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The purpose of this self-study course is to provide increased understanding of the hearing and visual changes accompanying the aging process that impede communication, and to identify several possible approaches to compensate for these changes.  After you study the information presented here, you will be able to:

· Identify three changes in the eyes associated with the aging process.

· Describe the changes in the inner ear that result in high-pitched hearing loss.

· List at least five ways that you could facilitate communication for an elderly patient.

INTRODUCTION

"Do you need a pill, Mrs. Smith?"

"No, dear, I don't get a bill.  They said my daughter will pay for it."   Mrs. Smith looked distant and withdrawn.  

It was difficult for Mrs. Smith to "get the message" on most occasions.  Her hearing aids, fitted years earlier, were uncomfortable and she had never really adjusted to them.  On most days, she declined my request to assist her as she put them on.  If the occasion was important, she would wear them, but it would not be long before I could spot them lying on her over-the-bed table, still amplifying sounds to no avail.

I sighed.  It was difficult to interact meaningfully with Mrs. Smith.  I made a mental note to encourage increased socialization later. Right now, I wanted to know if she needed a pain pill.  I reached into my pocket for my stethoscope and an alcohol swab.  While cleaning the earpieces, I leaned closer to Mrs. Smith so she could see my face clearly.  Using mostly sign language I indicated that I wanted her to place the earpieces of my stethoscope in her ears.  She nodded, understanding because we had done this on multiple occasions.  Placing the diaphragm of the stethoscope close to my jawbone on my own neck I waited until she removed her hands from the earpieces before I began to speak.  Then, while exaggerating the movements of my lips, and creating a facial expression of concern, I slowly and distinctly repeated my question in a moderately loud voice, trying to decrease the pitch to the lowest alto note my vocal cords allowed.  "Do you want a pain pill?"  I gestured to her the suspected source of her pain--her left hip.

Her face broke into a large smile of understanding.  "Oh, yes," she affirmed.  "I could sure use a pain pill.  It's really barking this morning."

With the stethoscope still in place, I was able to ask further questions as I assessed the effectiveness of our pain management plan.  Although some questions required repeated efforts, for the most part, we communicated.

 It is difficult for many of our elderly to accurately receive the messages we want to send them.  Their hearing is often deficient of the higher tones, our body gestures become blurred in the glare of a nearby window, and our facial expressions might be hidden from their direct field of vision.  As we try repeatedly to "get through", it may be with harsher overtones to our loud voices and more frustration painted on our faces.  Sometimes we just give up and hope they "get it" when we start to do to them what we need to do.  We recognize this isn't right, but what can you do about it?  After all we aren't an audiologist, an ophthalmologist, or a miracle worker.

While it is true that even under the best of circumstances some communication still doesn't happen, there are many circumstances in which the attempts at communication are far from "best" that can be offered at that time and place. It is respectful, professional and caring to use the environment to the best advantage, and to have a variety of methods of compensating for the sensory loss with each attempt at communication.  These efforts also allow you to work with greater effectiveness and efficiency, with less frustration and more satisfaction. This is the primary objective of this course.

COMMON CHANGES IN VISION WITH AGE

Begin by appreciating the reasons for the problems.  We receive messages that come to us through all of our senses, but sight and sound are particularly important to communication.  We call this verbal and nonverbal language, among other things. It is not uncommon for an elderly patient to have significant losses in both senses. 

The aged eye has experienced multiple changes through the years. The reasons for these changes in elderly people can be studied one at a time, but it is important to realize that the combined effects of multiple changes make it difficult for many elderly to perceive subtle gestures and expressions that are often the majority of nonverbal messages. To get an idea of what it is like to see for many older individuals, wear a pair of yellow-lens sunglasses with a little lip balm smeared lightly over the lens for three hours, inside.  Look at faces or try to read. Do you eyes get tired? Did you get a headache?  Imagine not just three hours, but every hour trying to see with these limitations. You’ll have a better appreciation for efforts taken to enhance vision.

