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1 INTRODUCTION 

Moving to Finland and adapting a new language have been quite challenging. From per-

sonal experiences, it is obvious to the author that sufficient linguistics skills are tremen-

dously important when working with older adults. However, during second practical 

training placement, the author came to realize that, good verbal communication skills 

are essential but not enough to effectively communicate with clients on physical, psy-

chological, social and spiritual levels. The authors’ quest to explore, study and incorpo-

rate effective communication (verbal and non-verbal) skills into personal working style 

with older adults is one of the reasons for choosing this topic. 

 

 It is common knowledge that caring for people with cognitive impairments can be very 

emotionally draining and physically difficult for the caregivers. In dementia care, 

sometimes it is hard to tell what is the right thing to do and what is wrong especially 

when the disease takes a toll on the communication abilities of the people suffering 

from it and makes interpretation of implicit and explicit actions tricky. The author has a 

huge interest to broaden knowledge on how to effectively and affectively build healthy 

relationships with clients of varying personality types, cognitive abilities, cultural 

background and life experiences. 

 

1.1 Motivation 

This work is in accordance with Finland’s National Framework for High-Quality Ser-

vice for Older People relating to one of the strategic guidelines for personnel and man-

agement team working with older people. It states that: “Staff competence should be 

ensured by targeting supplementary training to meet the estimated future skills need and 

by following the supplementary training provisions and frameworks for social and 

health care” (MSAH 2008 p. 32). This guideline clearly acknowledges the need for 

caregivers working with older persons to receive support (from training and refresher 

courses) to enable them in their care giving roles. 

 

In addition, this work is based on the most recent update of the above mentioned 

framework outlining the main ethical principles ensuring old age with dignity in Finland 
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(MSAH 2008 p. 12). They are: self-determination; individuality; resource orientation; 

equality; participation; and security. Self-determination entails the right to informed 

choices and to be able to obtain information and other help that older people need to 

make decisions. Equality implies preventing discrimination and accepting differences in 

people (MSAH 2008 p. 12 f.). Participation entails providing opportunities for older 

people to have social involvement and make contributions to their various communities. 

Individuality considers the importance of seeing older persons as unique individuals ca-

pable of making their own decisions and taking responsibility over their own lives. Se-

curity entails, providing and enhancing the feeling of physical; mental; and social safety 

for older people (MSAH 2008 p. 13).  

 

As a prospective professional in elderly care, the authors’ reason for choosing this topic 

arises from the need to advocate the rights of older persons especially those with 

cognitive impairment living in nursing homes. It is quite tough that some older people 

in need of care have to leave their homes and move into a strange environment. And 

even worst if the caregivers in their new homes cannot understand and communicate 

with them in ways that promote their quality of life. Blackhall et al (2011 p. 35) wrote 

that: “care for older people including those who have  a diagnosis of dementia, has 

received high-profile criticisms in recent years[…], basic principle of compassion is too 

often missing from care of vulnerable older adults”. Thus, this topic is very essential in 

the field of Elderly Care. 

 

1.2 Relevance of the topic 

There is a great need for people working with older persons to be aware of good com-

munication techniques that may improve their effective communication skills with cli-

ents. Communication is an essential element in care settings for older adults with 

memory disabilities. Clients with memory disorders are sometimes unable to express 

their needs verbally. Consequently, it is the caregivers’ responsibility to be vigilant and 

use communication patterns that best enhances the unexpressed needs of older people 

(Small et al. 2003, Fleischer et al. 2008, Souder et al. 2004 p. 24, Jootun & McGhee 

2011, Wilson et al. 2012 pp. 328 ff.). 
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Blackhall et al. (2011 p. 35) stated that: “caring for people with dementia is a compli-

cated and highly specialised area and therefore beyond the capacity of the average care 

worker” (cp. Alzheimer’s Society 2009, DH 2009, NICE 2010.).There is a need for high 

quality professionals capable of meeting the needs of older persons under their care. 

Communication being a medium through which needs are met (Souder et al. 2004 p.22). 

 

Until today, caregivers are not receiving sufficient support in order to practice effective 

and affective communication to ensure a good quality of life for their clients. This is a 

rising problem which needs to be addressed due to the fact that communication is a key 

element in nursing care (Shattell 2004 p. 717). Some studies indicated that professional 

caregivers receive very little support from the organization about what are the recom-

mended communication patterns to be used with older people (Shattell 2004 p. 717). 

Others also indicated that there is a high risk for burn-out when professional caregivers 

lack effective communication skills and the clients are vulnerable to receive a low quali-

ty of care (Small et al. 2003, Jootun & McGhee 2011.). Thus, this study comes as a 

means to address these issues. 

 

This work seeks to address the need of support for professional caregivers on communi-

cation patterns that are beneficial to enhance well-being of older people living in nurs-

ing homes. The background shall consist of previous research relating to the topic, the 

research aim and questions, scope of the topic, and theoretical framework. The main 

concepts as raised by the objectives shall be described. The next part shall focus on the 

methods of data collection and methods of data analysis, whilst the last part shall focus 

on the results, implementation, discussion, and conclusion. This work shall also include 

a critical examination of the limitations and strengths of the results and recommenda-

tions for future studies. 
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2 BACKGROUND 

The background of this work shall consist of a brief examination of previous researches 

relating to this topic, the research aim and questions; the scope of this work, and de-

scription of key concepts in the objectives (communication vs. interaction, well-being 

and nursing homes). 

 

2.1 Earlier studies 

Backhaus (2012) stated that despite the fact that communication is a critical aspect of 

life in all age cohorts; “Yet, the particular challenges of communication between care-

giver and usually much older care recipient have rarely been studied, let alone addressed 

in care courses”. There exist a host of previous researches relating to this topic but very 

few are on supporting professional caregivers through their communication with older 

people. As background knowledge for this work, five areas of studies that are related to 

this work shall be briefly examined. These include topics such as: positive approaches 

in dementia care; strategies for working with older people; the nurse-patient communi-

cation interactions; interventions to evaluate nurse-patient interactions; and factors re-

lated to nurse communication with elderly people. 

 

The first previous study from which this thesis draws its inspiration is the work of Shat-

tell (2004) entitled “nurse-patient interaction: a review of literature”. The aim of this 

article was in threefold: “review a theoretical basis for nursing knowledge development 

for nurse-patient interaction, review the literature on nurse-patient interaction, and dis-

cuss arrears for further research”. It was indicated that the nurses’ power over the older 

people is seen in the “sick role” attributed to the clients (Shattell 2004 p. 716). Commu-

nication was rated as by the older people as helpful, hurtful, confirmatory or exclusion-

ary. The following types of communication styles were indicated in this article namely: 

dominant; open; attentive; friendly; relaxed; precise; dramatic; contentious; and animat-

ed communication styles (Shattell 2004 p. 719). 

