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Introduction

Hearing is important for the proper development of every
child, especially those younger than 5 years of age, because it
helps in the development of language and speech.1 Hearing
loss is considered one of the most prevalent disabling dis-
orders worldwide;2 it affects between 1 to 6 children per

1,000 live births.3,4 About 466 million people complain of
disabling hearing loss, and 34 million of these people are
children.5 Mild hearing loss is a hidden problem in most
children in the age group between 1 and 9. The prevalence of
a mild hearing loss in school-age children is estimated to
be between 2.4% and 14.9%, according to the area of the
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Abstract Introduction Hearing is important for the proper development of every child,
especially for those younger than 5 years of age, because it helps in the development
of language and speech. Emotional and social problems, as well as issues with academic
performance, can result from hearing loss even of mild degree. Early diagnosis and
management can overcome those negative impacts.
Objective To determine the prevalence of mild hearing loss in primary-school
children and its association with their school performance.
Methods A comparative cross-sectional study was conducted at a regular school. The
study included the random selection of 120 apparently normal students (aged 6-9 years)
whowere considered as having normal hearing by their parents. A total of 20 studentswere
excluded from the study due to the presence of wax in their ears. Finally, the study was
conducted with 100 students. All participants were subjected to a basic audiological
evaluation, and the Screening Instrument for Targeting Educational Risk (SIFTER) question-
naire was given to their teachers to evaluate their school performance.
Results From a total of 100 students, we confirmed that 23 (23%) had mild hearing
loss, 17 (17%) had bilateral conductive hearing loss, and 6 (6%) had bilateral
sensorineural hearing loss. The students who had low attention and communication
performance were significantly associated with mild hearing loss.
Conclusion The prevalence of mild hearing loss was of 23% (23 cases). This problem
had an effect on the communication and attention in school; and it might affect
academic performance later in life. A hearing assessment is highly recommended for
every child, especially those who have a low rate of academic performance.
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study.6–10 When a speaker is located at a distance of more
than 3 feet, thismay result inmissing up to 10% of the speech.
This percentage is susceptible to increase if there is back-
ground noise.6

Hearing loss in children, whether congenital or acquired,
may be due to several causes. Congenital hearing loss may be
due to genetic or non-genetic etiologies; the non-genetic
factors include premature birth, birth complications, an
infection in the mother during pregnancy, and maternal
diabetes. More than 50% of all cases of hearing loss that
occur in children are due to genetic factors, be them present
at birth or developed later in life11. A total of 60% of the
hearing loss that occurs in children under the age of 15 is due
to preventable causes, such as exposure to loud noise
and secondhand smoke, and use of audio devices. Other
causes are untreated or frequent otitis media, infections
like meningitis, measles, the mumps or whooping cough,
in addition to taking ototoxic medications.12

Emotional and social problems can result from hearing
loss even of mild degree. It also has a negative impact on the
learning of verbal language, reading, writing and academic
performance. Hearing loss of any type or degree can act as a
barrier to incidental learning.13 Academic losses may begin
when the children are in kindergarten and first grade, but
those children begin to show significant learning difficulties
when they reach the third grade. This difficulty may be
attributed to the complexity of the language, less visual
clues, more verbalizations,more need to sequence and recall,
and lack of development of pre-skills in the previous grades.
Mostly, these symptoms of hearing loss are mistaken for an
attention deficit problem.14

Some children do not have any physical complaints. Their
parents complain only of behavioral problems, like frequent
requests, improper responses to instruction, carelessness,
talking too loud and confusionwith similar-sounding words.
However, these behavioral complaints are subjective, and are
usually missed and ignored by teachers and parents, who
consider that these children have normal hearing. So, iden-
tifying mild hearing loss in schoolchildren without a school
hearing screening program is very difficult.15

Some countries, like Canada, have studied the importance
of a hearing screening program for newborns.16

In Egypt, The prevalence of hearing loss among children is
difficult to be estimated accurately because the national
hearing screening program has not yet been applied, and
there are only hospital-based academic studies that give just
an idea about the extent of the problem. Many children with
hearing loss may be missed.17

A study by Skarzyński et al18 revealed 70% of the school-
children screened had peripheral hearing loss; this was the
first hearing screening test in those children’s lives and the
families were unaware of the hearing loss in 60% of the
cases.18

The Screening Instrument for Targeting Educational Risk
(SIFTER) is considered a reliable method to determine the
effect of hearing loss in academic performance. Bess et al19

and Most20 used the SIFTER questionnaire for the same
purpose, and they concluded that children suffering from

minimal hearing loss have a poor score in the communica-
tion domain when compared with normal-hearing
children.

In developing countries like Egypt, there is no estab-
lished hearing screening program for the early detection of
hearing impairments. Therefore, the present study was
performed to determine the prevalence of hearing loss in
schoolchildren in Egypt and its association with school
performance.

