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FOREWORD

The Witings in Gerontology Series is intended as a vehicle for
sharing i deas on topical issues related to the quality of life of
seniors and the inplications of an aging population. It is
produced as part of the National Advisory Council on Aging's
mandate to publish and disseninate infornation and to stinulate
publi ¢ di scussi on about agi ng.

The Council endeavours to ensure that the articles in the series
provi de useful and reliable information. Mdst of the texts are
original manuscripts. Sonme are witten by Council staff, others by
experts in their fields.

This series is addressed to seniors and the people who care about

their well-being. It is hoped that readers wll find the Witings
useful .

The council wel cones conments on the topics selected as well as on
the content of the articles.

Susan Fl et cher

Di rector

Nat i onal Advi sory
Council on Aging



PREFACE

Many seniors suffer fromsensory inpairnments. Their ability to
live independently in the conmmunity is jeopardized by these

| osses. These observations were nade by the National Advisory
Council on Aging (NACA) during a national consultation held in
1988-89 on the barriers to i ndependent living faced by seniors
and were the inpetus for this series of in-depth papers on
sensory |l oss. Essentially, NACA thought it was inportant and
tinely to informseniors and those who care for themon how to
deal with physical changes that can affect their lives

pr of oundl y.

Sensory | oss can have serious repercussions on many aspects of
daily life. Seniors with noderate-to-serious inmpairnents in

vi sion, hearing, touch, snell or taste run the risk of being

i solated fromsocial contacts, of being deprived of needed
services and information and of being deni ed the deeply

sati sfying experiences that nmake |life worthwhile--seeing a
sunset, hearing laughter, snelling and tasting a good neal and
feeling an affectionate touch. Personal safety is conproni sed
t 0o.

The foll owi ng papers are intended to provide information
regardi ng the sensory changes that nornally occur with aging as
wel |l as those associated with particul ar di sease conditions--what
they are, when and why they occur and how they can be recogni zed.
The authors of these texts also describe strategies to help
seniors cope with sensory inpairnents.

The Council thanks the followi ng contributing authors for their
t horough and i nformative texts:
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Magdal ena Krondl, Departnent of Nutritional Sciences, Faculty of
Medi ci ne, University of Toronto. Dr. Krondl graduated fromthe
University of London, England with a B.Sc. in Nutrition and
obtai ned her Ph.D. in Anthropol ogy in her native Czechosl ovaki a.
In the last 20 years, while teaching and doing research at the
University of Toronto, she has devel oped a nunber of approaches,
i ncludi ng sensory testing, to find answers to "who eats what, why
and with what effects?" Her research addresses mainly the elderly
popul ati on.

Si mon Lai, Audiol ogi st, The Canadi an Hearing Society. M. Lai
graduated in 1984 with a Master’s Degree of Education in Audiol ogy
at the University of Manchester, United Kingdom He spent four
years as an educational audiologist with the Educati on Departnent
of Hong Kong before he noved to Canada in 1988. Since then, he has
j oi ned The Canadi an Hearing Society as one of the clinical

audi ol ogi sts, working with the Community Qutreach To Heari ng-

| mpai red Seni ors Program

Kat hl een Naeyaert, Program Consultant in Gerontol ogy, National
Rehabilitation Departnment, The Canadi an National Institute for the
Blind. Ms. Naeyaert graduated fromWIfrid Laurier University with
an Honours B. A in Sociology. Her interest in prograns and
policies that affect populations with special needs |led her to
Graduat e School at the University of Wstern Ontario where she
studi ed Applied Social Science Research. She has been working for
The Canadi an National Institute for the Blind devel opi ng and

eval uating prograns for the blind and visually inpaired.
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Di ane Saul nier, Director of Nursing, Cote-des-Neiges Hospital.
Ms. Saulnier is a registered nurse. She obtained her Master's
Degree of Sciences in 1989 fromthe University of Mntreal. Her
thesi s addressed the subject of the effects of touch on elderly
patients. The hospital where she currently works specializes in
geronto-geriatrics.

The Council al so thanks Professor Chris Armstrong-Esther of the
School of Nursing, University of Lethbridge who kindly reviewed
t he papers and provi ded useful conments.

Finally, I wish to make special nention of Franci ne Beauregard,
NACA' s Chi ef of Projects, Education and Comruni cations, and Loui se
Traversy, Commrunications Oficer, for the editing of these papers.
Carole Cloutier deserves many thanks as well for typing, re-typing
and formatting this publication.

| am pleased to be associated with this Witing in Gerontol ogy. |
hope that the readers of these papers will find much val uabl e
information to hel p them understand and cope with sensory
inpairments in later life.

Charl otte Matthews, PhD
Pr esi dent

Nat i onal Advi sory
Counci| on Aging
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| NTRODUCTI ON

The ol d saying "things just aren’t the way they used to be"
typically presents the notion of an ever-changi ng society. An
alternative interpretation of this phrase suggests that

i ndi vidual s are al so ever-changi ng. As individuals grow ol der, the
acuity of their senses dimnishes. An inevitable fact of life is
that the quality of one’'s eyesight also changes. These changes are
often part of normal aging, a slow gradual process. The subtle
changes usually occur at approximately 40 years of age. You nay
not recogni ze any difference in your vision, but you might notice
that you need to hold the newspaper further away to read it. O her
signs of failing vision include experiencing "double vision" or
"hal oes" around bright lights or "floating spots" as well as pain
in your eyes (Rosenbloom et al., 1987).

Failing vision, like declines in the other four senses (hearing,
touch, taste and snell) is an area that can dranmatically change an
individual's ability to performactivities of daily |iving

i ndependently. In fact, older adults may be chall enged with

mul tipl e sensory deficits. These additional deficits may have gone
undet ected, but the | oss of vision can anplify other sensory
deficits which nay nake rehabilitation and re-training of other
senses nore difficult.

Thi s paper addresses a variety of issues related to vision |oss:
its preval ence anong ol der Canadi ans, the najor causes and the
early warning signs, and how vision | oss can affect a person and
soci al support networks (famly and friends). It also includes a
vari ety of helpful hints for coping with vision |oss.

1. THE PREVALENCE OF VI SI ON | MPAI RVENT
The availability of data on blindness and visual inpairnent has

been limted to statistics of those who are registered "legally
blind" with The Canadi an National Institute for the



Blind (CNIB). Even though the data for this population are
conprehensi ve, they do not include the thousands of unidentified
peopl e-that are "functionally visually inpaired", i.e. individuals
whose eyesight inpedes their activities of daily |iving.

Data fromthe Health and Activity Linitation Survey (HALS)
explored the type and degree of health limtations experienced by
Canadi ans. The prelininary findings indicated that approxi mately
10% of people over 65 had a serious visual inpairnent that
restricted their activities of daily living (Statistics Canada,
1988). This translates into nearly 300 000 blind or visually-

i npai red seniors.

It is estimated that [ ess than 20% of the visually-inpaired

popul ation is totally blind or without the presence of usable,
residual vision. "Legal blindness" is a termused to identify the
eligibility for specific governnment prograns and benefits. It is
defined as a visual acuity in both eyes with best corrective

| enses of 20/200 or when the greatest dianeter of the field of
vision in both eyes is | ess than 20 degrees (CNI B, 1988).

You may be wondering if the preval ence of vision inpairnent
differs across age groups. The answer is a definite yes. CNIB' s
1988 statistics for its total client population show that the age
group 0-29 accounts for 12. 7% of that popul ation, the 30-59 age
group accounts for 19.9%while the vast majority--65.9% of the
clients--are over 60 years old. It is clear that vision loss is
associated with the aging process. An exam nation of CNIB' s
statistics for newclients registered in 1988 reveals that a
growi ng proportion of the client population is over 60 years ol d:
0-29 accounts for 11.2% of the popul ation, 30-59 represents 12. 9%
and the 60+ age group represents 75.5% As we approach



the 21st century, the proportion of clients aged 60+ will continue
to grow. It is also worth noting that nore than half of the senior
clients are aged 80+. This is no doubt a consequence of the
"seniors boont and will continue to influence CNIB s client

popul ati on and service provision.

Not surprising is the fact that many residents in long-termcare
facilities are visually inpaired. In sone cases, as many as 40% of
the residents are visually inpaired (Horowitz, 1989). However,
with the introduction of a proactive health and social service
system enphasizing community care (maintaining individuals in
their own hones) rather than institutionalization, a greater
nunber of blind and visually-inpaired persons will remain in their
own hores and will require support services. This will continue to
present a challenge to the CNI B and other hunan service

or gani zati ons.

2. THE LEADI NG CAUSES OF VI SI ON LOSS AMONG THE ELDERLY

Vision loss is a personal thing. Each individual "sees"
differently even though he or she may have the sanme eye condition
as soneone el se. Sone vision problens can occur gradually while
ot hers happen suddenly wi t hout warning.

Vision loss in the older adult population is, in the najority of
cases, caused by one of the follow ng: macul ar degeneration
cataracts, glaucona and di abetic retinopathy. Note that an eye
condition such as cataracts affects a greater nunber of people but
does not necessarily result in "legal blindness".

2.1 MACULAR DEGENERATI ON
The | eadi ng cause of blindness/visual inpairnment in Canada is

"macul ar degeneration". It accounted for 45% of all new cases of
vision loss in the nost recent year for which statistics are



avai lable (CNIB, 1988). The centre of the person’s field of vision
blurs and detail is lost. Mire specifically, within the eye, near
the centre of the light-absorbing retina, is a small and sensitive
area called "the macula". Big as the head of a pin, the nacul a
processes the details in the central part of the inage and the
brain receives this nessage. The macul a needs |ight to work
effectively and works best in daylight. Degeneration of the nmacul a
often occurs over a few years and seens to be a part of the nornmal
agi ng process. Sonetines, it occurs nore quickly.

Macul ar degeneration may al so be linked to infection, high blood
pressure or arteriosclerosis. Since so little is known about the
basi ¢ causes of nmcul ar degeneration, effective treatnment is not
possi bl e in 90% of cases (Canadi an Opht hal nol ogi cal Soci ety,
1988) .

2.2 CATARACT

A cataract is a clouding of the eye’'s lens which scatters or

di sturbs the passage of light, resulting therefore in blurry
vision. W know that cataracts are nost often associated with
aging. In fact, alnost half of the popul ati on aged 65+ have sone
degree of clouding or cataract formation. A small percentage of
seniors are registered "legally blind" with the CNIB as a result
of cataracts--approximtely 6% (CNIB, 1988). There is no pain or
redness; people may find lights close to their eyes dazzling or
not bright enough. Oten they see double inages or "ghosts" and
eyegl asses do not hel p.

