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OUTLINE OF PRESENTATION

® Public Health: Definition,
characteristics, core actions

® Prevalence and burden of hearing loss
® Types of Prevention

® [nterventions on route to prevention of
hearing Impairment.



PUBLIC HEALTH: Health of populations

Survey,

Prevention, PUBLIC
Health promotion, HEALTH
Re-survey
Consultation, CLINICAL
Diagnosis, MEDICINE
Treatment,
Follow-up

CLINICAL MEDICINE: Health of individuals



Medical Model

® PERSONAL problem
® medical care

@ individual treatment

® professional help

® personal adjustment
® behaviour

® care

® health care policy

@ individual adaptation



Medical plus Social Model

® health care policy politics

® PERSONAL problem + SOCIAL problem
® medical care + social integration
® individual treatment  + social action
® professional help + iIndividual & collective responsibility
® personal adjustment + environmental manipulation
® behaviour + attitude
® care + human rights
+
+

® individual adaptation social change

See ICF (International Classification of Functioning, Disability & Health)
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WHO GLOBAL ESTIMATE 2005

278 million persons (4.6%) have
moderate or worse hearing impairment

+

364 million have mild hearing
iImpairment (6.0%)

642 million (10.6%) have any level of
hearing impairment (28% are children)

(80% live in low & middle income countries)



WHO Grades of Hearing Impairment

\

Grade 2 chid 31-60dB Hears/repeats words
Moderate Adult 41 - 60 dB in raised voice at 1m

Disabling
Grade 3 61 - 80 dB Hears words shout- > hearing
Severe ed into better ear . .

Impairment
Grade 4 81 dB or more Cannot hear/under-
Profound stand shouted voice)

[Average 0.5, 1, 2, 4 kHz in better ear]



Changes in WHO estimates of
disabling hearing impairment since 1985
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THIS STUDY
- Contribution to the Global Burden of Diseases (GBD) main study
- but, results prepared independently of the final estimates.
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Global and regional hearing impairment prevalence: an analysis of 42 studies in 29
countries Stevens G et al. Eur J Public Health 2011;eurpub.ckrl76

Table 1
Hearing impairment categories

Hearing impairment Better ear hearing level

category (dBHL)

Unilateral <20 in the better ear; =35in
the worse ear

Mild 20-34

Moderate 35-49

Moderately Severe 50-64

Severe 65-79

Profound 80-94

Hearing in a quiet environment

Does not have problems unless sound is near

poorer hearing ear
Does not have problems hearing what is said

May have difficulty hearing a normal voice
Can hear loud speech
Can hear loud speech directly in one's ear

Has great difficult hearing

Hearing in a noisy environment

May have real difficulty following/taking partin a
conversation

May have real difficulty following/taking partin a
conversation

Has difficulty hearing and taking part in
conversation

Has great difficulty hearing and taking part in
conversation

Has very great difficulty hearing and taking part
in conversation

Cannot hear any speech

Hearing impairment categories used in this analysis are defined using the better ear hearing threshold in decibels averaged over

frequencies 0.5, 1, 2 and 4kHz (dBHL)



Global pattern of hearing impairment (A) by hearing threshold and (B) by age.

(A) shows age-standardized cumulative prevalence; (A) & (B) shaded areas show
95% uncertainty intervals
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Age-standardized
prevalence of
hearing impairment,
2008.

From: Stevens G et al.
Eur J Public Health 2011;
eurpub.ckrl76
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Age-standardized prevalence of hearing impairment, 2008.

From: Stevens G et al. Eur J Public Health 2011;
eurpub.ckrl76

Children, 5-14 years
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Key points from Stevens et al, 2011

Global. Hearing impairment prevalenceis higher in low- and middle-income regions,
than in the High income region.

JRegional.

Highest prevalences 235dBHL:
South Asian Region — adults 17.0%, children 2.2%
Sub-Saharan Africa — adults 15.7%, children 1.9%
Central/Eastern Europe and Central Asia Region - adults 13.9%
Asia-Pacific Region — children 1.8%

Lowest prevalences 235dBHL:
Middle East and North African Region — adults 5.9%
High Income Region — adults 4.9%, children 0.4%

Estimates of hearing impairment: uncertain because so few population-based
surveys measure hearing impairment.

JRepeated cross-sectional, population-based surveys urgently needed to determine
trends, particularlyin regions with highest prevalences.



