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Introduction
Noise is a major occupational and environmental hazard, causing hearing loss, annoyance,
sleep disturbance, fatigue, and hypertension. Although the extra-auditory effects of high-level
noise exposure have been reported, noise-induced hearing loss (NIHL) has long been
recognized as the primary and most direct health effect of excessive noise exposure.1 The
World Health Organization reported that 16% of the disabling hearing loss in adults is
attributable to occupational noise exposure.2 NIHL has been recognized as an occupational
disease and injury since the 18th century among copper workers who suffered hearing loss as a
result of hammering on metal.3 In the 1800s, Fosbroke4 also mentioned how blacksmiths
suffered hearing impairment from continued exposure to noise.
The occupational risk of NIHL in industries that expose workers to continuous high levels of
noise is well established with more than 30 million U.S. civilian workers estimated to be
exposed to potentially damaging noise levels and another 9 million at risk from other
ototraumatic agents, including chemicals.5 In 1996, the NIOSH had established the National
Occupational Research Agenda (NORA) that identiﬁed NIHL as one of the 21 priority areas to
stimulate innovative research and improved workplace practices to reduce NIHL problem. In
order to manage this major health problem among workers exposed to occupational noise, it is
important to understand the nature of NIHL.
Two characteristics of NIHL have been thoroughly established through numerous studies.
First, the amount of hearing loss increases with noise intensity and duration of exposure, such
that more intense and longer-duration noise exposures cause more severe hearing loss. Second,
individual susceptibility to NIHL varies greatly. Not all individuals exposed to a given noise
level develop the same degree of hearing loss.1,6 Although the reason that some individuals are
more susceptible to NIHL than others is not well understood, several factors have been
implicated, including age, previous sensorineural hearing loss, cigarette smoking, use of
ototoxic medication, type 2 diabetes, and hypertension.1 The relationship between these
factors and NIHL works in reverse as well. For example, a recent animal study by Kujawa and
Liberman7 demonstrated that damage caused by noise exposure early in life made mice more
susceptible to age-related hearing loss.
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The current paper begins with a brief description of human hearing mechanisms, types of
hearing loss, and the epidemiology of NIHL, then, primarily discusses the nature of NIHL,
including histopathology, signs and symptoms, audiometric proﬁles, and the impact of hearing
loss. This paper concludes with recommendations for prevention of NIHL and available training
courses for practicing physicians.

Hearing mechanisms
The human auditory system consists of three main peripheral auditory components (outer
ear, middle ear, inner ear) and acoustic nerve (8th cranial nerve). The outer ear gathers sound
energy and transmits it to the middle ear through the ear canal and the eardrum (or tympanic
membrane). The eardrum vibrates from the incoming sound energy and transmits these
vibrations to the inner ear, through the tiny bones in the middle ear, known as the ossicles. The
middle ear is ﬁlled with air and connects to the throat via the eustachian tube that is
instrumental in equalizing pressure on either side of the eardrum. The inner ear has two parts,
the vestibular system and the cochlea. The vestibular system is an organ of balance rather than
of hearing and is primarily responsible for detecting movement of the head and, to a lesser
extent, position in space. Vertigo is a main symptom of the damage to the vestibular system.8
The cochlea, shaped like a snail, contains thousands of delicate hair cells (auditory sensory
cells) in the organ of Corti. There are two types of hair cells, called inner and outer hair cells.
When the sound waves enter the inner ear from the middle ear, the outer hair cells help
amplify sound vibrations. The inner hair cells convert these vibrations into electrical signals
and send the signals to the brain through the auditory nerve. The brain, then, translates the
signals into sound that we recognize and understand. More description on the anatomy and
physiology of the auditory system is presented in the paper in this volume by Baiduc et al.
