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Tackling hearing health in the remote Kimberley region of 
Western Australia 

Don Hill, Ord Valley Aboriginal Health Service, Lou Leidwinger, Kimberley Aboriginal Medical Services 
Council, Partho Pal, Kimberley Health Region 

Introduction 

The prevalence of hearing loss in the Kimberley is high, particularly among Indigenous people. Numerous 
surveys done over several years indicate the rate of hearing loss in Indigenous school aged children 
varies from 30-70%,1, 2, 3, 4, predominantly due to otitis media (middle ear infections). This cycle of long 
term otitis media typically starts within the first two weeks of life for Indigenous children5. The prevalence 
among Indigenous adults is not as well defined, but estimates Indicate as many as 60% of the adult 
population have some degree of hearing impairment.6 

Ostensibly otitis media largely can be prevented or successfully treated, but given the myriad of negative 
social determinants of health experienced by disadvantaged people, including many Indigenous 
Australians, recurrent and chronic forms of otitis media are common.6, 7 

Hearing loss, whether due to otitis media or other causes, can have significant deleterious effects on 
language development 8, 9, 10, education 10, 11, social/emotional wellbeing 11, 12 employment 13 and be a 
likely contributing factor in some instances of domestic violence and self harm 14.  

In this paper we would like to address how hearing health is being tackled in the Kimberley. We use the 
term hearing health because it involves not only the selective primary health care approaches for 
diagnosis and treatment of ear disease, but also focuses on hearing loss, the deleterious effects it can 
have and what can be done to minimise these effects. 

Throughout this presentation, please keep in mind the following concepts: opportunism, evolution, and 
collaboration/co-operation and look for instances where these concepts are evident. 

Framing the Kimberley environment 

Geography and demography of the Kimberley 
Like most papers of this type, a brief description of the area and inhabitants is typically used to set the 
stage of presentation. 

In area, the Kimberley is 424,517 sq km, larger than Victoria, Japan or the UK. The population of 29,300 
is composed of 42% Indigenous people and 58% non-Indigenous people. There are 6 major towns and 32 
major Indigenous communities with numerous smaller outstations scattered throughout the region (Figure 
1). Unlike many other remote areas of Australia, the population is reasonably evenly distributed across the 
region. Table 1 provides an idea of population distribution across the major towns. 
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Figure 1 Western Australia Department of Indigenous Affairs map of Indigenous communities 
and outstations in the Kimberley 

 

Table 1 Kimberley geographic and demographic information 

Area: 424,517 sq km, larger than Victoria, Japan or the UK 
Pop (2006): ~29,300, 42% Indigenous, 58% non-Indigenous 
Major towns 
• Broome — ~13,000  
• Derby —  ~3,200 
• Fitzroy Crossing — ~950 
• Halls Creek — ~1,200 
• Wyndham — ~770 
• Kununurra — ~4,800 
 

Figure 2 is a major road map of the Kimberley. There is one major sealed road traversing the region from 
east to west, The Great Northern Highway. Additionally, three 30-50 km long sealed spur roads to the 
towns of Broome, Derby and Wyndham, while the towns of Halls Creek, Fitzroy Crossing and Kununurra 
are located directly on The Great Northern Highway. 

Most travel is done on dirt roads/tracks or by small plane. In the wet season access can be limited to 
many communities due to flooding. 
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Figure 2 Western Australia Department of Industry and Resources map of the Kimberley 

 

History and brief overview of current audiology services in the Kimberley 
Prior to 1996 the Kimberley only received visiting audiology services from Perth several times per year in 
conjunction with ear, nose and throat Specialist visits. A permanent audiologist position with the Western 
Australia Department of Health was created in 1996 and based at Derby Regional Hospital. In 2005 this 
position was moved to Broome Regional Hospital. This sole practitioner position was intermittently filled 
until 2000. Since 2000 this position has been continuously filled except for an approximate 8 months from 
July 2005 to February 2006. 

In 2004 recurrent funding was received for a full-time permanent audiologist based at the Ord Valley 
Aboriginal Health Service (OVAHS) in Kununurra. There have been various audiologists in this position for 
two and one half out of the four years since its inception. Both of these Audiology positions are 
predominantly clinical, which involve support for visiting ear, nose and throat (ENT) specialist visits and 
visits to remote communities as well as clinical audiological services at their base clinics.  

