
 

Funding Guidelines for Ear and Hearing Health Screening Programmes 
 

Summary: Key Points for Health Service Providers 
 
1. CheckUp has reviewed its funding priorities and policies to ensure they are evidence-based and align with 
ǘƘŜ vǳŜŜƴǎƭŀƴŘ DƻǾŜǊƴƳŜƴǘΩǎ !ōƻǊƛƎƛƴŀƭ ŀƴŘ ¢ƻǊǊŜǎ {ǘǊŀƛǘ LǎƭŀƴŘŜǊ /ƘƛƭŘ 9ŀǊ ŀƴŘ IŜŀǊƛƴƎ IŜŀƭǘƘ 
Framework, Deadly Kids Deadly Futures (DKDF). 

2. As a result, CheckUp will no longer provide Healthy Ears ς Better Hearing Better Listening funding for new 
ΨǎǘŀƴŘ-ŀƭƻƴŜΩ ear and hearing screening programmes in early childhood and/or school facilities.  Any 
ŜȄƛǎǘƛƴƎ ΨǎǘŀƴŘ-ŀƭƻƴŜΩ ŜŀǊ ŀƴŘ ƘŜŀǊƛƴƎ ǎŎǊŜŜƴƛƴƎ ǇǊƻƎǊŀƳƳŜǎ ǿill be required to transition to the new 
model to be eligible for ongoing funding in the future.  

3. Funding to enable the delivery of ear and hearing screening programmes in early childhood and/or school 
facilities will only be considered for new provider bids that meet the following criteria: 

a. Evidence is provided to demonstrate that the burden of middle ear disease and associated 
conductive hearing loss warrants intervention of the target cohort; 

b. The service provider is able to assure CheckUp that no other provider is delivering the same (or a 
similar) service to the target cohort; 

c. Funding preference will be given to providers that can demonstrate a screening model that 
achieves significant coverage of the 0-4 year cohort in the target communities. However, 
CheckUp acknowledges that population-based screening of this priority group creates practical 
challenges (see Policy Context section). Where coverage of the 0-4 age group would not be cost 
effective, the screening service must target all children aged 4-6years in pre-prep, prep and year 
one.   

d. The service provider will meet the service delivery standards described in this document. 

e. The screening to be carried out will include the following minimum age-specific test components: 

 
 

Mandatory Elements Details Age 

1. Otoscopy  Visual inspection of pinna, ear canal 
and ear drum. 

All ages  

2. Tympanometry Categorise into Type A, B or C. For children older than 6 months 

3. Pure tone audiometry  Air conduction screening down to 
25dB at 1000, 2000 and 4000 Hz. 

Start attempting on children from 
3.5 yrs.  

 
Introduction 
 
Lƴ aŀǊŎƘ нлмс ǘƘŜ aƛƴƛǎǘŜǊǎ ŦƻǊ IŜŀƭǘƘ ŀƴŘ 9ŘǳŎŀǘƛƻƴ ǊŜƭŜŀǎŜŘ vǳŜŜƴǎƭŀƴŘΩǎ !ōƻǊƛƎƛƴŀƭ ŀƴŘ ¢ƻǊǊŜǎ {ǘǊŀƛǘ 
Islander Child Ear and Hearing Health Framework, Deadly Kids Deadly Futures (DKDF).  That document, 
which is the result of collaboration from a range of government and non-government organisations, sets 
out an evidence-based and holistic approach to preventing, reducing and managing otitis media and 
conductive hearing loss among Aboriginal and Torres Strait Islander children.   
 
CheckUp is proud to be a member of the DKDF Steering Committee, and has been working with the Deadly 
Ears Programme, the Department of Education and Training, Queensland Aboriginal and Islander Health 



 

council and the Institute of Urban Indigenous Health to review its funding priorities and policies to ensure 
they promote best practice in ear and hearing health services in alignment with DKDF.   
 
These Funding Guidelines for Ear and Hearing Health Screening Programmes (the Guidelines) result from 
that process.  They provide direction to providers wishing to be funded under the Healthy Ears ς Better 
Hearing, Better Listening programme and which are considering delivering ear and hearing health screening 
to Aboriginal and Torres Strait Islander children in early childhood and/or school settings. 
 
