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Case Discussions in Palliative Medicine
Feature Editor: Craig D. Blinderman

Hearing Loss in Palliative Care

Alexander K. Smith, MD, MS, MPH,1,2 Nelia Jain, MD,1,2 and Margaret L. Wallhagen, PhD, RN3

Abstract

Background: Age-related hearing loss is remarkably common, affecting more than 60% of adults over the age
of 75. Moreover, hearing loss has detrimental effects on quality of life and communication, outcomes that are
central to palliative care. Despite its high prevalence, there is remarkably little written on the impact of hearing
loss in the palliative care literature.
Objective: The objective was to emphasize its importance and the need for further study. We use a case as a
springboard for discussing what is known and unknown about the epidemiology, presentation, screening
methodologies, and treatment strategies for age-related hearing loss in palliative care.
Discussion: The case describes a 65-year-old man with acute myelogenous leukemia (AML) that has pro-
gressed despite treatment. No concerns are raised about communication challenges during conversations be-
tween the palliative care team and the patient in his quiet room. However, in the midst of a family meeting,
shortly after discussing prognosis, the patient reports that he cannot hear what anyone is saying.
Conclusion: We describe simple methods of screening patients for hearing loss, and suggest that practical
approaches should be used universally in patient encounters. These include facing the patient, pitching one’s
voice low, using a pocket talker, and creating a hearing-friendly environment when planning a family or group
meeting.

Case Presentation

The patient was a 65-year-old man admitted to the
hospital for induction chemotherapy to eliminate acute

myelogenous leukemia (AML) from his bone marrow, be-
cause a bone marrow assessment had revealed near complete
replacement of normal bone marrow with leukemic cells. As
usual, transfusions of red blood cells and platelets were re-
quired following the chemotherapy. However, complications
ensued. He developed an autoimmune hemolytic anemia—
his body began to produce antibodies that rapidly destroyed
the red blood cells and platelets in the transfusion. This ne-
cessitated daily transfusions to maintain life-sustaining levels
of red blood cells and platelets. Then he developed a fever, a
particularly concerning problem, as the chemotherapy had
eradicated most of his white blood cells, leaving him vul-
nerable to massive infections. Blood cultures revealed a
persistent bacteremia, possibly related to an intravenous port,
a foreign body that was likely infected with bacteria. At this
point a palliative care consult was called to assist with goals
of care discussions in a patient with life-threatening illness.

At the initial consult visit the patient expressed concern
about his prognosis. While he appeared ‘‘down,’’ he did not

seem hopeless or helpless. The consulting palliative care
team visited him daily for the ensuing week, helping him
grapple with what it means to have a life-threatening illness,
yet still have realistic hope (according to his oncologists) for
a complete cure. The patient was situated in a private room,
with the door closed to minimize the risk of infectious
complications. At no point during conversations with the
palliative care team was there any indication that commu-
nication was compromised.

The patient lived with his wife and cats. The wife was still
working and communicated with the team primarily via
phone. Over the course of several calls from the palliative
care fellow, she expressed frustration with communication
about medical decisions involving her husband. She ex-
pressed that she did not have a good sense of his prognosis,
and the patient and his wife requested that she be more in-
volved in medical decisions. At the suggestion of the palli-
ative care team, the primary medical team convened a family
meeting.

The family meeting was held in a large conference room
to accommodate the patient; his wife; the primary team
(attending, resident, intern, medical student); the palliative
care team (attending, fellow); the oncology team (attending,
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fellow); and the infectious disease team (attending, fellow).
The meeting was facilitated by the oncology fellow, as
agreed upon in a pre-meeting. During the agenda-setting
portion of the meeting, the patient’s wife asked for an honest
sense of her husband’s prognosis. The oncology attending
and fellow described in detail the possible outcomes of the
induction chemotherapy, including a return of normal cells, a
return of leukemic cells, or no return of any cells (i.e.,
aplastic anemia). They stated that they were optimistic that
the normal cells might return, but would not know for another
two weeks.