The second earlier study used as previous study for this thesis was by Kaakinen et al. 

(2011) entitled “Strategies for Working with Elderly Clients: Qualitative Analysis”. It 
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focused on analysing the communication between elderly clients and nurse practitioners 

(NPs) or health care practitioner (HCPs). Three models of communication were stated: 

elderly clients’ satisfaction and HCP communication; nurse practitioner-client commu-

nication; and communication models (Kaakinen et al. 2011 p. 325). 

The first model indicated that, the degree of mutual participation in communication be-

tween older people and HCP during the caring process determines the older person’s 

level of satisfaction. It was indicated that, the more the HCP talked, the less satisfied 

was the client (Kaakinen et al. 2011 p. 325). The second model indicated that the NPs 

took into consideration the social circumstances of their clients during communication 

(Kaakinen et al. 2011 p. 325 f.). The last model acknowledged the importance of HCP 

knowing the clients’ life history and background (Kaakinen et al. 2011 p. 326).  

The third previous study inspiring this thesis was by Hoe & Thompson (2010) entitled: 

“promoting positive approaches to dementia care in nursing”. The aim of this article 

was to provide an overview of relevant issues that nurses should considered when work-

ing with people with dementia. The well-being of a person is reflected in their interac-

tions with others and engagement with the environment. Well-being is an important as-

pect of quality of life. This article indicated that the VIPS model of care is useful in 

providing individualized person-centred care (Hoe & Thompson 2010 p. 50), (cp. 

Brooker 2007). Therapeutic communication strategies such as: cognitive stimulation 

therapy; validation therapy, reality; orientation therapy; resolution therapy; reminis-

cence therapy; and a few others were recommended for their positive impact on well-

being and quality of life of the older person with cognitive impairment (Hoe & Thomp-

son 2010 p. 52 f.). 

The fourth earlier studies as background for this work was carried out by McGilton et 

al. (2012) entitled: “Patient-centred communication interventions study to evaluate 

nurse-patient interactions in complex continuing care”. It was stipulated in this study 

that person-centred care is the underlying principle for the provision of quality care in 

nursing homes and that when quality of care is undermined well-being is not optimized 

(McGilton et al. 2012 p. 2). Person-centred care according to this article encompasses 

the ability of the caregivers to communicate effectively to understand the needs of the 

clients. It is only when clients’ needs are met that they can have a positive experience of 

well-being (McGilton et al. 2012 p. 5). The article concluded that improving 
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communication in complex care settings has the effect of reducing the clients’ agitation 

and making interactions less stressful for the caregivers (McGilton et al. 2012 p. 8). 

 

The fifth earlier study for this work was by Caris-Verhallen et al. (1999) entitled: 

“Factors related to nurse communication with elderly people”. It stated that there are 

three main factors affecting the quality and the quantity of communication between 

caregivers and older persons. These factors were related to the characteristics of the 

caregivers, the older people; and the organisation providing care. It was stated that 

attitude towards elderly, job satisfaction, education and training, as well as the length of 

work experiences of the caregivers affects their quality and quantity of communication 

they initiate or have with the clients.  

 

It was indicated that gender, age, and health situation of the older person influences the 

frequency and nature of communication interaction initiated by the caregivers with them 

(Caris-Verhallen et al. 1999 p. 1107). With regards to factor relating to the organisation, 

it was emphasized that work pressure does not influence communication negatively. 

Studies carried across six nursing homes revealed that best communication occurred in 

very busy care units. Care units with special activity programmes on their schedules 

promoted more positive communication between caregivers and the clients (Caris-

Verhallen et al. 1999 p. 1107 ff.). 

 

After reading all of these researches, the author felt that even though they insinuated 

that caregivers are not receiving enough support in communication with their clients 

they however did not provide enough information on how to support caregivers’ com-

munication. Consequently, the author had clarity about what direction this work was 

going to take, hence, inspiring the formulation of the research aim and setting the ques-

tions for this work. 

 

2.2 Research aim and questions  

Communication is an essential element in nursing care for older adults and previous 

studies have shown that good and effective communication is paramount in the caring 

process. Caregivers need sufficient skills to be able to engage with their clients and 
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promote healthy relationships (Jootun & McGhee 2011 p. 40 f.). Hence, this research 

aims to explore communication patterns that may support professional caregivers to 

enhance well-being of older adults living in nursing homes. To fulfil this aim, two 

questions were raised:  

 What are the different types of communication interactions used by professional 

caregivers in nursing homes for older adults? 

 How do these communication interactions affect the well-being of older adults? 

These two questions satisfy the aim of this research as they provide useful information 

about working styles which professional caregivers may incorporate to improve their 

competences as caregivers.  

 

2.3 Scope of the work 

The commissioning partner for this work advised strongly against over broadening the 

scope and that the author should focus on issues that their staffs can easily understand 

and incorporate into their working lives. It is extremely important to mention at this 

point that communication in this work shall be strictly limited to communication inter-

actions in nursing care as described in the subsequent headings. Communication in this 

work shall exclude all aspects of communication technology.  

 

Also, as a limitation of the scope of this work, communication interactions shall be lim-

ited only to those initiated by professional caregivers between themselves and older 

people residing in nursing homes. All communication interactions initiated by the cli-

ents to the caregivers are not primary to this work. The primary target group for this 

work are the professional caregivers and the secondary targets are the older people re-

siding in nursing homes. After examining previous researches relating to this work and 

stating the aim and research questions, the next part of this work shall consist of the 

theoretical framework. The theoretical framework is chosen by the author for the pur-

pose of testing the questions that are going to be investigated later. 
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2.4 Theoretical Framework 

The theoretical framework of this thesis is based on Tom Kitwood’s theory of ‘Person-

hood’. The term personhood according to Kitwood can be used in three main discours-

es: transcendence, ethics and lastly social psychology (Kitwood 1997 p. 7 f.). For this 

work, the last discourse of personhood (social psychology) is more relevant to the aim 

of this research and is better related to the research questions. 

Within the social psychology the term ‘personhood’ is mainly associated with the place 

of an individual in a social group, their integrity, continuity, stability of the sense of self 

as well their self-esteem and their role in the society (Kitwood 1997 pg. 8). Kitwood 

(1997 p.8) (cp. Kitwood 1993) defined personhood as: 

 a standing or status that is bestowed upon one human being, by others, in the context of relationship 

and social being. It implies recognition, respect and trust. Both the according of personhood, and fail-

ure to do so, have consequences that are empirically testable. 