The criteria set out this document do not apply to: 

¶ audiology services which are ŘŜƭƛǾŜǊŜŘ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜ ǎŀƳŜ ǇǊƻǾƛŘŜǊΩǎ whole-of-child health 
assessments or Ear Nose and Throat specialist clinics; 

¶ providers delivering whole-of-child health assessments and follow-up, which include ear and 
hearing checks. 

 
Service Delivery Standards 
 
Pre-Delivery Requirements 
 
1. Child Protection 
The QLD Department of Education and Training (DET) requires that health providers visiting DET early 
childhood education childhood facilities and/or schools have: 
a) appropriate qualifications to undertake ear and hearing health checks; 
b) a current Blue Card or exemption notice; 
c) completed child protection training as directed by the school principal; 
d) evidence of indemnity insurance; 
e) written endorsement from the manager/principal of the host facility to undertake the work as 

described in this document. 
 
2. Consent 
Where parents/carers will not be present, providers must work with the host facility to obtain prior written 
consent from the parent/carer which includes: 
a) Question/s on whether there is any existence of or concerns about ear/hearing/speech problems; 
b) Confirmation of whether the child is under a care management plan for audiology/ENT/speech or 

related issues; 
c) Consent to share results and recommendations with the host facility (ie school/day care/kindy/etc); 
d) Nomination of the local primary health provider if possible; 
e) Advice on how any follow-up treatment or care is to occur, and the responsibilities therein of the 

provider, parent/carer and host facility. 
 

A sample proforma consent form is provided in Appendix 1 
 
3. Agreement with local Primary Health Providers 
Providers must obtain prior agreement from the relevant local primary health facilities (nominated above) 
regarding appropriate referral pathways and protocols for children identified with needs arising from the 
ear and hearing screening. 
 
Delivery Requirements 
 
Providers will: 
1. Deliver services in line with the national Recommendations for Clinical Care Guidelines on the 

Management of Otitis Media. 



 

2. Ensure younger children are prioritised for service delivery. Where delivery occurs in schools, children 
from pre-prep, prep and year one must be seen. Other children, such as those identified with concerns 
by teachers or parents/carers, may then be seen if capacity allows. 

3. Conduct a follow-ǳǇ ǊŜǾƛŜǿ ŜŀǊ ŀƴŘ ƘŜŀǊƛƴƎ ŎƘŜŎƪ ƻŦ ŀƭƭ ŎƘƛƭŘǊŜƴ ǿƘƻ άŘƛŘ ƴƻǘ ǇŀǎǎέΣ ǘƻ ƻŎŎǳǊ at 3 
months after the initial ear and hearing check; 

4. Provide a copy of all results and recommendations arising from each ear and hearing check directly to: 
a. ǘƘŜ ŎƘƛƭŘΩǎ ƴƻƳƛƴŀǘŜŘ ǇǊƛƳŀǊȅ ŎŀǊŜ ǇǊƻǾƛŘŜǊ using referral pathways and protocols agreed with 

those providers; 
b. ǘƘŜ ŎƘƛƭŘΩǎ ŦŀƳƛƭȅ/carer; and  
c. the host facility (where consented). 

 
These requirements are reflected in the Deadly Kids Deadly Futures Recommended Ear and Hearing Health 
Service Pathway diagram provided overleaf.  
 
Note that families may not provide the name of GP or primary health clinic to which the child may be 
referred if they do pass their check.  This may be because they do not have a regular GP or because they 
have chosen not to provide the name of their GP on the consent form.  In such cases, the hearing health 
check should still be conducted and if the child does not pass: 
 
1. the provider should ask the school whether they have the name of a health practitioner on file for the 

family (it is an optional field in the state school enrolment form), and  

2. if the school does not have that information on file then the ŎƘƛƭŘΩǎ ŦŀƳƛƭȅ ǎƘƻǳƭŘ ōŜ ǇǊƻǾƛŘŜŘ ǿƛǘƘ ŀ ƭƛǎǘ 
of local GPs/primary health clinics along with the recommendation that they make an appointment for 
a clinical assessment.   