Cataracts are caused by a chemical change in the lens itself. The
reason for this change is not conpletely understood.

It is inmportant to note that treatnment is an operation- cataract
surgery--which is now considered a routine procedure and



restores sight in over 95% of cases where there are no other eye
conditions present. People of all ages can experience successful
cataract surgery (Canadi an Opht hal nol ogi cal Society, 1988).

2.3 GLAUCOVA

d aucoma is often referred to as "the sneak thief of sight". This
eye condition is caused by a disturbance in the optic nerve
associated with an increase in pressure on the inside of the eye
due to a buildup in fluid. It is usually a slow, painless process
for 95% of the elderly who have gl aucoma. WArni ng signs may not be
easy to detect, but may include a difficulty in adjusting eyes to
a darkened room blurred or foggy vision and/or focus that
fluctuates. Cccasionally it can be a sudden, acute onset. The
synptons of acute or sudden gl aucoma include the | oss of

peri pheral (side) vision, cloudy vision, as well as pain in and
around the eyes. Eyeglasses will not correct these problens.

A gl aucoma test should be done at the tinme of a regular eye

exani nation, especially for people aged 35+. A test of intraocular
pressure will detect glaucoma. If it is detected, treatnment should
start before synptons devel op. To date, approximtely 7% of the
regi stered blind senior Canadi ans are affected by gl aucoma (CN B,
1988) .

2.4 DI ABETI C RETI NOPATHY

Di abetic retinopathy is one of the circulatory problens associ ated
with diabetes. It is an eye condition which causes changes in the
bl ood vessels that nourish the eye. The particular type of

di abetes that a person has does not seemto determ ne whether

he/ she will be affected. Sonme people with m|d diabetes,
controlled by diet, may | ose their sight whereas others who have
severe fornms of diabetes and are insulin-dependent never
experience vision |loss. Those at greatest risk are people who
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have had di abetes for over 15 years. D abetic retinopathy goes
t hrough several stages and nay |ead to total blindness.

During the initial stages, one’'s sight will blur and fluctuate,
and floating spots will be seen. In the | ater stages, one's visua
field gradually reduces because of scar tissue which nay pull on
the retina and detach it, resulting in total blindness. Laser
treatnment in the early stages has proven to be successful in nany
cases.

Recogni zi ng that the medical and technol ogi cal advances in the
treatnment of diabetes has resulted in an increased life

expect ancy, diabetic retinopathy, therefore, m ght becone nore
comonpl ace anong the elderly (CNI B, 1987).

3. THE | MPACT OF VI SUAL | MPAI RVENT

3. 10N | NDI VI DUALS

The total |oss or serious inpairment of a person’s eyesight
typically elicits reactions of anger and resentnent. The | oss of
vi si on may happen quite suddenly, as the result of an accident or
disease; or it nmay be a slow, lingering deterioration as in the
case of glaucoma or di abetes. Nonetheless, it has been described
as the "death" of the sighted person. This can be a destructive
blow to an individual and is often acconpanied with an array of
per sonal | osses.

For ol der adults that have al ways been oriented to a world of

vi sual cues, nuch of their world and "who they are" is danmaged.
Their functional ability to performactivities of daily living is
in chaos and their personality may al so be affected. How the | oss
of sight will affect a person, understandably, differs from person
to person. Loss of sight may lead to a | oss of basic skills
(mobility and activities of daily



- 11 -

living), loss of ease in comunication (oral, witten and visual), |oss
inthe ability to appreciate (the pleasurable, |eisure and beauty),
fears about financial difficulties and the | oss of personality (soci al
adequacy, self-esteem obscurity) (Carroll, 1961). The degree and range
of losses all influence the individuals grieving for their vision.

Consi dering the many aspects of a person’s psychol ogical security, we
may be able to appreciate how far-reaching the consequences of vision

|l oss are. As well, an individual’s sense of belonging nay be at risk
since the individual may see hinself/herself as "abnornmal" in a society
that enphasi zes physical perfection; being blind in a sighted world may
be very alienating. The enotions associated with any of these | osses
may | ead a person to become nore anxious, wthdrawn, |onely, or
depressed; it can manifest itself into any nunber of behavi ours.

Wth social support networks and rehabilitation services, it is hoped
that the grieving individual will understand that life is not over, but
rather that |ife has changed and a new |life has begun

Many of the | osses discussed earlier can be restored sinply by adapting
one’'s activities. Learning to devel op other senses and integrating new
skills and techniques in activities of daily living nmay optinize the

i ndependence and psychol ogi cal wel | -being of an individual.

3.2 ON FAM LY AND FRI ENDS

Fanmily and friends can play an integral supportive role during the
visual l y-inpaired person’s adjustnent period, but let us not forget
that they thensel ves are experiencing |losses and are in an adj ust nent
period. It is inportant for the social support network to realize that
the visually-inpaired person nmay need sonme assi stance with sone
activities. It is just as
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inportant for family and friends to realize that their visually
inpaired friend or | oved one may be capable of conpleting an activity
if he/she is allowed to try. Families, friends and caregivers need to
| earn how to hel p soneone hel p onesel f.

3.3 ON THE GENERAL PUBLI C

The reaction of the general public towards blind persons nay be
deternined by the nmyths and stereotyped ideas of uneducated blind
people that live in institutions or work in sheltered work environnents
and are unable to care for thenselves. Geat efforts have been made to
"mai nstream' and de-institutionalize people who are capable of caring
for thensel ves. Because of this "nminstream philosophy, nore
rehabilitative services have energed and fostered nore i ndependence for
visual ly-inpaired people as well as other disabled persons. Only
through public education will the social- service sector be able to

hei ght en awar eness of sone of the issues that surround blindness and
visual inpairnment. The followi ng section addresses courtesies to the

bl i nd.

4. COURTESY TO THE BLI ND

Treat blind or visually-inpaired persons as you woul d anyone el se. They
do the sane things as you, but sonetines use different techniques.

If you are not sure how nmuch they can see, just ask! Not all blind or

vi sual l y-i npai red peopl e have total absence of sight or live in tota
darkness. In fact, only about 10% of CNIB' s registered clients are
totally blind. Many see in varying degrees--fromlight perception to
the ability to read large print with a nmagnifier. G hers nay be able to
read signs and see objects froma distance but be unaware of obstacles
directly in front of them because of their restricted field of vision.
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Speak to blind or visually-inpaired persons in a nornal tone of voice.
Identify yourself and |l et them know you are addressing them by using
their name or touching their arm Be sure to tell them when you are

| eavi ng.

. When wal king, let a blind or visually-inpaired person take your
arm Pulling themby the hand is awkward and conf usi ng.

. Do not hesitate to use the words "see", "look", or "read". Blind or

visual l y-i npai red persons use these words as often as anyone el se.

. Descri be your surroundings, whether it is the scenery froma noving
car, an interesting incident on television or the lay- out of an
unfam liar room Point out hel pful details: "The door pulls towards
us on the left" or "we are approaching the staircase that goes up."

. G ve directions clearly and accurately. Pointing or using phrases
such as "over there" will be of no assistance.
) Avoid the inpulse to rush to a blind person’s aid. If you are not

sure whet her assi stance is needed, ask.

Renenber, when you neet a blind or visually-inpaired person, the
keyword is "person", not "blind"

5. SOVE HELPFUL HI NTS AND TECHNI QUES | N ADAPTI NG TO VI SI ON LGSS

In order to determ ne which techniques are best, the visually-inpaired
person nust decide for herself/hinmself what works best. This may result
in the consistent use of one technique or a conbination of techniques.
The followi ng sections |ist some of the conmponents involved in coping
with vision |oss.



5.1 LIGHTING

Li ghting needs are specific to each person’s visual inpairnment. The
nost frequent problemis that lighting is either too bright, causing
glare, or not bright enough. The cost of adequate lighting is nininal
gi ven the possi bl e benefits.

Arrange several |anps around the roomto provide a nore even
distribution of light as opposed to one hi gh-wattage bul b.

When your eyes adjust froma light to a dark setting, a di nmer
switch can be used to control the intensity of light in the various
roons. Alternatively, use sunglasses, i.e. |leave themon or take
them of f when entering a building.

Use wi ndow blinds or shades to reduce gl are.

For those who need bright light, fluorescent lights are especially
useful under kitchen cupboards.

Hang dark open-weave curtains to reduce glare fromdirect sunlight
and still retain good natural I|ight.

Keep stairway well lit to reduce shadows which nmay distort inages.

When travelling outside, a wide brimhat, sun visor, or sun
gl asses may assist in reducing glare.

Wrk with the light source behind your |eft shoul der for best use
of |ight.

Note that nmatte surfaces are beneficial if glare is a problem Do
not keep a polished floor; use mats/carpeting to reduce glaring
areas. Also avoid using furnishings that contain highly reflective
mat erials such as netal and gl ass.



A flashlight or pen-light can be of assistance when trying to read
in an area that is too difficult to keep well lit.

COLOUR- BRI GHTNESS CONTRASTI NG

Col our-brightness contrasting is often an attractive, inexpensive
techni que that can be extrenely beneficial for people with vision |oss.
It can be particularly helpful in identifying objects and details.

Dark colours tend to absorb light and light colours reflect |ight.
Therefore, if roons are too dark, paint the walls a |light col our
and hang |ight-col oured drapes. A dark open-weave drape may all ow
light to enter but still reduce glare.

A dark-col oured bathmat over the side of a light tub will clearly
identify the edge.

For stairs, handrails should | ead out and extend beyond the top and
bottomstep to assist in identifying the plateau. In addition, the
handrail and the edge of each step should be of a contrasting

col our for easy identification.

A change in the colour of the floor at the top and bottom of a
flight of stairs will also assist in identification

Use col oured tape on the head of a key so it can be easily
identified. Coloured tape can al so be placed beside wall sw tches
and el ectrical outlets so they can be readily visible when they are
t he sane col our as the wall

Col our-brightness contrast can help the visually-inpaired person to
| ocate furniture easily. For exanple, place a cloth of a
contrasting colour on the back of a dark chair. This col our
contrast can be a useful decorative feature.



5.3 MEALS AND FOOD PREPARATI ON

Wth imgination and the consistent use of practical techniques, neals
and food preparation does not have to be a frustrating event.

. Use |ight-col oured dishes on a darker or contrasting tablecloth, or
vice versa

. Simlarly, display food of a light colour on a dark-col oured pl ate,
and vice versa. Stay away fromtransparent or patterned di shes.

