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research. This range of studies has
helped him to consider both 
psychological and physiological 
aspects of hearing problems. His main
research interest over the years has
been in tinnitus and at present there is

increased interest in tinnitus research
and drug therapy which it is hoped may
turn down tinnitus or even switch it off.
There is now a lot of interest from large
pharmaceutical companies such as
Glaxo Smith Klein and Merck in
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At our Christmas meeting on 28th
November 2009 we were very pleased
to welcome David Baguley 

David opened his talk by saying he is
always happy to come and talk to
AMNET. The existence of AMNET is
very important to the team at 
Addenbrooke’s and they acknowledge
the valuable role played by the group.

He had asked for questions from the
members and had drawn them into
themes so he could discuss the issues
of interest to the group. He emphasised
how important it is to listen to groups of
patients and told how listening to 
another patient group who had all 
suffered an abnormal response to a
surgical procedure had led to an 
important discovery about the structure
of the ear drum. 

The first theme he addressed was the
provision of services. David 
introduced himself as a hearing 
scientist who studied psychology, 
management and physiology. His PhD
research was in tinnitus and acoustic 
neuroma and he thanked all the
members who had helped him with that

developing drug therapy for tinnitus and
this is an exciting development.

Within the department at Addenbrookes
it is a time of change. Mr Moffat is now
working half time and there are two
other consultants, Mr Axon and Mr Neil
Donnelly. Mr Donnelly has come initially
as a locum consultant for a year but
there will be further posts created over
the next few years. Mr Moffat’s legacy
to the department is to move it from a
one man operation to a team of people
who are all working with Acoustic
Neuroma patients. There is also a team
of neurosurgeons led by Mr
MacFarlane and that is also growing,
with new appointments being made. In
the Audiology department there are five
audiologists who work with acoustic
neuroma patients. The department
sees 90 new AN patients a year and
Simon Lloyd’s research has shown that
of these about half have surgery or
radiotherapy/radiosurgery and the other
half join the watch and wait
programme.

David defined tinnitus as any sound a
person can hear that is not in the
environment. It can take a variety of

Report from a talk by David Baguley Consultant
Clinical Scientist and Head of Audiology at
Addenbrooke’s Hospital.

Next Meeting
Our next meeting will be held on Saturday 17th April in the Boardroom at Addenbrooke’s Hospital. Our speaker will be Ken
Pullum, Specialist Scleral Lens Optometrist from Moorfields and Oxford Eye Hospitals Doors open at 13.00hrs

Services at Addenbrooke’s Hospital

Tinnitus
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forms including hissing, buzzing or
clanging. In the French language there
are 15 different words to describe
tinnitus.

Research has shown that about three
quarters of the people with acoustic
neuroma suffer from tinnitus before
surgery. However in the ‘watch and
wait’ group only 18% presented with
tinnitus as their initial symptom. This
has increased from11% a few years
ago. Public awareness of tinnitus has
increased and so more people are
likely to go to their doctor, and their
doctor is more likely to take it seriously.
However single sided hearing loss is
still the most common presenting
symptom of an acoustic neuroma. 

Following surgery the vast majority of
patients still have tinnitus – however
10% will be markedly better than before
surgery, 10% will be markedly worse
and in the rest it will be about the same.
This is despite the fact that the cochlear
nerve is cut during surgery. It is thought
that tinnitus before surgery may be
caused by the tumour pressing on the
nerve of hearing causing the cables
that are present inside the nerve to talk
to each other and as one fires it fires
others – this activity can cause the
noises heard as tinnitus. There are a
couple of theories about what happens
post –operatively – one is that the
stump of the cochlear nerve has some
scar tissue  and this sometimes
spontaneously becomes active which
can ‘tickle’ the nerve of hearing  and
the brain interprets this as sound.
Another theory is that losing hearing
can be similar to losing a limb. It is not
uncommon for people who have lost a
limb to suffer what is called ‘phantom’
pain in the limb that is no longer there.
When hearing is lost in one ear it is
thought that there may be a ‘phantom’
sound and this may appear strange,
unnerving and unpleasant. 
Research has been carried out with
people who have had their cochlear
nerve cut during translabyrinthine
surgery in order to try and ascertain
whether  a drug that is known to be
able to ‘switch off ‘ tinnitus temporarily
is working on the ear or the brain. The
research showed that the drug was
effective on acoustic neuroma patients
who had had their cochlear nerve
removed indicating that the drug is

working on the brain rather than the
ear. This has helped to differentiate
which cells are responding and brought
about a lot of interest from
pharmaceutical companies who can
now see that with a safer drug, tinnitus
may be ‘curable’ at some time in the
future. 

