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Abstract

Good communicat ion is an essential component of optimal delivery of health care and

health promotion efforts. In this article, we address the communication predicament faced by

older adults when their opportunities for optimal care are limited by inappropriate

communication with formal care providers. We then introduce the Communication

Enhancement Model which promotes health in old age by stressing recognition of

individualized cues, modification of communication to suit individual needs and situations,

appropriate assess- ment of the health/social problems, and empowerment of both eiders and

providers. Applications of the Communication Enhancement Model are discussed for two

high-risk groups (elders from ethnocultural communities and elders with dementia) to show

how it can function as a guide for the development and evaluation of educational interventions

with health and social professionals working with elders.

______________

 

Good communication is important in achieving health across one's lifespan. Moreover,

it is central in the delivery of health care and in health promotion efforts of formal care

providers. In this article, we initially address the communication predicament which limits the

opportunities of older adults to optimize their health. We then present a communication

enhancement model to promote health in old age, and we elaborate on the role of formal care

providers from various professional disciplines (referred to here as providers) in participating

in this health-promoting communication process. Finally, we use two case studies to highlight

the application of this model for elders who are especially vulnerable to the communication

predicament we describe.

COMMUNICATION PREDICAMENT OF ELDERLY PEOPLE

In late life, older adults frequently experience changes which threaten their

communication skills [1-3]. Hearing and vision impairments, slower processing of information,

and memory difficulties affect many otherwise healthy elders, while neurological, depressive,

and physical illnesses as well as medications, can also influence communication. Moreover,

reduced contacts with relatives and friends may limit the opportunity to exercise

conversational skills for a number of older adults.

At the time in their lives when older adults need an especially supportive and

stimulating interpersonal environment, many individuals experience a communication

predicament. This predicament arises when older adults,  experiencing changes in their

individual skills, have to overcome extra barriers imposed by their conversational partners [4,



5]. Figure 1, adapted from Ryan et al. [5], depicts the manner in which the communication

predicament of older adults can be influenced by the interpersonal environment in which they

attempt to communicate.

The communication predicament depicted in Figure 1 begins when the provider

encounters the older person. First encounters may begin with the name and chronological age

on a list of client appointmentsmso that inferences regarding the impact  of old age can be

activated well before the initial meeting. Whether actual age is known or not, the provider can

guess the person's age on the basis of cues such as appearance (e.g., white hair), behaviors

(e.g., hearing difficulty), and roles (e.g., retiree).

Following the cycle in Figure 1, one sees that recognition of old age then elicits

stereotyped expectations of older people. Lower expectations of older adults still persist in

terms of intellectual and productive competence as well as health status [6-8]. Older adult

speakers have been shown to elicit lowered evaluations of competence as compared to

younger adult speakers [6, 9].  Moreover, age-biased interpretations of the quality of their

communication  (i.e. , reactions to changes in speech rate or effectiveness of message) have

been observed [9, 10].

The next step in the cycle is inappropriate communication accommodation toward the

older person through the modification of speech and other communication behaviors based on

the stereotypes elicited. Within everyday communication, age biases are revealed in the way

interlocutors talk with elders [5, 11]. Inappropriate modifications are elicited, not only by

actual age-associated changes in communicative competence, but also by stereotyped

expectations of limitations based on age alone or in combination with visible handicap (e.g.,

cane or wheelchair) or dependent role (e.g., nursing home resident or hospital patient).

Speech modifications include slower speaking rate, exaggerated intonation, high pitch,

increased loudness, greater repetition, simpler vocabulary, and reduced grammatical

complexity [ 12]. Further, the literature also identifies the occurrence of baby talk, patronizing

talk, controlling parental talk, feigned deference, avoidance of talk due to anticipated verbosity

or generation gap, less listening to concerns, restricted range of topics, age-biased

interpretation of elder's comments, and discussion of the older person's problems with a third

party as if the elder were not present [11, 13, 14]. If behavioral modifications are based on

generalizations rather than individual skills, these alterations in style of communication often

convey a fundamental lack of respect for the elderly person [12, 13]. Despite the good

intentions usually associated with such speech, these modifications can seriously reduce the

opportunities for the older person to participate in conversation, to provide or obtain needed

information, and to gain satisfaction from an encounter.

