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Abstract
Background:Hearing and vision loss in older people has been proven to affect physical and mental health
and increase the speed of cognitive decline. Studies have demonstrated that certain practices and
improved staff knowledge increase the effective care of residents’ ears and eyes, yet it is not known
which practices are being implemented in care homes. This study aimed to identify the gaps in staff
knowledge regarding hearing and vision di�culties in older residents, and which practices known to
improve ear and eye care in older care home residents are not commonly implemented in care homes in
England.

Methods:This study used a cross-sectional survey design. Survey questions were informed by the existing
literature and were focused on practices, staff knowledge, and other aspects that have shown to affect
residents’ hearing and vision care.  The survey was sent to care homes across England between
November 2018 and February 2019 via email and in paper format for care home staff to
complete. Descriptive statistics and Chi-Square analysis were applied to identify the factors in�uencing
the care being provided to care home residents.

Results:A total of 400 care home staff responded from 74 care homes. The results revealed that
screening tools are rarely used by staff to identify hearing and vision impairments; that care homes have
limited access to other assistive devices for hearing and vision loss, and that audiology services do not
regularly assess care home residents. A majority of staff who responded were not con�dent in ear and
eye care. Responses were found to be in�uenced by the respondents’ job role, length of time working in
care homes and also the care home type and care home size. Findings con�rmed a lack of standardised
practice and the importance of shared communication for promulgation of best practice.

Conclusion:This study has identi�ed that some practices known to facilitate ear and eye care are not
commonly applied in a sample of English care homes. It has also shown that care home staff knowledge
of ear and eye care is inconsistent. The information derived from this survey can be used to inform
guidelines for best practice and inform needs for future research.  

Background
Hearing and vision loss in older adults is challenging for them and can also affect other health related
outcomes, including an increased rate of cognitive decline, increased risk of falls and reduced quality of
life (1-3).  If care homes are to improve such outcomes then effective hearing and vision care should be
provided to older residents.  This is likely to be reliant upon good staff training on how to provide routine
care, identify problems being experiences by residents, instigate effective aid management and ensure
provision of regular hearing and vision tests.  However, it has been found that there are many barriers to
providing quality ear and eye care in care homes (4).  To overcome these requires understanding of
current practice, including the barriers to implementing best practice and how they might be overcome. 
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In England there are around 400,000 older people residing in care homes (5), with 75% of these
individuals estimated to be living with some degree of hearing loss (6) and around 50% with some degree
of vision loss (7).  However, these sensory impairments often go undetected or are poorly managed,
resulting in residents living with limited hearing and vision capabilities (8).  The consequences can
signi�cantly negatively affect residents’ quality of life; this includes physical health, mental health, and
opportunities for social interaction (3, 9, 10).  Despite these acknowledged impacts there is still a lack of
focus on sensory impairment identi�cation and management in older people in care homes.  Evidence
suggests that this can be due to the common perception by care home staff and residents that hearing
and vision loss are normal aspects associated with ageing (8); This contributes towards hearing and
vision loss becoming hidden health issues within this population. 

A recent review has found that there are other barriers in care homes that contribute to the poor
identi�cation and management of hearing and vision loss in residents (4).  These include a lack of care
home staff knowledge, poor management of assistive aids (e.g. hearing aids and glasses), limited access
to specialist services such as audiologists and optometrists, under-use of screening tools, an unsuitable
care home environment, and residents’ reduced cognitive capabilities (4).  A number of studies aimed to
increase knowledge in staff using methods such as educational videotapes (11), workshops (12), or by
attaching instructions about insertion and maintenance of hearing aids to the inside of residents’
wardrobes (13).  Training residents to manage their own devices has also been applied in one identi�ed
study (14).  Whilst these practices were reportedly bene�cial in increasing staff and residents’ knowledge,
how and why these have been effective is largely unknown.  Furthermore, screening tools such as the
Nursing Home Handicap Hearing Index test and the Minimum Data Set, have been used by staff to
assess residents’ sensory di�culties, but the review found that use of such instruments was problematic
in practice (15, 16).  Most research to date has focused upon highlighting the barriers and facilitators in
care homes, with minimal research evaluating interventions aimed at improving current best practice (4). 

Other evidence also reveals reluctance among residents to use their prescribed assistive aids and reduced
ability to manage their own aids without assistance (17).  Whilst the emphasis is mainly on staff and
professionals providing the required treatment, care and support, family members can also assist with
management of ear and eye care (18, 19).  Hearing and vision charitable organisations have produced
guidelines in effort to overcome some of the barriers to best care (6, 20).  However, more evidence is
required to underpin such guidance.

Whilst it is important to have a range of practices available to effectively support residents with sensory
impairments, it is also important to ensure that care home staff are readily aware of best practice and
what might be practically implemented in their place of work (21).  They must also be su�ciently
knowledgeable regarding what interventions they might readily implement and how to do this (22). 
Improved care home staff knowledge of different hearing and vision conditions might assist with
identifying what each resident speci�cally struggles with in everyday life, and thus what practices would
be most bene�cial.  In addition, staff should know how to correctly clean and maintain hearing aids and
glasses to ensure they are functioning correctly and can therefore be used to best effect (6, 20). 
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It is important for staff to understand how to effectively and e�ciently improve current hearing and vision
practices in care homes. However, the everyday practices used in care homes are unknown.  The aim of
the study described in this paper was to identify the practices care homes in England currently use and
the level of knowledge staff have when caring for residents’ ears and eyes.  By highlighting the practices
most and least used and the gaps in staff knowledge, we can improve ear and eye care in this vulnerable
population.