Is it really that bad? It can be and it can be worse. For example, it is common for geriatric people to have "arcus senilis".  This is an opaque white ring that develops around the border of the cornea of the eye. It is very easy to notice this in those people with dark brown eyes. The patient is not able to see through this ring.  This reduces his peripheral vision in all directions.  It will not fill in centrally, like a cataract which covers the middle of the cornea, but it does impede his ability to see that he spilled coffee on his shirt, that his urinal is just off to the right on his stand, or to see your hand gestures as you communicate at his side. If arcus senilis were his only visual limitation, it would be rather easy to adjust. He just has to move his head more to compensate. But there are more reasons to explain why body language becomes obscure.

The pupils change with the aging process.  The edges swell slightly in a condition called "senile miosis".  This limits the amount of light entering the eye, and again reduces the visual field.  Most people experiencing this are unaware of their condition, despite the fact that these losses are significant.   The effects of the aging process proceed so very gradually that we are allowed to forget how well our senses functioned in our youth. Although the prevalence of visual field loss is approximately 3 - 3.5% between the ages of 16 and 60, this loss doubles between ages 60 and 65, and doubles again for people over age 65.   The average pupil size opening of an 80-year-old can be only half of that of a 20-year-old.  The changes are particularly obvious at night.
The lens loses it elasticity, which interferes with accommodation--the ability to adjust the focus on near and far objects quickly. In addition, the eye's reaction time is slower, making it difficult for an older person to perceive subtle, quick differences. 

The lens becomes thicker and begins to yellow. The yellowing causes color misperception.  Greens look like blues. Depth perceptions become less distinct.  Driving through Florida’s tollgates is difficult because it is hard to distinguish between the blue signs and the green signs. You have to read the words instead of rely on the colors of the signs to get you where you need to be. In order to read carefully, you have to drive slower—sometimes much slower than the people behind you want you to drive.

The result of the changes in the lens and the pupils is that it takes roughly three times as much light to compensate.  For example, the average amount of light a young person requires for close work is 100 Watts. At age 50 about 180 Watts is needed, and by age 80, 415 Watts is required in order to compensate for the changes in the pupils.  However, a 400-Watt light bulb doesn't solve the problem, because of glare. The glare produced by a 400-Watt light bulb can be blinding. About 200 Watts is recommended by most experts to compensate for glare, but that doesn't provide adequate light into the eye. It helps if the light is above the person to minimize glare. Soft indirect lighting at the ceiling with high foot-candles (which produces much light) is best.  Lights that have clear glass or exposed bulbs, such as chandeliers, are very bad for glare. The brighter the light, the harder it is to see if the light is low and close to the table. Metal halide light bulbs are excellent in providing colors that appear natural, like in sunlight, which makes it easier to see. They are also efficient and economic. These lights take about 5 minutes to “warm up” to their full light output. The benefit to this is that the older person’s eyes have an opportunity to adjust to the light level.

Look around at the patient’s environment and notice where lighting could be improved.  Common problems include hallways where ceiling lights are too few or too far apart, so there are light/dark patterns as the person walks down the hall. Lighting is better if it is even.  Poorly lit dining areas can make it difficult to eat. If you can’t see your food well, it may not appear appetizing.

The changes in the retina of the eye compound the need for more light.  There is a decreased ability to adapt to changes in dark and light.  Dark adaptation is particularly difficult, which is why many seniors give up driving at night.  It becomes almost impossible to clearly see into darker areas that are surrounded by light.  For example, if you are waving to an elderly person standing in the sun, while you are under the shade of a tree, he probably will not see you.

Glasses do not help many of these problems. Glasses bring things into focus, but you have to have light to see.  Still, glasses do help because without that focus, vision can be significantly impaired.  We tend to have people take off their glasses when in bed. If a patient is spending many hours in bed, he may need his glasses. Bifocals might need to be adjusted on the nose to bring the world into focus from that angle.  When a surgeon advised geriatric woman patient to leave her eyeglasses at home during her hospitalization, she wisely answered, “I need my glasses to hear you. I look at your face and your mouth when you speak, and then I can understand what you say to me.”

