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Abstract

Good communication 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 optimd care are limted by inappropriate
communication with formd care providers. We then introduce the Communicéion
Enhancement Model which promotes healthin old age by sressng recognition of
individualized cues, modification of communication to suit individual needs and situations,
appropriate assess- ment of the health/socia problems, and empowerment of both eiders and
providers. Applications of the Communication Enhancement Model are discussed for two
high-risk groups (eldersfrom ethnocultural communitiesand el ders with dementia) to show
how it can function as aguide for the development and evauation of educationd interventions
with health and social professionals working with elders.

Good communication is important in achieving health across ore's lifespan. Moreover,
it is central in the delivery of health care and in health promotion efforts of formal care
providers. Inthisarticle, weinitially address the communication predicament which limits the
opportunities of olde adults to optimize their hedth. We then present a communication
enhancement modd to promote healthin old age, and we elaborate on the role of formal care
providers from various professiona disciplines (referred to here as providers) in participating
in this health- promoting communication process. Findly, we use two case studies to highlight
the gpplication of thismodd for elderswho are egpecially vulnerabl e to the communicaion
predicament we describe.

COMMUNICATION PREDICAMENT OF ELDERLY PEOPLE

Inlate life, older adultsfrequently experience changes which threaten their
communication skills [1-3]. Hearing and vison impairments, dower processing of information,
and memory difficulties affect many otherwise healthy elde's, while neurological, depressive,
and physical illnesses as well as medications can also influence communication. Moreover,
reduced contact s with relatives and friends may limit the opport unity to exercise
conversational skills for a number of older adults.

At the timein their lives when older adults need an especially supportive and
stimulating irterpersond ervironment, many i ndividual sexperience a communicéion
predicament. T his predicament arises when older adults, experiencing changesin their
individual skills, haveto overcome extra barriers imposed by their conversational partners [4,



5]. Figure 1, adapted from Ryan et d. [5], depictsthe manner in whichthe communication
predicament of older adults can be influenced by the interpersonal environment inwhichthey
attempt to communicate.

The communication predicament depicted in Figure 1 beginswhen the provider
encounters the older person. First encounters may begin with the name and chronological age
on aligt 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 (eg., white hair), behaviors
(e.0., hearing difficulty), and roles (e.g., retiree).

Following thecycle in Fgure 1, one sees tha recognition of old agethenelidts
dereotyped expectations of older people. Lower expectations of older adults sill perdst in
terms of intellectud and productive competence aswell as hedth satus[6-8]. Older adult
speakers have been shown to dicit |owered evd uations of competence as compared to
younger adult speskers [6, 9]. Moreover, age-biased interpretations of the qudity of their
communication (i.e., reactions to changesin speech rate or effectiveness of message) have
been observed [9, 10].

The next step in the cycle isinappr opriate communication accommodation toward the
olde person through the modification of speech and other communication behaviorsbased on
the stereotypes elidted. Within everyday communication, age biases are reveded in the way
interlocutors talk with elders[5, 11]. Inappropriate modifications are dicited, not only by
actual age-associated changes in communicative competence, but also by gereotyped
expectdions of limitations based on age alone or in combination with visible hand cap (e.g.,
cane or wheelchair) or dependent role (e.g., nurang home resident or hospital patient).

Speech modifications include dower speaking rate, exaggerat ed intonation, high pitch,
increased loudness, greater repetition, simpler vocabulary, and reduced grammatical
complexity [ 12]. Further, the literat ure also identifies the occurrence of baby talk, patronizing
talk, cortrolling parental talk, feigned deference, avoidance of talk dueto antid pated verbosty
or generation gap, less listening to concerns, restricted range of topics, age-biased
interpretation of eldea’'s comments, and discussion of theolder 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 commurnication often
convey a fundamertal lack of respect for the dde’ly person [12, 13]. Despite the good
intentions usually associated with such speech, these modifications can serioudy 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 atendency for such modifications to reinforce agestereotyped
behaviors and to exaggerae behaviora deficits of frail elders. Bdtesand Wahl review ther
field resear ch indicating that independent behaviors of ingtitutionalized and community residing
eldasindaily self-careactivities are ignored by caregiving staff while dependert behaviors
receive positive reinforcement [15]. Thisinplicit reinforcement of dependencein carefor
elders in inditutions and inthe community can evenoccur in contradiction to the particular
overt purpose of care [ 16.].

