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Chapter

The Need to Increase Awareness
and Access to Cochlear
Implantation

Patrick S.C. D’Haese, Vincent Van Rompaey, Marc De Bodt
and Paul Van de Heyning

Abstract

Some degree of disabling hearing loss is present in 466 million people world-
wide, representing 5% of the world’s population and the majority of these are adults
over 65 years old. Hearing loss is associated with increased risks of social isolation,
depression, dementia, stroke, vision loss, diabetes and mortality. It is in the top five
causes of years lived with disability in 2015, 2016 and 2017 for males and top 10 for
females. Hearing aids are a suitable treatment for mild to moderate loses but for
some they do not provide enough benefit. Cochlear implantation is a proven and
effective treatment for bilateral severe to profound hearing loss, yet despite good
funding in high income countries, the utilisation of CI is poor (less than 10% of
suitable patients), especially in the older adult population who arguably need it
most. Prevalence data shows that hearing loss increases with age, but the provision
of implants in the over 65 s is even lower, despite there being no clinical barriers to
older adults receiving a CI. Survey data shows that awareness activities are needed
for both professionals and the general population to improve knowledge of what a
CI is and how it can help.

Keywords: hearing loss, cochlear implant, health belief model, awareness

1. Introduction

Within Europe, we see an ageing population that is more active in their com-
munity and society than ever before. In order to sustain a high level of quality of life
it is important for the European citizens to be able to communicate independently,
remain active and maintain their autonomy. Untreated hearing loss very quickly
leads to social isolation and depression. Patients speak of the impact of fragmented
communication on their inability to participate in conversation leading to a dimin-
ishing circle of friends. Hearing loss also has the potential to restrict a person’s
independence, limiting their ability to take care of themselves or partners, acceler-
ating their progression into facilitated living or social care. Whilst there are obvious
benefits to living longer, such as opportunities to pursue a lengthier career, discover
new hobbies, explore further education and spend quality time with family, there
are also associated risks. Perhaps, when one considers these risks one thinks of
increased frailty, or maybe cognitive decline, but what about the impact of hearing
loss and its associated morbidities on quality of life?
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Some degree of disabling hearing loss is present in 466 million people world-
wide, representing 5% of the world’s population and the majority of these are
adults over 65 years old (93%) [1]. Our population is ageing and by 2025, 20% of
the population will be over 65 years. We know that the prevalence of hearing loss
increases with age and roughly 30% of men and 20% of women in Europe are
expected to have a hearing loss of 30 dB HL or more by age 70 years, and 55% of
men and 45% of women by age 80 years [2]. The prevalence of child and adult hear-
ing impairment is substantially higher in middle- and low-income countries than
in high-income countries, demonstrating the global need for attention to hearing
impairment [3].

Fortunately, treatment for hearing loss is more advanced than ever before.
Hearing aids (externally worn amplification) and hearing implants (surgically
implanted and replacing the function of the middle or inner ear) are widely avail-
able. Cochlear implants have been used successfully for over 30 years and are an
effective treatment used for those who experience hearing loss too severe to benefit
from a hearing aid [4]. The surgery required for a cochlear implant (CI) is largely
considered routine with a low complication rate and benefits are large, with sig-
nificant gains in quality of life [5]. Medical technologies such as cochlear implants
can play an important role in reversing the impact of hearing loss on the health
and wellbeing of the individual. In addition, these technologies will also help to
reduce the impact on the economy and society. For example, in a study that looked
at 93 Cl users, 6 years after they had been implanted, statistics demonstrated that
the unemployment rate had dropped from 60 to 49%. The same study also dem-
onstrated the impact of hearing loss on personal income. One of the conclusions
is that 31% of respondents had an increased income which was high enough after
treatment to move income brackets [6]. It should be noted that the positive eco-
nomic impact of treating hearing loss in a child continues up until old age. Several
studies have demonstrated that children with hearing loss, which is not treated, are
less likely to attend mainstream education. This will have an overall impact on their
employment opportunities and earnings potential. Cochlear implants are largely
funded by national health care or insurance systems in high income countries and in
theory should be available to all who want one and meet the clinical criteria. Yet, at
present, evidence suggests that utilisation amongst suitable adults is very low (less
than 10%) and more work needs to be done to ensure patients have access to this
technology.