COMPARISON OF DISABLING HEARING LOSS
BETWEEN WHO 2005 AND STEVENS et al 2008

SOURCE OF DATA WHO 2005 STEVENS et al
ON “DISABLING (241dBHL) (235dBHL)
HEARING LOSS”:
Numberin  Global Numberin Global
millionsin  prevalence | millionsin prevalence
2005 (%) 2008 (%)
MALES 106 4.6 299 12.2
FEMALES 104 4.5 239 9.7
CHILDREN Age 0-15y (231dBHL) Age 5-15y (235dBHL)
68 3.6 16 1.3
ALL 278 4.3 554 9.1




GBD 2010 Estimation Strategy Report for Hearing Loss

Renort to Expert Groun. Prenared bv: Alvarado. Lozano & Murrav. Interim results 10 Mav 2012
Table 7: Comparison of hearing loss prevalence estimates at 235

Table 7: Comparison of hearing loss prevalence estimates at 35+ dB

Males per 100 Region GBD Estimate | Stevensetal. | Ratio
(2012) (2011)
High-income 5.81 8.62 0.67
Central/Eastern Europe and Central Asia 8.27 14.51 0.57
Sub-Saharan Africa 6.67 12.30 0.54
MNorth Africa/Middle East 3.96 7.16 0.55
South Asia 8.25 15.42 0.53
Asia Pacific 6.1 14.05 0.43
Latin America/Caribbean 7.9 12.49 0.63
East Asia 7.64 12.27 0.02
Warld 7.07 12.65 0.56
Females per 100 | High-income 5.52 7.99 0.69
Central/Eastern Europe and Central Asia 8.86 14.25 0.62
Sub-Saharan Africa 5.797 9.46 0.61
North Africa/Middle East 3.44 5.43 0.63
South Asia 7.34 11.79 0.2
Asia Pacific 3.53 11.32 0.49
Latin America/Caribbean 6.82 10.17 0.e7
East Asia 6.56 9.63 0.08
Warld 6.36 10.33 0.02
Children (3-14) High-income 6.42 3.96 1.62
per 1000 Central/Eastern Europe and Central Asia 11.43 11.27 1.01
Sub-Saharan Africa 15.63 15.89 0.98
MNorth Africa/Middle East 8.16 6.95 1.17
South Asia 15.81 18.51 0.85
Asia Pacific 10.51 15.23 0.69
Latin America/Caribbean 13.74 11.65 1.18
East Asia 12.36 9.95 1.24
Waorld 12.95 13.85 0.94
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LEVELS OF PREVENTION

Disease

Organ

Person

Society

Risk factors

| < PRIMARY PREVENTION
Pathology
<
Impairment
< SECONDARY PREVENTION
Disability
< TERTIARY PREVENTION
Handicap

(After ICIDH, 1980)



LEVELS OF PREVENTION

Life style and behaviour

<

A 4

Risk factors

<
Disease Pathology
<
Organ Impairment
<
Person Disability
<
Society Handicap

PRIMORDIAL PREVENTION

PRIMARY PREVENTION

SECONDARY PREVENTION

TERTIARY PREVENTION

(After ICIDH, 1980)



CAUSATION MODEL FOR HEARING LOSS

Disease

Organ

Person

Society

Life style and behaviour

<

A 4

Risk factor(s), Cause(s)

PRIMORDIAL PREVENTION

(e.g. Health promotion, social action
against risky behaviour - clubbing,
personal stereos)

<

\

PRIMARY PREVENTION

Block/damage auditory pathway

(e.g. hearing conservation,
Immunisation, treating AOM,

rational use of ototoxic drugs)

<

A\ 4

Hearing impairment

<

Hearing disability

SECONDARY PREVENTION

(e.g. early detection, treating COM,
surgery to prevent HI)

<

A 4

Hearing handicap

TERTIARY PREVENTION

(e.g. hearing aids, special education,
accessibility, social integration)

(After ICIDH, 1980)



Concepts in ICF 2001

(International Classification of Functioning, Disability & Health)

Health Condition
(disorder/disease)

|

! ! !

