AURAL REHABILITATION
I.  
Description

Symptoms of hearing impairment may include cognitive communication deficits, impaired comprehension, and/or behavioral difficulties including but not limited to an inability to follow directions, ineffective communication, aggressiveness, and/or inappropriate interactions. 
II.
 Purpose


The purpose of evaluating and treating residents who have hearing

 
impairments is to improve the person’s ability to engage in effective functional 


communication across the communicative contexts of daily living for survival, 


personal, social, vocational, healthcare, and/or recreational needs. 
III.
 Indications
A. Hearing impairments may be caused by but are not limited to the 

following: 
1. Acoustic Trauma (e.g. Noise Induced Hearing Loss).

2. Congenital malformations. 

3. Tumors.

4. Head Trauma.

5. Auditory Nerve Damage/Disorders/Impairments.

6. Toxins.

7. Acquired structural damage/disorders (e.g. cerumen impaction, perforations of the tympanic membrane, surgical complications, cholesteatoma, Meniere’s disease, etc.).
8. Progressive diseases affecting the inner, middle, or external ear (e.g. otosclerosis, tinnitus, facial palsy, etc.). 

9. Presbycusis. 

B. Types of hearing impairment include:
1. Conductive Hearing Loss = loss of sound sensitivity produced by abnormalities of the outer ear and/or middle ear. 

2. Sensorineural Hearing Loss = loss of sound sensitivity produced by abnormalities of the inner ear and/or nerve pathways beyond the inner ear to the brain. 
IV.
Contraindications

A. Impaired cognitive communication functions to a severity at which the resident is unable to learn, use, and/or benefit from compensations. 
B. Impaired vision to a severity at which the resident is unable to participate in speech reading activities. 
V.  
Precautions

Consider the use of medical consultation to determine the etiology of hearing

 
loss and potential medical and/or surgical interventions. 
 VI.  
Equipment may include but is not limited to the following:
A. Assistive Listening Device(s).
B. Hearing Aid(s). 

C. Auditory Trainer. 

D. Augmentative/Alternative Communication Device(s). 

E. Mirror 

VII.  
Procedure

A. Informal and/or formal evaluation of the hearing impairment may include but is not limited to the following: 

1. Acuity (Complete hearing evaluation to be completed by an audiologist preferably prior to the aural rehabilitation evaluation typically performed by the speech-language pathologist).

2. Hearing aid evaluation (Performed by the audiologist).

3. Auditory Discrimination (Performed by the audiologist and/or the speech-language pathologist). 

4. Comprehension (Performed by the audiologist and/or the speech-language pathologist). 
5. Functional Communication Abilities (Performed by the speech-language pathologist). 

6. Speechreading Abilities (Performed by the Audiologist and/or the speech-language pathologist). 

B. Instrumental assessment tools commonly used may include but are not limited to the following: 

1. Otoscope or video-otoscope. 

2. Audiometer.

3. Wepman Auditory Discrimination Test.

4. Washington Speech Sound Discrimination Test. 

5. Test of Auditory Discrimination (TAD). 

6. Auditory and visual comprehension subtests of various cognitive communication tests. 

7. Denver Scale Quick Test. 

8. Utley Lip Reading Test. 

9. Iowa Keaster Test of Lipreading Ability. 

10. Goldman-Fristoe Test of Articulation. 

11. Hearing Handicap Inventory for the Elderly (HHIE) with or without the Nurses Handicap Assessment Scale. 

12. The Denver Scale of Communication Function for Senior Citizens Living in Retirement Centers. 

C. Treatment of the hearing impairment may include but is not limited to the following: 

The focus of aural rehabilitation therapy is determined by the type and severity of the hearing impairment as well as the functional communication deficits in the communicative contexts of daily living. The method of stimulation may or may not involve assistive devices (e.g. hearing aids, amplifiers, augmentative/alternative communication systems, etc.). Functional task-oriented activities typically involve compensatory strategies with environmental manipulation of lighting and sound. Treatment areas may include but are not limited to the following: 
1. Aural Rehabilitation Therapy.

a. Speech reading.

b. Auditory Discrimination Tasks (e.g. sound awareness, identification, localization, cognitive communication safety skills, etc.). 

c. Speech Discrimination Tasks (e.g. listening skills). 

d. Compensatory Skills (e.g. Assertiveness Training, seeking assistance, writing, etc.).

