
Alzheimer’s and Aging:

The rôle of the audiologist

L
ast summer, a psychology student conducted 

cognitive testing on audiology patients at Baycrest. 

She diseovered that the majority of the patients 

had some degree of cognitive impairment. The 

extent of the problem surprised Marilyn Reed who 

has devoted her career to helping seniors navigate 

the perplexing world of hearing loss.

“We didn’t know that such a huge percentage of our 

patients had cognitive impairment,” she says. “We didn’t 

know because most of them behaviour normally. Since 

mild cognitive impairment affects memory but doesn’t 

necessarily affect their behaviour, you wouldn’t notice it 

during the time you spend with them in a clinic for one 

appointment.”

Mild cognitive impairment often goes undetected for 

months, sometimes years. Audiologists begin to notice



»  Five-Minute Hearing Test

G ive  yourself the follow ing points for each answ er to the 

questions below:

To be answ ered by a fam ily m em ber or friend:

Scoring:

M ini-Cog (Borson, 2000):

Scoring:

Score

it when patients start repeatedly complaining that their 

hearing aids aren’t working.

“They’re getting frustrated, upset; they’re not wearing 

their hearing aids. They’re forgetting to change the 

battery or forgetting to clean them. It’s then we réalisé 

they are having difficulty with cognitive impairment.” 

The Baycrest Audiology team was awarded a clinical 

research grant at the fall meeting of the Canadian 

Academy of Audiology to assess the cognitive status 

of their patients and determine a) if this corresponds 

to the audiologists’ impression and b) if it influences 

management protocols. A research assistant will 

use cognitive tests such as the Montréal Cognitive 

Assessment (MoCA) to assess the cognitive status of 

audiology patients. The team will report back to the CAA 

meeting in St. John’s, Newfoundland with the results.

The current health care system is allowing patients with 

mild cognitive impairment to fall through the cracks.

General practitioners do only cursory screening for hearing 

loss and even less to evaluate mild problems with cognition, 

she says. If a patient is in the later stages of dementia, 

doctors usually see little point in prescribing hearing aids. 

Unfortunately, missing the warning signs of early 

cognition problems come at a price to our society.

•  The 85 plus population is the fastest growing segment 

of the Canadian population.

•  The prevalence of Alzheimer’s and other forms of 

dementia increases with âge. Its rate doubles every five 

years.

•  It is a serious public health concern, as the 7th leading 

cause of death in Canada with no prévention or cure.

•  It costs the Canadian economy $2 billion a year in 

health care costs.
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•  Patients and their families also suffer.

•  The association between age-related hearing loss and 

social isolation is commonly accepted and profoundly 

important.

•  Direct causal and neurobiological pathways link 

loneliness with psychological pathology.

•  The more social stimulation and communication 

opportunities a person with Alzheimer’s Disease has,

the more likely surviving brain cells are to restore 

connections.

Detecting cognitive problems in the early stages isn’t easy. 

“The big problem is that people generally in health care 

find it difficult to tell the différence between cognitive 

impairment and severe hearing loss because they 

present themselves similarly. People give inappropriate 

responses or don’t respond much at ail. It may be 

hearing; it may be cognition. How do you know?”

She says audiologists can play an important rôle in 

educating family physicians about the importance of 

doing some basic screening to find out if their patients 

have hearing impairment, especially if they are going to 

evaluate them for cognition.

“Doctors mostly ask the question ‘do you have trouble

hearing?’. The patient will likely deny it and that’s the 

end of it. Or they’ll do a whisper test and it’s not effective 

or it’s done in a noisy office.”

At the CAA, Reed presented two tools which family 

practitioners should be using in their offices to test 

hearing and cognition. One is a five minute hearing test 

which can be used by non-audiologists to do a basic 

hearing screening. Another is a “mini cog” (Bourson, 

2000) which is a three-minute instrument to screen for 

cognitive impairment in older adults in a primary setting. 

“The five minute test is something we can give to people 

to do a quick hearing screening that we’ve evaluated 

and it does correlate very well with audiometry.”

Should audiologists assess cognitive impairment?

This is a contentious question, admits Reed.

She is urging ail audiologists to consider incorporating 

cognition testing into their battery o f tests.

“There are some simple tests that we can incorporate 

into our battery and we’re just starting to do that at 

Baycrest,” she says. “In addition to cognitive screening 

tests, specialised speech testing can provide much useful 

information; about functional ability in real life noisy 

environments, auditory processing ability, and aspects 

of cognitive function, ail o f which have an important 

impact on how well people do with hearing aids.

“You need to know what your speech test is targeting so 

that you select the appropriate test.”

“We may be able to use speech tests that incorporate 

cognition to let us know what the cognitive status is. 

According to the literature, the dichotic digit test is 

the most reliable and most résistant to the effects of 

peripheral hearing loss.”

She says she hopes that the research Baycrest is doing 

will tell us if  audiologists treating older adults should 

start using the dichotic digit test routinely.

“This is new territory; it’s not like it’s been used 

routinely. The more experience we have, the more we 

know what the tests are telling us. If audiologists start 

doing these tests -  like when you first start doing speech 

in noise testing — you have an idea o f how well people 

are likely to do with hearing aids.”

“While hearing aids are an important component in 

management of age-related hearing loss, we need to 

provide more options than hearing aids for patients with 

cognitive impairment.When we do provide hearing aids, 

for people with dementia particularly, it’s absolutely 

essential to focus on the caregiver because the person 

with dementia is not going to be able to manage them 

alone; someone is going to have to manage it for them.” 

The key is ‘to use bottom up and top down stratégies. 

Bottom up is making the signal better with hearing aids 

and devices. The top down is to teach a person to use 

alternative ways to get information, things like active 

listening, getting the person’s attention, putting things in 

context.”

Rose Simpson, correspondent for Audio infos in Canada


