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EXPECTED STAFF (Cognitive) COMPETENCIES

1. Identify the fundamental elements of good communication with older adults.

2. Identify the sensory losses in older adults that create barriers to good communication.  List some techniques to break these physical barriers.

3. Identify the cognitive barriers to good communication in older adults.  List some techniques to break these barriers.

4. Identify the psychological barriers to good communication with older adults.  List some techniques to break these barriers.

5. Identify sociocultural barriers to good communication and how to use language translators effectively in the nursing practice setting.

EXPECTED STAFF (Clinical) COMPETENCIES
	Behaviors
	How validated
	Novice
	Advanced Beginner
	Competent
	Proficient
	Expert

	1. Evaluate and improve a clinical environment’s policies regarding sensitivity to the communication needs of older adults.
	· Change project, such as new policies to address any identified lack of sensitivity, such as posting signs or using wristband identification, to acknowledge the patient is hard of hearing, or visually impaired, or experiencing sensory losses.

· Design a printed material related to patient education that will be used by visually-impaired older adults.
	
	
	
	
	

	2. Demonstrate sensitivity to older adult patients experiencing sensory losses
	· Direct observation of communication skills demonstrated and barrier breaking strategies used
	
	
	
	
	

	3. Applies barrier breaking communication techniques with patients experiencing sensory losses: auditory, visual, tactile, cognitive, movement, speech, taste and smell as well as one needing translation and interpretation services
	· Direct observation of interview with an older adult experiencing sensory loss.
	
	
	
	
	


Competency 1.  Identify the fundamental elements of good communication with an older adult.

The fundamentals for effective communication require that we reach understanding with our older adult client.  The elements of good communication include the following: 

A. Two-way sensory activity

A.1. Communication must be a two-way activity with expressive and receptive components.  Elders may not have optimal function of both components.

A.2. All the senses – hearing, vision, speech, touch, and taste – plus movement are important components of this two-way activity.  

B. Shared reality and expectations is the concept that shows that we and an older adult agree on time and space and on subject matter (Common Ground).  This seems elementary but it is not a given with older adults, particularly if they are cognitively impaired.  At this point use the visual trick “An Old Woman?  A Young Woman?”
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B.1. TAKE HOME MESSAGE: We do not always see the same things at the same time and seeing another point of view is not easy to do.

C. High comfort level refers to the trust, good faith, and respect we have for and in each other.  These are very important if we are to communicate well and understand each other.

C.1. Discuss some subjects that make younger and older people uncomfortable, such as sexuality, advance directives, death and dying, depression, and memory loss.

C.2. Discuss why we don’t always have trust, good faith, and respect for each other across age cohorts (include cross-cultural influences and power differences).

C.3. Discuss the importance of touch to one’s quality of life.  It usually provides comfort, warmth, renewed vitality, a sense of security, and assurance that we are not alone.  Discuss feelings about touching an older person:  the comfort level of health care professional and patient, cultural, and psychological barriers.

D. Active Listening

D.1. Discuss the importance of being an active listener as well as a talker.

D.2. Discuss ways we can show we are listening.

Competency 2.  Identify the sensory losses in older adults that create barriers to good communication.  List some techniques to break these barriers.

All sensory losses impact the fundamental two-way communication ability.  These lead to:

· Reduced older person’s ability and desire to communicate

· Isolation 

· Frustration leading to aggression or withdrawal

A. Hearing loss

A.1. Over half of people aged over 60 are hard of hearing or deaf.  Presbycusis is the most common form of hearing loss and is thought to be due to the combined effects of intrinsic aging of the peripheral or central auditory systems, and the accumulated effects of wear-and-tear.  Most cases of presbycusis include high-frequency sensitivity loss, which disrupts speech comprehension in proportion to the sensitivity loss.  The condition worsens with age.

A.2. The main causes are: (a) nerve deterioration; (b) disease; (c) environmental situations; (d) medications; and (e) blockage of the outer ear with cerumen.

A.3. Hearing loss, primarily high-tone loss, decreases speech discrimination and causes difficulty discriminating phonetically similar words and makes telephone use difficult.