At this point, about a half hour into the meeting, the pa-
tient, who looked more withdrawn than usual, interrupted and
said, ‘‘I can’t hear what you’re saying.’’ The oncology fel-
low, a soft-spoken female, apologized. She began to repeat
herself when the patient again interrupted and said, ‘‘And
you’re the worst. I can’t hear you at all. I think I’m dying, can
any of you tell me if I’m dying?’’ The male primary team
attending then moved his chair closer to the patient and
shouted in his ear, ‘‘I don’t know. I think you have a chance of
making it. We need another two weeks to know for sure.’’
The patient nodded and put his head down. His head re-
mained down for the rest of the meeting as his wife and the
team made a number of decisions about his care.

Discussion

We conducted a literature search using PubMed and the
words ‘‘hearing loss’’ and ‘‘palliative’’ or ‘‘hospice.’’ We
excluded articles that clearly focused on palliative treatments
for congenital conditions and tumors in children that cause
hearing loss, resulting in four articles.1–4 One of the four was
a fictitious story about the end of Beethoven’s life (Beetho-
ven became deaf in late life).4

What is known, however, is that age-related hearing loss is
common. Several recent reviews report between 20% and
40% of people aged 50 and over experience hearing loss,
more than 63% of those over 70, and over 80% of those over
80.5,6 (For clinicians looking for an easy to recall statistic, we
suggest remembering that 80% of adults over age 80 will
have hearing loss.) On a population basis, this represents 20
million adults over the age of 70, rising to 34 million by 2030
and 41 million by 2050.7 Denial is an important component of
the hearing loss experience. Only about 20% of adults over
age 65 consider themselves to be hearing impaired, sug-
gesting that there are strong sociocultural reasons to avoid
being labeled as hearing impaired or deaf.8–10 However, age-
related hearing loss is also silent—it usually comes on
slowly, so individuals are often unaware of the environmental
sounds and communication they no longer experience.

While the prevalence of hearing loss in populations served
by palliative care and hospice is unknown, it is unlikely to be
less than the prevalence in the general population and may be
higher because of the use of ototoxic medications in this
population.11 Furthermore, while the prevalence of hearing
loss in caregivers of adult patients is also unknown, we have
heard anecdotal reports of caregivers misunderstanding
hospice instructions due to hearing loss.12,13 Furthermore, in
very elderly patients and caregivers hearing loss must be
taken in the context of the patient. Very elderly patients tend
to have multiple chronic conditions, physical disability,
diminished eyesight, and cognitive impairment. Although

hearing loss may not be the primary focus or concern, each of
these other conditions has the potential to amplify its impact
on the patient experience.14–17

Hearing loss has profound implications for patients. In
addition to negative impacts on quality of life, hearing loss
detrimentally impacts communication and is related to de-
pression and diminished functional ability.14,15,18 These
outcomes are all core concerns in the practice of palliative
care. Further, hearing loss may lead to misunderstandings
between the patient and provider.

In our case presentation the lack of recognition of the pa-
tient’s hearing loss led to a missed opportunity for the patient
to understand important prognostic information delivered
during the family meeting. What he did hear was an un-
nuanced, decontextualized statement of his condition. Prior
to the family meeting there was little reason to suspect that
the patient had hearing loss. He was slightly on the younger
side of old age, where hearing loss is less prevalent. In ad-
dition, face-to-face communication in his quiet room, one of
the most ideal settings for communication, had proceeded
without any concern for hearing loss. In retrospect, however,
we cannot be totally assured that he was not misunder-
standing what was communicated. It was the family meeting,
where the patient was in a large echoing room with significant
ambient noise and separated from the speaker by more than
10 feet, that the problem surfaced. To prevent such ‘‘missed’’
diagnoses, should palliative care clinicians routinely screen
for hearing loss?

Although data are limited, screening rates for hearing loss
are poor in primary care settings with reported averages of
less than 20%.19–21 Further, there are no national guidelines
related to screening for hearing loss in any setting. After an
updated review of the literature, the U.S. Preventive Services
Task Force (USPSTF) noted that there was not enough data to
recommend routine screening for persons who did not have
complaints.22 Lack of available data, however, does not mean
screening would not be beneficial. Bagai and colleagues
recommend screening using a single-item question along
with a whisper test.23 A positive result for either suggest a
referral would be beneficial. Instead of the whisper test,
which can be influenced by an individual’s voice frequency
and inability to truly whisper, the finger rub may be a valu-
able screening strategy.