Aims 

1. To identify which practices are currently being used in care homes across England to care for older
residents’ hearing and vision di�culties

2. To assess care home staff knowledge of hearing and vision care in older residents

3. To identify any relationships between the characteristics of staff and the care homes they work in,
staff knowledge of ear and eye care, and use of different practices and interventions.

Methods
Design 

A cross-sectional survey methodology was used to address the study aims.  Care homes to be surveyed
included both nursing homes (which are homes that provide 24-hour nursing care to residents) and
residential homes (which provide assistance to residents but do not generally include nursing care).
Survey questions were informed by the existing literature and were focused on practices, staff knowledge,
and other aspects that have shown to affect residents’ sensory care such as residents’ willingness to use
aids and their ability to care for their aids themselves (4). The survey (Appendix 1) was designed in three
sections: the �rst section requested details of the respondent and the care home they work in, the second
section queried the hearing practices used in the care home and staff knowledge of ear care, and the third
section was concerned with vision practices used and staff knowledge of eye care.  The 41 questions in
the survey included: three questions to determine if eligibility criteria were met; four questions requesting
brief demographic details of the respondent; 33 multiple choice questions about hearing and vision care
in the home the respondent worked in; One free text question requested details of other services that
contribute to the care of residents hearing and vision. (Appendix 1). 

The survey was designed using the JISC online survey website (23).  Information for respondents about
the overall study, ethics and data management was included in the �rst page of the survey (Appendix 1). 
A question was included at the end of this page for the participant to con�rm that they had read the
information and agreed to voluntarily take part in the survey. All questions on the electronic survey were
required to be answered for progression to the next question to be possible. 

Participants
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The survey was designed for completion by all staff either directly responsible for and/or in regular
contact with residents such as health care assistants, trained nurses, care home managers and activity
coordinators.  A convenience sample of care home staff members who had regular contact with older
care home residents was recruited.  Given the limited resources and time available, a convenience method
of recruitment, whereby any eligible participant was approached for participation, was used to obtain the
largest sample possible in a short time period. To be included in the study, care home staff had to be
working in a care home for adults over 65 years old and have regular responsibilities for resident care. 
They also had to be able to read and write in English. 

Survey development and piloting 

The draft survey designed from the literature was reviewed and re�ned following consultation with a
study advisory group.  This advisory group comprised of two health care assistants, an activities
coordinator, the head of care home services and a care home research nurse who works for the Enabling
Research in Care Homes (ENRICH) network.  The ENRICH network is a resource that supports social care
research across England, encouraging care home participation in research and assisting in the design of
studies to best suit this population.  A face to face meeting was convened with the group who were asked
to complete the survey in situ.  They were also asked to consider the wording of the cover letter and the
survey questions, the appropriateness of the multiple choices given for each question and the proposed
modes of survey distribution. Input of the advisory group led to changes to the wording of some
questions and changes to the cover letter so that all care staff in regular contact with residents might
readily understand it.  In response to suggestions, additional response options were included for certain
questions (e.g. refer to appended questionnaire questions 19 and 36); the need for the survey to be made
available in both paper and electronic versions was emphasised.  

The survey was �rstly piloted in two nursing homes in the North of England which were recognised as
being ‘research ready’ by the ENRICH team.  The two nursing homes received the survey �rstly via email
and then were also sent a paper version so that both presentations were piloted.  The pilot revealed no
problems with the survey design, methods of distribution and data collection with the successful return of
four paper and four electronic survey copies.  

Data Collection

The study gained UK National Institute for Health Research (NIHR) portfolio status, which is a service
provided by the National Health Service (NHS) to support studies that are of bene�t to the UK NHS.  This
enabled the survey to be nationally distributed to care homes via relevant UK research networks, (the
ENRICH network and the Clinical Research Network), thereby reaching a wider population.  The web link
to the survey was distributed to care home managers via email between November 2018 and February
2019 by the ENRICH network and the national Clinical Research Network.  Additionally, social media and
conferences were used to advertise the survey to other care homes with an internet link to the survey
included in the information provided about the study.  No incentives were given to care homes to
encourage participation other than highlighting how this research can inform future practice.
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Both electronic and paper methods were used for the distribution of the survey (Appendix 1).  The survey
was �rst distributed to care home managers across the country via email, with a link to the online survey. 
Managers were then requested to distribute the survey to their staff who met the inclusion criteria and
were interested in taking part.  The option for paper copies was also offered in the same Email.  Paper
copies were printed and sent to care homes who requested them with a pre-paid return envelope.

Data analysis

Full data sets were obtained from respondents.  The survey responses were inputted onto statistical
analysis software SPSS version 25.  Descriptive statistics were �rstly produced to give percentage
responses to each of the questions. Chi-Square analyses were then conducted to identify any
relationships between the sociodemographic pro�les of respondents and care home practices.  As many
tests were to be performed (16 tests for vision and 15 about hearing), the Bonferroni adjustment was
used to reduce the likelihood of false �ndings of signi�cance and a p-value of 0.002 was applied to
determine any signi�cant results (24).

Ethical considerations 

University ethical approval was obtained for this study. The �nal survey design was produced using Jisc
online surveys website (23).  This site is UK based and adheres to all General Data Protection Guidelines
(GDPR) enforced in the UK, ensuring participants’ data is effectively and appropriately managed. All data
was held securely to meet regulations. Postcodes of respondents’ care home were collected using a free
text question at the beginning of the survey to assess the Care Quality Commission (CQC) rating of the
home (which assesses the standard of care homes across England); this was to gain knowledge of the
ratio of care homes requiring improvement, those classed as good, and those as outstanding.  Care home
postcodes are not identi�ed or reported in this publication.  As per GDPR guidelines, this information has
been stored securely on a password protected computer that is only accessed by the research team.

