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Jillian McConnell:  Okay everyone, I think we’ll get underway just in the interest of time. I 
don’t want to hold anyone else up. Welcome everyone, I am very happy to have you on the 
call.  My name is Jillian McConnell and on behalf of the Canadian Dementia Resource and 
Knowledge Exchange or CDRAKE for short, I would like to welcome you all here. The 
webinar that we are going to be participating in today is always a part of a series of 
webinars hosted by CDRAKE in partnership with the Alzheimer Society of Canada. And so 
for those who haven’t participated in these events before, the audio is provided over the 
phone, so if you are hearing my voice, you are in the right place and hopefully if you aren’t 
you are seeing the prompts on the screen. 

 
On the left side of the screen, you will see the chat pod that I alluded to, and that’s where 
you can communicate with me during the presentation and where you can send your 
questions during the question and answer portion of the event. I also want to make you 
aware that all of your lines have been muted for this call, and that just helps us minimize 
any background noise or private conversations that you may be having on the side. And 
then if you do need to ask a question or have a concern during the actual presentation, 
then please use the chat pod to get in touch with me because I won’t be able to hear you. 
 
The presentation itself is being recorded and so within a week or so I will email you just a 
little notice letting you know the recorded version is available online, and our presenters 
have made available a copy of the slide deck as well, which I’ve put the link on the chat 
pod - it’s that Bitly link that you see in front of you and so that might help out for you as 
well.  We encourage you to pass on that link, whether it’s either the recorded version or of 
the slides to any colleagues who weren’t able to join us today. Obviously we can’t capture 
everyone during this time frame, although we try our best, so if there is somebody that 
you know that you think might be interested please feel free to pass along the 
information. 
 
I also would encourage you if you haven’t already to become a member of CDRAKE, it’s 
free, and in addition to having first access to webinars like this today, you’ll also receive 
the CDRAKE Pulse, which is just a bi-monthly newsletter that comes out, and it’s an online 
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communication that helps you keep in touch with resources and research and innovations 
that are happening across Canada. 

 
So, I think we are ready to go.  Our topic today is “The importance of considering hearing 
needs in individuals with cognitive impairment”, and we are very fortunate to have Kate 
Dupuis and Debbie Ostroff here with us today to present this featured topic. 

 
So, Kate is a post-doctoral fellow at the University of Toronto. She obtained her PhD in 
psychology from U of T in 2011 and is a registered clinical neuropsychologist. Her specialists 
have included clinical assessment and intervention techniques, as well as both quantitative and 
qualitative research methodologies. Her research interests include: increasing our 
understanding of the interaction between sensory and cognitive processes, facilitating the use 
of audiologic rehabilitation techniques by older adults with cognitive impairment, and 
alleviating communication challenges experienced by individuals with Alzheimer’s disease and 
their family members. 

 
Debbie is a clinical audiologist with more than 12 years of experience working primarily in 
hospital settings. She received her Master’s degree in audiology from the University of 
Ottawa in 2002 and began her career working at the Children’s Hospital of Eastern Ontario in 
Ottawa before moving to Toronto in 2004, where she worked for the North York General 
Hospital. She currently works at Baycrest and her areas of interests include: diagnostic 
audiology, hearing aid fitting and rehabilitation and clinical audiology training of students. So, 
obviously Debbie and Kate bring a wealth of knowledge to us with regards to this topic, so I’m 
looking forward to getting it underway.

 
So, just to let you know that our presenters will speak for about 40 minutes or so, and then 
we’ll have a 20 minute Q and A at the end and discussion. Just a little reminder, I ask people to 
refrain from asking questions in the chat pod until the end of the discussion, unless, of course, 
it’s technology-related, and then I’ll do my best to help you as best I can.  So, Kate, Debbie, the 
floor is now yours. 
 
Kate Dupuis: Okay, so today I’m going to be talking about the importance of considering 
hearing needs in individuals with cognitive impairment. 
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Kate Dupuis:  To provide you with a brief overview, I will first be introducing the prevalence 
rates of cognitive impairment and hearing loss in a geriatric population. Debbie will then 
take over and provide a discussion of signs and symptoms of hearing loss and different 
treatment options and audiologic rehabilitation solutions. And finally, I will conclude by 
discussing how communication can be thought of as a team effort and how we can involve 
family members, clinicians and care providers in working with older adults with hearing 
loss. 
 
So, Debbie and I as clinicians who work with the geriatric population are of course 
very interested in looking at prevalence rates. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Kate Dupuis: So, we know that here in Canada, we have a growing number of older adults. 
So, in other parts of the world, I’ve seen it called the “Grey Tsunami”, and here we can call it 
the “Grey Glacier”.  So, population wise, we have approximately 15% of the Canadian 
population that is over the age of 65, and the two largest growing populations are 
individuals 60 to 64 and also centenarians. So, with this growing number of people who are 
aged 60 or 65 and older, what does this mean for us as clinicians or as individuals who are 
working with or even living with older adults in terms of the incidence rates of cognitive 
loss and hearing loss?
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Kate Dupuis: So, when we think of cognitive loss in older adults, we have to think of it as 
a continuum – from normal aging to dementia. So, of course everyone ages differently 
and people’s backgrounds and life experiences can serve as either protective factors or 
even potentially as risk factors.  So, when working with older adults, we have to be very 
aware and make adjustments for different levels of cognition and of potential cognitive 
loss.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Kate Dupuis:  When we think about normal aging, we know that there are many different 
thinking skills that change as we get older. So, on this graph here you see age represented 
along the bottom, and what you see are different thinking skills, such as here – speech, 
reasoning and memory skills – that tend to decline across the age range. We know that 
different cognitive or thinking skills can play a major role in accurate communication. So, 
for example, when we are speaking if we are unable to keep up with a conversation, or we 
can’t keep up with what the other individual is saying, we may just choose to drop out. If 
we can’t remember someone’s name when we see them on the street or where they went 
for their previous vacation, we may just decide not to even talk to them. 
 