. The placenment and distribution of food on a plate can be descri bed
by using the "clock" nmethod, i.e. "potatoes at 2 o’clock, nixed
vegetables at 8 o' clock, etc." Note that neat or difficult-to-cut
itenms should be placed at 6 o' clock for easier access and better
control

. The "cl ock” nethod can al so be used to describe where certain itens
are on the table, for exanple, a glass of water, salt and pepper.
Setting the table in a consistent nmanner is hel pful.

o Pl ace a baking dish on a ri med cookie sheet to catch any
dri ppings. This reduces oven cl eaning and nakes it easier to |locate
t he baki ng di sh.

) Use a slicer for hard-boil ed eggs--instead of a knife--to cut itens
such as mushroons and cheese.

) A muffintinis great for baking potatoes or tonatoes. It is easier
to locate a nuffin tin than individual itens.

) Use a cake pan under a neasuring cup when neasuring liquids. This
prevents wasting excess |iquid.
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Foods can be identified by the consistent placenent of itens, by
snel |, sound, and packaging wthout |abelling each item
individually. It nay be helpful to |abel itens such as spice jars
and canned foods by using a |l arge piece of tape that has the nane of
the contents witten in large dark lettering or by using tactile
magnetic letters, e.g. "P'" for "peas". To | abel canned goods, the
use of reusable index cards with large print witing, attached by

el astic bands is another easy adaptation.

When | abelling an oven, the use of "H narks", a tactile
identification, is the best solution in order to identify
significant points around the oven dial. This adaptation is
avai |l abl e through the CNI B.

For food preparation, use a dark surface when m xing |light col oured
i ngredi ents, and vice versa. The light and dark surfaces can be done
by using bowl s on the counter or work area.

Use individual neasuring cups of specific sizes for each
measurenent. You can keep the cups together to deternine the correct

size of each, or put a notch in the handle, i.e. 1 notch equals 1
cup, 2 notches equal ¥z cup and so on.

TIPS ON TRAVELLI NG AND MOVI NG ABOUT

Travelling on your own is one component of maintaining independence.

Remembering some of the techniques outlined below will allow travelling
more confidently.

Plan exactly where you are going and the best, safest route to take.
Think of landmarks that are easily recognizable to assist you in
keeping your bearings.
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When travelling with a sighted friend, hold on to their el bow and
wal k about half a step behind them This allows you to follow them
with great ease.

When travelling on a bus, ask the driver to call your stop, and try
to sit close to the driver to ensure that you hear your street being

cal | ed.

Use a white cane. Mrre details on specialized nobility training are
avai |l able fromthe CNI B.

To avoid running into doors, always |eave themeither conpletely
open or closed. A half-open door is dangerous. The sane hol ds true

for cupboard doors.

Make sure that furniture is returned to its consistent |ocation. For
exanpl e, push chairs under the table.

LI FESTYLE TI PS

When mai nt ai ni ng rel ationshi ps and i ndependence, you may need to

utilize community services, the assistance of fanily and friends and
speci al i zed devi ces.

When entering a roomwith a friend, ask to be told who is in the
room and if desired and appropriate, ask to be introduced.

Tal ki ng books are available fromthe CNIB and often, through public
libraries.

Ask the bank teller or cashier to separate your bills so you can
identify them

Make use of writing guides, signature guides, large print telephone
di al s and operator assistance.



5.6 LOWVISION Al DS

It is inmportant to nmake the nost of the sight you do have.
Therefore, the use of low vision aids may hel p you naxi nize your renaining
vi si on.

. A conplete | owvision exani nation at a Sight Enhancenent Centre may
be useful. An eye-care specialist nmay reconmend | ow vi sion aids
such as handheld nmagnifiers, bar magnifiers (they easily magnify a
line of print), closed circuit TV readers (they nagnify up to 45%
and magnifiers with a light attachment.

. ot her useful lowvision aids include: large print tel ephone dials
and/or large print push-button attachnents; magazi nes and books in
large print, braille or recorded on cassette tape; and adapted
| ei sure itenms and board ganes, such as playing cards, scrabble,
bi ngo cards, checkers, backgamon and nonopoly.

CONCLUSI ON

Vi sion does deteriorate with aging. Vision | oss anong the elderly
can be caused by a variety of factors, particularly nmacul ar degeneration,
cataracts, glaucoma and di abetic retinopathy. The inpact of visual
i npai rment can be serious for individuals, fanmly and friends, and the
general public. The visually-inpaired person can benefit from various
aids, tips and techniques, as well as information and creative
under st andi ng. Seniors with vision |loss need not withdraw fromthe
comunity.
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| NTRODUCTI| ON

Chronic disorders of taste and snell have been largely
negl ect ed because they are seldomfatal, and unlike deficiencies in sight
and hearing, are not considered a serious handi cap-they are nore "naggi ng"
problens affecting the quality of life (Schiffnan, 1983). Neverthel ess,
declining snell and taste sensations may be a serious problemin sone
ci rcunst ances, for sone people.

Taste and snell are al so known as the "chem cal senses". Their
processes are conplicated and as yet not conpletely understood; however,
changes in these processes are known to occur with aging. We will discuss
the role of our chenical senses in |ife managenent before describing the
basi ¢ processes of snelling and tasting. The inpact of aging on snelling
and tasting will then be discussed. Finally, the inplications of our
declining chenical senses and sone practical suggestions on how to dea
with themw |l be presented.

1. THE ROLE OF OUR CHEM CAL SENSES

Both snell and taste are the prinmary senses that influence-- in
an "integrative" fashion--the pleasure we derive fromeating and as wel |,
guide us in selecting foods; they affect our appetite and thus, are likely
to affect our nutrient intake. Sone of our senses are fully devel oped at
birth. Sweets are liked and bitter tastes disliked by newborn babies. This
may be an "early warning systeni that prevents the intake of poi sonous
bitter substances and ensures the survival of the species.

Each of these senses may play a specific role in the surviva
process. Smell inforns us of danger within a specific environnment, e.g. it
warns us of |eaking gas and burning food, just as snoke warns us of fire.
Taste is often the elenmentary nonitor of food safety in terns of food
spoi | age and contani nati on.



2. THE PROCESSES OF SMELLI NG AND TASTI NG

Snelling and tasting are separate sensory systens, but both
i nvol ve physi ol ogi cal and psychol ogi cal experiences. The physi ol ogi cal
conmponent consists of the interaction of chemcal stimuli originating
outside the body with the receptors | ocated inside the nose and nouth; the
stinulation is passed along the nerves to the brain. There it is detected,
recogni zed and stored in nmenory. The psychol ogi cal phase follows, although
the distinction between the two phases is difficult to nake. In the
psychol ogi cal phase, the inpression caused by the stimuli, odour or
flavour, is evaluated in terms of whether it is pleasant or unpl easant.
The individual "integrates" the information with that of other stinmuli and
acts accordingly, either by avoiding the source of the unpleasant stinmnuli
or by seeking further exposure to the pleasant type.

While the principle of snelling and tasting is sinple, the
conpl exity begi ns when considering that there are nunerous types of odours
and flavours and that each type has its specific route to perception.
Butter flavour alone consists of 27 conponents. Odours are even nore
conplicated. In the real world, several stimuli interact with each other
as well as with many other experiences sinmultaneously.

Al'l odours are volatile substances. The process of snelling
occurs when the odours dispersed in the air are transferred by air flowto
the nose. The snell receptors located in the nose are cells with hairlike
protrusions resenbling antennae at one end and with nerve endi ngs
provi di ng connection with the brain at the other end. Interestingly, snel
sensitivity is 10,000 tinmes greater than that of taste. Snell decreases
with the onset of diseases that interfere with the receptors located in
the nose cavity, i.e. colds, allergies.

The process of tasting that occurs in the nouth requires
di ssolving of a flavour substance in the saliva which, in turn, bathes the
papill ae | ocated on the tongue. However, not all papillae are taste-
oriented; sonme reflect sensations of pain or
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texture. Four basic tastes can be differentiated--sweet, salty,
sour and bitter. They are unique in their chemcal structure

al t hough sone bitter and sweet conpounds are simlar. Slight
alterations nmay cause sweet tasting chemicals to beconme bitter.
Smal | fungi form papillae, resenbling nmushroons, contain taste
buds sensitive to sweet and salty tastes mainly. Mich | arger
round papillae register bitter tastes. Each taste bud

i ncor porates about 50 receptor cells whose |ife span averages
about ten days. They are constantly renewed and their nunber
varies from person to person

The interaction between the flavour substances and the taste
buds depends on the nouth environment, such as the acidity or alkalinity
of the saliva. This is not necessarily locally determ ned but may be the
result of metabolic processes. Qur study of the effect of nedication on
taste showed that salicylic acid formed fromacetylsalicylic acid (ASA)--
commonly known as aspirin--is found in saliva in an anmount correspondi ng
to two percent of that found in the blood. This affected responses to sour
foods. But even people who did not take aspirin had snmall anounts of
salicylic acid in their saliva, probably fromsonme foods, toothpastes and
nout hwash.

There are individual differences in taste acuity. Cenetic
taste-blindness is known to exist to a bitter conmpound called PTC,
phenyl t hi ocar bam de, a conpound whose chemical structure is sinmlar to the
structure found in substances responsible for the bitter conponents
present in vegetables such as cabbage, cauliflower and Brussels sprouts.
About one third of Caucasians and one tenth of Asians are PTC non-tasters.
Tasters are suspected of being "picky eaters" to a greater extent than
nont ast er s.

Taste is negatively affected by poor dentition (having badly
fitting dentures, mssing teeth, cavities or no teeth),
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i nadequat e oral hygiene and | ack of saliva or a change in saliva
consi stency. In one study, good oral hygiene inproved the ability to taste
sal t ness by 68% (Langan and Yearick, 1976). Thicker saliva may require
|l onger stimulation to integrate sensory informtion.

Psychiatric di sorders and ot her diseases, such as cerebra
tunours, are associated with changes in taste and snell. Sone effects may
be due to nedications. Head injuries, head surgery and radiation for
cancer treatnent are also known to alter the chemi cal senses. Alterations
may vary:. one taste only may be affected, the taste of bitter for exanpl e,
and the effect nay be transient. The nost common alteration is that of a
decreased sense of snell. Permanent |oss of snell has been docunmented in
one percent of the population and tenporary loss in 62% Distorted
sensations, sensing foul snells, having netallic taste are the nost
unpl easant types of snell and taste changes. Fortunately, alterations and
distortions are rare; they occur with the use of sonme drugs, e.g. cocaine.

Both snelling and tasting are known to be adaptive processes.
After prolonged stinulation, the sensitivity is decreased. Unpl easant
snell may becone nore tolerable, as we all know. Sour food may becone | ess
unpl easant and spicy food | ess pungent, as Moskowitz (1975) and Rozin
(1980) found out. Moskowitz observed that the fruit tanmarind was rated
| ess sour by Indian workers who ate it regularly conpared to students who
did so occasionally. Rozin reported that Mexicans who eat chili peppers in
chil dhood find themless strong than visitors do.

