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			Abstract

			Hearing loss is a public health problem that affects the individual’s communication that requires a multidisciplinary evaluation and an intervention as soon as possible to improve his/her quality of life.

		

		
			Introduction

			As the world’s population increases in age, the number of people living with dementia grows, and this figure is projected to continue to rise, especially in low and middle-income countries [1]. In 2000, the Brazilian population over 60 was only 5%; it is assumed that in 2050 it will be 18% [2]. Projections indicate that in 2025, it will occupy the 6th place among the countries with the oldest in the world [3]. Around 47 million people were living with dementia worldwide in 2015, affecting the individual living with it, their family, as they become more dependent, and the wider society, which provides and often pays for care and support. The number of people with dementia is expected to increase to 66 million by 2030, and 131 million by 2050 [4], driven by rising numbers of older adults [5]. Thus, with the increase in life expectancy, there is a concern with the quality of life of the elderly population, creating new demands for specialized intervention, as is the case of Speech Therapy.

			With aging, there is a decline in physiological and sensory functions. Among the sensory changes caused by advancing age, is presbycusis, hearing loss due to aging [6], which affects the peripheral auditory system, and leads to a decline in communication capacity, which leads the elderly to social isolation and deprivation of information sources and, consequently, to social and emotional changes. Hearing loss is the second most prevalent chronic disease and the third leading cause of disability [7,8]. This significant increase in hearing loss occurs in the elderly population, in which one in three adults over 65 years of age presents disabling hearing loss [9].

			The risk of hearing loss for dementia in the meta-analysis of three studies [10-12], is not only higher than the risk from other individual risk factors, but it is also pertinent to many people because it is highly prevalent, occurring in 32% of individuals aged older than 55 years [13]. We have used the prevalence of hearing loss in individuals older than 55 years because this age was the youngest mean age in which presence of hearing loss was shown to increase dementia risk [12]. Hearing loss is therefore grouped with the midlife risk factors, but evidence suggests that it continues to increase dementia risk in later life.

			Studies show that the prevalence of hearing loss in individuals diagnosed with dementia is higher than that observed in elderly people without dementia and it is believed that hearing loss prominently promotes dementia [11]. If there is a real causal relationship between hearing loss and MCI, it will provide insights for preventing dementia in clinical settings. The use of hearing aids seems to reduce adverse health outcomes due to loneliness, [14]. Another hypothesis is that hearing loss leads to social isolation, which has been shown to contribute to dementia [15,16].

			It is known that 65% of the risk for the development of dementias are not modifiable, among which we can mention the age. The older you are, the greater your risk of developing dementia. The 35% of modifiable factors include improving childhood education, physical exercise, maintaining social engagement, reducing, or quitting smoking, intervening in hearing loss, controlling depression, diabetes, hypertension, and obesity. Of these 35%, 11% refer to hearing loss that starts between 45 and 65 years old. Therefore, we can control 11% of the probability of the occurrence of dementia by interfering in hearing loss at the beginning between 45 and 65 years [17]. Thus, Prevention is better than cure and underlies the growing interest in modifiable risk factors. In published work on dementia risk, midlife has been defined as 45–65 years and later life as older than 65 years.

			Among these, education, depression, social isolation, and hearing loss can be highlighted. In turn, social isolation can be observed in the hearing impaired, mainly the elderly, prior to the speech therapy intervention, through the fitting of hearing aids. There is a reversal of the picture when they become users of sound amplification devices. The treatment of hearing loss causes individuals to remain involved in social activities [18]. This benefit is not only seen by users, but also by family members, who are benefited, since family relationships seem to be more preserved.

			As already explained, although the precise mechanisms by which hearing loss causes an adverse cognitive state are not clear, several potential mechanisms have been proposed. First, hearing deprivation can cause decreased socialization and increased depression, as well as a decline in cognitive function, which can result in CCL or dementia [16]. In addition, it is possible that hearing loss causes cognitive resources, operational memory, to operate with greater demand to process altered sound information, which creates an excessive cognitive load on upper cortical functions, leading to cognitive decline and dementia [19]. Hearing impairment can also modify the auditory pathway and the brain, which causes cognitive decline and dementia [20].

			Alternatively, studies suggest that hearing impairment and cognitive decline share a common neurodegenerative process, which leads to both hearing loss and CCL / dementia [21]. Studies have shown that hearing loss precedes the occurrence of MCI and dementia, and there are studies that have shown that the use of hearing aids is associated with better cognition, regardless of social isolation and depression. Improving the hearing capacity of the entire population can fundamentally reduce the prevalence of hearing loss and reduces the risk of dementia. The implementation of the population strategy, however, is challenging, since public awareness of hearing loss as an important risk factor for MCI and dementia is low among the elderly compared to others, such as physical activity [22]. Several studies have investigated the impact of hearing aid use on cognition [10,11,14,20,23-25].

			The main purpose of preclinical detection of Alzheimer’s disease is to identify individuals at high risk of progression to dementia due to Alzheimer’s disease, so that they can have the opportunity to participate in treatment trials to delay or prevent cognitive decline. These individuals can also be informed and make changes in their lifestyle, which might delay onset of dementia. Some people might also find prognostic information to be useful because it allows them to make plans and lifestyle changes for a possible future dementia.

			Conclusion

			Meta-analysis studies have shown that hearing loss is associated with an increased risk of MCI and dementia among the elderly. Future intervention studies are needed to assess whether treatment of hearing loss can reduce the risk of MCI and dementia in older adults. Measures should also be taken to improve hearing ability among the elderly to further prevent MCI and dementia. Continued progress will build on what has long informed dementia care: to prevent the preventable, treat the treatable, and care for both the person living with dementia and the career. The recommendations are informed by the knowledge that dementia impairs cognition and therefore challenges the ability of people to make decisions for themselves, understand, and communicate what they want and need. Additionally, giving people information about how to prevent or treat dementia is an essential first step, but is not enough. There is a responsibility, not just as professionals but as a society, to implement this evidence into early interventions that are widely and effectively used for people with dementia and their families. Interventions must be accessible, sustainable, and, if possible, enjoyable or they will be unused. Delivery of interventions will vary according to the health system, with some countries having free health care at the point of delivery for all and other countries having to implement this care as part of a program. Thus, while it is recommended specific interventions to prevent dementia, diagnose it early, manage the cognitive and neuropsychiatric symptoms, support careers, and improve living and dying with dementia, it is important that this health and social care occurs within, rather than separate from, society, so it can become truly dementia friendly.
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