
Quality Standards for  
Children’s Hearing Services 

The Assessment and Audit Tool

Digital ISBN 978 1 4734 7147 4   © Crown copyright 2016   WG29355

version 2 July 2016



Quality Standards for Children’s Hearing Services Version 2        July 2016 

The Assessment and Audit Tool 

 

 

1 

 

 

Quality Standards for Children’s Hearing Services  
Version 2 July 2016 
The Assessment and Audit Tool 

 

Standard 1 Accessing the Service 

Standard  
Statement 

Rationale Criteria 
 

EVIDENCE OF COMPLIANCE 
This list contains examples that you 

may wish to include as evidence. 
You may have different forms of 

evidence to support your self 
assessment score.   

1a.  
All newborns, infants, children and 
young people have access to the 
audiological services they require 
in a timely fashion, with clearly 
defined referral pathways to 
audiological services that are 
widely disseminated and reviewed 
regularly. 
 
 
 
 

 
Correct referral information results in 
more efficient use of available 
resources [1][2][3][4]. 
 
Prompt identification of permanent 
hearing problems and subsequent 
intervention leads to improved 
outcomes for the child at a later date 
[2][5][6][7][8][9[10][11]. 
 
Parents support the principle of early 
identification and intervention 
[12][13][14][15][16][17][18].     
 
Fluctuating hearing loss can have a 
disadvantageous effect on the child’s 

Referral Pathways 
1a.1.  
Clearly defined written referral 
pathways from all referral sources are 
in place, reviewed at least every three 
years, and disseminated to all potential 
referrers on a regular basis. 
 

 
Written referral pathways, linked to 
referral criteria, for all referral routes for 
all ages of children.   
 
Pathways should include timings of 
appointments (urgent/routine) and 
request for referrers to detail any 
communication support requirements 
for the child/family.  
 
Referral forms to include 
communication support requirements  
 
Version numbers to be included, and 
documents to be updated at least every 
3 years, or sooner should changes 
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development [2][19][20][21].  
 
Young people need a clear transition 
route from child to adult services 
[22][23][24][25]. 
 
 

occur.   
 
Written/electronic document for 
referrers detailing referral pathways 
and criteria.   
 
Evidence that pathways have been 
disseminated to/discussed with 
referrers eg. email/Agenda for GP 
training/presentation. 
 
 

1a.2.   
Where local services are unable to 
provide all aspects of care, clear 
referral routes to external providers are 
in place. 
 

 
Written referral pathways, with details 
as 1a.1. 

Speed of Access 
1a.3.  
Routine new referrals, for hearing 
assessment, are offered an 
appointment within 6 weeks of receipt 
of referral. 
 

 
Written policy on waiting times.  
 
Audit of waiting times, against 6 week 
target. 
 
Data collected a minimum of every 
three months for each clinic 
type/location. 
 

1a.4.  
Urgent1 new referrals, for hearing 
assessment, are offered an 

 
Written policy on waiting times. 

                                                
1
 Urgent cases are specified as:  ≤6 months of age with parental concern; meningitis; plus any others deemed urgent by the service.  Medical emergencies fall outside of the 

scope of these Standards. 
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appointment within 4 weeks of receipt 
of referral.  
 

 
Sample/ Examples of waiting times, 
against 4 week target 
 
 

1a.5.   
Children requiring follow-up hearing 
assessment/hearing aid reviews are 
offered appointments within an 
identified timescale. 
 

 
Audit of planned review date against 
actual review date, ≥80% should be 
seen within one month of scheduled 
appointment. 
 
Data collected a minimum of every 
three months for each clinic 
type/location. 
 

1a.6.  NBHSW 
Referrals from NBHSW for diagnostic 
assessment are offered an 
appointment within the nationally 
agreed timescales2 
 

 
Local data   

Flexibility of Appointments 
1a.7.   
Flexibility is available in appointment 
times, and where possible locations, to 
suit the individual needs and 
preferences of the parents and child or 
young person. 
 

 
List of clinic locations. 
 
Clinic schedule from electronic records 
to show range appointment times/days 
available. 
 
Demonstration of flexibility, eg.partial 
booking/letters. 

                                                                                                                                                                                                                                                        

 
2
 Within 4 weeks of date of last screening episode for Well Babies, and within 8 weeks of screening episode for High Risk Babies. 
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1.a.8  NBHSW 
Flexibility is available in appointment 
times, and where possible locations, to 
suit the individual needs and 
preferences of the family 
 

 
Patient management system schedule 
Letters 
Discussion with team 
 

Transition from Child to Adult 
Audiology Service 
1a.9.   
Robust systems are in place, used and 
regularly reviewed, to manage the 
transition from child to adult audiology 
services. 
 

 
 
Transition Protocol. 
 
Information sheets. 
 
Letters/or evidence of referral from 
children’s audiology to adult/transition 
service. 
 
 

1b.  
Service demand and referral data 
are accurately monitored, 
reviewed and reported to guide 
service planning. 
 

 
Effective allocation of health 
resources is reliant upon accurate 
information on the balance between 
demand for services and available 
resources. It is important that waiting 
times for all stages of the patient 
pathway are collected and monitored 
in an effective manner 
[1][2][3][4][16][26][27].  
 
The number of incorrect referrals to 
the specialist medical route informs 
the effectiveness/clarity of referral 
criteria and compliance of referrers to 
those criteria. Improvements can 

Monitoring of Service Referrals 
1b.1.  
The number of incorrect referrals to 
audiology is monitored annually, and 
action continuously taken to address 
any non-compliance with referral 
criteria.  
 

 
Examples of incorrect referrals. 
 
Evidence from triage service. 
 
Action taken where non-compliance 
exists. 
 

Service Planning 
1b.2.  
Key data are identified, collected, 
reviewed and used in annual service 
review. 
 

