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Background 

O
ne of the demographic imperative~ affecting the 
United States· present and future cour\e i'> the 
aging of Americans. The number of persons aged 
65 years and older is growing more rapidly than 

the rest of the U.S. population (US Bureau of Census. 1988). 
The expansion of the nation·" aged population has considerable 
implication for health talUs. health care utilitation, and 
health care del1vel). 

Hearing impairment is the third mo tcommonly reported 
chronic problem affecting the aged population ( CHS. 19 7 ). 
At pre ent. more than 7 million aged per-,ons suffer from 
some degree of hearing impairment (Glass. 1990). Given the 
rapid gro .... th 1 n the population over 75 year.. of age. 11 " 
projected that more than II million members of th1s age 
group .,.. ill have significant hearing impairments by the tum 
of the centul). The agmg ofthe population will be accompan1ed 
by an increa e in the prevalence and severity of hearing IO'>l>. 
due to the direct correlation between age and hearing loss. 

Pre'>bycusi'> often is defined a hearing loss a<,sociated 
wi th the aging process. However. the Committee on llearing, 
Bioacoustics and Biomechanic ( 19 )con ·ider presbycusis 
to be the l>Um of hearing lo. e \\ hich result from several 
varieties ofphyl>iological degeneration. The<,e include insults 
due to noi e e.xpo ure. ototoxic agent . pol) pharmaC). and 
medical disorders a well as the effects of physiological aging 
(CHABA. 19 ). lrre..,pecti\C oftheetiolog) .the interference 
with communication created b) sen orineural hearing 
impairment h<U> a profound negative effect on the lives of 
aged persons. In addition to it threat to personal -.afety. 
hearing impairment ha an adverse effect on phy ical. 
cognit ive. emotional. social. and behavioral function (Mulro.,.. 
etal.. 1990a: Bessetal. 19 9). The emanifestation are often 
viewed by the heari ng im pai red person as representing a very 
ignificant handicap. despite the audiologic appearance of 
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a relative!) mild hearing loss (Mulrow et al.. 1990a). 
Fortunately. the negative influence<, of hearing impairment 
are amenable to intervention ( 1ulro\\ et al. . 1990a). Hence, 
hearing health care profes'>ional must strive to identif) 
md1viduaL \\ ith hearing impairments in order to rcmediate 
the permanent impact of heanng IO<i'>. 

Identification of Impairment in the Aged 
Population 

The U.S. Pre\enuve Sen 1ccs Ta.,l., Force ( 19 9) hal> 
recommended that aged per'>ons be screened for hearing 
Impairment. The goal of any screenmg program is to reach a 
large a proportion of the eligible target population as possible. 
To this end. a number of potential settings arc available for 
<;Creenmg aged indiv1duals for heanng impa1rment · and 
handicaps. Potential scuings for screening include heaJth 
fain •• community based program . primary care phys1cian' 
office!>. acute care seumgs. nur'>ing facilities and po sibly the 
home. Each of these setting ha'>advantage'> and di advantage . 
\\ 11h the limiting factor in any \Creening '>elling being 
ambient noi e level. professional resources available to 
admini.,ter the screen. and mone) available to purchase the 
requisite equipment. Nevenheles'>. a screening program hould 
u<;e tools that are appropriate for the particular setting. and 
<,hould empiO) profe sionals who are welltramed to perform 
the <;creen. Screening conducted m the office~ of primary care 
physician\ i particularly auractive because most person 
over 65 years old 'i'>it their pnmar) care physician on an 
annual ba!.is and the office may provide a relatively quiet 
seuing for . creening. 

A number of screening toob are available to detect 
clinically important hearing impainnent and handicap in 
aged people. An impairment is defined a "any lo s or 
abnormality of psychological. physiological or anatomical 
structure or function ... wherea<, a handicap is ··a di advantage 
for a given individual re!>ulting from an impairment that 
limits or prevent the fu lfillment of a role that i normal for 
that indi\ idual" (WHO. 19 0). creening tools designed to 
detect hearing handicap., and impairment fall into two broad 
categories: hearing handicap scales and audiometric creening. 
Hearing handicap cale\ asse"> the perceived effect of 
hearing los on various aspects of daily function . A screening 
version of one such calc. the Hearing Handicap lnventOI)' 
for the Elderl) (HHIE-S ). i. a reliable and valid method for 
identifying handicapping heanng impairment among aged 
person (Lichten tein et al.. 19 a: 1\ lulrow et al.. 1990a: 
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Wein.,tein. 1986). The en\i tivit) and pecificit) rate\ of this 
tool arc appro ·imatcly 70 to OlJc for identi fy ing heanng 
IO'>'>C'> of moderate or greater degree. 

