
 

Cochlear Provider Briefing  

Cost-effectiveness of Cochlear Implants  
Briefing on cochlear implants:  Challenges in the context of the 2019 NICE guidance update 

Introduction  
Severe to profound hearing loss is a common problem affecting around 909,500 UK adults.1 Its negative impact on 
people’s health and quality of life 2,3 and economic outcomes 4 is well documented.  
 
Cochlear implants are a life-changing 5,6, cost-effective and reliable 7 intervention for people with severe to profound 
sensorineural hearing loss.  
 
Recognising these benefits, policy makers in government and the National Health Service (NHS) have implemented 
considerable national guidance and policy frameworks to improve audiology services and enable access to cochlear 
implants under the NHS: 
 

1. July 2019 - the National Institute for Health and Care Excellence (NICE) published the latest quality 
standard for assessing and managing hearing loss in adults 8; 

 
2. March 2019 - NICE published updated eligibility criteria for cochlear implants, lowering the 

audiometric threshold for people with severe to profound hearing loss.9 NICE has estimated that the 
updated eligibility criteria could lead to around 890 additional people receiving cochlear implants each 
year by 2024/25 – a 70% increase on current levels 10; 

 
3. June 2018 – NICE published guidance on assessing and managing hearing loss in primary, 

community and secondary care 11; 
 

4. July 2016 – NHS England published its Commissioning Framework setting out best practice on how 
local NHS areas should design their audiology services 12;  

 
5. March 2015 – NHS England published its national Action Plan on Hearing Loss to tackle the rising 

prevalence of uncorrected hearing loss as well as the variation in access and quality of services 
available.13 

 
Despite significant policy and guidance in place for people with severe to profound hearing loss, referral rates for 
cochlear implants are widely considered to be very low in the UK. 1,13-15 
 
Following NICE’s guidance update 9 in March, many more people should be able to access the life-changing 
benefits of a cochlear implant.  
 
However, hospital managers, buying groups and procurement teams will struggle to meet this increased demand for 
assessments, implants and on-going clinical support services without additional funding from NHS commissioners. 
 
This briefing paper serves two purposes: 
 
Section 1 explores challenges in the context of the new NICE guidance, and potential responses so that more 
eligible patients receive better outcomes. 
 
Section 2 summarises the current data on cost-effectiveness and improved outcomes from cochlear implants. 

 

 

 

 



 

Section 1: Challenges in The Referral Pathway and Potential 
Responses  
 
Limited capacity to conduct assessment, surgery and aftercare 
Currently around 1,260 people in England receive cochlear implants each year, according to NICE. However, NICE 
estimates its updated eligibility criteria 9 could lead to around 890 additional people receiving cochlear implants each 
year – a 70% increase on current levels – once a steady state is reached in 2024/25. 16  
 
Higher referral rates for assessment and hundreds more cochlear implants can only be provided by an expansion of 
services, increasing the current capacity in hospitals to conduct assessment, surgery and aftercare. 
 
Cochlear implants and the associated revenue generated by providers present a significant income source for 
hospital trusts. Most of these implant surgeries are low risk and elective. They receive a current HRG tariff of 
£22,919 (unilateral cochlear implants) and £37,904 (bilateral). 17 
 
Lack of awareness of eligibility in the referral pathway 
Awareness of NICE referral guidelines and outcomes with cochlear implants is low in NHS audiology departments 
and GP surgeries, according to published literature. 13,18  
 
Improving confidence to discuss implants and referrals through training and support would result in fewer potential 
candidates being missed or waiting several years to be referred despite meeting the eligibility criteria. 
 
The new NICE guidance 9 lowers the audiometric threshold, recognising that some people with less severe hearing 
loss can benefit from a cochlear implant and should be offered this option. 
 
Support and training on cochlear implants would improve awareness, confidence discussing implants and ultimately 
referral rates. Establishing better links between referring audiology clinics and cochlear implant centres is an 
important step towards improving referrals. This raises the question of whether more should be done at university 
level to improve awareness and clinical understanding of who can benefit from a cochlear implant. 
 
Little is known on awareness of cochlear implants among independent hearing service providers operating as Any 
Qualified Provider (AQP), highlighting a need for further research. 
 
Absence of a granular view of the unmet need for cochlear implants  
Hospital managers, buying groups and procurement teams need a better understanding of geographical areas with 
unmet need for cochlear implantation. Research 13 suggests around five per cent of adults eligible for a cochlear 
implant in the UK currently have one. This significant unmet need is widely acknowledged. Still, developing an even 
better understanding of geographical areas with unmet need is a good way to stimulate change. 
 
In addition, there is no comprehensive UK registry capturing quality-of-life data on auditory implants. The absence of 
this quality-of-life data makes it difficult to develop more robust cost-effectiveness modelling. The British Cochlear 
Implant Group (BCIG) and affiliated partners have formed a working party to identify the specific requirements for 
developing a national registry of auditory implants.  

