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In planning any health promotion initiative a needs assessment is the first step. It is the process of analysing and identifying the priority health problem and the nature of the target group for the purpose of planning any health promotion action. Different perceptions of needs within communities can be confused with the identified need and the solution to the problem. 

Need can be divided into four types.

1. Normative need: this Type of need refers to what expert opinion defines as a need. This can change over time as health variables are adjusted.

2. Expressed need. Refers to the observed use of services within a community about a particular health need.

3. Comparative need: This comes from the examination of services in one area and using this as a basis to determine the services needed in another are with similar demographics. This is a need derived from comparison.

4. Felt need: This is community perception of problems that need addressing. This is attained by processes such as opinion surveys, phone ins, public meetings etc. Things to be mindful of here are people expressing need in terms of a solution and are the expressions for themselves or a perceived part of the population. (Hawe, et.al, 2004).

Typically a needs assessment is a very important process to identify as much relevant information as possible as a guide to the development of best practice programs and activities. Also to ensure the programs are most likely to achieve their goals and objectives and are as effective as possible. Needs assessments also ensure the participation of communities also ensure the participation of communities in identifying their needs. (ACT Health Promotion. No author).

Some communities may perceive that there may not be a problem thus having no effect on them. Therefore a comprehensive picture of the potential health problem needs to be established. This can be attended in two phases. Identification of the health problem is the first phase and includes collection of data, community consultation, and opinions gathered. There are numerous sources of data including statistics from local government showing population trends, community health data, Dept of Health, etc.

Liaising with people in the community by talking about the health problem enables the health worker to establish areas of concern including issues faced by the community, how extensive is the problem, if any interventions have been implemented in the past and how successful they were.

The second stage involves an analysis of the health problem. Additional data collection is needed to gain a detailed profile of the target group. This enables the intervention to be implemented where it is needed most. The data is compiled from literature reviews and published reports, accessing and talking to people involved with similar projects and/or programs. Also looking at existing or previous interventions and how successful they were to gain a broader view of the health problem enables the health worker to more accurately address the problem. (Hawe. et.al, 2004) The greater the exploration of the health problem the greater chance there is that factors may be uncovered which account for the health problems. When these factors become apparent they need to be sorted into a logical order by identification of risk markers, factors which highlight where the cause of the problem is.

The worker is able to establish a knowledge base of existing skills, history of prior actions, and expertise within community resources. The worker is then able to connect to the community to gain community participation enabling strengths and capabilities for future projects. (Moodie and Hulme. 2004)

Hawe et al 2004 discusses the need for the worker to have:

· A health problem of agreed high priority

· An idea of the magnitude of the health problem.

· A target group with clearly identifiable risk markers (characteristics).

· A set of risk factors sorted into predisposes, enablers and reinforces.

· Community resources to be involved in the health planning process.

· Commitment from a range of groups and parties to bring about change.

The Health Promotion Strategy I have chosen is the contribution of MP3 style perioral music machines to noise exposure leading to increased risk of noise induced hearing loss in teenage children. The health problem I have chosen was determined firstly as a concerned parent of a 13 year old girl and secondly as a Nurse Audiometrist Student. Directly observing my daughter play her MP3 (iPod) stereo at high sound levels and the tendencies for her friends to do the same sparked my interest in finding out more about the risks and noise levels etc. Having discussed this issue with my daughter’s friends parents they too hard issues with the direct introduction of loud music into the ear.

The collection of current data relating personal stereo players (PSP’s) to noise induced hearing loss is sketchy. Conjecture on the effects of using PSP’s is rampant and there are many articles suspecting PSP’s to contribute to noise induced hearing loss. A report on MP3 players by Stephen Musil (2008) states that a team of nine experts sitting on a scientific committee on “Emerging and Newly Identified Health Risks” point out that young people may be doing damage to their hearing which may not surface until years after the exposure. Also listening to high sound levels on MP3 players over several years can cause hearing loss by the time they reach their mid twenties. He also states there are many reports of temporary or persistent tinnitus caused by loud music, however very few studies have focused on the relationship between the use of PSP’s and tinnitus.

A report by Ann Broache (2006) suggests the American Speech Language Hearing Assessment Association (ASHA) has attended surveys on the MP3 style music players. An ASHA commissioned survey conducted random telephone interviews of 1000 adults and 301 high school students. Topics included symptoms of hearing loss, tinnitus, level of loudness, and turning up volume on home appliances. Approx 40% of the adults and over 50% of students experienced at least one of four hearing loss symptoms. The survey did not attribute the symptoms directly to PSP’s, however merely suggested the possibility of a connection between the two. Interestingly 60% of students reported having loudness levels set to what they considered “somewhat loud” to “extremely loud” compared to 40% of the adult sample. Points to note also that this report suggests that Audiologists predict a surge in hearing loss as a result of exposure to loud levels of music over long periods of time. ASHA statistics in the US blame excessive noise for one third of 30 million Americans who report having significant hearing loss. Class action lawsuits have been filed against Apple for not limiting the iPods loudness level to a “safer “ level. A group of iPod users blame the device for their hearing damage. The French Government has made Apple cap the iPods loudness range to 100dB in their country. (Broache. 2006)

There are varied and multi-layered reasons for educating children on the proposed dangers of PSP use. Expert opinion has posed many questions and concerns on prolonged use of PSP’s. 