A Report Detailing: 
 

 the number of children referred to 
audiology services, with specific 
reference to the numbers referred 
by NBHSW 
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then be made to ensure that children 
are correctly referred to appropriate 
services [1][2][3][4]. 
 
 

 the number of young people 
transferring to adult services 

 

 the number of appointments not 
attended and non-responders from 
partial booking (if used)  

 

 the number of NHS hearing aids 
fitted for the local paediatric 
population, including conductive 
and sensorineural losses,  with 
specific reference to those children 
referred by NBHSW  

 

 subsequent reports monitor trends 
over time 
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Standard 2 Assessment 
 

Standard  
Statement 

Rationale Criteria 
 

EVIDENCE OF COMPLIANCE 
This list contains examples that you 

may wish to include as evidence. 
You may have different forms of 

evidence to support your self 
assessment score.   

2a.  
All referred newborns, infants, 
children and young people receive 
audiological assessment 
appropriate to their age and stage 
of development.  
 
There is a spectrum of audiology 
appointments from routine to more 
complex assessments. 
In some cases this may involve a 
multidisciplinary approach. 
 
The range of audiological 
assessments available enables 
definition of degree and nature of 
hearing loss. 

 
Accurate and complete assessment 
is required to inform decisions and 
discussions regarding support and 
management options 
[2][3][28][29][30][31][32].  
 
It is important to be able to assess 
hearing status in children who may 
have other social, educational and 
medical difficulties; a multidisciplinary 
approach will assist with this 
[2][28][29][33]. 
 
Parental involvement and that of the 
child or young person where 
possible, in the assessment and 

Comprehensive Assessment 
2a.1.  
A comprehensive range of audiological 
assessments is available3, either in the 

local audiology department or by a pre-
arranged referral pathway with an 
alternative service. 
 

 
List of assessments available. 
 
Two cases studies demonstrating the 
spectrum of assessments undertaken 
(can be linked with 2b.1.) 

 

2a.2. NBHSW 
A comprehensive range of audiological 
assessments is available. 
 

 
Three case histories of newborns with 
hearing loss  
 
Where cases selected by NBHSW do 
not show the full range of assessments, 
local team should identify further cases 
to provide additional evidence 
 

                                                
3
 See Appendix 1 
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habilitation process improves 
outcomes [6][7][9][28][34][35][36]. 
 
The quality of assessment is more 
likely to be assured if undertaken in 
accordance with nationally 
recommended procedures 
[29][32][37][38][39][40]. 
 
Measures are compromised if not 
gathered using equipment calibrated 
to national and international 
standards and in a quiet test 
environment [37][38][40][41][42]. 

 

2a.3.  
All audiological procedures follow 
national standard/guidelines where 
these exist. 

 

 
Access to National 
Standards/Guidelines either 
electronically, or via hard copy, within 
Department. 
 
Local protocols for activity outside the 
scope of the above. 
 

2a.4.  NBHSW 
All audiological procedures follow 
national standard/guidelines where 
these exist. 
 

 
Departmental protocols for newborn 
diagnostic assessment. 
 
Access to National 
Standards/Guidelines for diagnostic 
assessment. 

2a.5.  NBHSW 
Participation in the national peer review 
process for NBHSW diagnostic 
assessments is demonstrated and is 
monitored locally. 

 
Departmental record of sending 
assessment for peer review, and 
participating as peer reviewer, whilst 
adhering to defined timescales. 
 
Spreadsheet or patient management 
system entries related to peer review. 
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Assessment Equipment and 
Conditions 
2a.6.  
All equipment is calibrated at least 
annually and documented to 
international standards. 

 

 
 
List of equipment with calibration 
dates/log. 
 
Current calibration certificates.  

 
2a.7.  
Daily checks are carried out and 
documented, across all sites. 

 

 
Log of Stage A checks for all 
equipment available. 
 
Audit of Stage A checks for all 
equipment over 4 week period, twice in 

year prior to audit. 
 
4 = ≥95%, 3 = 85-94%, 2 = 75-84%, 1 
= 50-74%, 0= <50% 
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2a.8.  
Hearing tests are always carried out in 
acoustical conditions conforming to 
national and international standards4  
 
 

 
Results of acoustic testing to 
demonstrate compliance with the 
acoustic requirement available for all 
facilities used for hearing assessment. 
Such ambient noise level 
measurements shall be made at a time 
when conditions are representative of 
those existing when audiometric tests 
are carried out, including operation of 
the air-conditioning/ heating system 
and lighting. 
 
4 = 100%, 3 = 90-99%, 2 = 80-89%, 1 
= 75-79%, 0= <75% 
 
 

2b.  
The assessment process should 
inform a clearly defined 
management plan. 

 
Prompt, accurate and complete 
audiological information informs 
appropriate management, and 
amplification, as required 
[2][15][28][29][32][43][44]. 

Assessment Process 
2b.1.  
All assessments are interpreted taking 
into account the developmental status 
of the child and any co-existing medical 
conditions.

 

 

 
 
Two case studies 

 
(can be the same as those used  in 
2a.1.)  
 

2b.2. NBHSW 
All behavioural hearing assessments 
are interpreted taking into account the 
developmental status of the child and 
any co-existing medical conditions. 
 

 

 
Three case histories of newborns with 
hearing loss  
 
When cases selected by NBHSW do 
not show the full range of assessments, 
local team should identify further cases 

                                                
4
 See Appendix 2 
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to provide additional evidence. 
 

2b.3.  
Written local protocols exist which 
define appropriate management 
options arising from the assessment 
(such as decisions to refer, review or 
discharge).  
 

 
Protocols/Care pathways 
 
Two case studies  
(can be the same as those used in 
2a.1./2.b.1) 
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Standard 3 Audiology Individual Management Plan (IMP) 

 
Standard  
Statement 

Rationale Criteria 
 

EVIDENCE OF COMPLIANCE 
This list contains examples that you 

may wish to include as evidence. 
You may have different forms of 

evidence to support your self 
assessment score.    

