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Summary of Recommendation
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Importance

Age-related sensorineural hearing loss is a common health prob-
lem among adults. According to data from 2014-2016, approxi-
mately 16% of US adults 18 years or older reported difficulty hearing.1

In a study from 2014, the prevalence of perceived hearing loss in-
creased with age; 43% of adults 70 years or older reported hearing
loss, compared with 19% of adults aged 40 to 69 years and 5.5%
aged 18 to 39 years.2

Hearing loss can adversely affect an individual’s quality of life
and ability to function independently. Persons with hearing loss may
have difficulty with speech discrimination and localization of sounds.

Hearing loss also has been associated with increased risk of falls, hos-
pitalizations, social isolation, and cognitive decline.3-5

Assessment of Magnitude of Net Benefit
Because of a lack of evidence, the US Preventive Services Task Force
(USPSTF) concludes that the benefits and harms of screening for
hearing loss in asymptomatic older adults are uncertain and that the
balance of benefits and harms cannot be determined (Table).
More research is needed.

More information on the USPSTF recommendation rationale
and assessment is included in the Figure, Table, and eFigure in the

IMPORTANCE Age-related sensorineural hearing loss is a common health problem among
adults. Nearly 16% of US adults 18 years or older report difficulty hearing. The prevalence of
perceived hearing loss increases with age. Hearing loss can adversely affect an individual’s
quality of life and ability to function independently and has been associated with increased
risk of falls, hospitalizations, social isolation, and cognitive decline.

OBJECTIVE To update its 2012 recommendation, the US Preventive Services Task Force
(USPSTF) commissioned a systematic review on screening for hearing loss in adults 50 years
or older.

POPULATION Asymptomatic adults 50 years or older with age-related hearing loss.

EVIDENCE ASSESSMENT Because of a lack of evidence, the USPSTF concludes that
the benefits and harms of screening for hearing loss in asymptomatic older adults
are uncertain and that the balance of benefits and harms cannot be determined.
More research is needed.

RECOMMENDATION The USPSTF concludes that the current evidence is insufficient to
assess the balance of benefits and harms of screening for hearing loss in older adults.
(I statement)
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The US Preventive Services Task Force (USPSTF) concludes that the current evidence is insufficient
to assess the balance of benefits and harms of screening for hearing loss in older adults.

Asymptomatic adults 50 years or older I statement

See the Practice Considerations section for additional information regarding the I statement. USPSTF indicates US Preventive Services Task Force.

Clinical Review & Education

JAMA | US Preventive Services Task Force | RECOMMENDATION STATEMENT

1196 JAMA March 23/30, 2021 Volume 325, Number 12 (Reprinted) jama.com

© 2021 American Medical Association. All rights reserved.



Supplement. For more details on the methods the USPSTF uses to
determine the net benefit, see the USPSTF Procedure Manual.6

Practice Considerations
Patient Population Under Consideration
This recommendation applies to asymptomatic adults 50 years or
older with age-related hearing loss. It does not apply to adults with
conductive hearing loss, congenital hearing loss, sudden hearing loss,
or hearing loss caused by recent noise exposure, or to persons re-
porting signs and symptoms of hearing loss.

Definition of Hearing Loss
The normal human ear can process sound frequencies from 20 to
20 000 Hz, with 500 to 4000 Hz being the most important range
for speech processing.7 There is no universally accepted definition
for hearing loss because frequency and intensity (as measured in
decibels) thresholds vary depending on the reference criteria used.
However, many studies and guidelines define mild hearing loss as
the inability to hear frequencies associated with speech processing
under 25 dB and moderate hearing loss as the inability to hear those
frequencies under 40 dB.8

Pure-tone audiometry is the most standard method for quanti-
tative measurements of hearing; however, it is not always corre-
lated with reported symptoms of hearing loss. There is often dis-
cordance between objectively measured deficits in hearing on
pure-tone audiometry and subjective perceptions of hearing
problems.9 In one study, 1 in 5 persons who reported hearing loss
had a normal hearing test result, while 6% of those with severe
hearing loss detected on audiometry did not report feeling that
they had hearing loss.10

Assessment of Risk
Increasing age is the most important risk factor for hearing loss. Pres-
bycusis, a gradual, progressive decline in the ability to perceive high-
frequency tones due to degeneration of hair cells in the ear, is the
most common cause of hearing loss in older adults.