The hair cells of the organ of Corti can be damaged by various factors including aging, loud
noise, ototoxic chemicals (solvents, asphyxiants), and ototoxic medications (aminoglycoside
antibiotics, Loop diuretics, cisplatin, etc.). More elaborate information on hearing loss related to
ototoxic chemicals and medication are presented in the paper in this volume written by Campo
et al. Among these, exposure to loud noise is the most common cause of irreversible damage to
the hair cells, resulting in sensorineural hearing loss.8

Types of hearing loss
The human ear and its neurological connections to the brain represent a complex and
sensitive hearing mechanism that is vulnerable to damage by different illnesses, injuries, and
toxic exposures.9 There are two main types of hearing loss: conductive and sensorineural
hearing loss. Conductive hearing loss affects the outer or middle ear that includes the pinna, ear
canal, eardrum, and the cavity behind the eardrum. There are various etiologies of conductive
hearing loss, with the most common including cerumen impaction, middle ear infections such
as otitis media, and tympanic membrane perforations. Conductive hearing losses are often
temporary or correctable through increasingly sophisticated surgical techniques or medications as is the case with middle ear infections (otitis media).
Sensorineural hearing loss affects the inner ear (sensory) or the auditory nerve (neural) that
connects the inner ear to the origin of the nerve in the brain. In current clinical practice, sensory
and neural hearing losses are not differentiated regularly and the presence of either is
diagnosed as a sensorineural hearing loss. This is mainly due to limitations in the diagnostic
techniques used historically to differentiate between these two causes of hearing loss. As
techniques for assessing hearing loss are improving, differentiating the source of the loss is
becoming more reﬁned, thereby making determination of either sensory or neural loss
possible.9 Sensory and neural loss can occur in isolation or be concurrent. Either or both can
also co-occur with a conductive component, caused by a pathology-induced reduction in
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transmission of the sound energy through the outer and middle ears into the inner ear. A
hearing loss is classiﬁed as a mixed loss when two or more (conductive, sensory, neural) stages
of hearing are simultaneously affected.

Epidemiology of NIHL
Noise is one of the most important occupational and environmental health hazards.
Exposure to loud noise causes irreversible auditory damage resulting in sensorineural hearing
loss.1 Approximately one-third of all hearing loss cases can be attributed to noise exposure, and
occupational noise exposure is the most common cause of NIHL.1 In the United States,
approximately 10% (22 million) of the adults between 20 and 69 years old have permanent
hearing loss due to exposure to loud noise at work or during leisure activities.10
NIHL is the most common occupational disease in the U.S. and the second most self-reported
occupational illness or injury.5 Jobs involving exposure to loud noise may include mining,
tunneling, quarrying (detonations and drilling), heavy engineering (iron casting, forging press,
etc.), operation of machinery driven by powerful combustion engines (trucks, construction
vehicles, etc.), operation of textile machines, and testing of engines.11 Industries with high
numbers of exposed workers include agriculture, mining, construction, manufacturing, utilities,
transportation, and the military.5 High-powered motorized equipment, air-powered tools, and
striking, drilling, and digging machines are examples of noise exposure. Auditory disabilities
(hearing loss and tinnitus) are not restricted to the civilian workforce, as they remain the most
prevalent service-compensated injuries among military personnel. In the ﬁscal year 2010, the
Department of Veterans Affair (VA) spent over $1.2 billion to compensate more than 1.4 million
veterans on the basis of service-connected auditory disabilities (hearing loss and tinnitus). Thus,
NIHL is a signiﬁcant public health problem for the general population and the workforce.