We also know that as we age, there are certain skills that actually improve or remain the 
same.  So, for example here, we know that vocabulary – that general fund of knowledge 
that we develop throughout our entire lives – actually increases as we get older and older 
adults can use this contextual information – this general fund – to maintain accurate and 
effective communication.
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Kate Dupuis: Moving on from normal cognition, a more milder level of impairment – 
there’s a new, sort of recently developed diagnostic category called mild cognitive 
impairment – and this can be thought of as essentially a pre-dementia phase of cognitive 
dysfunction. So, the individual can present with changes to many thinking skills but 
typically there will be a change to memory.  This is often corroborated by a family member 
or a caregiver, and what you’ll notice in this individual is that they present with an impaired 
memory function for someone of their age and education, but they are still able to 
maintain their activities of daily living. So, for example, they will still remember their 
appointments, that they have to go pay a bill at the bank, but they will have memory 
impairments on testing.  We know that prevalence rates for mild cognitive impairment are 
approximately 10 to 20% of individuals over the age of 65. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Kate Dupuis: And for our purposes, what’s very interesting about this is that the rates of 
conversion to dementia are very high. So, the majority of individuals who have been 
diagnosed with mild cognitive impairment will convert to dementia after about a six-year 
period of time, and as clinicians or as individuals deciding upon policy or diagnostic criteria, 
we can think of this as a potential time to intervene. So, is this a time where we can 
actually identify individuals who are at risk of developing dementia and provide them with 
interventions that can either reduce the risk or slow down the rate of conversion?
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Kate Dupuis:  And of course, what we’re trying to do is delay this conversion to dementia. 
We know that approximately 1.5% of Canadians have dementia and prevalence rates 
increase with age.  They also are projected to increase over time, such that in 
approximately 2038, they’ll be about 9% of Canadians over the age of 65 who are affected 
or have been diagnosed with dementia. And in 2010, the Alzheimer Society of Canada 
published an excellent report called “Rising Tide”, which really served to underline the 
medical, social and productivity costs which are associated with a growing number 
individuals with dementia. And these costs, it’s important to point out, are not 
necessarily just for taking care of those individuals who have dementia, but also take into 
account the cost associated with caregiving. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Kate Dupuis: Often times, when we think of dementia we think of Alzheimer’s disease 
because it is the most common form of dementia – affecting approximately 60% of those 
individuals who have been diagnosed with a dementia. And typically in Alzheimer’s 
disease, you’ll see impairments in higher order cognitive functions or thinking skills (such as 
memory, language, attention) and what really differentiates Alzheimer’s disease or a 
dementia from a milder form of cognitive impairment, is the gradual deficits in the ability 
to perform everyday tasks.  So, someone with Alzheimer’s disease may longer remember 
that they have to book their appointment with Debbie to come in for a hearing aid test. 
They may longer remember that they have to go and pay a certain bill at the bank, and 
these different types of impairments in thinking skills can also lead to impairments in 
communication and function.
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Kate Dupuis: So in this slide here, what I’ve presented on the left are some consequences 
of cognitive loss and on the right are some consequences of untreated hearing loss.  And 
I’ve identified three very important ones that seem to be consistent across the two 
different types of loss.  So, you see here that decreased comprehension occurs with both 
individuals who have cognitive loss or who have untreated hearing loss.  You see memory 
problems, such as no longer being able to remember what someone told you or no longer 
being able to keep in mind what you want to say next in the conversation, and these can 
result in difficulties following conversations. 

 

So that many of the behavioural consequences of cognitive impairment in older adults are 
actually very similar to those of untreated hearing loss – there may be a different 
underlying mechanism that’s causing these behavioural consequences – but they are very 
similar.  So, being in this field, sort of at the conjunction of audiology and psychology, it’s 
interesting for us to know why are these behavioural changes and these behavioural 
consequences occurring. Also, it’s important for us to understand what is underlying an 
individual’s difficulty following conversation. Is it hearing loss or cognitive loss? 

 
So, from a scientific perspective, if we’re creating diagnostic criteria for cognitive loss, we 
need to make sure that we’re not also capturing people who are suffering from hearing 
loss.  This is also very important for a clinician, who is seeing an older individual in the 
clinic.  You know, a family member might say that “my mom just doesn’t keep up with 
conversations when we’re out with all the grandkids” – that could be something to do with 
a cognitive change or it could simply be that they have an untreated hearing loss.
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Kate Dupuis: And of course, when we’re thinking about whether it could be cognitive loss, 
untreated hearing loss or a combination of the two, we should probably suspect some level 
of hearing loss because we know that prevalence rates of hearing loss in older adults are 
quite high. It’s actually the third most chronic condition in older adults, and we know from 
large scale population research that approximately one-third of individuals over the age of 
65 and half of individuals over the age of 85 will have some level of clinically significant 
hearing loss. 
 
Now, the important thing for us to think about when interacting with older adults – 
either in a clinical setting or even at home when talking to a family member or loved one 
– is that these data and these prevalence rates look very different if we actually ask 
people to self-report hearing loss. 

 
So, Statistics Canada at the end of 2013 published results from a survey looking at 
disability levels in Canadians across the age span. And, when asking individuals to 
identify whether or not they had a hearing loss, what they found was that for those 75 
years of age and older, only approximately 11% of these individuals stated that they had 
a hearing loss.  
 
So, from the larger scale population-based research, we know this is unlikely to be true 
– it’s probably closer to 40%.  So, this is one of those cases where it may not be enough 
for us just to say, “Do you have hearing loss?”, the individual may just say, “Oh no, I just 
can’t keep up with those conversations the way that I used to because I’m tired or I just 
can’t remember as much as I used to”.  So, here’s a situation where we may really need 
to probe, we may really need to find better ways of questioning individuals whether 
they are experiencing some hearing loss.
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Kate Dupuis: And one of the reasons as a scientist that I’m so interested at looking at this 
link between hearing loss and cognitive loss is that it’s not necessarily a new idea – we’ve 
known for years that there’s this strong connection between sensory and cognitive function 
in old age.  That graph I showed you before where we looked at different thinking skills and 
how they change over the lifespan, if we were to look at a similar graph for vision or for 
hearing, what you’ll see is that there are declines in visual and auditory acuity across the 
lifespan. 