Screening Tests
Clinical tests to assess for potential hearing loss include the
whispered voice, finger rub, and watch tick tests; however, they
have questionable accuracy and have been shown to be oper-
ator dependent.8,11 Perceived hearing loss can also be as-
sessed by single-question screening (asking “Do you have difficulty
with your hearing?”) or longer patient questionnaires such as the

Table. Summary of USPSTF Rationale

Rationale Assessment
Detection Adequate evidence that screening instruments can detect hearing loss

Benefits of screening and intervention and treatment • Inadequate evidence that screening for hearing loss in asymptomatic patients improves
health outcomes

• Inadequate evidence that interventions to treat hearing loss in screen-detected patients
improves health outcomes

Harms of early detection and intervention and treatment Inadequate evidence to determine the harms of screening for and treatment of hearing loss

USPSTF assessment The evidence on screening for hearing loss is lacking, and the balance of benefits and harms
cannot be determined

Abbreviation: USPSTF, US Preventive Services Task Force.

Figure. Clinician Summary: Screening for Hearing Loss in Older Adults

What does the USPSTF
recommend?

For adults 50 years or older who have not noticed any issues with their hearing:

The USPSTF found that the evidence is insufficient to assess the balance of benefits and harms of screening for hearing loss
in older adults. More research is needed. I statement

To whom does this
recommendation apply?

What’s new?

How to implement this
recommendation?

The USPSTF recognizes that clinical decisions involve more considerations than evidence alone. Clinicians should understand the evidence but individualize
decision-making to the specific patient or situation.

This recommendation applies to asymptomatic older adults (≥50 years) with age-related, sensorineural hearing loss. 
This recommendation is for persons who have not noticed any issues with their hearing.

It does not apply to adults with conductive hearing loss, congenital hearing loss, sudden hearing loss, or hearing loss
caused by recent noise exposure, or those reporting signs and symptoms of hearing loss.

This recommendation is consistent with the 2012 USPSTF statement.

There is insufficient evidence to recommend for or against screening for hearing loss in persons with unrecognized hearing loss.

Clinicians should use their clinical judgement about hearing testing for patients who have symptoms of hearing loss or who
have raised concerns about their hearing.

Where to read the full
recommendation
statement?

Visit the USPSTF website (https://www.uspreventiveservicestaskforce.org) to read the full recommendation statement.
This includes more details on the rationale of the recommendation, including benefits and harms; supporting evidence;
and recommendations of others.

USPSTF indicates US Preventive Services Task Force.
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Hearing Handicap Inventory for the Elderly–Screening (HHIE-S)
questionnaire.12 Technology such as the AudioScope (Welch Allyn),
a handheld otoscope with a built-in screening audiometer, or tablet-
based audiometry apps can also be used.13 Diagnostic confirma-
tion of a positive screening is typically performed with pure-tone au-
diometry. The finding of objective hearing loss indicates eligibility
for an assistive hearing device but may not identify persons who will
find the devices helpful and use them.

Treatment or Interventions
Mild or moderate sensorineural hearing loss (mild, 26 to 40 dB;
moderate, 41 to 60 dB)14 is primarily managed with hearing aids.
For severe or profound hearing loss (severe, 61 to 80 dB; profound,
�81 dB),14 cochlear implants and alternative communication tech-
niques (ie, active listening training, speech reading) are potential
treatment options.

Suggestions for Practice Regarding the I Statement
Potential Preventable Burden
If left uncorrected, hearing loss can lead to significant hardship for
patients, family members, and society. As persons age, moderate to
severe hearing loss is associated with significantly higher impair-
ment in instrumental activities of daily living such as driving and man-
aging medications or finances, as well as impairment in basic activi-
ties of daily living such as ambulation, bathing, and toileting.15

Hearing loss is also associated with other adverse social and
healthoutcomes, includingsocial isolation,depression,anddementia.3

Some evidence suggests that hearing loss is also associated with in-
creased hospitalizations and higher rates of mortality.5,16,17

Potential Harms
Because screening and confirmatory testing for hearing impair-
ment are noninvasive and serious harms of treatment are rare, there
are likely little to no adverse effects of screening for hearing loss. Po-
tential or theoretical harms include anxiety, labeling, and stigma, as
well as middle and outer ear conditions (ie, otitis externa, cerumen
impaction) associated with hearing aid use, but these have not been
adequately studied.