Kitwood (1997 p. 45 ff.) stated that a situation common in nursing homes is that older 

persons with dementia are often seen as people with no personhood or subjectivity. 

Kitwood (1997 p.7) emphasized that: “our frame of reference should no longer be per-

son- with- DEMENTIA, but PERSON-with-dementia”. Kitwood argued that dementia 

is within a person and not the person within dementia. This implies dementia is a subset 

of a person and not a person a subset of dementia. This approach was termed by Kit-

wood as the ‘person-centred approach’ (Kitwood 1997 p.7 ff). 

Kitwood went further to state that people with dementia should not lose their person-

hood because of the disease but rather their personhood must be maintained within the 

content of their relationship: communication being the medium  through which person-

hood can be maintain  (Kitwood 1997 p.55 ff.) , (cp. Kitwood 1993). Kitwood (1997 p. 

55) quoting from the landmark document entitled ‘Living Well into Old Age’, stated 

that: “people with dementia have the same values, same needs and same rights as eve-

ryone else” (cp. King’s Fund 1986). 

The theory of Personhood further on stated that there are a number of psychological and 

social needs that enhances and maintain well-being of people with dementia. The per-

son’s life history and their level of cognitive impairment determine the patterns of their 

needs as well as the intensity of their needs respectively (Kitwood 1997 p. 81). Accord-
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ing to Kitwood (1997 p. 80 ff.) the main psychological needs of person with dementia 

are comfort; inclusion; attachment; identity; and occupation. 

Kitwood mentioned that during his early days of working with people with dementia, he 

noticed that there was a high tendency of ‘DE personality’ in dementia care as many 

process of work in nursing homes in a way undermines personhood of people with de-

mentia. He used different examples to proof this point. Kitwood (1997 p. 45 f.) stated 

four examples of work processes or depersonalisation traditions in elderly care homes 

namely: Bestialization, the contribution of moral deficits, warehousing, and the unnec-

essary use of a medical model. Kitwood came up with two situations: the malignant so-

cial psychology and the positive person-work. The former undermines personhood 

whilst the later meets the needs of people with dementia and maintain their personhood 

hence enhancing their feelings of well-being (Kitwood 1997 p. 46 f.). 

2.4.1 Malignant social psychology  

Malignant social psychology was defined as: “the care environment that is deeply dam-

aging to personhood, possibly even undermining physical well-being” (Kitwood 1997 p. 

46). However, malignant social psychology does not include the evil intentions of the 

caregivers, Kitwood (1997 p. 46) stated that: “most of the work is done with kindness 

and good intent. The malignancy is a part of our cultural inheritance”. 

Kitwood came up with twelve malignant interactions that may undermine personhood 

namely: treachery, disempowerment, infantilization, intimidation, stigmatization, out-

pacing, invalidation, banishment, objectification, ignoring, imposition, withholding, ac-

cusation, disruption, mockery, and disparagement (Kitwood 1997 p. 46 ff.).  

2.4.2 Positive Person- Work (PPW) 

The positive person-work refers to good dementia care; it is about person-centred care. 

Kitwood (1997 p. 89 ff.) mentioned that: “the positive person-work in dementia is es-

sentially that of interactions, according to each individual’s needs, personalities and 

abilities. This work requires a level of ‘free attention’ on the part of caregivers”. The 

caregivers’ interaction is important in maintaining personhood of older people in care 

units (Kitwood 1997 p. 119 ff.). 
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There are ten (10) different types of interactions or communication patterns under PPW 

that can maintain well-being of people with dementia. These include: recognition, nego-

tiation, collaboration, play, stimulation, celebration, relaxation, validation, holding, and 

facilitation (Kitwood 1997 p. 119 f.). It was stated by Kitwood (1997 p. 89) that: “Each 

one enhances personhood in different ways: strengthening a positive feeling, nurturing 

ability, or helping to heal some psychic wound. The quality of interaction is warmer, 

more rich in feeling […].” 

The reason for choosing this theory as the framework for this thesis is to develop an un-

derstanding of different communication interactions patterns and strategies used by 

staffs within the care environment as well as their effects on the clients’ well-being.  

Although this theory was more about personhood for people with dementia, it is howev-

er applicable to this work. This is because personhood is for everyone regardless of their 

ages and cognitive status. In Alzheimer Europe (2012) it was stated that: “in an ethical 

sense, personhood is attributed even to the newborn infant. In an empirical sense, per-

sonhood emerges in a social context.” (cp. Kitwood & Bredin 1992 p.275). Thus, it is 

correct to say that this theory forms a good framework for this thesis. 

 

3  DESCRIPTION OF CONCEPTS 

A few key concepts of this work will be described in the subsequent pages and detail 

information about these key terms can be further on search through the links provided in 

the reference list. The following key concepts shall be described under this heading: 

communication vs. interaction; nursing homes; and well-being. 

3.1 Communication vs. Interaction in Nursing Care 

The description and relationship between communication and interaction has not been 

clearly stated in nursing care today. The two terms have been used in literatures inter-

changeably or synonymously (Fleischer et al. 2008 p. 339 f.). The main intention of 

communication and interaction in health care is to influence the patient’s health status 

and hence the state of well-being (Fleischer et al. 2008 p. 339 f.). The first step towards 

achieving this is by understanding the person (cp. Sarvimäki 1988). The process of in-
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teraction and communication in elderly care depends on three main factors: the clients’ 

cognitive status; the type of communication styles of the caregivers; and the settings 

under which care is given (Fleischer et al. 2008 p. 347).  

3.1.1 Interaction in Nursing Care 

It has never been defined independent of communication; in many literatures the differ-

entiation of these two is only implicit. The theoretical framework of symbolic interac-

tionism is often used to describe the process of interaction. Interaction has a higher posi-

tion with regards to communication and it is a larger concept over communication. 

Communication is a sub-set of interaction (Fleischer et al. 2008 p. 340).  

Interaction was described by Fleischer et al. (2008 p. 341 f.) as: “the observable behav-

iour during communication implying a different perspective” (cp. Oliver & Redfern 

1991). It was also described as: “a mutual process of interpretation and construction of 

meaning […] intersubjective understanding of a situation or an object is a possible re-

sult of interaction” (Fleischer et al. 2008 p. 340 f.). Fleischer et al. (2008 p. 342) indi-

cated that the mutuality of the interaction process includes actions of participants which 

can be physical, interplay or a contact or a bond of verbal or nonverbal communication 

(cp. Dornheim 2003).  