An aud iometric .,creen is a quick and valid method for 
detecting hearing tmpairment among aged indi vidual-.. 
Screening for hearing impainnent requires the u ~e of one of 
two method'>: I ) a calibrated audiometer in a qui et 
environment. or 2) an otoscope wi th a built-in audiometer 
(e.g .. audio'>copcl. The advantage of u. ing a calibrated 
audiometer i'> that 11 i a valid and reliable technique. The 
requirement of a qutet envi ronment. howe' er. rna) not be 
practical in all \ettings. The audio cope deli ver'> \e lected 
frequencte\ (500. I 000. 2000. and 4000 Hz) at one of three 
intcm.it ie.., to the entrance of the ear canal. The audto\copc 
ha'> an overall accuracy for hearing screening of 75-80'k 
(Stell\ enue et al.. 19 5: Frank & Peter<,en. 1987: Lichten\ tein 
et al. . 19 8b). creening "'t th both a hearing handicap .,calc 
and either an audiometer or audio-.cope i'> recommended 
( entl) & Wetmtein. l9 3).becau'>e thecorrelation bet"' een 
hearing impairment and hand icap i imperfect ( cho" ct al. . 
1990). Thu\. combining the two techniques may incrca\e the 
overall accuracy of the screening program (Ltchten\tcin. et 
al.. 1988a). 

Once identified th rough a screening program al. being 
likcl) to have a hearing impairment or handicap. an aged 
pcr'>on .,hould be referred to an audiologi'>t for thorough 
audiologic evaluation and appropriate recommendations for 
aural rehabi Illation. Medical clearance '>hould abo be obtamed 
to rule out pathologtcal condition'> that would contramdicatc 
hearing aid u-.e. Unfonunatel) . the rate of com pi iance with 
the recommendation for f unher audiometric e\ aluat ion among 
aged per!>On'> can be as lo" as 5014: and range. between 50 and 
90q (Juptlcr. 19 9: Koike & Johnston. 19 9: tephen'> et al.. 
1990). Moreover. 111 most ctrcum tance . on I) I 0 to 2014: of 
thi'> populallon subsequent!) obtains hearing aids. Barrier to 
compliance include confu ... ion about the hearing a id delivery 
sy\tem. the CO'>t of evaluation and hearing aid'>. \ocial 'il tgma. 
unwanted amplificat ion of background noise. and myth !> 
about the cfficac) of hearing aids (Frank' & Beckmann. 
1985). An integral pan of any screening program '>hould be 
mcchani <>ms to enhance the probability that individual '> will 
compl y with re fe rral<, fo r addi tiona l evalua tton and 
remediation. 

Strategies for Intervention 
The audiologtcal evaluatton establi -.he'> the need for 

po'>siblc aural rehabilitation and med ical e\ aluation. In mo'>t 
ca'e'. the aged per'>on ·., audllOI) capabil itie., can be a\'>e <,ed 
"ith '>tandard aud iometric technique . Occa..'>ionall) . the 
behavioral a'>'>e'>\ment mu'>t be modified to accommodate 
ph)stcal or cognllive limitation'> of aged individual\. The 
typtcal prc\bycu\tc hearing loss is '>en'>orineural. loping. and 
ranges in degree from mild to moderately- severe (Gates e t 
al. . 1990: Mo.,ctd t et al. . 1985). Moreover. pure tone 
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'>ensttiVtl) tend to deteriorate '' ith age. and male exhibit 
poorer thre hold than female'> of comparable age (Gate et 
al. . 1990, Moscicki et al. . 1985). The hearing loss observed 
in older people often limits their reception of conver ational 
'>peech. e. pcciall y in noi ·y environments (Dubno et al.. 
19 4 ). While the typical prcsbycusic hearing lo. s is not 
amenable to medical intervention. the handicapping effect 
of the hearing impairment often can be remedied succe sfully 
with selected audiologic intervention '>trategtcs. 