A survey of snelling ability was conducted recently by the
Nat i onal Geographi ¢ nmagazine in co-operation with the Mnell Chemca
Senses Centre in Phil adel phia. Responses to six odours were tested in 1.5

mllion respondents. (See Figure 1.)
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Qdours ranged from pl easant to unpl easant and included rose, banana,
cloves, nmusk, sweat and gas (G | bert and Wsocki, 1987). Results showed a
greater snelling acuity anpbng outside workers than anong office enpl oyees;
perhaps their exposure to fresh air helped to naintain their snelling
acuity.

3. THE | MPACT OF AG NG ON SMELLI NG AND TASTI NG

"Though a wine's aroma increases with age, our ability to appreciate
it does not." Wth nost of the scents included in the National Geographic

survey, a decline in detection becane noticeable at about 70 years of age
and was significant after 80. An exception existed with sweat scents;
deficits were noted beginning in youth (G lbert and Wsocki, 1987).

I ndi vi dual s of both sexes reached a peak of performance at about 20 years
of age and declined thereafter.

Schi ffman (1984), when conparing young and ol d, observed anong the
latter a tendency towards | ess intense likes and dislikes of food odours.
Some of the elderly subjects were totally unable to snell food. Earlier
studies reported a decline in the nunber of taste buds with age but a
recent study of cadavers refuted this finding. While the nunber of taste
buds differs anong individuals, this is not due to aging. Degeneration is
especially acute in persons with Al zhei ner’s di sease.

Perturbed or changed taste sensitivity has been shown in nany studies
(Chauhan et al., 1987). Taste/snell changes lead to perceiving salt in
solution as very salty anong the very old and those who take diuretic
drugs. These peopl e avoi ded salt/sour tasting foods. Drugs acting on the
gastrointestinal track had the opposite effect. Ethnic background showed
an effect of adaptation to certain taste/snell stinuli (Chauhan, 1989).



In addition, one has to recognize the conplexity of foods due to their
many flavours, odours and other sensory attributes such as texture and
appearance. Responses to taste stimuli are assessed only on single
flavours--for exanple salt--but responses to food are nmuch nore
conplicated because all food flavours are conposed of many chenica
substances. Experinments conparing recognition of pureed foods (to contro
for texture) by blindfol ded subjects have shown that ol der people take
longer to identify the food and nake nore ni stakes than younger peopl e;
the same findings resulted with snell identification

Thi s author has conpared young and old in rating sweetness, bitterness
and arona of cooked and raw cabbage. The aged detected sweet |ess, bitter
nmore and sensed aroma | ess than the young. Surprisingly, rating of |iking
was the sanme for young and old regardl ess of the perceived intensity of
fl avour and arona.

The psychol ogi cal aspect of snelling and tasting is very inportant
anong ol der individuals as it is associated with nenory. Thus response to
stinuli is evaluated against standards |located in the nmenory and depends
on the enotion the sensation evoked. Smell occupies a privileged place in
menory because it rekindles old recollections. The foll owi ng quotation

fromthe National Geographic survey illustrates the enotional role of
snell nmenory: "After ny husband died, | would go into his closet and hug
his suits because they snelled of his owmn snell, and aftershave. 1'd stand

there with eyes closed, hugging his clothes, naking believe and cry."

Food nenories of older persons will vary fromthose of the younger
peopl e. A nunber of mmjor factors affected the food experiences of people
born in different decades of this century. The Great Depression, Wrld Wr
Il and food rationing are the major food experience of the old generation.



Nowadays, the inmpact of television and other nmedia is becom ng nore
and nore intense and ubi quitous: new beliefs are fornmed that have an
i npact on peopl e’ s deci si on-naki ng processes and, consequently, on food
sel ection. The expl osion of devel opnents in food technol ogy al so affects
the food choices of old and young alike. As well, the great concern for
fitness and health anmong all age groups interferes with the role of odour
and taste in guidance of food choices.

This author’s studies conparing food habits of young and ol d
popul ations reflected the inpact of generation differences (Krondl and
Col eman, 1985). The elderly were nore frequent users of jam potatoes and
bananas; the young of peanut butter, apples and | ettuce.

4. THE | MPLI CATI ONS OF OUR DECLI NI NG CHEM CAL SENSES

The inability to detect noxious tastes and odours can lead to
poi soni ng. Gas conpani es add foul snelling conpounds to their normally
odour | ess products as warni ng signals; they have worked hard to devel op
odours that are generally repugnant. Neverthel ess, some elderly
i ndi vidual s are unable to detect foul odours. The inability to snell
repugnant substances may jeopardi ze safety. Inmpairnent in snelling or
tasting al so may prevent detection of food spoilage and can lead to

illness.

Sometinmes, loss of snell can be beneficial. Individual human body
odour is renmarkably distinctive. Muth odours can reflect gastro-
i ntestinal disorders and other illnesses. Urine and body odours are

snelled |l ess by old than young and thus nmay be | ess objectionable to the
old. This is known to be the case fromthe urol ogical wards and sone
nur si ng honmes where bathing nay not be as frequent as required to renove
obj ecti onabl e body odours. In such circunstances, decrease of snell may be
an advantage to the residents but its consequences may di scourage
visitors.



Inmpaired taste may negatively affect appetite, as many sick people
know. There is also a relationship between the digestive function and the
ability to taste. Food flavours, for exanple neat flavours, nonosodi um
glutanate (MSG and salt, stinulate tasting and affect the salivary and
pancreatic flows, gastric contractions and intestinal nobility. Taste
di sorders then inpair digestion, interfere with food choice and may result
in nutritional deficiencies. A 70-year old person nay need two teaspoons
of sugar in a cup of coffee to perceive the sanme preferred degree of
sweet ness that she obtained fromone teaspoon at the age of 25.

Help for the elderly with taste and snell deficits nmay be a
possibility in the future. New food fragrances have been devel oped, such
as anise (licorice), hickory (snoked bacon), strawberry and root beer.
They are intended to heighten the pleasure aspect of food by increasing
the stimulation of the receptors in the nose. Greater stinulation of the
enotional areas of the brain may result and increase the pleasure derived
fromthe food

5. SOMVE PRACTI CAL SUGGESTI ONS

El derly persons whose snelling and tasting ability is inpaired may be
hel ped in a nunber of ways. Sone are suggested as foll ows:

e Treatnent of allergies and colds are inportant to prevent a
|l oss of snell that would interfere with appetite and coul d
lead to malnutrition.

e To reduce risks relative to inpaired snell, it is inmportant
to utilize snoke detectors to warn of fire and carbon
nmonoxi de detectors to signal gas dangers.
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To enhance the pleasure aspects of social contacts,

it is useful to care for personal hygi ene, including
oral hygiene and use of toiletries.

To prevent and control taste linitations, an adequate
intake of fluid for saliva formati on and heal thful diet as
well as treatment for nutrient deficiencies such as zinc
shoul d be consi dered.

To reduce inpaired tastes, if dental health all ows,
chewing gumwi Il increase the flow of saliva.

Rinsing with long | asting sweeteners nmay help to cope
with distorted taste. Adding sinul ated odours and
taste enhancers will intensify snell and taste
stinmuli. Chewing alternate foods may al so i nprove
tasting of foods.

The trend of a decreased tasting ability associ ated
wi th agi ng shoul d be recogni zed; the anmount of sugar
or salt in drinks or foods need not be unduly
restricted anong persons who do not require salt
restriction or a diabetic diet and are generally
heal t hy.

Pl easure from food shoul d be ensured by recogni zi ng
the inportant role of nmenory associations with
specific odours and flavours of foods. O her sensory
factors such as the appearance and texture of foods
could help in tenpting the appetite to conpensate for
di mi nished snelling and tasting. The excessive
enphasis on eating solely for health reasons rather
than for pleasure should be avoi ded and an

i ndi vidual’s food preferences honoured whenever
possi bl e.



CONCLUSI ON

The "chem cal senses"--snell and taste--are conplex as we have seen
The limtations inposed by aging affect snell nore than taste. Linitations
do not affect detection and identification of each snell and taste
stinulus equally. The decline of snelling and tasting varies anpng
individuals. It is greater anong mal es than fenal es, anong the sick and
those dependent on nedi cations nore than anong heal t hy individual s.
Decrease in sensitivity to snell and taste can be transient and
regenerative. Neverthel ess, precautions should be taken against health
hazards and soci al inconveni ences due to decline especially in snelling.

Sensory stimuli can be enhanced and partly conpensate for the decline
in smelling and tasting. In terms of the effect of decreased snelling and
tasting on food selection, it should be renenbered that the liking of food
i s dependent al so on other senses--sight and touch--and to a great deal on
the nmenory of previous experiences. Thus, food selection is individual and
has to be respected as such.
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| NTRODUCTI| ON

It is sonetinmes difficult for people to acknow edge having a hearing
loss as there is still a stigma attached to wearing a hearing aid. A
person may take years to ask for help. Hearing-inpaired seniors thus
requi re much support and understanding fromfanly, friends and
caregi vers.

It happens that fam |y physicians or other professionals tell hearing-
i npai red seniors that they nust sinply learn to accept hearing | oss. Many
people are still unaware of the dramatic inprovenents in hearing aids, and
the fact that it is now possible to fit virtually every hearing-inpaired
person with an appropriate hearing aid. Many hearing aids and prograns
exi st today. They coul d make easy communi cati on possible for the hearing-
i npai red seniors.

Unfortunately, few aural rehabilitation services or programs are
avai l abl e across the nation. Very few centres have orientation cl asses
that provide services after the hearing aid has been di spensed.

Thi s paper | ooks at hearing | oss anong seniors, the problens and the
possi bl e sol uti ons.

1. THE PREVALENCE OF HEARI NG LGSS

One of the nobst conmon chronic disabilities associated with aging is
hearing loss. It is conservatively estimated that over 50% of persons aged
60+ suffer sonme kind of hearing | oss. The incidence increases
significantly with age.

Hearing screeni ngs of over 10,000 Ontarians aged 60+, conducted by the
Canadi an Hearing Society (CHS) during the sunmers of 1985, 1986, 1987 and
1988, show an average "failure rate" of 65%for the group aged 60 to 79
and 81% for the 80+ group. These figures are in keeping with studies
undert aken el sewhere.