Using this approach, the patient is asked, ‘‘Do you have
difficulty hearing?’’ A ‘‘yes’’ to this question is considered a
positive screen. However, given many individuals deny or
aren’t aware of their hearing loss, a brief objective test should
be included. To perform the finger rub test, first demonstrate
what you will be doing and assure the patient can hear what
they should be listening for. The thumb and middle finger
should be vigorously (almost a snap) rubbed together. Then
stand behind the patient with arms stretched out to the sides
(70 cm from both ears). The patient is asked to close his or her
eyes and indicate when hearing the demonstrated sound and
on which side of the head. The clinician then varies the side
on which the finger rub is performed. If the patient does not
hear the finger rub the first time in an ear, a repeat of the finger
rub is done. If they again don’t hear the sound, the screen is
positive for possible hearing loss. If they do hear the sound
the second time, the finger rub is repeated a third time. Failure
to correctly identify the correct side two of three times is a
positive test.
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Ideally, a positive response to the question about hearing
loss or the finger rub test should be followed by more formal
audiometric evaluation. However, formal testing can be dif-
ficult; may not be in line with goals for patients very near
to the end of life and/or those in a hospitalized setting, such
as the patient in our case; and may not be necessary to address
the communication problem experienced. Providers should
examine for common causes of hearing loss in the elderly.
Most cases of hearing loss in the older adult will be due to
presbycusis, or age-related hearing loss. However, in some
cases hearing loss may be completely or partially due to ce-
rumen (ear wax) impaction, a reversible cause that can be
rapidly diagnosed and treated.

Hearing aids are the most common treatment for age-
related hearing loss. In one landmark study of 188 older
adults randomized to receive a hearing aid or placed on a wait
list, those randomized to receive the hearing aid had docu-
mented improvement in social and emotional function,
communication function, and depression compared to those
in the wait list group.24 Unfortunately, hearing aids are not
the answer for all patients, particularly in palliative care
populations. First, only about 25% of older adults who are
eligible for hearing aids acquire them.10 Second, hearing aids
are expensive, with costs running in the $2,000–$3,000 range
for one hearing aid. Third, of those who have hearing aids,
30% do not use them.10,25 Anecdotally, we have heard reports
that patients are asked to not bring their hearing aids to the
hospital so they will not be lost. Finally, hearing aids require
months to obtain and get adjusted appropriately, and it takes
time for individuals to adapt to hearing sounds they may not
have heard in a long time. Palliative care patients may not
have the resources to purchase hearing aids, nor the time to
acquire and learn to use them. Nonetheless, for patients with a
prognosis of longer than two to three months whose goals
align with testing and fitting for hearing aids, a referral to an
audiologist or speech-language pathologist can help identify
the best adaptive device.

Fortunately, there are some more practical options (see
Table 1).26 First and foremost, however, is to recognize the
impact of hearing loss on the individual while not assuming
that this impairs decision making capacity. Once hearing loss

is recognized, the first option is to use effective communi-
cation strategies. If an individual has a preferred way of
communicating, this should be elicited and used.27 The room
should be as quiet as possible with the door shut and TV
turned off. Patients with hearing loss often rely on visual
information, or ‘‘speech reading,’’ to augment their dimin-
ished sense of hearing; so the speaker should face the indi-
viduals and sit fairly close, while cognizant of their culturally
based space needs. While the attending’s shouting in the case
example was well intentioned, shouting paradoxically can be
detrimental to communication, as shouting often leads to
people raising the pitch of their voice and leaning forward in a
manner that eliminates the visual aid of ‘‘lip reading’’ relied
on by the patient. Most helpful is pitching one’s voice low, as
high-frequency sounds are usually first to go in age-related
hearing loss, whereas lower-pitched sounds are relatively
preserved. Enunciate but don’t overdo mouth movements.
If asked to repeat, rephrasing rather than repeating may be
helpful.