 
However, what we are starting to have definitive data about coming from large scale 
epidemiological studies – looking at thousands and thousands of individuals over a 
decade span of time – is that age-related hearing loss appears to be independently 
associated with cognitive impairment; such that, the likelihood of an individual 
developing dementia is directly proportional to their degree of hearing loss.  So, even if 
we control for things like education level, for medical conditions that we know are risk 
factors for both dementia and hearing loss (such as hypertension, diabetes), we still find 
that the more severe a hearing loss, the greater the risk.
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Kate Dupuis: So, when we’re thinking about this connection we have to start asking 
ourselves, “What are the possible explanations for this?”, because once we can identify 
possible explanations, maybe we can start to intervene in specific areas.  So, first of all, we 
know that one possible explanation is related to a sort of cognitive processing idea. So, 
we have a pool of cognitive resources that we use every day, and we know that if you’re in 
a difficult listening environment, you have to pay really close attention – you’re straining to 
understand, you may miss something that someone said so you have to try and figure out 
what it was that they said. So, essentially you have fewer processing resources available 
to you, and this strain over repeated exposures to this type of environment may actually 
cause or lead to cognitive decline. 

 
We also know there may be an underlying physiological process, perhaps there’s 
something in the brain that’s changing that’s impacting not only our cognitive thinking skills 
but also our hearing abilities. We can also look at a possible explanation related to the 
“Use or Lose It” hypothesis. So, we know that a lot of older individuals with hearing loss 
become socially isolated – Debbie will talk about this more in her section – but the idea is 
if you’re not going to Bridge, if you’re not going to the synagogue like you used to, you’re 
going to be at home, you won’t be as cognitively engaged as you used to be.

 
Finally, there’s some very recent research showing that depression seems to have predictive 
factor for the risk of dementia.  So, a low mood can influence you’re likelihood of developing a 
cognitive loss, and we know that many individuals with hearing loss also suffer from mood 
difficulties. So, this is another possible explanation where we could be intervening.
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Kate Dupuis: As someone working with older adults, from a practical perspective, we have 
to think to ourselves, “Well, what is the likelihood that the client we’re seeing will be 
experiencing both hearing loss and changes to their thinking skills?”.  The truth is there is 
not a lot of research out there looking at this. The data that I was speaking of related to 
this increased incidence of dementia in individuals with hearing loss, these data are quite 
new. So, this is really a new field for us to be exploring.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Kate Dupuis: We have done some research in a community-based sample looking at this 
exact question. The research that I conducted at the University of Toronto with a team of 
scientists there, I looked at over 300 older adults recruited from the community – they’re 
quite young, so an average age of 71 years – and what we found is that if we gave these 
individuals a screen for their hearing, a screen for their thinking skills, we find that 
approximately one-quarter of these individuals will fail both screens. Now, these are 
people who are self- identifying as healthy older adults, who are ready and willing to 
come in to do a research study, and this is quite a high level for us to be finding that these 
individuals are having difficulty on both of these types of screens.

 
 
 
 
 
 



 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Kate Dupuis: More recently here at Baycrest, one of Debbie’s colleagues, Akram 
Keymanesh, has been instrumental in spearheading some research in a more clinical 
sample. So, we’ve been looking at older adults who are coming to the Baycrest audiology 
clinic to purchase a new hearing aid. So, these adults are quite a bit older than the ones we 
saw in our experimental setting and what we’re finding in these individuals is that if we’re 
giving them that exact same cognitive screen, over 80% of them do not meet the minimum 
criteria for passing this cognitive screen. Now, these individuals are older, a lot of them are 
very frail, they may have mobility issues, they also have a lot more medical issues than an 
older adult perhaps that we’re seeing in the lab. And, you might be thinking, “Well, this is a 
cognitive screening test, it’s not a full neuropsychological test battery”, but it’s important to 
note that research has shown that many physicians rely heavily on cognitive screening tools 
just like the one we use – it’s called the Montreal Cognitive Assessment – when making 
their diagnosis of a cognitive loss.  So, these data may actually be representative of 
concurrent loss of both hearing loss and cognitive loss in an older population. 

 
So, now you may be thinking, “Well, I’m thinking of one of my loved ones or one of the 
clients or one of the individuals who comes into my clinic, and I’m starting to wonder, well 
how can I know?  How can I know if what I’m seeing is a cognitive loss or if it’s a hearing 
loss?  And if it is a hearing loss, what can I do?”. So, I’m now going to turn you over to 
Debbie who will be providing you with some answers to these questions. 
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Debbie Ostroff: Okay, good afternoon everyone. Thank you for joining us today. So, what 
I’d like to do now is give you some information about hearing loss due to aging, what the 
warning signs are and why we believe it is more important than ever to have an early 
diagnosis of hearing loss.  I’ll give you some communication strategies when speaking with 
hearing impaired people, as well as information on resources available for patients with 
hearing and cognitive decline. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Debbie Ostroff: Hearing loss due to aging is also known as presbycusis.  It gradually occurs 
in most people as they grow older and often affects both ears equally. There are many 
causes of presbycusis, but when an elderly person has difficulty recognizing speech it is 
usually the result of a complex interaction of the inner ear, central auditory and cognitive 
changes that occur with age.

 
 
 
 
 
 
 
 
 
 



18 

 
 

 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
Debbie Ostroff: So, unfortunately hearing loss is an invisible condition. There’s no obvious 
sign – like a walker or a cane – to let you know that it’s there. We cannot see hearing loss, 
but we can see the impact or consequences the hearing loss will have on a person’s 
everyday life. These effects can be attributed to unfriendliness, confusion or personality 
changes.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Debbie Ostroff: Some of the most frequently heard complaints of older listeners include: “I 
can hear people talking but I can’t make out the words”, they report that people mumble, 
they need to see the speakers face to speech read, so they say, “I can hear better with my 
glasses on”, they ask people to repeat frequently, they need more volume for the television 
and the radio, they say that people talk too fast and they have trouble following 
conversation in a group setting.
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Debbie Ostroff: If you’re dealing with somebody who has hearing loss, it’s always helpful 
to understand how we hear and how sound travels to the brain. Ears have three sections 
leading up to the brain: the outer ear, the middle ear and the inner ear. The outer ear 
consists of the pinna, which is the part you can see on the side of your head. The pinna 
helps sound travel into our ear canals.  The sound waves will then hit your eardrum and 
cause it to vibrate.  
 