Results
A total of 400 survey questionnaires were returned from staff working in 74 care homes across England. 
Only a minority of the 10,933 of relevant care homes across England were able to be approached. 
However, although staff from only 74 homes took part, to our knowledge, the 400 respondents is a high
response rate for this population in the time available for recruitment (25). Eight further paper copies were
also returned but these were incomplete and were not included within the data analysis.  

Characteristics of care home and respondents 

The Care Quality Commission (CQC) in England rates the quality of care provided by the speci�c care
homes.  Due to some respondents not completing the postcode free text question accurately, only 66 of
the 74 responding care homes could be identi�ed and their CQC rating found; 15 required improvement
(22.7%), 44 were reported as good (66.6%), and seven were outstanding (10.6%).  The responses of staff
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from each home were collated to determine the number of respondents from each care home, this ranged
from one person to 36 people, with 26 care homes having �ve or more respondents. 

The type of care home where the respondent worked was requested from each respondent and they were
able to select more than one type.  Analysis found however that many respondents from the same care
home reported different care home types for their home.  Due to these disparities, all care home
classi�cations were then checked against the care home manager’s response and for those who provided
a valid postcode the care home website was reviewed to provide a more accurate and standardised
record of what type of care home it was.  

Survey respondents were most commonly working in nursing homes (180/ 45%), followed by residential
care homes (144/ 36%).  Some respondents also noted they worked in a care home caring especially for
those living with dementia (16/ 4%). Two dual-registered groups were also formed as some respondents
commonly reported their home had both nursing and residential units (44/ 11%), or that their home was a
residential unit but speci�cally caring for those living with dementia (12/ 3%).  In addition, some noted
their work place as ‘other’ (4/ 1%), which were settings that the respondent felt did not �t into any of these
other categories. 

Respondents job roles included health care assistants (who provide personal cares/assistance to
residents) (210/ 52.5%), care home managers (65/ 16.25%), quali�ed nurses (56/ 14%), activities
coordinators (14/ 3.5%) and ‘other’ for those who did not consider that they were in any of the other role
options (55/ 13.8%).   Elaboration on other job roles was enabled through a free text option.  The role
‘other’ mainly included those classifying themselves as senior health care assistants, but also included
catering staff. 

Size of the care home was based on the amount of residents the care home could accommodate, and
therefore related to resident capacity.  Smaller care homes were considered to be those with less than 30
residents (118/ 29.5%), medium sized care homes as those with a resident capacity of between 31 and
60 (142/ 35.5%) and larger care homes being able to accommodate over 60 residents (140/ 35%). 
Information on the length of time the respondent had worked in care homes was also collected; less than
two years (78/ 19.5%), 2-5 years (122/ 30.5%), 5-10 years (62/15.5%), and over 10 years (138/ 34.5%).

There was a signi�cant correlation between job role and length of time that respondents had worked in
care homes (P=0.000), with care home managers reporting the longest length of service and health care
assistants the least.  A signi�cant relationship was also found between care home type and job role
(P=0.000), with a greater proportion of respondents from nursing homes being quali�ed nurses, and a
greater proportion of those classifying themselves as ‘other’ being from residential homes.

The �gures below show the number of responses for the different types of care home the respondent
stated that they worked in (Figure 1), the size of the care home (Figure 2), their reported job role (Figure 3),
and the length of the time they had worked in care homes (Figure 4).
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Descriptive analysis of care home practices and staff knowledge

Table 1 shows the percentage of responses regarding assessment and treatment of hearing loss and
vision loss.  The majority of those responding reported that both hearing (91.3%) and vision impairments
(93.5%) are recorded in residents’ care plans, and that hearing aids (84%) and glasses (91.8%) are
checked/cleaned regularly by staff.  In addition, a majority reported that their care home has made
suitable environment adaptations such as quiet places for residents (79.5%), that the care home they
work in is well lit (88.3%), and that speci�c adaptions to the environment (such as contrasting colours for
signs) exist (67.8%).  In addition, the majority said that annual vision check-ups by optometrists are
conducted in the home (85.3%).

However, table 1 also shows that some practices were less commonly used.  A total of 46% of
participants stated that they did not use screening tools for hearing assessment; and 43.8% not using
vision screening tools. Assistive devices for hearing were only reported by 16%; and only 23.8% of care
homes provided other assistive devices for vision part from glasses.  Less than half stated that annual
hearing check-ups are conducted by audiologists (46.8%), and that all residents’ glasses are labelled
(48.8%).

Table 1: Hearing and vision practices reportedly implemented in care homes
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Practices (%/n) Yes No Not sure Sometimes When residents bring their
own

Hearing
Care plan (Hearing) 91.3

(365)
0.3 (1) 2 (8) 6.5 (26)  

Hearing Aids checked regularly 84 (336) 5 (20) 11 (44)    

Quiet places 79.5
(318)

14.2 (57) 6.3 (25)    

Annual hearing check-ups 46.8
(187)

25 (100) 28.2
(113)

   

Hearing Screening Tools 16 (64) 46 (184) 38 (152)    

Access to other hearing devices 15 (60) 29.8
(119) 

18.8 (75)   36.5 (146)

Vision

Care plan (Vision)
93.5
(374) 0.5 (2) 2.5 (10) 3.5 (14)  

Glasses cleaned regularly
91.8
(367) 4.5 (18) 3.8 (15)    

Well-lit rooms
88.3
(353) 5.3 (21) 6.5 (26)    