 

3.1.2 Communication in Nursing Care 

Fleischer et al. (2008 p. 342) described communication as: “a dynamic, complex, and 

mutual context-related ongoing multivariate process in which the experiences of partici-

pants are shared”. Jootun & McGhee (2011 p. 40) considered communication as: “a re-

ciprocal process in which messages are sent and received between two or more people” 

(cp. Balzer Riley 2004). De Vries (2013 p. 30) referred to communication as the: “ex-

changes between people when engaging in social and formal interactions”.  

 

Jootun & McGhee (2011 p. 41) stated that communication has four properties. These 

properties represent fundamental assumptions upon which human communication theo-

ries draw their inspirations. They are: communication is a process; communication is a 
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transaction; communication is over-changing and context-specific; and lastly communi-

cation is multidimensional (cp. Northouse & Northouse 1998).  

 

Fleischer et al. (2008 p. 342) stated that communication between people depends 

strongly on their cultures, social status and most importantly on their relationship with 

the other participant(s) in the communication process. The goal of communication de-

termines the extent or nature of communication. The nature of communication is gener-

ally affective, instrumental or a mixture of both. There are two main types of communi-

cation: the verbal and non-verbal (Fleischer et al. 2008, Jootun & McGhee 2011.). 

 

The verbal communication was described as all expression with language as a key com-

ponent in the delivery of information or messages (Jootun & McGhee 2011 p. 42, 

Fleischer et al. 2008 p. 342 f.). Non-verbal communication on the other hand includes 

all behaviours except spoken words used for communication. Non-verbal communica-

tion (for example body language, touch, eye contact, silence….) has a vital role in hu-

man communication (Fleischer et al. 2008 p. 343, Caris-Verhallen et al. 1999 p. 809). 

Jootun & McGhee (2011 p. 42) indicated that majority of human communication is 

done more non-verbally (93%) than verbally (7%) (cp. Argyle 1988).  

 

3.2 Well-being  

The concept of well-being is very broad; it has several definitions depending on the do-

main in which it is used (Rissanen 2013 p. 22, CDC 2013). For this reason, Rissanen 

(2013 p. 22 f.) stated that: 

the definition of wellbeing is usually assumed, or is lacking in clarity, and range of similar terms, such 

as happiness and life satisfaction, are used interchangeably; second, wellbeing has been measured in 

research using various scales, which may not capture the complexity of the concept [...]. 

Within this work, the concept of well-being described relates to the well-being of older 

people living in nursing homes. CDC (2012) stated the following aspects of well-being 

namely: Physical well-being; Economic well-being; Social well-being; Development 

and activity; Emotional well-being; Psychological well-being; Life satisfaction; Domain 

specific satisfaction; and Engaging activities and work. Rissanen (2013 p. 24), (cp. 

WHO 2012 p.12) described well-being as: 
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the process of optimising opportunities for health, participation and security in order to enhance quali-

ty of life as people age. Active ageing applies to both individuals and groups. It allows people to real-

ise their potential for physical, social and mental wellbeing throughout their lives and to participate in 

society according to their needs, desires and capacities, while providing them with adequate protec-

tion, security and care when they require assistance. 

Lundin et al. (2013 p. 2 ff.) defined well-being as: “an emotional experience which does 

not require intact cognition”. Thus, affirming the fact that older people with cognitive 

impairments are in great need of well-being supported care because they can still feel 

emotions notwithstanding the presence of the disease (cp. Ericsson 2012 p. 3). 

 

A Swedish study on well-being indicated that ” social relations, functional ability and 

activities may influence the quality of life of elderly people as much as health status”. 

The physical and social environments are connected to well-being (Rissanen 2013 p. 

24ff). Relating to the physical environment, Rissanen (2013 p. 28) explained that:  

the natural surroundings of the accommodation and aesthetic experiences are important partsof 

wellbeing […]garden had positive effects on residents’ quality of life, particularly in terms of 

meaningful daily activities, enjoyment of daily life, resident relationships, and functional competency. 

Relating to the social environment, well-being of older people living in nursing homes 

is seen in their opportunities to make choices, engage in activities, and the caregivers 

approaches to care ( Rissanen 2013 p. 28). 

 

3.2.1 Subjective and Objective well-being 

Subjective well-being and objective well-being have different approaches (Rissanen 

2013 p.23, King 2007 p.8f.). Well-being has been examined in literature through two 

approaches. King (2007 p.8 f) states two approaches of well-being: hedonic and eudai-

monic approach. The former refers to well-being as happiness and experience of pleas-

ure. The later approach contrasting the former and argues that: “wellbeing and subjec-

tive happiness should not be equated because the pleasure producing outcomes that un-

derlie subjective happiness do not necessarily promote wellness and wellbeing” 

(cp.Ryan & Deci 2001). Diener et al. (2003 p.404) describes subjective well-being as: 

the field of subjective well-being (SWB) comprises the scientific analysis of how people evaluate their 

lives—both at the moment and for longer periods such as for the past year. These evaluations include 

people’s  emotional reactions to events, their moods, and judgments they form about their life 

satisfaction, fulfillment, and satisfaction with domains such as marriage and work. 
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Subjective well-being relates to personal view; an individual’s life satisfaction; and 

happiness (Rissanen 2013 p.23, Lundin et al. 2013 p. 2 ff.). In Böckerman et al. (2012 

p. 1183), fifteen dimensions of subjective well-being were stated, namely: ‘mobility, 

vision, hearing, breathing, sleeping, eating, speech, elimination, usual activities, mental 

function, discomfort and symptoms, depression, distress, vitality and sexual activity’ 

(cp. Sinotonen 1994,1995,2001). 

Objective well-being on the other hand relates to standard of living or a list of resources 

necessary for a rational plan of life (Rissanen 2013 p.23 ff). It is not discuss in detail in 

this work because well- being of older adults resulting from communication interaction 

is more related to subjective well-being. 

 

3.2.2 Aspects of subjective well-being 

In Rissanen (2013 p. 22 f) it was indicated that the term well-being has always been di-

vided into: physical (meeting physical needs); social (social activities); and mental well-

being (psychological and spiritual). The holistic approach of well-being comprises all 

these three aspects.  

Psychological well-being has six measuring dimensions namely: autonomy; positive 

relations, self-acceptance; environmental mastery; purpose in life; and personal growth 

(King 2007 p. 13) (cp. Ryff 1989). The emotional component of subjective well-being is 

measured by the feeling of joy and contentment in life whilst the cognitive component is 

more about assessing life satisfaction in various areas of life like relationships, leisure 

and work (Diener et al. 2003 p.405). Five elements of emotional well-being are: social 

connections; comfort and basic needs; resilience and coping; productive contribution; 

and sensory enrichment (Victorian Government Health Information 2011). 