2. THE PHYSI OLOGY OF HEARI NG

Heari ng begi ns when sound waves are transnitted through the air. The
outer ear acts like a funnel. It collects sounds fromthe air which rush
al ong the ear canal until they bunp into the ear drum a very delicate
menbr ane whi ch absorbs sound energy and noves in rhythmwith it. (The
hi gher the sound, the faster the eardrum noves. The | ouder the sound, the
bi gger the size of each novenent.) The ear drum noves thousands of tines
each second and each of these novenments is transferred to a "chain" of
three bones, located in the mddle ear. Wien the ear drum npves, it causes
the bones to vibrate. The vibrations are transmitted into the deepest
section of the ear known as the "cochlea", a snail-shaped organ | ocated
in the inner ear which contains thousands of hair cells that receive the
vi brations and nove.

The hair cells can be thought of as triggers because each one is
connected to a nerve cell which fires off an el ectrochem cal inpulse
whenever a hair cell noves. There are many, many individual hair cells
connected to nany, nmany individual nerves, but all the nerve cells trave
together to formwhat is called the "auditory nerve". This nerve is like a
hi ghway al ong whi ch i npul ses travel to reach the brain.

More conpl ex and sophi sticated than any man-made conputer, the brain
interprets the different signals comng to it fromthe auditory nerve,
di stingui shing between different sounds, telling us if they are | oud or
soft, high or low, pleasant or screechy, irrelevant or |oaded with
meani ng, such as the sound of speech. As well, the brain conpares the
slight differences between sounds entering the left ear to those com ng
through the right ear. Through this stereo or "binaural" hearing, the
brain can tell us the source of a sound, for exanple, whether it is far or
near, behind or in front, to the left or right.
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Sound may al so reach the ear through other routes, for exanple, by
bone conduction through the skull, but the pathway through the ear is the
nmost i nportant.

3. THE TYPES, DEGREES, PREVENTI VE MEASURES AND MOST COMMVON CAUSES OF
HEARI NG LOSS

3.1 TYPES OF HEARI NG LGOSS

Hearing | oss can be due to an abnormality or disorder in the outer,
m ddl e or inner ear.

In the outer ear, wax build-up or "otitis externa" (painful infection
in the ear canal) may cause a ninor change in hearing, but usually does
not interfere significantly with speech reception. In nbost cases this can
be treated and cured. When a hearing loss is due to a problemin the outer
ear, it is known as a "conductive | oss" because the sound is not conducted
properly through the outer nechani sns.

Hearing loss in the nmddle ear usually has a greater effect on hearing
and affects the part of the ear fromthe ear druminto the m ddl e ear
cavity. The nost conmmon nmiddle ear problemis an infection of the middle
ear cavity known as "otitis nmedia". This often occurs with colds,
adenoiditis or tonsillitis in children. In the majority of cases, this can
be cured if checked and treated pronptly. Qther niddle ear disorders
i ncl ude otosclerosis, ossicular discontinuity, ear drum perforation and
mastoiditis. Many of these problenms can be nedically or surgically
treated, thereby inproving the individual’'s hearing. If they cannot be
treated nedically, it may be necessary to try a hearing aid. D sorders of
the mddl e ear al so cause conductive hearing | oss.

I nner ear disorders occur in the cochlea. Problens in this part of the
ear are generally not curable but in nost cases, the
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use of a hearing aid or other anplification device can inprove the
hearing ability of the afflicted person. As nentioned above, the inner ear
houses hair cells and nerve fibres; when damaged, they cannot be repaired
or regenerated. This type of hearing loss is |abelled "sensorineural" or
"nerve deafness" in layman’'s terns. It may be due to many causes,

i ncl udi ng exposure to | oud sounds, aging, heredity, german neasl es,
meningitis, lack of oxygen at birth and exposure to drugs toxic to the
ear.

Sometimes, in conjunction with a sensorineural hearing |oss, the
i ndi vi dual experiences bl ockage in either his or her outer or niddle ear
such as wax build-up or otitis nedia. This type of hearing loss is called
"m xed | oss".

3.2 DECREE OF HEARI NG LGSS

The degree of hearing |oss can be ascertained with a hearing test. The
results are recorded on an "audi ogrant, that is a graph show ng how
sensitive a person is to various sounds. Responses to both sound
frequencies and intensities are anal ysed.

Degree of hearing loss is classified according to the ANSI 1969
cl assification whereby the average threshold of the speech frequencies is
used. They range from normal hearing (0-25 decibels) to profound | oss
(greater than 90 decibels). Generally speaking, the vowel sounds are | ower
in frequency than the consonant sounds. They are also higher in intensity
than the consonant sounds. For exanple, the very faintest sound in the
English | anguage is the "th" sound, which is only just audi ble at about
three feet. The consonant sounds such as "
difficult to hear. The vowel sounds "o0o0", "aw' and "ah" are easy to hear
because they are lowin pitch and strong in intensity. In short, the
vowel s give power or energy to speech, intelligibility is provided by the

s", "f" and "th" are nost

consonants. The noise levels in decibels of sonme comrmon sounds are shown
in Figure 1. It illustrates how common sounds can harm heari ng.



FI GURE 1

SOUND LEVELS AND HUMAN RESPONSE

NO SE LEVEL

COVMON SOUNDS DECI BELS( dB) EFFECT
Jet engi ne (near) 140
Shot gun firing 130 Threshol d of pain
Jet takeoff (about 125 dB)
(100-200 ft)
Thundercl ap (near) 120 Threshol d of sensation
Di scot heque
Power Saw 110 Regul ar exposure of
Pneurmatic drill 110 nore than 1 mn. risks
Rock rmnusi ¢ band per manent hearing | oss
Gar bage truck 100 No nore than 15 nminutes

unpr ot ect ed exposure
recommended

Aver age portabl e cas- ? Are you setting your volune
sette player set above too high? Don't play
the hal fway mark audi tory suicide
Subway, notorcycle 90 Very annoyi ng
Lawnnmower
El ectric razor 85 85 Level at which hearing
Many i ndustri al damage (8 hours) begins
wor k pl aces
Average city 80 Annoyi ng. Interferes
traffic noise wi th conversation
Vacuum cl eaner 70 Intrusive. Interferes
Hai r dryer with tel ephone
I nsi de a car conversati on
Nor mal Conversati on 60
Quiet office 50 Confortabl e
Ai r conditioner
Whi sper 30 Very qui et
Nor mal br eat hi ng 10 Just audi bl e

Thi s deci bels (dB) table conpares sonme conmon sounds and shows how t hey

rank in potenti al
current research

harmto hearing. Recommended exposure tines are based on




- 48 -
3. 3 PREVENTI VE MEASURES OF HEARI NG LCSS

One cannot stop the gradual |oss of hearing associated with the
process of aging. However, noise-induced hearing loss is beconing nore and
nmor e preval ent anong younger people and will result in increased hearing
| oss anong the elderly. The best prevention is to avoid noi se hazards.

Pr ol onged exposure to high | evels of noise can cause permanent hearing
| oss. The sensory cells of the inner ear, once damaged by noi se, do not
recover and cannot be repl aced.

The onset of noise-induced hearing loss is gradual and insidious. In
the early stages it may not be noticed because only the high-pitched
sounds--those slightly above the main speech frequency range--are
affected. Wth continued noi se exposure, the hearing | oss spreads to
| ower - pitched sounds and it becones nore difficult to hear and understand
speech. Words then seemto run into one another, becone unclear, and
peopl e sound as if they were munbling.

Hazar dous noi se | evels nmay be present if one answers "yes" to the
fol |l owi ng questions:

) I's communi cation so difficult that you have to shout at soneone cl ose
by?

) Do your ears ring after working in the noise for several hours?
) I's your hearing "dull" after several hours of exposure to noise?
Whi | e hazardous noise levels are nore common in the workpl ace, |oud

music, etc. can also cause a hearing loss. It is inperative that
peopl e of all ages avoid prol onged and regul ar exposure to |oud noi se.



3.4 HEARI NG LOSS | N ADULTS

There are many causes for deafness. These include ear infections,
di sease processes, injury, tunour, otosclerosis, drugs, interruption of
the bl ood supply to the inner ear, noise and aging.

The aging process is the nost common cause of "sensorineural
i npai rment" (nerve deafness). The deterioration that starts around age 20
beconmes increasingly noticeable with each succeedi ng decade. It generally
af fects hi gh-pitched sounds, including many of the consonant sounds,
before it affects | ow pitched vowel sounds. This neans that the hearing-
i npai red person is unable to hear consonant sounds but retains the ability
to hear nobst vowel sounds and environnental sounds (such as footsteps and
traffic noise). (In other words, the speech is difficult to "understand"
but not difficult to "hear".) This |eads many elderly people to say, "I
can hear you but | can't understand you." This type of hearing loss is

presbycusi s".

call ed

Presbycusis is usually due to a deterioration of the auditory nerve
fibres in the cochlea (inner ear). Sonetines, it is associated with high
bl ood pressure and hardening of the arteries. Exposure to an excessive
anount of noise during a person’s working years guarantees hearing | oss as
t he person ages.

4. | MPACT OF THE PROBLEM

"Hearing problens have a profound influence on the lives of the
elderly. The ability to communicate is frequently a deciding factor in
deternining a person’s autonony, independence, and overall well-being and
happiness ... Society is ill-informed about the inportance of speech
comuni cati on and about the devastating effects of comrunication
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difficulties, and it is ill-infornmed about the cost effectiveness of
provi di ng conmuni cation aids to the elderly and about the cost to
society and to the individual of not providing them"™

Dani sh Medical Bulletin,
Ger ont ol ogy Suppl enent,
Novenber 1986.

Hearing loss results in a conmunication problemwhich | eads to other
difficulties affecting the quality of Iife and many activities of daily
living. One cannot respond appropriately to what has not been understood.

It is a frustrating and anxi ety-provoki ng experience for al
concerned. For exanple, co-operation in residences and with professionals
such as nurses and honenakers can be inhibited. Seniors who have suffered
some sensory loss often rely on the support of famly nmenbers to help them
cope effectively with daily life. Their disabilities can be a source of
m sunder st andi ng and potential conflict and nay be perceived as a nmjor
burden on fam |y menbers over tine. Hearing | oss taxes the patience of
heari ng peopl e and can be devastating for the hearing-inpaired individual
who lives at honme or in an institution.

Heari ng-i npai red persons may tend to dominate the conversation in
order to guide the topic under discussion, or withdraw into isolation and
| oneliness as their hearing | oss beconmes nore severe. Wthout the ability
to receive and nmake full use of speech conmunication, they can be confused
with, or mstaken for, the intellectually-inpaired and di agnosed as
seni | e.

