Another study in Ethiopia 
reviewed tympanoplasty success rates 
in 32 HIV-positive adult patients and 

compared them to a control group who 
had undergone surgery on the same 
day as the HIV-positive patients. They 
had equal surgical and audiological 
success rates in both groups and both 
groups showed significant improvement 
in their post-operative air bone gaps on 
audiometry.20 

Our results echo these findings: 11%, 
compared to 4%, of HIV-positive ears 
were active at the time of surgery. 
However similar numbers of unilateral 
and bilateral disease were reported in 
the HIV-positive and –negative groups 
(p=0.72). This may reflect more on the 
patients’ delayed referral to our services 
and poor socio-economic status. HIV-
positive patients in this study had 
worse pre-operative hearing thresholds, 
greater audiological gains and equal 
post-operative thresholds compared to 
the HIV-negative cohort (p=0.002). It is 
unclear why the HIV-positive patients 
may have poorer pre-operative hearing. 
There is very limited research on this 
area. Otorrhoea does seem to be more 
prevalent in HIV-positive children19 but 
this does not address why their hearing 
thresholds prior to surgery may be 
worse. More research is needed in this 
area.
There was no difference in closure rates 
between children who had bilateral 
disease and those that had a normal 
contralateral ear (p=0.14). This is in 
contrast to a large meta-analysis on 
prognostic factors for tympanoplasty 
success in COM in children,21 which 
showed significantly higher closure rates 
in children with unilateral disease. It is 
not clear why the results are conflicting. 
Our study had a large sample size. One 
can only presume that the children had 
potentially outgrown their Eustachian 
tube dysfunction, the aetiology for the 
disease. Age did have a significant 
impact on surgical success (p=0.04), 
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with children ≥9 years old having higher 
closure rates. This would be in keeping 
with that inclination as physiological 
atrophy of the adenoids occurs at this 
age, altered Eustachian tube anatomy 
makes middle ear infections less 
common and children suffer less upper 
respiratory tract infections as they get 
older.

Dry ears had a higher closure rate that 
active ears (72% compared to 54%) 
but this was not significant (p=0.14). 
Notably, only 13 (5%) ears were 
operated on while active. So it is very 
difficult to draw conclusions from this. 
These findings are in keeping with 
the literature.21 A significantly higher 
number of HIV-positive patients had 
otorrhoea (11% compared to 4%) at the 
time of surgery (p=0.06) and although 
the HIV-positive group had lower closure 
rates (58% compared to 74%), this result 
was not significant (p=0.13). Patients 
with HIV infection are more likely to 
have atopic disease and rhinitis,22 this 
is the result of immunological, genetic 
and environmental factors22 and may 
contribute to ongoing Eustachian 
tube dysfunction. It seems the major 
pathology in children with Eustachian 
tube dysfunction is nasopharyngeal 
inflammation.23 This should be 
remembered when treating HIV-positive 
children and their rhinitis addressed 
medically.

Children who had undergone a previous 
adenoidectomy had higher closure rates 
(81% compared to 70%) however, this 
was not significant (p=0.19). There is 
some evidence to agree that previous 
or concurrent adenoidectomy may 
result in higher closure rates, but their 
findings were also not significant.21 This 
paradigm suggests that the surgeon is 
addressing the source of nasopharyngeal 
inflammation and thus the source of 

Eustachian tube dysfunction in children. 
It should be borne in mind in children 
with persistent nasal symptoms and 
rhinorrhoea and is perhaps most 
pertinent in HIV-positive children. 

Patients who had previous ventilation 
tube insertion had better surgical success 
rates (p=0.08). Possibly, the perforations 
in this group of patients were the 
result of ventilation tube placement 
and possible ongoing Eustachian tube 
dysfunction. Presumably, if one waits for 
the children to outgrow their Eustachian 
tube dysfunction, one would expect 
excellent closure rates in these small 
perforations. This is supported by a 
pilot treatment algorithm that used 
minimally invasive grafting techniques 
(paper patch myringoplasty, gelatin 
film, adipose tissue, observation) and 
reported 91% closure rate.24

The study does have a number of limiting 
factors, including its retrospective 
nature; lack of data on the status of the 
contralateral non-operated ear and the 
lack of air bone gap documentation.