Current Practice
Accurate estimates of screening rates for hearing loss in adult
primary care are not available. Older surveys indicate that
primary care clinicians generally agreed that hearing loss nega-
tively affects their patients but reported low screening rates.18

Clinicians have reported barriers to screening and treatment of
hearing loss, including issues such as lack of knowledge, poor
perception of audiology services, lack of time, and lack of
reimbursement.18-20 Among persons seeking treatment for hear-
ing loss, barriers to receiving care include a lack of awareness of
hearing loss; confusion about options for accessing hearing-
related care (eg, primary care assessment, audiology evaluation,
or over-the-counter device); and decision-making related to
treatment options, preferences, and cost.21 Additionally, dissatis-
faction or difficulties with using hearing aids may factor into the
perceived effectiveness of these devices.21 In 1 large study
(n = 2305) of veterans eligible to receive free hearing aids, only
10% of all participants reported using devices after 1 year.22,23 In
the same study, among those without self-perceived hearing loss

but with hearing loss diagnosed by audiometry, hearing aid use
was 0% to 1.6%. These factors may limit the effectiveness of
screening for and treatment of hearing loss.21

The benefit of earlier hearing aid use among persons with screen-
detected mild hearing loss (with no or little perceived hearing-
related functional impairment) is not clear. There is no standard of
care or guideline consensus on when hearing aids are recom-
mended, and early use of hearing aids does not prevent or delay fur-
ther decline in age-related hearing loss.24,25

Update of Previous USPSTF Recommendation
In 2012, the USPSTF found insufficient evidence to assess the bal-
ance of benefits and harms of screening for hearing loss in asymp-
tomatic adults 50 years or older.26 The current recommendation
statement is consistent with the 2012 statement.

Supporting Evidence
Scope of Review
The USPSTF commissioned a systematic review8,27 to update its 2012
recommendation on screening for hearing loss in adults 50 years or
older. The scope of this review is similar to that of the prior system-
atic review.28

Accuracy of Screening Tests and Risk Assessment
Thirty-four studies (6 good-quality and 28 fair-quality) evaluated
the diagnostic accuracy of various screening modalities compared
with pure-tone audiometry for the detection of hearing impair-
ment in older adults.8,27 Nine studies evaluated a clinical test
(eg, whispered voice, finger rub), 13 studies evaluated asking
a single question, 11 studies evaluated a hearing questionnaire
(eg, HHIE-S), and 10 studies evaluated a handheld or mobile-based
audiometric device. Many studies assessed multiple screening
tools.8,27 Most studies included community-dwelling older adults
enrolled from outpatient clinical or community settings, although 4
studies included adults in chronic care/rehabilitation facilities.
Among the studies that reported age, the median age of study par-
ticipants was 69 years.8,27 Few studies provided racial, ethnic, or
socioeconomic data on participants.

Many studies reported on the accuracy of screening tests to de-
tect hearing loss defined by multiple thresholds (eg, >25 dB, >40 dB)
averaged over different frequencies; however, studies used slightly
different thresholds and criteria (eg, whether 1 or both ears were af-
fected) to define hearing impairment.8,27 In general, studies con-
sidered hearing loss of 25 to 30 dB as mild hearing loss and loss of
35 to 40 dB as moderate hearing loss.

Thirteen studies assessed the accuracy of single-question
screening for detecting hearing loss.8 For detecting mild hearing loss,
the pooled sensitivity was 66% and pooled specificity was 76% (10
studies; n = 12 637).8,27 For moderate hearing loss, the pooled sen-
sitivity was 80% and pooled specificity was 74% (6 studies;
n = 8774).