Body function & Activities Participation
structure (Disability (Handicap
(Impairment) orAeaviny or Restriction)
limitation)
l |
Environmental Personal

Factors Factors




Disease Model according to ICF
(International Classification of Functioning, Disability & Health)

Hearing loss
|
| | |
Hearing Listening Communication

(Impairment) < (Disability (Handicap

or Activity or Restriction)
T limitation) T

Acoustic Personal
Environment communication
Factors Factors




ROUTE TO PREVENTION
OF DEAFNESS AND HEARING IMPAIRMENT

Develop a public health orientation

Find ways to make a difference in a population

(1) High Prevalence
B +

(2) Effective Means of
Prevention / Control

Target Conditjong With

To encourage resource allocation, interventions must also be cost-efective




SOLUTION:

Develop public health
interventions that are
cost-effective




BM]

BAL 201 23448566 dol: 10.1136/M0mLe586 |Fubished 2 March 201 2) Fage 1ol B

[
ANALYSIS

What are the priorities for prevention and control of
non-communicable diseases and injuries in

sub-Saharan Africa and South East Asia?

Last year's UN high level meeting sought to galvanise the international community into scaling up
its response to the escalating global burden of non-communicable diseases. With resources tight,
D Chisholm and colleagues examine which interventions should be given priority for action and
investment

D Chisholm health economist’, R Baltussen senior scientist”, D B Evans director’, G Ginsberg
health economist®, J A Lauer economist’, S Lim associate professor®, M Ortegon researcher”, J
Salomon associate professor®, A Stanciole economist’, T Tan-Torres Edejer team coordinator’

'Deparment of Health Systems Financing, Werkd Health Orgarization, Geneva, Switzerlard; “Depanment of Primary and Community Care, Radboud
University. Netherands, 'Depatment ol Medeal Technalogy Assessment, Ministry ol Health, Jemusalam, lerael; “Irstibute for Health Meatrics and
Evalugtion, University of Washinglon, Seatile, WA, USA; *School of Medicing, Universidad del Resano, Bogotd, Colombea; "Depanment of Global
Health and Poputation, Harvand Scheol of Public Health, Basten, USA; "Word Bank, Washingion, DO, USA
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T
RESEARCH

Cost effectiveness of strategies to combat vision and
hearing loss in sub-Saharan Africa and South East
Asia: mathematical modelling study

EX08 OPEN AGCESS

Rob Baltussen senior researcher', Andrew Smith honorary professor®

'Depariment of Primary and Community Care, Radboud University Nijmegen Medical Center, PO Box 9101 6500HB Nijmegen, The Netherlands;
*Centre for Disability and Development, London School of Hygiene and Tropical Medicine, London, UK

Abstract relation to the economic aftractiveness of other, existing or new,

Objective To determine the relative costs, effects, and cost effectiveness ~ inferventions in health.
of selected interventions to control cataract, trachoma, refractive emor, Introducti
hearing loss, meningitis and chronic otitis media. ntroduction

Design Cost effectiveness analysis of or combined strategies for Throughout the world, loss of vision and hearing are a major




Fig 1 Incremental cost effectiveness ($Int/DALY saved) of dominant
interventions in sub-
mortality

-~ GDP per capita

ensory disorders

Chronic otitis media (COM-2: Topical antibiotics, 50% coverage) B8

Trachoma (TRC-11: Trichiasis surgery, 80% coverage) =]

Cataract (CTR-4: Extracapsular cataract extraction with posterior chamber lens implant, 80% coverage) [E=—ri—]
Refractive error (RE-9: Annual screening of all primary and secondary schoolchildren, 80% coverage) N
Meningitis (MEN-1: Ceftriaxione, 50% coverage) e ]
Hearing loss (HEA-6: Passive screening of all children and adults, 50% coverage) ]
Hearing loss (HEA-4: Screening of adults every 5 years, 50% coverage) [
Hearing loss (HEA-23: Annual screening of all schoolchildren + adults every 5 years, 80% coverage) N

rachoma (TRC-20: Mass treatment azithromycin + thrichiasis surgery, 95% coverage) _—

©2012 by British Medical Journal Publishing Group Chisholm D et al. BMJ 2012;344:bmj.e586

hild and adult

- == 3 X GDP percapita
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- GDP per capita
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Sensory disorders
Chronic otitis media>(/COM~2: Topical antibiotics, 50% coverage)
Trachoma (TRC-11: Trichiasis surgery, 80% coverage)

Cataract (CTR-4: Extracapsular cataract extraction with posterior chamber lens implant, 80% coverage)
Refractive error (RE-9: Annual screening of all primary and secondary schoolchildren, 80% coverage)
Meningitis (MEN-1: Ceftriaxione, 50% coverage)