2. Global disease burden of hearing loss

The first question to ask is how big a problem hearing loss represents globally?
Global disease burden studies bring together all currently available epidemiological
data on a disease to provide comparisons of death, prevalence and loss of health
over time. In order to align health systems with the populations they serve, policy-
makers first need to understand the true origin and impact of their country’s health
challenges and how those challenges are shifting over time. This requires more than
just estimating disease prevalence, such as the number of people with depression
or diabetes in a population. Global disease burden research incorporates both the
prevalence of a given disease or risk factor and the relative harm it causes. The tools
allow decision-makers to compare the effects of different diseases, such as diabetes
type 2 versus cancer, and then use that information to guide policy. Global burden
of diseases, injuries, and risk factors studies provide a comprehensive assessment of
prevalence, incidence, and years lived with disability (YLDs) for over 300 causes in
195 countries and territories. Health losses are expressed in terms of years lived with
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disability (YLD) and is calculated by multiplying the prevalence of the condition by
a ‘disability weight’ which reflects the severity of the condition in comparison with
other conditions. Globally, low back pain, migraine, age-related and other hearing
loss, iron-deficiency anaemia, and major depressive disorder were the five leading
causes of YLDs in 2015 and 2016. In the most recent report, age related hearing loss
remains in the top five for males and top 10 for females [7-9].

Part of the reason hearing loss ranks highly in its disease burden is due to
the prevalence of hearing loss in the population. The current World Health
Organisation (WHO) 2018 figures report that as many as 466 million people have
a disabling hearing loss (defined as a loss in the better ear of >40 dB), i.e. 5% of the
world’s population (Figure 1). This number is set to rise to possibly 630 million by
2030 as life expectancy increases and the population ages (Figure 2). As we age the
sensory cells in our inner ear irreversibly degenerate resulting in age related hearing
loss. This natural process can be accelerated by exposure to high levels noise during
our lifetime and this is most likely to account for the difference in male and female
prevalence rates due to the type of employment (Figure 2). Thus, we can see from
the data in Figure 3 that the prevalence of hearing loss increases with age, with
less than 2% of children likely to experience hearing loss but almost one in three
adults experiencing a disabling hearing loss after the age of 65 years. This pattern
holds true for all regions globally, regardless of income (Figure 3). An important
factor to mention as well is prevention. There is a need to raise awareness on several
preventable causes of hearing loss such as ototoxicity and noise induced hearing loss
(recreational and industrial) but also to further stress the importance of aspects
such as vaccination and hearing screening. The latter can be in neonates but also in
adults where progressive hearing loss is a major issue [1].

The second factor in the assessment of global disease burden is the degree of
disability caused by the sensory loss. The most obvious of these come from the loss
of the ability to communicate effectively and can lead to social isolation and depres-
sion. This is especially apparent when the hearing loss is severe to profound. There
is a body of evidence showing that those with a hearing impairment feel lonelier or
more socially isolated, anxious or distressed than their normally hearing peers and
this has an impact on measures of overall quality of life (for more details see Shield
report section B [10]).

males (56%) than females (44%) W|th dlsabllng heanng loss. -

Figure 1.
The 2018 figures for disabling hearing loss are shown. The left-hand pie chart shows the proportion of adults
and childven with a disabling loss and the vight-hand pie chart shows the split between male and female.
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Figure 2.
This graph shows in millions the number of people with disabling hearing loss over time and the WHO’s
projections for the number of people likely to have a disabling hearing loss in the future.
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Figure 3.
The graph shows the prevalence of hearing loss in the different age groups acvoss the vegions. Overall the
prevalence of disabling hearing loss increases with age to almost one in three adults after 65 years old.