3a.  
An audiology Individual 
Management Plan (IMP)5 is: 
 
Developed for each neonate, 
infant, child or young person  
 
Agreed with parents and/or the 
child or young person.   
 
Updated on an ongoing basis.  
 
Accessible to the team members 
involved with the child’s care. 

 

 
An audiology IMP is required as each 
child needs to be treated as an 
individual case as circumstances, 
medical condition, audiological status 
and family needs will vary 
[28][29][31][34][39].  
 
There is evidence that families value 
joint working as it avoids duplication 
and there is less conflict of 
information [13][14][15][16]. 
 
Parental involvement and that of the 
child or young person where possible 
improves outcomes [7][9] 
[13][14][26][28][34][36]. 
 
Regular revision allows the 
management plan to be responsive 
to the child’s changing needs. It also 
gives the plan the flexibility to 

Developing an IMP 
3a.1.  
The IMP includes an initial programme 
of audiological management (including 
provision of hearing aids where 
appropriate) and details of ongoing 
assessment as required. 
 

 
 
Audit of 20 cases 
 
 

3a.2.  NBHSW 
The IMP includes an initial programme 
of audiological management (including 
provision of hearing aids where 
appropriate) and details of ongoing 
assessment as required. 
 

 
Three IMPs for babies identified with 
hearing loss 
 

Record of Service Provision 
3a.3.  
The IMP includes, where appropriate, 
service provision from those currently 
involved with the child and family. 

 
Audit of 20 cases 
 
 

Further IMP Documentation 
3a.4.  

 
Audit of 20 cases 

                                                
5
 See Appendix 3 
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incorporate additional information for 
the benefit of the child’s 
management [10][28][29][31][45][46]. 
 
 

 

The IMP details any requirements 
families have for information, family 
support and practical advice.  

 

 
 

 

3a.5.  
Any agreed needs are documented in 
the IMP and reviewed at subsequent 
appointments. 

 

 
Audit of 20 cases 
 

 
 

3a.6.   
The IMP is circulated to parents, and 
members of the multi-agency team 
where appropriate, with the consent of 
the family. 

 

 
Audit of 20 cases 
 
 

 
3a.7.  
The IMP follows the young person 
through transition and is available to 
the adult service. 

 

 
Provision of copies of IMP for all 

Transition Cases during audit year 
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Standard 4   Hearing Aid Management, Selection, Verification and Evaluation Hearing 

Hearing 

Standard  
Statement 

Rationale Criteria 
 

 EVIDENCE OF COMPLIANCE 
This list contains examples that you 

may wish to include as evidence. 
You may have different forms of 

evidence to support your self 
assessment score.   

4a.  
All newborns, infants, children and 
young people using hearing aids 
should have access to all aspects 
of services they require in a timely 
fashion.   

 

 
When families wish to go ahead with 
early amplification, appropriate fitting 
of hearing aids, coupled with good 
multidisciplinary and family support 
lead to better outcomes for the child 
or young person [9][10][11][14][18]. 
 
Well fitting earmoulds are essential if 
hearing aids are to work to 
specification [15][47][48][49]. 
 
Regular reviews allow monitoring of 
the newborn, infant, child or young 
person’s progress, underlying 
hearing loss and use of hearing 
aid(s). Information obtained can be 
used to fine tune the aiding as 
required [10][28][29][31][43][45]. 
 

 

Speed of Access 
4a.1.   
All referrals for hearing aids are offered 
an appointment for fitting within 4 
weeks of decision to aid, with the 
exception of mild, unilateral and 
temporary conductive hearing losses, 
where appointments can be offered 
within 6 weeks of decision to aid. 
 

 
Audit of time between decision to aid 
and fitting of aid against 4/6 week 
target  
 
Data should cover 20 cases and 
include at least 5 cases of 
sensorineural loss 
 

4a.2.  NBHSW 
All referrals for hearing aids for babies 
identified via NBHSW, are offered an 
appointment for fitting within 4 weeks of 
decision to aid. 
 

 
Audit of all babies identified via 
NBHSW during audit year  
 
Audit Care Pathway forms for babies 
with  identified hearing loss 
 
NBHSW database 
 

4a.3.   
Appointments for replacement 
earmoulds are within 2 working days of 
request, in at least one site in the area, 
unless delayed at young person/family 
request. 

 
Audit of time from request to 
appointment offered against 2 day 
target. 
Data to cover range of ages, including 
under 2s. 
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Audit should cover 20 cases and 
include 5 children under 2 years of age 
 

4a.4.   
Appointments for hearing aid repair are 
within 2 working days of request, in at 
least one site in the area, unless 
delayed at young person/family 
request. 

 

 
Audit time from request to appointment 
offered against 2 day target. 
Data to cover range of ages, including 
under 2s. 
 
Audit should cover 20 cases and 
include 5 children under 2 years of age 
 

4a.5. 
Services offer the option of drop-
off/postal repairs. 
 

 
Information leaflet/Departmental 
literature. 

4a.6.   
Children and families are offered 
regular reviews, appropriate to their 
age and hearing loss6. 

 

 
Audit of frequency of reviews for 
children of different ages with a range 
of hearing losses. 
 
Audits should cover a range of hearing 
losses:   
5 cases <2 years 
5 cases 2-5 years 
5 cases >5 years 
 
 
 
 

4b.  Selection of Hearing Aids  

                                                
6
 See Appendix 4 
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 The service is able to provide a 
variety of amplification devices, 
and features, suitable for the 
needs of the individual child. 

Children need appropriate 
amplification to safely access sound 
[7][11][36][44][46][50]. 
 
 

4b.1.   
The type of amplification, and features 
employed, are selected based on the 
individual child’s needs. 
 