One approach that should be universally employed in
palliative care is the teach-back method of checking for un-
derstanding. In teach-back, the provider asks the patient to
teach back to them what they just discussed. We recommend
placing the onus of responsibility for clear communication on
the provider, rather than coming across as ‘‘testing’’ the pa-
tient. For example, a provider could say, ‘‘So that I know I
have done a good job of explaining, can you tell me what your
understanding is of what we just discussed?’’28 The teach-
back method ensures that good communication has taken
place across a whole host of potential barriers, not only
hearing loss, but also health literacy, limited language pro-
ficiency, and psychological factors such as denial.

Another strategy is to use a small amplification device, or
so-called pocket talker. These are available in some hospital
settings, in stores such as Radio Shack or Best Buy, and
online through companies that focus on assistive listening
devices. The cost ranges from about $20 to $150, although
more advanced devices may cost more. The basic device
includes a microphone unit with volume control and a set of
headphones for the patient. For one-on-one conversation, the
speaker can talk directly into the microphone. For larger

Table 1. Practical Tips for Providers of Older Adults with Hearing Loss
26

Domain Do Don’t

Setting Ensure good lighting—patient can see your face and
read your lips (‘‘speech reading’’)

Poor lighting—cannot read lips

Invite a non–hearing impaired caregiver Assume the patient does not need support

Positioning Sit in front of patient so they can read your lips Speak to caregiver rather than patient—patient
cannot read your lips

Language Pitch voice low—high frequency sounds are lost first Shout—distorts sound and raises pitch
Enunciate Speak rapidly without pausing
Rephrase—alternative phrasing may be easier to

hear
Repeat—this phrasing may be difficult to hear

Use the teach-back approach Assume the patient understands

Aids Use visual aids and write things down Rely exclusively on spoken communication
Use technology such as pocket talkers Rely on voice alone when a simple amplifica-

tion device could help

Documentation Document effective communication strategies in the
medical record for others to use

Find that something works or doesn’t work and
not inform the next group of providers
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groups, such as family meetings, the volume can be increased
and the microphone placed in the middle of the room. Other
amplification devices can help with telephone conversations
or email.29 To our knowledge, the pocket talker has not been
tested in geriatrics or palliative care. Anecdotally, we have
had excellent success using the pocket talkers to communi-
cate with hospitalized patients. In one such case, the primary
team stated that they did not involve the patient in decision
making because they believed he was delirious or demented.
The consulting palliative care team placed a pocket talker on
the patient’s ears, resulting in a ‘‘miraculous’’ ability to
communicate with the fully intact and partially deaf patient.

Author Disclosure Statement

The authors have nothing to disclose. Dr. Smith was fun-
ded by a K23 Beeson award from the National Institute on
Aging (NIA) (1K23AG040772) and the American Federation
for Aging Research. Dr. Wallhagen was funded by the
National Institute on Deafness and Other Communication
Disorders (NIDCD) (R33DC011510).

References

1. Hung WW, Ross JS, Boockvar KS, Siu AL: Association of
chronic diseases and impairments with disability in older
adults: A decade of change? Med Care 2012;50:501–507.

2. Maddalena V, O’Shea F, Murphy M: Palliative and end-of-
life care in Newfoundland’s deaf community. J Palliat Care
2012;28:105–112.

3. Schroeder-Sheker T: Subtle signs of the death bed vigil:
Responding to hearing-impaired, comatose, and vegetative
patients. Explore 2007;3:517–520.

4. Stevens MH, Jacobsen T, Crofts AK: Lead and the deafness
of Ludwig van Beethoven. Laryngoscope 2013;123:2854–
2858.

5. Lin FR, Thorpe R, Gordon-Salant S, Ferrucci L: Hearing
loss prevalence and risk factors among older adults in the
United States. J Gerontol A Biol Sci Med Sci 2011;66:582–
590.

6. Chou R, Dana T, Bougatsos C, et al.: Screening adults aged
50 years or older for hearing loss: A review of the evidence
for the U.S. preventive services task force. Ann Intern Med
2011;154:347–355.