Following through the loop in FHgure 1, older people can experience negative changes
from conversational encounters, which further reduce their chances for successful
comnunication and good care in thefuture. That i eldersunsure of their current levd of



abilities may observe how they aretreated and infer from this socid mirror that they arein
decline. Such irferences candirectly reduce self-esteem and effort and also indirectly influence
future performance hy leading to decisions to withdraw from activities that have been
enriching and challenging of their ahilities [17]. Thus, future encounters with this elder may
beginwitha first impression of a person who seens even "olde™ or more impared interms of
behaviors and roles.

COMMUNICATION ENHANCEM ENT MODEL FOR INTERACTIONSWITH
ELDERLY PEOPLE

The negative impact of the communication predicament (Figure 1) on an older
individua's hedlth and well-being has been well-documented. If, as Kreps states, "The
diagnosis, education, and treatment of health problemsis accomplished through the
ma ntenance of communication rd aionships between the providers and consumers of health
caré' [ 18, p. 210], then there is anurgent need for formd care providersand educatorsto
confront this predicament. In this section, we present the Communication Enhancement Model
which usesa health promotion framework and interventions as gopropriae vehicles to
accomplish the olyective outlined by Kreps [18].

Health Promotion Framework and I nterventions

The World Health Organization defines health promotion as"... the process of enabling
people to increase cortrol over, and to improvetheir own health” [19, p. 101]. Thisdefinition
indudesthe individual and thesocid enviromrmert, and is consistent with Green and Raeburn
who argue thet "ary realistic view of the deerminantsof health and of gppropriate action for
heslth promotion requires a balance of individual, community, institutional, societd and
political perspecfives” [20, p. 154]. A dual focuson the individual and the environment is
compatible with an ecologica per spective 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 objective of intervention by health care professionalsliesin
establishing and maintaining this balance.

The implications for intervertion arethree-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 patternsmug be restructured to support thisbroader emphasis. Presertly, the major
focus of the hedth care delivery sysemison intervention a the patient/professond leve. This
is reflected in the dyadic nature of the communication predicament described earlier.

A Health Promotion framework simultaneously increasesthe complexity of our
understanding and approach to hedth care. Interventions must occur not only within the
dyadicrelationship, but also outside of it [22-24]. Epp, in his policy documert entitled,
"Achieving Health For All: A Framework for Health Promotion™ [25], proposes three
intervention domains. sdf care, mutual ad, and healthy environmerts.

Sdf 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 professionas [26], the
current cohort of elders may aso require substantia support in the development of the kills
and motivation to ask questions, explore options, and make health care dedsors. A variety of
successful self-care intervention programs have been documented, including: self-advocacy
training for older adults [27], assertiveness training to enhance sdf concept and promote
maximum use of resources[28], and development of the skills of family caregiversin
negotiating the health care system [29].

Mutual Aid

Mutual aid intervertions aredefined as" people'sefforts to deal with their health
concerns by working together.., helping each other, supporting each other emotionaly, and
sharing ideas, information and experiences” [25, p. 7]. While spousa support might be
congdered the mog fundamentd and |east formdized form of mutual ad, a number of
informa networks, support groups, and voluntary organizations have developed to fill this
role. Many of these groups support their members through the provision of education,
advocacy, and social support. As such, they are instrumentd in erhancing people's capecity
and motivation to interact effectively with forma care providers[25]. Smilarly, mutua 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 geridric consultation teams can be viewed as potential sourcesof mutual aid for
providers.

Healthy Environment

The third health promotion intervention, the creation of hedthy 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 elimirating barriers created
by the health care environmert. Interventions must be directed toward ensuring appropriate,
individualized responses to older individuas by caregivers[26, 30]. Providers must understand
and support a process of empowering the older cliernt. Equally important isthe adaptation of
the psychosocial and physical environmerts in which the exchange occurs in order to provide
maximum opportunity for communication [31].