Conclusion

Paediatric patients undergoing 
tympanoplasty surgery have similar 
surgical and audiological outcomes 
regardless of whether open or 
endoscopic techniques are employed. 
Endoscopic surgery may provide a 
cost effective solution to airway and 
otological interventions in resource-
limited settings. HIV-positive patients 
have similar surgical success rates to 
HIV-negative patients. However, HIV-
positive patients have significantly 
poorer pre-operative hearing thresholds 
and benefit from greater audiological 
improvements. Post-operative results 
show PTA thresholds between HIV-
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positive patients and HIV-negative 
patients to be comparable. HIV-
positive patients may benefit more from 
this surgery than their HIV-negative 
counterparts and surgery in this subset 
of patients should not be withheld. 

Positive prognostic factors for surgical 
success include age ≥9 years old and 
previous ventilations tube insertion, 
presumably because the children have 
outgrown Eustachian tube dysfunction.
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It is estimated that 360 million persons 
in the world suffer from disabling 

hearing loss (5.3% of the world 
population), 32 million of whom are 
children (9%) and south Asia has the 
highest prevalence with 12.3 million 
children affected by disabling hearing 
loss1. Hearing loss particularly among 
children has considerable deleterious 
impact on development of speech, 
language, literacy, self-esteem, social 
skills, academic underachievement and 
reduced employment opportunities 
in life. In addition, communication 
difficulties can have lasting emotional 
and psychological consequences 
leading to feelings of isolation, 
loneliness and depression. A child’s 
hearing loss also causes severe stress 
and loss of income to the parents2. 

SHRAVANA project 
working with 

hearing impaired 
children in India

Vijay Pothula FRCS, FRCS (ORL),
Sharmila Banik  MSc (Audiology)

It is believed that annually 740,000 
children have sensori-neural hearing 
loss in the first month of life (roughly six 
per 1000 live births) in low and middle 
income countries, compared to 28,000 
(around two per 1000 live births) in 
high income countries3. WHO data 
also suggests that 7.5 million children 
below the age of 5 years have disabling 
(>30dBHL) hearing impairment 
worldwide, vast majority (at least 80%) 
of whom reside in LMIC3 (Low and 
Middle Income Countries). There is 
urgency to detect hearing loss early 
as auditory stimulation begins in-utero 
and peaks around the sixth postnatal 
month. Intervention during this critical 
period is associated with best possible 
outcomes3.
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There is no universal hearing screening 
program for early identification of 
deafness in India. The actual incidence 
of deafness among new born children 
in India is unclear. The figure of 5-6 
per 1000 live births is quoted and re-
quoted which was originally based on 
a small sample in 20074. A review of 
neonatal hearing screening practices 
in India reveals that most published 
articles about hearing screening 
are carried out in hospitals and in 
an urban setting, whilst rural and 
community based studies are scarce5. 
The protocols followed, outcomes, 
success, challenges and lessons learnt 
are unknown5. Census in India 2011, 
shows 69% of the population live in 
rural areas and screening for deafness 
carried out in urban hospitals and as 
part of research do not show an accurate 
picture of incidence of deafness in 
India. 61% of births are delivered at 
home6 in India, and any screening 
programme will be meaningless 
unless these children are included. 
In addition, like most of the low and 
middle income countries the resources 
to deliver hearing care in India is 
insufficient. The ratio of audiologists 
to population is 1: 500,000 and ENT 
specialists and otologists are 7000 and 
2000 respectively7 in India. 