A report by Warwick Williams from National Acoustics Laboratory (2005) in Sydney, states that “it is agreed that there is some level of possible risk to hearing from leisure noise exposure and that further detailed studies of specific activities are warranted”. Questions posed in Warwick’s report stated what was the listening level set in daily practice and how long do people listen. The use of PSP’s was thought best to be tested in real world situations where background noise would be high and users would be more likely to have listening levels high on the machines. This then would represent an overestimate of the risk of noise injury and therefore giving a starting point. The study used a Knowles Electronics Manikin fitted with a Zwislocki artificial ear simulator with an integrated sound level meter. People were chosen at random, 15 females and 40 males ranging in age from 15 to 48 years. The majority of these people were white collar workers and students. The report states “of the individuals sampled, the measured A-weighted equivalent noise level Laeq.T under the headphones ranged from 73.7dB to 110.2dB with a mean of 86.1dB”. “The given listening time per day ranged from 40 minutes to 13 hours with a mean of 2.38 hours and the number of years listening ranged from less than one month to an estimated 15 years (mean 5.6 years)”. The report also states “there was a slight indication that the reported incidence of tinnitus did increase with increasing years of use of a PSP, but with the limited ample size reporting “frequently” experienced tinnitus this indication cannot be considered significant.”

The results indicated that if the user has the volume set above 90dB Laeq,T their Laeq,8h will quickly rise above the 85dB level. This places them at obvious risk for hearing loss in the future. Encouraging a reduction in volume is important as for every 3dB decrease in volume the risk is halved. This opens up an opportunity for an education program like “Keep the Volume Below 85”. 

In conclusion this report highlighted that the findings indicated that PSP’s are not solely responsible for hearing loss however some individuals do expose themselves to significant risk of noise injury by using high settings of volume. However “there is a definite need for an education / information program for the 25% of the user population that falls above the level of risk deemed acceptable by workplace regulations”. (Williams. 2005, pg236).

My target group is teenagers aged from 13-18 year olds, currently attending Taree High School. The reason I have chosen this age group is one: to ascertain the knowledge base of this group and two: to develop an educational program to raise awareness of the possible dangers of noise exposure to an age group before habits and damage occurs. Taree High School is a secondary, public, co-educational comprehensive day school, located in Taree on the Mid North Coast of NSW. It has approximately 1000 students and is one of 4 major High Schools in the region.

Community consultation began with approaching the acting principal and asking him a series of questions. He states that approximately 80% of children carry personal stereo machines including mainly MP3 and iPod style units. The use of personal stereos are banned while classes are on however children are able to use them in free time. He states he has concerns re the levels at which the stereos are played at and occasionally he notices children with them so loud that people around them can hear the music.

Currently there are little educational programs aimed at factors of hearing conservation and noise run at the High School. On discussion with Mr Ivers, he was very interested in looking at developing an educational program involving short talks in a series to fit in with the school lesson timetables. This could coincide with Health lessons of which are compulsory for all students to attend. Thus the program would capture the majority of the population of children in the school.

Consultation with students provided information pertinent to the proposed program. A questionnaire was handed to 10 students (see Appendix 1). Results:

Seven females and three males ranging in age from 13-15 years. The listening time ranged from 1.5 hours to 4.5 hours per day. Generally longer on weekends. One male and two females reported preferring to listen to music “very loud”. The rest “moderate” to “somewhat loud”. Length of use ranged from 4 months to 2.5 years. One male and two females reported occasionally hearing buzzing or ringing in ears. Two females left this section blank. No reports of suspected hearing loss. No reports of trouble hearing people. Three people reported a member of family had issues with their hearing. One male stated that “Mum reckons that I am deaf”. Two males, six females reported they had noisy leisure time activities. One male listed shooting. One male and four females reported frequenting live music. 

Despite the sample size being small, information gathered from the questionnaire ties in with reports such as Warwick Williams. Ideally greater exposure of the questionnaire to the schools student population would have given a better baseline. 