Eleven studies assessed the accuracy of screening question-
naires, 8 of which assessed the accuracy of the HHIE-S.8,27 Too few
studies reported data to pool accuracy of the HHIE-S for detecting
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mild hearing loss. Across 4 studies (n = 7194), sensitivity of the
HHIE-S ranged from 34% to 58% and specificity from 76% to
95%.8,27 For detecting moderate hearing loss, the pooled sensitiv-
ity of HHIE-S (5 studies; n = 2820) was 68% and pooled specificity
was 79%.8 The Hearing Self-Assessment Questionnaire (HSAQ) and
the Revised Five-Minute Hearing Test (RFMHT) were evaluated in 1
study each. For detecting mild hearing loss, the HSAQ had a sensi-
tivity of 89% to 76% and specificity of 84% to 96%, based on 2 stan-
dard cutoffs. The sensitivity of the RFMHT for detecting mild hear-
ing loss was 80% and specificity was 55%.8,27

The diagnostic accuracy of clinical tests (eg, whispered voice,
watch tick, or finger rub) were evaluated in 9 studies.8,27 Six of these
assessed the accuracy of the whispered voice test at 6 inches, 2 feet,
or both. For detecting mild hearing loss, the pooled sensitivity of the
whispered voice test was 94% and specificity was 87%. Sensitivity
for detecting at least moderate hearing loss, defined as more than
40 dB, ranged from 30% to 60% and specificity from 80% to
98%.8,27 One study of whispered voice test accuracy found differ-
ence based on practitioner experience.8 Other clinical tests, such as
the finger rub and watch tick tests, were evaluated in few studies.
In general, for both mild and moderate hearing loss, these tests had
low sensitivity and high specificity.8,27

Ten studies evaluated the accuracy of various handheld audio-
metric screening devices.8,27 Two studies assessed the accuracy of
the AudioScope to detect mild (>25 to >30 dB) hearing loss and 4
studies assessed the accuracy for detecting moderate (>40 dB)
hearing loss. For mild hearing loss, sensitivity ranged from 64% to
93% and specificity ranged from 70% to 91%. There was relatively
high sensitivity (range, 94%-100%) for detecting moderate hear-
ing loss, although variable specificity (range, 24%-80%). Four
studies assessed tablet-based audiometry apps designed for
screening, although only 1, the uHear app, was reviewed in more
than 1 study. It reported sensitivity between 68% and 100% and
specificity between 87% and 89% for detecting moderate hearing
loss (>40 dB).8,27

Benefits of Early Detection and Treatment
Direct evidence of the effect of screening for hearing loss on clini-
cal outcomes is limited. Only 1 fair-quality randomized clinical trial
examined the effect of screening on health outcomes. The
SAI-WHAT (Screening for Auditory Impairment–Which Hearing
Assessment Test) trial (n = 2305) randomly assigned predomi-
nately male veterans 50 years or older to hearing loss screening
with the AudioScope, HHIE-S questionnaire, or combined screen-
ing vs a control group of no screening.22,23 The primary outcome
was hearing aid use 1 year after screening. Included participants
were predominantly men (94%), 50 years or older (mean age, 61
years), and recruited from a Veterans Affairs medical center.
Three-fourths reported self-perceived hearing loss at baseline.
Overall, hearing aid use across all study groups was low (<10%)
but significantly higher for those screened with the AudioScope
or combined screening vs controls. Hearing aid use was very low
among participants without baseline perceived hearing impair-
ment (0% to 1.6%).22,23 A secondary outcome of the trial was the
effect of hearing aid use on quality of life. No statistically signifi-
cant differences in quality of life scores were observed across the
study groups after 1 year; however, the trial was not powered to
detect differences in hearing-related function.8,27 The generaliz-

ability of these results is limited, as this study was composed of
relatively younger (mean age, 61 years) male veterans with a high
prevalence of perceived hearing loss and who were eligible for
free treatment services.

Several trials reported on hearing aid use and changes in hearing-
related function measured by the HHIE-S; however, clinically mean-
ingful improvements in the HHIE-S associated with hearing aid use
were limited to studies enrolling veterans who generally had greater
baseline hearing impairment.8,27 Four studies reported on general
quality of life or function and other non–hearing-related health out-
comes; of these studies, only 1 found significant benefit in favor of
the intervention on the Short Portable Mental Status Question-
naire and the Geriatric Depression Scale. No study examined the ef-
fect of interventions on the incidence of dementia or neurocogni-
tive impairment.8,27 Overall, the population of white male veterans
and higher prevalence of moderate hearing loss at study entry lim-
its the generalizability of these findings.