A.4. COMMUNICATION CONSEQUENCES: Older adults experiencing hearing impairment may demonstrate subtle conversational cues that might be perceived as inappropriate or awkward.  Speaking to them in a fast paced manner may impact their ability for socialization and may tire them more easily than most non hearing impaired persons.  Older adults may also demonstrate ‘selective hearing’ or ‘daydreaming’ behaviors because of their inability to handle or control noisy situations which may limit their understanding of what is being said.  As a consequence, a hearing impaired older adult may be perceived by the healthcare worker as confused or worse, cognitively impaired.

A.5. There are several types of hearing aids. Each type offers different advantages, depending on its design, levels of amplification, and size. Before purchasing any hearing aid, ask whether it has a warranty that will allow you to try it out. Most manufacturers allow a 30- to 60-day trial period during which aids can be returned for a refund.  Medicare does not cover hearing aids.  There are four basic styles of hearing aids for people with sensorineural hearing loss:

· In-the-Ear (ITE) hearing aids fit completely in the outer ear and are used for mild to severe hearing loss. The case, which holds the components, is made of hard plastic. ITE aids can accommodate added technical mechanisms such as a telecoil, a small magnetic coil contained in the hearing aid that improves sound transmission during telephone calls. ITE aids can be damaged by earwax and ear drainage, and their small size can cause adjustment problems and feedback.

· Behind-the-Ear (BTE) hearing aids are worn behind the ear and are connected to a plastic earmold that fits inside the outer ear. The components are held in a case behind the ear. Sound travels through the earmold into the ear. BTE aids are used by people of all ages for mild to profound hearing loss. Poorly fitting BTE earmolds may cause feedback, a whistle sound caused by the fit of the hearing aid or by buildup of earwax or fluid.

· Canal Aids fit into the ear canal and are available in two sizes. The In-the-Canal (ITC) hearing aid is customized to fit the size and shape of the ear canal and is used for mild or moderately severe hearing loss. A Completely-in-Canal (CIC) hearing aid is largely concealed in the ear canal and is used for mild to moderately severe hearing loss. Because of their small size, canal aids may be difficult for the user to adjust and remove, and may not be able to hold additional devices, such as a telecoil. Canal aids can also be damaged by earwax and ear drainage.

· Body Aids are used by people with profound hearing loss. The aid is attached to a belt or a pocket and connected to the ear by a wire. Because of its large size, it is able to incorporate many signal processing options, but it is usually used only when other types of aids cannot be used. 

Hearing Loss Learning Activity.  Use the League for the Hard of Hearing audio tape “Unfair Hearing Test” to illustrate the frustrations of hearing loss.  Discuss. (To order: League for the Hard of Hearing, New York, NY Telephone: 212-741-3141   http://www.lhh.org.  “Unfair Hearing Test” audio tape.

A.6. Barrier breakers related to hearing loss are as follows:
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B. Vision loss

B.1. Majority of older adults 65 and older have some vision loss (presbyopia).  Based on self-reports by older adults 65 and older, from data collected from the Lighthouse National Survey on Vision Loss in 1995, vision impairment is defined as any of the following: 

B.1.1. Inability to recognize a friend across the room, even when wearing glasses

B.1.2. Inability to read regular newspaper print, even when wearing glasses

B.1.3. Self-rated vision as poor or very poor, even when wearing glasses

B.1.4. Report of some other trouble seeing, even when wearing glasses

B.1.5. Blindness in one or both eyes 

B.2. About 7.3 million or 21% of persons age 65 and over report some form of vision impairment.  As baby boomers age, this number will reach 8.3 million in the year 2010, 11.3 million in 2020, and 14.8 million in 2030.  

B.3. Vision loss may be due to: (a) decreased pupil size and accommodation which alter visual accuracy; (b) macular degeneration which impedes central vision; (c) glaucoma which impeded peripheral vision; and (d) cataracts which cloud vision.

B.4. Impaired vision is highly prevalent and commonly unreported in the elderly population particularly in women and those living in nursing homes.  Visual impairment, although not routinely assessed, is an important risk factor for falls and hip fracture in older people.  Measurement of visual functions such as visual acuity, contrast sensitivity and depth perception may identify older people at risk of falls and hip fracture.  Visual loss in older people is correctable in most cases. Intervention strategies, for example, change of glasses or cataract extraction may have the potential of improving visual function and preventing falls in older people.

B.5. CONSEQUENCES: Eye contact is important for good communication in some cultures.  Issues of isolation and frustration result from vision loss.  Discuss and illustrate.