The promotion of healthy school policy is evident as discussed by O’Connor et al (2001) in that areas influencing the development of a school health policy are:

· School administration

· Health instruction, both formal and informal

· Teacher inservice education and perservice training

· Health services available to the school community

· The physical and emotional atmosphere of the school

· The activities and events designed for the school community to encourage healthful practices

The program for health instruction would include diversities such as overheads, practical examples ane some written information. Topics for the health instruction of students would include:

· Anatomy and a simplified “how the ear works”.

· What sorts of noise do damage.

· Time frames for exposure.

· How loud is too loud.

· Additional noise exposure ie, bands, car stereos etc.

The processes undertaken include:

· Questionnaire circulated to students to give baseline data.
· Literature search on noise exposure levels from personal stereo use.

· Consultation with Mr Ivers, Acting School Principal.

· Consultation with children exposed to personal stereo use. Most children are unaware that “safe” levels of noise exposure exists.

· Consultation with parents of children attending High School. Most parents expressing concerns at loud levels of music. Most parents were keen for more education of children.

· Consultation with Warwick Williams (NAL) re his findings.

Steps for Implementation:

· Involving the key stakeholders in the implementation process allows for a clear understanding of what is required by everyone involved. Misunderstandings are avoided by documenting the goals and objectives and clearly stating everyone’s roles in the program.

· Gaining parental permission enables students to participate with full parental agreement.

· School community involvement will encourage active participation of students and heighten the awareness of potential dangers.

· Agreement from all involved parties on time lines for implementation and course content so the program can run on an ongoing basis. Commitment from administration for program to be ongoing.

· Active participation from students to make the educational process as meaningful as possible.

Goal:

My goal for this Health Promotion Strategy would be for increased awareness of the potential dangers of noise exposure and the contributing factors of personal stereo players to overall noise exposure over time. Thus reducing the incidence of noise injury within the High School student population.

Objectives:

· To educate the students, on dangers of noise exposure in meaningful manner.

· Describe effects of noise exposure on hearing.

· Demonstrate safe noise levels on various different brands of personal stereo players.

· Demonstrate hearing protection in situations like live bands and the use of musicians’ earplugs etc.

· To prevent hearing damage to students of Taree High Schools Resources required to implement this program are:

· Overhead projector

· A colour chart of the anatomy and physiology of the ear in overhead format. Also handouts of ear and how it works for students to take notes.

· Handouts of noise levels and typical environmental noise comparisons and suggested exposure times.

· Samples of musician’s earplugs.

Key Stakeholders

The key stakeholders include the students, teachers and parents of students at Taree High School. The Health Promotion Team at Taree Community Health would be included in the delivery of the program and evaluation. A consultative approach is essential and the key stakeholders need to be involved in the whole process. This guarantees the success of the program. Accurate documentation of the process and delivery provides the stakeholders with an overall picture of the program thus providing a clear understanding of the goals, objectives and proposed outcomes of the project.

Evaluation Methods

Evaluation processes provide feedback for the workers involved in the project. This is the stage where the work attended is evaluated to answer questions such as has it worked, what needs to be improved and how can we do that. This can be viewed not as a success or failure but a reflection of the state of a developing field. Two types of analysis are required: Qualitative and Quantitative evaluation methods. Qualitative approaches involve the use of a questionnaire. This requires the participant to respond to questions related to the program. This can identify the meaning of the program for the participants and to identify components that had an impact on them. A brief questionnaire can be distributed to participants at the end of each class session to allow active feedback on information presented. Quantitative approaches look at changes for the participants by way of measurement. Establishment of a baseline is imperative prior to commencement of the program. Demographic information collected using the questionnaire across a wider portion of the school population. Hearing assessments as a random population study within the school could provide significant data as no previous program has been run before. This baseline could be linked to national averages and form a compete picture of hearing health within the school as an effective tool. This could then become the standard baseline for future evaluation of hearing health education programs within the school. Collation of that type of data may provide the worker with a measure of improvement in the number of students suffering some form of hearing loss.
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Appendix 1

Personal Stereo Use Questionnaire

(Please circle where appropriate)

Date: _____________

Name (Optional) ________________________ Age: _____ Sex:  M / F

How many hours per day do you listen to you iPod / MP3? ______________

Please indicate the usual or preferred loudness level when listening:

Soft
    Moderate
     Somewhat loud
      Very Loud
Maxed out
How long have you being using an iPod or MP3? ______________________

Do you have ringing or buzzing noises in your ears?

Never

Occasionally
Frequently         Constantly


Do you suspect you have a hearing loss?

Yes

No

Comment _______________________________

Do you have trouble hearing people talk if there is background noise?

Yes

No

Comment _______________________________

Does / has a member of your family told you that you haven’t heard them?

Yes

No

Comment _______________________________

Do you experience loud noise in your leisure time activities ie Loud car stereo, live bands/music?

Yes

No

Comment _______________________________

Thank you









































