Hearing problens often devel op so gradually that they are not readily
recogni zed as such but are sonetinmes presuned to be a sign of nenta
deterioration. The result may be withdrawal from society’'s mainstream by
the affected individual. Lack of conmunication nmay result in enptiona
probl ens rangi ng from
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paranoi a to depression or loneliness (Ontario Advisory Council on
Senior Citizens, 1982). In sone studies, a significant relationship
bet ween hearing inpairnent and depression is found to exist.

| nappropriate placenents in a hone for the aged or nursing hone may
take place because it is considered unsafe and undesirable for hearing-
i npai red persons to renain in their own hones. People are in danger if
they cannot hear the tel ephone, the snoke alarm the doorbell, the knock
of the Meal s-on-Weels’ volunteer or the VON nurse, etc.

As well, everyday pl easures such as watching television, going to the
theatre, attending church, playing bingo or bridge, and chatting with
friends becone difficult for the hearing-inpaired.

Hearing | oss can be a real obstacle to a productive and satisfying
life. The need for early recognition and managenent of a hearing loss is
t hus inportant.

5. HELPFUL HI NTS AND TECHNI QUES FOR LI VI NG W TH HEARI NG LOSS

The hearing-inpaired can be helped in a variety of ways. The foll ow ng
section discusses the gquestions of hearing aids, assistive devices,
accessibility, aural rehabilitation and financial assistance.

5.1 HEARI NG Al DS AND ASSI STI VE DEVI CES

People with a suspected hearing | oss should have their hearing tested
by a qualified person. It is recormended that a person see a physician for
a nmedi cal exam nation. If the doctor determ nes that the condition is not
medi cally correctable, the person should then see an audi ol ogist or a
qualified person trained in conducting hearing tests and hearing aid
eval uations. A person should purchase a hearing aid only after the
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prof essi onal has recomended an appropriate one fromthe hundreds of
makes and nodel s avail able. No two persons have exactly the sane hearing
| oss. The inportance of selecting the correct hearing aid cannot be
over enphasi zed.

Many hearing-inpaired seniors can be treated, after adequate
eval uation, by neans of assistive devices. Yet, the unsatisfied need for
these anong the hearing-inpaired is reported to be greater than for any
ot her category of disability. In addition, the technology that is wdely
avai |l abl e does not al ways neet the needs of seniors. Only 28% of those
with hearing disabilities use an assistive device. Another 13% report that
they need such an aid but do not have one because of its cost (Secretary
of State, 1986).

Counsel l'i ng services or independent living skills training can al so
hel p seniors and their famlies in coping nore effectively with the
activities of daily living. Concrete and direct assistance could help
caregivers to ease the burden of caregiving.

Adapt ed housi ng and specially designed environments with technol ogi cal
aids can also play a nmajor role in supporting the autonomnmy of seniors with
heari ng i npai rnent.

Many hearing-inpaired people stop attending theatres, places of
wor ship and neetings or |ectures because they can no |onger hear clearly
enough to derive any benefit or enjoynent from such activities. A good
assistive listening system solves these problens.

Pursuant to the National Building Code, beginning in 1990, all new
buil dings with places of assenbly--theatres, lecture halls, neeting roons-
-over 100 square netres nmust have an Assistive Listening System for hard-
of - heari ng peopl e.
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Speci al i zed sound systenms nmke it possible for hard-of hearing people
to participate once again. These systens bring the voice of the speaker
directly to the ears of the hard-of-hearing person and bl ocks out
unwant ed di stracting background noi se.

Many har d- of - heari ng people find hearing aids very hel pful,
particularly in one-to-one or small group situations. However, hearing
ai ds do not function well over great distances as they pick up all sounds,
not just the signal which the hard-of-hearing person wi shes to hear. If
there is background noise, the hard of- hearing person will have great
difficulty with a hearing aid.

Many hearing aids have a tel ephone or T-switch which allows the
hearing aid to pick up sound fromthe magnetic field produced by nany
t el ephones. The T-switch on the hearing aid can al so be used with devices
such as Infrared or FM systens. The receiver is used with a silhouette or
a neck | oop, both of which produce a magnetic field to be picked up by the
T-switch. The conbination of using a device with the T-switch on the
hearing aid provides the user with nore anplification.

Some hearing aids now cone with audi o-i nput capability. This all ows
devices including FM and Infrared receivers to be directly plugged into
the hearing aids. Audio-input provides the best coupling with mninmm]loss
of sound quality.

5.1.1 REQUI REMENTS FOR A GOOD LI STENI NG SYSTEM

A good listening systemshould offer the follow ng features:
e |t covers all of the seating area.

e |t can be used by people who: have hearing aids with a T-switch, with
audi o-i nput, without T-sw tches or audio-input, or by people who do
not have hearing aids.
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e The systenis receivers have sufficient volune or gain so that hard-of-
heari ng people with hearing inpairnments of varying severity can
benefit fromthem

e The systemdoes not interfere with the |istening enjoynent of others.

5.1.2 THE LI STENI NG SYSTEMS AVAI LABLE

There are two systens available at the present tine which neet all
these requirenents: the FM and Infrared Systens.

The FM (Frequency Mdul ation) system consists of a transmtter and one
or nore receivers. Sound is fed into a transmtter and converted into
desi gnated radi o waves. These waves are sent out covering the entire
seating area. There are two types of transnmitters available with the FM
systenm one for personal use called the personal FMtransnitter, and one
for large groups called the auditoriumor roomsystem Special wireless
receivers worked by individuals pick up the radio waves. This can be used
with or without hearing aids.

The auditorium systens are often permanently installed but can easily
be renoved. The personal systemis extrenely portable. There are no
seating restrictions. The receiver will pick up the nmessage up to
approxi mately 100 netres.

Some advant ages and di sadvant ages of the FM systens are:

) Good sound quality.

) Can be used with or without a hearing aid.

) The personalized FM system does not require any speci al

installation and is easily portable. The auditoriumsystemis
very easy to install.
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. The frequency range for the FM system has been set aside for use
wi th hard-of -hearing people to prevent interference. Different
channels in this range are available to all ow several roons to
use the sane equipnent within the sane facility.

. Narrow Band FM al |l ows nore channel selection than Wde Band and
is less susceptible to interference.

. FM can be used out doors.
. FM waves can go through walls so there can be sone restriction in
privacy.

The Infrared System consists of one or nore transmtters and
receivers. Sound is fed into a transmtter and converted into
invisible Iight waves. These waves are sent out via an enitter or
enmitters filling the entire seating area. Special wreless receivers
worn by individuals change the |ight back into sound to be directed
into the ear. For people with hearing aids with T or T/ M swi tches,
special receivers which "clip on" are used with a neck |loop or a
silhouette that is placed between the hearing aid and the head. For
people with hearing aids with audio input, the sanme receivers as for
people with hearing aids with T-switches apply but they are used with
an audi o-i nput cord and boot connected into the hearing aid. For
peopl e wi thout hearing aids or with hearing aids w thout T-swtches,
speci al headset receivers are available. Systens for large areas are
usually permanently installed. A snmall portable systemis avail able
for use by individuals and for small |istening areas.

There are no seating restrictions inside the roomthat contains
the Infrared transm ssion. The Infrared light rays DO NOT penetrate
wal | s and are maintained within the encl osed area.
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Some advant ages and di sadvant ages of Infrared systens are:

. Good sound quality.

. Can be used with or without a hearing aid.
. The auditorium systemis easy to install.
. Infrared Iight remains inside the roomensuring privacy and non-

interference fromone roomto another if several roons have the
same equi prent .

. The auditoriumsystemis not readily portable.

. I nfrared cannot be used out doors.

. The transm ssion nmay be vulnerable to high | evel s of extraneous
light.

There are two other systens in use, nanely the | oop system and
the AM broadcast system which do not neet the requirenents for a good

assi stive listening device.

5.2 ACCESSI BI LI TY

Day in and day out, deaf and hard-of-hearing people deal with
barriers to communication. These barriers arise in a world where hal f
of our business is conducted on the tel ephone; where emergency systens
depend sol el y on sounds; where security systens nmake buil di ngs
i naccessible for those unable to use an intercom where pagi hg systens
and nost public announcenents in termnals and on board public transit
vehi cl es depend sol ely on sound; where few public theatres and halls
make provisions for hearing aid users.

Li sted bel ow are suggestions that would help to make public
facilities and services accessible to the hard-of-hearing.
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5.2.1 VOLUME CONTROLS AND COVPATI BLE TELEPHONES

Many hearing aid users find that they can hear better over the
t el ephone by using the T-switch on their hearing aids. The T- switch
pi cks up the magnetic field produced by the RDA receiver (magnetic
field conductive receiver) of many tel ephones. Unfortunately, not al
noder n tel ephones produce a nagnetic field and are therefore not
conpatible with hearing aids. Bell Tel ephone provides conpatible RDA
receivers on request.

There are, however, devices such as Phonear, external telecoil,
and tel ephone shoe that can be added to the phone to nake them
conpatible with hearing aids.

Pursuant to a ruling of the Canadi an Radi o- Tel evi si on and
Tel ecomruni cati ons Conmi ssion, starting in 1990, all tel ephones
manuf actured or sold in Canada nust be equipped with a small neta
coil (RDA receiver), thus ensuring conpatibility with hearing aids.

Vol ume controls can be added to the receivers of nany tel ephones
to assi st hard-of-hearing people. It should be noted that a phone with
a volume control will not necessarily be conpatible with hearing aids.
Vol ume controls are often used by people with normal hearing who work
in a noisy environnent.

The National Building Code (1990 revision) states that as of
1990, any building which has built-in furniture for tel ephones nust
ensure that the furniture has a |l evel shelf |arge enough to take a TDD
(Tel ecomruni cation Device for the Deaf). It is recommended that at
| east one tel ephone be equipped with a volunme control on a receiver
that generates a nmagnetic field conpatible with the T-switch of a
hearing ai d.

Enpl oyees who are hard of hearing need tel ephones that are
conpatible with hearing aids and have volunme controls. Business
tel ephones that are used by clients should al so be so equi pped.
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5.2.2 TELECOVMUNI CATI ON DEVI CES FOR THE DEAF ( TDDS)

Deaf people rely on TDDs to communi cate over the tel ephone. These
devi ces, which look like typewiters, use the regul ar tel ephone and
al l ow people to type back and forth over the phone lines. There mnust
be a TDD at each end of the call

Busi nesses that rely on the tel ephone to reach their customers
and to receive orders fromthe public will see the efficacy of
investing in a TDD. TDDs in all public buildings would al so hel p deaf
i ndividuals. If you provide public infornation of any sort, a staff
person who will use the TDD to comrunicate with deaf custoners will
need to be trained.

Transportation termnals, departnment stores, hospitals and nany
busi nesses have purchased TDDs and they note that deaf people are
using nore of their services because they are able to conmunicate with
t he use of the TDD.