While there are multiple age-related reasons for loss of visual acuity with the normal aging process, diseases such as cataracts, glaucoma or macular degeneration are also very common in this age group.  In cataracts the lens loses its transparency. The central part of the eye is covered with opacity. It is difficult to see through this opaque area.  The opaqueness scatters the light, causing glare even in normal light situations.  Glare of the sun on snow or sand can be blinding and painful.  Polished floors are very hard to see distinctly.  Try walking when you can't see where the floor is.  You have experienced something like this effect if you have ever tried to drive into the sun with a streaked and dirty windshield.  The sun hits the opaque areas and the light scatters, drastically reducing your ability to see on-coming traffic. Glaucoma reduces peripheral vision and reduces the amount of light entering the eye even further than what is caused by normal aging.  Macular degeneration makes it difficult to clearly focus on fine details of central vision.  Magnification helps in this situation.

How can you compensate for these changes and assure your message will be received?  

· If lighting modifications are available to you, provide about two times the normal lighting, which is even, consistent, and usually above the person to prevent glare.  For example, if you wish the patient to read a form or educational materials in his home while you are there, you might ask if one of the lamps has a three-way bulb. Most common bulb offers 150 Watts at the high setting.  That might be enough, or you might have to search harder to find 200 Watts at the highest setting. Make an effort to have the patient near this lamp. If you want him to really see the material, it is worth the effort to use this lamp.  Of course, it might be easier to move the lamp, then to move the patient in some situations.

· Take time to find the patient's glasses, visual aids or magnifying glass, whenever possible.  

· Use bright, bold colors, felt tip pens, and large prints with any written instructions.  Make efforts to insure that your patient education materials are in large print and easily readable.

· Use a black card with a slit cut out of the middle to place over written information and thus "highlight" a specific section.  For example, placing the card's open slit on a form over the line that requires the patient's signature will allow him to see more clearly exactly where he must sign his name.

· Provide two minutes of standing still whenever you are changing light levels to allow the patient's eyes to adapt.  On a bright day, a person entering a building from outdoors might have to stop and wait this long for his/her eyes to adjust to the lower light levels of indoors. This is especially important when you first go outside. It can be blinding and dangerous to keep walking when you are unable to see what is in front of you.  Also use sun-glasses, hats and umbrellas to reduce the glare from the sun.
· Describe what you see when you enter a new area so the patient can check his visual clues against yours. This is especially important when the decor is primarily monochrome, such as in a bathroom.  With all of that white porcelain, it is difficult to differentiate the bathtub from the toilet or the floor.

· Place objects for the patient directly in front of him.  Placing the brochure you want him to read on the bedside table may put it completely out of his view, and out of his mind.

· Whenever you are talking to an elderly patient, make sure you don't have a window or strong light source behind you.  The glare from the window will make it almost impossible for him to "read" your facial expressions, which is so much of the communicative process.  Placing him so that the window is behind him, puts you in the light, and may make it easier for him to see the fine details of your nonverbal communication.

Question No. 1: You notice that your patient’s house is quite dim and you are sharing what you’ve 


learned from this course. Which of these suggestions are correct?

a. “At your age you need about 415 Watts. Maybe you could find a lamp and bulb that bright at an electric store.”

b. “Let’s turn up the light level from the chandelier over the table. You might see your food better.”

c. “You like to sit here and do your crosswords. You could put a 3-way bulb in this lamp that would offer about 200 Watts at the highest level. That should help.”

d. All of these are correct according to the course material.

Question No. 2: The pupil size determines how much light enters the eye.  Which of these describe 


visual changes of the elderly?

a. Glare can impair the ability to get adequate light into the eye.

b. It may take three times as much light to compensate for the losses caused by aging.

c. The average pupil size opening of an 80-year-old may be half of that of a 20-year-old.

d. All of these describe the visual changes found in many elderly patients.

Question No. 3: In which of these ways do glasses help the patient?

a. They bring things into focus, like your face when you are speaking.

b. They clarify colors and make the world brighter and more colorful.

c. They increase peripheral vision.

d. They increase the amount of light entering the eye.