Within the health promotion framework of salf care, mutud aid, and hedlthy
environments, one must also examine system barriers which may have a significant negative
impact on the communication between elders and providers.

L egidation, intake procedures, schedules, funding formulae, and assessment tools each
contribute to the context in which the communication between the elder and provider occurs.
The expectations, resources, and opportunitiesin the broader community also impact on the
provider's understand ng and response to the dder.

THE COMMUNICATION ENHANCEMENT MODEL
EMERGING FROM THE HEALTH PROMOTION FRAMEWORK



Figure 2 depicts the Communication Enhancement Model we have developed utilizing a
hedth 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 mep asa
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 skillsin 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 patient relationships[26]. | n these new roles the
provider must be active in underganding the broad range of variables influencing the health of
an elderly person as well asinéliciting his or her expectations and wishes. As Bieseeker notes,
while individuas aged sixty and over seek more information from providers, they arelesslikely
than younger cohorts to bdievein a patient's right to make decisions, ask questions, or
challenge a provider'sauthority [32] Therefore, the provide's role must also expand to include
the educaion and support of dders asmary of themlearn the new roles and skills for
becoming more active participants and consumers in the health and social care systems. Asa
consequence, providers must develop theiahility to share knowledge in ways which endble
clientsand othersto comprehend and efectively utilize it. Anexpectation tha the older person
may be motivated and capable of actively participating must be fostered in corjunction with
the development of a greater appreciation of the diversity and potentia 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 skillsneeded 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 encourter with the provider.

Combinad, these drategiesand resources provide a starting point for a more
individuaized, responsgve communication encounter between the eder and the provider. This
includes appropriate accommodation of communication matched to the older individua's
needs; a physical environment that maximally supports this exchange including resources such
astechnica ads, written materials, audiovisua aids, and trandators; and a social environment
where the helper conveys genuine respect, interest, and sensitivity toward the concerns of the
elder. Asdepicted in Figure 2, one can see the feedback nature of this positive cycle. Asthe
provider utilizes effective communication grategies, for example, he/she develops a clearer
assessment of the elder's capacity, expectations, and resources which leads to a further
refinement of strat egies and enhancement of communication.

Similarly, the respectful approach of the provider will serveto reinforce the elder's
willingness and ability to partidpate activey. In Figure 2, we see how this leads to a more
appropriae assessment of the health concern. By utilizing an ecol ogical hedth 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 amove into town.

Asaresult of joint problem-solving, both the elder and the provider are empowered.
When the elder has been actively involved in developing aplan which is wdl-mached to



higher unique situation, thereis an increased likelihood of follow-through and success. The
hedlth, well-being, and competence of the older person are also enhanced. Similarly, the
mutual nat ure 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
condraints and aso seeks opportunities for modifying these externd influences to the benefit
of anindividua eder and smilar others. Enhancementsin communication, assessment, and
intervention naturally lead to increased satisfaction experienced by the provider. Most
important, perhaps, isthe recognition that this can prevent the suffering which is
unintentionaly 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
enocounter. In addition, the environment may al 0 become nmore repongve to the needs of
older people as aresult of the provider adopting an ecologica perspective and expanded role
throughout thiscycle A successfu example using multipleinterventions 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 med cation misusewas provided to seniors, and groups of
seniors devedoped goproachesfor deding with the various professionalsinvolved. Findly,
participantsin various parts of the hedth care sysem worked with seniorsto develop asafe
medication card and promote its use by seniors in each health care encounter.

The Communication Enhancement Modéd has relevance for providers from al
disciplires. It is perhaps most important for those working with olde clients who have specia
needs. This includes such groups as ethnic minorities, women, cognitively impaired individuals,
and those who are physically dependent but mentdly dert. We focuson two of thesegroups to
examine the gpplicability of the Communication Enhancement Modd.