Histopathology of NIHL
Exposure to loud noise can result in temporary threshold shifts (TTS) and/or permanent
threshold shifts (PTS). Moderate exposure in a short time period may initially cause TTS. Hearing
loss after a TTS may fully recover within 24–48 h.12 But this common scientiﬁc understanding
(possible full recovery from TTS without lasting consequences) has been challenged by the study
results on mice that showed completely reversible TTS may increase nerve degeneration and
accelerate age-related hearing loss in later life.13 A possible late-life consequence of neural
losses following even a TTS is a particularly important message to deliver to young children and
young adults who expose themselves to various recreational noises such as loud computer
games or portable music players. Hearing loss after a PTS is irreversible. NIHL in the paper refers
to PTS. NIHL differs from occupational acoustic trauma, a sudden hearing loss from single
exposure to a very short impulse noise such as gun shot or explosion.1,6
Over time, noise exposure leads to damage and loss of the hair cells in the organ of Corti,
which is contained in a spiral-shaped structure called the cochlea. These sensory hair cells and
surrounding structures are vibrated by incoming acoustic signals and then convert this
mechanical vibration into electrical events in the form of ﬁrings of the eighth cranial nerve
ﬁbers.9 Chronic exposure to intense noise (sound level above 85 dBA*) initially damages the
outer hair cells, which are responsible for high-frequency sounds (3–6 kHz range). (*To gauge
how loud 85 dB is, please check the ‘‘Noise Meter’’ in the NIOSH website, /http://www.cdc.gov/
niosh/topics/noise/noisemeter.htmlS. There are examples.)
Over time, continued exposure to excessive noise may lead to impaired transmission of both
low-and high-frequency sounds to the brain.6 As the intensity of noise and length of exposure
increases, damage in the sensory organ also increases and eventually becomes irreversible.
Speciﬁcally, cochlear blood ﬂow may be impaired, hair cells become fused into giant cilia or
disappear, hair cells and supporting structures disintegrate, and ultimately even the nerve
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ﬁbers that innervated the hair cells disappear. With degeneration of the cochlear nerve ﬁbers,
there is corresponding degeneration within the central nervous system.1,9 Exposure to loud
noise rarely causes damage to the outer or middle ear (conductive loss). Thus, individuals with
sensorineural hearing losses, including NIHL, generally have normal-appearing eardrums and
middle ear function.14

Signs and symptoms of NIHL
Symptoms of possible NIHL include transient tinnitus (ringing or buzzing in the ear), a
feeling that the ears are plugged up, or speech or other sounds mufﬂed after exposure to loud
noise. Individuals with NIHL often notice difﬁculty understanding conversation, particularly in
unfavorable listening conditions. For example, over 60% of the operating engineers (workers
who operate heavy construction equipment) working in the construction industry reported
that they had trouble understanding speech in situations with background noise.15
Any level of NIHL may mufﬂe high-frequency sounds, such as whistles or buzzers, and may
result in difﬁculty discriminating speech consonant sounds, such as those in the words ‘‘ﬁsh’’ and
‘‘ﬁst’’, particularly in environments with background noise, many different voices, or room
reverberation.16 Individuals with NIHL are likely to have more difﬁculty than expected in ideal
face-to-face communication situations.17 As described earlier, NIHL is inner ear damage, thus it
lacks overt symptoms such as pain, bleeding, or easily noticeable deformity. Individuals with NIHL
hardly notice their hearing problem until their communication is noticeably compromised.1,6

Audiometric characteristics
Insidious sensory damage by noise generally occurs ﬁrst to hair cells associated with the
perception of frequencies above those most important for speech discrimination. In fact,
audiometric proﬁles in NIHL characteristically show a sharp depression at high frequencies
between 3 and 6 kHz while the primary speech frequencies (0.5–2 kHz) are normal.6,9 NIHL
preferentially affects the higher frequencies, with hearing loss beginning typically around
4 kHz or 6 kHz, creating a V-shape dip or notch because these two audiometric frequencies are
most often affected by noise (see Fig. 1). Historically, this characteristic V-dip or notch was also
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Fig. 1. Typical audiometric pattern of NIHL. (Color version of the ﬁgure is available online.)
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referred to as the ‘‘boilermaker’s notch’’ or ‘‘aviator’s notch’’18 because it was demonstrated in
the cases of hearing loss associated with those speciﬁc occupations.
Studies looking at workers exposed to noise have demonstrated a V-shape notch at 4 kHz or
6 kHz as the principle audiometric feature of NIH and the prevalence of hearing loss at these
noise-sensitive frequencies far exceeds hearing loss at lower frequencies that are critical to the
ability to understand speech.1,6,15 Hence, this explains why NIHL may be hardly noticed in
earlier stages.1,6 The characteristic V-shape dip or notch at 4 kHz or 6 kHz may be used as an
indication of an individual’s susceptibility to the effects of noise and of the likelihood that
hearing loss will progress to lower frequencies.