2. Assistive Devices.

a. Hearing Aid(s).
b. Assistive Listening Device(s). 

c. Augmentative/Alternative Communication Device(s).

3. Functional Communication (e.g. verbal, signed, brail, etc.).

a. Comprehension.

b. Expression. 

4. Adjustment Counseling.

a. Resident.

b. Family and/or significant other(s).

c. Staff.

VIII. Documentation.
A. Documentation reflects the need for skilled intervention, supports the skilled nature of the Aural Rehabilitation Therapy program, presents objective and measureable progress, and reports the resident’s progress as related to his/her functional outcomes. Consider including the resident’s response, tolerance to treatment procedure(s), training provided to family/staff, and post-treatment recommendations. 
B. Ensure documentation of appropriate ICD and CPT Codes.
AURAL REHABILITATION EVALUATION

I.
Pertinent Medical, Surgical, & Behavioral/Psychosocial History. 
II.
Chief complaint, relevant history of current problem(s), prior therapy, and prior level of function. 

III.
Testing conditions:


____ Eye Glasses/Contacts
      ____ Amplication
          ____ Both
    ____Other

IV.
Significant audiological evaluation information:


Most recent audiological workup: Date______   Performed by_______________________________________________

Otoscopic Exam:  Right_____   Left_____   

Speech Reception Threshold (SRT):  Right____     Left_____
Discrimination Scores:  Right_____
Left_____

Type & Degree of Hearing Loss:______________________________________________________________________

V.
Auditory discrimination (Specify the test administered [ e.g. Wepman, Test of 


Auditory Discrimination, etc.]): _______________________________________________________________________
RESULTS:                  WITHOUT AMP:          WITH AMP:            BOTH:         VISUAL ONLY:        COMMENTS:

                         (Visual)                   (No Visual)         (Vis & Amp)    
Word Level
     ___________
   ___________     __________      ___________          _________________________

Phrase Level
     ___________
   ___________     __________      ___________          _________________________

Sentence Level
     ___________
   ___________     __________      ___________          _________________________

Conversation Level         ___________
   ___________     __________      ___________          _________________________

VI. 
Auditory comprehension:


Yes/No Responses:
Reliable at what level of complexity?_________________________________________________


Follows Commands:  _____One Part    _____Two Part    _____Three Part    

Responds to “Wh” questions: ________________________________________________________________________


Paragraph Comprehension:__________________________________________________________________________


Conversational Speech:_____________________________________________________________________________

VII.
Speech reading (Specify the Test Administered [e.g. Denver Quick Test, Utley Lipreading Test, etc.]):________________

BIMODAL WITH AMP:           BIMODAL WITHOUT AMP:           AUDITORY:           VISUAL:
Results:
__________________             _______________________         _____________     ___________________

VIII.
Speech production (Formal or Informal):


Articulation:_______________________________________________________________________________________

Voice:___________________________________________________________________________________________


Fluency:_________________________________________________________________________________________

IX.
Behavioral Observations:____________________________________________________________________________
X.
Speech-Language-Cognitive Assessment (Formal or Informal):


Verbal Expression:_________________________________________________________________________________

Verbal Comprehension:_____________________________________________________________________________

Attention & Memory:________________________________________________________________________________

Motor Speech Function:_____________________________________________________________________________
XI.
Current functional deficits due to impaired communication:__________________________________________________

________________________________________________________________________________________________

XII.
Prognostic indicators:_______________________________________________________________________________
AR Treatment Recommendations:______________________________________________________________________________
_______________________________

____________________

Speech-Language Pathologist


Date
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INFORMATION SOURCES AND REFERENCES

Alexander Graham Bell Association for the Deaf 

3417 Volta Place, NW

Washington, DC  20007

(202)337-5220 (Voice or TTY)

American Association of Retired Persons (AARP)

1909 K. St., NW

Washington, DC  20049

(202)872-4700

American Coalition of Citizens with Disabilities (ACCD)