 

 Social well-being was described in Keyes (1998 p.122) as: “the appraisal of one’s cir-

cumstances and functioning in the society. The five dimensions of social well-being are: 

social acceptance (societal acceptance of one’s character and qualities); social actualiza-

tion (belief in others); social integration (quality of one’s relationships), social coher-
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ence (meaningful life), and lastly social contribution (social value of a person) (Keyes 

(1998 p.121 ff.). 

 

In Chow (2005) spiritual well-being was described as “the affirmation of life in a rela-

tionship with God, self, community, and environment that nurtures and celebrates 

wholeness” (cp.Thorson & Cook 1980). Spiritual dimension is unique to every person 

and through it people can derive inner peace, harmony and contentment in life. Spiritual 

well-being is a means by which people can add meaning, value and purpose of their 

lives (Chow 2005). The term spirituality has been associated with spiritual well-being. 

Chow (2005) however indicated that: “it should reflect the human traits of compassion, 

honesty, love, wisdom, and for many, the existence of a guiding spirit or transcend-

ence”. The notion is that spirituality increases with ageing (Chow 2005). 

 

3.3 Nursing homes 

Finland’s population estimate of July 2012 was at 5,262,930 people, of which 18.5% 

were 65 years and over (Indexmundi 2013). Places where older people in need of care 

live apart from their homes have a very unclear definition because the name varies be-

tween culture and countries. The following names have been used in literature: residen-

tial age care homes, assisted living facilities, care homes, LTC facilities, care housing, 

nursing homes, and care institutions amongst others.. The reason given for such diverse 

number of names is basically political as it has been said that the name institutional care 

conveys a kind of negative image towards older people (Rissanen 2013 p. 25 f.). 

  

That is why over the years, many names have been given to such facilities. Most Nordic 

countries use the term “care homes” or “nursing home”. It is referred to as: “units where 

older people with various care needs are living with 24hours care staffs available” (Ris-

sanen 2013 p. 25 f.). OECD (2011) refers to Long-term care (LTC) facilities as:  

nursing and residential care facilities which provide accommodation and long -term care as a package. 

Beds in adapted living arrangements for persons who require help while guaranteeing a high degree of 

autonomy and self-control are not included. 

Long-term care units consist of mainly two types: nursing homes and the residential 

care. LTC institutions are both public (funded by public funds and private (both profit 
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and non-profit) (OECD 2011). Finne-Sover et al. (2010 p. 8) stated that: “Long-term 

care for older people in Finland is delivered either at home, in sheltered housing, resi-

dential care homes (nursing homes), or within health centre inpatient wards (chronic 

care hospitals) (Böckerman et al. 2012, p.1179). Arrhenius & Kiviniemi (2010 p. 2) 

stated that: “Care in health centre hospitals and homes for older people, comprises insti-

tutional care, while intensive sheltered housing (with 24-hours assistance) includes 

overall outpatient care, non-institutional care”  

 

The number of older people living in health centres and residential homes has reduced 

and the number of older people living in intensive sheltered housing has increased over 

the years (Arrhenius & Kiviniemi 2010 p. 2 f.). Since the institutional care reforms in 

2000, the number of clients in institutional care has increased by 41% (National Institute 

for Health and Welfare 2012). For people suffering from moderate to severe dementia, 

it was estimated in Arrhenius & Kiviniemi (2010 p. 1) that about 40% are likely to need 

24-hour assistance at sheltered housing or in their homes.  The symptoms of dementia 

disease are the main factors that increase the need for residential or long-term care for 

older adults. 

 

The Finnish government is trying to put in place adequate housing and assistance ser-

vices to help older people continue to live at their homes for as long as possible. This is 

reflected in MSAH (2008 p. 29 ff.) that: “Adequate home care and sheltered housing 

with 24-hour assistance, together with new types of care service, will reduce the need 

for long-term institutional care”. It was also stated  in this publication that: “ the nation-

al targets to be reached by 2012 are that, of all people over 75 years old;[…] 3% live in 

old people’s homes or are in long-term care in health centre hospitals” (MSAH 2008 p. 

28 ff.).  

 

The national average of personnel per older person in care facilities in Finland has in-

creased. It was stated in MSAH (2008 p. 36) that: “In 2005, the national average was 

0.46–0.55 in sheltered housing with 24-hour assistance, 0.52 in residential homes, and 

0.66 in health centre inpatient care”. In 2008, it was increased to 0.5- 0.6 for 24-hours 

shelter housing and 0.6 - 0.7for long- term care in health centre hospital employees. 

However in reality, the good staffing ratio is 0.7 -0.8 for nursing homes (MSAH 2008 p. 

36). 
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After examining previous researches relating to this work, aim and research questions 

and a description of the concepts that the research question raised, the next part of this 

work shall consist of descripting the materials and method used for this literature re-

view. 

 

 

4 MATERIALS AND METHOD 

This part consists of a detail description of the method used for this work. All the pro-

cesses and steps of data collection; data interpretation; data evaluation and ethical con-

siderations shall be discussed. After reading thoroughly multiple materials on research 

methodologies, qualitative analysis was chosen as the research method. It was clear that 

qualitative analysis- precisely the ‘Deductive Content Analysis’ was the best method of 

data analysis for this work for the following reasons presented below. 

 

4.1 Deductive Content Analysis 

As earlier mentioned, the data materials for this literature review shall be analysed 

through the deductive content analysis method. But first, it is important to define quali-

tative content analysis under which deductive content analysis falls. Zhang & Wilde-

muth (2009 p. 1) described qualitative content analysis as: “a research method for the 

subjective interpretation of content of text data through the systematic classification 

process of coding and identifying themes or patterns” (cp. Hsieh & Shannon 2005 

p.1278). 

It is a method of data analysis which allows for theoretical reviews to be used to en-

hance the understanding of data through a deductive or an inductive procedure (Elo & 

Kyngäs 2008 p. 107 f.). Deductive content analysis is mostly used when the aim is to 

retest data in a new context (Elo & Kyngäs 2008 p. 111, Zhang & Wildemuth 2009 p. 1 

ff.). Here, analytical reasoning is based on three things: existing theories, previous stud-

ies and the experience or expert knowledge on the subject to be research (Elo & Kyngäs 

2008 p. 107, Zhang & Wildemuth 2009 p. 1 ff, White & Marsh 2006 p. 27.).  
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By virtue of these facts stated above, the author had clarity that this was the best method 

for this work as it constitutes all the above mentioned things. First, a theoretical frame-

work is used (Kitwood’s personhood theory). Secondly, the aim and research questions 

are inspired by previous studies. And thirdly, answers to the research questions will be 

provided by analysing the works of experts relating to the research topic (peer reviewed 

articles). 