As higher frequency hearing loss progresses, the deterioration of hearing loss at lower
frequencies follows.1,6,15 Therefore, it takes longer for lower frequencies (0.5–2 kHz) to be
affected by noise than higher frequencies (3–6 kHz). With continued exposure to noise for a
period of years, damage will spread both to higher and to lower frequencies, so that the notch
will gradually ﬂatten. In advanced cases of NIHL, the audiogram begins to slope downwards at
frequencies as low as 0.5 kHz. A V-shaped notch at 4 kHz or 6 kHz, a typical audiometric
characteristic of NIHL, may not present for workers who have been exposed to loud noise for
many years without proper protection.17 A case of severe NIHL with disappearance of the notch
may eventually become indistinguishable from hearing loss produced by many other causes,
such as age-related hearing loss (presbycusis) in which hearing gradually deteriorates at higher
frequencies. The presence or absence of NIHL, therefore, cannot be established on the basis of
audiometric shape.1,9 With pure-tone audiometry, the gold standard method of inferring NIHL,
complete assessment of NIHL should also include measures of speech understanding and
middle ear status.1 Various auditory tests are described in the paper written by Baiduc et al.
Audiometric patterns in NIHL are usually bilateral and symmetrical.1,6,9 However, some
asymmetry is not unusual. The loss may be predominantly unilateral due to the position of the
head during work, especially when the noise is highly pulsating in nature.11 NIHL, for reasons
that are still not yet clearly identiﬁed, usually manifests ﬁrst and rapidly in the left ear.19,20
Several studies reported poorer hearing in the left ear.21–23 A more recent study15 looking at
operating engineers in a Midwestern state also found that hearing in the left ear was signiﬁcantly
worse than that of the right ear. According to Hong,15 there are several plausible explanations for
why operating engineers’ hearing was signiﬁcantly worse in the left ear than the right. First,
poorer hearing in the left ear may reﬂect operating engineers’ unique directional noise exposure
from operating heavy construction equipment. Most operating engineers look over their right
shoulder during operation of heavy equipment, and thus their left ear is more exposed to the
noise generated by the engine of the heavy equipment that they operate. Also, some workers
operate the equipment with the window open, particularly during the hot summer, because
many of the machines do not have air conditioning. This phenomenon was also shown in an
earlier study with farmers who presumably operate heavy farming equipment such as tractors.21
Hearing loss seen among hunters or riﬂe shooters is also typically asymmetrical. Hearing in the
ear closest to the barrel tends to be worse because it is closest to the explosion and the other ear
is protected by the head shadow.9 Since the majority of individuals are right-handed, the muzzle
blast from a riﬂe or shotgun reaches the left ear at a higher level than the somewhat protected
right ear. Due to the same reason, using ﬁrearms, chain saws, and other portable power tools also
tends to expose the left ear more directly to the source of noise.21

Impact of hearing loss
Although it is not a life-threatening health issue, hearing loss has a profound impact on an
individuals’ quality of life, primarily through the social handicap resulting from communication
interference and various adverse outcomes such as depression, fear, embarrassment, loss of
self-esteem, friction in relationships, and stigma.1 These impacting factors cannot be estimated
in concrete measures. The compensation cost for auditory impairment among workers has
been consistently increasing. In 2008, 12.2% of the work-related injuries and diseases were
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attributed to NIHL, with a monetary impact of an estimated $242.4 million annually.12 There
are no valid comprehensive epidemiological data covering the total population.24
The inability to hear can be a signiﬁcant threat to worker’s safety and health. Studies have
reported hearing loss as a risk factor for occupational injuries among various working
populations.25–28 Morata et al.29 reported that workers, supervisors, and hearing conservation
administrators recognize that worker’s safety may be compromised when co-workers have a
hearing loss that impacts their ability to communicate and hear important environmental sounds.