In May 1987, Bell Canada began its Bell Relay Service (BRS) a 24
hour, 7 day-a-week relay service all over Ontario and Quebec. Simlar
services exist through the phone conpanies in British Colunbia and
Saskat chewan, and in the city of Ednonton. TDD users who want to cal
heari ng peopl e and hearing custoners who want to contact TDD users can
call BRSin English or in French. BRS is a free service.

5.2.3 VI SUAL ANNOUNCEMENTS

Publ i ¢ announcenents need to be augnented with visual displays,
much |i ke the ones used in the subway stations or |ike the TV screens
used in airports. The visual announcenents will conplenent the spoken
message and will be appreciated by hearing people as well as people
with a hearing loss. If a facility uses a cash register, a visua
di spl ay accommobdat es the hard-of hearing and deaf people. Many
frustrations are alleviated.
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Wthout an easily visible display, custonmers have to rely on
hearing the sales clerk to give themthe total.

5.2.4 SI GNAGE

Al'l public buildings need to have clearly printed directions so
that deaf or hard-of-hearing individuals do not have to struggle to
ask for directions. Cearly printed directions would include floor
pl an |l ayouts, signs on walls indicating directions to various offices,
and maps with hel pful notes to assist in finding the way. Good si ghage
is a boon to everyone.

5.2.5 PRI NTED | NFORVATI ON

Information readily available in witten formsuch as schedul es,
adm ssion prices, store hours, etc., is nost useful for deaf and hard-
of - hearing people. The witten formcould be panphlets, posters or
bill boards. Good visual information is always useful as well for
heari ng peopl e.

5.2.6 SI GN LANGUAGE AND ORAL | NTERPRETERS

Sign language interpreters are fluent in Anerican Sign Language
and English, or Langue des Signes du Québec and French. They function
as a communication bridge between deaf and hard-of - hearing people who
need to communicate.

Oral interpreters facilitate communication in group situations
where the deaf or hard-of-hearing individual uses lipreading to
understand conversation. The oral interpreter silently mouths the
words of the speaker, changing them where necessary to synonyms that
are more visible on the lips. Public meetings of all kinds can benefit
from using interpretation.



5.2.7 SMOKE AND FlI RE ALARMS

Fire alarnms and snoke detectors and other audible warnings in all
public places should be equipped with flashing lights. Visual alarns
should be installed particularly in areas such as washroons where
people are in isolation. These devices would ensure that people with
any degree of hearing | oss would be aware of any energency when it
happens.

5.2.8 LI GHTI NG

Good lighting is essential to facilitate |ipreading and signing.

5.2.9 ELECTRI CAL | NTERFERENCE

Anti-static treatnent of carpets and increased humdity will help
reduce electrical interference which can adversely affect hearing
ai ds.

5.2.10 CAPTI ONI NG

Many TV prograns are now "cl osed-captioned". This neans that if a
cl osed-capti oned decoder is attached to the TV, these prograns will
print out the spoken words in the formof captions on the screen.
Hotels, notels, libraries, trade shows, etc., do not often provide
decoders. Infornmational or pronotional material presented at
conferences, trade shows, etc., can benefit from "open captioning".
wi th open captioning the spoken word is printed on a screen wthout
the use of a "decoder".

5.2.11 STAFF TRAI NI NG
Al'l the above suggestions can be greatly enhanced with staff

training to devel op awareness of the problens of hearing-inpaired
peopl e and sone understandi ng of their areas of
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difficulty. The Canadi an Hearing Society has a video, "One to
one", which can assist with staff training.

5.2.12 THE | NTERNATI ONAL ACCESS SYMBCL - HEARI NG | MPAI RVENT

It is suggested that this synmbol be used to identify easily any
bui l ding or special areas inside the building, so that deaf and hard-
of - heari ng peopl e know where assistance is avail abl e. Speci al
accessible areas in a building may include tel ephone stations, booths,
reservation/information counters, announcenent areas, places of
assenbly and any other areas in the building that are accessible to
the deaf and hard-of - hearing people. The type of service provided can
be indi cated bel ow the access synbol .

5.2.13 DEVICES WTH TV AND RADI O

Finally, other technical devices are avail able which can nake the
tel evision nore accessible for both deaf and hard-of - heari ng peopl e.
Most of these will also work with radi os and stereos. The technica
devi ces program of the Canadi an Hearing Soci ety can provide
i nformati on on these devi ces.

5.3 AURAL REHABI LI TATI ON

Har d- of - heari ng peopl e need extra help to adjust to their
handi cap. Aural rehabilitation hel ps provide this extra support. It
t eaches peopl e about their hearing and hearing | oss and what they can
do to manage in situations where their hearing | oss creates
comuni cation difficulties. They | earn speechreading, |istening
skills, positive coping strategies to use in different |istening
situations and they | earn about hearing and conmuni cation aids.
Dependi ng on the degree of hearing inpairnment and the onset of hearing
|l oss, aural rehabilitation may al so i nclude speech and | anguage
t her apy,
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voi ce mai ntenance, and/or auditory training. It may al so invol ve
the selection of an alternate comunication system such as sign
| anguage.

Some tips can help to facilitate comuni cati on between hard- of -
heari ng persons and hearing persons.

A hearing person who wants to comuni cate with a hard-of -hearing
per son shoul d:

. Get the person’s attention before starting to speak.

. Not put obstacles in front of his/her face.

. Not have objects in the nouth, such as gum cigarettes or food.
o Speak clearly and at a noderate pace.

) Use facial expressions and gestures.

) G ve clues when changi ng the subject.

) Rephrase when not understood.

. Not shout .

) Avoi d noi sy background situations.

) Be patient, positive and rel axed.

) Talk to a hard-of-hearing person, not about himor her.

) When in doubt, ask the hard-of-hearing person for suggestions to

i nprove conmuni cati on.



A hard-of - hearing person who wants to comunicate with a hearing
per son shoul d:

Avoid areas that are poorly lit and very noi sy.

. Anticipate difficult situations and plan how to mnininze
probl ens.

. Tell the person how to best talk to himher.

. Pay attention to the speaker.

. Look for visual clues to what is being said.

. Ask for witten clues of key words, if needed.

. Provi de feedback as to success or failure to understand.

) Provi de feedback to the speaker by saying how well he or she is
doi ng.

. Not bl uff.

) Arrange for frequent breaks if discussions or neetings are |ong.
) Try not to interrupt too often
) Set realistic goals about what can be expected to be understood.

5.4 FI NANCI AL ASSI STANCE

Some provinces, such as New Brunswi ck, Ontario, Saskatchewan and
Al berta have prograns which cover at |east a portion of the cost of
hearing aids for all seniors. Hearing aid nanufacturers offer a 30-day
trial period to clients with the option of a
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refund if they are not satisfied with the performance of the new
aid. A handling fee is charged however. Seniors who are eligible
for social security benefits likely obtain funding in al

provi nces. Assistive listening devices are not included. Exact

i nformati on can be obtained fromprovincial ninistries of Health
or Consumer and Conmerci al Rel ati ons.

CONCLUSI ON

Over 10% of the general population suffers from sone degree of
hearing | oss. The percentage rises to approximately 50% for the 65+.
Hearing inpai rnent can be a najor obstacle to the quality of life.
Early recognition and nanagenent of a hearing loss is inportant for
everyone. Many surgical and technol ogi cal advances can now conme to the
rescue.
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| NTRODUCTI| ON

According to the dictionary, five sensations are associated with
touch: contact, pressure, heat, cold and pain. As if this were not
i npressi ve enough, changes al so occur with aging.

In this paper, we will discuss the physiological and soci al
aspect of touch before |looking into changes that are liable to occur
with age. The consequences of disturbances in the sense of touch for
day-to-day activities will then be presented, and we will offer
suggestions on how safety can be enhanced in noving about or for
people at risk

1. TOUCH: PHYSI OLOG CAL AND SOCI AL ASPECT

Tactil e experience begins very early in humans. Wile still in
the enbryonic stage, the foetus experiences the pressure and
stimul ations of the amiotic fluid. These stinmul ations are transl at ed,
transformed and processed by the sonato-sensory system This systemis
made up of various receptors--the Missner’'s corpuscles |located in the
skin's surface--that provide information on tenperature, textures,
pain, etc., and are particularly responsible for the receiving of
tactil e messages. These nessages are transmitted through the spina
cord to the central nervous system

Through touch, human bei ngs may devel op a whol e non-verba
| anguage. Non-verbal exchanges make it possible to communi cate our
attitudes and our enotions. Tactile contacts may, however, be
perceived differently according to culture, sex, age and soci al
status. In our North Anmerican society, only certain types of touch--
for exanpl e, the handshake, the enbrace--are acceptable in social
exchanges. This inhibition is linked to cultural taboos which, in the
past, were pronoted by religion, social standards and val ues. Sexua
and socio-cultural taboos are passed down from generation to
generation, with the result that people fear touching one another, for
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fear of having their gestures negatively interpreted by others.

N guyen et al (1975) and Hol | ender (1970) explain that wonen

consi der the touch of a person of the opposite sex as an
expression of friendship, warnth, |ove, confort and protection.
Wnen are nore receptive to tactile contact fromunfanmliar people
than nmen, who fear invasion of their territory if no prior
justification for the touching is offered (Sussman and Rosenfel d,

1978).

Interpretation of any nessage by the brain is conplex and even for
scientists, it remains extrenely obscure.

2. THE POSSI BLE CHANGES W TH ADVANCI NG AGE

As peopl e age, sone changes related to touch are liable to
occur. (See Appendix |.) Lagani ere and Berthelet (1984) report
that sensory deficiencies may alter the reception of nessages in
the elderly. They may experience decreased sensitivity of
receptors as far as touch, tenperature, vibration and pain are
concerned. This decreased activity nay affect their ability to
di stinguish different stimuli or may reduce their reaction tinmne.
For exanple, the elderly may have difficulty differentiating coins
or buttons, may have difficulties with fine dexterity such as
catching or picking up small objects. Slower reaction to stinuli
may result in injuries or burns, because the stimulus is not
percei ved qui ckly enough. Sl owed down reactions to toxic products-
-such as paint, solvent or cleansing products--or high
tenperatures may result in serious health injury to the elderly.

2.1 HEAT SENSITIVITY

Wth advancing age, blood circulation to the capillaries
di m ni shes, thus predisposing the elderly person to feeling
chilly, and mainly maki ng her nore vulnerable to tenperature
changes. Air conditioning my be a source of real disconfort to
the elderly. Ceiling rotary fans are nuch nore recomrendabl e for
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the elderly because they do not bring about sudden tenperature
change.