In addition, deductive content analysis is well-suited for this work by virtue of the fact 

that the approach moves from a general to a more specific idea, thereby narrowing 

down the work. The author first of all examined broad concepts of communication in-

teractions and then narrowed it down to the effectiveness of each concept with regards 

to promoting well-being of older adults living in nursing homes. Hence, the structure 

unit of this work is a Funnel- model (broad top and narrow base).  

Deductive content analysis processes involves formulating the research question; col-

lecting the data (sample); analysing the data and interpreting the results by coding or 

categorizing text from the review articles (White & Marsh 2006, Elo & Kyngäs 2008 p. 

112.). In the first phase of formulating the research question, the author used the re-

search aim or theme as a guide for establishing the questions (White & Marsh 2006 p. 

30). To this effect, two research questions were formulated (as stated above).  

 

The deductive content analysis method requires that the researcher at the beginning of 

the research process determines whether to analyse the articles only from their manifest 

and/ or latent content. Manifest content refers to easily identifiable aspect of the text 

content (White & Marsh 2006 p. 23). Whilst latent content refers to hidden issues not 

expressly stated in writing but can be reasonably inferred (Elo & Kyngäs 2008 p. 109, 

Graneheim & Lundman 2003 p. 106.). Considering the aim of this research, the decision 

was made to analyse the articles by using both their manifest and latent content. The 

reason for this was that, data analysis will yield richer results, from which valuable con-

clusions would be made. 

 

 



26 

 

4.2 Data collection 

The sample or data materials for this research work were selected based on the methods 

of deductive content analysis. This method requires that the data selected for analyses 

should provide answers to the research questions or hypothesis being investigated 

(Zhang & Wildemuth 2009 p. 3). 

 

Search for material was basically through Nelli portal. The following databases were 

searched: Ebsco, Proquest, SAGE, Biomed central, CINAHL, Google scholar, Elite, 

Cochrane, Ebrary, PubMed, Academic Journals and Google. Also the author contacted 

the Arcada library and the Meilahti library in Helsinki to obtain materials for the analy-

sis. Most of the sources had good materials but their availability was limited.   

 

At the initial stage the following search terms were used as illustrated in Appendix (1/6). 

These search terms were related to six (6) aspects relevant to this work namely: com-

munication, well-being, older adults, memory disorders, care units and caregivers. 

These search terms produced several results. A very challenging task for gathering ma-

terial for this work was using search terms that provided relevant articles. It was noticed 

that when search terms like caregiver and older people were used, the search results 

yielded considerably less relevant results as opposed to when search terms such as 

‘nurses’ and ‘elderly/elderly patient’ were used. In this regard, the author feels that ma-

terials available in the databases indirectly influence how the search words were nar-

rowed down. 

 

The search terms producing the most relevant articles were selected. The following 

search terms yielded results that were used: Communication AND Dementia Care; 

Nurse Behaviour AND Dementia Care; Communication Interactions AND Nursing 

Homes; Communication Strategy AND Well-being; Well-being AND Needs; Commu-

nication AND Elderly Care; Communication AND Residential Care; Nurse- Elderly 

AND Intervention; Nurse- elderly Communication; Carers AND Dementia AND Nurs-

ing Home. The motivation for choosing these search terms was mainly that they were 

related to the main concepts of this work. Appendix (2/6) illustrates the final search 

words and the corresponding data materials as well as the data base from which they 
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were retrieved. A total of 16 articles were found but six were eliminated for the reasons 

stated below. 

 

4.2.1 Inclusion and exclusion criteria 

The prerequisite criterion for selecting an article for the data analysis was the relevance 

of the material to the topic. The author was keen that each article should have a different 

perspective on the topic. Two (2) articles were eliminated because their approaches to 

the topic were superficial. The fourteen (14) articles were later on evaluated against the 

following inclusion and exclusion criteria as presented in the Table (2) below. Ten (10) 

articles met the inclusion and exclusion criteria for the data analysis. 

 

 

Table 2. Showing the Inclusion and Exclusion criteria for the data materials. 

4.2.2 Description of Materials 

The ten (10) articles were found, some were qualitative and others quantitative re-

searches. The articles were systematic reviews, literature reviews and pilot studies. For 

the qualitative and quantitative studies a majority were carried out in the Netherlands 

followed by Sweden. For the literature review article, literature analysed had an interna-

tional background. Most of the studies were carried in nursing homes, majority of the 

 Inclusion Criteria   Exclusion Criteria 

 Material relating to the topic (Qualitative and 

quantitative studies). 

 High reliability scores (>0.9) or large sample 

size 

 Articles written in English only 

 Full text available 

 Scholarly journals (of which no books) 

 Scientifically written materials 

 peer reviewed materials 

 Published between 2000 –  2013 (exception of 

two articles published 1997 and 1998) 

 Materials from trade journals, conference 

papers and proceedings, magazines, re-

ports websites,  and Blogs 

 Materials relating to the topic but not 

written in English 

 Materials outside the scope of this work 

 Materials relating to topic but without a 

full text available  

 Materials not scientifically written or not 

peer reviewed  
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participants were older people living in nursing homes and their caregivers. Some arti-

cles answered only one of the research questions whilst others provided answers to the 

both questions. Description (author(s), year of publication, title, aim of research, method 

and results) of each data material used for this thesis is illustrated in Appendix (3/6). 

 

4.3  Data Analysis 

Before starting the data analysis process, the author numbered the ten articles in the fol-

lowing manner [1], [2], [3]… [10]. In-text referencing was according to these numbers. 

Each of the ten articles was read several times in order to make sense of the data and to 

understand their contents (Elo & Kyngäs 2008 p. 109). The analytic constructs or rules 

of inferences were used at this stage to analyse each one of the articles. The ‘analytic 

constructs’ or ‘rules of inference’ is the process of answering the research question by 

looking at the text of the review articles. White & Marsh (2006 p. 27) indicated that it 

helps the researcher to: “move from the text to the answers of the research question”. 

All the aspects which answered the research questions within the manifest or latent con-

tent were highlighted. Data analysis entails interpreting the results by stating the theme, 

developing categories, subcategories, units, and sub units to describe the results (Elo & 

Kyngäs 2008 p. 112).  

 

As earlier mentioned, the aim of this work is to explore communication patterns that 

may support professional caregivers to enhance well-being of older adults living in 

nursing homes. The research questions are: to find the different types of communication 

interaction manifested in nursing homes for older adults; and to examine their effects on 

the feeling of well-being for the older persons under care. The aim of this work was 

considered as the main theme and category one and category two were from question 

one and question two respectively. 