Individuals with NIHL may also experience decreased ability in sound localization, which is
the ability to gauge the direction and distance of a sound.30 Impaired ability to localize sounds is
of critical importance for certain groups of workers like ﬁreﬁghters and other public safety
workers, who rely on hearing during emergency circumstances and for essential tasks such as
search and rescue. For certain working populations such as ﬁreﬁghters who require good hearing
to perform safe and effective jobs, signiﬁcant hearing loss can be a career-ending disability and
has public safety implications as well.31 Hearing loss affects not only those individuals who have
lost their hearing, but also their co-workers, family members, and society as a whole.1

Prevention of NIHL: Hearing conservation program
As described earlier, sensorineural hearing loss due to noise exposure is an irreversible
condition with no effective treatment currently possible because hair cells, once damaged, do
not regenerate. Fortunately, NIHL is largely preventable.6 Early detection of such hearing loss
through periodic audiometric tests may assist in prevention of further loss, and recognition of
existing loss is important for educational and medico-legal purposes. The Occupational Safety
and Health Administration (OSHA) recognized that an annual audiometric test is essential for
an effective hearing conservation program.32
Considering its serious impact on workers’ quality of life, NIHL should be prevented with an
effective occupational hearing conservation program. OSHA (29 CFR 1910.95) mandates that
employers provide a hearing conservation program for all employees who are exposed to noise
at or above an 8-h time-weighted average of 85 dB measured on the A scale.32 This OSHA
required occupational hearing conservation program must incorporate ﬁve factors: (1) periodic
noise exposure monitoring, (2) engineering and administrative controls, (3) personal hearing
protection, (4) audiometric evaluations and follow-up activities, and (5) employee/management education and training.32 However, this requirement is primarily for manufacturing
sectors and currently does not apply to many individuals in various industries such as ﬁre
services, construction, and agriculture.
The best way to prevent NIHL is to block or reduce noise emission from industrial machinery
or noisy equipment through engineering controls; however, these controls are often
impractical, costly, or scientiﬁcally impossible to fully achieve. Under the occupational noise
standard of the OSHA (29 CFR 1910.95), if engineering and administrative controls do not
reduce the noise below 90 dB time-weighted average, every worker in the workplace must
consistently use personal hearing protection devices (HPDs) such as ear plugs or ear muffs to
protect their hearing.
Research has demonstrated that use of personal HPDs has been effective in preventing
NIHL.15,33,34 In order to fully prevent NIHL, workers must consistently use HPDs when noise
levels are high; however research shows that workers do not consistently wear them.24,35–38
Therefore, it is important to develop and implement effective intervention programs to
promote the workers’ use of personal HPDs.

What do clinicians need to do?
As stated earlier, individuals cannot detect their own early NIHL. Thus, it is important to
educate those exposed to loud noise about hearing loss and to encourage them to have hearing
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tests on a regular basis. Clinicians have a responsibility to teach their clients who are exposed
to loud noise (occupationally and/or recreationally) about the characteristics of NIHL, such as
insidious onset, gradual development over several years, and difﬁculty noticing the presence
and severity of hearing loss. More importantly, clinicians should encourage individuals who are
at risk for NIHL to use personal HPDs whenever they are exposed to noise.
Clinicians may also engage as partners with occupational hearing conservationists in
communities of practice to promote hearing health. NIHL is a public health problem requiring
involvement by multiple stakeholders for solutions. Clinicians are key to providing preventive
solutions to individuals during clinical encounters. Clinicians can also be valued partners in
broader community-based interventions to prevent NIHL. One way to become involved is
continuing professional education in occupational hearing conservation, as described in the
next paragraph.
The Council for Accreditation in Occupational Hearing Conservation (CAOHC) is a nonproﬁt organization whose mission is to promote the conservation of hearing by enhancing
the quality of occupational hearing conservation programs. CAOHC offers a certiﬁcatebased one-day workshop to prepare physicians and audiologists for the role of Professional
Supervisor of the Audiometric Monitoring Program (PS). Candidates who successfully
complete a standardized exam earn certiﬁcation as a Professional Supervisor of the
Audiometric Component of the Hearing Conservation Program (CPS/A). Certiﬁcation is
valid for ﬁve years. Recertiﬁcation is available by successfully completing the online
Professional Supervisor (CPS/A) exam.
