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Working in partnership—‘shaping’ Indigenous 
hearing services to meet community needs 

Chris Burton, Policy and Practice Manager, Indigenous 
Services, Australian Hearing 

Background 

Australian Hearing provides hearing rehabilitation services to children up to the age of 21 and 
eligible adults. A proportion of those eligible for services are Aboriginal and Torres Strait 
Islanders (Indigenous Australians). 

Indigenous clients can elect to receive service from mainstream providers or through an 
‘outreach’ program, namely Australian Hearing’s Specialist Program for Indigenous Australians 
(AHSPIA). 

If Indigenous clients elect to be seen through Australian Hearing’s mainstream services they can 
visit one of 75 permanent Hearing Centres or over 200 visiting Centres around the country. 
Alternatively, they can elect to be seen at one of Australian Hearing’s ‘outreach’ (AHSPIA) sites 
of which there are currently around 129. These ‘outreach’ services are provided out of Aboriginal 
Community Controlled Health Services or other health services used by Indigenous clients or 
alternatively they may be provided from a school where there is a high proportion of Indigenous 
students. 

Outreach services are provided in urban, rural as well as remote locations. An Indigenous person 
in Redfern, 10 minutes from a mainstream Hearing Centre can be as remote as an Indigenous 
person 800 km from a regional Hearing Centre. The concept of remoteness is cultural and not 
geographical. 

In response to demand from Indigenous communities, Australian Hearing has been progressively 
building its ‘outreach’ (AHSPIA) service delivery in co-operation with: Aboriginal Community 
Controlled Health Organisations, State and Territory Government Health and Education 
Departments/Services, parents, doctors, community elders, individual health and education 
workers, teachers, schools, parent committees and non-government organisations (such as the 
Royal Flying Doctor Service). 

Australian Hearing recognises that a team approach to service delivery is essential to achieving 
the best outcomes. Collaboratively planned and implemented services are essential and the 
team approach is the cornerstone to achieving success. Decisions must be based on accurate 
shared information and with local Indigenous people leading the decision making process. A 
team approach also ensures efficient, co-ordinated service delivery in communities where 
unco-ordinated visits from different service providers can cause significant disruption. This 
approach also ensures optimisation of available resources. 

Outreach (AHSPIA) sites are located across the length and breadth of Australia. Visits are made 
by a national team of specialist audiologists who operate across State boundaries. In large 
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communities, visits will be made to several sites strategically located to optimise access. This is 
done in consultation with the various team members and with the agreement of the communities. 
For example, the Ngaanyatjarra Lands in Western Australia, has a population of just 2300 people 
living in 11 widely separated and isolated communities, scattered across an area of 250 000 sq 
km. The Australian Hearing audiological team currently bases its visiting services in five small 
communities—Wingellina, Warburton, Jamieson, Wanarn and Warakurna.  

The number of visits made to each site per year varies and is subject to negotiation. For 
example, one audiologist currently visits Redfern in Sydney for a day and a half a month. A visit 
to the Ngaanyatjarra Lands (which is logistically and physically much more demanding to 
organise), is visited three times per year with each visit involving two audiologists being “on the 
road” for around six days. 

There is also often a much larger client base in urban and rural locations which requires more 
frequent visits. For example, in Redfern the client base is very transient and moves between 
Sydney and the Walgett area in rural New South Wales. 

Site locations, number of visits per year, activities undertaken on each visit, role definition, 
referral protocols, reporting and review processes are all subject to negotiation and will form the 
basis of a Service Level Agreement (SLA) between the Australian Hearing, the community 
concerned and other involved health and education professionals. These SLAs are generally 
negotiated for a 2 year period and by becoming a signatory to the Agreement is implicit a shared 
responsibility for the agreed outcomes.  

Protocols for provisions of hearing services to Aboriginal and 
Torres Strait Islander clients 

On 6 September, 2004 Australian Hearing will be officially launching a set of Protocols, the 
Protocols for Hearing Services provided to Aboriginal and Torres Strait Islander clients by 
Australian Hearing¹. This is a document which underpins the way hearing services are to be 
provided—it is a cultural ‘wrap around’ to another set of documents, the Clinical Standards for 
Indigenous Services² which sets out the what in the services Australian Hearing delivers when 
visiting Indigenous communities. 

The Protocols document is the result of a ten year long consultative process across several 
States and the Northern Territory. The information and material incorporated in the Protocols is 
derived from various sources—much of it unpublished. One of the early consultation events was 
a four day workshop at Innisfail in far north Queensland. Australian Hearing decided to fund the 
workshop and invited key people to come along and have their say about how services into 
communities should be delivered. Many of those invited were Aboriginal Health Workers with a 
long history of delivering hearing health services to their communities and with a wealth of 
knowledge that they were able to share. 