2.2 VI BRATORY SENSITIVITY

Yurick (1984) reports that loss of sensitivity to vibration seens
to occur at around 50 years of age and seens to be nuch nore
significant in the lower linbs than in the upper. This |oss appears to
be linked to inperceptible changes in the blood circulation to the
| egs or the spinal cord.

2.3 SENSITIVITY TO PAIN

Decreased sensitivity to pain seens to be the result of
degeneration in the receptors and central nervous system Definition
of pain, however, is highly subjective and there are great variations
bet ween i ndi vidual s. Research on pain therefore presents difficulties
in controlling and interpreting all of the variables such as, cultural
val ues, individual experiences and personality variations.

The experience of pain provokes anxiety and may increase the
feeling of despair when pain becones chronic. The reduction in the
| evel of sensitivity to pain anong ol der people leads to a | ow | eve
of reporting. Therefore, diagnhosis is nore difficult. O der persons’
response to analgesic treatnments may al so be very different, due to
physi ol ogi cal changes in nmetabolismand elimnation. Retention and
accurul ati on of analgesics lead to a nedicinal intoxication. The nost
frequent synptons are of such intoxication are confusion, depressed
respiration, altered heart rate and increased |iver enzyne |evels.
These mani festations nay vary according to the nedication involved; it
is therefore wise to consult a physician or pharnacist.

Early signs of decreased sensitivity related to cellular aging
are extrenely difficult to detect. The changes are gradua
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and the individual devel ops adaptive nmechani sms which attenuate
t he probl em

Yurick et al (1984) consider that nore than half of the elderly
popul ation suffer from some degree of various sensory | osses. The
actual nunber of people specifically suffering fromtouch
defici enci es, however, is not known yet.

Certain illnesses of neurological, nuscular, cutaneous or osteo-
articular origin greatly affect the sense of touch. These ill nesses--
for exanple, nultiple sclerosis, nuscular dystrophy, arthritis,
rheumati sm psoriasis, eczema--may result in defornmations, pain, skin
| esions and nmarked | osses of tactile sensitivity. Certain disturbances
such as paraesthesia (abnormal sensations such as formcation, itching
or burning) or paralysis (loss of notor function of part of the body,
nost often due to central or peripheral |esions of the central nervous
systen) upset the general daily living activities of an individual.

I ndi vi dual s experiencing these di sturbances are considered to be at
high risk of injury of various sorts because they are deprived of the
nor mal defence nmechani sms that touch provides. Thus, a paral ysed
person may not feel the burns caused by a cigarette butt. The causes

of these various illnesses which affect the sense of touch are not yet
known, or are only partially understood. Treatnents vary and consi st
mai nly in specific assessnments of the degree of the illness and in

attenuating the synptons.

The sense of touch is not affected solely by aging or disease.
Solitude and isolation may also result in great danage to all of the
bi o- psycho-soci al conponents of the hunan being, including
difficulties in tactile and vibratory perception.

The need to touch or to be touched is necessary for human
physi cal and nmental health (Mntagu, 1971). Hunans who are deprived of
touch stimuli--in cases of a prolonged isolation for
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exanpl e--are subject to various reactions such as anxiety,
behavi oural nodifications which nay be translated into an
inability to think and resol ve problens, affective and perceptua
di sturbances, halluci nations, aggression, somatization and
disorientation in time and space (Ebersole and Hess, 1985).
Sensory deprivation in every day life, however, does not
necessarily lead to such serious disturbances. The probl ens
related to touch mainly involve annoyances, disconfort and mninor

acci dent s.

3. THE CONSEQUENCES OF DI STURBANCES | N THE SENSE COF TOUCH
FOR DAY- TO- DAY ACTI VI TI ES

Decreased sensitivity may result in difficulties in perceiving
different textures of fabrics or objects. Thus an ol der person may
hurt her skin when using rough paper, for exanpl e sandi ng paper,
before she even notices it. She may pick up a fabric of |esser quality
because she has difficulty in distinguishing fine and soft textures.
She may not perceive as well as before a friendly enbrace or gesture.

As for tenperature, decreased receptor efficiency may lead to
acci dents such as burns (for exanple bathing in water that is too hot
or not noticing that a cigarette has burned down to the fingertips
before pain settles in).

As for vibration, the elderly person nay have difficulty keeping
hi s/ her bal ance on escal ators and novi ng wal kways, on slippery floor
or icy steps, because the receptors transmt nmessages |less well. The
el derly person will, however,
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the elderly person refuses to use a cane, a stick can be used
when wal ki ng outdoors or an unbrella when shoppi ng.

To avoid falls in the house, rubber mats and handhold bars nay be
installed in the bathroomand wall to wall carpeting is safer than
| oose rugs.

3.2 THOSE AT H GHER RI SK

Assessnment of the sense of touch constitutes the first step in
pl anning a help or care programfor an older person with tactile
deficiencies. Such an assessnent shoul d address | evels of sensitivity,
reactions to heat and pain, vibratory and proprioceptive senses and
perceptions of touch. Very sinple tests (See Appendix Il) may be done

which guide family or caregivers in the planning of care and
activities (See Appendix II11).

It nmust be noted, however, that the disabled bed ridden elderly
must be noved frequently, for exanple every two hours, to prevent
reddeni ng of the skin or bedsores. These individuals may not al ways be
aware of the disconfort occasioned by a prolonged stay in one
position. Massages of pressure points (shoul ders, el bows, hips,
ankl es) inproves blood circulation. Care nust be taken to ensure that
the skin is not reddened. In addition, if ice or hot packs are
required, they should be constantly



- 78 -

monitored. If the skin is reddened, the packs nust be i mediately
renoved.

CONCLUSI ON

Peopl e who live al one and have been isolated for a long tine can
have their sense of touch restimulated with progressive exercises of
perception and pal pation of different fabrics (wool, silk, velvet,
fur, etc.), of textures (wood, nodelling clay, etc.) or of different
shapes (marbl es, tokens, boxes, etc.) The presence of a docile aninal
offers this whole range of stinmuli while at the sane tinme neeting the
needs of affection and sonetinmes, security.

Hunan tactile contact, however, remains one of the npbst precious
contacts and, in general, the elderly like to be touched by others.
Psychol ogi cal | y speaking, gestures of affection play on the feelings
of well-being (Durr, 1971), self-esteem (Sylverman et al, 1973),
verbalization of feelings (Aguilera, 1967), anxiety levels (M Corkle,
1974), attention span and spatial orientation (Langland and Paniccuci,
1982).

Touchi ng shoul d, however, be used judiciously with the elderly,
especially those with significant cognitive or psychol ogi cal
handi caps. I n such cases, touching should be gradual, starting with
hand hol di ng and progressing to touching the forearm the shoul der and
the face. If the non-verba
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relationship proves highly significant, it is inmportant to
maintain it. If this is not possible, care nust be taken to
reduce the non- verbal relationship gradually to avoid triggering
excessive enotional reactions. The loss of a significant

relationship may trigger a depression in the elderly or nake them
even nore confused.

Mor eover, sone people sinply do not like to be touched and their
rights nust be respected (Saul nier, 1988). Ernst and Shaw (1980)
believe that the elderly generally perceive not being touched as a
sign of personal and social rejection. They add that touching
contributes to personality devel opment, reinforces interaction

reduces isolation and nakes it possible to acknow edge the
i ndi vi dual ' s personhood.



APPENDI X | -- BI O PHYSI OLOG CAL CHANGES

1 Di fferences between individuals
Decreased sensitivity of the follow ng receptors
(Mei ssner’ s corpuscl es):

. tactile
. t her mal
. pai n
. vi bration
2 Altered ability for fine discrinmination (feet-hands)
Decreased reaction and response tine to internal stimuli (pain)

and external stimuli (tenperature)

Decreased sensitivity to vibration (accentuated in | ower |inbs)
Decreased sensitivity to tenperature (in extremties)
Hypot herm a and hypertherm a nore frequent

3 *Sensitivity to pain: lessened in sonme cases,
hei ghtened in others

*There seenms to be di sagreenent anong the authors on this. However,
factors such as personality, culture and past experiences exercise an
i nfl uence on pai n nmechani sns.
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APPENDI X I'l -- METHOD OF ASSESSMENT

Dat a
gat heri ng

Guide in
Assessi ng
Touch

Tactile sensitivity

e response to light touch, pointed or
flat object

e identification of objects by touch

Tenperature sensitivity

e response to heat or cold

Sensitivity to pain

e response to pain, intensity, location
irradi ation, duration

e treatnent used to relieve pain

Vibratory sensitivity

e response of extrenities to vibratory stimul

Touch - Means of comuni cation

e interactive response, in touch with the
envi ronnent

Subj ecti ve
assessnent of

Perception by the elderly person of any change
relative to touch
o difference, effects of change on everyday

client living
e means of conpensation, adapting
Tactile test
e use of a "QTip" to lightly touch body surface,
eval uation of sensitivity
Assessnment of pain
e needl e placed on various points. Discrinination
between flat and pointed end. Assess degree of
intensity of pain
Sensory Sensitivity to tenperature
Functi on e Apply tubes of hot and cold water to various parts
Test s of the body

Eval uate reaction time and duration

Sensory Perception

e the individual alternatively raises and | owers
thunmb and great toes and nanes position taken

e the individual closes the eyes and identifies an

obj ect placed in the hand (key, coins, elastic, etc.)
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APPENDI X |11 -- CHO CE OF | NTERVENTI ONS
Preventi on Prevent injuries
and e shoes too tight
Assi st ance e | ack of mobilization

e hot water bottles, heating pads, bath water

| ncreased need to be touched in tinmes of stress,

ill ness, boredom or depression

e need of signs of attention, caresses,
sensory stinulation, particularly anong
those with skin | esions, infections or burns
or those undergoi ng radi ation therapy

e stinulate contact between individuals
(handshakes, friendly tap on the shoul der
wal king armin-arm dancing, etc.)

e assist in identifying and handling objects
or foods
e eating
e handicrafts
e ot her

Identify degree of receptivity to marks of
attention shown to the elderly person, and
provide in "individualized dose"

e frequent nobilization when proprioceptive
deficits are present (every two hours or
nore often as required)

e therapeutic massage (relaxation, confort)

Rehabi l i tati on Sensory stinmulation
e differentiate fabric, netals, foods, etc.,
usi ng ganes or structured activities

Physi cal Varied texture in environnent
Sur r oundi ngs e rough-textured fabric on bannisters, chairs
or cushions in | eather, wool, cotton, silk, etc.
Avoi d synthetics such as plastic utensils,
which are too light and hard to handl e.
Adapt ed utensils nmay be purchased in
specialty stores.
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