It would be a real challenge to reach 
out to all expected 23 million new born 
babies per year for screening. The 
National Programme for Prevention of 
deafness in India has devised a public 
health model of training grass root 
health workers for screening and refer 
them to the district Hospitals or Tertiary 
hospitals for further evaluation and 
rehabilitation. The public health model 
devised by the national programme 
for prevention of deafness addresses 
the issue holistically which includes 
preventive aspect of deafness in children 

including immunisations, treatable 
conditions such as Chronic Suppurative 
Otitis Media (CSOM), which is ideal but 
needs significant commitment from 
the central and local governments. No 
results of the national programme have 
been published so far. 

Children with hearing impairment needs 
dedicated teams consisting of screeners, 
audiologists, speech therapists, language 
therapists (special educators or teachers 
for the deaf), educational audiologists 
and ENT surgeons. Specialised Hearing 
centres for children with sound proof 
rooms, equipment such as ABR, ASSR, 
and behavioural testing equipment, 
VRA, free field testing, hearing aids, 
computers to programme the hearing 
aids and batteries for hearing aids, 
mould making service and ear dewaxing 
service and possibly provision of cochlear 
implants are all required to gain positive 
outcomes among children with hearing 
loss particularly for severe and profound 
hearing loss. In addition to the above 
resources, the outcomes of intervention 
will depend on the commitment of the 
family, maternal education, degree of 
deafness and age of intervention.8

The aim of this paper is to share the 
experience of Little Drops Charity 
Trust, a British charity undertaking 
comprehensive work in the field of 
hearing care for children in Hyderabad, 
India and the challenges encountered 
in the delivery of this voluntary, "free at 
point of care" service.

On the advice, guidance and support of 
eminent professionals in Audiology from 
the UK, an NGO (Non-Governmental 
Organisation) called Shravana Children’s 
Deafness Rehabilitation Centre (SCDRC) 
was opened on 29th of December 2006 
with all relevant facilities, equipment 
and recruited highly qualified staff 
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including screeners, audiologists with 
MSc (Audiology and Speech Therapy), 
Audio verbal therapists, Language 
therapists (Special educators for deaf 

children), and administrative staff. A 
van with a sound proof room donated 
by a Rotary club of UK, is used for rural 
screening.

Child being tested with OAE inside the sound proof van.

Parents with children waiting to be tested.
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The screening initially started with one 
screener testing high risk children in a 
tertiary hospital but expanded to other 
major government maternity hospitals 
in the city and a rural screening team. 
The screening is carried out using OAE 
and those who failed the screening 
test are invited to the centre for further 
evaluation and management. Hearing 
aids are collected in the United Kingdom 
donated by Hearing Aid companies and 
others. Children who are confirmed deaf 
are fitted with hearing aids and offered 
speech therapy, Audio Verbal Therapy 
and preschool education for 2-3 years 
until they gain hearing and speech and 
integrate in to main stream schools. 
All the services are only for BPL (Below 
Poverty Line) families and are free of 
cost.

Different ways to reach the rural children 
have been explored. The model 

suggested by Olasunya8 of screening 
at immunisation centres have been 
tried but it was impractical in an Indian 
setting as each district have a few 
hundred centres offering immunisations 
simultaneously. Screening was 
conducted in camps organised by Lion’s 
club and Rotary clubs but they were not 
organised regularly.

Later, we chose a district of 3-4 million 
population with few hundred villages 
and screened all children in that district 
either with the help of the government 
officials or through other NGOs.

The screening data of the past 10 years 
are in Table 1.

The challenge was to bring the children 
who failed the screening test to the 
centre for further evaluation and 
intervention. We expect the parents to 

A child being tested for Auditory Brainstem Response (ABR) at the centre.
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seek help when the services are offered 
at free of cost. The barriers to access the 
service are financial, social and cultural.9 
As can be seen from the data in Table 1 
and 2, a significant number of children 
failed to attend the centre despite it 
being a free service which is similar to 
the experience in Nigeria.8 Unlike some 
screening programs reported, we do 
not have the second stage screening 
with automated Auditory Brainstem 
Responses (ABR) due to resource 
constraints. The number of children 
who were evaluated from the screening 
programme and those diagnosed as 
deaf and fitted with hearing aids are 
given in Table 3.

