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Hearing loss and symptoms of disequilibrium are
hidden handicaps with significant public health and
socioeconomic consequences, in addition to a
marked personal impact on the quality of life. The
recent House of Commons Health Committee
report, Audiology services: fifth report of session
2006–7, highlighted that hearing and balance services
have not been seen as a priority and that primary
care trusts have failed to give them the attention they
deserve.1 The need for improved services has also
been stressed by both the voluntary sector:
deaf, deafened and hard of hearing people are vulnerable
to isolation and depression.
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and patient support groups:
we have realised that vestibular disorders are so often misunderstood by the general public, as well as health professionals, that we feel the need to raise the understanding
and awareness of such a disabling condition.
www.labyrinthitis.org.uk

Hearing impairment is the most common sensory
disability worldwide. The World Health Organization has estimated that approximately 250 million
people suffer from a disabling hearing loss2 and has
described deafness as a non-communicable disease,
that is:
a cause of enormous human suffering and a threat to the
economics of many countries…and constitutes a major
contributor to the burden of avoidable risk and disease.3

In the UK, 17% of the adult population suffer from
a significant hearing loss and this figure rises steeply
with age (80% by 80 years).4 In addition, 40% of the
population aged over 40 years has experienced symptoms of dizziness and/or imbalance and these symptoms represent the most common reason for visits to
a doctor by patients over the age of 65.5 The changing
demographics of the population in developed countries will result in even more patients requiring care
for hearing and balance disorders.
In the UK, hearing and balance services have developed in an ad hoc manner, dependent upon local
expertise, interest and resources. The services are
variously provided by ear, nose and throat (ENT)
surgeons, audiovestibular physicians, audiologists,
neurologists, geriatricians, paediatricians and physiotherapists, depending upon the precise complaint and
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availability of professionals. The complexity of hearing
and balance physiology is such that pathologies in a
range of systems may result in dysfunction. Thus, a
systematic medical approach is required to identify the
correct disorder and differentiate otological conditions
from systemic illness with auditory and/or vestibular
manifestations. In the last two decades, there have
been significant advances in diagnostic techniques, the
understanding of auditory and vestibular pathophysiology and both pharmacological and rehabilitative
interventions. The knowledge to diagnose, treat and
rehabilitate auditory and vestibular disorders is now
such that for the majority of patients the prognosis
would be good if appropriate services could be
accessed. Nationally, however, only a handful of services are able to provide sophisticated investigations,
rehabilitation and management of the general medical,
neurological and otological conditions which give rise
to hearing and balance disorders.
The majority of patients are referred to ENT and
neurology, although only 5% of hearing and balance
disorders require surgical intervention or are the
result of central nervous system pathology. These
specialties are recognised by the Department of
Health to be overburdened. Appropriate medical
expertise may not, however, be available to patients
presenting with audiovestibular symptoms in a nonmedical audiology service, leading to limited diagnosis and treatment of relevant medical conditions
and inappropriate, unnecessary and expensive investigations and referrals. Additionally, there is a good
evidence base to support optimal hearing and balance services being provided within the context of a
broad-based, multidisciplinary team.
The public health and socioeconomic costs of
auditory and vestibular dysfunction have not been
calculated, but certain facts are well documented.
The cost benefit of early identification and rehabilitation of patients with profound hearing loss
enabling full integration into education, society and
a range of occupations is well recognised. Moreover,
adult auditory rehabilitation programmes combined
with hearing impairment prevention programmes,
for example in noisy industry, are also cost effective
in enabling adults to continue functioning both in
the workplace and socially.
Community-based population studies have documented that approximately one quarter of patients
complaining of dizziness at the primary care level
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lose time from work, or report some disability interfering with
everyday life. Moreover, symptoms of dizziness and unsteadiness are reported to be one of the most common causes of loss
of time from work, failure to return to work after minor head
injury and, in addition, are a common presenting symptom of a
plethora of general medical disorders. Nonetheless, most doctors do not have a well-defined diagnostic strategy for this
symptom complex leading to unnecessary healthcare costs. The
delay in diagnosing the most common vestibular syndrome in
older patients (benign paroxysmal positional vertigo) has been
estimated to lead to an additional cost of €254 per patient.
Moreover, the US National Institute of Health has reported that
a patient with peripheral vestibular pathology is seen by, on
average, 4.5 physicians before receiving a correct diagnosis and
similar findings have been documented in a UK audit (Drs
Snashall and Raglan, personal communication). Frequently,
non-specialist referrals are associated with repeated medical
attendances and non-contributory, unnecessary and expensive
investigations such as magnetic resonance imaging.6 In people
aged over 60 years, the cost of falls, which are frequently associated with balance disorders, to the NHS and social services in
1999 was £981 million.7
The national shortcomings of the audiovestibular service is
partly the result of limited training opportunities in both undergraduate and higher specialist training programmes for general
practitioners, physicians and paediatricians. In addition, there is
no coordination of training between the various professional
groups currently providing the service and thus, no common
core standard of knowledge and competencies. Moreover, the
staff to population ratio across each of the medical disciplines is
significantly less than in comparable European countries, for
example in the UK there is one audiovestibular physician per
million population, while in Denmark the ratio is 1:125,000 and
in Sweden 1:135,000.
Since 2000, both government and third sector initiatives have
sought to redress the limited access, availability and geographical inequality in the provision of hearing and balance services in
the UK through a range of initiatives including the Modernising
Hearing Aid Services programmes for both adults and children,8
development of the graduate audiology profession, the Action
on ENT programme specifically considering audiology and balance services, the National Audiology Plan9 and the most recent
Health Committee Audiology Services Report.1 Undoubtedly,
these initiatives have raised the profile of hearing and balance
services and have served to highlight the urgent need for more
integrated, efficient working practices, providing high calibre,
rapidly available services closer to patients’ homes.
Set against this background, the Royal College of Physicians
established a multidisciplinary working party which has challenged the current provision of hearing and balance services.10 A
restructured, multidisciplinary, networked model of care for the
provision of audiovestibular care, providing high quality, cost
effective services delivered primarily in the community, but with
flexible and rapid access to secondary and tertiary levels of
specialised investigation and management, is proposed. The
need for a more focused workforce, with increased numbers of
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audiovestibular physicians and appropriately trained audiovestibular paediatricians, working alongside graduate audiologists has been highlighted. The need for broader education has
been stressed, with improved training in audiovestibular medicine across all levels and disciplines of medicine from the undergraduate level to postgraduate primary care and specialists. The
need to integrate relevant training and assessment of competencies across the range of disciplines providing medical care for
this group of patients has been recognised in order to meet the
requirements of the National Service Frameworks for children,11
older people12 and those with long-term conditions.13 It is
hoped that the working party report will bring important costeffective, healthcare improvements with quality of life benefits
for a large group of patients many of whom are vulnerable and
currently disadvantaged in a healthcare system that does not
recognise their need.10
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