Moreover, there is a tendency for such modifications to reinforce agestereotyped

behaviors and to exaggerate behavioral deficits of frail elders. Baltes and Wahl review their

field research indicating that independent behaviors of institutionalized and community residing

elders in daily self-care activities are ignored by caregiving staff while dependent behaviors

receive positive reinforcement [15]. This implicit reinforcement of dependence in care for

elders in institutions and in the community can even occur in contradiction to the particular

overt purpose of care [ 16.].

Following through the loop in Figure 1, older people can experience negative changes

from conversational encounters, which further reduce their chances for successful

communication and good care in the future. That is, elders unsure of their current level of



abilities may observe how they are treated and infer from this social mirror that they are in

decline. Such inferences can directly reduce self-esteem and effort and also indirectly influence

future performance by leading to decisions to withdraw from activities that have been

enriching and challenging of their abilities [17]. Thus, future encounters with this elder may

begin with a first impression of a person who seems even "older" or more impaired in terms of

behaviors and roles.

 

COMMUNICATION ENHANCEMENT MODEL FOR INTERACTIONS WITH

ELDERLY PEOPLE

The negative impact of the communication predicament (Figure 1) on an older

individual's health and well-being has been well-documented. If, as Kreps states, "The

diagnosis, education, and treatment of health problems is accomplished through the

maintenance of communication relationships between the providers and consumers of health

care" [ 18, p. 210], then there is an urgent need for formal care providers and educators to

confront this predicament. In this section, we present the Communication Enhancement Model

which uses a health promotion framework and interventions as appropriate vehicles to

accomplish the objective outlined by Kreps [18].

Health Promotion Framework and Interventions

The World Health Organizat ion defines health promotion as "... the process of enabling

people to increase control over, and to improve their own health" [19, p. 101]. This definition

includes the individual and the social environment, and is consistent with Green and Raeburn

who argue that "any realistic view of the determinants of health and of appropriate action for

health promotion requires a balance of individual, community, institutional, societal and

political perspecfives" [20, p. 154].  A dual focus on the individual and the environment is

compatible with an ecological perspective of health and well-being which Compton and

Galaway describe as a need for balance between an individual's capacity, opportunities, and

motivation on the one hand and the expectations, resources, and opportunities provided by the

environment on the other [21]. The object ive of intervention by health care professionals lies in

establishing and maintaining this balance.

The implications for intervention are three-fold: 1) change must be directed toward

both the individual and the environment to be most effective; 2) Health Promotion strategies

must encompass diverse social, health, and economic programs; and 3) current resource

allocation patterns must be restructured to support this broader emphasis. Presently, the major

focus of the health care delivery system is on intervention at the patient/professional level. This

is reflected in the dyadic nature of the communication predicament described earlier.

A Health Promotion framework simultaneously increases the complexity of our

understanding and approach to health care. Interventions must occur not only within the

dyadic relationship, but also outside of it [22-24]. Epp, in his policy document entitled,

"Achieving Health For All: A Framework for Health Promotion" [25], proposes three

intervention domains: self care, mutual aid, and healthy environments.  

Self Care

Self care interventions, defined as "decisions and actions individuals take in the interest

of their own health" [25, p. 7], focuses on empowering individuals by ensuring that they have



adequate information, skills, opportunities, and motivation to decide and act. Older individuals,

for example, may benefit when information is presented in non-traditional forms which

surmount barriers created by language, literacy, visual, or auditory impairments. Because of

their socialization to accept the authority of the health care system and professionals [26], the

current cohort of elders may also require substantial support in the development  of the skills

and motivation to ask questions, explore options, and make health care decisions. A variety of

successful self-care intervention programs have been documented, including: self-advocacy

training for older adults [27], assertiveness training to enhance self concept and promote

maximum use of resources [28],  and development  of the skills of family caregivers in

negotiating the health care system [29].