Annual vision check-ups 85.3
(341)

2.8 (11) 12 (48)    

Adaptations to environment
(Vision)

67.8
(271) 21.8 (87) 10.5 (42)    

Glasses labelled with owner’s
name

48.8
(195)

7.2 (29) 4 (16) 40 (160)  

Access to other vision devices 45 (180) 8.3 (33) 13.5 (54)   33.3 (133)

Vision Screening Tools 23.8 (95)
43.8
(175)

32.5
(130)    

Just over a quarter (103 out of the 400 respondents) reported that all of their residents are willing to use
their hearing aids (25.8%), and only 83 stated that their residents are able to take care of their own aids
(20.8%).  Furthermore, the majority of all respondents reported that some assistance in caring for
residents’ hearing problems is provided by family members (96%).  Only 118 out of the 400 respondents
reported that all residents are willing to use their glasses (29.5%), with 359 stating that family members
provide assistance with this (89.8%).   

A free text question asked about other practices used in the care home to assist with the identi�cation
and management of hearing and vision di�culties apart from those that had been listed.  Additional
hearing practices included using sign language professionals, nurses carrying out ear syringing, creating
links with relevant charities, use of communications devices such as IPads, and staff training.  Examples
given of additional vision practices were contacts with relevant charities, input from a variety of outside
professionals, volunteers, one on one care, visits from professional services that provide eye care, and
staff assistance and training.
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Knowledge (%/n)
Strongly
Agree Agree Disagree

Strongly
Disagree

Hearing
Communicating with the hearing impaired 63.5 (254) 30 (120) 5.5 (22) 1 (4)
Assessing whether a resident has a hearing
impairment 24.8 (99) 60 (240)

13.3
(53) 2 (8)

Cleaning hearing aids 23.8 (95) 54 (216)
18.5
(74) 3.8 (15)

Assessing hearing impairment in the cognitively
impaired 21.5 (86) 55 (220)

21.3
(85) 2.3 (9)

Knowing the difference between hearing
conditions 17.5 (70) 56 (224)

24.5
(98) 2 (8)

Vision

Communicating with the vision impaired 70.5 (282)
25.8
(103) 3.5 (14) 0.3 (1)

Cleaning glasses 57.5 (230)
39.5
(158) 2.3 (9) 0.8 (3)

Assessing vision impairment in the cognitively
impaired 14.5 (58)

51.7
(207)

30.8
(123) 3 (12)

Assessing whether a resident has a vision
impairment 14 (56)

59.3
(237) 25 (100) 1.8 (7)

Knowing the difference between vision conditions 8.3 (33) 43 (172) 42 (168) 6.8 (27)

Table 2 shows the percentage of respondents who considered themselves to be con�dent in their
knowledge of different aspects of hearing and vision care. For all questions about staff knowledge, over
50% reported being con�dent to some extent in their knowledge of a particular aspect of hearing and
vision care.  The majority of respondents strongly agreed that they were con�dent in cleaning glasses
(57.5%) and communicating with the hearing (63.5%) or visually impaired residents (70.5%).  However,
less than 25% strongly agreed that they were con�dent in recognising various hearing (17.5%) and vision
conditions (8.3%), assessing whether a resident has a hearing (24.8%) or vision impairment (14%),
assessing hearing (21.5%) or vision impairment in the cognitively impaired (14.5%) and cleaning hearing
aids (23.8%). 

Table 2: Staff knowledge of hearing and vision care
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When asked whether the respondent would like more information regarding how to effectively identify
and manage hearing and vision loss, 89.5% agreed that they would like more information on hearing loss,
and 85.3% agreed they would like to receive this for vision loss. 

For all homes with �ve or more staff who responded (n=26), a range of responses were provided about
the practices the care home was implementing.  Whilst some working in the same home agreed that
certain practices took place in their care home, others from that same care home were unsure or
disagreed; This highlights uncertainty amongst staff regarding the practices the care homes they worked
in were actually implementing. 

The relationship between demographics and participant responses 

Potential associations between the answers given to questions about hearing and vision care and the
respondents’ job role, their length of time working in care homes, the type of care home they worked in
and also the size of the home were examined by applying the Chi Square test.  This was to observe
whether any of these factors affected the reporting of practices provided by care homes or reporting of
the level staff knowledge.  Table 3 shows which of these care home/staff factors were signi�cantly
related to the responses to questions about hearing and vision care.  Fifteen of the 31 questions about
hearing and vision were signi�cantly related (p<0.002) to one or more of the questions regarding staff
demographics as shown in table 3.  Detailed data, including absolute numbers and relative frequencies,
pertaining to these signi�cant results are included in Appendix 2.

Table 3: Relationships between variables 
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Relationships between variables Job Role Length of work Care Home Type Size of Care Home
Hearing
Use of screening tools 0.000 0.000 0.005 0.099
Annual professional assessment 0.000 0.000 0.002 0.014
Access to quiet rooms 0.138 0.000 0.387 0.058
Aids checked regularly 0.338 0.000 0.000 0.829
Access to other aids 0.000 0.002 0.003 0.308
Knowledge of how to communicate 0.114 0.067 0.000 0.542
Residents willing to use aid 0.003 0.07 0.000 0.004
Can residents take care of own aid 0.000 0.1 0.000 0.554
Vision 
Use of screening tools 0.000 0.000 0.153 0.311
Annual professional assessment 0.000 0.000 0.133 0.073
Environment well lit 0.265 0.010 0.652 0.002
Glasses labelled 0.003 0.000 0.000 0.063
Access to other aids 0.000 0.000 0.014 0.04
Knowledge of different vision problems 0.000 0.232 0.264 0.311
Residents willing to use glasses 0.291 0.694 0.000 0.106