With permanent audiologist positions in place in the west and eat Kimberley, a memorandum of 
understanding was agreed to between the Kimberley Health Region, Western Australia Department of 
Health and OVAHS in 2004. Each program would look after each other’s work in their respective parts of 
the Kimberley to minimise travel costs and time spent travelling to opposite sides of the region. 

In 2007 the Kimberley Aboriginal Medical Services Council (KAMSC) established a new Audiologist 
position in its Population Health Unit. Unlike the other two audiologist positions, this position primarily 
involves hearing health training and support for Aboriginal Health Workers (AHWs) and other healthcare 
providers within the Aboriginal medical services (AMS) system in the Kimberley. There is a small clinical 
component for under-served remote areas and for urgent cases. Upon request, workshops, training and 
support will be provided outside of the AMS sector. 

Besides the resident audiologist services in the Kimberley, there are visiting services by Australian 
Hearing, out of the Perth office for the west Kimberley, and the Darwin office for the east Kimberley. Two 
private audiology practices also visit Broome from Perth, and Kununurra from Darwin to see private 
clients. 
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Tackling hearing health in the Kimberley 

The term hearing health is being used to describe a broader range of services and concepts than typically 
is encompassed by ear health, a far more used and familiar term. Ear health largely consists of selective 
primary health care approaches involving diagnosis and treatment of ear disease, with the assessment of 
hearing as part of the diagnostic process. Typically health sector management tended to be most 
interested in the number of occasions of service provided with less interest in the outcomes of selected 
primary health care interventions. Very little interest was paid to the effects of hearing loss on an 
individual, their family and the community. Little attention was paid to public ear health education and 
promotional activities. Very few resources were put into building community capacity for dealing with the 
consequences of ear disease and hearing loss. 

Missing from this ear health approach is an understanding by practitioners, families, community members, 
and often the hearing impaired people themselves, the social/emotional wellbeing, educational, 
employment consequences of hearing loss due to long term middle ear disease and the hearing loss and 
listening problems it can cause. 

In recognition of these issues, the KAMSC created their Regional Audiologist position in 2007. This 
position is intended not only to develop greater community capacity for the diagnosis of ear disease, 
focusing most of these activities training Aboriginal Health Workers, but also to create greater community 
awareness of the effects of middle ear disease and how to understand and deal with these effects. 

In mid 2007, a teleconference was held among the three Audiologists in the Kimberley as well as some 
management representatives from the three organisations employing these audiologists. This meeting 
helped define the roles of each of the positions, potential areas of service overlaps so duplication of 
services could be avoided, and areas of cooperation and mutual support identified. 

Community involvement and planning 
Communities, including remote Indigenous communities, and towns in the Kimberley are accustomed to 
periodic visits from an audiologist. Periodic visits, albeit spotty at times, have been occurring for many 
years. These visits were done by a visiting audiologist from Perth in conjunction with ENT specialists in 
the 1990’s, and by resident Kimberley audiologists since 2000. Communities welcome these visits and all 
visits are planned with consultation several weeks prior with clinics, schools, community councils, elders 
or other community members who liaise with the community. Generally speaking the audiologist travels 
alone to communities. Visits are usually planned around GP visits, since, especially in smaller 
communities, most community resources are used to support the GP when they are there, and thus are 
unavailable for other visiting healthcare providers. 

Kimberley audiology programs 
Until mid 2007, the two resident audiology programs in the Kimberley focused primarily on diagnostic 
Audiology clinics for people referred by school and child health nurses and general practitioners. Many of 
these diagnostic clinics were undertaken in order to ascertain who would or would not require an ENT 
specialist referrals and to support the ENT specialists during their visits. Although duty statements for 
these Audiologist positions included items for ear health education for community members and health 
providers, there is very little time beyond clinical service delivery to engage in these activities because of 
the clinical load. 

With the advent of the KAMSC audiologist position, a different approach to the hearing health issues 
began. This position explicitly was not a clinical position, although many people in the region expected it 
to be so when the position was announced. The main thrust for this position is to develop and improve 
capacity primarily within the AMS system in the Kimberley for the identification, assessment and 
management of ear disease and hearing loss.  