Mutual Aid

Mutual aid interventions are defined as "people's efforts to deal with their health

concerns by working together.., helping each other, supporting each other emotionally, and

sharing ideas, information and experiences" [25, p. 7]. While spousal support might be

considered the most fundamental and least formalized form of mutual aid, a number of

informal networks, support groups, and voluntary organizat ions have developed to fill this

role. Many of these groups support their members through the provision of educat ion,

advocacy, and social support. As such, they are instrumental in enhancing people's capacity

and motivation to interact effectively with formal care providers [25].  Similarly, mutual aid

mechanisms can be helpful to formal care providers. Membership on interdisciplinary teams,

participation in continuing education programs, and access to ethics committees, or resources

such as geriatric consultation teams can be viewed as potential sources of mutual aid for

providers. 

Healthy Environment

The third health promotion intervention, the creation of healthy environments, is

defined as "altering or adapting our social, economic, or physical surroundings in ways that

will help not only to preserve but also to enhance our health" [25]. In developing a

communication model that promotes health, one needs to focus on eliminating barriers created

by the health care environment. Interventions must be directed toward ensuring appropriate,

individualized responses to older individuals by caregivers [26, 30]. Providers must understand

and support a process of empowering the older client. Equally important is the adaptation of

the psychosocial and physical environments in which the exchange occurs in order to provide

maximum opportunity for communication [31 ].

Within the health promotion framework of self care, mutual aid,  and healthy

environments, one must also examine system barriers which may have a significant negative

impact on the communication between elders and providers.

Legislation, intake procedures, schedules, funding formulae, and assessment tools each

contribute to the context in which the communication between the elder and provider occurs.

The expectat ions, resources, and opportunities in the broader community also impact on the

provider's understanding and response to the elder.

THE COMMUNICATION ENHANCEMENT MODEL

EMERGING FROM THE HEALTH PROMOTION FRAMEWORK



Figure 2 depicts the Communication Enhancement Model we have developed utilizing a

health promotion framework. The cycle begins with the encounter between the older person

and the provider. The provider now comes to the encounter with a different cognitive map as a

result of educational interventions.

These interventions will have been directed toward increased understanding of normal

aging processes and preparation to undertake new roles and utilize new skills in interacting

with elders. One emphasis, for example, is on the helper's expanded role as co-advocate and

partner in decision making in contrast to the traditional hierarchal relationship and practice

style prevalent in most  medical expert-older pat ient relat ionships [26]. In these new roles the

provider must be active in understanding the broad range of variables influencing the health of

an elderly person as well as in eliciting his or her expectations and wishes. As Bieseeker notes,

while individuals aged sixty and over seek more information from providers, they are less likely

than younger cohorts to believe in a patient's right to make decisions, ask questions, or

challenge a provider's authority [32] Therefore, the provide's role must also expand to include

the education and support of elders as many of them learn the new roles and skills for

becoming more active participants and consumers in the health and social care systems. As a

consequence, providers must develop the'ability to share knowledge in ways which enable

clients and others to comprehend and effectively utilize it. An expectation that the older person

may be motivated and capable of actively participating must be fostered in conjunction with

the development of a greater appreciation of the diversity and potential of elders. Likewise, the

older person will likely come to the dyadic encounter with altered expectations and confidence

in his or her role as active participant and the skills needed to fulfill the role. This situation can

be enhanced through a variety of self care and mutual aid strategies, many of which will occur

outside the encounter with the provider.

Combined, these strategies and resources provide a starting point for a more

individualized, responsive communication encounter between the elder and the provider. This

includes appropriate accommodation of communication matched to  the older individual's

needs; a physical environment that maximally supports this exchange including resources such

as technical aids, written materials, audiovisual aids, and translators; and a social environment

where the helper conveys genuine respect, interest, and sensitivity toward the concerns of the

elder. As depicted in Figure 2, one can see the feedback nature of this positive cycle. As the

provider utilizes effective communication strategies, for example, he/she develops a clearer

assessment of the elder's capacity, expectations, and resources which leads to a further

refinement of strategies and enhancement of communicat ion.

Similarly, the respectful approach of the provider will serve to reinforce the elder's

willingness and ability to participate actively. In Figure 2, we see how this leads to a more

appropriate assessment of the health concern. By utilizing an ecological health promotion

framework for interpreting the information gathered, the provider and elder, together, can

develop a multi-focused plan of intervention which draws resources from a variety of sectors.

For example, if loneliness and social isolation are key concerns, the plan might include

reassessment of heating, new communication strategies for the elder, reinvolvement in a

church service group, negotiation with the family about visiting and transportation needs, and

consideration of home-sharing or a move into town.