Hearing loss (HEA-6: Passive screening of all children and adults, 50% coverage)
Hearing loss (HEA-4: Screening of adults every 5 years, 50% coverage)

Incremental cost
effectiveness
($Int/DALY saved)
of dominant
Interventions in
sub-Saharan
African countries
with high child and
adult mortality

Cancers

Cervical cancer (CVC-129: PAP smear at age 40 with lesion removal + cancer treatment, 50% coverage)

Colorectal cancer (CRC-35: Treatment: surgery and/or chemotherapy and/or radiotherapy, 80% coverage)

Cervical cancer (CVC-4: Treatment: surgery and/or chemotherapy and/or radiotherapy, 95% coverage)

Cervical cancer (CVC-51: PAP smear at age 40 + waning HPV at age 12 ($0.60 per dose) + treatment, 95% coverage)
Cervical cancer (CVC-35: VIA at age 40 + waning HPV at age 12 ($0.60 per dose) + treatment, 95% coverage)
Cervical cancer (CVC-49: VIA (35, 40, 45) + waning HPV at age 12 ($0.60 per dose) + treatment, 95% coverage)
Breast cancer (BRC-6: Optimal programme, 50% coverage)

Colorectal cancer (CRC-18: Colonoscopy at age 50 and surgical removal of polyps + treatment, 95% coverage)
Cervical cancer (CVC-37: PAP (5, 20, 65) + waning HPV at age 12 ($0.60 per dose) + treatment, 95% coverage)
Colorectal cancer (CRC-14: Colonoscopy every 10 years and surgical removal of polyps + treatment, 95% coverage)
Cervical cancer (CVC-34: PAP (5, 20, 65) + waning HPV at age 12 ($0.60 per dose) + treatment, 95% coverage)
Colorectal cancer (CRC-15: Sigmoidoscopy (5 yearly) + annual FOB + removal of polyps + treatment, 95% coverage)
Cervical cancer (CVC-33: PAP (1, 20, 65) + waning HPV at age 12 ($0.60 per dose) + treatment, 95% coverage)
Cervical cancer (CVC-39: PAP (1, 20, 30) and PAP/HPV (1, 30, 65) + waning HPV + treatment, 95% coverage)

Cardiovascular disease, diabetes, tobacco use

CVD (11: Preventive multidrug treatment »>35% risk of CVD event) ! !

CVD (77: Preventive multidrug treatment >35% risk + multidrug treatment of post acute IHD and stroke + diuretics/exercise for CHF) I
CVD (78: Preventive multidrug treatment »>35% risk + multidrug treatment of acute M + post acute IHD and stroke + diuretics/exercise for CHF) I
Tobacco (TOB-2: Increased taxation)

Diabetes (DM-4: Retinopathy screening + photocoagulation, 80% coverage)
CVD (73: Preventive multidrug treatment »25% risk + multidrug treatment of acute MI + post acute IHD and stroke + diuretics/exercise for CHF) INEEEEG—_—_—_———
Tobacco (TOB-15: Tax increase + ad ban + clean indoor air)

Tobacco (TOB-27: Tax increase + ad ban + clean indoor air + information/labelling)

CVD (8: Preventive multidrug treatment »5% risk of CVD event)

Diabetes (DM-6: Standard glucose control + retinopathy, 80% coverage)

Diabetes (DM-8: Intensive glucose control + retinopathy, 80% coverage)

Tobacco (TOB-36: Tax increase + ad ban + clean indoor air + information/labelling + counselling)

Respiratory disorders

Asthma (i 1: Low dose in d cortocosteroids for mild cases, 80% coverage)
Asthma (AST-2: Low dose inhaled cortocosteroids + long acting B agonists for moderate cases, 80% coverage)
Chronic obstructive pulmonary disease (COPD-3: Inhaled bronchodilator (stage II) 80% coverage)

Mental disorders

Alcohol (ALC-3: Increased taxation (current + 50%))

Alcohol (ALC-9: Increased tax and scaled up tax enforcement)

Alcohol (ALC-15: Increased tax + reduced access + tax enforcement)

Epilepsy (EPI-1: Older anti-epileptic drug in primary care at 50% coverage)

Epilepsy (EPI-2: Older anti-epileptic drug in primary care at 80% coverage)