B.6. Strategies for creating a welcoming environment for visually impaired older adults include:

B.6.1. Signs in clear, large bold print at eye level; use audiotapes; Braille

B.6.2. Contrasting colors

B.6.3. Good, even lighting levels

B.6.4. Use task lamps

B.6.5. Soft furnishings – curtains, carpet – to reduce sound resonance

B.6.6. Use of accessibility feature (magnifier) when using a computer

B.6.7. Barrier breakers related to helping people with vision loss are as follows:


Vision Loss Learning Activity.

Have participants use eyeglasses greased with petroleum jelly or use VisualEyes Simulators from the Lighthouse International and have them read a newspaper, to experience vision deficit.  Discuss. (Note: VisualEyes Simulators are available through Lighthouse National Center for Vision and Aging at their website: www. lighthouse.org or  800-334-5497)

C. Speech loss

C.1. The main causes are (a) stroke; and (b) dental difficulties (c) xerostomia / dry mouth.  Speech impairments in older adults often result from poorly fitting dentures, xerostomia (dry mouth) a common side effect of medications, or any degenerative neurological disorders; whereas aphasia can result from senile dementia / Alzheimer’s type, stroke or transient ischemic attack (TIA).  

C.2. Dysarthria is poorly articulated speech; Aphasia is impaired expression or comprehension of written or spoken language.

C.3. CONSEQUENCES: Several issues come from loss of or limited speech.  Loose-fitting dentures make it difficult to bite or chew properly.  As a result, the range of food a person can comfortably eat becomes limited. In some cases, this limitation is sufficient to impact nutrition.  A gag reflex could be induced. Loose-fitting dentures often rub the underlying gums, causing persistent soreness. 

C.4. Speech may be impaired; appearance is negatively impacted, affecting the older adult’s self-image. 

C.5. Barrier breakers to help people with speech difficulties are as follows:


Speech Loss Learning Activity.

Have participants place dental cotton swabs or sterile gauze in their mouths and then have a conversation.  Discuss.

D. Touch / tactile loss

D.1. In the later stages of life, individuals are often deprived of tender and nurturing physical contact that enhances communication.  Being touched in a way that is healing, nourishing, relaxing, and pleasurable is often denied the ill and the aging population in our society.

D.2. Factors that contribute to touch / tactile loss are: (a) fear; (b) discomfort; (c) stereotypes; (d) sense of one’s own vulnerability; and (e) isolation

D.3. The various positive effects of touch in older persons are:

D.3.1. It creates an experience of being nurtured and cared for.

D.3.2. It increases motivation to receive and give attention to themselves and others.

D.3.3. It brings energy and emotional release.

D.3.4. Older adults have decreased feeling of abandonment and deprivation.

D.3.5. Touch has a calming reassurance and supportive interaction.

Tacile Loss Learning Activity.

Give and older adult patient a head, shoulder, or foot massage.  Discuss the experience as a healthcare professional and the patient’s response to healing touch.

E. Movement loss

E.1. The main causes of movement loss are: (a) osteoporosis; (b) arthritis; (c) lack of exercise; (d) stroke; and (e) weight gain.

E.2. CONSEQUENCES: The effect of movement loss on communication should not be underestimated.  Movement and tactile loss have a considerable impact on the confidence and ability of the older adult to communicate.  Older patients are more prone to fatigue from the pain of joint stiffness and swelling; their pain causes lack of sleep, weakened balance and loss of strength, and a fear of injuries, including falling.

E.3. CONSEQUENCES: Physical impairments associated with mobility can cause (a) feelings of fatigue; (b) and depending on the specific mobility and tactile loss, the older adult’s body language may appear inappropriate and misinterpreted by others; (c) the older adult’s limited stamina may lead to loss of initiative and cooperation with caregivers; and (d) decrease in vision and mobility increases the threat of losing independence.

E.4. Body language is an integral part of communication.  Discuss and illustrate.

E.5. Barrier breakers for movement loss are as follows:

Movement Loss Learning Activity.

Have participants wear gardening gloves and (try to) open up a medicine bottle.  Discuss.

F. Taste and Smell losses

F.1. Loss of taste and smell are common and result from 

F.1.1. normal aging from the degeneration of the taste buds, and decreased saliva production

F.1.2. certain disease states, such as Alzheimer’s disease

F.1.3. medications

F.1.4. surgical interventions

F.1.5. environmental exposure

F.2. CONSEQUENCES: Sensory losses of taste and smell can cause: (a) reluctance to talk about food; (b) reduced pleasure and comfort from food affecting the socialization that accompanies eating; (c) increased nutritional and immune deficiencies; and (d) reduced adherence to dietary regimen.