APPLICATIONSOF THE COMMUNICATION ENHANCEMENT MODEL

Promoting Health through Communication withElderly People from Ethnocultural
Communities

The communication difficuties that care providers experience with elderly peoplefrom
non-majority ethnocultural communities go beyond those existing between providers of social
and hedth care services and elderly people of the mgority 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 ingeneral. These difficulties arise
because thevag mgority of the providers who give care to elderly people from non-mgority
ethnocultural comnunitiesare 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 provison of services [35]. It isimportant to develop a more positive model of
communicationin care for elderly peoplefrom ethnocultural communities because formal care
providersin countries such as Canada, the United States, England, and A ustrdia will
increasingly come in contact with these elders The numbersof elderly peoplefrom
ethnocultural communitiesespecially those aged eighty and over are increasing at greater rates
than other elderly people inthese 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 environmerts or to cognitive imparmert [38, 39]. Therefore,
thereisa need for a communication enhancement model with elderly peoplefrom
ethnocultural communities if providersand educatorsare going to contributeto Epp's "Health
for All" philosophy that most formal care providers would espouse.

Theessential components of the Communication Erhancement Model to promote
health have considerable implications for elderly people from ethnocultural communities. The
Issues of recognition of cueson anindividualized basis, modified communication to
accommodate individualized need, appropriate assessment of health and social issues,
empowerment of the dderly person and the provider, and maximizing opportunitiesfor
communication clearly fit into recent strategies devdoped for improving communication with
ethnic and minority aged people. These draegiesinclude guarding against ethnocentric
behavior, developing senditivity to cultura issues vis-a-vis health, avoiding ethnic myths and
stereotypes, practicing empahy, and being awareof individual differences within groups [39].
These drateg es and the components of the Conmmunication Erhancement Model speak to
establishing arespectful relationship toward ederly people from ethnocultural communitiesin
the provision of care.

The link between the Commmuni cation Enhancement Model and the respectful
relationship with ethnic elders can be illugrated through a case study of an elderly woman
from Lithuaniawho was in along-term care ingtitution of the mgjority culture, and who
needed the Kills of hedlth care providers a a particularly difficult and senditive time in the
caring process-tha is when she wasdying [40]. Thispart of the caring processisdifficult for
an elderly person from an ethnocultura community because the personisin alinguistically and
culturally foreign environment. The stress of caring for someone who is dying is exacerbated
when providers ae unaware of the cultural norms of the dying person. Asthisisatime when
sensitive care iscriticd, thiscase provides agood illustration of the Communicaion
Enhancement Model. The case will be presented from the perspective of the social worker as
she had the most significant irteraction with Mrs. A. during this critical period.

Mrs. A. wasan e@ghty-seven-year-old Lithuanianwidow admitted to an institution
about one month before she died. She wasill with cancer, and there was very little
med cdly that could be donefor her. She had a sensethat she was dying but she did not
want to dwell on it so the staff of the institution simply tried to make her ascomfortable 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 bad c needsto the socid worker. She had a son
who visited daily and spoke to her in her native language. Two weeks before her degth,
Mrs. A. was transferred to the chronic care ward of the ingtitution due to deteriorating
health. She became unusudly upset at this time; this was confusing as her behavior seemed
to be unrelated to an increase in pain. The socia worker suspected that there may have
been psychological or sociocultural issuesthat were up<etting her, but she could not
determine this directly as, by thistime, Mrs. A. had lost the ability to converse in English.
This recognition of cuesfor Mrs. A.'s situation led to a reassessment of the health problem
which led to asking her son if therewere individual or cutural issues that were
contributing to her being disproportionately upset. After checking with Mrs A., her son
told the socid worker that she was disturbed by the curtains around her bed because she
did not want to die in the dark; she was aso 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.
Thisinformation from her son dlowed the socid worker to mak e arrangementsto move
Mrs. A. to a private room which had considerable natural light. A nurse who spoke
Lithuanian was located in the inditution, and she visited Mrs. A. on aregula basis when
her son was not ale to bethere 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 analyssof thiscasestudy shows how the componrentsof the Communicaion
Enhancement Model to promote health can be used by a care provider to considerable effect
with an elderly person from an ethnocultural community. The socia 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 skillsto help Mrs. A. Given that the elderly woman
could no longer speak English, the sodd worker had to modify her communication paternto
accommodate Mrs. A.'sindividua needs. This modification was operationaized by developing
areciprocal relationship with Mrs. A.'s son, who could provide information leading to an
appropriate assessmert 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 dient [41 ].