The middle ear is a very small space behind the eardrum that is filled with air. This cavity is 
connected to your nose and throat by the Eustachian tube. The middle ear contains three 
small bones. They pick up vibrations from the eardrum and transfer them to an opening of 
the inner ear where the cochlea – our organ of hearing – is situated. The vibrations that 
come from the middle ear create movement of fluid contained in our cochlea.  Tiny hairs in 
this fluid begin to bend as the sound waves pass by and this will create nerve impulses that 
are carried to the brain for interpretation. 
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Debbie Ostroff: So this is an audiogram – it is a chart of results which provides information 
about the severity of a person’s hearing loss.  The two main components that are graphed 
are frequency and intensity. And, when you have your hearing tested, the audiologist 
determines the softest sound that you could hear at each specific frequency. A person with 
age-related hearing loss will typically have more difficulty hearing high frequency speech 
sounds, such as s, f, th. High frequency information is most critical for understanding 
words, so if consonants that form the beginning and ends of words are missed, speech 
sounds muffled and unclear. Often people complain that they can hear the talker but they 
cannot understand what is being said – and this is a very common complaint of seniors.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Debbie Ostroff: Since people are living longer than ever before, and the proportion of older 
people in our society is growing, it is imperative that we begin to think about the functional 
effects hearing loss will have on our senior population. Just recently I found out that, 
according to the World Health Organization, there are more people in the world with a 
disabling level of hearing than the entire population of the United States. And personally, I 
find that pretty alarming.
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Debbie Ostroff: The effects of hearing loss on communication and interpersonal 
relationships can be devastating. Since age-related hearing loss usually progresses 
gradually, those affected tend to adjust their lifestyle to accommodate it rather than 
doing something about the problem. Or, when they finally do decide to seek help, 
they’re in a much more desperate state. As hearing loss progresses, coping with social 
activities becomes more and more challenging. Seniors often avoid socializing as a way 
to minimize stress and anxiety that becomes associated with it, and then this leads them 
to become more isolated, introverted and unsociable. And then they begin to say things 
like, “There’s nothing for me to hear, so why would I need a hearing aid”.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Debbie Ostroff: Hearing loss interferes with performance of activities of daily living 
because it affects our ability to communicate and compromises our ability to live safely 
and independently.
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Debbie Ostroff: If you can’t hear, you can’t communicate in the hearing world, and this 
affects virtually all aspects of daily life. Hearing well keeps us connected to each other 
which is healthy for our emotional well-being.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Debbie Ostroff: We know that sensory and cognitive changes are closely linked, and that 
both contribute to communication difficulties. When they co-exist, as they frequently do 
in the elderly, the effect on communication ability is even more devastating. Untreated 
hearing loss can make it more difficult to diagnose dementia and often aggravates the 
behavioural manifestations of dementia.
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Debbie Ostroff: So how does someone get help for hearing loss?  Well the first step is 
usually to see your doctor who will do a physical exam and provide any medical 
treatment that may be necessary, so maybe they’ll remove wax or treat any infection 
present. The doctor should then refer to an audiologist for an assessment and 
management of hearing loss if required. Audiologists perform a battery of tests to give 
information about the degree and type of hearing loss.  The audiologist will then explain 
the results of the tests and discuss treatment options. They may also dispense and fit 
the prescribed device.

 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Debbie Ostroff: Unfortunately, most people with hearing loss wait an average of ten 
years before they decide to get help. Frequently, it’s only when others complain that 
the hearing loss is becoming a nuisance that help is sought. Their family becomes tired 
of repeating and raising their voice or even has difficulty reaching them by telephone or 
the volume on the television is turned up so loud that it bothers others. 
 
Our philosophy at Baycrest is that regardless of age, you don’t know how much hearing 
aids can help you until you actually try them. Everyone is a candidate for a hearing aid 
until proven otherwise.
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Debbie Ostroff: Several barriers prevent seniors from receiving the care that they need for 
their hearing loss. Seniors often deny the fact that they have hearing loss.  I’m always 
amazed at how often I hear such similar complaints from my patients with hearing loss.  
They insist that they are not to blame for their trouble hearing. They truly believe that 
others mumble or don’t speak clearly enough or don’t know how to project their voice 
well. 

 
There also seems to be some misconceptions about treatment options. If a patient is 
completely opposed to the idea of a hearing aid and their physician believes that 
audiologists only help by providing them with a hearing aid, the physician might not refer 
to us.  Physicians may be overlooking hearing loss as a possible factor contributing to a 
range of health issues, including depression and cognitive impairment. Patients with 
dementia are being overlooked because we don’t think that they can be helped. 

 
In addition, in spite of costs resulting from the effects of hearing loss, it does not appear on 
the priority list of health policy and health system programs. The bottom line is that 
hearing loss affects our society and can cost our economy a lot of money.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



25 

 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
Debbie Ostroff: So how can hearing aids help? By delivering an audible speech signal, 
hearing aids may reduce our demand on cognitive resources. So for an elderly listener, this 
means it can alleviate the effort it takes for them to listen, which will ultimately minimize 
their amount of fatigue, and this is a direct improvement to their quality of life. Hearing 
aids are now better at detecting and enhancing speech while reducing non-speech noise.  
We imagine that using hearing aids and other forms of rehabilitation techniques may help 
cognitive function. The good news is that there is currently plenty of ongoing research in 
this area to determine what the potential benefits are.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Debbie Ostroff: Hearing aids do not restore hearing to normal like glasses can give us 20/20 
vision. Hearings aids do not cure hearing loss, but they do provide relief for the effects of 
hearing loss.  People with reduced manual dexterity from arthritis or a stroke, those with 
low vision and those with cognitive impairment will have much more difficulty managing 
their hearing aids. 