 

In selecting the subcategories, units and subunits, the structured matrix analysis was 

used. The structured matrix of analysis allows for choosing from the data only aspects 

that fits the categorized frame (White & Marsh 2006, p.27). Using the theoretical 

framework and knowledge from earlier studies as the baseline, the different subcatego-

ries were formed. Ideas or information that was repeatedly mentioned in these articles 
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were grouped into sub-categories. From category one four subcategories emerged and 

three subcategories from category two. 

 

It was noticed that under these sub-categories some elements were similar to each other, 

those were grouped to form the units. However, some elements were similar to two or 

more units. The deductive content analysis process requires that no element should be 

left out because of lack of a group (Elo & Kyngäs 2007 p. 111ff.). All decisions to add 

an element to a group was based on the information repeated in the data material; 

knowledge from the theoretical framework; and the earlier studies. In that light, the cat-

egories were internally homogenous to each other and as the subcategories developed 

further, they became more heterogeneous from each other (Zhang & Wildemuth 2009 p. 

4). Because this is a very tactical process, the author will show how the subcategories 

and units were formed only on the result section.  

 

4.4  Limitations of materials and Challenges of method Used 

The limitations faced during this process were basically related to the collection of data 

materials. The availability of relevant materials was the most problematic throughout 

this work. Many good and relevant articles to the topic were not used because they were 

unavailable, therefore in a way limiting the material selected for this work. Two articles 

used as data were out of the publication date range (1997 and 1998), notwithstanding 

they were used because they provided very useful information for the results. 

 

On the other hand, the challenges faced during this thesis project were related more to 

the coding process of the data. Selecting the theme, categories and subcategories for this 

work was more or less a very comprehensive and straight forward procedure. However, 

forming the subunits and grouping them into the various units and sub-categories was 

very difficult. Many units belonged to more than one sub-category; it became very diffi-

cult to decide which sub-category is most suitable for them. Thus, the author by critical-

ly examining this work and method of data analysis realised that there is a possibility of 

over narrowing or over broadening of the units. However, all necessary measures were 
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taken to ensure that all units were fitted under the appropriate subcategories and catego-

ries by rechecking with data materials, the theoretical framework and earlier studies. 

 

4.5  Trustworthiness 

The trustworthiness of this work shall be examined through the validity, reliability and 

credibility criteria. White & Marsh (2006 p. 31) defines validity as: “the extent to which 

a measuring procedure represents the intended, and only intended, concept”.  The va-

lidity of this work is evident in the fact that the research aim and questions are clearly 

defined. Validity of this work is seen in the objectiveness of the author during data in-

terpretation. The results have no subjective views, rather they are a vivid reflection of 

the data material analysed.  

 

Elo& Kyngäs (2007 p.112) stated that to: “to increase the reliability of the study, it is 

necessary to demonstrate a link between the results and the data”. Reliability of this 

work is seen in the fact that the findings were described in detail and the information 

from the data was exhaustively presented in the results in authorial text and figures. The 

reliability of this work is also seen in the fact that authentic referencing was used 

throughout this work. The author has described systematically the process used in such 

a way that others can follow the procedure to get the same results. 

 

Elo& Kyngäs (2007 p.112) indicated that “credibility of a research findings also deals 

with how well the categories cover the data”. As seen in the results, category 1 and 2 

were fully covered in the sense that they were conceptually and empirically grounded. 

All the materials under the two categories were empirically and theoretically based. 

 

4.6 Ethical Considerations 

According to the Arcada’s guideline for thesis writing, the author read and reviewed all 

the necessary text on the ‘Good scientific practice in studies at Arcada’ and also con-

firmed adherence to these roles by signing the thesis agreement form. A short plan of 
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the thesis work was submitted to; and approved by the supervising lecturers. Later, it 

was presented to the commissioning partner (Kustaankartanon Monipuolinen Palve-

lukeskus - Ward C3), and the head nurse also gave her approval. Only scientific articles 

were analysed as data materials for this work. No interviews were conducted. 

 

The author was completely objective when reviewing the selected scientific material for 

data analysis to get the results. Personal knowledge and views had no effect on the in-

terpretation of the results as the author was fully aware of the fact that research results 

may sometimes present views that were not anticipated and are different from own 

opinions. All the findings were evidence-based. Given the fact that this was a literature 

review, the author considered strongly the reliability of the articles during data collec-

tion. 

 

 

5  RESULTS 

The results are presented in two categories. Category one explores the different types of 

communication interactions prevalent in nursing homes as posited by the data material. 

Category two on its part examines the effects of such communication interactions on the 

well-being of older adults living in nursing home. 
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Figure 1. The Theme, Categories and Respective Sub-categories 

 

 

5.1 Category One: Communication Interactions in Nursing 

Homes 

Communication was defined as “the information component of interactions” [3]. Stud-

ies indicated that, communication is a fundamental aspect of nursing care and it is a pre-

requisite for the delivery of a good quality nursing care [4, 8, 3]. It was posited in [8] 

that: 
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in the nurse-patient relationship, communication involves more than the transmission of information; it 

also involves transmitting feelings, recognizing these feelings and letting the patients know that their feel-

ings have been recognized and support their views. 

Four main subcategories emerged as the types of communication interaction that are 

initiated by caregivers towards the older people living in nursing homes. There are 

namely: negative task, task-oriented, social/relationship-oriented, and person-oriented 

communication interactions. Findings for each of these sub-categories are presented as 

well as their units and subunits.  

 

5.1.1 Negative task- oriented communication interactions 

These are communication interactions which are focused on ‘only getting the job done’ 

[2, 3, 4, 5, 7]. This type of interaction was referred to as the ‘I-It’ relationship [5]. It is 

unfortunate that older people in some of the research articles reviewed attested more 

frequently to the fact that the nurses or professional caregivers are concerned about the 

task than talking to them [4]. For this sub-category the following units emerged: power 

–over [3]; prejudice [2, 5, 7]; disenabling [7]; and distance in negative point of view 

communication interaction. 

 

A. Distance in point of view 

In [5], it was stated that these interactions were not frequent but were obviously present 

before and after the interventions in this study. This type of interaction was character-

ized by a low confidence in the resident by the caregivers as they make no efforts in in-

terpreting the clients’ implicit and explicit communications [5]. Emotional tone [5], dis-

agreement [3], misunderstanding [3], and accusation [7, 5] were subunits under this 

unit.  

Emotional tone was described as a communication interaction wherein the carer used a 

tone of voice and emotions which are neutral and shows no commitment to the client 

thus distancing the Carers from their clients’ concrete physical sense [5]. Carers’ speech 

tone was least when residents complied or routine was accomplished. However they 

spoke more when the residents failed to comply with a task [5]. 
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B. Power –over communication interactions 

 

Studies revealed that caregivers sometimes exert power over communication or have 

tendency to take over care and ‘act on behalf’ of their clients [3]. Here the caregiver 

states the wishes of the client and sometimes dominate communication both verbally 

and non-verbally [5]. Three interactions where noted under this type of communication 

interaction: impositions [7, 5], verbal persuasions- coalition [2], Desistance [2] and en-

forcement [2].  