Methods

A comparative cross-sectional study was performed from
September 2017 to March 2018. The study was conducted
with 120 apparently normal studentswhowere considered as
having normal hearing by their parents and teachers. The
students were selected randomly between the ages of 6 and
9years; the children were in grades 1, 2 and 3. A total of 20
students were excluded from the study due to the presence of
wax in their ears. Finally, the study was conducted with 100
students (53 boys and 47 girls) at a regular school (national
Language School).

The exclusion criteria were: students who had wax in
their ears or who were using hearing aid or cochlear
implants; students who had chronic medical illnesses,
such as diabetes mellitus, hypertension, or renal failure;
students who had any disorder that may affect their aca-
demic performance, such as hyperactivity, dyslexia, or learn-
ing deficit disorder; and students who had abnormal motor
development, cervical pain, back pain, or any postural
change in head alignment.

All participants in the current study were subjected to
the following:

1. Full history taking (history sheets were sent to all
parents), including the following:
a. Personal history (age and sex).
b. History of hearing loss, tinnitus, discharge, use of

hearing aid or cochlear implant.
c. Past history of systemic disease, use of ototoxic drugs,

physical trauma, and operations.

2. Otological examination (performed by the author)
using a handheld Riester (Jungingen, Germany) pen-scope
to detect any abnormalities in external auditory canal or
the tympanic membrane.

3. Basic audiological evaluation, including:
a. Immittancemetry (handheld tympanometry Zodiac

901, Interacoustics, Middelfart, Denmak) including
tympanometry and acoustic reflex (AR). The tympan-
ometry was performed at varying pressure, ranging
from þ200 to�400mmH2O. Acoustic reflex threshold
measurements using pure tones (up to 100dB) at
500,1,000, 2,000 and 4,000Hz elicited ipsilateral.

b. Pure-tone audiometry using a model AD226 portable
audiometer (Interacoustics). It included:
• Air conduction: Air conduction hearing thresholds

were determined at the frequencies of 250, 500,
1,000, 2,000, 4,000 and 8,000Hz.
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• Bone-conduction: bone conduction hearing thresh-
olds were determined at the frequencies of 500,
1,000, 2,000 and 4,000Hz.

• Mild hearing loss was defined as an average of 20-
40dB at 500, 1,000, 2,000 and 4,000Hz.21

All tests were conducted in a quiet room in the school
itself. Diagnostic air and bone-conduction audiometry
was determined. Bone conduction was performed for
students who had had air conduction>15dB. The testing
began at 1,000Hz in the right ear at 40dB HL. Thresholds
were obtained using the routine 10 dB descending and
5dB ascending method (Hughson-Westlake method).
Reports on the students who had hearing loss were sent
to their parents and advised them to go to an audio
vestibular unit in the university hospital for reassessment
and treatment.

4. The SIFTER questionnaire was given to the teachers for
them to evaluate the students’ school performance.
(►SupplementaryMaterial Appendix A - Available online)

This questionnaire was developed by Anderson22 in 1989
as a screening instrument to assess school performance in
children. It is composed of fifteen questions, and there are
five domains (academic, attention, communication, class
participation, and school behavior). Each domain is assessed
by three questions. The teachers were selected according to
certain criteria. They had to be teaching the children for at
least one year to be considered real evaluators and to be well
aware of the academic performance of the children and their
personalities. The study was described to the teachers before
their evaluation, which was performed during their rest
period. Based on their knowledge from observations of the
students, the teachers were instructed to circle the number
that best represented the students’ behavior.

Ethical Considerations
In the present study, all of the testing procedures were
performed using non-invasive techniques, and adhering to
the conditions of the Ethics in Research Committee of the
institute. Thehistory sheet and consent formwere sent to the
parents before the children participated in the study.

Statistical Analysis
The analysis of the data was performed using the Statistical
Package for the Social Sciences (SPSS, SPSS, Inc., Chicago, IL,
US), version 23. The quantitative variables, such as the mean
and standarddeviation (SD), and thequalitativevariableswere
described as numbers and percentages. the t-test was used for

the parametric data to compare the quantitative variables
(SD<50% mean). Values of p<0.05 were considered statisti-
cally significant. Values of p<0.001 were considered highly
significant.

Results

Demographic Data
The age of the sample ranged from 6 to 9 years, with a mean
age of 7.71 years (�0.79 years).There were 53 females (53%)
and 47 males (47%).

Basic Audiological Assessment
►Table 1 shows themean pure tone hearing thresholds of the
students with hearing loss in the right and left ears. The mean
hearing thresholds were>20dB, and they were greater in
higher frequencies than in lower frequencies.

