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Dear Editors,

Following the World Health Organization’s (WHO’s) 
decision to classify age-related aetiologies [1], and 
a global call for action to systematically classify the 

pathologies of ageing [2], the International Con-
sortium to Classify Ageing-Related Pathologies 
(ICCARP) was established in 2023 under the lead-
ership of Cardiff Metropolitan University [3, 4]. 
Within this consortium, the Audiovestibular Group is 
actively working to refine the classification of hear-
ing and balance disorders, aligning with the WHO’s 
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commitment to enhance diagnostic frameworks. This 
effort coincided with the release of the 2025 edition 
of the International Classification of Diseases 11th 
Revision (ICD-11) on 14th February 2025 [5].

  The updated ICD-11 provides a globally stand-
ardised system for diagnosing, reporting, and moni-
toring diseases, injuries, and causes of death, guiding 
clinical decision-making, research, and public health 
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policy worldwide. Notably, hearing disorders are now 
categorised under “Disorders with Hearing Impair-
ment” (AB50-AB5Z), with detailed subcategories 
for specific conditions, procedures, and functional 
assessments, as illustrated in Tables 1 and 2 [6].

In the current edition, the terms hearing loss and 
hearing impairment are used interchangeably, reflecting 
common practice in both clinical and academic settings. 
Distinction between hearing loss and hearing impair-
ment should be made to ensure appropriate use of hear-
ing loss as a part of hearing impairment. While hearing 

Table 1   Codes for 
disorders with hearing 
impairment in the 
international classification 
of diseases for mortality 
and morbidity statistics, 
11th revision

ICD-11 code Description

AB50 Congenital hearing impairment
 AB50.0 Congenital conductive hearing loss
 AB50.1 Congenital sensorineural hearing loss
 AB50.2 Congenital mixed conductive and sensorineural hearing loss
 AB50.Y Other specified congenital hearing impairment
 AB50.Z Congenital hearing impairment, unspecified
AB51 Acquired hearing impairment
 AB51.0 Acquired conductive hearing loss
 AB51.1 Acquired sensorineural hearing loss
 AB51.2 Acquired mixed conductive and sensorineural hearing loss
 AB51.Y Other specified acquired hearing impairment
 AB51.Z Acquired hearing impairment, unspecified
AB52 Deafness not otherwise specified
AB53 Ototoxic hearing loss
AB54 Presbycusis
AB55 Sudden idiopathic hearing loss
AB56 Hereditary hearing loss
AB57 Auditory synaptopathy or neuropathy
AB5Y Other specified disorders with hearing impairment
AB5Z Disorders with hearing impairment, unspecified

Table 2   Related codes for specific hearing conditions, procedures, and functional assessments in the international classification of 
diseases for mortality and morbidity statistics, 11th revision

ICD-11 code Description

LA22 Structural developmental anomalies of ear causing hearing impairment
 LA22.Y Other specified structural developmental anomalies of ear causing hearing impairment
 LA22.Z Structural developmental anomalies of ear causing hearing impairment, unspecified
LD2H.1 Neuropathy with hearing impairment
QA00.7 Examination of ears and hearing
QB30.0 Adjustment or management of implanted hearing device
QB30.0Y Adjustment or management of other implanted hearing device
QB30.0Z Adjustment or management of implanted hearing device, unspecified
QB31.4 Fitting or adjustment of hearing aid
QB51.B Presence of external hearing-aid
VE01 Hearing and vestibular functions [BMDS]
VV11 Hearing and vestibular functions
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loss often refers specifically to audiometric threshold 
shifts, hearing impairment serves as a broader term 
encompassing any difficulty in hearing, including cases 
not well predicted by audiograms (e.g. poor speech-in-
noise performance, auditory neuropathy spectrum dis-
order, auditory processing disorder) [7–9].

Changes from ICD‑10 to ICD‑11 classification 
for hearing loss

The previous ICD-10 system classified hearing loss 
into two main categories: type-based (H90) and cause-
based (H91) [10]. This distinction allowed clinicians to 
differentiate between the type of hearing loss (e.g. con-
ductive, sensorineural, mixed) and its underlying cause 
(e.g. ototoxicity, sudden idiopathic hearing loss).

The updated ICD-11 system reorganises the 
classification under “Disorders with Hearing 
Impairment” (AB50-AB5Z), introducing dis-
tinct codes for congenital (AB50) and acquired 
(AB51) hearing impairment [6]. While this refined 
approach supports clinical practice and research, a 
challenge arises with the separate classification of 
presbycusis (AB54) alongside the two broader cat-
egories of congenital (AB50) and acquired hearing 
impairment (AB51; see Table 1).