According to OSHAs Hearing Conservation Amendment
a technician who performs audiometric testsyyyy.must be responsible to an audiologist,
otolaryngologist or physiciany(who) shall review problem audiogramsy.determine
whether there is a need for further evaluationyyrevise audiometric baselines yy(and)
supervise and be responsible for the training and competence of the OHC (OSHA, 29 CFR
1910.95).
Consistent with these requirements, CAOHC has developed the PS Scope of Practice.39 Five PS
responsibilities and sample learning objectives from a CAOHC PS workshop are described
next.40
Establishment and supervision of the audiometric testing program: The PS will understand
necessary protocols for audiometric testing and follow-up; identify appropriate test equipment
and environment speciﬁcations; understand the roles of the PS and the Occupational Hearing
Conservationist (OHC); and differentiate between acceptable and invalid audiograms.
Review of problem audiograms: The PS will be able to identify problem audiograms for
possible referrals, describe the critical elements of early identiﬁcation of hearing shift, calculate
an age corrected standard threshold shift (STS) and identify conditions for use, identify when
baseline revision is necessary and identify regulatory hearing loss recordability criteria.
Determination of work-relatedness: The PS will be able to recognize elements and processes
involved in determining work-relatedness and recognize PS responsibilities in determining
work-relatedness of hearing loss.
Follow-up of work-related auditory disorder(s): The PS will be able to develop a systematic
approach to the differential diagnosis of NIHL, deﬁne acoustic trauma and gradual onset NIHL,
describe the natural history of NIHL, recognize noise factors which contribute to occupational
hearing loss, and apply derating of the hearing protector noise reduction rating (NRR).
Management of the audiometric database: The PS will be able to list key data to capture in the
audiometric database, identify early ﬂags for individuals at risk of NIHL and describe reasons
for test-test variability.
In summary, the CAOHC professional supervisor course is a comprehensive preparation for
the multidimensional expertise involved in effective occupational hearing conservation
programs. The PS workshop schedule is available on the CAOHC website at /http://www.
caohc.org/professional_supervisor/S.
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Conclusion
NIHL is an irreversible sensorineural hearing impairment caused by repeat exposure to loud
noise for many years. It is one of the most prevalent causes of occupational morbidity and is
also one of the most preventable. NIHL is a global public health problem, the extent of which is
difﬁcult to estimate. NIHL creates enormous economic burden and human suffering. The ability
to hear and understand is essential to social engagement and staying connected to one’s
environment. There are many serious negative consequences of NIHL, including communication interference that can substantially affect social integration, functional ability, self-esteem,
job performance, and quality of life at work and outside work. Individuals with NIHL need to
understand that their hearing loss signiﬁcantly affects others including co-workers and family
members. Given its signiﬁcant impact on people’s life and society, NIHL should be of major
concern to health care professionals.
When eliminating noise through engineering controls is not feasible, proper use of personal
hearing protection in association with audiometric monitoring is greatly effective in
preventing NIHL. Effective personal hearing protection can be achieved through a careful
selection of proper type of HPDs, ﬁt testing, correct use, and continuous attention to good care
and maintenance of HPDs. Preventing NIHL is a focus of Healthy People 2020 objectives.
Speciﬁcally two objectives aim to prevent occupational NIHL: ‘‘increase the use of hearing
protection devices’’ (ENT-VSL-6) and ‘‘reduce new cases of work-related, noise-induced
hearing loss’’ (OSH-10).41 To achieve these objectives, both exposed individuals and health
professionals in the occupational as well as primary health care settings should work together
for prevention and early detection of NIHL. Individuals with hearing loss should be informed
to follow through on any recommended referral, obtain thorough audiologic evaluation,
receive appropriate recommendations, and effectively use any recommended hearing aids.