As a result of joint problem-solving, both the elder and the provider are empowered.

When the elder has been actively involved in developing a plan which is well-matched to



his/her unique situation, there is an increased likelihood of follow-through and success. The

health, well-being, and competence of the older person are also enhanced. Similarly, the

mutual nature of the communication can ensure that there is a balance with the provider's

resources. An ecologically based plan takes into account environmental and care system

constraints and also seeks opportunities for modifying these external influences to the benefit

of an individual elder and similar others. Enhancements in communication, assessment,  and

intervention naturally lead to increased satisfaction experienced by the provider. Most

important, perhaps, is the recognition that this can prevent the suffering which is

unintentionally caused when providers intervene in ways which ignore the strengths of the

person [33].

Both participants can emerge from this experience better equipped to deal with the next

encounter. In addition, the environment may also become more responsive to the needs of

older people as a result of the provider adopting an ecological perspective and expanded role

throughout this cycle. A successful example using multiple interventions is the Wise Use of

Medications project of a Toronto community health center [34]. In this project, a needs

assessment with seniors identified barriers to appropriate communication about medications.

Subsequently, information about medication misuse was provided to seniors, and groups of

seniors developed approaches for dealing with the various professionals involved. Finally,

participants in various parts of the health care system worked with seniors to develop a safe

medication card and promote its use by seniors in each health care encounter.

The Communicat ion Enhancement Model has relevance for providers from all

disciplines. It is perhaps most important for those working with older clients who have special

needs. This includes such groups as ethnic minorities, women, cognitively impaired individuals,

and those who are physically dependent but mentally alert. We focus on two of these groups to

examine the applicability of the Communicat ion Enhancement Model.

APPLICATIONS OF THE COMMUNICATION ENHANCEMENT MODEL

Promoting Health through Communication withElderly People from Ethnocultural

Communities

The communication difficulties that care providers experience with elderly people from

non-majority ethnocultural communities go beyond those existing between providers of social

and health care services and elderly people of the majority culture. These specific

communication difficulties relate to issues of language and culture of the elderly person vis-a-

vis formal care, in combination with physiological, psychological, and sociocultural cues that

providers experience in their work with elderly people in general. These difficulties arise

because the vast majority of the providers who give care to elderly people from non-majority

ethnocultural communities are from a different cultural background than these elderly people,

and they are working in a system of care which tends to promote a unidimensional cultural

approach to the provision of services [35]. It is important to develop a more positive model of

communication in care for elderly people from ethnocultural communities because formal care

providers in countries such as Canada, the United States, England, and Australia will

increasingly come in contact with these elders. The numbers of elderly people from

ethnocultural communities especially those aged eighty and over are increasing at greater rates

than other elderly people in these countries [35-37]. Furthermore, elders who speak English as



a second language may begin to lose this ability and become more reliant on their mother

tongue due to changes in social environments or to cognitive impairment [38, 39]. Therefore,

there is a need for a communication enhancement model with elderly people from

ethnocultural communities if providers and educators are going to contribute to Epp's "Health

for All" philosophy that most formal care providers would espouse.

The essential components of the Communication Enhancement Model to promote

health have considerable implications for elderly people from ethnocultural communities. The

issues of recognition of cues on an individualized basis, modified communication to

accommodate individualized need, appropriate assessment of health and social issues,

empowerment of the elderly person and the provider, and maximizing opportunities for

communication clearly fit into recent strategies developed for improving communication with

ethnic and minority aged  people. These strategies include guarding against ethnocentric

behavior,  developing sensitivity to cultural issues vis-a-vis health, avoiding ethnic myths and

stereotypes, practicing empathy, and being aware of individual differences within groups [39].

These strategies and the components of the Communication Enhancement Model speak to

establishing a respectful relationship toward elderly people from ethnocultural communities in

the provision of care.