There are three guiding principles incorporated into the Protocols document: 

! services will be provided to Indigenous people in a culturally sensitive way in localities that 
actively encourage Indigenous people to use the service 

! where appropriate, services will be ‘shaped’ to meet the different audiological needs that 
arise in Indigenous communities, caused by the high prevalence of Otitis Media (OM) and its 
associated hearing loss 
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! Indigenous health workers (and other relevant individuals in Indigenous communities) will be 
encouraged to undertake the planning, developing and delivery of (at least) primary hearing 
health care services for their own communities. Collaboration is a priority. Shared 
responsibility for outcomes will be encouraged. 

To provide services in a culturally sensitive way requires audiologists and support staff to have 
special skills, training and experience. Of primary importance is an understanding of Indigenous 
history and culture. Hearing needs must be viewed in terms of the whole person and where 
appropriate in terms of the person within their family and their community. This means taking into 
account the wider context when decisions are being made. Because lines of responsibility may 
be different to those usually encountered outside of the Indigenous community, decisions need to 
be made with the participation of the appropriate stakeholders and time must be taken to try and 
identify who these stakeholders are. Time must also be allowed for the people involved to consult 
properly before final decisions are made. 

From an audiological perspective it is assumed Indigenous people will have similar hearing 
assessment and evaluation needs when compared to their non-Indigenous peers, although a 
complex medical history may increase the complexity of assessment. However, strategies 
needed for rehabilitation may vary considerably. Local considerations, including cultural issues 
and geographical isolation may alter the final rehabilitative strategies chosen. 

Indigenous Australians experience up to ten times the prevalence of ear disease and associated 
hearing loss when compared with non-Indigenous peers. This places an emphasis (often not 
applicable in many audiological practices) on dealing with the medical aspects of ear disease, 
including chronic discharge and the rehabilitative needs associated with mild, often fluctuating 
hearing loss. 

In Indigenous communities hearing issues are inextricably linked to general health issues. The 
direct involvement of important community members, as well as the family and local Indigenous 
health and education workers can be of major importance to the achievement of positive 
outcomes for individuals. 

The empowerment of individuals (and the community) is very important when planning 
and delivering services in Indigenous communities. The history of health service delivery to 
Indigenous Australians is one of ‘top down’ methodology. Outcomes have not been good.  

Collaboration is a priority. Indigenous people and their representative organisations have, for a 
considerable time, been demanding they be directly involved in planning, developing and 
delivering their health services. Primary level health care services are best provided at a local 
community level. It is strongly the case in Indigenous communities where shared knowledge of 
cultural issues is of supreme importance. 

If the planning, development and delivery of these services is to be moved to Indigenous 
individuals and communities, at least part of the responsibility for outcomes must move as 
well. As with Australian Hearing, limited resources are likely to be an issue at community level. 

Amplification options 

Classrooms are auditory-verbal environments—instruction is given through speech and learning 
takes place through hearing (the underlying assumption being that children can hear and attend 
to spoken communication). It is often the case that much of the hearing loss detected in 
screening programs for Indigenous children has an average threshold level of less than 30–
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35dB. Children with this degree of hearing loss will suffer more than their normal hearing peers 
from difficulties caused by reverberation, noise and distance from the teacher. Spoken instruction 
may be audible to a student but not necessarily intelligible enough to hear one word as distinct 
from another and if that situation remains unchanged will result in a negative impact on spoken 
language communication and consequently academic competency. 

Experience has shown that children with this level of hearing loss are often reluctant to wear 
individual amplification devices. Knowing that rejection of individual devices can be a major 
problem, Australian Hearing embarked on the development of a classroom amplification system 
which would be of benefit in classrooms where a significant number of children have mild to 
moderate hearing loss. The idea was to build a system that incorporated all of the features 
needed for it to be accepted for use in remote communities where little or no assistance 
(audiological or technical) was available to teachers, but also that the system needed to be 
appropriate for use in urban schools. The result was the SASIE radio frequency system.  

The system comprises four speakers, a receiver/amplifier and two transmitters for use in dual 
teaching classrooms. The teacher talks into the transmitter and the teacher’s voice is transmitted 
via FM sound wave transmission to a receiver/amplifier which then broadcasts the sound to four 
(or six) speakers which are placed on the walls of the classroom. This creates a soundfield in 
which the teacher’s voice is delivered at a level that can be heard by all of the children in the 
classroom no matter where they are sitting.  

Where children have a hearing loss >35dB, they will require additional amplification over and 
above what can be provided by a soundfield amplification system in order to maximise their 
auditory input. Given that the hearing loss is often conductive in nature, may fluctuate and often 
be accompanied by discharging ears, bone conductor hearing aids will often be the choice for an 
individually prescribed and fitted device. These are not attractive to children in particular and the 
‘shame factor’ associated with their use often leads to rejection.  