 

 

 

 

 

 

 

 



 

Section 2: Cost-Effectiveness and Improved Outcomes 
 
Cochlear implants are cost-effective under 2019 NICE guidance 
Despite compelling evidence that cochlear implants significantly improve hearing performance in individuals with 
severe to profound hearing loss, NICE also undertook a comprehensive and technical evaluation 9 to determine 
whether treatment with cochlear implants was a cost-effective intervention for eligible individuals.   
 
When compared to hearing aid use by UK adults with severe to profound hearing loss, unilateral cochlear implants 
were found to be cost effective when measured against the current £20,000 cost effectiveness threshold used by 
NICE. 9 This is the key finding of a 2019 cost-effectiveness (CE) study developed by Macquarie University using 
current data and clinical expertise. 
 
The CE study model generated an incremental cost-effectiveness ratio (ICER) of £11,988 per Quality Adjusted Life 
Year (QALY) gained for someone with a unilateral cochlear implant who had previously worn a hearing aid. 
The study found unilateral implant patients gained over 3 QALYs of benefit more than the benefit provided through a 
hearing aid to an adult with severe to profound hearing loss. 
 
 
 
Health economics 101: Cost-effectiveness, ICERs, QALYs, Health Utilities, PROMs and PROs 
 
A cost effectiveness analysis is the most common method of economic evaluation to compare costs and 
consequences (or outcomes) associated with different health interventions to help healthcare policy makers make 
informed decisions. 
 
Cost-effectiveness (CE) is measured as an incremental cost-effectiveness ratio (ICER).  
 
In general terms, the ICER describes the cost of achieving a gain in quality of life. The ICER is defined as the 
difference in cost between two interventions divided by the difference in outcomes from both interventions 
e.g. the cost of a hearing aid (HA) vs. the cost of a cochlear implant (CI) divided by the benefit of a HA vs. the 
benefit of a CI.   
 
An intervention is usually recommended if it offers equivalent effectiveness to the existing intervention at a lower 
overall cost, or if it offers increased effectiveness and falls within the cost effectiveness (CE) threshold.  The CE 
threshold describes the maximum amount society is willing to pay for an extra unit of health gain.  
The CE threshold used by the National Institute for Health and Care Excellence (NICE) is £20,000 for each 
additional quality-adjusted life year (QALY) gained. 

 
The QALY is the cornerstone of a cost effectiveness analysis. QALYs combine the quality and length of life gained 
from an intervention into a single index, with one QALY equal to one year of life in full health.  
In order to generate QALYs, health utilities are needed.  
 
Utilities are measured from a patient’s perspective using patient reported outcome measures (PROMs).  
PROMs are derived from questionnaires designed to measure patients’ subjective accounts about how they feel 
after an intervention using a utility score between 0–1, where 0 indicates death and 1 indicates full health. 
 
QALYs are calculated simply by multiplying the duration of time spent in a health state by the utility score associated 
with that health state. Using an example to illustrate, untreated severe to profound hearing loss = 0.4 utilities. With a 
cochlear implant, this would increase to 0.6 utilities. Therefore, a person living for 10 years with the 0.2 utilities 
gained from cochlear implantation gains 0.2 utilities x 10 years, or 2 QALYS. 
 
 

 

 

 



 

The CE study captures changing health states over time to represent all possible consequences of an intervention 
over the lifetime of using an implant. 
 
The economic model used in the study does have limitations. It does not take into consideration ongoing technical 
improvements to cochlear devices leading to further improvements in speech perception and comprehension over 
the lifetime of a patient.  
 
Many changes in quality of life following a cochlear implant cannot be converted into QALYs. For example, the 
benefits from improved hearing in older adults with other health conditions.  Alongside these benefits are the social 
and economic costs of unaddressed hearing loss that are also not represented by the QALY. These costs range 
from reduced career opportunities and workforce participation, loss of earnings, and a potentially increased burden 
on healthcare and social services. Since these potential benefits and unrepresented costs do not form part of the 
CE study’s model inputs, the cost effectiveness of unilateral cochlear implants is probably higher over the lifetime of 
a patient. In this regard, the estimated ICER of £14,163 per QALY may be conservative.  
 
Improved outcomes 
Improved speech perception is a key benefit of a unilateral cochlear implant compared to someone with or without a 
hearing aid, based on significant published literature.19-25   
Improved quality of life has been described 26 as the primary benefit from a cochlear implant. People have reported 
improvements in: 

1. mental health and social functioning 19-22; 
2. social connectedness 23, where users described reduced listening effort and feeling more in touch with their 

own social world; 
3. the Geriatric Depression Scale 24-25, with lower odds of depression and depressive symptoms; 
4. general wellbeing after a cochlear implant. 27-28 
5. Hearing loss has been independently associated 29 with accelerated cognitive decline. Though there is 

limited good quality research that has measured the impact of cochlear implants on cognitive function, there 
is some suggestion 24 that reduced hearing impairment may also improve cognitive function. 

 
Call To Action 
If you have any suggestions, questions or ideas that would address the challenges in the referral pathway, let’s 
continue the discussion… 
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