 
Caregivers can help with hearing aid management, but if they are not well-informed 
about this, they may feel intimidated. Hearing aids won’t slow down the speech of a fast 
talking person – there will always be people who actually do mumble or turn their back 
to you while their talking or speak with an accent – but hearing aids can make it easier 
for a person with hearing loss to communicate with those types of people.
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Debbie Ostroff: There’s an urgent need to develop more effective approaches to rehab. 
The current approach is typically based on a medical model, where hearing aids are the 
main focus of treatment. There’s an overwhelming impression among physicians and the 
public that hearing aids are the only option for treating hearing loss. 

 
We need to change our approach for getting people help. People often come in to our 
clinic saying, “If I get a hearing aid, I want the smallest one”. Perhaps we need to 
emphasize the fact that it doesn’t actually matter what size the hearing aid is, but more 
importantly we should be saying, “A hearing aid will allow you to have easier conversation 
with your grandchildren”, or “You’ll have less difficulty speaking with friends when playing 
cards together”, or “You can hear conversation over the telephone without thinking 
everyone is whispering”. 

 
In addition, clinicians can do their part – not by advertising free hearing tests with offers 
of buy one get the other half off – essentially what we should be doing is educating the 
public on how a hearing aid can improve their quality of life, improve their relationships 
with other people. Maybe hearing aid manufacturers can assist us too by advertising the 
social benefits of having a hearing aid, so that we can finally begin to eliminate the 
stigma that is still associated with hearing loss.   
 
People should not feel ashamed to wear a hearing aid; they should know that hearing 
loss is a serious health issue that must be addressed. And if it is, they’ll live healthier 
lives.
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Debbie Ostroff: Nurses, caregivers and PSWs can also assist us in long-term care facilities 
by ensuring that patients are not only wearing their hearing aids properly, but that they are 
working too.   
 
So what else can we do to minimize the impact of hearing loss?

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Debbie Ostroff: Other than hearing aids, the use of an assistive listening device, such as a 
Pocket Talker or a FM system, can be very helpful in noisy environments. With an assistive 
listening device, we can place the microphone closer to the sound source – which 
decreases the distance between the speaker and the listener. One of the biggest 
complaints we get from patients is that they cannot hear the television well enough. There 
are many types of wireless headsets available for streaming sound from the television 
directly to their ears.
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Debbie Ostroff: There are other alternatives to hearing aids and they are: amplified 
telephones, alerting devices and infrared systems.  Telephone communication is extremely 
important to seniors – being the main link with their families and the outside world. Not 
being able to hear the phone, doorbell or fire alarm compromises safety and worries family 
and friends who may feel that it is no longer safe to live alone. But if we can keep elderly 
people in their own homes for as long as possible, it may help to maintain their 
independence and well-being. Keeping them at home may also help to alleviate the 
economic implications.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Debbie Ostroff: Because the speech signal is often degraded by environmental factors, 
interviews, assessments and counselling face-to-face should be conducted in quiet 
environments with minimal distractions. We can reduce competing noise by turning off 
music or closing windows.  We can avoid large rooms that have only hard surfaces that 
create a lot of reverberation. Smaller rooms with carpeting, acoustic tile on the ceilings, 
acoustic panels, padded furniture and drapes are better at absorbing echoes.  And, try and 
position yourself in front of the listener within 3 to 6 feet from them and ensure good 
lighting. Avoid talking from another room.
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Debbie Ostroff: Here are some communication strategies that you can use when speaking 
with a hard of hearing person. Speak slowly, clearly and naturally without exaggerating 
your lip movements. Try giving the listener the topic of conversation; this enables them to 
better predict what you’re going to say and draw on knowledge to fill in gaps where words 
are not heard. Keep sentences short and simple – the longer the sentence, the more 
cognitive function is required.  
 
Paraphrase if you have to repeat – as different words or sentence structure may be easier 
to process.  Repeating the same message which the listener failed to understand causes 
anxiety and stress and is less likely to result in the listener bluffing by pretending that they 
have heard. Ensure the person with hearing loss has understood. It helps to ask them to 
repeat the information back to you to verify that they’ve heard it correctly.   
 
Get the listener’s attention – you can do this by lightly touching their shoulder or arm, 
discretely waving your hand in front of their line of vision, or say their name before 
beginning a conversation. The person with hearing loss will not have the opportunity to 
speech read if they don’t know you’re talking. It takes a few seconds to locate the source 
of speech and focus on the speaker. Provide important information in writing, such as 
directions and appointments. Background noise is especially bothersome to the hard of 
hearing elderly listener, so save important discussions for quieter places if you can.
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Debbie Ostroff: Here are some additional strategies that are particularly important for 
elderly listeners – especially those with cognitive deficits. Listening for the hard of hearing 
person can be very stressful and tiring. Understanding and patience on the speaker’s part 
can reduce these factors significantly. Do not pretend to understand what the hard of 
hearing person is saying. Talk to them directly – not about them to another person. Help 
them build confidence and have a constructive conversation. Be patient, maintain a sense 
of humour, stay positive and relaxed. 
 
So I’m now going to let you listen to Kate who will finish off our presentation today with 
some more information to consider when dealing with individuals who have both hearing 
loss and cognitive impairment.
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Kate Dupuis: Thank you Debbie. So, all of this information that Debbie’s provided us with 
different solutions for treatment of hearing loss, we can try and integrate these into our 
everyday interactions with older adults no matter what we’re doing – if we’re clinicians, if 
we’re caregivers, if we’re family members with loved ones. One of the most important 
things to do is to just have a heightened level of awareness – knowing that the hearing loss 
prevalence rates are quite high in older adults. Just understand that may be something 
that’s going on and try to use either environmental modifications or communication 
strategies, such as the ones that Debbie described when interacting with the older adults. 

 
As a clinician, you can also use different measurement techniques. You can observe the 
individual – does it seem that they can understand you more when you’re talking to them? 
If you stand behind them and say some words will they even be able to understand?  
 