In order to overcome this reluctance to wear a bone conductor hearing aid, Australian Hearing 
technicians have been able to enclose a bone conductor aid inside the lining of a baseball cap—
ie creating a ‘hearing hat’. As these hats are often worn by children of all ages, it is a way of 
delivering an amplified signal in a discreet way that does not single out the child for teasing. 
These hearing hats have been successfully trialled with a number of children in Central Australia. 

However, it is worth pointing out that the hearing hat, the soundfield amplification system, or any 
amplification device for that matter, is a tool to improve hearing thresholds or signal to noise ratio 
in a classroom. These tools, in and of themselves do not improve educational outcomes—it is 
what teachers do with the improved conditions that bring about an improved education outcome. 
That is why it is so important for rehabilitation audiologists to work closely with the Education 
Department and teachers to ensure maximum and appropriate use of the available amplification 
is achieved. 

Community education 

An evaluation of the hearing status of Indigenous school children at Cherbourg between 1972 
and 2000 found significant improvement in hearing and attributed this, among other things, to 
increased awareness of both ear health through community education programs and the 
introduction of hearing health care services in the community.³ 
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In addition to providing hearing rehabilitation services under its ‘outreach’ (AHSPIA) program, 
Australian Hearing audiologists are also involved in providing training in hearing health skills to 
Aboriginal Health workers in the community controlled health sector. The Hearing Health Skills 
training program is three pronged. It aims to: 

! develop Health Workers skills in providing community education on hearing health with the 
aim of getting children into programs at an early age 

! teach simple test procedures (otoscopy, tympanometry and screening audiometry) to identify 
ear disease and associated hearing loss, 

! identify appropriate referral and follow-up protocols to ensure timely medical and audiological 
follow-up occurs.  

A hearing health program will only be successful if supported by the local community and other 
service providers. Community education is critical to this success as evidenced by the Cherbourg 
study. Unless the children, parents, teachers and the community at large understand the 
important role that hearing plays in maintaining a healthy lifestyle and the difficulties likely to be 
faced with a hearing loss then services will not be accessed.  

In addition to running training workshops with Aboriginal Health Workers, Australian Hearing has 
also run workshops with Indigenous educators to increase awareness of the difficulties caused 
by hearing loss with the aim of improving referrals of children who might have a conductive 
hearing loss. They also provided Indigenous educators with information to help them work with 
hearing impaired students in the classroom.  

Following feedback from health workers and educators, Australian Hearing (with a grant from the 
Office for Aboriginal and Torres Strait Islander Health (OATSIH) Victorian office, worked on a 
collaborative project to develop resources to promote ear health in Victorian Indigenous 
communities. The project Hearing Starts from the Beginning aimed to develop resources that 
promoted good ear health and the importance of hearing from birth to old age. A poster 
competition was run in local Indigenous schools. By talking to school groups about the effects of 
hearing loss, prevention and management of ear and hearing problems the aim was to not only 
find a poster design and slogan, but to spread the word about hearing at the same time. It was 
then over to the students to design the artwork and slogans that eventually became a set of 
posters and postcards with a colourful design and the slogan Hearing is important … like I said 
before. The posters and postcards have now been printed and distributed widely and will help 
local health workers educate their communities on ear and hearing health and show where and 
how to get help. 

More recently, Australian Hearing has developed colourful ‘plain language’ information sheets for 
use in Indigenous communities “How age affects hearing”, “What is Otitis Media?”, “Hearing 
better in class with a soundfield amplification system”, and “Hearing in the classroom”. All these 
materials have been developed to support and reinforce the information provided through the 
community education programs. 

Summary 

In order to be successful, community based hearing services need to be shaped to meet 
community needs. First and foremost the service must be perceived to be of value to the 
community and this will only happen if the community understand the important role that hearing 
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plays in maintaining a healthy lifestyle and the difficulties likely to be faced with a hearing loss. 
Community education has a significant role to play.  

Once the importance of healthy hearing is acknowledged, services need to be provided in a 
culturally sensitive way and in locations that actively encourage their use. Service planning 
needs to be undertaken in partnership with Aboriginal Health Workers and other relevant 
individuals in the community. Collaboration is a priority. 

Team work is essential. As hearing health and rehabilitation services cut across primary, 
secondary and tertiary sectors in both health and education, it is essential that agencies work 
closely together. The development of Service Level Agreements between the various agencies 
will ensure clarity of roles as well as a shared responsibility for the outcomes. Experience has 
shown that where there is community knowledge of the importance of good ear health and a 
primary hearing health program has been implemented, the result has been better targeted and 
more successful tertiary level hearing rehabilitation and education programs. 
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