Key: Purple highlighted numbers are where significant relationships were found

Job roles

Four questions about practices related to hearing and four questions about vision practices were
signi�cantly associated with job role.  As shown in table 3, whether the care home used screening tools to
assess both hearing (P=0.000) and vision di�culties (P=0.000), had access to other hearing (P=0.000) or
vision (P=0.000) assistive devices or provided annual hearing (P=0.000) or vision (P=0.000) professional
assessments signi�cantly related to job role.  A greater number of health care assistants and those
classi�ed as ‘other’ stated they were ‘not sure’ regarding whether these three practices for either hearing or
vision took place in their employing care home.  This was in comparison to care home managers and
nurses who tended to state certainty (yes or no responses).  However, responses to all other practices
identi�ed in the survey; namely, environment adaptations, the checking of assistive aids by staff and
reporting of hearing and vision di�culties in care plans, were not found to be signi�cantly related to the
job role of the person completing it.

A signi�cant association was found between staff knowledge of different vision problems and their job
role (P=0.000).  A greater number of care home managers and nurses reported that they had good
knowledge of how to identify the different vision problems in their residents in comparison to health care
assistants, activities coordinators and those identifying as ‘other’.   Furthermore, a greater number of care
home managers, compared to other job roles, seemed to report that they believed their residents unable to
take care of their own hearing aid (P=0.000). 

Despite these signi�cant results found, job role did not have effect on many of the factors assessed.  For
instance, all respondents despite job role, responded similarly to views on the environment, including the
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lighting and accessibility to quiet rooms.  Their knowledge was also reported as similar despite job role,
including their con�dence in cleaning aids, assessing hearing and vision di�culties in residents and
con�dence in communicating with residents with hearing and vision di�culties.

Length of time working in care homes

Signi�cant associations were found between length of work and the three particular practices also
affected by job role; namely use of screening tools, professional assessments by ear and eye care
experts, and access to other assistive devices.  A different level of certainty was again found in the
reporting of hearing (P=0.000) and vision (0.000) screening tools, professional hearing (0.000) and vision
assessments (P=0.000), and also whether residents have access to other additional hearing (P=0.002)
and vision (P=0.000) assistive devices, dependent on length of time the participant reported as working in
the care home. Those who had worked in cate homes less than two years were most likely to be uncertain
about whether these practices were implemented in their care home, whereas those working in the care
home for over 10 years were the most certain of the practices being used in their care home.

Signi�cant associations were also found in the reporting of whether hearing aids are checked regularly
(P=0.000) and whether the care home has quiet rooms available to residents with hearing di�culties
(P=0.000), with greater uncertainty reported by those who had worked in the care home for less than two
years in comparison to those with greater experience (2-5 years, 6-10 years, 10+ years).  The heightened
level of uncertainty among those with the least length of service is also evident in the reporting of
whether residents’ glasses are labelled (P=0.000).

Whilst some associations were found, knowledge again seemed not to be affected by the respondents’
length of time working in care homes, instead only affecting their awareness of what practices are
available to them and their residents.  They all also similarly viewed the capabilities and willingness of
their residents to wear and take care of their own assistive aids.

 

Type of care home

Care home type was shown to be signi�cantly related to �ve questions about hearing and two about
vision. Respondents from care homes speci�cally for people with dementia reported that their residents
were more likely not to use their prescribed hearing aids (P=0.000) and glasses (P=0.000) in comparison
to all other care home types. A greater percentage of respondents from these homes caring speci�cally
for people with dementia also reported that their residents were unable to take care of their own
prescribed hearing aids (P=0.000) and were more likely to have their glasses labeled (P=0.000) in
comparison to all other care home types.

Respondents from homes caring speci�cally for those with dementia and those homes classed as ‘other’
reported that their residents were less likely to have hearing professional assessments in comparison to
respondents from nursing or residential homes (P=0.002).  However, respondents from homes noted as
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caring speci�cally for those with dementia or as ‘other’ were the least likely to state that they were ‘unsure’
regarding whether residents hearing aids were checked regularly by staff (P=0.000).   Staff working in
those care homes identifying as ‘other’ were also less likely to be con�dent in their ability to communicate
with residents with hearing di�culties in comparison to respondents from all other care home types
(P=0.000).   

Care home type however, did not seem to affect many of the practices provided to residents, including the
use of screening tools, access to other assistive devices, the environment, recording of impairments in
care plans, and the accessibility to professional vision assessments.  Knowledge again was not largely
affected by the respondents’ care home type, with similar reporting of knowledge of the different
conditions, how to assess hearing and vision, how to take care of the different assistive devices and
communicate with those with vision di�culties.

Size of the care home

Size of care home was only found to be signi�cantly related to one question. Those respondents from
care homes with less than 30 residents were more likely to report that their care home was not well lit to
cater for those with vision impairments in comparison to those home with 30+ residents (P=0.002).  All
other factors, including staff knowledge of the various aspects, practices provided, and capabilities of
residents, were not affected by how many residents resided in the respondents’ care home.