People are less aware of the relationship between hearing loss and other aspects
of overall health: these include the risks of more falls, an association with diabetes,
stroke and sight loss [11-15]. For adults aged 70 and older, hearing loss is indepen-
dently associated with hospitalisation and poorer self-reported health [16] There is
also good evidence that an increased mortality rate is associated with hearing loss;
this is most likely to be via three mediating variables: disability in walking, cogni-
tive impairment and vision loss [17-19]. However, more recent data questions these
results: Schubert et al. followed over 2400 participants in the US for up to 17 years,
and found that although initially hearing loss was associated with mortality, when
taking account of additional risk factors for cardiovascular and other diseases, the
association between hearing loss and mortality was no longer significant [20]. They
also found that participants who developed hearing impairment during the follow
up period did not have an increased risk of mortality. Similarly, Amieva et al., in
a 25 year longitudinal study in France, found no difference in risk of mortality
between subjects with and without self-reported hearing loss [21].
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Archbold et al. [29] UK (all hearing loss) 30 billion pounds per year
WHO [30] Global (all hearing loss) $700-800 billion per year
Deloitte Access Economics Australia (all hearing loss) 15 billion Australian dollars per
[31] year
Mobhr et al. [32] USA (severe to profound hearing $400,000 per person over lifetime
loss)
Table 1.

Examples of estimates of the costs of untreated hearing loss in high income countries [10].

Hearing loss has also been strongly linked to cognitive decline and dementia
[22, 23]. A hearing loss as little as a 25 dB was found to be equivalent to the cogni-
tive reduction associated with an age difference of 6.8 years [24] People with mild
hearing loss are twice as likely to develop dementia as those without hearing loss
and five times more likely to develop it if they have a severe loss [25]. Hearing loss
not only increases the risk of developing dementia but accelerates the rate of cogni-
tive decline [26] The Lancet commission on Dementia Prevention, Intervention,
and Care describes the new life-course model of dementia prevention incorporating
nine modifiable risk factors and their potential effect in reducing an individuals’
risk of dementia [27]. They were surprised to find that hearing loss was the largest
contributor, almost doubling the risk. Overall, they concluded that the most prom-
ising intervention targets were increasing education in early life, increasing physical
activity and social engagement, reducing smoking, treating hypertension, diabetes,
and hearing impairment.

As well as having a significant impact on the individual in terms of a reduction
in their quality of life, there is also a significant cost to society as a result of unman-
aged hearing loss. A value can be calculated for lost productivity in terms of income
and taxes. Employment rates for hearing impaired individuals are on average about
20% lower compared to those without hearing loss and those who are in work often
take lower paid jobs, work part time and retire early [10, 28]. There is also a cost
associated with increased pressure on health services, for example more visits to the
general practitioner or from social services [29]. By combining these figures and
including an amount for loss of quality of life, various estimates have been made
for the costs associated with hearing loss of 25 dB or more in various high-income
countries (Table 1). World-wide estimates are as high as 700-800 billion dollars per
year globally, and ranges from around 476 to 581 billion euros in Europe. Restricting
the calculations to hearing loss of 35 dB and above, the cost to the EU ranges from
approximately 185-261 billion euros, and to the wider European community from
approximately 216-303 billion euros, depending on whether or not the use of hear-
ing aids is accounted for.

3. Treatment options and their use

Although hearing loss is not always preventable, it is treatable. The degree of loss
can be described in four categories form mild to profound (Table 2) and for those
with a mild to moderate loss, hearing aids are an effective intervention, as can be
seen from the list of reported benefits described in Table 3. However, when these
are no longer sufficient, most commonly in severe to profound hearing loss, CI is
indicated.

A Cl is a neural stimulator providing electrical stimulation directly to the
hearing nerve and is different to a hearing aid, which amplifies sound and presents
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Degree of Quietest sound Effects

hearing loss heard (dBHL)

Mild 25-39 Can sometimes make following speech difficult
Moderate 40-69 May have difficulty following speech without hearing aids
Severe 70-94 Usually need to lipread or use sign language, even with

hearing aids

Profound 95 dB or greater Usually need to lipread or use sign language

Table 2.
Action on hearing loss classifications of hearing loss (https://www.actiononhearingloss.org.uk).