4 case studies detailing features and 
type of aids to include:   
 
One child under 1 year of age 
One primary age child 
One secondary age child/transition 
case  
One case, where possible, with non-
conventional aid eg. Bone conduction 
softband/ITE 
 

4b.2.   
The Department signposts children and 
families to environmental/assistive 
listening devices. 
 

Information available in Department. 
Case studies showing information 
given/signposted to families. 

 

4c.  
Where provision of hearing aid(s) 
is required, the service ensures: 

 nationally agreed procedures 
and protocols are followed at a 
local level   

 performance of hearing aid(s) 
is carefully matched to 
individual requirements and 
settings are recorded. 

 

 
Audiologists ensure that the aid is 
working to specification before fitting 
it to a child to provide optimum 
benefit [43][45][46][51][52].  
 
Professional bodies’ and national 
guidelines are followed to ensure 
provision meets the needs of the 
child [43][52]. 
 
Evidence suggests that hearing aids 
are most effective when their 
performance is carefully matched to 
the requirements of the child 

Verification of Hearing Aids 
4c.1.  
Local protocols which comply with the 
latest professional bodies’ and national 
guidance7 are in operation concerning 

selection, fitting and verification of 
hearing aids.  
 

 
Protocols 

4c.2.  
Verification of hearing aid performance 
is carried out using Real Ear 
Measurement (REM) or Real Ear to 
Coupler Difference (RECD) 
measurement unless clinically 
contraindicated for individual children8. 
 

 
Audit to ensure use of REM/RECD to 
verify all hearing aid fittings/reviews. 
  
20 cases (covering initial fittings and 
also reviews) which should include all 
children under 2 years of age with initial 

                                                
7
 See BAA, BSA and MCHAS Guidelines.   

8
 Explained whenever IMPs are completed and recorded in patient held records. 
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[28][43][45][51].  
 
  
 
 

fitting during audit year 

  
4c.3.  
Where REM/RECD is performed, 
measurements are made according to 
BSA/BAA recommended procedure. 
 

 
Audit to ensure compliance to 
BSA/BAA protocols. 
 
20 cases which should include all 
children under 2 years of age with initial 
fitting during audit year 

 
4c.4.  
Where REM/RECD measurements are 
performed, responses fall within 
recommended target tolerances, 
unless clinically contraindicated for 
individual children. 
 

 
Audit to ensure compliance to 
BSA/BAA protocols. 
 
20 cases which should include all 
children under 2 years of age with initial 
fitting during audit year 

 
4c.5.  
When REM/RECD is not attempted, 
completed or is contraindicated, an 
explanation is recorded in the IMP. 
 

 
Audit  
 
20 cases which should include all 
children under 2 years of age with initial 
fitting during audit year 
 

 
4d. 
The effectiveness of amplification 
is assessed, and is recorded in 
the IMP. 

 
The effectiveness of hearing aid 
fitting is best assessed using 
functional measures, and 

Evaluation of Hearing Aid Fitting 
4d.1.   
A range of outcome measures9 are 
available to, and used by, the service. 

 
List of outcome measures used by 
service. 
 

                                                
9
 See Appendix 5 
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supplemented by the use of age-
appropriate questionnaires and 
feedback from the family and wider 
team [28][34][36][43][45][52][53]. 

  
 

4d.2.   
Outcome measures are appropriately 
used to evaluate hearing aid fitting, and 
to guide further management. 
 

 
2 Case studies/IMPs covering a range 
of evaluation tools, and identifying the 
effect on further management.  
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Standard 5     Skills and Expertise 
Standard  
Statement 

Rationale Criteria 
 

EVIDENCE OF COMPLIANCE 
This list contains examples that you 

may wish to include as evidence. 
You may have different forms of 

evidence to support your self 
assessment score.    

5a.  
Each audiology service 
demonstrates that they have the 
clinical competencies necessary 
to support the assessments and 
interventions they undertake. 

 
Newborns, infants, children and young 
people who require ongoing health 
interventions must have access to high 
quality evidence based care, delivered 
by staff who have the right skills for 
diagnosis, assessment, treatment and 
ongoing care and support 
[6][27][29][31][32][54][55][56][57][58].  
 
Audiology departments have a duty of 
care to newborns, infants, children, 
young people and families and must 
ensure that assessments and 
interventions are delivered by 
appropriately trained, qualified and 
registered clinicians 
[27][29][30][31][55][58].

 

 
Through the clinical governance 
framework, organisations can manage 
their accountability for maintaining high 
standards [4][27][29][31]. 
 
Children’s audiology is a rapidly 

Experienced, Trained and Qualified 
Staff 
5a.1.  
All eligible, clinical staff working in 
Audiology are registered with a 
registration body10. 
 

 
List of all staff including temporary, 
part time and locum 
Registration numbers 
Reasons for not registering 

5a.2.  
Staff in senior positions (Bands 7/8) 
are trained to post-graduate level, or 
have significant practical experience in 
paediatric audiology.  
 

 
List of qualifications for all 
staff/documented experience 

5a.3.  NBHSW 
Audiology staff carrying out neonatal 
assessments should have appropriate 
qualifications and training/experience 
for newborn/early years work.  
 

 
Audiologists should provide evidence 
of post graduate, or equivalent, training 

Staff Competency  
5a.4.   
Competency of staff performing all 
clinical procedures is verified by peer 
review or competency checks at least 
every 3 years.  These are formally 

 
Local procedure/process for peer 
review 
Peer review checklist for all 
procedures and/or appointment types, 
includes information given on results at 

                                                
10 This includes Clinical Scientists, Audiologists and locum staff. 
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changing field and clinical competency 
must, therefore, be maintained through 
continuing professional development 
[27][29][31][58]. 
 