Traditionally, a typical scenario with an ear health stream of events, a healthcare provider would see a 
patient, an ear problem identified, and treated. An audiology referral would be made and the referral 
added to an audiology wait list. Often an individual would reside on the wait list for a considerable length 
of time due to limited audiology resources. Frequently because of the length of time between initial referral 
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and an appointment time made available, many people were lost to follow-up. Little monitoring would be 
made of the referral in the interim. 

Early in 2008 KAMSC revised its maternal and child health protocols, which included hearing health. With 
this recent revision, in addition to updating the training of AMS clinic staff, particularly AHWs, to more 
accurately assess most ear conditions and treat using evidence based procedures, a strong emphasis 
was placed on hearing. More frequent hearing screenings were added to the recall protocol, and if hearing 
loss was found or suspected, it could be more appropriately managed. For very young children, the 
“hearing screening” tool consists of a verbal questionnaire soliciting information about a child’s 
development of auditory behaviours. Based on the answers given on the questionnaire and the clinical 
examination, a young child would be treated and/or monitored by way of a recall system, or referred for 
audiology assessment. For older children and adults, AHWs are to be trained to screen hearing using a 
screening audiometer and to manage according to the hearing health protocols. These protocols can be 
accessed on the Kimberley Aboriginal Medical Councils website, http://www.kamsc.org.au. Click on the link 
for Maternal and Child Health protocols, and then click again on Ear Health Protocols. 

Management of hearing loss 
Management of the hearing loss in this case does not include medical management of a diagnosed 
medical ear condition, but encompasses the development of an understanding by AHWs of the 
behavioural, social emotional wellbeing, language developmental, educational and employment issues 
that can result from hearing loss. This would then allow AHWs to better effectively counsel and educate 
clients, families and communities about these matters. 

It is common for people experiencing hearing loss, whether they are young or old, to develop poor self 
esteem and uncertainty about themselves 11, 12. Additionally, people interacting with a hearing impaired 
person often develop negative attitudes with respect to motivation and capacities of the person with 
hearing loss 13. Social isolation can result and violent and abusive behaviour towards the hearing 
individual becomes more probable 14. 

To address these issues, a series of workshops have started with a psychologist/educator from Darwin 
who has a particular interest in the social outcomes of ear disease and hearing loss. Up to this point 
workshops have been held in two Kimberley communities. Invitations to these no cost workshops went out 
to not only those in the health sector, but also education and government sectors. Inclusion of people 
across sectors is expected to facilitate intersectional communication, cooperation and understanding. 

Plans are to have additional workshops in other Kimberley communities this financial year. 

KAMSC Kimberley Hearing Aid Bank 
In Australia people between the ages of 0-21 years, pension card holders or an Indigenous people 50 yrs 
and older, have access to Commonwealth government sponsored hearing aid program, predominantly 
through Australian Hearing. For Indigenous people between the ages of 21 and 49 years, access to 
hearing aids is unlikely, unless there is sufficient income to purchase hearing aids from the private market. 

In response to this area of need, KAMSC in cooperation with the Office of Hearing Services (OHS), 
Commonwealth Department of Health and Aging have established the KAMSC Kimberley Hearing Aid 
Bank. This project is supported by all of the resident Kimberley audiologists and is coordinated by the 
KAMSC regional audiologist. 

OHS provides returned, used digital hearing aids at no cost to the bank, which in turn provides these 
hearing aids at no cost to Indigenous people who qualify for the hearing aid bank. There is a modest cost 
to KAMSC for consumable supplies and custom earmoulds. 

Provision of amplification is expected to assist Indigenous adults who are seeking employment, help 
employed Indigenous people maintain employment and/or improve employment performance. Additionally 
use of amplification should address several of the behaviour and social/emotional wellbeing issues 
created by hearing loss. 

http://www.kamsc.org.au/�
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For adults who may potentially achieve normal hearing through ear surgery, amplification will also be 
provided as waiting periods on an ENT surgery wait list can be considerable. 

Conclusions 

Given the high prevalence of ear disease and hearing loss in the Kimberley, tackling hearing health is a 
formidable undertaking. Through a process of collaboration and cooperation that creates a foundation 
through which opportunities to exploit available resources can be developed to achieve better hearing 
health outcomes for the residents of the Kimberley. 

This approach to tackling hearing health problems involves not only selective primary health care 
interventions, predominantly through the health sector, but also building community capacity to increase 
the understanding of the effects and causes of hearing loss and better manage hearing loss at a local 
level.  
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