1012 14th St., NW  #901

Washington, DC  20005

(202)628-3470

American Hearing Research Foundation

55 E. Washington Street, Suite #2105

Chicago, IL  60602

(312)726-9670

American Tinnitus Association

P.O. Box 5

Portland, OR  97207

(303)248-9985

Better Hearing Institute

1430 K St., NW, Suite 200

Washington, DC 2005

(800)424-8576

Consumer Organization for the Hearing Impaired

P.O. Box 8188

Silver Spring, MD  20907

National Association for Hearing and Speech Action (NAHSA)

Box L

10801 Rockville Pike 

Rockville, MD  20852

(800)638-8255

National Captioning Institute (NCI) 

5203 Leesburg Pike, St. 1500

Falls Church, VA  22041

(703)998-2400 (Voice or TTY)

STAFF AND FAMILY INSERVICES
The role of the speech-langauge pathologist is to provide adequate information to help those hearing impaired individuals and their families whose primary difficulty stems from the hearing loss and it’s affect on their psycho-social well-being.  We help them by providing information about the loss itself, helping them to adjust to the hearing loss, and accepting the ramifications of the loss.

Aural rehabilitation is most effective when the hearing impaired person is surrounded by people who understand their hearing loss and use effective communication techniques.  This is achieved by training the family and staff about the different phases of aural rehabilitation and how they apply to the individual resident.

It has been documented that whenever an individual’s communication ability improves, his or her emotional, psychosocial, and even physical status may also improve.  Aural rehabilitation is designed to help improve the overall quality of life of the resident.  A hearing loss does not have to mean that the person gives up activities he enjoys or misses out on current events.  Better communication is better living.
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Sample Aural Rehab Inservice for Staff

1. What is Aural Rehabilitation (AR)?

Increasing communication skills with an ALD, lip reading, assertiveness training, etc.

2. Implementation of the program.

a.  resident identification (staff referral, screening, etc.)

b.  audiologist to do complete hearing evaluation

c. audiologist to refer appropriate residents who will benefit from aural rehabilitation therapy to speech-language pathologist. 
3. Physician’s Orders:

Physician’s orders are needed before beginning any portion of the AR program.  The speech-language pathologist will be able to word each order correctly.

4. Explanation of the assistive listening device (ALD).

a.  explanation of all controls (volume, on/off, etc.)

b.  possible adaptations

c. care of the ALD/amplification unit

· Do not drop

· Do not store heavy objects on top of it

· Do not allow it to get wet

· Turn off the unit when not in use

· Clean only with a soft cloth

· Store in a cool dry place

· Headphones/earbuds

· Clean only foam pads by removing and washing with water, do not replace until totally dry

· Do not bend or set objects on them

· Do not crack or twist cord

· Do not get wet

d. battery replacement

e. device monitoring – trouble shooter

f. steps for effective communication

Look for the simple changes that can be made to enhance communication within the facility. 

Considerations When Speaking with a Hearing Impaired Person

1.
Before engaging the hearing impaired person in conversation, make certain that you

have his visual attention.

2.
Do not yell, shout, speak rapidly or speak with exaggerated mouth movements.

3.
Speak at a natural rate and in a natural manner.

4.
Do not say “never mind” if the person did not hear or understand you.  They want to hear your message.  Re-phrase misunderstood messages instead of repeating them.  

5.
Inform the hearing impaired person of the topic of conversation and changes in the topic, if they are misunderstood.

6.
Simplify complex and/or lengthy messages.

7.
Keep your hands and objects (i.e. cigarettes, drinking glass, etc.) away from your face while speaking.  This will allow greater ease in speechreading by the hearing impaired individual.

8.
Avoid speaking while eating, chewing, smoking, etc.

9.
Be aware of background and lighting when you are speaking to a hearing impaired person.  A speaker seated in poor light or in front of a window with bright sunlight behind him will cause the face to be in a shadow.  A visually distracting background will also be more difficult for the hearing impaired person to concentrate on your message.

10.
When speaking to a hearing impaired person be facing them and at a relatively close distance.  Speaking from behind the person, or from the next room will make communication difficult.

11.
Be sensitive to feelings.  Do not make the hearing impaired person feel “out of it” because you cannot understand their hearing problems.

12.
 When you are speaking to a hearing impaired person, ask them if they understand your message and what you could do to make communication with them easier.  Ask if you are speaking too softly, too rapidly, too slowly, or would they prefer that you change seating positions with them – anything to make the other person more comfortable and at ease with you.