 
Otitis Media, Conductive Hearing Loss, and the Role of Ear and Hearing Screening 
 
The rate of otitis media (OM) among Aboriginal and Torres Strait Islander children is among the highest in 
the world. If left untreated, OM can lead to temporary and sometimes permanent conductive hearing loss 
(CHL) that can create difficulties in listening, learning, playing and developing relationships.  These 
ǇǊƻōƭŜƳǎ Ŏŀƴ ƘŀǾŜ ŀ ƴŜƎŀǘƛǾŜ ŜŦŦŜŎǘ ƻƴ ǘƘŜ ƭƻƴƎ ǘŜǊƳ ǘǊŀƧŜŎǘƻǊȅ ƻŦ ŎƘƛƭŘǊŜƴΩǎ ƭƛǾŜǎ ƛƴǘƻ ŀŘǳƭǘƘƻƻŘΦ 
 
The aetiology and clinical pathway of OM is complex and poorly understood. In many children, OM and 
associated conductive hearing loss either resolves or fluctuates, but there is evidence that OM among 
Aboriginal and Torres Strait Islander children tends to be more frequent, longer-lasting and more likely to 
lead to long-term problems than in other Australian children.  
 
Screening any population for OM and CHL can never do more than provide a snapshot at a point in time.    
This is why it is advised that all children who fail their initial ear and hearing health screening test should be 
reviewed a review should occur three months after the initial assessment.  
 
One-off, stand-alone ear and hearing screening will identify those children with ear and hearing concerns 
which exist only at the time of screening.  Screening involving the checks described above does not 
diagnose otitis media or hearing loss. 
 
Primary/community health is essential in the assessment, diagnosis and management of children with ear 
and hearing concerns. It is important to note that children who do not pass ear and hearing screening or 
audiology (in relation to middle ear disease) are referred to primary health anyway. 
 
!ǎ ŀ ǊŜǎǳƭǘΣ ƛǘ ƛǎ ƛƳǇŜǊŀǘƛǾŜ ǘƘŀǘ ŀƴȅƻƴŜ ǿƛǘƘ ŎƻƴŎŜǊƴǎ ŀōƻǳǘ ŀ ŎƘƛƭŘΩǎ ŜŀǊǎ ŀƴŘκƻǊ ƘŜŀǊƛƴƎ Ƴǳǎǘ ŜƴǎǳǊŜ ǘƘŜ 
child is immediately seen by the local primary/community health centre.  



 



 

 
Policy Context 
 
Lack of Evidence for Stand-Alone Screening 
¢ƘŜǊŜ ƛǎ ƭƛǘǘƭŜ ŜǾƛŘŜƴŎŜ ǘƻ ǎǳǇǇƻǊǘ άǎǘŀƴŘ-ŀƭƻƴŜέ ŜŀǊ ŀƴŘ ƘŜŀǊƛƴƎ ǎŎǊŜŜƴƛƴƎΦ ¢ƘŜ !ǳǎǘǊŀƭƛŀƴ Lƴǎǘƛǘute of 
Health and Welfare1 (AIHW) cites it ŀǎ ŀƴ ŜȄŀƳǇƭŜ ƻŦ ŀƴ ƛƴǘŜǊǾŜƴǘƛƻƴ ǘƘŀǘ άŘƻŜǎƴΩǘ ǿƻǊƪέΣ ǎǘŀǘƛƴƎ ǘƘŀǘΣ 
άtƻǇǳƭŀǘƛƻƴ ōŀǎŜŘ ǎŎǊŜŜƴƛƴƎ ŀǎ ŀ ǎƻƭŜ ǎǘǊŀǘŜƎȅ Ƙŀǎ ƴƻǘ ōŜŜƴ ŦƻǳƴŘ ǘƻ ǊŜŘǳŎŜ ǘƘŜ ǇǊŜǾŀƭŜƴŎŜ ƻŦ ŜŀǊ ŘƛǎŜŀǎŜ 
among Indigenous children. A coordinated approach comprising disease prevention, treatment and 
ƳŀƴŀƎŜƳŜƴǘ ƛǎ ǊŜǉǳƛǊŜŘΦέ [p2] 
 
Oberklaid et al (2002)2 ƴƻǘŜ  ǘƘŀǘ άthe follow-up of those who undergo a screening test is as important as 
the test itselfέ ώǇмфϐΦ ! ƳŀƧƻǊ ƛǎǎǳŜ ƘƛƎƘƭƛƎƘǘŜŘ ƛƴ evaluations of ear and hearing screening programs3 has 
been the lack of follow-up with subsequent care.  
 