The link between the Communication Enhancement Model and the respectful

relationship with ethnic elders can be illustrated through a case study of an elderly woman

from Lithuania who was in a long-term care institution of the majority culture, and who

needed the skills of health care providers at  a part icularly difficult and sensitive time in the

caring process--that is, when she was dying [40]. This part of the caring process is difficult for

an elderly person from an ethnocultural community because the person is in a linguistically and

culturally foreign environment. The stress of caring for someone who is dying is exacerbated

when providers are unaware of the cultural norms of the dying person. As this is a time when

sensitive care is critical, this case provides a good illustration of the Communication

Enhancement Model. The case will be presented from the perspective of the social worker as

she had the most significant interaction with Mrs. A. during this critical period.

Mrs. A. was an eighty-seven-year-old Lithuanian widow admitted to an institution

about one month before she died. She was ill with cancer, and there was very little

medically that could be done for her. She had a sense that she was dying but she did not

want to dwell on it so the staff of the institution simply tried to make her as comfortable as

possible. She spent her adult life in the Lithuanian community in Canada so her English

was poor, and she only used it to convey basic needs to the social worker. She had a son

who visited daily and spoke to her in her native language. Two weeks before her death,

Mrs. A. was transferred to the chronic care ward of the institution due to deteriorating

health. She became unusually upset at this time; this was confusing as her behavior seemed

to be unrelated to an increase in pain. The social worker suspected that there may have

been psychological or sociocultural issues that were upsetting her, but she could not

determine this directly as, by this time, Mrs. A. had lost the ability to converse in English.

This recognition of cues for Mrs. A.'s situation led to a reassessment of the health problem

which led to asking her son if there were individual or cultural issues that were

contributing to her being disproportionately upset. After checking with Mrs. A., her son

told the social worker that she was disturbed by the curtains around her bed because she

did not want to die in the dark; she was also worried about her pain causing her to lose



control in front of three other women who were sharing her room; she was also anxious

that her son visit more frequently because she could no longer communicate in English.

This information from her son allowed the social worker to make arrangements to move

Mrs. A. to a private room which had considerable natural light. A nurse who spoke

Lithuanian was located in the institution, and she visited Mrs. A.  on a regular basis when

her son was not able to be there. This permitted Mrs. A. to become calm, and to develop

an increased sense of well-being. Mrs. A. died four days after she had been moved to the

new room.

An analysis of this case study shows how the components of the Communication

Enhancement Model to promote health can be used by a care provider to considerable effect

with an elderly person from an ethnocultural community. The social worker recognized that

Mrs. A.'s behavior was different from that which would have been expected from previous

experience with her. This change was confusing, and, therefore, stressful to the social worker

because she did not know how to use her skills to help Mrs. A. Given that the elderly woman

could no longer speak English, the social worker had to modify her communication pattern to

accommodate Mrs. A. 's individual needs. This modification was operat ionalized by developing

a reciprocal relationship with Mrs. A.'s son, who could provide information leading to an

appropriate assessment of the social issue that was causing such concern to Mrs. A. Note that

the triad with the third person intermediary poses its own challenges to maintain respectful

communication with the older client [41 ].

This intervention of seeking Mrs. A.'s understanding of the problem led to

empowerment of the social worker (who now knew what the problem was and how to make

changes in Mrs. A.'s circumstances) and to the client (who, through her son, was able to

communicate her social and health needs). The changes evolving from the empowerment of the

worker and the client led to the increased effectiveness of the worker and to optimized health

and well-being of the elder at a very stressful period of her terminal stage of life. This process

led to enhanced communication skills and opportunities for both the social worker and Mrs. A.

because it showed that communication is much broader than simply an exchange of linguistic

information. This broader level of communication is often impossible for many health care

practitioners working with elderly people from ethnocultural communities.

The key results of this process, illustrative of the Communicat ion Enhancement Model,

are that Mrs. A. was given some control over how she was going to die, even though it was in

an institution not of her culture, and that the social worker was able to use her skills for the

optimum benefit of her client, even though they were from different cultural backgrounds. The

ecological perspective is highlighted here by the role of the physical/social environment in the

problem (shared room) and the solution. From this specific example of changing the way we

talk to elders, it is clear that the Communication Enhancement Model can be used to promote

health with elderly people from ethnocultural communities.