Gaze-evoked tinnitus is when the
tinnitus changes in volume and pitch in
response to movement of the eyes from
left to right and up and down (it is more
common when eyes are moved from
left to right) When this was initially
described in scientific papers it was not
believed but it has subsequently been
demonstrated and it is present in about
25% of post operative AN patients.
David has only seen it in one patient
pre-operatively so it does seem to be
linked to surgery in AN patients. Other
movements such as clenching the
teeth, moving the neck and pushing the
chin can also cause a ‘somatic’ effect
on tinnitus. The question is whether
gaze-evoked tinnitus is a normal
connection that is increased or
unmasked by surgery or a new
connection that develops as the nerves
start to regrow.

One member commented on the fact

that soon after surgery he developed
tinnitus in his other ear. David
explained that there are
interconnections between the ears and
they work together so that the brain is
able to do calculations enabling a
person to concentrate on one set of
sounds such as speech while shutting
out background noise and finding
where sound is coming from. It would
be strange if there were not some
effects such as this when one side of
hearing is lost. David described how
patients who were just about to leave
hospital often complained about how
noisy the ward was – that there was a
lot of ‘clattering’. His investigations
found that the noise levels on the ward
were in fact quite low and that up to
50% of people who have had surgery

which removes hearing, experience a
hypersensitivity to sound in the other
ear, hearing sounds as sharp and
noisy. There has not been any research
to investigate whether this stays with
people over time.
David described the way they measure
tinnitus by putting people in a
soundproof room and playing sounds
so they can identify the sound and the
volume. It had been pointed out to him
that most people prefer background
noise which helps to blot out the
tinnitus – this does not help people with
an acoustic neuroma as background
noise appears to emphasise tinnitus. 

David said they are learning more
about tinnitus but although they can
understand how much tinnitus bothers
people, patients find it very difficult to
describe tinnitus – many could not
actually describe the sound they heard.
One explanation for this is that sound is
understood in a primitive part of the
brain rather than the thinking part of the
brain so this may contribute towards it
being difficult to describe. 

On the subject of cures for tinnitus
David said he was very hopeful that the
work being done by the pharmaceutical
companies would provide relief from

tinnitus. There is also some work being
done with magnetism. What had once
been quite a lonely field to work in has
recently become much more crowded!

David said that he is encouraged that
the hearing professionals are beginning
to take single –sided deafness (SSD)
seriously. There are 8000 people a year
in the UK who develop SSD. David
acknowledged the burden this places
on people as it affects social interaction
and the ability to hear where sounds
are coming from. This can have an
impact on people’s ability to be active in
the world.
They have been looking at services that
are being provided and for the last

50% of people who have had surgery
which removes hearing, experience a
hypersensitivity to sound in the other ear...

Hearing
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situations, and this may encroach on
the cognitive effort required to maintain
balance, so causing symptoms such
has loss of balance and vertigo. If falls
become a problem there are ‘falls
clinics’ around the region who can
assess the possible causes of loss of
balance  which can be related to a
number of factors including medication,
eyesight , and many others.

David closed by reiterating the
importance of groups like AMNET as it
improves communication between the
clinical staff and the patients.

AMNET members thanked David for a
very interesting and informative talk to
which everyone felt they could relate.

eighteen months there has been a
specialist SSD clinic at Addenbrookes.
They have been dealing mainly with
people who have had sudden hearing

loss. Referral to the clinic is through
your GP.

CROS aids have been available for
quite a long time. They work through a
microphone on the deaf side that plays
into a hearing aid in the good ear.
There is usually a wire between the
two, although there are some varieties
without the wire, however, testing
suggests they may be intermittent
therefore not so reliable.

The bone-assisted hearing aid (BAHA)
consists of a very small titanium bolt
implanted into the skull which can then
enable sound to be picked up and sent
to the good ear. David feel these have
mixed results and has made this clear
within the scientific community. There
has been little independent research on
these and some research suggests that
only one third of those asked would
recommend a BAHA to someone else.
The BAHA can give better quality of
sound, and may help with background
noise but it may make localisation of
sound more difficult. 