You can question them by asking specific questions, such as the ones that Debbie raised as 
signs of hearing loss – “Do you have difficulty understanding speech when you’re in a busy 
or loud environment?”, “Is it hard for you to understand when more than one person is 
talking at the same time?”. These may be more helpful strategies and questions to use 
then just asking the older adult, “Do you have hearing loss?”. They may not know. There 
are also a number of self-report questionnaires that you can administer to older adults 
with hearing loss to figure out what types of difficulties they’re actually having.
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Kate Dupuis: We know that communication takes two or more, and communication can be 
with family members, with friends, with healthcare providers, with caregivers or even – 
especially nowadays – it can be in person or even over the telephone, over new 
technology, such as Skype or FaceTime.  So these types of communication situations and 
interactions are something that we have to think about. We have to think about the 
influence of hearing loss, not only on the individual who is experiencing the changes, but 
also on their family members and on the other people with whom they communicate.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Kate Dupuis: So Debbie and I have both talked about this issue of social withdrawal and 
isolation. We know that this is especially problematic in older adults with hearing loss.  
It can be especially difficult for individuals who do not have strong support systems.  So, 
given the fact that centenarians are the second fastest growing group of individuals in 
Canada, it’s quite likely that a lot of these individuals will no longer have the same social 
support groups they used to. Many of their friends may have passed away, even their 
family members may have passed away. 
 

We know that social withdrawal is particular problem in hearing loss, and as we 
discussed earlier could be potentially linked to cognitive decline. So, it’s crucial for us to 
work to help individuals with hearing loss maintain community ties and access to their 
communication partners.
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Kate Dupuis: The term “third-party burden” has been coined by the World Health 
Organization to describe burden that’s experienced by the individual who is not directly 
experiencing the disability. So in the case of someone with hearing loss, third-party 
burden would refer to the disability experienced by an individual that is related to their 
communication partner’s hearing loss.  So, a daughter with normal hearing may experience 
third-party burden due to her father’s hearing loss for example.  
 
And in a research that’s been conducted with individuals who have normal cognition, we 
know that hearing loss can strain relationships. Hearing loss in one member of a couple can 
lead to lower levels of general well-being in the other member, and although this is yet to 
be studied we can imagine that cognitive loss would serve to add to the degree of burden 
that is being experienced by communication partners.
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Kate Dupuis: Indeed, communication difficulties are one of the most distressing problems 
that are reported by caregivers of individuals with dementia. And we know that 
breakdowns in communication can lead to frustration and difficulties in accomplishing 
even the most simple everyday tasks, such as administering medication. We also know 
that breakdowns in communication are one of the biggest predictors of when an 
individual is moved out of their home and into a long-term care facility. So as Debbie 
mentioned before, these communication breakdowns cannot only have an impact on 
psychological well-being but can also impact where an individual’s actually living.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Kate Dupuis: There is a large literature on caregiver burden of dementia, and we know 
from research done in Canada and across the world that the majority of individuals with 
dementia are living at home and they’re being cared for by what’s called “the informal 
caregivers” – so by family members or friends. And we know that these individuals 
becaring can actually relate to burden in terms of physical, psychological and social 
function in the care providers. We can imagine as well that communication breakdown 
can even cause greater levels of caregiver burden.
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Kate Dupuis: Now one of the issues here is around caring for the caregiver. So, we need to 
make sure that not only are we putting our efforts towards caring for the individual with 
the dementia or with the hearing loss, but also for the caregiver. So, the Canadian Institute 
for Research on Public Policy has stated that we need stronger support and education 
programs for these informal caregivers. So, we know that formal caregivers are often times 
educated about these different possibilities of burdens. So, for example, the Alzheimer 
Society of Toronto is holding a personal support worker forum tomorrow in which experts 
will be talking about a number of different issues that can arise during care provision. But, 
we need strong programs such as these for informal caregivers as well.  This could serve to 
alleviate burden, could also increase the efficiency of homecare which in the long run may 
help to reduce costs.   
 
So, from a health economics perspective, the worldwide cost of dementia care in 2010 was 
over $600 billion, and a lot of these costs are related to the movement towards long-term 
care or even for informal caregivers who can no longer work and have to stay home to take 
care of, for example, an aged parent who’s suffering from dementia. So, one type of 
education that we can provide is around the use of audiologic rehabilitation solutions.  
 
So as Debbie discussed very clearly, there are a number of environmental modifications 
and particular communication strategies that can be used in an attempt to alleviate these 
communication breakdowns. We also know that the provision of hearing aids – although 
not a perfect device – may also be able to help. However, you may run into this idea on the 
perspective of clinicians or on the perspective of caregivers, “What’s the point? Why would 
I make my mom with dementia go through this process to come in, get a hearing aid, what 
if she loses it? It’s expensive”.
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Kate Dupuis: Well, there’s actually quite a growing literature on the benefits of hearing aid 
use in individuals with dementia. So, not only can we implement the communication 
strategies but we can also implement the use of hearing instrumentations, such as a 
hearing aid. We know that the use of hearing aid provision in individuals with dementia can 
lead to qualitative improvement in quality of life. So, for example, individuals will state they 
are enjoying church more, they’re getting out, they’re speaking more to their wife and 
friends.  
 
We also know that hearing aid use in individuals with dementia can lead to reductions in 
problem behaviours; so, for example, aggression and wandering behaviours. And the 
perspective of a caregiver, the provision of hearing aids can lead to stable caregiver burden 
over a period of six months. So, not necessarily a decline but at least not an improvement 
over a period of half a year, and also caregivers report that they find that their care 
recipients hearing is improving and their communication skills are improving from the use 
of the hearing aid. So, we see here that most of the benefits are for the caregivers. So, 
they’re secondary to the gain in the care recipient’s functioning. So, this is the idea of that 
third-party burden that I spoke of earlier, that if we can alleviate the hearing loss in the 
individual with dementia, if we can serve to reduce the number of communication 
breakdowns, perhaps we can have a strong effect on improving the third-party burden. 
 