Discussion
Only a minority of the 10,933 care homes for older people in England were approached to take part in this
study, however, the 74 who took part re�ected diversity amongst their characteristics to emulate the
dynamic differences between care home sizes, location, staff demographics, and level of care provided to
residents.  The results from this survey show that whilst some practices known to support residents
hearing and vision (4) are commonly adopted by care homes, others were reported as being rarely found
to be used. Practices commonly reported to be used include; recording sensory loss in residents’ care
plans, annual professional vision tests, regularly checking hearing aids and regularly checking glasses. 
The majority of respondents also reported having quiet areas and well-lit rooms in their care home. 
These responses show that some practices suggested by existing guidelines are being adhered to (20). 
However, there are certain practices which are known to assist with residents’ ear and eye care that were
reportedly rarely used, including use of screening tools for both hearing and vision, hearing assessments
by audiologists, and access to other assistive devices.  This reveals that interventions aimed at improving
practice, including use of screening tools as identi�ed through the scoping review (15, 16), are rarely
being implemented in practice.  Analysis of this survey also found that there is more support available to
identify and manage residents’ vision than hearing.  However, both hearing and vision of care home
residents can be neglected.

Those responding also stated that their knowledge was lacking in certain areas.  Firstly, the majority were
not con�dent in identifying and managing both hearing and vision impairments in their residents, which
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could contribute to the poor care of residents hearing and vision di�culties in care home residents (22). 
This further highlights, that despite interventions aiming to improve knowledge in staff being reported as
effective (11, 12, 13), these have not been implemented effectively into practice across the country.  In
addition, audiology services were commonly reported as not being readily available to residents,
suggesting this may be a further reason for the poor identi�cation of hearing impairments in residents
(6).  Whilst optometrists are mandated to provide annual assessments in care homes, as con�rmed in
this study, audiologists are not mandated to conduct assessments in care homes and has evidently had
an effect on how often these are carried out.  The poor adoption of some prescribed aids (i.e. hearing
loop systems), and the reported limited access to other assistive devices to compensate for hearing or
sight loss also suggests that residents may not be using devices that can improve or compensate for
their sensory impairment.  This can be another reason for poorly managed sensory impairments in
residents (26). 

Hearing aids and glasses were reportedly checked regularly by staff but the majority stated that they are
not entirely con�dent in how these aids should be cleaned and maintained, and in particular hearing aids.
 This suggests that guidelines and interventions aimed at improving aid management need to be
formalized (6, 20).  So, whilst checked, these aids may not be functioning as they should be, resulting in
residents still living with the effects of sensory impairments. This suggests that staff might need
enhanced training to provide a su�ciently skilled service.  The vast majority of respondents also stated
they would like more information on how to identify and manage both hearing and vision loss,
highlighting a need amongst all staff for further training in more than just aid management.   This
suggests that care home staff and researchers should prioritise providing training for care home staff in
ear and eye care; this could also include developing the skills and knowledge of a particular staff member
within each care home to create hearing and vision care champions within the team who can address ear
and eye concerns effectively and e�ciently.

The high level of uncertainty amongst health care assistants and those identifying as ‘other’ on whether
screening tools, other assistive devices and professional assessments are used in their care home for
both hearing and vision, also suggests that there may be a poor level of shared communication about
these practices.  Health care assistants, including the senior health care assistants who identify within
the group ‘other’, are often the �rst point of contact for residents and so need to be made aware as a
priority.  A champion amongst the health care assistants in ear and eye care may aid to reduce this lack
of shared communication within the care home, and increase knowledge amongst these groups of the
practices available within and outside of the home that could be useful when providing personal cares. 

Homes catering exclusively for people with dementia reported the lowest willingness among residents to
use and also care for their prescribed aids, which reveals that cognition may play a signi�cant role in
residents’ ability to use and maintain ownership of their aids, suggesting that staff in homes for people
with dementia may need to have heightened awareness and training.  Respondents from dementia only
homes also report a lesser likelihood of audiologists providing annual assessments in comparison to
general residential or nursing homes.  As cognitive impairment is known to be a further barrier to effective
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identi�cation and management (27), these results seem to suggest that staff and other professionals
need to be trained speci�cally in how to support those living with dementia.  This may include providing
training on how to recognise sensory impairments in those living with dementia and knowing the
difference between what might be a sensory impairment and what is dementia.  Also, how to screen
those with memory di�culties for hearing and vision di�culties and how to encourage assistive aid use.

The size of the care home was signi�cantly related to whether their care home was well lit.  It may be that
those smaller care homes are not as readily able to achieve suitable lighting compared to larger care
homes with larger buildings and potentially more environmental options. However, the size of the care
home was not signi�cantly related to any other practices.

The level of knowledge of hearing and vision care among all respondents was similar irrespective of their
job role, length of time working in the home, care home type or size of their home.  Therefore, whilst
knowledge of staff was found to be poor for identi�cation and management of both hearing and vision
loss, this was the same for all respondents.  The results show that it is mainly the respondents knowledge
of whether certain practices are adopted in their care home that differs dependent on the different
demographic factors.  This suggests there is a universal need for training and awareness of the
importance of shared communication regarding practices available within the care home to support with
residents’ ear and eye care.

The results from this survey suggest that to improve practice a focus on improving certain aspects is
required.  These include; having a range of assistive devices available in care homes such as hearing
loop systems and magnifying glasses, having screening tools that all staff can use in their daily practice
to identify those at risk, building stronger links between care homes and external professionals, and
training care staff to increase their knowledge of how to both identify and manage hearing and vision
impairments effectively.  With certain responses affected by the individual pro�les of the respondents, it
also highlights a lack of standardised procedure and shared knowledge across care homes and their
staff.  Therefore, improved communication and standard practices need to be implemented to ensure
effective hearing and vision care is provided by care staff.  This could be achieved with a change in
policy and guidelines that inform managers of the best procedures and the importance of informing their
staff of the practices available to care for residents hearing and vision within their home.