Cochlear implants are being carried out
on people who still have a cochlear
nerve – which is uncommon in patients
who have had surgery for an acoustic
neuroma.

TransEar is a hearing aid that is placed
deep into the ear canal of the affected
ear and throws sound to the other side.
It is at present quite expensive and
untried. It is about 4 times the cost of a
CROS Aid. The Audiology department
is negotiating to see if it can get some
from the company who make them in
order to carry out a trial.

David pointed out that Assisted
Listening Devices such as flashing
lights for smoke alarms, doorbells and
telephones or to enhance hearing of

the TV are available from CAMTAD and
other organisations such as the RNID
and will help to relieve the hassle of
SSD.

While there are other high level
audiology clinics in the region, including
Southend and Norwich – there is now a
preference for patients to be followed
up in Cambridge where the specific
needs of AN patients are better
understood. 

SSD and music was also discussed
and the Audiology department may be
looking for subjects for a study relating
to SSD and hearing music next year. It
was pointed out from the audience that
it was possible to hear music and
speech in mono – there may be a TV
switch that sets output to mono, and
other sources may also have mono
alternatives.

Some members were concerned about
loss of balance and David said that
following surgery it was possible for the
brain to compensate for the loss of
balance, but this may be compromised
if other senses are reduced such as
vision or if the muscles in the legs
which assist balance are weakened.
David maintained there is a link
between hearing and balance and that
an inability to hear on one side can
make it difficult to judge the proximity of
objects and this can contribute to a loss
of balance. 
There was also discussion about how
we all use something called ‘cognitive
effort’ which is the brainpower required
to helping us to stay upright and alert. A
condition such as SSD can involve
extra effort, for example in social
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David closed by reiterating the
importance of groups like AMNET as it
improves communication between the
clinical staff and the patients.

Devices that may help SSD

Balance

Editorial
Hello Everyone

Welcome to our Spring Newsletter
and I hope the warmer weather be
following soon. The newsletter may
look a little different from usual as we
have changed printers but I hope you
will still enjoy reading it.

I hope you enjoy the features this
time. We have a report of David
Baguley’s session at our last meeting
where instead of giving a prepared
talk he addressed issues raised by
members. This provided an interesting
and enjoyable session. David has also
asked me to bring a consultation
document about hearing aid provision
in Cambridgeshire to your notice and
you will find this on page 5. If you want
to respond you will need to do by the
end of March – so get on line or ring to
ask for a questionnaire.

A ‘Brain Tumour Day’ is being held at
the Cancer Centre in Great Shelford
on Saturday 13th March. There will be
a number of speakers covering a wide
range of topics. A similar event was
held a couple of years ago and was
well attended. See below for more
information and who to contact if you
are interested.

I look forward to seeing you on April
17th, Best wishes
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provided at each of these locations can
vary. It is important that everyone in
Cambridgeshire receives the same high
quality of care wherever they live.
Because of this, and the problem for
some people getting to a hospital, 
NHS Cambridgeshire, supported by 
the Department of Health’s 
programme for Improving Access to
Audiology Services in England 
(2007) want to bring the service from
the hospital setting into the 
community.

The new service would aim to be a ‘one
stop shop’ where hearing could be
assessed and hearing aids fitted.
Ongoing support and new batteries
would also be provided. The aim would
be to provide these services in the
community in facilities such as the local
GP surgery, community hospital or on
the high street.

If you would like to know more about

this consultation or to complete a
questionnaire you can visit the website
at www.cambridgeshire.nhs.co.uk or
contact Susan Last, Head of Public
Engagement on:
Telephone: 01223 725588
Email:
susan.last@cambridgeshire.nhs.uk
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Bringing Hearing Services closer to home.
A consultation document.

David Baguley has asked me to make the following document available to you. It is a
consultation document about hearing services in Cambridgeshire. If this affects you and
you would like to have your say contact the website or the telephone numbers given and
you will be able to complete a questionnaire. e closing date for this consultation is
March 29th 2010.
NHS Cambridgeshire has produced a
consultation document about how they
can improve hearing aid services
throughout Cambridgeshire. It is asking
for your help in improving Direct Access
Audiology services for people with
hearing difficulties.

Direct Access Audiology is a service for
patients with hearing difficulties,
referred by their GP for the assessment
and testing of hearing, and, if
appropriate, the fitting and ongoing
maintenance of hearing aid(s). Most
hearing difficulties are age related and
result from the slow loss of hearing that
occurs as people get older. Some
younger people may also experience
hearing difficulties.