F.3. Patients should be encourages to have yearly dental visits and to use dentures (not covered by Medicare)

Multiple Sensory Loss Learning Activities.

Combine multiple sensory loss exercises together (hearing, vision, etc..) and discuss.

Competency 3.  Identify the cognitive barriers to good communication in older adults.  List some techniques to break these barriers.
A. All cognitive losses impact the fundamental components of shared reality.

B. The causes of cognitive loss are:

B.1. multidrug interactions and side effects of medications resulting in “cognitive fog” a dulling of cognition 

B.2. Some forms of dementia, particularly Alzheimer’s disease, are a major cause of communication difficulties

B.3. Alcohol and use of recreational drugs are an increasing cause of cognitive problems that impede communication of older adults

B.4. Inadequate sleep

C. Discuss the difficulty of achieving a “shared reality” with cognitively impaired older adults.  Identify some situations in which a person with Alzheimer’s disease does not “share” the same reality with caregivers.

D. Discuss the concept of “acting out” or unusual behaviors are ways in which cognitively impaired older people communicate.

D.1. Validation theory: emphasize the technique of validating behavior of the older adult rather than confronting and overpowering behavior.  (Naomi Feil’s Validation Theory)

D.2. Understanding Meaning:  emphasize the technique of trying to understand the meaning behind a behavior. (Joanne Rader)

E. Elicit participants’ experiences and frustrations when communicating with cognitively impaired older people.

F. Barrier breakers for communicating with cognitively impaired older people are as follows:

Competency 4.  Identify the psychological barriers to good communication with older adults.  List some techniques to break these barriers.
A. The causes of psychological problems include (a) depression; (b) anger; (c) personal “baggage” from life experiences; and (d) personality types: seeking power or approval.

B. All psychological problems impact the fundamental components of comfort and trust.

C. Losses:  Discuss how real losses of spouse, home, and work roles influence the psychological perspective of the elderly and cloud their ability to communicate.

D. Barrier breakers for circumventing psychological barriers are as follows:


Competency 5.  Identify sociocultural barriers to good communication and how to use language translators effectively in the nursing practice setting.
A. Sociocultural beliefs and values regarding respect, nutrition, pain and death fundamentally influence communication.

B. Language is an obvious and important barrier to good communication

C. A translator converts written material, such as newspaper and magazine articles, books, manuals, or documents from one language into another.  This is not to be confused with an interpreter, who converts spoken material, such as speeches, presentations, depositions, and the like, from one language to another.  Although there is some vague connection between the abilities involved in translation and interpretation, translators cannot necessarily interpret, nor can interpreters necessarily translate.  Moreover, the best translators are not good interpreters and likewise, truly great interpreters are not much for translation.  And while many professional training programs require interpreters to develop some skill in translation, professionally trained translators often have no exposure to the skills of interpretation.
D. Differing agendas: discuss the conflicting patient, nurse, and translator agendas particularly when caregivers are involved as translators.

E. Barrier breakers for working with interpreters are as follows:
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TECHNIQUES FOR COMMUNICATING WITH 


SPEECH-IMPAIRED OLDER ADULTS


Avoid immediate embarrassment and frustration.  Try to find out, before interacting with an older adult, whether he or she has a speech problem


Show older adults immediately that you do not expect them to speak well, but encourage them to do the best they can.


Provide alternate forms of communication, such as writing materials, picture, and alphabet boards the older adult can point to.


Encourage the older adult to use gestures and body language to augment communication





TECHNIQUES FOR COMMUNICATING WITH 


VISUALLY IMPAIRED OLDER ADULTS


Always identify yourself clearly and narrate your activities; inform the older adult when you are entering or leaving the room.


Use clear language when you give directions (e.g. use “right” and “left” rather than general terms like “over there”; use “yes” or “correct” rather than “right”).


Obtain and encourage the use of low-vision aids (magnifying glasses) and make sure that the setting is well lit.


If an older adult is not wearing glasses, ask whether glasses are usually worn and for what purposes.  If glasses are needed for the intended situation, be sure that the older adult is wearing them.