Depression (DEP-2: Episodic treatment: newer antidepressant drug (SSRIs), 50% coverage)
Depression (DEP-7: Maintenance psychosocial treatment + newer antidepressant drug, 50% coverage)
Bipolar disorder (BIP-1: Older mood stabiliser drug (lithium), 50% coverage)

Schizophrenia (SCZ-3: Older antipsychotic drug + psychosocial treatment, 80% coverage)
Bipolar disorder (BIP-2: Older mood stabiliser drug (lithium) + psychosocial care, 50% coverage)
Schizophrenia (SCZ-4: Newer antipsychotic drug + psychosocial treatment, 80% coverage)

Chisholm D et al.
BMJ 2012;344:bmj.e586

I

RTIJ: Legislation andgnforcement of bicycle helmet u?e, 80% coverage
RTI-9: Speed cameras + breath testing + motorcycle helmets, 80% coverage
RTI-13: Seatbelts + motorcycle helmets + bicycle helmets + speed cameras + breath testing, 80% coverage

-
o

. | J
100 1000 10000 100000 % \
($Int/DALY ) saved ' Y

©2012 by British Medical Journal Publishing Group



SOLUTION:

Public health, cost-effective
interventions

(1) Primary ear and hearing care

(2) Provide affordable hearing aids on a
massive scale

(3) Global & National programmes to reduce
burden of hearing loss

(4) Training for programme planning

Is there evidence of cost-effectiveness?



WHOYPBDPDHOD A0
Distri: Limited
dnginat: Engleh

Report of the

INTERNATIONAL WORKSHOP
ON
PRIMARY EAR AND HEARING CARE

Cape Town, South Africa

12-14 March 1998

Co-sponsored by
The WHO Regional Office for Africa, Harare, Zimbabwe
Prevention of Blindness and Deafness, WHO, Geneva, Switzerland

The University of Cape Town, South Africa

WORLD HEALTH ORGANIZATION

Slide courtesy of Sally Harvest



WHO International Workshop on Primary Ear
and Hearing Care CAPE TOWN 1998

1.5 Primary Health Care

Early identification and treatment of ear disease and hearing impairment are most
appropriately and cost-effectively undertaken as part of Primary Health Care.

1.6 Training for Primary Ear and Hearing Care

A module of training for Primary Ear and Hearing Care including communication strategies
should be incorporated into all training programmes for primary health care workers. These
modules should be appropriate for the level of knowledge and skill of the health worker (see
Box 1). Trainers and the trained should be enabled to feel a sense of ownership of the
training protocols. Guidelines should be developed for establishing individual country training
programmes.

Extract from the Summary, “The Cape Town Declaration”
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Training Resource

PEHC on the web:
http://www.w ho.int/pbd/deafness/activities/hearing_care/en/index.html



../../../../PEHC PROJECT/OUTPUTSforPRINTING/NewStyleDocs/PEHC Training Resource_CD for Printing 10-8-06/Basic/
../../../../PEHC PROJECT/OUTPUTSforPRINTING/NewStyleDocs/PEHC Training Resource_CD for Printing 10-8-06/Basic/

Effects

® Dissemination of PEHC knowledge & skills

—  Most successful PDH publication, translated into
Spanish, Chinese, Portuguese, French,

® Transfer of knowledge and skills through
training
— Launch & implementation workshops in Nigeria,
Colombia, Burkina Faso

— Use In training courses

® Implementation of PEHC and programmes for
prevention of hearing loss in various countries
forms foundation of new WHO-PDH work plan.
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World Wide Hearing’s Mission (%"

“A global initiative to prevent and reduce the burden of
hearing loss in developing countries, in collaboration with

the World Health Organization (WHO) and in line with the

United Nations Millenium Development Goals”
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Providing Hearing Aids & Servic WWH

How?

1. Sustainable delivery by local entrepreneurs

2. Located in traditional and community (mobile) clinics

3. Alternative distribution in shopping malls, telephone (audio)

shops, etc.