Over 80% of hearing aid users report improvements in their overall quality of life.

Over 60% of hearing aid users in Europe and the USA report improvements in the ability to communicate
effectively and over 50% in the ability to participate in group activities.

Hearing aid users in Eurotrak surveys report less physical and mental exhaustion, better sleep, less
depression and better memory than non-users.

There is an association between hearing aid use and reduction in cognitive ability; recent research suggests
that hearing aid use reduces the rate of cognitive decline.

There has been conflicting research evidence concerning the impact of hearing aids on depression but there is
a suggestion that the use of hearing aids may reduce depressive symptoms.

Results of studies concerning the impact of hearing aids on loneliness and social isolation are inconclusive.

Hearing aid users earn significantly more than non-users, the differential between the two groups increasing
with the severity of hearing loss.

Unemployment rates of non-users are approximately twice those of hearing aid users.

Table 3.
Proven benefits of wearing a hearing aid taken from a comprehensive analysis of the published data in the
Shield report [10], addressing all the consequences of hearing loss listed above.

it through the damaged hearing system. It consists of an implanted device and
externally worn audio processor (Figure 4). During surgery an electrode array is
inserted into the cochlea which provides stimulation directly to the spiral ganglion
cells. The external processor picks up the sound via a microphone and converts it
into a series of coded signal which are transmitted via a RF link to a receiver placed
into a shallow well in the mastoid bone, which is connected to the electrode array
via the middle ear cavity (Figure5). A CI is an effective treatment for profound
hearing loss [33-35]. Adults, who have normal speech development as a child and
have acquired their hearing loss in later life, can expect to be able to use the phone,
interact in social groups in quiet and for some of the better performers, even hear
effectively in noise and enjoy music. Some of the comments implant users have
made post implantation include: going out for a meal is a pleasure again because I do
not feel excluded from the conversation. I feel less isolated knowing I can hear the
doorbell ring. I can relax when I watch TV instead of straining to hear and reading
the subtitles. The results are not instant, and the first 3 months show the largest
changes in what people can hear and understand, although improvement continues
over the first year. However, despite the magnitude of the benefits and the signifi-
cant impact of implantation on quality of life the take up of CI in adults is poor.
Utilisation rates for CI, in both adults and children with severe to profound
loss, were reported in Sorkin and Buchman for Germany, Austria, Sweden, United
Kingdom, Australia and the USA [36]. These were based on the known implanted
population and prevalence data collected in the respective countries. Adult
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Figure 4.
Image of a cochlear implant showing the implanted and externally worn audio processor parts (behind-the-ear
audio processor and single unit audio processor (courtesy of MED-EL GmbH).

Figure 5.
Image showing the cochlear implant in situ. The external microphone picks up the sound, which is then
transmitted wirelessly to the internally implanted parts (courtesy of MED-EL GmbH).

penetration was found to be less than 10%, regardless of geographic region. This

is surprising given that rates for adult hearing aid use in people with a severe or
profound hearing loss are high, at an average of 63% across Europe [10] and leads us
to question why the uptake of CI in the adult population is so poor. Prevalence data
has shown that hearing loss increases with age, but the provision of implants in the
over 65 s is lower than in younger people, despite there being no clinical barriers to
older adults receiving a CI [36-39]; for example in Australia, utilisation in the over
65 s is 0.3%. The benefits to older adults of the CI are almost the same as the benefit
to the younger person and the poor uptake of treatment might be due to the percep-
tion of hearing loss as a natural consequence of the ageing process by both patient
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Reasons for non-ownership %

Hear well enough in most situations 64.3

Hearing loss not severe enough 61.8

Uncomfortable 56.0

They do not restore your hearing to normal 54.2

They do not work well in noisy situations 54.2
Table 4.