Adults who experience rapid or sudden
hearing loss (at any age) should not be
referred to Direct Access Audiology
services, but referred urgently by their
GP to the hospital for more specialist

assessment.

At present across the county, the
hearing assessment and hearing aid
fitting service is provided by six
different providers at four acute hospital
and three community hospital locations.
The quality and cost of the service

Timeline for the
consultation
• 4th January to 29th March 2010 -
this is the time you have to
comment on this document using
the questionnaire and give us your
ideas for the future provision of
hearing services.
• During this time - we will spend
this time carefully considering your
views and the comments you’ve
made.
• April / May 2010 - Taking these
views into account, we will present
a report to NHS Cambridgeshire
board members.
• Sept / Oct 2010 - the contract for
the new service will become
operational.

Corrections from
Newsletter Issue 44
There were a couple of inaccuracies
in the item relating to what was
happening in BANA in our last
issue, so with apologies to the
BANA committee I am printing two
corrections.

1st Paragraph - Colin and Christine
did not resign as Trustees. They
were re-elected as Trustees and
Christine is Treasurer.

2nd Paragraph - The meeting had 3
speakers. (As well as Simon Lloyd
and Claire Downes) Mr Jeremy
Rowe spoke mainly about Gamma
Knife treatment but also covered
other treatment options.

e new service would aim to
be a ‘one stop shop’ where
hearing could be assessed and
hearing aids fitted. 
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Oculoplastic Ocular Oncology (ooo) Clinic
Charing Cross Hospital
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is article was originally printed in the BANA Headlines and I would like to thank
BANA for allowing us to use it. I thought it may be of interest to some members,
especially as our region is so close to London.

volume lost by chronic facial palsy
muscle atrophy greatly helps improve
symmetry and also helps raise the
lower eyelid.

Many of our patients have long-term,
well established, chronic facial palsies,
where although we would hope they
would recover, there is no chance of
recovery because the cause has been
a tumour. We do our best to help those
patients live with their condition and
rehabilitate them to lead a life as near
normal as possible by doing some of
the reconstructive surgery described
above. Because we are
ophthalmologists, we particularly pay
attention to eye protection and
concentrate on maintaining good vision.
Because we are an oculoplastic
service, we also do reconstructive
surgery and medical treatment of the
periorbital area.

We hope to provide a high standard of
care for facial palsy patients in the
OOO clinic.

Miss J.M Olver FRCS FRCOphth 
Consultant Ophthalmologist

The eye department at Charing Cross
Hospital, Hammersmith has just started
a new exciting clinic called the OOO
clinic, which stands for Oculoplastic
Ocular Oncology. 

This is a clinic designed especially for
patients with facial palsy and also for
patients who have orbital and
periorbital tumours. Many of the
patients we see with facial palsy in fact
initially had a tumour in their parotid
gland or Acoustic Neuroma, and as a
group they share very similar problems
with their eyes and face.

In the OOO clinic, we are applying our
speciality knowledge of oculoplastics in
the periorbital region to help patients
with facial palsy. For each patient with
facial palsy, we assess their forehead
and eyebrows, the upper eyelid height
and movement, and the lower eyelid
height and any sag. We look at the tear
film, the surface of the eye and see
whether the eye is too wet or too dry.
We look at the corner of the mouth and
the line between the nose and the
mouth on each side. We also test the
sensation on the eye, as this can be
reduced in some patients.

Our aim in the rehabilitation of the eye
and face in facial palsy is to provide the
patient with a comfortable eye and
symmetry. If the sensation on the
cornea is normal and the vision is good,
then that can be achieved. It is very
important to try to preserve good vision
and for that, the eye must be protected.
A small number of patients, with poor

corneal sensation, persistent reduced
eyelid blink after a gold weight insertion
or an exposed eye surface after lower
eyelid and cheek surgery, may have to
keep the affected eye more closed than
their good eye, to protect the eye. This
is to help preserve their vision. 

The surgeries that we routinely offer
include brow and forehead lift, upper
eyelid gold weight, lower eyelid raising
and tightening, canthoplasty surgery,
tear duct surgery as well as advice on
lubricants and eye drops.  We also do
MACS (Minimal Access Cranial
Suspension) face lift and nasolabial fold
redefining.