Limitations

The survey technique used, that of predetermined questions, limits the participants’ capacity to present
details of their knowledge and understanding.  This includes other barriers that they may experience but
were not included within the survey, such as lack of time or human resources, and information on any
training they may have received.  Sta�ng ratio was also not assessed which could have affected the
�ndings, with those with higher sta�ng ratio possibly providing a different level of care to those with
lower sta�ng ratios.  It was not possible to determine the numbers who had received the survey and not
completed it as methods of distribution within each region was dependent on the clinical networks
method of distribution and within each home was dependent on the manager, and so non-respondent
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data could not be calculated. Furthermore, certain postcodes were not completed correctly by some
respondents and led to some care homes being unidenti�ed.  This meant that CQC ratings could not be
obtained for all care homes and discrepancies of care home type unable to be recti�ed by internet
searching for these few respondents. 

Nevertheless, this study obtained national data from a variety of care homes, which provides a good
scope of the variety of the facilitators to good quality ear and eye care and the barriers to this from the
perspectives of staff working in different settings.  In addition, by using questions that attained to themes
derived from the scoping review provided a framework for the survey, and this was validated by an
advisory group comprised of intended respondents.

Conclusion
The results from this survey indicate that whilst some services are available in most care homes for ear
and eye care across England, others are not as frequently implemented or that staff are unsure of
whether such services are available or not.  This highlights the underuse of the certain services and
implies patchy implementation of the practices which could signi�cantly bene�t residents hearing and
vision capabilities and improve mental and physical health.  Consequently, this infers that best practice
for ear and eye care in care home residents can be improved, and this evidence identi�es speci�cally
which practices should be targeted, including screening tools, annual hearing tests conducted by external
services and having access to various devices.  In addition, staff knowledge shows room for
improvement, with the majority of staff wanting more information on how to care for both hearing and
vision in their residents.  This survey con�rms the need for better support for care home staff so that they
can provide optimum ear and eye care including services provided by others external to the home.  It also
identi�es a need for further research to explore how quality services can be both provided and sustained
over time.  

Abbreviations
CQC: Care Quality Commission

ENRICH: Enabling Research in Care Homes Network

NHS: National Health Service

Declarations
Ethical approval and consent to participate

Ethics approval was obtained from the University of Bradford and all participants consent was obtained
using implied consent on full completion of the survey.  



Page 18/21

Consent for publication

Not applicable 

Availability of data and materials

The datasets used and/or analysed during the current study are available from the corresponding author
on reasonable request. 

Competing interests

The authors declare that they have no competing interests.

Funding

Funding for this research was provided by Abbey�eld research Foundation. This was a PhD studentship;
Abbey�eld funded the study design, data collection, analysis and interpretation of data and writing of this
manuscript. 

Author Contributions

WA contributed to data collection, data analysis, study design, survey design and authored the paper.  AB
contributed to the study design and provided feedback throughout and co-authored the paper.  GM
contributed to the study designand provided feedback throughout and co-authored the paper.

All authors have read and approved the manuscript. 

Acknowledgments

Dr. Sahdia Parveen

Mrs. Tracy Ward 

Authors’ information (optional)

WA is a PhD student at the University of Bradford and is funded to run the project on identifying
interventions to improve hearing and vision care in older people residing in care homes.

References
1. Lin FR, Ferrucci L. Hearing Loss and Falls Among Older Adults in the United States. Archives of

Internal Medicine. 2012;172(4):369-71.

2. Leroi I, Simkin Z, Hooper E, Wolski L, Abrams H, Armitage CJ, et al. Impact of an intervention to
support hearing and vision in dementia: The SENSE-Cog Field Trial. International Journal of Geriatric
Psychiatry. 2019;n/a(n/a).



Page 19/21

3. Maharani A, Dawes P, Nazroo J, Tampubolon G, Pendleton N, group S-CW. Visual and hearing
impairments are associated with cognitive decline in older people. Age and ageing. 2018;47(4):575-
81.

4. Andrusjak W, Barbosa A, Mountain G. Identifying and Managing Hearing and Vision Loss in Older
People in Care Homes: A Scoping Review of the Evidence. Gerontologist. 2019 Jul 19. PubMed PMID:
31322168. Epub 2019/07/20. eng.

5. LaingBuisson. Care home for older people- Market report London: O�ce for National Statistics; 2018
[October 15, 2019]. Available from: https://www.laingbuisson.com/blog/laingbuisson-report-
reappraises-the-care-home-capacity-crisis-in-the-light-of-new-data/.

�. Action on Hearing Loss. Guidance for supporting people with hearing loss in care home settings
2019 [August 28, 2019]. Available from: https://www.actiononhearingloss.org.uk/how-we-
help/health-and-social-care-professionals/guidance-for-supporting-older-people-with-hearing-loss-in-
care-settings/.

7. RNIB. Evidence-based review: Older people 2014 [August 22, 2019]. Available from:
https://www.rnib.org.uk/sites/default/�les/RNIB_Evidence_based_review_older_people_0.pdf.

�. Hodges L, Pavey S, McGee A, Manveet P. The Identi�cation and Assessment of the Needs of Older
People with Combined Hearing and Sight Loss in Residential Homes London: Sense for deafblind
people; 2011 [March 15, 2018]. Available from:
http://www.asdinfowales.co.uk/resource/6_c_Microsoft_Word_-
_BUPA_executive_summary_�nal_version_Dec2011formatted_for_circulation.pdf.

9. Wallhagen MI, Strawbridge WJ, Shema SJ. The relationship between hearing impairment and
cognitive function: a 5-year longitudinal study. Research In Gerontological Nursing. 2008;1.