4. Training and Quality control through a certified WWH accredited

service

5. A 30 minute delivery model, called HEARING

e.X F, ess
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Public Health Planning for Hearing

Impairment

Overview =Rl

Course Dates: 18 - 22 June 2012

The LSHTM invites applications for their Short Course Public Health Planning for Hearing
Impairment (formerly Community Ear and Hearing Health in Developing Countries). The aim
of the course is to enable participants to understand the magnitude, causes, prevention and
management of ear and hearing disorders in developing countries. The course will look to
familiarise participants with public health approaches to ear and hearing care and explore
planning principles to develop appropriate service delivery programmes

This 5-day intensive course is aimed at Otologists. Audiologists, Paediatricians and Allied
professionals, especially in the communication sciences, health planners and NGO staff who
intend to work in this field in a developing country. or are already doing so. Experts who come
from or have lived and worked in developing countries will be the teaching the course
including using interactive and group work teaching methods

How to apply

Please follow this link to the ONLINE APPLICATION FORM

Course directors

Or Daksha Patel

Professor Andrew Smith

Course dates

18 - 22 June 2012

Extra Information

2012 Course Leaflet (PDF 1.46 MEB)



THEMES OF THE COURSE

Public health planning & interventions
Epidemiology and research training
Causation and Prevention

Early Detection

Primary Ear and Hearing Care

Rehabilitation, education, vocational training
Raising Awareness and Mobilising Resources

Global programmes

e Disability framework
e Planning a programme for ear and hearing health in

the participant’s own country.



PARTICIPANTS

e Otologists, audiologists, paediatricians, speech-
language therapists, nurses, allied professionals in
health or communication sciences; health planners
and managers.

e From the developing or developed world who work or
iIntend to work In this field in a developing country.



LONG-TERM STRATEGY FOR
COURSE

® Develop cadre of persons in the developing world
who can set up public-health interventions for
prevention of hearing loss

® Add a new regional venue for course every year for 5
years.
— 2012: London, Hyderabad, Cape Town.
— 2013: 4 venues.
— 2014: 5 venues.

® 2014: Masters in Disability Studies to include module
on Public Health Planning for Hearing Impairment
(PHPHI).
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Public Health Planning for Hearing Impairment - SHORT COURSE
Cate: 26-30 Movember 2012

Location: University of Cape Town, South Africa

Cost: R 12500

estimates that there are 278 million people in the world with disabling
hearing loss. Two-thi ve in developing countries.

COURSE Al - To understand the magnitude and caus hearing impairment and explore public health
approgches for developing hearing health programmes in developing countriss.

The World Heafth Organization

Please list your main degrees or gualifications held

vear of award Institution Name of course Qualification

Work experience

Plzaze give a brief description of your current or most recent work experience

Employer

Position

Start date End date

Plzaze provide 3 brief dezcription of the work invohred below

This course is suitable if you:
gllisd health or
ComMmMunication sC

planngr or an NGO staff member.

* Haveaninterestinthe eloping world.

Teaching

The courss will be tausht by experts who come
from or who have lived and worked in developing
countriss.

Fasdistricianor
cially in the

= = COUrse Fees

2Eta0lizning, continuing ar The course registration fee is & 125000,

r inearand hearing heathin

Accommaodation

Limite-d university acoommodation may be
rential rate if you apply before

in the planning principles
tablizhing public health

ng workd.
d in working in partnership with scholarships
sveloping world practitioners. & number of full and part scholarshios are
If you would like to apply to attend this short bz zhblz toatter
courss please complete the application form spolizd for and
below and return by email to arzanizars,

Belinda.chapmaniSuct.ac.za b

whiy do you wich to attend this course? (max. 300 words

Registration fee

The fee for the course is R 1250, If payment is not received you will be withdrawn from the course. Please
indicate whether you have arranged for 3 sponsor [such az your employer or your institution) to pay for
your fee or if you will be zelf financing and paying the fee yourself. If a sponsor s paying your course fee
pleasze provide 3 confirmation letter from your sponsor with your application.

Sponsor D stats name of sponzor

Application Form

Indicate what sponsorship

Fez [ Traveld accommadationd

personal information

Fez [ Travel[d accommadation]

Title £/family name

Firztname(z

Apphying for scholarship from

course organiser for Fez [ Travel[] accommaodation]

Date of birth Nationality

Declaration

Country of birth Country of domicile

Contact details

Postoode

Country

Emailaddress Telephons

M obils Fax

By submitting this form | declare that the information given in this application is corred, completes and
accurate and no information r d or other material information has been omitted.

| have read, understood and will adhere to payment of a registration fee.

| understand that the course may be cancellsd two v
prow 1 nt and in those circumsta

22k beforethe

LIl Dours W =

irst day of the course if numbers

By checking this oo | ggrestozllthe sbove | L




© WHO/Chris de Bode

Luciano dos Santos Rocha Junior, Sao Paulo Favela (slum), wearing his new hearing aids

Thanks for listening!