Average percentages of vespondents citing reasons for non-ownership of hearing aids.

and professional. This acts as an additional barrier to treatment for this group and it
has been shown that people who regarded hearing loss as being inconsequential and
accepted it passively, are less likely to seek treatment [40]. Paediatric use of CI does
not follow the same pattern with much higher penetration rates in all regions (e.g.
97% in Australia, 50% in the USA), highlighting the different approach to child-
hood hearing loss.

To seek treatment for a condition, individuals must perceive that they have
a hearing loss which is severe enough to be perceived as a threat to their overall
wellbeing [41]. They must also feel that there are more benefits than barriers to the
treatment sought. Factors identified as acting as barriers to hearing rehabilitation
in general include financial limitations, stigma of hearing devices, inconvenience,
competing chronic health problems and unrealistic expectations [42] The Eurotrak
survey data collected in 2015 illustrates this and found that the main reasons given
for not wearing a hearing aid were that the hearing loss was not severe enough and
that hearing aids were uncomfortable and embarrassing to wear (Table 4) [43].

There are a number of factors which may adversely affect the uptake of CI
compared to hearing aids. Firstly, it is a more costly treatment with an adult surgery
and follow up. However, CIs have been shown to be highly cost effective with low
complication rates and in most developed economies, funding is provided either by
a national health programs or employer based or private insurance schemes
[33, 44]. None the less, lack of funding has the potential to restrict the number
of suitable adults who are implanted, particularly in undeveloped economies.
However, the costs of not effectively treating hearing loss have been shown to be
much greater and, as we have seen earlier, investment in treatment at an early stage
may reduce the burden on health services of other diseases such as dementia. Poor
awareness of the treatment amongst professionals and patients or even a negative
perception of implants in the general population, due to the political issues around
the impact implantation has on deaf culture and the deaf community is also a factor.

4. Raising awareness

One of the issues which may be inhibiting adults from coming forward to be
assessed for a CI is lack of awareness of the treatment in both professionals and
potential recipients. Good knowledge of the risks verses benefits is especially
important for cochlear implantation as it requires an invasive surgical procedure
to insert the electrode array into the cochlea, in contrast to a hearing aid which
can be fitted at any time. It is therefore beholden to the professionals to provide
accurate information to enable potential patients to balance the risks verses ben-
efits and make an informed choice. Evidence has shown that uninformed profes-
sionals can act as an additional barrier to implantation and improved education
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of audiologists and ENT specialists can greatly improve referral rates [41, 45]. It
would be reasonable to assume that professionals such as audiologists and oto-
rhinolaryngologists were well informed about the benefits and limitations of a CI
and were able to refer appropriately. However, very little published data exists and
the most recent of these studies, Chundu and Buhagiar, indicate that less than half
of the audiologists surveyed were confident that they knew when to refer a patient
for a CI assessment [46].

Behaviour patterns are explained and modified by using different theories of
learning use models. One of these models is the health belief model by Rosentstock.
It provides a framework to describe how people can be influenced to change their
health-related behaviour [47]. Within the model it is stated that there are three
conditions required to change behaviour: (1) the existence of sufficient motivation
(or health concern) to make health issues salient or relevant. (2) The belief that one
is susceptible or vulnerable to a serious health problem or to the sequelae of that
illness or condition (often termed ‘perceived threat’). (3) The belief that following
a particular health recommendation, at a subjectively acceptable cost, would be
beneficial to reducing the perceived threat. Within this latter condition, cost refers
to the perceived barriers that must be overcome in order to follow the health recom-
mendation. This cost refers to, but is not restricted to, financial outlays. Applying
this into the area of disabling hearing loss, we must consider that people will take
action to seek treatment for disabling hearing loss if they view this disabling hear-
ing loss as a serious issue, they feel sufficiently concerned about the severity of their
disabling hearing loss, and that there are more benefits than barriers to amplifica-
tion or an alternative way of stimulation/amplification [46].