The three health promotion interventions offer some strategies to enhance

communication between members of ethnocultural communities and formal care providers. In

terms of self care, elders can receive education in their native language concerning how to

access the formal care system and ways to get their  messages across to providers. Mutual aid

offers many avenues including the recruitment and training of bilingual elders to serve as

cultural and health promotion interpreters for their peers and to assist  the work of the small

number of formal providers from the same ethnocultural communities. From a healthy



environment perspective, home care services can be made more flexible so that they facilitate

the care offered by families and other members of the care receiver's ethnocultural community,

and better links can be established between the ethnocultural community and their elderly

members receiving care in institutions.

Promoting Health of Demented Elders and their Caregivers via Communication

The components of the communication predicament previously outlined have far

reaching impact on care providers of individuals with dementia that go beyond mere exchange

of information. Communication which focuses on linguistic disturbances, negative stereotypes,

and lack of respect for personhood is likely to yield a predicament of confrontation and serious

negative biopsychosocial consequences such as poor health status, depression, and social

isolation. This is not unlike the situation faced by elderly people from ethnocultural

communities. The importance, therefore, of the Communication Enhancement Model for

individuals with dementia is that it offers providers and the social and health care system

strategies to overcome biases and barriers and establishes a framework for productive

exchange of personally meaningful information.

These consequences have particular significance in light of the increasing proportion of

demented individuals in the ever-increasing aging segment of our population [42].

Since demented individuals suffer progressive degenerative disturbances in memory,

learning, and communication, care providers working with them must be sensitive to ever-

changing needs and performance [ 1, 43, 44]. The recognition of unique profiles of

performance for the demented population is imperative as their communicat ion, memory, and

social skills, even within clinical stages, are particularly diverse [45]. This heterogeneity has

important ramifications for the selection of assessment protocols, interpretation of diagnostic

information, and the development of diagnosis, prognosis, and care management plans.

Optimization of health, social, and psychological status of cognitively impaired elders, using

the three health promotion intervent ions to serve the aims of the Communication Enhancement

Model, can have substantial impact in forestalling institutionalization [46].

In terms of self-care strategies, interventions focused on modifying the demented

individual's linguistic communication and pragmatic features have met only with limited

success [47, 48]. Self-care strategies linked with environmental support are more promising,

such as t raining and support for family caregivers  and the use of advocates for ongoing health-

care choices [49]. Advocates are particularly important for individuals with dementia where

cognitive impairment robs them of their ability to make informed health-care choices.

Advocates need to be able to communicate and effect  their partners' wishes and, similarly, the

health care system needs to be free to respond to these pre-established wishes. Implementation

of the health care choices of demented individuals, pre-selected at a time when they were

cognitively competent and in consultation with their advocate and personal physician, increases

the likelihood of humane, respectful, and appropriate care.

Modification of communication within the dyadic interaction is crucial for care

providers. Clinicians must be made aware not only of the variability of performance of the

demented individual, but also, more importantly, of the necessity that providers make

adjustments in their linguistic structures, vocal cues, nonverbal cues, and conversational style.

Additional healthy environment strategies might include the use of assistive listening and vision

devices and modifications which minimize background auditory, visual, and tactile noises.



Importantly, the cognitive and social disturbances associated with dementia require

providers to confront and extinguish the use of inappropriate accommodations of

communication (e.g., baby talk) which support and exacerbate age-stereotyped behaviors of

dependence and frailty, as previously discussed. While a considerable amount of

communication adjustment is necessary to accommodate to the impaired functional capacities

of demented individuals, selected reinforcement of residual communicative skills can optimize

social interactions and facilitate independence [47].

With respect to mutual aid strategies, family care providers of demented individuals

often need community support for information, training, and respite care. Many local

communities offer individual consultation and information sessions, which include a focus on

communication and management strategies for dysfunctional behavior. In addition, peer

support groups may break down the barriers isolating family caregivers from colleagues in

similar circumstances and give them opportunities to assist each other in problem solving and

in coping with the demands of such family care.

Emanating from these examples of interventions are consequences that impact  on the

dyad of provider and demented individual, and on the health system as a whole. Positive

changes emerge in the resourcefulness of care providers, their access and utilization of services

as well as the manner in which the health care system promotes communicative interactions

that reinforce the autonomy and dignity of demented elders.