Peer review provides a useful 
approach to help ensure clinical 
competencies are maintained 
[59][60][61]. 
 

documented.  time of appointment  
 
List of details/dates of completed peer 
reviews 
 

5.a.5  NBHSW 
Competency of staff performing 
neonatal assessment activity is verified 
by competency checks at least every 3 
years.  These are formally 
documented. 
 

 
Log of competency checks 
 
 

5a.6.  
There is a Departmental process for 
dealing with the outcome of peer 
review observations, and concerns 
regarding clinical practice at any other 
time. 
 
 
 
 
 
 
 
 
 

 
Departmental policy. 
 
Local procedure/process for peer 
review includes dealing with findings. 
 
Action plans in place, linked to peer 
review observations, if necessary. 
 
 
 

5a.7.  NBHSW 
There is a Departmental process for 
acting on the outcomes of peer review 
of assessment (including the national 
peer review system) 
 

 
Spreadsheet or other departmental 
documented process to review and act 
on peer review of diagnostic 
assessments. 
 
Action plans or lessons learnt from 
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peer reviewed evidence. 
 

5a.8.    
All staff assisting audiologists 

demonstrate competence in the roles 
performed.   
 

 
Competency checks 

Continuing Professional 
Development 
5a.9.   
All clinical staff participate in relevant 
CPD activity in line with professional 
guidance. 
 

 
 
Local systems for ensuring staff attend 
and record CPD 
Discussions with staff during external 
audit visit 

5a.10.  
All Audiologists have regular training, 
and annual updates on, advances in 
paediatric audiology, hearing aid 
technology and assistive listening 
devices. 
 

 
Record of training and attendance 

5a.11.  NBHSW 
All Audiologists performing neonatal 
assessments participate in relevant 
CPD activity, including regular training 
and annual updates specific to 
NBHSW.  

 
Relevant CPD for Audiologists 
undertaking neonatal diagnostic 
assessment documented (to include 
attendance at Divisional Audiology 
Meetings and Training Day) 
 

Deaf Awareness 
5a.12.  
All staff employed within Audiology are 
deaf aware.   
 

 
Staff training records (Deaf awareness 
training at Induction and then at least 
every 5 years). 
Evidence from complaints/satisfaction 
surveys with regards to deaf 
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awareness, if arisen. 
Written policies. 
Staff CPD records. 
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Standard 6 Information Provision and Communication with Children, Young People and 

Families 

 

Standard  
Statement 

Rationale Criteria 
 

EVIDENCE OF COMPLIANCE 
This list contains examples that you 

may wish to include as evidence. 
You may have different forms of 

evidence to support your self 
assessment score.    

6a.  
Each service has in place 
processes and structures to 
facilitate communication with 
children, young people and 
families. 
 
Use of interpreters, and other 
interpreting services, should be in 
line with Health Board policy.  

 

 
Newborns, infants, children, young 
people and families need clear and 
timely information to facilitate 
attendance and reduce anxiety 
[26][35][36][62][63]. 
 
Families need to be aware of ways to 
contact departments and 
professionals working with the child 
or young person [29][31][35][58]. 
 
It is important that information is 
provided in an accessible and 
understandable format 
[15][31][35][36][62][63][64]. 
 
Effective communication enables 
newborns, infants, children, young 
people and families to participate in 
the development of the IMP and 
Multi-Agency Support Plan (MASP) 
Standard 8, to understand 

Written Information to Families Prior 
to Appointment 
6a.1.  
Written information regarding the 
audiology appointment (directions or 
maps, parking facilities, appointment 
duration, procedures, facilities, 
desirable baby state) is provided as 
part of the appointment process. 
 

 
 
Sample appointment letters Community 
and Hospital 
 
Additional sources of information eg. 
Website, appointment cards  
 
 

6a.2.  NBHSW 
NBHSW specific letter is provided as 
part of the appointment process  
 

 
Current NBHSW assessment 
appointment letter in use 
 

6a.3.  
Families are provided with appropriate 
methods to contact departments 
including phone numbers and either 
text or email.

 

 
 
 

 
Sample appointment letters Community 
and Hospital 
Additional sources of information eg. 
Website, appointment cards  
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information and make informed 
decisions [29][31][35][36][58][64].

 

 

Information Given After Assessment 
6a.4.  
Children, young people and families 
receive verbal explanation of the 
audiological assessment results, and 
supporting literature if required, on the 
same day that the assessment is 
carried out. 

 

 
 
Documentation in Journal/IMP of test 
results/explanation 
 
Protocol including statement that verbal 
results are given on day 
 
Can also be included in Competency 
check 

 
6a.5.  NBHSW 
Families receive verbal explanation of 
the neonatal hearing assessment 
results, and supporting literature, if 
required, on the same day that the 
assessment is carried out. 
 

 
5 IMPs for NBHSW assessments 
including standard ‘discharge’ letters 
 
Patient management system entries 

6a.6.  
Children, young people and families 
are offered written information following 
appointments within 10 working days of 
the appointment11. 

 

 
Audit of letters/IMPs of time from 
appointment to distribution against 10 
working day target 
 
20 cases 
 

6a.7.  NBHSW 
Following completion of newborn 
hearing assessment, families are 
offered written information within 10 

working days of the appointment. 

 
Audit of letters/reports against 10 
working day target, on completion of 
NBHSW assessment, to include the 5 
cases in Standard 6a.5. NBHSW will 
advise on the sample size required for 

                                                
11 NDCS and NBHS Wales/Scotland provide a number of documents that can be used to support information regarding outcomes of assessments undertaken. 
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each audit cycle.  

 
6a.8.  
Children, young people and families 
are routinely given information on 
support services (when appropriate) to 
include educational sensory service as 
well as local and national voluntary 
support groups for deaf children and 
young people. 

 

 
4 IMPs or Case Studies to demonstrate 
information given. 
 
  
 

6a.9.  NBHSW 
Families of babies identified with a 
hearing loss through NBHSW are  
routinely given information on support 
services (when appropriate) to include 
educational sensory service as well as 
local and national voluntary support 
groups for deaf children and young 
people. 
 