Question No 4: Which of these will make it easier for a patient to handle the forms he has to sign?

a. Explain what you want him to do with an open window to your back.

b. Minimize the number of pages by using small print.

c. Use a black card with a slip cut out and placed over the line that he has to sign.

d. Use a space where the table lamp has a 60-Watt bulb.

Question No. 5: When you look into the eyes of your patient you notice a distinct white ring on the 


outside edge of his cornea. This tells you most specifically that:

a. He needs new glasses.

b. He has cataracts.

c. He won’t see that he has spilled coffee down his shirt unless he moves his head quite down and the shirt out in front of him a little.

d. His green shirt probably looks blue to him, so he doesn’t see that his clothes don’t match.

Question No. 6: How much time is necessary for the eyes of many older people to adapt to the light 


changes between indoors and outdoors?

a. About two minutes.

b. Adaptation is immediate.

c. Less than a minute.

d. Over 5 minutes.

Question No. 7: What are the advantages of metal halide bulbs?

a. They are efficient and economic.

b. They brighten over five minutes, which gives aged eyes time to adjust.

c. They provide natural colors to the light.

d. All of these are advantages.

COMMON CHANGES IN HEARING WITH AGE

The aged ear is harshly affected by decades of exposure to our noisy world. Roughly 40% of those 65 and older have a hearing loss significant enough to impair communication, and the percentage rises to about 50% of those over age 75.  According to the National Institutes of Health, about 1 out of every 3 U.S. adults between age 65 and 75 has a hearing loss. Sadly, it is expected that these numbers will rise as our youth expose themselves to so much loud sound. 

Although all parts of the ear have age related changes, the most significant occur in the cochlea.  The cochlea is a bony structure in the inner ear that has canals filled with fluid.  The actual hearing receptors are microscopic hairs on the Basilar Membrane inside the cochlea, which contact a stiff upper Tectorial Membrane.  When sound waves cause the fluid to move, the hairs on the Basilar Membrane move in this fluid, and rub against the Tectorial Membrane, which causes a release of chemistry that creates an electrical charge sent to the brain. 

Think of the Basilar Membrane as if it were a harp.  The thick long strings of the harp provide low pitched sounds, and the thin, short strings provide high pitches.  Some of the hairs on the Basilar Membrane are thick and long and they vibrate when low-pitched sounds enter the ear.  Some of the hairs are short and thin, and they vibrate when high pitches enter the ear.  Different frequencies of sound produce vibrations at different points on the membrane, and generate different sounds.  

The risk factors for hearing loss from aging include years of noise exposure, smoking, certain medications (such as aspirin and some antibiotics), high blood pressure, and a family history. Some diseases seem to impact hearing as well, such as strokes, heart attacks, high cholesterol levels, and diabetes. All of these diseases are associated with circulation, so it seems that hearing loss comes from the poor circulation of blood to the ear. Men loose hearing earlier than women, but women’s hearing deteriorates faster once it starts.

With years of exposure to loud sounds (rapid fluid movement) the hairs begin to break off.  The thin hairs are more easily broken, than are the thick hairs.  When the hair is broken, it cannot rub against the Tectorial Membrane, so there is no chemistry for that pitch created, and no impulse sent to the brain.  Thus, the hearing of low pitches is usually retained, while the hearing of high pitches is lost.  This is called, "Presbycusis". Many elderly lose the ability to hear the high pitches of a bird's song, or the high notes on a piano.  They also can’t hear doorbells, car horns and alarms. Human speech is mostly below 4000 Hz (about middle of the range), so the process is quite advanced before the person loses the ability to hear what you want to say.  Still many of our English words are tonal, with part of the word in the range of the patient's hearing, and part of the word in the range in which hearing is lost.  For example, the word baseball can be said in such a way that the patient clearly hears "base" but doesn't hear "ball" at all.  He might not hear "wo" but clearly and loudly hears "man".  Women speakers, more so than men, tend to take the ends of words and sentences into high frequencies, often totally out of the patient's range of hearing.