We also carry out Botulinum Toxin A
chemodenervation, where there is
aberrant regeneration around the eye
and face causing involuntary twitches
or twitches associated with speaking
and eating. Many of our patients return
on a 3-4 monthly basis for Botulinum
Toxin A, or Botox. We can use
Botulinum Toxin A to reduce overactive
muscle movements on the unaffected
side in order to balance out the
appearance and improve symmetry.
This helps the patient’s self-confidence,
as well as aiding the function of their
facial muscles.   

There are some exciting new areas to
try and improve the whole of the
symmetry of the periorbital area. These
include putting in Coleman fat (the
patient’s own fat taken from their
tummy by simple liposuction) reinjected
around the orbits, upper cheek and
nasolabial fold. Replacing the cheek

Aim of the clinic

Assesment of patient with facial
Palsy

Aim of reconstructive surgery

Surgery

Other treatments

New surgical developments

Our approach
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So far, so good: Gamma Knife treatment.
side effects to date. Indeed, I like to
think that my now long accepted
symptoms of light headedness,
deafness and tinnitus are no worse
and, possibly, just possibly a little
improved a year after treatment though
I have to bear in mind how such
symptoms become part of everyday life
and I have to a large extent adjusted to
them. It’s certainly true that I’ve not
used my hearing aid on a regular basis
for sometime now. I do have a slight
sense of facial nerve movements on
the left side with a slight tension and
pulling on the left eye with some
watering, particularly when eating but it
is not, as yet, a serious concern.

• But 17 months on from treatment is
still early days. An MRI scan is planned
for July next  and its outcome will be
particularly important. If there is further
shrinkage and no significantly
increased sensitivity to the head/ facial
functions then that will be a further
cause for celebration.

Can I just say how grateful I am to all
concerned with my treatment and in
particular to Mr David Moffat, Dr Sarah
Jeffries and Dr Nick Plowman and to
those who have readily advised and
supported me from BANA and AMNET
throughout this sometimes ‘worrying
journey’. 

PETER OTLEY

outset and the pros and cons of surgery
versus the ‘radiation’ options were
substantially covered on my file. But a
decision had to be made and made it
was to opt for the gamma knife. Pivotal
to this decision was my strong desire to
reduce the possibility as far as possible
of damage to facial nerves (though I
should say that under David Moffat’s
skilled hands this outcome was
thankfully very rare). Treatment was
arranged through the good offices of Dr
Jeffries who referred me on to Dr Nick
Plowman, Consultant Radiation
Oncologist, St Barts, London in
conjunction with the London Gamma
Knife Centre, Harley Street.

• The 29th July 2008 was ‘D’ Day. Early
morning (7.30am) at St Barts took care
of a final MRI scan with head frame
fitted and then on to Harley Street by
ambulance for the gamma knife
treatment. All went smoothly and I was
out eating lunch in Marylebone by
1.00pm. The morning was certainly
unusual but painless. The head frame

caused some slight initial discomfort
but I was almost sorry to lose it some 4
hours later! All concerned on the day
were 100% sensitive, supportive and
totally professional. Overall, a very
reassuring experience indeed.

• And then the big wait ! Experience
shows that, initially, the tumour can
swell following radiation before,
hopefully, shrinking. Whether or not that
happened in my case, a year later a
further scan at Addenbrooke’s
confirmed that there had been a
significant reduction in size from 19 x12
x 9mm to 14 x 7 x 5mm.

• Hurrah !  success and without serious
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Dear BANA / AMNET friends

I’d like to share my story so far. It will
be of interest, and possible
reassurance, to those newly diagnosed
with an acoustic neuroma ( AN or, as
we should call it - a vestibular
schwannoma ) and those on the ’watch,
wait and rescan’ list.

Briefly the tumour history is:

• Diagnosed with left side AN in 2004 at
age 62 following a couple of, for me,
unusual brief dizzy spells. Loss of
hearing in left ear also noticed for first
time.

• GP referred me to ENT surgeon,
Norwich. As part of this referral, an MRI
scan was arranged as a ‘belt and
braces’ procedure. Lo and behold a
small 8mm AN identified. 

• Referred on to David Moffat,
consultant in Otoneurological & Skull
base surgery, Addenbrooke’s,
Cambridge. Further scan done to
confirm size/volume and explanation
given by David Moffat on the preferred
policy of ‘watch, wait and rescan’.