The challenge with code AB54 (presbycusis) 
and redundancy in the system

ICD-11 assigns presbycusis a separate code (AB54), 
categorising it as “sensorineural hearing impairment 
in elderly individuals,” distinct from other types of 
acquired hearing loss (AB51). This separation creates 
inconsistency, as it overlooks the broader spectrum 
of sensorineural hearing impairments that can occur 
across all age groups [11] and reinforces the wide-
spread misconception that hearing loss is an inevita-
ble consequence of chronological ageing. Research 
increasingly shows that what is often termed as “pres-
bycusis” is often the result of multiple factors beyond 
age, including noise exposure [12], ototoxic medica-
tions [13], and underlying conditions such as diabe-
tes [14] or cardiovascular disease [15]. Furthermore, 
hearing outcomes in later life vary significantly, influ-
enced by factors such as socioeconomic position and 
geographical location [16, 17].

The inclusion of AB54 introduces redundancy 
within the classification system, since  the exist-
ing category for acquired hearing loss (AB51.0–2) 
already accommodates age-related factors [18], there-
fore  making this separate classification unnecessary. 
Importantly, studies indicate that only 10–20% of the 
variance in acquired hearing loss can be attributed 
solely to chronological age [17, 19], suggesting that 
other factors across the lifespan play a significant 
role in what is commonly classified as “presbycusis”. 
Emerging evidence points to the idea that variations 
in hearing decline are more closely linked to differen-
tial and cumulative exposure to harmful environmen-
tal and other risk factors throughout an individual’s 
life course [16, 17, 20, 21].

Clinical and public health concerns

The classification of presbycusis as a standalone cat-
egory (AB54) has significant clinical and public health 
implications. While some physiological changes occur 
with age, ageing is a natural process, not a disease. Age-
based approaches risk oversimplifying hearing loss, 
often medicalising variations in sensory function that 
occur as part of the human lifespan and underestimating 
its multifactorial nature. This overemphasis can obscure 
modifiable risk factors and hinder understanding of pre-
vention, and the development of more comprehensive 
audiological interventions and healthcare planning [22].

By designating hearing loss in older adults as a sepa-
rate entity—under the label of presbycusis—the system 
risks oversimplifying diagnoses and diminishing clinical 
attentiveness. This classification can inadvertently reduce 
the focus on prevention and obscure modifiable risk fac-
tors, thereby undermining public health initiatives aimed 
at mitigating hearing loss in ageing populations. Such an 
approach contrasts with the World Health Organization’s 
emphasis on using routine health information systems to 
support evidence-based decision-making in health pol-
icy, vmanagement, and clinical care [23].

Rather than investigating underlying or contribut-
ing factors—such as noise exposure, ototoxic medi-
cations, or even genetic predispositions—clinicians 
may default to presbycusis as the explanation for 
hearing loss in older adults. Crucially, this tendency 
not only greatly compromises diagnostic accuracy 
but also increases the likelihood of missing treatable 
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conditions. For example, hearing loss in ageing popu-
lations could be caused by significant underlying con-
ditions such as neuromas, as well as neurological dis-
orders like amyotrophic lateral sclerosis (ALS) [24] 
and multiple sclerosis (MS) [25]. These conditions 
require more in-depth investigations and targeted 
interventions, such as the surgical removal of neuro-
mas, which hearing aids or cochlear implants would 
not effectively manage. Failing to address these con-
ditions in a timely manner could delay appropriate 
treatment, leading to dire consequences for patients 
and further escalating healthcare costs associated 
with the management of advanced pathologies [26].

Moreover, framing hearing loss in later life as 
inevitable reinforces harmful stereotypes and under-
mines preventative care, thereby discouraging further 
investigation into modifiable causes, reducing help-
seeking behaviour, and delaying diagnosis and treat-
ment [27]. Conditions such as noise-induced hearing 
loss, autoimmune-related auditory dysfunction, and 
medication-induced ototoxicity require specific man-
agement strategies [28], yet they may be overlooked if 
hearing loss is automatically attributed to presbycusis.

In addition, the standalone categorisation of pres-
bycusis limits inference about the severity of the con-
dition. While progress has been made in classifying 
the type of hearing loss, information on the severity 
could guide public health and clinical interventions, 
such as guiding policy for coverage for interventions 
that meet the needs of different degrees of hearing 
loss. Moreover, severity information could reshape 
the way individuals view hearing loss from a broad, 
binary event to align with the reality that hearing loss 
changes across the lifespan and encourage individual 
action on the prevention of further loss.