More healthcare choices are driven by patients and the internet than ever before.
If utilisation of cochlear implants is to increase, awareness of the impact of hearing
loss and the knowledge of the benefits and limitations of cochlear implantation
must be improved, and any misconceptions corrected. One way of doing this is to
put in place an education campaign. The purpose of any such campaign would be
to improve individuals’ motivation to take action and seek treatment. In order to
address this a large market research study, funded by MED-El GmbH, was under-
taken to try to establish the levels of awareness in the older adult population. The
aim of this study was to assess the factors that contribute to individuals’ health
motivation to take action and address their hearing loss. The older adult population
(50-70 years old) was targeted as the prevalence of hearing loss is higher in this
group. An online questionnaire with 13 closed set questions was completed by 500
subjects at home in Austria, Germany, France, Sweden and the United Kingdom
(100 subjects in each country). The different questions were based around the
health belief model, as shown in Figure 6 and looked at subject’s perceived suscep-
tibility to hearing loss, its severity (the perceived threat that hearing loss presents)
and the barriers to action. Different questions were presented to assess subject’s
perceptions in three areas: (1) their susceptibility to disabling hearing loss, its
importance to them and its impact (the threat); (2) the barriers that may prevent
them from seeking appropriate treatment; (3) the actions that subjects currently
take to address any hearing concerns.

Possible barriers to treatment of the disabling hearing loss were selected based
on the personal experience of the authors. In addition, they were gained from focus
groups and talking to existing CI users and clinicians involved in CI programmes.
The following barriers were identified: the visibility of the device or cosmetics,
convenience of use for all situations, including sports or going to bed, and manage-
ment of the device. To assess the perception of both implants and hearing aids, as
a hearing aid is the alternative treatment option, questions were designed. Barriers
such as fear of surgery, losing residual hearing, and identity considerations were
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Figure 6.
Flow diagram describing the different factors from the health believe model which stimulate individuals to take
action to addvess disabling hearing loss.

not considered as they were not identified by the focus groups at the time. However,
these are also key areas for potential candidates to consider, even before referral to
a specialist CI centre takes place. Questions were asked to the respondents whether
they thought there was any difference between a hearing aid and a hearing implant
and whether there was any difference in hearing sensitivity between hearing aids
and implants. The underlying concept was to assess if a potential lack of perceived
benefit or differences between implants compared to hearing aids was acting as a
potential barrier to implantation.

In the resulting data, good hearing was regarded as being important in all
countries and when motivated to do so, people sought information from medical
professionals, mostly GPs and ENT specialists, about their hearing problems [48].
There was agreement that the main sign of hearing loss was turning up the TV
or radio. This is a useful self-assessment measure which can prompt individuals
to seek help. In more than the majority of the participating countries, hearing
aids were thought to be not particularly visible, not require much maintenance
nor servicing or a hindrance whilst doing sport. The majority of participants
knew that they must be removed before bed. Perceptions of hearing implants
were that they were permanently fitted, not externally visible and do not need to
be removed before bed. This is a persistent and significant misconception and is
discussed further in the next paragraph, where attitudes of professionals are also
considered. In general, subjects knew that there was a difference between hearing
aids and hearing implants (range of agreement 72-40%). When asked if there was
no qualitative difference (in terms of hearing sensitivity) between them, median
scores tended towards disagree, this means that a subjective difference is also
perceived. However it remains unclear whether the respondents understood what
the differences were.
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Data has also been published relating to awareness of CI in doctors with an
ear nose and throat (ENT) specialist training [49]. A random sample of 240 doc-
tors were surveyed and their referral patterns, attitudes and beliefs towards ClIs
recorded. The results showed that they shared many common beliefs about hearing
loss, hearing aids, and Cls, although some national variation in opinion was pres-
ent. Most were aware that hearing implants and hearing aids were different, but
nearly all would recommend a hearing aid over an implant if both were suitable.
However, some doctors surprisingly agreed that there was no difference between
hearing aids and hearing implants in terms of hearing sensitivity (5-36%) and we
would also have expected a strong disagree from well informed respondents to that
statement. There was also some confusion over the need to still wear and maintain
an external speech processor with a CI. Responses to the statements covering the
types of issues which may come up in an initial consultation with a patient who is
considering a CI were not as clear as could be expected, with Likert values falling
within the middle of the range for most questions. Implants were still regarded by
some as not externally visible and permanently fitted, without the need to remove
them at night. This indicates that even in the professional group, not all were aware
of the basic structure of a cochlear implant with a concealed implanted part and
an external speech processor, which is worn much like a hearing aid. Without the
external speech processor, the CI does not function and providing reassurance to
patients that they can remove the external part of the CI at any time and return
to their non-hearing state could be a key factor in the decision-making process.
Conversely, misleading patients that a CI provides an invisible hearing solution,
when currently it does not, can also be a hindrance. When initial discussions about
hearing implants are taking place, the realisation by patients that the external parts
of a hearing implant are not very different practically from a hearing aid may deter
patients from pursuing a treatment option which they thought would be invisible.