• Scans repeated annually until 2008
when significant growth over the 2007
dimension was seen. The size was now
19 x12 x 9mm and very close to the
brain stem. David Moffat advised that
the tumour be treated. He referred me
on to Dr Sarah Jeffries, Clinical
Oncologist, Addenbrooke’s in order that
I could be advised on possible
alternative non-surgical interventions
for this size of tumour. I had then to
decide between surgery, fractionated
radiotherapy or gamma knife.

• My reading of the literature, viewing of
videos, discussion with BANA and
AMNET contacts at regular/annual
meetings intensified. I had been keen
to research the literature from the

Post Bag
Thank you to Peter Otley for this letter recounting his experience of acoustic neuroma.

erefore I say - so far, so good!
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improve audition in individuals with
SSD are potentially far greater than
those of BAHA.4
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Single-sided deafness (SSD) – here
defined as unilateral severe ⁄ profound
sensor-neural hearing loss – is a
surprisingly prevalent condition,
affecting up to 9000 adults each year in
the UK alone.1 Disabilities associated
with SSD may include reduced auditory
localisation and poor discrimination of
speech in background noise, and these
may lead to significant handicap.
Researchers2 have suggested the
remediation of these disabilities with
the application of a contralateral bone
anchored hearing aid
(BAHA), but a systematic review and
meta-analysis in 20061 concluded that
this approach was not supported by
available evidence, and specifically that
BAHA
conferred no benefit over contralateral
routing of signal (CROS) hearing aid
use. With this Letter the reader is
brought up to date with a revised
review and meta-analysis.

In a search of scientific papers looking
for studies comparing the two hearing
aids, three studies with similar design

and an overall total of 56 patients were
found. When looked at together these
studies showed no significant different
between the two hearing aids in relation
to ‘ease of communication’ but the
BAHA appeared to provide more
benefit in terms of ‘aversiveness to
sound’ (sensitivity to loud noise),
‘reverberation’ (the way sound is
reflected around a room)and ‘hearing in
background noise’ . David suggests
that these findings should be viewed
with caution as the numbers of people
included in the studies was small and
the design of the studies varied. He
also pointed out that studies looking at
the ability to localize sound showed that
this was not increased by the use of a
BAHA.

As it appears that the incremental
benefit of BAHA in SSD over CROS is
small and it is worth noting that recent
work has reported the significant
benefits of cochlear implant use in
individuals with SSD and distressing
tinnitus:3 The potential benefits for
hearing of using cochlear implants to

Bone anchored hearing aids for single-sided deafness.
Clinical Otolaryngology 34, p165–178 6th January 2009.

is is a summary of a letter written by David Baguley in an academic journal
comparing research carried out on BAHA and CROS Hearing aids used for Single –
sided deafness.(SSD)

Would you like to join AMNET?
We provide:
• Telephone contact with past patients, who understand what you are going 

through, and have time to listen
• A regular newsletter for members, with information about developments 

in treatment and living with acoustic neuroma
• Regular meetings, providing the opportunity to listen to expert speakers and 

meet other members
• A library of resources, which can be hired by members
• A detailed website, at www.amnet-charity.org.uk

If you would like to join AMNET and support our work please complete the 
form below and send a £15 annual subscription to:
AMNET
The Old School House, The Green 
Old Buckenham, Norfolk
NR17 1RR

Name

Address (with postcode)

*Email

*Telephone (* optional)

I enclose a Cheque/Postal Order for £15
for my yearly subscription to AMNET.
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AMNET is a registered Charity No. 1073908

Forthcoming Meetings
Our next meeting will be held on Saturday 17th April in the Boardroom at Addenbrooke’s Hospital. Our speaker will be
Ken Pullum, Specialist Scleral Lens Optometrist from Moorfields and Oxford Eye Hospitals
Doors open at 13.00hrs.
The date for the summer meeting is not yet finalised but will probably be held on either the 12th June or 3rd July 2010.
We are hoping to be able to confirm the date at our next meeting.