Efforts to prevent NIHL should be made wherever hazardous noise exists, including
recreational activities (listening to loud music, riding motorcycles, hunting, etc.) and nonoccupational activities (use of powered tools such as lawn mowers, snow and leaf blowers,
vacuums, etc.).
References
1. National Institutes of Health. Consensus Development Conference Statement: Noise and Hearing Loss. Bethesda, MD:
U.S. Department of Health & Human Services; 1990.
2. Nelson DI, Nelson RY, Concha-Barrientos M, Fingerhut M. The global burden of occupational noise-induced hearing
loss. Am J Ind Med. 2005;48(6):446–458.
3. Ramazzini B. De Morbis Artiﬁcum Diatriba. Chicago, IL: University of Chicago Press; 1713. [Latin text, revised with
translation and notes by W.C. Wright (1940)].
4. Fosbroke J. Practical observations on the pathology and treatment of deafness. Lancet. 1830;1:740–743.
5. National Institute for Occupational Safety and Health (NIOSH). National Occupational Research Agenda. Cincinnati,
OH: National Institute of Occupational Safety and Health Publications; 1996 [DHHS (NIOSH) Publication No. 96115].
6. American College of Occupational and Environmental Medicine (ACOEM). Occupational noise-induced hearing
loss: ACOEM task force on occupational hearing loss. J Occup Environ Med. 2012;54(1):106–108.
7. Kujawa SG, Liberman MC. Acceleration of age-related hearing loss by early noise exposure: evidence of a misspent
youth. J Neurosci. 2006;26(7):2115–2123.
8. Reeves AG, Swenson RS Disorders of the nervous system./http://www.dartmouth.edu/  dons/part_1/chapter_6.
htmlS; 2008 Accessed 12.1.13.
9. Sataloff RT, Sataloff J. Occupational Hearing Loss. 3rd ed. Boca Raton, FL: CRC Press: Taylor & Francis Group; 2006.
10. National Institute on Deafness and Other Communication Disorders (NIDCD). Strategic plan 2006–2008. /http://
www.nidcd.nih.gov/StaticResources/about/plans/strategic/strategic06-08.pdfS; 2011.
11. World Health Organization (WHO). Hearing Impairment Caused by Noise. Early Detection of Occupational Disease.
Geneva, Switzerland: World Health Organization; 1986: 165–169.
12. Humes L, Joellenbeck LM, Durch J. Noise and Military Service Implications for Hearing Loss and Tinnitus. Washington,
DC: National Academics Press; 2005.
13. Kujawa SG, Liberman MC. Adding insult to injury: cochlear nerve degeneration after ‘‘temporary’’ noise-induced
hearing loss. J Neurosci. 2009;29(45):14077–14085.
14. DeWeese DD, Saunders WH. Evaluation of hearing. Text book of Otolaryngology. 6th ed. St. Louis, MO: Mosby; 1982.
15. Hong O. Hearing loss among operating engineers in American construction industry. Int Arch Occup Environ Health.
2005;78(7):565–574.

118

O. Hong et al. / Disease-a-Month 59 (2013) 110–118

16. Smoorenburg GF. Noise-induced hearing loss. In: McCunney RJ, Brandt-Rauf PW, eds. A Practical Approach to
Occupational and Environmental Medicine. 2nd ed. New York, NY: Little, Brown and Company; 1992. p. 230–247.
17. Suter AH. Hearing Conservation Manual. 4th ed. Milwaukee, WI: Council for Accreditation in Occupational Hearing
Conservation; 2002.
18. Camp RT Jr. Hearing protectors. Otolaryngol Clin North Am. 1979;12(3):569–584.
19. Gasaway DC. Noise-induced hearing loss. In: McCunney RJ, Brandt-Rauf PW, eds. A Practical Approach to
Occupational and Environmental Medicine. 2nd ed. New York, NY: Little, Brown and Company; 1994.
20. Touma JB. Controversies in noise-induced hearing loss (NIHL). Ann Occup Hyg. 1992;36(2):199–209.
21. Marvel ME, Pratt DS, Marvel LH, Regan M, May JJ. Occupational hearing loss in New York dairy farmers. Am J Ind
Med. 1991;20(4):517–531.