Hearing aid are the principal re-.ource for improving 
communication and reducing handtcap-. in aged people. 
Hearing aids amplify peech so that it become'> comfonably 
audible to the hearing-impaired user. but doe'> not e xceed the 
user ·., tolerance leve l for lo ud -,ound \ . ignificant 
impro' ements in hearing aid design have enabled greater 
nexibilit) in electing hearingatd fort he typical hearing los 
pattern., a. ociated "tth agmg. The ne"' e. t generation of 
hearing aids include digitally controlled analog de ign!>. In 
addtllon. hearing aids can no"' be modi fied to ease 
mantpulation of volume control!.. battery companment . and 
<,witches. thereby improving hearing aid usc for aged 
individual\"' ith manual dexterity problems. Recent evidence 
indicate that hearing aids '>Ucce sfull y reduce the social. 
emotional. and functional handicap often resulting from 
hearing impairment in aged people (Mulro" et al.. 1990a}. 

In addition to hearing aids. a sistive lb tcning device 
can be u ed e ffecti vely by aged people to improve 
communication in pecific situations. A'>'>tstive li tening 
device transmit acoustic igna l'> by "'ire, magnetic induction. 
infrared light or radio frequenc) . The) are panicularly useful 
"' hen room acou tic-. are poor. The U'>e of as t tive de' ice 
is expanding in theaters. public meeting rooms. and house of 
'' orship. They can be adapted for u c in personal living area 
and common areas of nur. ing home-. ' 'here communication 
may be difficult. 

Alen ing devices. which u-,e light\ to signal fire alarm 
or the telephone or doorbell ring mg. can reduce the hat.ard 
to ... afcty imposed by the hearing lo . Telephone amplifier 
with adju table volume controls arc becoming an integral 
pan of many ne" telephone design . The televi'>ion caption 
decoder can be u ed by those with reasonable vision. but 
" hose hearing il> limited de-.pite rehabilitation. Assistive 
listening and alening device-. are effective. and their use 
should be encouraged in ho pi tal!.. nursing facil ities. and the 
home. 

Hearing aid should be offered wi thin the greater context 
of aural rehabilitation. Aural rehabilitation mcludes an) non
medical intervention de<>igned to remediate hearing lo. sand 
improve communtcauon. It abo 111 lude coun cling the 
hearing-impaired per on and hi. or her fam ily about the 
impltcations of heari ng impatrment. as '' ell a'> conducting a 
hearing atd orientation and foliO\\ -up to en ure proper hearing 
aid u'>e. Suggestions for maximizing the use of vi ual cue 
and residual hearing are provided. Formal '>peechreading 
instruction or aud itor) tratntng ma) be recommended to 
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enhance the mfonnauon recetved through amphficauon. 
The aural rehabtlitation process should include not only 

the aged hearing-impaired person. but a family member or 
sign ificant other a~ well. For the aged individual to achieve 
maximum benefit. the family and health care \tuff multi 
appreciate the impact of the hearing impainnent.theoperation 
oft he amplification device. the benefits and limitations oft he 
procedure~ being u~ed, and their own role in improving and 
promoting communtcauon. 

Role of the Audiologist 
The audiologi.,t•~ the primru: hearing health care provider 

foraged individuab with hearing impainnent. An audiologi\t 
is a per'>on who. b) vinue of academic and clinical training. 
and appropnate centfication and/or licensure. is unique!) 
qualified to prO\ tde a comprehen ive arra) of professional 
'>ervice'> relating to the prevention, eva luation . and 
rehabilitation of audilOIJ impainnent and it '> 3'>'>0ciated 
commumcative disorder'>. The audiologi t ma} provide the<;e 
service'> tndependentl} or as pan of an interdisciplinaf} 
profe'>stonalteam mvolved in identification. dtagnost'>. and 
treatment ofindivtdual<. who have disorders related to auditory 
dy'ifunction. 

The audiologt.,t '>erves as the primary e\pen in the 
assessment and non-medical diagnosis of auditory 1mpa1nnent 
in aged people. Asse<,sment includes. but is not hmued to. the 
admini<,tration and interpretation of behavioral. 
electroacou<,tic. andelectrophysiologic mea<,ures of the <;tatu'i 
of peripheral and central auditor) s} -. tern~ and mea-.ure'> of 
heanng handicap. 1ethods of as-.essment mclude hearing
handicap 'icale-.. pure-tone audiometry. immittance 
audiometry. speech audiometl)'. and auditory evoked potential 
measurement. 

AudJologi"t" are unique!) qualified to prov1de a full 
range ol auditOr) rehabilitative -.ervices to aged individual'>. 
The audiologi-.t is the primary individual respon'>ible for the 
evaluation and fitting of all types of amplification systems. 
including hearing aids and a si tive listening devices. The 
audiologi.,t detennines whether the aged individual ts a 
suitable candidate for an amplification sy tern. evaluate the 
benefit that the individual ma} expect to derive from uch 
system ... and make . ., an appropriate recommendation. In 
connection with such recommendation .the audiologist ma) 
take ear impressions. fit and dispense the amplification sy tern. 
and provide counseling regarding its u e. 