7. U.S. Census Bureau: 2012 national population projections:
Summary tables. Washington, DC: U.S. Census Bureau,
2012.

8. Walling AD, Dickson GM: Hearing loss in older adults.
Am Fam Physician 2012;85:1150–1156.

9. Nondahl DM, Cruickshanks KJ, Wiley TL, et al.: Accuracy
of self-reported hearing loss. Audiology 1998;37:295–
301.

10. Popelka MM, Cruickshanks KJ, Wiley TL, et al.: Low
prevalence of hearing aid use among older adults with
hearing loss: the Epidemiology of Hearing Loss Study.
J Am Geriatr Soc 1998;46:1075–1078.

11. Nadol JB, Jr.: Hearing loss. N Engl J Med 1993;329:1092–
1102.

12. Brooks DN, Hallam RS, Mellor PA: The effects on sig-
nificant others of providing a hearing aid to the hearing-
impaired partner. Br J Audiol 2001;35:165–171.

13. Wallhagen MI, Strawbridge WJ, Shema SJ, Kaplan GA:
Impact of self-assessed hearing loss on a spouse: A longi-
tudinal analysis of couples. J Gerontol B Psychol Sci Soc
Sci 2004;59:S190–S196.

14. Dalton DS, Cruickshanks KJ, Klein BE, et al.: The impact
of hearing loss on quality of life in older adults. Geronto-
logist 2003;43:661–668.

15. Strawbridge WJ, Wallhagen MI, Shema SJ, Kaplan G:
Negative consequences of hearing impairment in old age: A
longitudinal analysis. Gerontologist 2000;40:320–326.

16. Chia EM, Wang JJ, Rochtchina E, et al.: Hearing impair-
ment and health-related quality of life: The Blue Mountains
Hearing Study. Ear Hearing 2007;28:187–195.

17. Kochkin S, Rogin CM: Quantifying the obvious: The im-
pact of hearing instruments on quality of life. Hearing
Review 2000;7:6–34.

18. Chen DS, Genther DJ, Betz J, Lin FR: Association between
hearing impairment and self-reported difficulty in physical
functioning. J Am Geriatr Soc 2014;62:850–856.

19. Bogardus ST, Jr., Yueh B, Shekelle PG: Screening and
management of adult hearing loss in primary care: Clinical
applications. JAMA 2003;289:1986–1990.

20. Wallhagen MI, Pettengill E: Hearing impairment: Signi-
ficant but underassessed in primary care settings. J Gerontol
Nurs 2008;34:36–42.

21. Kochkin S: MarkeTrak VI: The VA and direct mail sales spark
growth in hearing aid market. Hearing Review 2001;8:16.

22. Moyer VA; USPST: Screening for hearing loss in older
adults: U.S. Preventive Services Task Force recommenda-
tion statement. Ann Intern Med 2012;157:655–661.

23. Bagai A, Thavendiranathan P, Detsky AS: Does this patient
have hearing impairment? JAMA 2006;295:416–428.

24. Mulrow CD, Aguilar C, Endicott JE, et al.: Quality-of-life
changes and hearing impairment: A randomized trial. Ann
Intern Med 1990;113:188–194.

25. Chien W, Lin FR: Prevalence of hearing aid use among
older adults in the United States. Arch Intern Med 2012;172:
292–293.

26. Bade P: Fast Fact #241: Improving communication when
hearing loss is present. Center to Advance Palliative Care
www.eperc.mcw.edu/EPERC/FastFactsIndex/ff_241.htm.
2015. (Last accessed January 23, 2015.)

27. Iezzoni LI, O’Day BL, Killeen M, Harker H: Communicating
about health care: Observations from persons who are deaf or
hard of hearing. Ann Intern Med 2004;140:356–362.

28. Schillinger D, Piette J, Grumbach K, et al.: Closing the
loop: Physician communication with diabetic patients who
have low health literacy. Arch Intern Med 2003;163:83–90.

29. Sollitto M: 6 Devices That Help with Hearing Loss. 2015.
AgingCare.com www.agingcare.com/Articles/hearing-loss-
communication-techniques-144762.htm). (Last accessed
February 2, 2015.)

Address correspondence to:
Alexander K. Smith, MD, MS, MPH

San Francisco VA Medical Center
UCSF Division of Geriatrics
4150 Clement Street (181G)

San Francisco, CA 94121

E-mail: aksmith@ucsf.edu

562 SMITH ET AL.