Harms of Screening and Treatment
No randomized trials or controlled observational studies evalu-
ated potential adverse effects associated with screening or treat-
ment of hearing impairment using hearing aids.8,27 Potential
harms include false-positive results that lead to unnecessary test-
ing, treatment, or both; labeling; and anxiety. Harms related to
treatment are thought to be minimal; however, potential harms
of treatment include further hearing loss related to amplification
or overamplification.29 Some persons with quantitative hearing
loss may not have perceived hearing loss or experience negative
effects on their quality of life and may not benefit from screening
or treatment. Such overdiagnosis and overtreatment could be
considered a potential harm.

Response to Public Comments
A draft version of this recommendation statement was posted for
public comment on the USPSTF website from September 8, 2020,
to October 5, 2020. Many respondents felt that given the costs
of hearing impairment (both to quality of life and financially), the
USPSTF should recommend screening; however, the USPSTF
requires evidence on benefits and harms to recommend a preven-
tive service. The USPSTF recognizes the significant effects of hear-
ing loss and provided more information about additional outcomes
such as cognitive function and quality of life in its updated recom-
mendation. Several comments expressed that readers might misin-
terpret the I statement as a recommendation against screening. In
response, the USPSTF wishes to clarify that its I statement is a con-
clusion that the evidence is insufficient to assess the balance of
benefits and harms of screening for hearing loss and is neither
a recommendation for nor against screening.

Several comments questioned the scope of the recommenda-
tion and the USPSTF’s decision to exclude populations (younger
adults) and types of hearing loss (ie, conductive hearing loss, con-
genital hearing loss, sudden hearing loss, or noise-induced hearing
loss), as well as those exhibiting early stage dementia. This recom-
mendation focused on screening for sensorineural hearing loss, as
it is the most common form of hearing loss in those older than 50
years. This type of hearing loss is both gradual and progressive and
much more likely to be unrecognized by patients than other types
of hearing loss.
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Several comments noted that newer screening modalities that
provide objective measures of hearing loss were not considered by
the USPSTF. The task force’s review included an assessment of sev-
eral newer screening tools, some of which showed promise but had
limited evidence.

How Does the Evidence Fit With Biological Understanding?
Although sensorineural hearing loss is a relatively common conse-
quence of aging, it has a gradual onset, so many older adults may
not recognize that they have an impairment or may not perceive
their sensory deficits to be a problem. Some individuals may alter
their daily activities to adapt to the loss. Additionally, some older
adults may resist seeking treatment for hearing impairment or
adhering to use of a hearing aid because of fear of social stigma
or a feeling of loss of independence, or discomfort associated
with hearing aid use.

Research Needs and Gaps
More studies are needed that address the following areas.
• The benefit of screening for and treatment of hearing loss in asymp-

tomatic adults on health outcomes, such as quality of life and func-
tion, not just on hearing aid use or quality of hearing.

• The potential harms of screening and treatment, such as false-
positive results and overtreatment.

• Consistent use of definitions of hearing loss to improve certainty
about the accuracy of screening tests.

• The general adult population, as well as diverse subpopulations.
• The role of over-the-counter assistive hearing devices compared

with prescription amplification devices.
• Screening tools that identify not just adults with hearing loss by au-

diometry definition criteria, but adults with unrecognized hear-
ing loss that would benefit (the most) from amplification.

Recommendations of Others
Several organizations have issued statements about screening
for hearing loss in older adults. The American Academy of Family
Physicians references the 2012 USPSTF I statement for screening
for hearing loss in asymptomatic adults 50 years or older.30 The
UK National Screening Committee does not recommend a national
screening program for hearing loss in adults 50 years or older.31

The American Speech-Language-Hearing Association recom-
mends that adults be screened by an audiologist once per decade
and every 3 years after age 50 years or more frequently in those with
known exposures or risk factors associated with hearing loss.32

ARTICLE INFORMATION

Accepted for Publication: February 15, 2021.