Personal experience has shown that many potential CI recipients are not aware
of the significant hearing benefits of a CI compared to a hearing aid. Potential
implant recipients need to be able to make an informed choice about going forward
for assessment. Individuals who would be suitable candidates are often resistant to
considering an elective surgical procedure to address their hearing loss and accurate
information on the risks and benefits needs to be available. The surveys indicated
that in both the professional group and the general population more work needs
to be done to improve awareness of the substantial benefits of CI and knowledge
of the basics of the technology. The study results reinforced the importance of
the internet in accessing information about health and hearing loss in the general
population, but interactive new media were low down the list of preferred means of
keeping abreast of medial issues for professionals in all countries. Whilst an online
awareness campaign could be a cost-effective way of improving awareness of CI,
professionals tended to rely on conferences and conversations with colleagues to
keep up to date.

An awareness campaign was funded MED-EL GmbH which placed a series
of banners in online newspapers and health magazines. If the reader clicked on
the advert they were taken to the MED-EI GmbH web site. This was a very broad
approach with the objective to target a wide range of individuals, both professional
and the general public. The campaign was run over a 2 week to 3 month period
depending on the publication chosen. Click rates for the adverts were recorded and
were at a median of around 0.2%, although some outliers such as had consider-
ably more traffic of 3-5% for health publications such as Audiology World News.
Although an average click rate of less than 1% seems very low, comparisons to
industry data show that this is within the expected range for this type of advertising
in the general population. It is reasonable to assume that the medical publications
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had a readership that were already interested in health topics and were thus more
likely to click on the advert. This approach seemed promising, however, follow

up awareness data collected from another random sample showed that there was
little change in the attitudes of either the professional of general groups. Future
campaigns should be focused on those who have already been identified as having
a hearing loss but what form it should take or how this group could be accessed
directly is less clear. Should the patients themselves be made aware of Cl asa
treatment option or should audiologists and ENT professionals be the focus? The
pathway to improving awareness of CI is unclear, but it is certain that better man-
agement of hearing loss will be essential for the future in our ageing population.

5. Conclusions

* The prevalence of hearing loss is high with around 5% of the world’s popula-
tion effected and this number is set to rise as the population ages.

* The burden of hearing loss as a disease is also high with hearing loss in the top
five causes of years lived with disability in 2015, 2016 and 2017 for males and
top 10 for females along with low back pain, migraine, iron-deficiency anae-
mia, and major depressive disorder.

* Cochlear implantation is a proven and effective treatment for bilateral severe
to profound hearing loss, yet the utilisation of CI is poor (less than 10% of
suitable patients), especially in the older adult population who arguably need it
most.

* Survey data shows that awareness activities are needed for both professionals
and the general population to improve knowledge of what a CI is and how it
can help.

* Online activities are a cost-effective approach to improve awareness in the
general public. However, professionals still get their information from confer-
ences, colleagues and medical books and journals.
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