10. Pavey s, Douglas G, Hodges L, Bodsworth S, Clare I. The needs of older people with acquired hearing
and sight loss London: University of Birmingham and University of Cambridge; 2009 [April 5, 2018].
Available from: http://pocklington-trust.org.uk/wp-content/uploads/2016/03/Older-people-with-
acquired-hearing.pdf.

11. Gri�n-Shirley N, McNeely E, Karwisch A. Videotape simulations to teach staff of long-term care
facilities about residents’ vision loss.  Journal of Visual Impairment and Blindness.  1990; 84(10):
530-531.

12. Cooper S. How can care homes “look out” for eye health? 2013 [August 12,2020].  Available from:
https://www.pocklington-trust.org.uk/Handlers/Download.ashx?IDMF=9df4b0d1-a385-46e8-8452-
921472e79d55

13. Looi V, Hickson L, Proce A, Lee G, Mokoka A, Worrall L, Wilson J, Tilse C. Audiological rehabilitation in
a residential aged care facility. Australian and New Zealand Journal of Audiology.  2004;26:12-29.

14. Roets-merken L, Zuidema S, Vernooij-Dassen M, Teerenstra S, Hermsen P, Kempen G, Graff M.
Effectiveness of a nurse-supported self-management programme for dual sensory impaired older
dults in long-term care: A cluster randomised controlled trial. BMJ Open.  2018;8(1):e016674.  doi:
10.1136/bmjopen-2017-016674.

http://www.laingbuisson.com/blog/laingbuisson-report-reappraises-the-care-home-capacity-crisis-in-the-light-of-new-data/
http://www.actiononhearingloss.org.uk/how-we-help/health-and-social-care-professionals/guidance-for-supporting-older-people-with-hearing-loss-in-care-settings/
http://www.rnib.org.uk/sites/default/files/RNIB_Evidence_based_review_older_people_0.pdf
http://www.asdinfowales.co.uk/resource/6_c_Microsoft_Word_-_BUPA_executive_summary_final_version_Dec2011formatted_for_circulation.pdf
http://pocklington-trust.org.uk/wp-content/uploads/2016/03/Older-people-with-acquired-hearing.pdf
https://www.pocklington-trust.org.uk/Handlers/Download.ashx?IDMF=9df4b0d1-a385-46e8-8452-921472e79d55


Page 20/21

15. Jupiter T. Does hearing assistive technology provide bene�t to nursing home residents with
dementia?  A pilot study.  Journal of the academy of Rehabilitative Audiology.  2016;49:34-39.

1�. Voytas J, Kowalski D, Wagner S, Carlson A, Maddens M. Eye care in the skilled nursing facility:  A
pilot study of prevelance and treatment patterns of glaucoma.  Journal of the Americal Medical
directors Association.  2004;5(3):156-160.

17. Wallhagen MI. The stigma of hearing loss. The Gerontologist. 2010;50(1):66-75. PubMed PMID:
19592638. Epub 07/10. eng.

1�. Richardson A, Blenkinsopp A, Downs M, Lord K. Stakeholder perspectives of care for people living
with dementia moving from hospital to care facilities in the community: a systematic review. BMC
Geriatrics. 2019 2019/07/31;19(1):202.

19. Weman K, Kihlgren M, Fagerberg I. Older people living in nursing homes or other community care
facilities: Registered Nurses' views of their working situation and co-operation with family members.
Journal Of Clinical Nursing. 2004 Jul;13(5):617-26. PubMed PMID: 15189415. Epub 2004/06/11.
eng.

20. RNIB. Seeing it from their side - A guide to recognising and supporting sight loss in your care home.
London: Royal National Institute of Blind People; 2010. Available from:
http://www.rnib.org.uk/professionals-social-care-professionals/care-home-and-residential.

21. Wittich W, Jarry J, Höbler F, McGilton KS. Agreement on the use of sensory screening techniques by
nurses for older adults with cognitive impairment in long-term care: a mixed-methods consensus
approach. BMJ Open. 2019;9(9):e027803.

22. Höbler F, Argueta-Warden X, Rodríguez-Monforte M, Escrig-Pinol A, Wittich W, McGilton KS. Exploring
the sensory screening experiences of nurses working in long-term care homes with residents who
have dementia: a qualitative study. BMC Geriatrics. 2018 October 04;18(1):235.

23. Jisc. Online Surveys No Date [August 28, 2019]. Available from: https://www.jisc.ac.uk/online-
surveys.

24. Statistics Solutions. Bonferroni Correction 2019 [cited 2019 August 28, 2019]. Available from:
https://www.statisticssolutions.com/bonferroni-correction/.

25. Lam H, Chow S, Taylor K, Chow R, Lam H, Bonin K, Rowbottom L, Herrman N. Challenges of
conducting research in long-term care facilities: a systematic review.  BMC Geriatrics. 2018;18:242.

2�. Brennan M, Bally SJ. Psychosocial adaptations to dual sensory loss in middle and late adulthood.
Trends Amplif. 2007 Dec;11(4):281-300. PubMed PMID: 18003870. Pubmed Central PMCID:
PMC4111534. Epub 2007/11/16. eng.

27. Wolski L, Leroi I, Regan J, Dawes P, Charalambous AP, Thodi C, et al. The need for improved cognitive,
hearing and vision assessments for older people with cognitive impairment: a qualitative study. BMC
Geriatrics. 2019 2019/12/03;19(1):328.

Figures

http://www.rnib.org.uk/professionals-social-care-professionals/care-home-and-residential
http://www.jisc.ac.uk/online-surveys
http://www.statisticssolutions.com/bonferroni-correction/


Page 21/21

Figure 1

Care home and respondents demographics
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