Be aware that if an older adult is pulling away from you or is turning his or her head to one side and seems to be looking away, it may only be to adjust the visual distance and angle, and improve his or her ability to see you.


When using printed material, make sure that it is a size that the older adult person can read (at least 14-point type).  Remember to research and use resources within your community that may offer assistance.





TECHNIQUES FOR COMMUNICATING WITH 


HEARING-IMPAIRED OLDER ADULTS


Stand or sit in front of the older adult; get the older adult’s attention.


Be sure a source of light is revealing your face; do not become backlit.


Ask whether the older person is hard of hearing.  If yes, ask whether he or she is wearing a hearing aid.  If yes, ask whether it is functioning properly.  If it is not functioning properly, offer to help by testing the battery or looking at the volume setting.


If the older person is not wearing a hearing aid but is having difficulty hearing, ask whether he or she hears better in a particular ear.  If so, focus to that side when you speak.


Ask whether the older adult reads lips or can communicate in sign language.


Speak up but do not shout.


Use lower-pitched tones.  They are heard more easily than higher ones.


Speak slowly and clearly, and emphasize only key words.


Cut out as much background noise as possible.


Keep your mouth in clear view, and maintain eye contact if possible.


Rephrase rather than repeat a misunderstood sentence.  Allow a few seconds pause after every few sentences to allow for processing and to allow the listener to formulate questions.


Use other channels of communication, such as gestures, diagrams, and printed materials and writing implements such as chalkboards and paper and pencil.


If you are communicating vital facts or instructions, have the older adult repeat them to ensure comprehension.


Alert the older adult when you are changing the subject.


If an older adult has a hearing deficit but does not want to admit it, try to encourage a hearing assessment so that simple situations such as the accumulation of earwax can be uncovered, and assistance can be provided for more complex situations.


For profoundly deaf persons, the Americans with Disabilities Act of 1990 requires that a sign-language interpreter be provided within 10 minutes in an acute care setting and within 20 minutes in an outpatient setting.


Remember to use services in your community for assistance.








THIS MODULE INCLUDES: 





Expected Staff Cognitive Competencies


Expected Staff Clinical Competencies


Content Outline including Learning Activities


REMINDER TO INSTRUCTOR: Read activities in Instructor Guide and prepare materials for activities in advance 


Scripted PowerPoint Presentation


10-item Post Test


Resources
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TECHNIQUES FOR COMMUNICATING WITH 


COGNITIVELY-IMPAIRED OLDER ADULTS


Keep your expectations realistic.


Keep interaction simple, and go slowly.  Use one-step commands.


Validate behavior.  Try to avoid challenging actions.


Reassure and reward.


Discover meaning behind behavior.


Use closed not open-ended questions.  (Ask questions that can be answered with a yes or no)


Use simple sentences.


Do not ask questions that rely on good memory.





TECHNIQUES FOR CIRCUMVENTING PSYCHOLOGICAL BARRIERS


Be aware of personality types, both the elder’s and your own.


Become an active listener.


Leave personal baggage at home, and try to see that the older person is bringing with them.


Empathize but do not legitimize the fatigue and apathy of depression.





TECHNIQUES FOR COMMUNICATING WITH THE SOCIOCULTURALLY DIVERSE OLDER ADULTS


Learn key words in the language of the older adult in your care.


Distinguish between translation and interpretation.


Ask family interpreters to “translate” rather than “interpret.”


Learn the beliefs and values regarding respect, nutrition, pain, and death of the older adult in your care.


Learn key ethnic customs and rituals of the older adult in your care.


Suspend your stereotypes and prejudice.


Use community resources to help in the learning process.





TECHNIQUES FOR COMMUNICATING WITH 


MOVEMENT- AND TACTILE-IMPAIRED OLDER ADULTS


Be aware of movement limitations in older adults.


Be aware of pain and its impact on the older adult’s range of movement.


Gestures are effective communication tools, particularly with the hard of hearing.


Touch is very reassuring and should be used if acceptable to patient and caregiver.


Verbally encourage the older adult to participate in a regular exercise program, and provide tangible rewards, showing general excitement for their achievements, and providing meaningful socialization.








� Prevalence of Vision Impairment: State Estimates. Lighthouse International.  Retrieved on April 22, 2004, from � HYPERLINK "http://www.lighthouse.org/vision_impairment_state_estimates.htm" ��http://www.lighthouse.org/vision_impairment_state_estimates.htm� 
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