IƻǇƪƛƴǎ ŀƴŘ aƻǊǊƛǎ όнллфύ ŎƻƴŎƭǳŘŜ άresources that might be used in screening for otitis media in 
Indigenous [children] ǿƻǳƭŘ ōŜ ōŜǘǘŜǊ ǳǎŜŘ ƛƴΧ ǎǘǊŀǘegies that improve the routine care i.e. surveillance 
(diagnosis and management) of otitis media in the community setting.έ ώǇΦуϐ 
 
¢ƘŜ !LI² ŀƭǎƻ ƴƻǘŜǎ ǘƘŀǘΣ άan effective surveillance strategy can be built around regular (or opportunistic) 
child health checks.έ ώǇфϐ 
 
¢ƘŜ 5Y5C ŦǊŀƳŜǿƻǊƪΩǎ άōŜǎǘ ǇǊŀŎǘƛŎŜ ƳƻŘŜƭέ (appendix A) ŀŘǾƻŎŀǘŜǎ ŀ ƳƻǾŜ ǘƻ άembedding ear and 
hearing healthcare into existing child health services rather than relying on the delivery of stand-alone ear 
and hearing services such as hearing screening programs conducted in primary schoolsέ ŀƴŘ άΧƛǘ ƛǎ 
ǊŜŎƻƳƳŜƴŘŜŘΧ [that] the reliance on school-based hearing screening programs as the predominant 
method of identifying child ear and hearing health is reducedέΦ 
 
Prioritising Younger Children 
The 5Y5C ŦǊŀƳŜǿƻǊƪ ŀƭǎƻ ǎǘŀǘŜǎ ǘƘŀǘΣ άthe earlier a child with middle ear disease and associated hearing 
loss is provided with support, the greater the likelihood developmental and functional impacts will be 
minimised on their speech, communication and learninƎ ǎƪƛƭƭǎΦέ  For this reason, DKDF and its associated 
Action Plan prioritise interventions such as routine ear and hearing health checks, and engagement by 
primary health care, for children aged 0-4 years. 
 
Population-based ear and hearing screening for children aged 0-4 years presents significant practical 
challenges because only a small proportion of the cohort may attend an early childhood centre on any 
given day.  This is particularly likely in communities which may have lower full-time employment, and 
therefore parents at home and/or extended family childcare arrangements.   For this reason, these funding 
criteria extend to screening for the 4-6 age group (in accordance with 5Y5CΩǎ Best Practice Model of Care) 
because clinical evidence indicates that this cohort also tends to have high prevalence of OM and CHL.  
Once children aged 4-6 years have been screened, targeted screening of children aged 7 and older can 
occur for those identified with concerns by teachers or parents/carers.   
 
However, the 0-4 age group remains the priority for prevention and early intervention. CheckUp will 
prioritise funding for providers who can demonstrate that their screening model is able to reach a 
significant proportion (75% or above) of 0-4 year old children in any given community. 
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Definition of Terms4 
 
Screening refers to any measurement that aims to identify individuals who could potentially benefit from 
an intervention for otitis media and/or conductive hearing loss. It is not diagnostic, and requires referral to 
primary health care for diagnosis and necessary treatment. 
 
Ear and hearing screening/checks relate to screening for otitis media and/or conductive hearing loss, and 
includes the following assessments at age-appropriate stages, plus subsequent recommendations for 
management and treatment: 

¶ otoscopy; 

¶ tympanometry; and 

¶ screening audiometry.  
 
Stand-alone screening means there is no other health check provided to the child at that time by the 
service provider, and the service provider does not refer children who fail their ear and hearing health 
check for primary health assessment and management using referral protocols and pathways agreed 
beforehand with local primary care providers. 
 
Audiology in this context refers to the delivery of diagnostic assessments in relation to middle ear disease 
and associated conductive hearing loss. 
 