Author Contributions: Dr Krist had full access to all
of the data in the study and takes responsibility for
the integrity of the data and the accuracy of the
data analysis. The USPSTF members contributed
equally to the recommendation statement.

The US Preventive Services Task Force (USPSTF)
members: Alex H. Krist, MD, MPH; Karina W.
Davidson, PhD, MASc; Carol M. Mangione, MD,
MSPH; Michael Cabana, MD, MA, MPH; Aaron B.
Caughey, MD, PhD; Esa M. Davis, MD, MPH; Katrina
E. Donahue, MD, MPH; Chyke A. Doubeni, MD,
MPH; John W. Epling Jr, MD, MSEd; Martha Kubik,
PhD, RN; Li Li, MD, PhD, MPH; Gbenga Ogedegbe,
MD, MPH; Lori Pbert, PhD; Michael Silverstein, MD,
MPH; James Stevermer, MD, MSPH; Chien-Wen
Tseng, MD, MPH, MSEE; John B. Wong, MD.

Affiliations of The US Preventive Services Task
Force (USPSTF) members: Fairfax Family Practice
Residency, Fairfax, Virginia (Krist); Virginia
Commonwealth University, Richmond (Krist);
Feinstein Institute for Medical Research at
Northwell Health, Manhasset, New York
(Davidson); University of California, Los Angeles
(Mangione); University of California, San Francisco
(Cabana); Oregon Health & Science University,
Portland (Caughey); University of Pittsburgh,
Pittsburgh, Pennsylvania (Davis); University of
North Carolina at Chapel Hill (Donahue); Mayo
Clinic, Rochester, Minnesota (Doubeni); Virginia
Tech Carilion School of Medicine, Roanoke (Epling
Jr); George Mason University, Fairfax, Virginia
(Kubik); University of Virginia, Charlottesville (Li);
New York University, New York, New York
(Ogedegbe); University of Massachusetts Medical
School, Worcester (Pbert); Boston University,
Boston, Massachusetts (Silverstein); University of
Missouri, Columbia (Stevermer); University of
Hawaii, Honolulu (Tseng); Pacific Health Research

and Education Institute, Honolulu, Hawaii (Tseng);
Tufts University School of Medicine, Boston,
Massachusetts (Wong).

Conflict of Interest Disclosures: Authors followed
the policy regarding conflicts of interest described
at https://www.uspreventiveservicestaskforce.org/
Page/Name/conflict-of-interest-disclosures. All
members of the USPSTF receive travel
reimbursement and an honorarium for participating
in USPSTF meetings.

Funding/Support: The USPSTF is an independent,
voluntary body. The US Congress mandates that
the Agency for Healthcare Research and Quality
(AHRQ) support the operations of the USPSTF.

Role of the Funder/Sponsor: AHRQ staff assisted
in the following: development and review of the
research plan, commission of the systematic
evidence review from an Evidence-based Practice
Center, coordination of expert review and public
comment of the draft evidence report and draft
recommendation statement, and the writing and
preparation of the final recommendation statement
and its submission for publication. AHRQ staff had
no role in the approval of the final recommendation
statement or the decision to submit for publication.

Disclaimer: Recommendations made by the
USPSTF are independent of the US government.
They should not be construed as an official position
of AHRQ or the US Department of Health and
Human Services.

Additional Contributions: We thank Justin Mills,
MD, MPH (AHRQ), who contributed to the writing
of the manuscript, and Lisa Nicolella, MA (AHRQ),
who assisted with coordination and editing.

Additional Information: The US Preventive
Services Task Force (USPSTF) makes
recommendations about the effectiveness of
specific preventive care services for patients
without obvious related signs or symptoms.

It bases its recommendations on the evidence of
both the benefits and harms of the service and an
assessment of the balance. The USPSTF does not
consider the costs of providing a service in this
assessment. The USPSTF recognizes that clinical
decisions involve more considerations than
evidence alone. Clinicians should understand the
evidence but individualize decision-making to the
specific patient or situation. Similarly, the USPSTF
notes that policy and coverage decisions involve
considerations in addition to the evidence of clinical
benefits and harms.