22. Pirila T, Jounio-Ervasti K, Sorri M. Left-right asymmetries in hearing threshold levels in three age groups of a
random population. Audiology. 1992;31(3):150–161.
23. Simpson TH, McDonald D, Stewart M. Factors affecting laterality of standard threshold shift in occupational
hearing conservation programs. Ear Hear. 1993;14(5):322–331.
24. Neitzel R, Seixas N. The effectiveness of hearing protection among construction workers. J Occup Environ Hyg.
2005;2(4):227–238.
25. Choi SW, Peek-Asa C, Zwerling C, et al. A comparison of self-reported hearing and pure tone threshold average in
the Iowa farm family health and hazard survey. J Agromedicine. 2005;10(3):31–39.
26. Hwang SA, Gomez MI, Stark St AD, John TL, May JJ, Hallman EM. Severe farm injuries among New York farmers. Am
J Ind Med. 2001;40(1):32–41.
27. Sprince N, Park H, Zwerling C, et al. Risk factors for low back injury among farmers in Iowa: a case-control study
nested in the agricultural health study. J Occup Environ Hyg. 2007;4(1):10–16.
28. Sprince NL, Zwerling C, Lynch CF, et al. Risk factors for agricultural injury: a case-control analysis of Iowa farmers in
the agricultural health study. J Agric Saf Health. 2003;9(1):5–18.
29. Morata TC, Themann CL, Randolph RF, Verbsky BL, Byrne DC, Reeves ER. Working in noise with a hearing loss:
perceptions from workers, supervisors, and hearing conservation program managers. Ear Hear. 2005;26(6):
529–545.
30. Hetu R, Getty L, Quoc HT. Impact of occupational hearing loss on the lives of workers. Occup Med. 1995;10(3):
495–512.
31. Hong O, Samo D, Hulea R, Eakin B. Perception and attitudes of ﬁreﬁghters on noise exposure and hearing loss.
J Occup Environ Hyg. 2008;5(3):210–215.
32. U.S. Department of Labor (USDL), Occupational Safety and Health Administration (OSHA). Occupational noise
exposure: hearing conservation amendment; ﬁnal rule. Fed Regist. 1983;48:9738–9785.
33. Brink LL, Talbott EO, Burks JA, Palmer CV. Changes over time in audiometric thresholds in a group of automobile
stamping and assembly workers with a hearing conservation program. Am Ind Hyg Assoc J. 2002;63(4):482–487.
34. Hessel PA. Hearing loss among construction workers in Edmonton, Alberta, Canada. J Occup Environ Med.
2000;42(1):57–63.
35. Hong O, Ronis DL, Lusk SL, Kee GS. Efﬁcacy of a computer-based hearing test and tailored hearing protection
intervention. Int J Behav Med. 2006;13(4):304–314.
36. Kerr MJ, Savik K, Monsen KA, Lusk SL. Effectiveness of computer-based tailoring versus targeting to promote use of
hearing protection. Can J Nurs Res. 2007;39(1):80–97.
37. McCullagh M, Lusk SL, Ronis DL. Factors inﬂuencing use of hearing protection among farmers: a test of the pender
health promotion model. Nurs Res. 2002;51(1):33–39.
38. Hong O, Chin DL, Ronis DL. Predictors of hearing protection behavior among ﬁreﬁghters in the United States. Int J
Behav Med. 2011.
39. Council for Accreditation in Occupational Hearing Conservation (CAOHC). The professional supervisor of the
audiometric monitoring program. /http://www.caohc.org/professional_supervisor/scope_of_practice.phpS; 2012.
40. Evenson E, Kirchner B, McDaniel M, Wells L. The professional supervisor of the audiometric monitoring program
workshop. Academy of Doctors of Audiology Conference. Phoenix, AZ;2012.
41. U.S. Department of Health and Human Services (USDHHS). Healthy people 2020. /http://www.healthypeople.
govS; 2010.