The following case study illustrates a combination of intervention opt ions from the

Communication Enhancement Model which were selected by care providers for an individual

diagnosed with probable dementia of the Alzheimer's type in the middle/moderate clinical

stage: 

Mr. S. was a seventy-two-year-old mechanical engineer who was dwelling in the

community with his wife. Mrs. S. wished to visit a son and his family who lived out west.

One of Mrs. S.'s grandchildren, with whom she was particularly close, was graduating from

high school with honours and Mrs. S. desperately wanted to attend the award ceremonies.

Traveling with her husband was out of the question as Mr. S. suffered terrible confusion,

limited communicative effectiveness, and periodic catastrophic reactions in unfamiliar

environments. Using healthy environment strategies to assist with preparation for the trip,

Mrs. S. enrolled her husband in an adult day care program situated in a local home for the

aged. Attendance for the first three weeks was one day a week. Mrs. S. accompanied her

husband to and from the program, staying for approximately one-half hour at  the beginning

of each session and arriving early near the end of the day. The frequency and length of

visits to the center was gradually increased while Mrs.  S.'s overlap time decreased. The

intention was to familiarize Mr. S. with the surroundings as the home was equipped with

three respite care beds, one of which was to be his during his wife's two week trip in the

coming months.

In conjunction with the enrollment, Mrs. S. discussed with the staff the findings of

recent medical, geriatric, language, and communication assessments. Individualized

intervention strategies were drawn up by the consulting professionals, discussed with Mrs. S.

at great length. Mrs. S. then discussed them with the staff of the residence to familiarize them

with Mr. S.'s skills, needs, and interests.

Consultants made themselves available to Mrs. S. and staff for further discussion when



needed. Healthy environment and self-care strategies were reviewed, including speaking in

direct, nonliteral, declarative statements with modifiers placed after their antecedents,

eliminating the use of secondary baby talk, increased use of appropriate nonverbal behavior in

conjunction with verbal output, as well as limiting the number of partners and new topics in

conversations.

Detailed background information regarding Mr. S.'s job history, personal interests in

Canadian history and horticulture was also relayed to staff so that they could maximize the

familiarity of personal contacts and "chat at length on mutually shared topics. The successful

implementation of these and other related interventions enabled Mrs. S. to achieve maximum

benefit from the trip and showed staff how selected strategies from the Communication

Enhancement Model can promote optimum health of and care for individuals with dementia.

Implications

These case studies illustrate how the Communication Enhancement Model can be used

to guide improved communication with vulnerable elders and to empower them and their

families to work more effectively with formal care providers. Emphasizing the health

promotion aims of the model can make it  easier to educate staff in the importance of

individualized and culturally sensitive communicat ion.

SUMMARY

The Communicat ion Enhancement Model to promote health with elderly people

introduced in this article has considerable implications for interdisciplinary education and

practice for health and social service providers. The model emphasizes care providers' multiple

roles in promoting health through fostering communication skills with their aging clients. This

model indirectly addresses the unintentional suffering which may arise from inappropriate

communication strategies among formal care providers toward the older adults they serve. The

model also provides a series of steps for health and social service practitioners to implement

when developing communication strategies with special needs clients where interventions are

particularly challenging. With these implications in mind, this model of communication to

promote health can be used to contribute to positive interactions among formal care providers

and their elderly clients. 

Importantly, the Communication Enhancement Model incorporates the ecological

perspective being sensitive to the balance between the system of care and provider-elder

communication. Such a balanced approach promotes mental, social, and physical well-being

among elderly individuals, especially vulnerable individuals such as members of ethnocultural

communities and persons with cognitive impairment.

Future work is needed to evaluate the impact of communication intervent ions by

providers on communication satisfaction and health outcomes in the elders they serve.

Moreover, educational programs within professional training or continuing education should

be developed and evaluated in terms of impact upon communication skills of providers and the

related consequences for their elderly clients. Relatedly, the communication and health impact

of specific environmental or system changes (e.g.,  home assessments versus assessments in

institutional settings; providers meeting with small groups of elders with a particular health

problem versus one-to-one interactions) should be evaluated either singly or in combination



with educational interventions aimed at providers and/or elders themselves. In terms of policy

implications, the Communicat ion Enhancement Model highlights the changes needed in

provider-elder interactions within a health promotion framework and raises issues concerning

professional education and service delivery.
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