 Identifying Residents for Aural Rehab

If you observe the following behaviors in a resident, please refer to speech-language pathology for a consultation and possible intervention:

· Frequently requests repetition

· Does not appear to understand despite other cognitive skills

· Squints at speaker

· Little or no response to speakers despite presence of other communication skills 

· Avoids groups

· Becomes agitated or upset in noisy environments

· Socially withdrawn

· Appears depressed

· Consistently refuses to go to activities

· Shakes head and smiles frequently in response to speakers

· Appears more confused in noisy environments

· Complains of others mumbling and not speaking clearly

· Appears to ignore others

· Does not respond to speakers when their face cannot be seen

· Family or caregivers complain that resident is not responding as they used to

· Family or caregivers report that resident is not as friendly as they used to be

· Resident complains of ringing or other noises in ears

· Resident complains that though they can hear voices they can’t make out the words
· Resident responds to male voices, but has difficulty with voices of females and children.

THERAPY MATERIALS

Word Level List

Most of the word level items are taken from category lists the clinician and resident formulate and are individualized for each resident.

List One




List Two 


List Three
Medical terms


Cooking 


Tools/Fix-it 

bandage




eggs



hammer

tweezers




flour



nails

aspirin




almonds


screwdriver

pills




dough



pliers

thermometer



crumbs



paint

needle




vegetables


ladder

nurse




pans



sandpaper

call light



oven



tape measure

List Four



List Five


List Six 

Beauty Shop



Getting Up in the

Mealtime






Morning

hair




toothbrush


napkins

shampoo



comb



cream

dryer




brush



coffee

set




washcloth


sugar

scissors




shave



salt

perm




soap



pepper

razor




bed



fork

cut




toothpaste


spoon

clippers




clothes



favorite foods

rollers




adaptive equipment

bib

Phrase/Short Sentence Level

Most of the phrase/short sentence level items are taken from functional everyday living phrase lists and are developed for each individual resident by the therapist, the resident, and significant others in the resident’s environment.  Nurses, occupational and physical therapists, nursing aides, activity coordinators, etc. have all been helpful in compiling lists.

Functional Social Phrases/Sentences List 

Come in.





Thank you very much.

Excuse me.                                     

Allright. 
                                            

I am tired.                                        

Are you cold/hot?                              

I’m fine.

How are you?                                  

Go away.

What’s up?                                       

Are you hungry?  tired?

It’s time for (bed, your shower, breakfast, lunch.)

That’s okay.

Good morning.

Good-bye.

How do you feel?

Hello.

Please.

What’s your name?

Where is the doctor?

I’m hungry.

I’m thirsty. 

Do you want the ____? (nurse, bedpan, medication, etc.)

Commonly Used Idioms

No news is good news.
Time heals all wounds.

Look before you leap.
Dogs are man’s best friends.

Make hay while the sun shines.
Better late than never.

Honesty is the best policy.
A penny saved is a penny earned.

Common Answers to “How Are You?”

“How are you?” 
Pretty fair.

Fine, thanks.
Not too bad.

Getting by.
Don’t ask.

So-so.

Rotten.

Worn out.
Much better.

Just great.




Awesome.

Functional Everyday Sentences

1. Our janitor sweeps the floors every night.




2. It would be much easier if everyone would help.


3. Good morning.

4. Here we go! 

5. Move out of my way!

6. It’s raining.


7. Where are you going?

8. Come here when I call you!

9. Do you want an egg for breakfast?

10. Everybody should brush his teeth after meals.


11. Everything’s all right.



12. Here are your shoes.


13. That’s right.


14. People ought to see a doctor once a year. 

15. It’s time to go.

16. Did you forget to shut off the water?

17. Do you want to wash up? 


18. Be careful not to break your glasses.

19. I’m sorry. 

20. Call her on the phone and tell her the news.


21. I’ll catch up with you later.

22. I’ll think it over.


23. Music always cheers me up.


24. Where have you been all this time? 

25. Look out!

26. I’ll see you right after lunch.

27. It’s not trouble at all.

28. See you later.


29. Hurry up!

30. Believe me!


31. She’ll only be a few minutes.

32. Let’s get a cup of coffee.


33. How do you know?

34. What’s new?

35. Wait just a minute!

36. Breakfast is ready.
.

37. Call me a little later!

38. How are you?
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