This intervention of seeking Mrs. A.'sunderstand ng 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.'scircumstances) and to theclient (who, through her son, wasable to
communicate her socid and health needs) . The changes evolving from the empower ment of the
worker and theclient led to the increased effectivenessof the worker and to optimized health
and well-being of the elder at avery stressful period of her terminal stage of life. This process
led to enhanced communication skills and opportunities for both the socia worker and Mrs. A.
because it showed that communication is much broader than simply an exchange of linguistic
information. This broader level of communication isoften imposdble for many health care
practitioners working with elderly people from ethnocultural communities.

The key results of this process, illugrative of the Communication Enhancement Modd,
are that Mrs. A. was given some control over how shewas going to die, even though it wasin
an ingtitution not of her culture, and that the social worker was able to use her skillsfor the
optimum benefit of her client, even though they were from different cultural backgrounds. T he
ecological perspectiveis highlighted here by the role of the physical/socia environment in the
problem (shared room) and the solution. From this specific exanple of changing the way we
talk to elders it is clear that the Communication Enhancement Model can be used to pronote
health with elderly people from ethnocultural comnunities.

The three health promotion interventions offer some grategies to enhance
communication between menmbers of ethnocultural communities and formal care providers. In
terms of self care, elderscan rece ve education in their naive language concerning how to
accessthe forma care sysem and ways to get their messages acrossto providers. M utua aid
offers many avenues including the recruitment and training of bilingual elders to serve as
cultural and hedth promotion interpreters for their peers and to assst the work of the smdl
number of forma providers from the same ethnocultura communities. From a hedlthy



environment perspective, home care sevices can be made more flexible so that they facilitate
the care offered by families and other members of the carereceiver's ethnocultura community,
and better links can be established between the ethnocultural community and their ederly
members receiving care ininstitutions.

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 dementiathat go beyond mere exchange
of information. Communication whichfocuses on linguistic disturbances, negative stereotypes,
and lack of regpect for personhood is likely to yield a predicament of confrontation and serious
negative biopsychosocial consequences such as poor health gatus, depression, and social
isolation. Thisis not unlikethe situation faced by elderly people from ethnocultural
communities Theimportance, therefore, of the Communication Enhancement Model for
individuals with dementiaisthat it offers providersand the social and health care system
strategies to overcome biases and barriers and establishes aframework for productive
exchange of personally meaningful information.

These consequences have particular significance in light of the increasing proportion of
demented individualsin the ever-increadng aging segment of our popuation [42].

Since demented individuas suffer progressive degeneraive digurbancesin memory,
learning, and communi cation, care providersworking with them must be sensitive to ever-
changing needsand performance| 1, 43, 44]. The recognition of unique profiles of
performance for the demented population is imper ative as their communication, memory, and
socia skills even within clinical stages, are particularly diverse [45]. This heterogeneity has
important ramifications for the sdection of assessment protocols, interpretation of diagnostic
information, and the development of diagnosis, prognosis, and care management plars.
Optimization of hedth, social, and psychologicd status of cognitively impaired elders, using
the three health promotion interventions to serve the aims of the Communication Enhancement
Model, can have substantial impact in forestalling inditutionalization [46].

In terms of self-care strategies, interventions focused on modifying the demented
individual's linguistic communication and pragmeatic features have met only with limited
success [47, 48]. Self-care strategieslinked with environmental support are more promising,
such astraining and support for family caregivers and the use of advocates for ongoing health-
care choices[49]. Advocates are paticularly important for individual swith dementia where
cognitive impairment robs them of their ability to make informed health-care choices.
Advocates need to be ableto communicate and effect their partners wishes and, smilarly, the
hedth care system needs to be free to regpond to these pre-edablished wishes I mpementation
of the health care choicesof 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.

M odification of communication within the dyadic interaction iscrucial for care
providers. Clinicians must be made aware not only of the variability of perfor mance of the
demented individual, but also, more importantly, of the necessity that providers make
adjustments in thelr linguistic structures, vocal cues nonverbal cues, and conversationd style.
Additional healthy envirormert strategies might include the use of assistive ligening and vison
devices and modifications which minmize background auditory, visual, and tactile noises.