So, what we need to do is encourage interaction between caregivers and clinical staff to 
support developing these types of skills.  So, not only the environmental modifications and 
communication strategies, but also the use of hearing aids. Often times, if an individual 
with dementia is using a hearing aid they may forget to replace a battery or to clean it, they 
may put it down and not know where it went; so, it maybe it’s actually the caregiver who’s 
now assuming a lot of these responsibilities related to the hearing care.
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Kate Dupuis: And if hearing care does fall on the caregiver, how can we serve to involve 
them in all aspects of that care recipient’s rehabilitation? So here at Baycrest, our 
audiologists strongly encourage all clients to come in to all their sessions with a family 
member – be it a spouse, a child or a caregiver – to come in and be part of the treatment. 
And, we know that this works because individuals who are accompanied by a significant 
other have been shown to experience improvement in their functioning above and beyond 
the improvement shown by individuals who are coming in on their own.  
 
And, we also know that for spouses of individuals with normal cognition – who are coming 
to audiologic rehabilitation programs – they experience reductions in their stress and their 
negative affect. So, you can simply imagine these types of benefits for individuals who are 
caring for those who do not have normal cognition, who are experiencing cognitive loss.
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Kate Dupuis: So, we can educate clinicians and caregivers about the benefit of improved 
hearing or the benefit of improved communication skills.  We can be invited to do webinars 
such as these, presentations at conferences; we’re working with the Alzheimer Society of 
Canada to provide information in their web content for physicians and family members 
about the importance of audiologic rehabilitation.  
 
So, we want to get out the message that if we’re improving hearing, we may be reducing 
frequency of communication breakdowns. We may serve to improve feelings of self-
efficacy in a caregiver. So, someone says, “Wow, I know how to change a hearing aid 
battery. I can manage my mom’s hearing loss better now”. And we also know that this can 
lead to benefit to mood and social interaction, which as I described earlier, may be 
potential risk factors for developing cognitive loss.  And research here that we’ve been 
doing at Baycrest is actually shown that hearing aid users seem to benefit from their aids 
regardless of their cognitive status – regardless of how well they’re doing on that cognitive 
screen.
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Kate Dupuis: So to conclude, we’d just like to give a little bit of a message in terms of the 
implications of what you’ve heard today for policy and practice. So, one of the things that, 
you know, we talk about a lot are the idea of screening programs. So, we know that the 
Ministry of Transportation Ontario has recently implemented a new cognitive portion to 
the driving evaluation for individuals aged over 80 years.  Well, what if we were to say, 
“Why don’t we add a hearing evaluation? Why don’t we do hearing screening at that age 
or at a younger age to try and get these individuals who may be saying when asked, ‘Oh 
no, I don’t have a hearing loss’, but actually are experiencing changes to their hearing?”.  
 
This can also have implications for the Aging at Home strategy. So, Ontario did adopt a 4-
year aging at home policy where they’ve spent over $1 billion looking into ways to 
maintain people living at home.  And, as Debbie discussed earlier, audiologic rehabilitation 
can provide solutions to this by providing assistive devices that improve safety.  And by 
aging at home, we can see reduced care costs.
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Kate Dupuis: So, thank you all very much for your attention today, and Debbie and I 
are both happy to take any questions you may have. 

 
Jillian McConnell:  Thank you very much, Debbie and Kate, for that wealth of information. 
I know that we are a little bit short on time but I still want to invite anyone who has a 
question to certainly feel free that they have an option to ask.  We have a couple of 
different, I guess, options. If you prefer, you can type your question into the chat pod or if 
you want you can ask a question over the phone by pressing *7 to unmute your line, and I 
would ask only those that wish to ask the question over the phone to hit *7.  I also want to 
mention I’m going to start posting some pole questions and I encourage you to all answer 
before you leave, so keep that in mind as we continue on our discussion. 
 
We’ve already had one question come up, and that was with respect to what the fail score 
was of a MoCA – the Montreal Cognitive Assessment – so Kate, can you maybe talk about 
that a little bit? 

 
Kate Dupuis: Sure. So, the MoCA is scored on 30 points (the maximum is a score of 30 
points) and typically the fail score is a 25 or below. So, usually the pass rate is 26 and 
above; so, anything below that is a general flag for the individual that there may be 
something going on in terms of their thinking skills.  Now, of course this isn’t a diagnosis. 
So, of course a physician or a psychologist would have to conduct other tests to confirm. 

 
Jillian McConnell: Great, thank you very much. Now also somebody has just asked about 
getting a copy of the PowerPoint presentation so I’m just posting that link for everyone to see.  
It’s a link that will take you to the CDRAKE website where you’ll be able to find the PowerPoint 
slides.  Okay, another question. What would you recommend for an individual who has been 
given a borderline diagnosis of hearing loss and it is not recommended that the individual 
needs a hearing aid right now? And, as a follow-up, also how much are the Pocket Talkers? 
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Debbie Ostroff: Okay, so for a patient who has been given a diagnosis of borderline normal 
hearing, we typically don’t recommend the use of a hearing aid because we don’t want to 
amplify frequencies that don’t need to be amplified. But, what we usually talk about with 
people like that is all of the other assistive listening devices.  So, it depends on what situation 
their having difficulty with. Let’s say it is television, which is one of the most difficult situations 
that people have, we’ll recommend an assistive listening device just for the television. So, 
they’ll wear a headset and there’s a box that you plug into the television and it brings the 
sound of the television directly to their headset on their ears, and that’s really helpful. And, 
they range anywhere from, well a good one, from $80 to $300 or $400.  A Pocket Talker usually 
costs around a $150. 

 
Mary Schulz (Alzheimer Society of Canada): Jillian, it’s Mary here from ASC, can you hear me? 

 
Jillian McConnell: Yes, I can Mary, go ahead. 

 
Mary Schulz: Hi there, I’m wondering for the presenters, since hearing loss so prevalent in an 
older population (whether or not they have dementia) and that the Alzheimer Society runs so 
many support groups for caregivers but also for people with dementia, would it be best practice 
to have Pocket Talkers and other kind of amplifying devices as kind of a normative procedure 
with any support groups that we have in-person? I wonder if the presenters could speak to 
that. 