REFERENCES

1. QuickStats: percentage of adults aged �18 years
with any hearing loss, by state—National Health
Interview Survey, 2014-2016. MMWR Morb Mortal
Wkly Rep. 2017;66(50):1389. doi:10.15585/mmwr.
mm6650a7

2. Zelaya CE, Lucas JW, Hoffman HJ. Self-reported
hearing trouble in adults aged 18 and over: United
States, 2014. NCHS Data Brief. 2015;(214):1-8.

3. Loughrey DG, Kelly ME, Kelley GA, Brennan S,
Lawlor BA. Association of age-related hearing loss
with cognitive function, cognitive impairment, and
dementia: a systematic review and meta-analysis.
JAMA Otolaryngol Head Neck Surg. 2018;144(2):115-
126. doi:10.1001/jamaoto.2017.2513

4. Lin FR, Ferrucci L. Hearing loss and falls among
older adults in the United States. Arch Intern Med.
2012;172(4):369-371. doi:10.1001/archinternmed.
2011.728

5. Genther DJ, Frick KD, Chen D, Betz J, Lin FR.
Association of hearing loss with hospitalization and
burden of disease in older adults. JAMA. 2013;309
(22):2322-2324. doi:10.1001/jama.2013.5912

6. Procedure Manual. US Preventive Services Task
Force. Accessed February 3, 2021. https://www.

Clinical Review & Education US Preventive Services Task Force USPSTF Report: Screening for Hearing Loss in Older Adults

1200 JAMA March 23/30, 2021 Volume 325, Number 12 (Reprinted) jama.com

© 2021 American Medical Association. All rights reserved.



uspreventiveservicestaskforce.org/Page/Name/
procedure-manual

7. Yueh B, Shapiro N, MacLean CH, Shekelle PG.
Screening and management of adult hearing loss in
primary care: scientific review. JAMA. 2003;289
(15):1976-1985. doi:10.1001/jama.289.15.1976

8. Feltner CW, Kistler C, Coker-Schwimmer M,
Jonas DE, Middleton JC. Screening for Hearing Loss
in Older Adults: An Evidence Review for the U.S.
Preventive Services Task Force. Evidence Synthesis
No. 200. Agency for Healthcare Research and Quality;
2021. AHRQ publication 20-05269-EF-1.

9. Ventry IM, Weinstein BE. Identification of elderly
people with hearing problems. ASHA. 1983;25(7):
37-42.

10. Gates GA, Cooper JC Jr, Kannel WB, Miller NJ.
Hearing in the elderly: the Framingham cohort,
1983-1985, part I: basic audiometric test results. Ear
Hear. 1990;11(4):247-256. doi:10.1097/
00003446-199008000-00001

11. McShefferty D, Whitmer WM, Swan IR,
Akeroyd MA. The effect of experience on the
sensitivity and specificity of the whispered voice
test: a diagnostic accuracy study. BMJ Open. 2013;3
(4):e002394. doi:10.1136/bmjopen-2012-002394

12. Lichtenstein MJ, Bess FH, Logan SA. Validation
of screening tools for identifying hearing-impaired
elderly in primary care. JAMA. 1988;259(19):
2875-2878. doi:10.1001/jama.1988.
03720190043029

13. Bagai A, Thavendiranathan P, Detsky AS. Does
this patient have hearing impairment? JAMA. 2006;
295(4):416-428. doi:10.1001/jama.295.4.416

14. Mathers C, Smith A, Concha M. Global burden
of hearing loss in the year 2000. World Health
Organization. Published 2003. Accessed February
23, 2021. https://www.who.int/healthinfo/statistics/
bod_hearingloss.pdf

15. Chen DS, Betz J, Yaffe K, et al; Health ABC
Study. Association of hearing impairment with
declines in physical functioning and the risk of
disability in older adults. J Gerontol A Biol Sci Med Sci.
2015;70(5):654-661. doi:10.1093/gerona/glu207

16. Genther DJ, Betz J, Pratt S, et al; Health, Aging
and Body Composition Study. Association between
hearing impairment and risk of hospitalization in
older adults. J Am Geriatr Soc. 2015;63(6):1146-1152.
doi:10.1111/jgs.13456

17. Genther DJ, Betz J, Pratt S, et al; Health ABC
Study. Association of hearing impairment and
mortality in older adults. J Gerontol A Biol Sci Med Sci.
2015;70(1):85-90. doi:10.1093/gerona/glu094