This explains why many of our elderly complain that you are mumbling, and thus you are the reason for failure of communication.  The tones they hear, they hear very clearly.  The other tones can be almost completely absent.  Hearing half of words well, and missing the other halves, does give the illusion that the speaker is not speaking clearly throughout the whole word.  Some people experience tinnitus, which is a ringing, hissing or other sound that occurs all or most of the time in one or both ears. This can be so loud as to impair sleeping.

The fallacy of communication is the presumption of it.  Too often we mistake verbal isolation from hearing loss for confusion or withdrawal. Look for a decreased attention span, lack of a reaction to loud noises, emotional upsets, blank looks, and disorientation. As communication becomes more frustrating and embarrassing, many people withdraw and become socially isolated.  They feel depressed.  Sometimes they just sit in a corner and watch other people have a good time.  Hearing aids often allow a person to become more involved in life again and to become more active and healthy as a result.  However, relatively few people choose to use hearing aids.  According to one medical journal, only 20% of people who could benefit from hearing aids purchase them.  Of those who do buy hearing aids, 25-40% stop using them or use them only once in awhile. Unfortunately, the brain has to adapt to the sound differences that hearing aids cause, which takes time. It can take weeks or even months for a person to learn to interpret the new sounds from a hearing aid. For this reason, many hearing aid manufacturers offer a trial period, usually up to 30 days, to allow the person to judge the hearing aid’s effectiveness and benefits. When they only use them once in awhile the brain never adapts and the person becomes dissatisfied with the results.

Modern digital hearing aids and directional microphones are much superior to the older versions of the past. The newer aids have digital sound processing with multiple frequencies so that the precise sounds that are amplified are those required by this person. The amplification matches the hearing loss of the individual.  Even in the last five years hearing aids have improved. They don’t restore hearing to normal, but they do help the person communicate and enjoy life activities more.  It is important for the person to be examined by a hearing aid specialist or doctor before purchasing the hearing aid. For example, sometimes the ear canal collapses, which needs to be taken into account to get a perfect fit that works.

There are differences in the hearing losses. It’s like a radio.  Some people’s hearing is like having the volume on the radio too low.  Turn up the volume and you can hear.  Hearing aids help these people a lot.  Other people have a volume problem and a perception problem. Not only is the volume too low, but the station you are listening to isn’t tuned in clearly. When you turn up the volume, it still isn’t very clear.  Hearing aids don’t help very much in these situations.

Just being aware of these problems will help you to do some things differently. There are many ways you can help. 

· Don't talk into his ear.  Most people are very good lip readers, and they will understand more if they can see your face.  It might help if you exaggerate your lip movements slightly. Be careful not to cover your face with your hand, or to turn away from the patient's direct view.

· Get the patient's attention first.  This will allow him to look at you as you speak, so that you can enhance your message with non-verbal gestures and facial expressions.  Even if he doesn't hear both syllables of "woman" he might see your lips move with both syllables and question what he heard.

· Be careful to not talk while you are at the patient's back.  Countless times have I witnessed professionals listening to lung sounds from the back, and asking the patient to breathe.  When the patient didn't cooperate because he didn't hear the request, the professional would yell into the patient's ear, which startled the patient.  If you have to work from his back, talk to him face to face first to establish signals.  "I'll be listening to your lungs.  When I tap your shoulder will you take a deep breath for me?"

· Get within 3 to 6 feet of the patient to talk.  The best place to talk to a bed patient is to sit opposite him and face him.  If the patient is sitting in a chair, try to position your chair so you are "knee to knee".  At a table, sit directly across the table.

· Use audiovisual aids whenever you can.  Pictures, objects, flash cards, gestures all help facilitate the process.
· Do not shout.  Shouting causes your voice to rise in frequency, sending some of the pitches completely out of his range.  The person listening loses the consonants, because shouting emphasizes the vowels.  Instead speak louder, but with a lower frequency. Get into the bass tones if you can. Accent the consonants, especially the soft ones that are so hard to hear. Those that are very hard to distinguish are "F", "S", "TH", "SH", "CH", "H" "W", "B", "D", and "J" Did you say "fish" or "wish"?  Was that word "shoes" or "choose"?  Listen to yourself, and avoid raising the pitch of the ends of sentences and words.