 
Kate Dupuis: So from my perspective, I think Mary that would be a fantastic endeavour to do.  I 
know that Marilyn Reed, the practice adviser in audiology did actually give a presentation for 
the Alzheimer Society and had brought a Pocket Talker with her, and had a fantastic story that 
she told us about an individual. She put the Pocket Talker in his ears and all of a sudden he 
could hear, and the reaction not only from him but also from his wife who was there and said, 
“I’ve been trying for years to talk to him about his hearing loss”.  It was an instantaneous 
reaction. So from my perspective, you know, it would be a wonderful thing for the Alzheimer 
Society to do. 

 
Mary Schulz: Thank you. 

 
Jillian McConnell:  Perfect – thank you. Another question and I think this is really a great 
question actually because I hear this a lot. In hospital we encourage families to leave hearing 
aids at home due to loss.  This can impact the MoCA, as cognitive testing is increasingly used 
in hospital and can be a barrier for discharge. Do you have any suggestions? 
 
Debbie Ostroff: I actually never suggest that the hearing aids be left at home. If you can 
create some sort of system where the hearing aids are kept in a drawer in a box that you know 
will always be placed there, with signs around it so that the nurses know where the hearing 
aids can be found, and you know, all the family members know that it’s in a safe place. 
Because yes, the hearing aids will be very helpful for that patient for many reasons to 
communicate better with the doctors, with nurses, so I don’t actually ever recommend that 
they leave them at home. 
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Kate Dupuis:  Sunnybrook Hospital does have a smart box program where every individual 
who comes in is given a box and that’s where their valuables – including glasses and hearing 
aids – will be placed. And as Debbie said, a large sign that can be easily placed above the bed 
that says, “This person needs to use aids”, and that way if someone is coming in to do any sort 
of assessment, they hopefully will ensure that the individual is, you know, able to see and hear 
appropriately. But, that definitely is a problem and we’ve conducted some research showing 
that if your testing in a loud environment, for example, the individual is not going to be able to 
respond as well on these types of screening tools, and that hearing impaired people will do 
worse on these types of screening tools simply because of their hearing loss.  So, I can imagine 
these scores would be even lower if the individual isn’t given the opportunity to be using their 
devices. 

 
Jillian McConnell:  Those are both excellent points and I think it’s something we can be doing 
across the province, if not across the country, so thanks for touching on that and what a great 
question. And, I think this is also a great question – is there any research that patients with 
end stage dementia benefit from hearing aids? And if so, how would you assess if they don’t 
respond? 

 
Kate Dupuis:  So at this point, the majority of research that’s being done is with individuals in 
the mild to moderate stages of dementia. We do know that even those individuals with 
moderate to severe levels of dementia are able to respond to some types of audiologic tests.  
Although as Debbie said, there’s different ways that audiologists can modify their protocol for 
individuals with cognitive loss but at this stage, I do not know of any research that’s being 
conducted on hearing aid use in older individuals with very late stages of dementia. 

 
Jillian McConnell:  Great, thank you. I think that’s a really interesting point actually. And then, 
just a couple more questions. I know we’re a little bit over but there’s some more questions 
coming in, so bear with me if you have the time.  There’s another question here – I work as 
part of the Behavioural Supports Ontario project, the BSO, I’m wondering if it is valuable to get 
some Pocket Talkers for clients to use in a group setting – in a day program? 
 
Debbie Ostroff: I think it’s definitely a valuable thing to have. It’s a good thing to have because 
patients who are in denial – so it will help in that environment – but it will also help them 
maybe realize, “Oh, this is helping me.  Maybe I need to go and seek help and look into getting 
a hearing aid or an assistive listening device”. So, there are many benefits to that. 

 
Jillian McConnell: Great and someone has raised their hand. Carol, have you unmuted 
yourself? Carol, did you have your hand raised to ask a question? Okay, perhaps there is a 
question here – do you have suggestions for standardized screening for cognitive impairment 
other than the MMSE or the MoCA?  Hopefully that takes care of Carol’s question. 

 
Kate Dupuis: Well, in terms of just those two items, I would definitely recommend the MoCA 
because it is a more sensitive measure than the MMSE. There are different screens that one 
can use. A lot of physicians will use the Mini-Cog, which is a simple clock drawing test and a 
recall of just three words. So, that I know is being commonly used and often times the 
cognitive screen that some individuals will use when they’re very short on time is simply just a 
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clock drawing test. And that does, you know, have quite good predictive value, not as well as a 
larger screener, but for someone who is pressed for time or wants to get a very cursory view of 
that individual’s cognition – a simple clock drawing test – I have seen that used in the literature. 
 
Jillian McConnell: Great, thank you, and maybe we’ll do just one last question here.There’s a 
request or I guess a suggestion about other assistive devices being used as well as like a FM 
sound, if that could be touched on or spoken to. 

 
Debbie Ostroff: I didn’t go into details about FM system, but definitely FM system is a great 
alternative and would answer the question previously about a group setting. So, we do have 
FM systems here at Baycrest that we provide for group situations, where the microphone 
would be placed closer to the speaker and that works similarly to a Pocket Talker and those are 
very helpful. 

 
Jillian McConnell: Perfect, thank you. Okay, so in the interest of time, I know that there’s more 
discussion that could be done and could be had, but I am cognizant of the time and I know 
people have to get back to their other appointments throughout the day, so I think we need to 
end our discussion at this point. Thank you for participating in the evaluation questions on the 
screen, so I appreciate that and as I said earlier we’ll provide the slides online and post a 
recording of this presentation within a week or so and you will all receive notification of that. 
Just really quickly, I just want to thank our presenters again, Kate Dupuis and Debbie Ostroff, 
and thank you all as well for your questions and comments.   
 
I do want to let you know that the Alzheimer Society and CDRAKE will be hosting a couple of 
webinars over the next few months.  There will be a webinar on vascular dementia that is 
actually being offered in French in the month of June; as well as a webinar on the LGBTQ 
individuals who have received a dementia diagnosis and their care partners. So that’s going to 
be really interesting as well, and that’s going to be in June as well.  So keep an eye out for those 
notices in your inbox in the very near future. Once again, thank you again to our presenters and 
to all of our participants. Thank you as well, so have a great day everyone. Bye. 