 
3 letters/reports/IMPs for babies with 
hearing loss  

6a.10.  
Children, young people and families 
have access to information in their 
preferred language via the provision of 
translated material where possible.  

 
Interpreter policy 
 
Evidence of use of interpreters, where 
required, eg. IMPs/Journal/Invoices 
 
Evidence of access to information 
leaflets in other languages 
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6a.11.  NBHSW 
Families of babies referred by NBHSW 
have access to information in their 
preferred language via the provision of 
translated material where possible. 
 

 
Evidence of interpreters used for 
neonatal assessment, where required, 
e.g. invoice, letter documenting 
interpreter present. 
 
Local policy/process for identifying 
families requiring interpreter support 
and arranging this.  
 

6a.12.  
Information is provided to young people 
on the transition process and future 
service provision. 
 

 
Departmental policy 
Examples of information provided to 
young person 
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Standard 7 7 Collaborative Working 
 

Standard  
Statement 

Rationale Criteria 
 

 EVIDENCE OF COMPLIANCE 
This list contains examples that you 

may wish to include as evidence. 
You may have different forms of 

evidence to support your self 
assessment score.   

7a.  
Each Children’s Audiology service 
has in place processes and 
structures to ensure effective 
collaborative working within a 
multi-disciplinary team which 
includes each newborn, infant, 
child or young person, and his/her 
family.  
 

 
 

 
Working as a team leads to more 
effective use of time and resources 
[65][66].

 

 
Effective joint working avoids the 
need for families to repeat the same 
information with each new set of 
professionals [35][27][50].  
 
Information sharing within the team 
ensures that management and care 
plans reflect the current needs of the 
child or young person and their 
family [2][35][27][50].  
 
Team working increases the family’s 
confidence in the support offered and 
reduces anxiety [13][14][35]. 
 
 

 

 

 

Expertise Required in Multi-Agency 
Team 
7a.1.  
Each audiology service works within a 
team of professionals with expertise in: 
 

 children’s audiology 

 development of language and 
speech skills 

 medical aspects of audiology  

 child development and family 
support 

 educational support 

 Primary Care 
 

 
 
List of members of collaborative team  
 
 

 

Access to Other Specialist Services 
7a.2.  
The multi-agency team, with child and 
parents or young person as central 
members, includes or has access to: 
 

 education services (in particular 
teacher of the deaf) 

 specialist speech and language 

 
Evidence of referral to other specialist 
services 
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therapy 

 children’s otology 

 children’s medicine 

 genetics 

 Cochlear Implant services 

 vision care 

 social work services 

 voluntary agencies 

 educational psychology 
services 

 Child and Adolescent Mental 
Health Services (CAMHS) 

 

 
 
 

Co-ordination of the Collaborative 
Team 
7a.3. 
Each collaborative team has defined 
written roles 

 

 
List of team members with their role 

7a.4.   
A co-ordinator ensures that the team 
working with the child or young person, 
and the family, meet regularly 
 

 
Local protocol 
Evidence of regular collaborative team 
meetings/appointments with families 
eg. Planner 

 
 

7b.  
Each team has in place processes 
and structures to underpin 
effective collaborative working and 
communication within the team 

 
Sharing of information between 
agencies in a timely manner ensures 
that all involved are kept informed, 
enabling them to provide the most 

Information Updates for Referrer 
and Other Relevant Professionals 
7b.1.  
Results of audiological assessments 
are reported to the referrer and any 

 
  
Examples of reports/letters/IMP 
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and with outside agencies and 
services. 

 

appropriate support to the child, 
young person and family 
[2][29][31][50][58]. 

 

other relevant professionals  
 

 

7b.2. NBHSW 
Results of neonatal hearing 
assessments are reported to the 
referrer and other relevant 
professionals/family  
 

 
NBHSW will advise on the sample size 
required for each audit cycle but to 
include the 5 cases in Standard 6a.5. 

 

7b.3.  
Reports are distributed to relevant 
professionals within 10 working days of 
the assessment. 
 

 
Audit against 10 day target for 
distribution 
 
20 cases 

 
7b.4. NBHSW 
Reports are distributed to relevant 
professionals within 10 working days of 
completion of the neonatal hearing 
assessment. 
 

 
Audit against 10 day target for 
distribution of letters/reports to include 
the 5 cases in Standard 6a.5. 
NBHSW will advise on the sample size 
required for each audit cycle.  
 

7b.5.  
Non attendance is reported to the 
referrer, parent, and appropriate 
professionals e.g. GP, HV, Child 
Health, in accordance with local 
guidelines/protocols. 
 

 
Local protocol 
Audit of DNAs and to whom reports are 
distributed 
 
20 cases 
 
 

7b.6.  NBHSW 
Non attendance for newborn hearing 
assessment  is reported in accordance 
with NBHSW guidelines 

 
All DNA assessments over past 12 
months 
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Liaison With Other Services 
7b.7.  
When Audiology refers families to other 
agencies and services, there is 
ongoing sharing of information by 
audiology. 
 

 
 
3 case studies  

7b.8.   
Feedback from other agencies is used 
to inform the Audiology IMP. 
 

 
3 case studies  

7c.  
Each service has a major role in 
facilitating, and providing input to, 
the development and ongoing 
review of a Multi-Agency Support 
Plan (MASP)1213 for each 

newborn, infant, child and young 
person who has an ongoing 
significant14 hearing loss.  
 
The MASP takes into account the 
individual needs and views of the 
newborn, infant, child or young 
person and family and is clear, 
coordinated and flexible. 
 

 
When a number of different services 
work with a family, the MASP 
ensures that individual components 
of the plan are understood in relation 
to one another and, more 
importantly, in relation to the overall 
aims and wishes of the family 
[2][29][31][50][58]. 
 