Theprevalenceofmildhearing loss in theschool population
was of 23% (23 cases; 10% [10 cases] of the students had
bilateral conductive hearing loss [CHL], 7% [7 cases] had
unilateral CHL, and 6% [6 cases] had bilateral sensorineural
hearing loss [SNHL]). In addition, 6 (6%) students with mild
hearing loss had bilateral type-A tympanograms with pre-
served AR, 7 (7%) had bilateral type-B tympanograms with
absent AR, 3 (3%) had unilateral type-B tympanograms
with absent AR, 3 (3%) had bilateral type-C tympanograms
with absent AR, and 4 (4%) had unilateral type-C tympano-
grams with absent AR. The 7 (7%) students with unilateral
type-B and type-C had type-A tympanograms with preserved
AR in the other ear.

Comparison of school performance between normal-
hearing students and students with mild hearing loss,
between the students with unilateral and bilateral mild
hearing loss, and between those with mild CHL and SNHL.

As demonstrated in ►Tables 2–4 there was a statistically
significant difference in communication and attention
between normal-hearing students and those with mild
hearing loss, and there was a statistically significant differ-
ence in academic performance between those with CHL and
SNHL. But there was no statistically significant difference in
school performance between the students with unilateral
and bilateral mild hearing loss.

Discussion

The purpose of the current study was to determine the preva-
lence of mild hearing loss in primary-school children and its
association with their school performance. The prevalence of

Table 1 Mean values of the pure tone thresholds of students with hearing loss

laterality Frequencies (Hz)

250 500 1,000 2,000 4,000 8,000

Right ear (23 ears) 25.2�6.5
15–40

23.5� 5
15–35

26� 5.1
15–35

27.9� 4.3
15–40

32�4.6.6
15–40

33.9�7.7
15–40

Left ear (23 ears) 23.1�4.2
15–35

23.1� 4.5
15–35

25.6� 5
15–35

27.2� 4.3
15–35

32�6.7
15–40

34.1�7.3
15–40
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mild hearing loss was of 23% (23 cases) in schoolchildren aged
between 6 and 9years. This result was similar to that of a study
performed in Tajikistan,18 in which 143 primary-school chil-
drenwere screened for hearing loss: the authors reported that
about 23.7% of children had hearing loss.18A similar result was
reported in another study23 performed in Nigeria, inwhich the
hearing threshold in 300 school-age childrenwas assessed; the
authors reported that the prevalence of low frequency was of
33.4%.23Khairi et al24 screened234 schoolchildren, and founda
prevalenceofhearing lossof15%.Oseietal10 statedthathearing
loss in basic school children is uncommon, and they found a
prevalence of 11.9%. In the study conductedby Bess et al19with
1,218 children, only 11.3% complained of minimal SNHL.

In the current study, themajority of the children suffering
from hearing loss (17%; 17 cases) had CHL (6% [6 cases] with
type-C tympanograms, and 11% [11 cases] with type-B
tympanograms). Only 6 (6%) students had bilateral SNHL
with type-A tympanograms. Khairi et al24 reported that
88.9% of the children with hearing loss had CHL. Hunt
et al25 determined the percentage of unilateral and bilateral
CHL, and the results were 24.5% and 12.5% respectively.
However, Bess et al19 found different results: in their study,
the rate of SNHL was of 5.4%, and the rate of CHL was of 3.4%.

The current study was conducted during autumn and
winter, when the incidence of upper respiratory tract infec-

tions is high; this may explain the higher prevalence of CHL in
the study. Czech et al26 observed a correlation between upper
respiratory tract infection and hearing loss. Additionally, the
Eustachian tube is smaller and more horizontal in children
than in adults, which makes it more prone to be blocked by
large adenoids and infection. Until the Eustachian tube
changes in size and angle, the children are more susceptible
to otitis media.27

In the present study, the prevalence of SNHL was higher
than that reported in previous studies.18–24 This may be
attributed to the increasing use of headphones among chil-
dren to listen to music and watch videos and other forms of
entertainment.12 Moreover, infectious diseases such as the
mumps, measles, and meningitis, as well as mechanical
injuries, can cause SNHL in schoolchildren.28–30

In the current study, there was a significant difference
betweenmild hearing loss and normal hearing in the commu-
nicationandattentiondomains, andnosignificantdifference in
participation and behavior. In addition, the academic perfor-
mance was not affected. There was a significant difference in
academic performance between CHL and SNHL. This may be
attributed to the fact that CHL of short duration doesn’t cause
a significant effect on academic performance. Bess et al19

observed poorer school performance in children with
minimal hearing loss when they were compared with their

Table 2 Comparison of school performance between normal-hearing students and students with mild hearing loss