Importantly, the cognitive and social disturbances asociated with dementiarequire
providersto confront and extinguish the use of inappropriate accomnodations of
communication (eg., baby talk) which support and exacerbae age-stereotyped behaviors of
dependence and fralty, as previously discussed. While acons derable amount of
communication adjustment is necessary to accommodate to the impaired functional capacities
of demented individuals, selected reinforcement of residual communicative skillscan optimize
socid interactions and facilitate independence [47].

With respect to mutual aid Srategies, family care providers of demented individuals
often need community support for information, training, and respite care. Many local
communitiesoffer individual consultation and information sessons, whichinclude a focus on
communication and managemert strategies for dysfunctional behavior. In addition, peer
support groups may break down the barriersisolating family caregiversfrom colleaguesin
smilar circumstances and give them opportunitiesto 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 hedlth system as awhole. Positive
changes emerge in the resourcefulness of care providers, their access and utilization of services
aswdl asthe manner in which the hedth care system promotes communicative interactions
that reinforce the autonomy and dignity of demerted elders.

The following case study illustrat es a combination of intervention options 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 withhiswife Mrs S. wished to visit a sonand his family who lived out wed.
Oneof Mrs. S.'s grandchildren, with whom shewas particularly dose, wasgraduating 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 peiodic 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 aloca 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. Thefrequency and length of
vidtsto the center was gradualy increased while Mrs. S.'s overlap time decreased. T he
intention was to familiarize Mr. S. with the surroundings as the home was equipped with
three respite care beds, one of which wasto be his during his wife's two week trip in the
coming months.

In conjurnctionwiththe enrollment, Mrs. S. dscussd with the staff the findings of
recent medical, geriatric, language, and communication assessments. Individualized
intervention strategies were drawn up by the consulting professionds, 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 drategies were reviewed, including spesking in
direct, nonliteral, declarative statements with modifiers placed after their antecedents,
diminating the use of secondary baby talk, increased use of agppropriate nonverba behavior in
conjunction with verba output, as well aslimiting the number of partners and new topicsin
conversations.

Detailed background information regarding Mr. S.'s job history, personal interestsin
Canadian history and horticulture was aso 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 intervertions enabled Mrs. S. to achieve maximum
berefit fromthe trip and showed gaff how selected grategies from the Commurnicaion
Enhancement Model can promote optimum health of and care for individuals with dementia.

Implications

These case studiesillustrate how the Communication Enhancement Model can be used
to guide improved communication with vulnerable eders and to empower them and their
families to work more effectively with formal care providers. Emphaszng the hedth
promotion aims of the model can meke it easier to educate gaff inthe importance of
individuaized and culturally sensitive communication.

SUMMARY

The Communication Enhancement Modée to promote health with elderly people
introduced in this article has considerable implications for interdisciplinary education and
practice for hedth and socid service providers. The mode emphasizes care providers' multiple
rolesin promoting hedth through fostering communication skills with their aging clients. This
model indirectly addresses the unintertional suffering which may arise from inappropriate
communication strategies among formal care providerstoward the older adults they serve. The
model also providesa series of stepsfor headth and socia service practitionersto implement
when developing communication strategies with special needs clients where intervertions are
particularly challenging. With theseimplicationsin mind, this model of communication to
promote health can be used to contribute to positive interactions among formal care providers
and thar 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 abalanced approach promotes mental, socia, and physical well-being
among elderly individuals, especially vulnerald e individual s such as members of ethnocultural
communities and persons with cognitive impairment.

Future work is needed to evauate the impact of communication interventions by
providers on communication stisfaction and health outcomes in the elders they serve.
Moreover, educationd programs within professond 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 assessmentsin
institutional settings providersmeeting with small groupsof dders with a particular health
problem versus one-to-oneinteractions) should be evduaed either sngly or in comhbination



with educational interventions aimed at providers and/or elders themselves In terms of policy
implications, the Communication Enhancement Mode highlightsthe changes needed in
provider-elder interactions within a health promotion framework and raises issues concerning
professond education and service ddivery.
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Figure 1
Communication Predicament Model
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Figure 2

Communication Enhancement Model
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