Finally, redundancy within the classification system 
introduces ambiguity, increasing the risk of inconsist-
ent coding practices. This variability can affect the 
accuracy of diagnoses, reporting, and data collection, 
which in turn hinders epidemiological research essen-
tial for understanding the prevalence and risk factors of 
hearing loss in older populations, ultimately impacting 
broader public health efforts. Inconsistent classifica-
tion may obscure important epidemiological data and 
hinder research into the various risk factors for hear-
ing loss in older populations. This misclassification can 
disrupt surveillance, policy development, and preventa-
tive strategies, ultimately reducing the effectiveness of 
public health strategies aimed at both preventing and 

effectively managing hearing loss across the life course. 
Such an approach undermines efforts to normalise 
hearing loss diagnosis and management across all age 
groups, which risks creating age-based disparities [29].

Proposed solution: elimination of AB54

Based on the above considerations, the ICCARP Audi-
ovestibular Group recommends the elimination of 
AB54 (Classification of presbycusis as a standalone 
category)  and the use of the existing AB51 category 
to classify acquired hearing loss regardless of the 
patient’s age, incorporating an extension code to spec-
ify severity levels that align with the current WHO cat-
egories (i.e., mild, moderate, moderately severe, severe, 
profound) [30]. This change would reduce redundancy 
and enable more accurate diagnostic practices, shifting 
the focus away from assumptions based on chronologi-
cal age. It would support collection of epidemiological 
data and research into specific causes of hearing loss, 
leading to targeted prevention strategies. This revision 
would maintain the logical structure of Table 1, allow 
for more precise classification using existing codes, 
and better reflect the multifactorial nature of hearing 
loss in older adults.

For example, an older adult experiencing progres-
sive hearing loss could be classified under AB51.1 
(Acquired Sensorineural Hearing Loss) with an exten-
sion code to specify severity and additional codes 
from Table 2 when appropriate (such as QB31.4 for 
hearing aid fitting or LD2H.1 for cases involving neu-
ropathy). This classification  would provide a more 
accurate framework for diagnosis and treatment.

Addressing this issue within the classification 
system would not only improve diagnostic accuracy 
but also support a more individualised approach to 
treatment. By recognising the multifactorial nature 
of hearing loss in ageing populations, ICD-11 could 
facilitate better clinical decision-making, enhance 
public health strategies, and ensure that preventable 
or treatable causes of hearing loss are not overlooked, 
regardless of a person’s age.

Alignment with WHO objectives

This proposed revision aligns with WHO’s commit-
ment to evidence-based practice and its mission to 
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provide accurate health information. It would support 
both WHO’s Global Health Strategy and Fourteenth 
General Programme of Work 2025–2028 and progress 
towards relevant Sustainable Development Goals by 
improving our understanding, prevention, and treat-
ment of hearing loss across all age groups [31].

This change would harmonise with the existing 
structure of ICD-11 [6], where Table 2 already pro-
vides complementary codes for specific conditions, 
procedures, and functional assessments. The removal 
of AB54 would not create gaps in classification but 
would instead encourage more precise use of the 
remaining codes. Finally, this  revision would also 
align with WHO’s broader goals for hearing health, 
including the World Report on Hearing [30], which 
advocates for a shift towards evidence-based strate-
gies for addressing hearing loss worldwide.

Conclusion

The transition from an age-based to an onset- and 
aetiology-based classification system would rep-
resent a significant advancement in how we under-
stand, diagnose, and treat hearing loss in older 
adults. By eliminating AB54 and using the exist-
ing AB51 category for all acquired hearing loss, 
we would more accurately reflect the multifactorial 
nature of hearing loss—including the role of tis-
sue and organ senescence across all age groups—
enhance clinical practice, and support public health 
strategies.

By adopting an onset- and aetiology-based 
approach, we can not only improve diagnostic accu-
racy but also promote more person-centred models 
of hearing care that prioritise individuals’ commu-
nication needs and support their social inclusion.

This shift would lead to more precise diagno-
ses, improved data for research and public health 
planning, and ultimately, better health outcomes 
for individuals affected by hearing loss, regardless 
of age. We urge the WHO to consider this revision 
in the next updates of ICD-11, ensuring the system 
reflects the full complexity and diversity of hearing 
loss across the lifespan.
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