MASPs encourage: 
 

 joint holistic discussions of an 
individual newborn, infant, 
child or young person’s needs 

 
MASP Development  
7c.1.   
Audiology initiate, and offer, the first 
multi-agency meeting, for pre-
schoolers, with the family within 3 
months of confirmation of a significant 
hearing loss. 
 

 
 
Audit of diagnosis to first collaborative 
meeting within 3 month target 
 
All cases over past year 

7c.2.   
Audiology provide input to the initial, 
and subsequent, MASPs. 
 

 
Examples of MASPs 

7c.3.   
Audiology meet the agreed actions of a 
MASP. 

 
Examples of MASPs 

                                                
12

 May have different names in different areas, e.g. Team Around the Child 
13

 Information about the Multi Agency Support Plan can be found in Appendix 6  
14

 “Significant” hearing loss is not defined solely by the hearing level, but this must be considered alongside any other medical, developmental or social problems. 
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The responsibility for the MASP 
for school age children and young 
people usually lies with the Local 
Education Authority.  
 
Children with complex needs may 
require a health led MASP in 
conjunction with the Local 
Education Authority throughout 
their childhood. 
 

 

 agreement of priorities 

 engagement with and 
involvement of the family 

 regular reviews of any 
support that is being 
provided, resulting in 
improved quality of ongoing 
care 

 
Regular revision allows the MASP to 
be responsive to the newborn, infant, 
child or young person’s changing 
needs. It also gives the plan the 
flexibility to incorporate additional 
information for the benefit of the child 
or young person’s management 
[10][28][29][31][58]. 
 

 

 
MASP for School Age Children 
7c.4 
Audiology Services provide information 
to Education for School Age Children 
when requested. 
 

 
 
Copies of reports sent/information 
provided. 
 
10 cases 
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Standard 8 Service Improvement 
 

Standard  
Statement 

Rationale Criteria 
 

EVIDENCE OF COMPLIANCE 
This list contains examples that you 

may wish to include as evidence. 
You may have different forms of 

evidence to support your self 
assessment score.   

8a.  
Each service has processes in 
place to measure service quality. 
 
Quality measures are used to plan 
and implement service 
improvements. 
 
 

 
Measurement of qualitative and 
quantitative data helps to inform 
ongoing service improvement 
[4][13][15][17][56][58][67]. 
 

Service Satisfaction and Monitoring 
8a.1.   
The Audiology service, surveys service 
user views, including the views of 
children/young people where possible, 
at least every two years, or sooner if 
significant changes are made in service 
provision.15  
 

 
 
Report(s) of 
consultation/questionnaires produced 
and action plan implemented. 
 
 

8a.2.  NBHSW 
The Audiology service surveys the 
views of  parents of children with a 
hearing loss every three years. 
 

 
Survey of view of parents of children 
with hearing loss 
 

8a.3. 
The Audiology service seeks the views 
of Stakeholders at least every five 
years.  
 
 

 
Report(s) of 
consultation/questionnaires produced 
and action plan implemented. 
 
 
 

8a.4.    
Results of surveys and QRT scores, 

 
Evidence of dissemination 

                                                
15

 See Appendix 7 for example satisfaction questionnaire 
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and outcomes, are made widely 
available 

 
8a.5.  
Using all of the information gathered 
above, and the outputs of the Quality 
Standards visit, an ongoing programme 
of service improvement, is in place. 
 

 
Service Improvement Plan. 
  
Direct discussions with staff during 
external audit visit. 
 
Timescales for implementation of 
service improvements, where 
appropriate. 

 
8b.   
Each Audiology service actively 
participates in the local Children’s 
Hearing Services Working Group 
(CHSWG)16 

 
Close working with parents and 
young people as well as across 
organisations will lead to improved 
services for deaf newborns, infants, 
children, young people and their 
families [29][31][34][35][54][58]. 
 
Effective recruitment to CHSWGs will 
ensure appropriate representation for 
the child and family, and 
demonstrates a truly inclusive 
approach. 
 
CHSWGs can ensure that all 
children’s and young people’s 
hearing services remain high on the 
agenda of those responsible for 

8b.1. 
A local CHSWG exists. 
 

 
Local Terms of Reference Document 
 
Minutes of CHSWG meetings 
 

8b.2. 
The local CHSWG meets at least 6 
monthly. 
 

 
Minutes of CHSWG meetings 

8b.3. 
Audiology services participate in the 
local CHSWG. 
 

 
Minutes of CHSWG meetings 

8b.4. 
Audiology ensures that the outcomes 
of Quality Standards and satisfaction 
surveys are reported to CHSWG. 
 

 
Minutes of CHSWG meetings 

                                                
16

 See Appendix 8 
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planning and delivering services at a 
strategic level. They can offer advice 
and guidance to ensure high quality 
services are available. 

 

8b.5.  NBHSW 
NBHSW is a standing agenda item at 
CHSWG. 

 
Minutes of CHSWG meetings 
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Standard 9 The Wider Care of the Child 
This standard reflects the wider team involvement of children and young people with hearing loss.  
As many aspects of this standard are not under the control of Audiology Services, it will not be included in the overall Service score for Standards 1 to 8, but 
will be reported on separately. 
 
 

Standard  
Statement 

Rationale Criteria 
 

EVIDENCE OF COMPLIANCE 
This list contains examples that you 

may wish to include as evidence. 
You may have different forms of 

evidence to support your self 
assessment score.   

9a.  
All newborns, infants, children and 
young people are offered referral 
for appropriate aetiological 
investigations as part of their 
ongoing management.  
 

 
The outcome of aetiological 
investigations, as part of the ongoing 
management, may lead to a better 
understanding and management of 
not only the hearing loss but also the 
whole child. It may also provide an 
opportunity to identify co-existing 
medical conditions and prevent 
further deterioration of these and the 
hearing loss in some cases 
[2][21][29]. 
 