· Speak slowly.  In old age, words are less distinct, and the mind slows down in its ability to process information quickly.  What seems slow to you is not slow to many of our elderly.  Use short sentences, and if you need to repeat, repeat with the same words the first time, and change the words if you have to repeat a second time.

· Decrease the background noise whenever possible.  Radios, TV, medical equipment, and many other sources of sound can not only make it more difficult for those without hearing aids, but can also impede the function of the aid, because the background noise is amplified as well as the speech sounds we want to be heard.

· Be aware of your nonverbal communication.  About 25% of the speech sounds we make are visible on our lips.  But speech reading involves much more than just lip reading. It uses the entire environment, such as awareness of the talker location, time of day, person speaking, knowledge of the conversation topic, and body language.  All of these provide clues as to what words are probably, and that aids understanding. Although it is tiring and frustrating to communicate with this much effort, make sure your body language is not sending that message.  It increases the anxiety level of the receiver and makes the process even more difficult.

OTHER TRICKS OF THE TRADE

Just as a magnifying glass or strong lighting can be a visual aid, there are tools we can use to enhance the patient's ability to hear, even when the patient doesn't have hearing aids. One of my favorites is a stethoscope.  It is usually with me and readily available.  It reduces the amount of extra equipment I have to carry with me, and it works pretty well when short messages need to be received.  

First, clean the earpieces, and let the patient insert them into his ears, making sure the earpieces incline toward the front of the face, as do the ear canals. If they point straight in, or toward the back, skin and bone will stop the sound from reaching the eardrums. Then place the diaphragm of the stethoscope firmly at the base of your throat, close to your jawbone.  Speak slowly and clearly. The reason it is not advised that you put the diaphragm of the stethoscope on your lips is that this denies the patient view of your lips. The sound through a stethoscope is not crystal clear, and it requires facial language to augment communication.  Experiment with a friend.  You listen while they talk with the stethoscope on their neck.  Move the placement of the diaphragm until you determine where the sound is the clearest.  DO NOT just hold the diaphragm or bell of a stethoscope and talk into it as if it were a microphone.  It won't work.  The diaphragm has to pick up the vibrations from your skin in order to work.  Use firm pressure, and minimize movement of your hand on the stethoscope.  When you are finished, clean the earpieces again with alcohol or another disinfectant. .  

When you share this idea with doctors, colleagues, and others, provide careful instructions for them to follow.  Most people want to use the stethoscope like a microphone and you must monitor closely that they are using the tool in the best way. 

One quick way to teach is simply to demonstrate the process.  When the surgeon visited with Mrs. Smith shortly after her hip surgery, her hearing aids were not yet available because the family had neglected to bring them in with her.  He wanted to share his discharge plan with her, and needed her permission to move forward on a couple points, but the strain of communicating with this passively smiling woman who had no clue what he was saying, was beginning to show.  I caught the doctor's eye, smiled, and said, "Let me show you a simple technique that may help you.  Taking my stethoscope, I demonstrated the procedure with the words, "Your doctor wants to tell you what he has in mind for your discharge from the hospital."  After she nodded her understanding, I simply handed the diaphragm of the stethoscope over to the doctor.  He looked skeptical, but put the stethoscope in position.  I offered further help.  "Speak very slowly and distinctly in a low pitched, but slightly louder than normal voice, and you probably won't have very much trouble." 

If you work often with hard of hearing elderly who do not have or use hearing aids, it might help you to purchase an assistive listening and alertive device, such as telephone amplifiers or the Binaural Amplified Listener.  This is available at stores such as Radioshack for around $30, including the earphones.  It is about the size of a transistor radio, and in fact looks like one, but its function is to amplify the sounds that the patient wants amplified, without making background noises louder. For example, it could amplify your voice, without picking up the TV in the background, so that your voice stands out more clearly.  The patient can listen to conversations, the TV, church services, or any number of sounds the patient wants to hear. It makes a significant contribution for a small financial investment and great ease in use.  Of course, if the patient has hearing aids, these will be superior and it helps greatly if you take the time to assist him in putting them on correctly or to check that they are functioning. 