18. Johnson CE, Danhauer JL, Koch LL, Celani KE,
Lopez IP, Williams VA. Hearing and balance
screening and referrals for Medicare patients:
a national survey of primary care physicians. J Am
Acad Audiol. 2008;19(2):171-190. doi:10.3766/jaaa.
19.2.7

19. Danhauer JL, Celani KE, Johnson CE. Use of a
hearing and balance screening survey with local
primary care physicians. Am J Audiol. 2008;17(1):3-
13. doi:10.1044/1059-0889(2008/002)

20. Cohen SM, Labadie RF, Haynes DS. Primary
care approach to hearing loss: the hidden disability.
Ear Nose Throat J. 2005;84(1):26, 29-31, 44. doi:10.
1177/014556130508400111

21. Contrera KJ, Wallhagen MI, Mamo SK, Oh ES,
Lin FR. Hearing loss health care for older adults.
J Am Board Fam Med. 2016;29(3):394-403. doi:10.
3122/jabfm.2016.03.150235

22. Yueh B, Collins MP, Souza PE, et al. Long-term
effectiveness of screening for hearing loss: the
Screening for Auditory Impairment–Which Hearing
Assessment Test (SAI-WHAT) randomized trial.
J Am Geriatr Soc. 2010;58(3):427-434. doi:10.1111/j.
1532-5415.2010.02738.x

23. Yueh B, Collins MP, Souza PE, et al. Screening
for Auditory Impairment–Which Hearing
Assessment Test (SAI-WHAT): RCT design and
baseline characteristics. Contemp Clin Trials. 2007;
28(3):303-315. doi:10.1016/j.cct.2006.08.008

24. Prescribing Hearing Aids and Eyeglasses.
Department of Veterans Affairs; 2008. VHA Directive
2008-070.

25. Hearing loss in adults: assessment and
management. National Institute for Health and Care

Excellence. Published June 21, 2018. Accessed
February 3, 2021. https://www.nice.org.uk/
guidance/ng98/chapter/Recommendations

26. Moyer VA; US Preventive Services Task Force.
Screening for hearing loss in older adults: U.S.
Preventive Services Task Force recommendation
statement. Ann Intern Med. 2012;157(9):655-661.
doi:10.7326/0003-4819-157-9-201211060-00526

27. Feltner C, Wallace IF, Kistler CE,
Coker-Schwimmer M, Jonas DE. Screening for
hearing loss in older adults: updated evidence
report and systematic review for the US Preventive
Services Task Force. JAMA. Published March 23, 2021.
doi:10.1001/jama.2020.24855

28. Chou R, Dana T, Bougatsos C, Fleming C, Beil T.
Screening adults aged 50 years or older for hearing
loss: a review of the evidence for the U.S.
Preventive Services Task Force. Ann Intern Med.
2011;154(5):347-355. doi:10.7326/0003-4819-154-5-
201103010-00009

29. American Academy of Audiology; Academy of
Doctors of Audiology; American Speech-Language-
Hearing Association; International Hearing Society.
Regulatory Recommendations for OTC Hearing
Aids: Safety and Effectiveness. American
Speech-Language-Hearing Association. Published
2018. Accessed February 17, 2021. https://www.
asha.org/siteassets/uploadedfiles/consensus-
paper-from-hearing-care-associations.pdf

30. Clinical Preventive Service Recommendation:
Hearing. American Academy of Family Physicians.
Accessed February 3, 2021. https://www.aafp.org/
patient-care/clinical-recommendations/all/
hearing.html

31. UK NSC Hearing Loss in Adults Recommendation.
UK National Screening Committee; 2016.

32. Preferred Practice Patterns for the Profession
of Audiology. American Speech-Language-Hearing
Association. Published December 21, 2006.
Accessed February 3, 2021. https://www.asha.org/
policy/pp2006-00274/

USPSTF Report: Screening for Hearing Loss in Older Adults US Preventive Services Task Force Clinical Review & Education

jama.com (Reprinted) JAMA March 23/30, 2021 Volume 325, Number 12 1201

© 2021 American Medical Association. All rights reserved.