 
 

Aetiological Investigations 
9a.1.  
Local referral pathways from Audiology 
are in place regarding aetiological 
investigations for children with hearing 
loss. 
 

 
 
Local pathways 

 

9a.2.  
Local guidelines, which reflect national 
guidelines, are in place regarding 
aetiological investigations for hearing 
loss. 

 

 
Local guidelines 
 

9a.3.  
Aetiological investigations are offered, 
and carried out, in line with local and 
national guidelines.   

 

 
5-10 case studies 
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9b.  
Each collaborative team 
demonstrates that within their 
team they have the clinical 
competencies necessary to 
support the assessments and 
interventions they undertake and 
to provide support and guidance 
for the newborns, infants, children, 
young people, their families and 
other involved professionals. 
 

Newborns, infants, children and 
young people who require ongoing 
management and support must have 
access to high quality evidence 
based care, delivered by staff who 
have the right skills for the service 
they are providing 
[27][29][31][54][56][58]. 
 
Health, education and social services 
have a duty of care to children, 
young people and families and must 
ensure that assessment, 
interventions and support are 
delivered by appropriately trained, 
qualified and registered individuals 
[27][29][31][56][58]. 
 
Families are informed about different 
communication options and are 
supported in their chosen mode of 
communication [29][31][50][58].

 

 
Through the clinical governance 
framework, organisations can 
manage their accountability for 
maintaining high standards 
[4][27][29][31]. 
 
Paediatric audiology is a rapidly 
changing field and clinical 
competency must, therefore, be 
maintained through continuing 
professional development 

Skills and Expertise 
9b.1.  
All staff working within the collaborative 
team have appropriate qualifications, 
training and expertise for their role.  
 

 
 
List of members of collaborative team  
 
Medics have specific 
experience/relevant training in medical 
aspects related to newborns and early 
years 
 

9b.2. NBHSW 
All medical staff working within the 
collaborative team have appropriate 
qualifications, training, expertise and 
competence for newborn/early years 
work.  
 

 
Medics should provide evidence of post 
graduate training, or equivalent 
competencies in medical paediatric 
audiology specific to newborn 
assessment 
 

9b.3. 
The team informs the family about all 
communication options and supports 
the family to achieve an informed 
choice. 
 

 
Examples of cases showing discussion 
of communication options and support 
provided where required. 
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[27][29][31][58]. 
 
 
 

9c.  
All members of the collaborative 
team have a role in facilitating, 
and providing input to, the 
development and ongoing review 
of a Multi-Agency Support Plan 
(MASP)17 for each newborn, 

infant, child and young person 
who has an ongoing significant18 

hearing loss. The MASP takes 
into account the individual needs 
and views of the newborn, infant, 
child or young person and family 
and is clear, coordinated and 
flexible. 
 
The responsibility for the MASP 
for pre-school children lies with 
the Health Service.  
 
The responsibility for the MASP 
for school age children and young 
people is agreed locally.  
 
Children with complex needs may 
require a health led MASP in 

 
When a number of different services 
work with a family, the MASP 
ensures that individual components 
of the plan are understood in relation 
to one another and, more 
importantly, in relation to the overall 
aims and wishes of the family 
[2][29][31][50][58]. 
 
MASPs encourage: 
 

 joint holistic discussions of an 
individual child or young 
person’s needs 

 agreement of priorities 

 engagement with and 
involvement of the family 

 regular reviews of any 
support that is being 
provided, resulting in 
improved quality of ongoing 
care 

 
Regular revision allows the MASP to 
be responsive to the newborn, infant, 

Multi-Agency Support Plan (MASP)19 
MASP Development 
9c.1.  
The MASP is informed by the 
information gathered throughout the 
multi-agency assessment phase. 
 

 
 
 
Copies of 5 MASPs 

 

9c.2.  
There are agreed processes in place to 
enable the MASP to be in place within 
3 months of confirmation of a 
significant hearing loss. 
 

 
Protocols/pathways 

The MASP Team  – Collective 
Responsibilities 
9c.3.  
A MASP meeting is offered at least 6 
monthly for pre-school children. 
 

 
 
 
Audit of meetings offered for all pre-
school children attending over past 
year 

 
9c.4. 
There are recognised and agreed 
pathways for multi-agency review of 
school-age children. 

 
Pathways  
Examples of local practice 

                                                
17

 See Appendix 6 for further information regarding Multi-Agency Support Plans 
18

 “Significant” hearing loss is not defined solely by the hearing level, but this must be considered alongside any other medical, developmental or social problems 
19

 May be known by different names in different areas, e.g. Team Around the Child 
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conjunction with the Local 
Education Authority throughout 
their childhood. 

 

child or young person’s changing 
needs. It also gives the plan the 
flexibility to incorporate additional 
information for the benefit of the child 
or young person’s management 
[10][28][29][31][58]. 

 

The MASP Team – Individual 
Responsibilities 
9c.5.  
Each agency undertakes the more 
detailed assessments and information 
gathering necessary to complete the 
clinical, educational and social input to 
the MASP. During this process 
information is shared with all members 
of the MASP team. 
 

 
 
 
Copies of 5 MASPs 

 

Content of MASP 
9c.6.  
The MASP includes details of service 
provision from those currently involved 
with the child / young person and 
family. 
 

 
Copies of 5 MASPs 

9c.7.  
The MASP details any identified needs 
(desired outcomes) for the child /young 
person and family including agreed 
actions with responsible individuals and 
timescales recorded. 
 

 
Copies of 5 MASPs 

9c.8.  
The MASP will be reviewed and 
updated regularly  
 

 
Copies of 5 MASPs 
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9c.9. 
The MASP is circulated to all members 
of the collaborative team including the 
family. 

 
Copies of 5 MASPs 
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