When I know I will be working with several geriatric patients, I carry my own Binaural Amplified Listener with me.  It fits easily into my pocket, although it is a little bulkier than I would prefer for day to day.  It can also be stored on medication and treatment carts for easy retrieval. I use it when it is needed, most specifically when there are more than two people involved in the dialogue.  It has been a time saver when I have discussed living wills with the patient and spouse, and I wanted to assure a good understanding of the whole conversation.  On occasion, when I wasn't using it, I have left it for a short time with family members who were struggling to visit in disturbingly loud voices.  Some geriatric facilities might be easily persuaded to purchase this type of device for use as needed, as a service to their patients and residents.  There is a wide range of similar devices available with prices varying from $30 to hundreds of dollars.

One organization that may provide help to the patient and his family is:

Self-Help for Hard of Hearing People, Inc. (SHHH)

7910 Woodmont Ave., Suite 1200

Bethesda, MD  20814

301-657-2248

 www.shhh.org (internet)
SUMMARY

Communication can be very frustrating when age-related loss of senses impedes the process.  There are multiple changes in the aged ear and eye that together decrease the ability of the patient to receive verbal and nonverbal messages.  Knowing how to maximize your own personal effectiveness can be very satisfying, and can significantly reduce everyone's frustration level. Many of the workable ideas are immediately applicable, available in most environments and only require our increased sensitivity to their need to be implemented. 

Question No. 8: Which of these is/are true?

a. Most (over 50%) of those people who are hard of hearing buy hearing aids.

b. People usually adapt to hearing aids immediately. The brain can make the transition within two minutes.

c. Twenty-five to forty percent of those buying hearing aids stop using them or use them once in a while.

d. All of these are true.

Question No. 9: How do you best use a stethoscope to assist in communication with a person who is  

hard of hearing?

a. Make sure the earpieces are inclined toward the back of the patient’s head.

b. Put pressure on the diaphragm, which is positioned close to your jawbone on the side.

c. Put the diaphragm of the stethoscope over your lips.

d. Talk into the diaphragm as if it is a microphone.

Question No. 10: Most elderly people with hearing loss:

a. Can easily hear whole words such as “baseball” as long as the speaker isn’t mumbling. Most words are spoken in the same tonal range.

b. Have reversible causes to their loss, which are usually easily resolved.

c. Have trouble hearing high-pitched sounds like women’s voices.

d. Have trouble hearing low-pitched sounds like the bass notes of an organ.

Question No. 11: Tinnitus is:

a. A “tinny” quality to people’s speech.

b. A word for hearing only half of a word.

c. Ringing in the ears.

d. The name for part of the inner ear.

Question No. 12: When speaking to a person who is hard of hearing, it is best if you:

a. Shout.

b. Speak into his ear directly.

c. Speak slowly and in a low pitch.

d. Speak to him from across the room or while you are positioned to his side or back.

Question No. 13: Which describes “presbycusis?”

a. The cornea becomes opaque and increases glare, which greatly dims vision.

b. The ear canal is plugged with wax.

c. The tiny hairs in the inner ear are broken and no longer contact the tectorial membrane, so no message of this sound is sent to the brain.

d. This is an infection of the ear.

Question No 14: Which of these is true?

a. All people with hard of hearing would benefit greatly from the use of hearing aids.

b. Digital hearing aids can amplify just the sounds that the person is missing, making a better quality and more benefit.

c. Hearing aids have little to do with the person’s ability to be involved with life.

d. Hearing aids can be bought over the Internet. It isn’t necessary or recommended that the person be examined by a hearing specialist or doctor.

Question No. 15: Which is/are risk factor(s) to age-related hearing loss?

a. Diseases that impair circulation.

b. Chronic exposure to loud sounds.

c. Smoking.

d. All of these are risk factors.
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