Changing Faces
Support for people with temporary or long
term facial disfigurement problems
W. www.changingfaces.org.uk
E. info@changingfaces.org.uk
T. 0845 4500 275

British Tinnitus Association
W. www.tinnitus.org.uk
E. info@tinnitus.org.uk
T. 0800 018 0527
Minicom. 0114 258 5694
A. Ground Floor, Unit 5, Acorn Business
Park, Woodseats Close, Sheffield, 
S8 0TB

Entific Medical Systems
Info about bone conducted hearing aids,
particularly for single sided deafness.
W. www.entific.com

Addenbrookes Hospital
Neurotology & Skull Base Surgery Unit
W. www.addenbrookes.org.uk/serv/clin/
neurotol_skullbase1.html

AMNET
W. www.amnet-charity.org.uk
E. contact.amnet@btconnect.com
T. 01953 860692
A. The Old School House, The Green,
Old Buckenham, Norfolk, NR17 1RR

British Acoustic Neuroma Association
(BANA)
W. www.bana-uk.com
E. admin@bana-uk.com
T. 01623 632143
F. 01623 635313
Freephone. 0800 6523143
A. Oak House B, Ransomwood Park,
Southwell Road West, Mansfield, Notts,
NG21 0HJ

Meningioma UK
W. www.meningiomauk.org
E. support-enquiries@meningiomauk.org
(Patient information & support)
meningioma@ellapybus.greenbee.net
(Meningioma UK)
T. 01787 374084

Brain Tumour UK
W. www.braintumouruk.org.uk
T. 0845 4500386 (10am-1pm, Mon-fri)
A. PO Box 27108, Edinburgh, 
EH10 7WS

Royal National Institue for the Deaf (RNID)
W. www.rnid.org.uk
E. informationline@rnid.org.uk
T. 0808 808 0123 (Info line - Freephone)
Textline. 0808 808 9000
Tinnitus Helpline
T. 0808 808 6666 (Freephone)
Textphone. 0808 808 0007 (Freephone)
A. 19-23 Featherstone Street, London,
EC1Y 8SL

Cambridge Campaign for Tackling
Acquired Deafness (CAMTAD)
W. www.camtadcambs.org.uk
E. admin@camtadcambs.org.uk
T / Text / Fax. 01223 416 141
(Mon - Fri 9.30am - 12.30pm)
A. 8A Romsey Terrace, Cambridge
CB1 3NH

Directory

BANA Booklets
BANA has produced some booklets which may be of interest:
• A Basic Overview of Diagnosis & Treatment of Acoustic Neuroma • The Facial Nerve & Acoustic Neuroma
• Headache after Acoustic Neuroma Surgery • Eye Care after Acoustic Neuroma Surgery
• Effects an acoustic neuroma can have on your memory, emotions, behaviour, executive functioning and energy
• Balance following Acoustic Neuroma
All these booklets are available from Alison. There is a £2 charge for all except the first title.

Facial Stimulators
AMNET has some Facial Trophic
Stimulators which are available to
members for a short term loan. There is a
charge of £30 at present which includes
maintenance and postage. If you would
like to know more please contact:
Margaret Allcock on 01493 700256

Necessary Note
AMNET News is very appreciative of the opportunity to publish items relevant to the
interests of acoustic neuroma and meningioma patients. This includes instances where
members of AMNET have experienced relief, improvement, difficulties or otherwise and
write to us of their experiences in order to pass on information for the interest and possible
benefit of other members. However, AMNET cannot endorse proprietary products or be
held responsible for any errors, omissions or consequences
resulting from the contents of this Newsletter.

AMNET Advisory Panel at Addenbrooke’s Hospital, Cambridge
Mr David Baguley MSC MBA Principal Audiological Scientist. Kate Burton Advanced Practitioner in Neuro-Oncology. Jean
Hatchell Clinical Nurse Practitioner. Melanie Jackson Skull Base Nurse Practitioner. Mr Robert Macfarlane MD FRCS
Consultant Neurosurgeon. Mr David Moffat BSc MA FRCS Consultant in Otoneurological & Skull Base Surgery.
Ella Pybus Co-director Meningioma UK and Trustee of BTUK. Mr N J C Sarkies MRCP FRCS FRCOphth Consultant
Ophthalmic Surgeon.

Chairman-Alison Frank 01953 860 692.  Treasurer-Joanna See 01487 814380.   Newsletter Editor-Christine Richards 01954 211300

Please consider writing for your newsletter. It can be anything you feel will be of interest to members from a few lines to a couple of pages.
It all helps to make the newsletter more interesting. Email: chris@richards2113.fsnet.co.uk 
If you would like to make a contribution please telephone or email me.

Amnet Newsletter No 48:Layout 1  12/03/2010  10:51  Page 8