School performance Normal hearing Mild hearing loss t-test p-value

Attention 10.97�2.562 9.21� 2.926 2.797 0.0062

Academic 11.00�2.066 10.05� 2.571 1.825 0.070

Participation 11.52�2.515 10.53� 2.010 1.728 0.0871

Behavior 11.55�1.895 11.79� 2.594 0.487 0.627

Communication 11.03�2.089 9.47� 2.144 3.124 0.0023

Table 3 Comparison of school performance between children with mild CHL and SNHL

School performance CHL SNHL t-test p-value

Attention 10.29� 1.65 9.17�0.75 1.59 0.125

Academic 10.65� 1.27 9.17�0.75 2.66 0.0145

Participation 10.88� 1.54 10.33�0.82 0.80 0.427

Behavior 10.56� 1.67 10.17�1.6 0.49 0.622

Communication 10.06� 1.6 9�0.89 1.52 0.142

Abbreviations: CHL, conductive hearing loss; SNHL, sensorineural hearing loss.

Table 4 Comparison of school performance between students with unilateral and bilateral mild hearing loss

School performance Unilateral Bilateral t-test p-value

Attention 9.11� 3.100 8.30�2.869 0.6086 0.5493

Academic 10.56� 2.603 9.60�2.591 0.8165 0.4234

Participation 10.67� 1.803 10.40�2.271 0.2774 0.7842

Behavior 11.56� 3.046 12.00�2.261 0.3868 0.7028

Communication 9.89� 2.804 9.10�1.370 0.9205 0.3678
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normal-hearing peers. The school performance was affected
especially in terms of attention, communication and academic
performance. They also reported that about 37% of children
withminimal SNHL failed at least one grade, compared to a 2%
failure rate among their normal-hearing peers; children with
minimal SNHL had poorer rates regarding stress, self-esteem,
and social support. Moreover, Most20 used the SIFTER ques-
tionnaire to evaluate the school performance of 47 children
aged between 7.2 and 9.3years. The children had hearing
impairments of different types and degrees. He concluded
that some children with unilateral hearing loss and mild
hearing loss had poor school performance. The same result
was reported by Hunt et al,25 who stated that chronic suppu-
rative otitis media and hearing impairment in schoolchildren
can affect their educational outcome.

Many studies showed that children with minimal and
mild hearing loss may suffer from difficulties in speech
perception, especially in poor listening conditions, and
delays in language acquisition and social/emotional devel-
opment.31,32 A study conducted by Johnson et al,33 in which
the speech recognition in 12 children suffering fromminimal
high-frequency hearing loss was comparedwith that of their
normal peers, the authors found a diminished score for
minimal hearing loss.

Lewis et al34 assessed speech perception in eighteen
children with minimal/mild hearing loss in an environment
that simulated a classroom. Theyobserved poor performance
in those children when compared with normal-hearing
children.

Therewas no significant difference in school performance
between unilateral and bilateral mild hearing loss. Niskar
et al8 reported that even unilateral minimal hearing loss can
cause educational problems. This is in line with the results
from previous studies, which reported that mild unilateral
hearing loss can cause difficulties in sound localization and
speech comprehension that significantly affect the learning
outcome. These children do not achieve the same progress in
school as their normal-hearing peers, and about 40% of
schoolchildren with unilateral hearing loss may fail their
final-year exams and have to repeat a class.35,36

The educational problems reported in students with mild
hearing loss may be due to poor classroom acoustics, such as
high reverberation and noise. This affects students withmild
hearing loss more than students with normal hearing, and
students with mild hearing loss require a higher signal to
noise ratio in order to be able to well discriminate
speech.37,38 Furthermore, with the teachers rapidly changing
their location during classroom discussions and the intro-
duction of new information can cause difficulties for children
with mild hearing loss.39 Accordingly, placing children with
mild hearing loss in mainstream classrooms is very impor-
tant, but this must be associatedwith additional educational
support services.19–40

With the findings of the present study, the author recom-
mends that all teachers and parents be aware of the possible
side effects of mild or unilateral hearing loss on the perfor-
mance of the students in the educational system. Also, it is
important to screen students with poor school performance,

especially in a country that has no school hearing screening
program. Finally, the conductive disorders need to be treated
as early as possible, as they may have negative effects on the
school performance of the children.

Conclusion

In thepresent study, theprevalenceofmildhearing loss among
primary school children was of 23% (23 cases). This problem
affected their school performance in the communication and
attention domains, and it may affect academic performance
later in life. The impacts of mild hearing loss on school
performancemay be controlled and treated via an appropriate
hearing screening protocol and program. It is highly recom-
mended that every child undergoes a hearing assessment,
especially those who have poor academic performance.

Limitation

One of the most important limitations of the present study
was the sample size and the difficulty in applying the study
to the whole population. There also were limitations related
to the children themselves, as some parents refused to let
their children participate in the study, and the poor reliabili-
ty of some children due to their young age and the fear that
some of them had of the examiner.
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