Surveillance5 differs from screening in that: 

¶ It targets many aspects of child health, growth and development; 

¶ It is part of routine care, and the follow-up with intervention when required is inherent; 
 
An example of surveillance in this context would be the inclusion of ear and hearing checks in routine and 
opportunistic child health checks.  
 
5ŜƭƛƴŜŀǘƛƴƎ ōŜǘǿŜŜƴ ά{ŎǊŜŜƴƛƴƎέ ŀƴŘ ά{ǳǊǾŜƛƭƭŀƴŎŜέ 
The World Health Organisation6 ǎŀȅǎ άScreening is often thought of (and in practice often is) a cross-
sectional, short-ǘŜǊƳ ƻǇŜǊŀǘƛƻƴέ [eg. one-ƻŦŦ ǎŎƘƻƻƭ ǎŎǊŜŜƴƛƴƎϐ Χάwhile surveillance conveys rather a long 
term vigil over the ƘŜŀƭǘƘ ƻŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ƻǊ ƻŦ ŀ ǇƻǇǳƭŀǘƛƻƴέ [eg. routine age-appropriate child health 
checks].  
 
Support for Providers 
 
Providers can access the following support: 

1. The national Recommendations for Clinical Care Guidelines on the Management of Otitis Media is a 
resource to standardise treatment for Aboriginal and Torres Strait Islander children. They are accessible 
here.  

2. Training in Ear and Hearing Checks in Qld is available as follows: 

a) The Benchmarque Group is funded by the Australian Government to deliver accredited training in 
alignment with the national guidelines on otitis media. It offers the Otitis  media and Aural Health 

                                                           
4 A range of useful definitions is available in Oberklaid F, Wake M, Harris C, Hesketh K, Wright M (2002) Child health screening and 

surveillance: a critical review of the evidence. Canberra: National Health and Medical Research Council 
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 Morris P, and S Hopkins (2009). Rapid Evidence Summary ï Does ear health screening improve outcomes in young children? 

http://www.healthinfonet.ecu.edu.au/otherhealth-conditions/ear/reviews/other-reviews 
6
 Wilson JMG, Jungner G (1968) Principles and practice of screening for disease. Geneva: World Health Organization, as cited in Morris 

P, and S Hopkins (2009), ibid. 

http://www.health.gov.au/internet/main/publishing.nsf/Content/indigenous-otitismedia-clinical-care-guidelines
https://www.benchmarquegroup.com.au/
https://www.benchmarquegroup.com.au/course/otitis-media-and-aural-health-care-program/


 

Care Program. Other courses are also available, including the Audiometry Screening and 
Assessment Program, and a course in Aural (Ear) Health.  

b) The Deadly Ears Program can support GPs, Child Health Nurses, and Aboriginal Health Workers 
(minimum Cert IV) with training in ear and hearing checks. Please contact its office on 07 3310 7709 
for further information. 

3. The Australian Government has an arrangement with Sonic Innovations to support services with ear 
and hearing screening equipment. Please contact this organisation if your organisation requires 
screening equipment. 

4. It is very important to deliver effective health promotion and education about strong ear and hearing 
health in Aboriginal and Torres Strait Islander children. There are a range of useful resources available 
to early years staff, educators, health professionals and families available from: 

a) ¢ƘŜ !ǳǎǘǊŀƭƛŀƴ DƻǾŜǊƴƳŜƴǘΩǎ /ŀǊŜ ŦƻǊ YƛŘǎΩ 9ŀǊǎ campaign;  

b) The Deadly Ears Program; and 

5. Providers working under this measure are strongly encouraged to review 

http://www.cultureawarenessporthealth.com.au/  

6. It is also worth checking whether specific education and training supports exist within your 
organisation.  

 
  

https://www.benchmarquegroup.com.au/course/otitis-media-and-aural-health-care-program/
https://www.benchmarquegroup.com.au/course/course-in-aural-ear-health/
https://www.childrens.health.qld.gov.au/chq/our-services/community-health-services/deadly-ears/ent-outreach-referrals/
http://sonici.com.au/
http://www.careforkidsears.health.gov.au/
https://www.childrens.health.qld.gov.au/chq/our-services/community-health-services/deadly-ears/resources/
http://www.cultureawarenessporthealth.com.au/


 

Appendix 1: Sample Consent Proforma 
 

 