Nilofer Hospital is a tertiary Hospital and 
generally high risk children are referred 
to that hospital from across the state 

of Telangana, whist GMH (Government 
Maternity Hospital), Koti (maternity 
Hospital), Asra (General Hospital), 
Gandhi Hospital (General Hospital) are 
all based in the city of Hyderabad.

In addition to the screening programme 
detailed above, many children arrive 
at the centre by word of mouth or 
are referred from smaller hospitals in 
the city. The total number of children 
evaluated at the centre and the hearing 
aids issued are detailed in Table 4. It 
is not uncommon that some children 
lose or damage their hearing aids and 
cannot afford to buy them outside. The 
centre faces the ethical dilemma of 
replacing the hearing aids or declining 
replacement and jeopardise the 
progress the child has made in hearing, 
speech and communication.

TOTAL SCREENING FROM 2007 TO AUGUST 2017

 0- 
6mths

6- 
12mths

12-
18mths

18-
24mth

24-
30mth

30-
36mth

36-
42mth

42-
48mth

48-
54mth

54-
60mth

60- 
above TOTAL REFER

Niloufer 10854 3092 1733 939 375 491 222 272 119 158 22 18277 778

GMH 17146 734 280 208 39 43 17 8 1 2 1 18479 47

Koti 15400 0 0 1 0 3 0 1 5 1 2 15413 36

Rural 6635 10960 4730 7715 2962 9103 2997 5118 2000 7883 1552 61655 236

Asra 1108 1 0 0 0 0 0 0 0 0 0 1109 29

Gandhi 2625 12 2 13 2 1 0 0 0 0 1 2656 23

 Total 53768 14799 6745 8876 3378 9641 3236 5399 2125 8044 1578 117589 1149

Table 1: Total Screening from 2007 to August 2017.

Table 2

Came to 
SCDRC

Diagnosed as 
deaf

Fitted with 
HA

Niloufer 506 225 159

GMH 14 0 0

Koti 23 2 0

Rural 53 40 38

Asra 13 2 2

Gandhi 24 0 0

TOTAL 633 267 199

Table 3
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Child of Shravana attending a main stream school.

Detailed Evaluation statistics from 2007 to August 2017

Total number of cases that have come to the centre 

Total number of children diagnosed as hearing impaired

Total number of children fitted with hearing aid

Total number of hearing aids issued

Total number of children reissued (due to damage or 
refitting etc) with hearing aids

Total number of hearing aids reissued

1641

882

585

1162

111

170

Table 4
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So far 106 children who presented to 
SCDRC with no hearing or speech have 
gained both, to a variable degree and 
integrated in to main stream schools.

Conclusion:

Whilst it is challenging to deliver free 
hearing care particularly for a charity 
depending only on kindness of donors, it 
is very gratifying to see children gaining 
verbal communication and integrating 
in to mainstream schools and society. 
The joy of parents and extended families 
when they realise that their child is no 

longer disabled and does not need 
to lead a dependent life, is difficult to 
express in words. This project not only 
helps children and families with hearing 
loss but creates awareness of hearing 
loss and its consequences. SCDRC also 
trains health care workers at the grass 
roots about hearing care and offers 
opportunities for trainees in audiology 
and ENT who wish to undertake research 
in Global Health. Care closer to homes 
of affected children in the community, if 
offered in a hub and spoke model, will 
enable more families to use the hearing 
care services.
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The joint inaugural meeting of 
ENT-UK and the British Society of  

Audiology Global Health partnership 
took place on the 11th of May 2018 in 
London. Over one-hundred attendees 
from a variety of backgrounds including 
representation from audiology, ENT sur-
gery, non-governmental organisations, 
charities and Foundation programme 
and undergraduate medicine convened 
at the Resource for London to consider 
the role of audiology and ENT within a 
global health setting.