The audiologist also provides rehabilitative sen ices and 
education to indi viduals wi th auditory impainnent. to famil} 
member'>. and to the public. The audiologist provide'> 
infom1at1on concemmg hearing and hearing impainnent. the 
U'>e ofpro'>theticde\ ice . . and <;trategie for impro' ing c;peech 
recognition b} exploi ting auditory. visual. and tactile <>peech 
infonnation. Theaudiologistal ocounsel patient-. regarding 
the effects of auditory impainnent on communicative and 
p'>ycho.,ocial statu '>. In addi tion. the audiologi'>l detennines 
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the need for additional aural rehabllnauon and. 1f md1cated. 
the nature of the rehabilitation program. In connection with 
uch detenninations, the audiologist ma) conduct individual 

and/or group rehabilitation program'>. 
Theaudiologi t serve as an advocate foraged individual 

by encouraging equal access for those wi th communicative 
di order<,. by promoting •·c;elf-he lp'' con'>umer group . and by 
encouraging third-party reimbur~>emen t of audiological 
ervices. The aud iologist should be an integral member of 

an) multidi ciplinary team involved in the evaluation of the 
ocial. psychological. phy ical. and menta l <,tatu of elderly 

people. The audiologist also <,erve-.aged people by promoting 
awareness of hearing impainnent, avai lable audiological 
services. and avai lable remediation devices and program to 
the hearing-impaired indiv1duals. their spouses and children. 
and to other caretakers \\ ho con!>titute their uppon y tern. 

Recommendations 
The membership of the American Academy of Audiology 

seek to maximize communication skills in aged hearing
impaired individuals. A comprehen~1ve approach for providing 
effective services to aged individuals involves cooperative 
effons among a variety of professional organitations and 
speciali-;t<;. As a consequence, the Academy member hip 
acuvel) pur<;ue close professional tie'> with other gerontology 
specialists toward meeting the hearmg health care needs of 
aged people. 

The American Academy of Aud1ology has developed 
five recommendations for 1m pro' ing the quaht} -of-life for 
hearing-impaired aged mdh 1dual .... 
I. The Academy advocates the use of ... creenmg procedures 
for idenufying persom. \\.llh heanng 1mpainnent or hearing 
handicap. Screening procedures should be used to identif} 
the greatest number of heanng-1mpa1red aged people. 
Screening should be coupled \\. llh effon s to maximize 
compliance with referral recommendations for aud1ologic or 
medical evaluation. 
2. The Academy promote!> the provision of high quality 
audiological ervices for aged people. State-of-the-art 
knowledge and technology hould be applied in the evaluation 
of hearing impairment in aged individuals a well as in the 
selection of aural rehabilitative procedures. including hearing 
aid . for aged individual . 
3. The Academy promote funding for re earch on hearing 
impainnent and aging b} government agencie and private 
foundations. Critical i sue. that need inve ligation include 
prevention of age-related hearing loss. understanding the 
auditOr) degenerative proce ses that account for age-related 
hearing loss. improving the design ofhearing aid'> to overcome 
pecific <;peech under<,tanding problem'> of aged people. and 

developing valid outcome mea.,ures of audi ological 
management trategie<>. 
4. The Academ) promotes equitable third-pany payment 
from insurance companies. retirement health plan . tate 
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agencie . and federal agencie for hearing-related ervices 
and device for aged people. The limited financial re ources 
of many older people often restrict acces to effecti ve 
audiological ervice and therefore prevent them from 
receiving the benefit of a hearing aid. 
5. The Academy promote publ ic education about hearing 
impairment in aged American . Practical information and 
uggestions should be provided to th i group. including 

warning sign of hearing lo • where to go for help. and the 
benefi ts of ampli fication. Common mi conception about 
hearing impairment and hearing aid al o need to be di pelled. 
The Academy was founded in 1988 to ''improve ervice to the 
hearing impaired by advancing the highe t profe ional 
tandard for diagno is. habilitation. rehabilitation. and 

research in hearing and it di orders .. (Jerger, 1988). The e 
guiding principle apply pecifically, and mo t imponantly, 
to aged individual . because they comprise more lhan half of 
the hearing- impaired population in the United State and 
their number are increasing dramatically. The A merican 
Academy of Audiology i commiued to fo tering excellence 
in hearing health care for enior citi zen . \,\,.. 

' " ' 
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