The keynote lecture was given by 
Professor Shelly Chadha of the World 
Health Organisation. Professor Chadha, 
a Professor of Otolaryngology from 
New Dehli, currently serves as the WHO 
programme for prevention of deafness 
and hearing loss lead, and gave an 
engaging and motivating lecture on the 
WHO’s work on prevention of deafness, 
development of hearing care and the 
necessity for global prioritisation of 
hearing care through technical and 
strategic developmental support for 
countries in need. The clear message 
from this exceptional talk was that each 
individual is an advocate for hearing 

loss and deafness within their own 
communities, whether in the UK or 
abroad.

A similar message resounded from a 
lecture given by Jim Fitzpatrick MP, Chair 
of the All Party Parliamentary Group on 
Deafness, who we were very fortunate to 
have speak on advocacy for hearing loss 
and deafness in the UK. Mr Fitzpatrick 
gave an inspirational talk on his strongly 
encouraged delegates to write to their 
local Members of Parliament to lobby 
and raise awareness of hearing care and 
support for those with hearing loss as a 
priority within our own communities.

The morning session concluded with 
two further talks. Leading Health 
Psychologists Dr Jo Hart and Dr Lucy 
Byrne-Davis from the University of 
Manchester encouraged delegates’ 
lateral thinking through presenting 
evidence on behavioral and practice 
change amongst clinicians and the 
implication for strengthening health 
systems globally through partnership, 
education training and mentorship of 
clinicians and communities globally. 

conference
report



ENT UK GLOBAL HEALTH 201860

Miss Caris Grimes, Consultant General 
and Colorectal Surgeon and established 
global health researcher who works with 
the King’s Centre for Global Health gave 
a compelling talk about conducting 
research in global health settings, 
particularly when establishing projects 
in low-income countries and when 
considering cost-effectiveness of global 
surgery.

Following lunch which provided an 
opportunity to meet both new and 
old colleagues and the conference 
sponsors, there were two parallel 
breakout sessions with an ‘audiology’ 
and ‘ENT surgery’ theme. Both sessions 
were varied and interactive with the 
opportunity to discuss salient issues 
with panel experts. The ENT sessions 
included a humbling and fascinating 
talk by Mood Bhutta, Consultant ENT 
surgeon spoke about the role of the 
devastating ‘sweatshop model’ and his 
personal experiences visiting factories 
which manufacture medical equipment, 
facilitating improvement in working 
conditions for employees and resulting 
testimonials and evidence of improved 
productivity from factory managers 
following these simple but effective 
changes. Professor Nick Stafford, 
Consultant ENT Surgeon, gave a 
particularly entertaining talk about his 
experiences as a global Head & Neck 
surgeon in Myanmar, illustrating the 
range of cases from eminent politicians 
to very advanced, unusual disease and 
disease complications. The challenges 

of teaching in medical schools in low-
income countries were colourfully and 
informatively described by Mr Simon 
Brownings who has formed teaching 
partnerships across the world including 
the Gambia, Cambodia and even North 
Korea where each setting provided 
unique logistical and educational 
challenges. Finally, Mr Robin Youngs, 
Consultant ENT Surgeon and Chairman 
of the ENT-UK Global Health Committee 
spoke of the prolific Britain Nepal 
Otology Service (BRINOS) partnership, 
ear camps, ear care centres and hospital 
he has been integral to developing in 
Nepal since 2006.

The audiology parallel session included 
sessions on the DeafKidz International 
experience of providing protection 
and safeguarding of deaf children in 
ear and hearing care setting by Steve 
Crump. Wendy McKracken challenged 
the audience to consider hearing care 
beyond the hearing aid fitting, and Diego 
Santana spoke about technology and 
equipment needs in ear and hearing cafre 
in low resource settings. Finally, delegates 
had the opportunity to hear Bhavisha 
Parmar of Soundseekers talk about their 
experiences and overcoming challenges 
faced in developing accessible, effective 
ear and hearing care in Zambia.

Established global ENT, ear and hearing 
health endeavours were strengthened 
and new partnerships formed as a result 
of this unique, informative and engaging 
inaugural meeting. 

Ms. Maha Khan

ST5, Health Education North West
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