 

Imposition represents all caregivers’ behaviours that seem to portray the caregivers as 

be in control of decisions for their clients. This is evident when the caregiver states the 

clients’ wishes. It also includes communications which has the aim of prompting a cli-

ent to perform an action (for example using a hard tone of voice) [5].  

Enforcement entails using authoritative commands with the clients or using physical 

presence to perform a task (for example keeping residence in position during provisions 

of care). It was also described as using commanding actions or physical presences for 

the purpose of summiting a client through a care process [2]. 

Verbal persuasion was common in all nursing homes investigated in [2]. Sometimes, it 

led to coalition when two or more nurses were called to join the persuasion [2].  

Desistance according to finding [2] was less observed. It entails postponing a task [2]. 

 

C. Prejudice interactions 

Prejudice [2, 5, 7] was described as discrimination on the bases of having dementia or 

being old [2]. Four communication interactions emerged from prejudice namely: label-

ling [2]; stigmatization [7]; infantilization [7, 2, 4] and objectification [7] communica-

tion interactions. 

 

Labelling communications interactions initiated by caregivers was manifested in the no-

tion of ‘bad’ or ‘good’ clients in nursing homes. This was evident in even the caregiv-

ers’ language during the interviews. Labelling residents as ‘demanding’ and ‘attention-

seeking’ revealed the caregivers perception of the rightfulness of a resident’s needs and 

demands [2]. 
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Infantilization [7, 2, 4] was referred to as ‘secondary baby talk’ [4] or ‘institutional talk’ 

or ‘care speak’ [2]. It was one of the most commonly used verbal communications by 

the staffs. It was defined in [4] as: “ a set of accommodation including simplification 

and high and variable pitch, usually addressed to children, but also used in talking with 

elderly”. Care speak was defined in [2] as a kind of institutional talk used by caregivers 

for older adults to manage their tasks. 

 

D. Disenabling interactions 

Disenabling interactions [7] emerged as one of the negative interactions manifested by 

caregivers during task activities. The following interactions were grouped under disena-

bling interactions namely: lack of communication [5, 8], fragmentation [5], out-pacing 

[5], ignoring [7], blocking [4], rebuke [5]; and testing knowledge [7]. The first three 

where defined in some of the article and the last just stated without any definitions giv-

en to them. 

 

Fragmentation was defined in [5] as a communication interactions wherein the “carers 

changed the topic of conversation or they talked about more than one topic, there was 

information about something apart from the on-going activity or new activity started 

before the previous one had ended”. Examples of fragmentation interaction are actions 

promoted without any logical reason, actions initiated without prior information and 

conflicting messages. It was stated that one out of five nurses interaction was character-

ized with fragmentation [5]. 

 

Lack of communication in interaction is an element of a negative task-oriented commu-

nication interaction. This occurs where; the caregiver initiates no communication with 

the client during a caring process or activity [4]. It was reported in a study that 2.3 aver-

ages of interactions were wholly silent in nature with no verbal communication from the 

caregivers to the clients [2]. 

Out-pacing was common in nursing homes as indicated by the research. The following 

statement attested to this fact: “[…] little choice in the timing and provision of care and 

the observed care episodes unfolded at a pace set by the staff” [2].  
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5.1.2 Positive Task – oriented communication interactions 

The second sub-category for this objective is the task- oriented or instrumental commu-

nication interaction used by caregivers in nursing homes for older people. As evident in 

the name, task-centred interaction was defined in [4] as those interactions necessary in 

assessing and solving problems in the caring process. It was also described as interac-

tions made by carers for the purpose of realizing a good care for residents [4]. This type 

of communication was initiated particularly during the performance or helping in the 

performance of a task. 

 

It is task oriented but not necessarily a bad communication interaction [4]. Task-centred 

communication interactions may be verbal as well as nonverbal [4]. Under this subcate-

gory three main groups emerges: instructive interactions [2,3,4,5,7]; interactions pro-

moting competence/ independence [ 2,3, 5,7,] and decision making interactions [3,5,7]. 

 

A. Instructive communication interactions 

These are communication interactions that are initiated to solve problems, give infor-

mation and provide physical care [2] amongst other daily tasks of caregivers in nursing 

homes. In this type of communication interactions, the caregiver informs and instructs 

their clients continuously [5]. Under this unit the following interactions emerged: check-

ing out [4], instrumental touch [1, 5, 4], asking and requesting information [4], making 

contact [7] (consisting of eye contact [4, 5] and facial expression [4]). Under this unit 

instrumental touch or task touch was very much explained in details in many of the arti-

cles whereas, the others were mainly stated throughout the articles. 

 

Instrumental Touch was defined as a deliberate physical contact necessary to perform a 

task [4]. Touch is a very important type of non-verbal communication strategy used by 

professional caregivers. It is presumably practiced with respect of the client’s privacy 

and integrity [5, 4, 1]. Instrumental touch is also referred to as necessary touch or task 

touch or guided touch or attention touch or comfort touch or physical touch. Other 

names used for this kind of touch was protective touch “that is touch which protects the 

person physically like wearing gloves” [4]. Instrumental touch was considered as a 

means of confirmation. Findings revealed that in reality, in institutional care for older 

people, nursing care touch is for the most part related to this kind of touch [4, 1].It was 



37 

 

emphasized that it is a very delicate means of communication interaction for caregivers 

as well as for the clients. The reason is that it may be perceived as a positive or negative 

communication [1]. Hence, it was stated in [5, 1] that it should be used with much cau-

tion.  

 

B. Interactions promoting competence and independence 

This type of communication interaction was stated in [5] as: “prominent after interven-

tion, when the carers not only became better at noticing patients’ capabilities but also 

started to trust them more”. Under this unit, the following interactions emerged: ena-

bling [7, 5], activity [5], distraction [5, 7], complimenting or praising [5], support [3] 

and facilitation [7]. 

 

Enabling communication interaction was described as a communication interaction 

wherein, during the performance of a task especially activities of daily living (ADLs), 

the caregiver gives the older person the opportunity to participate in the actions by al-

lowing and helping them make their own decisions regarding their care [5].  

Activity entails the carers noticing the resident capabilities and trusting them with task. 

It also involves engaging the residents as active participants in their own individual dai-

ly care routines [5]. 

Complimenting and praising actions constituted of giving feedbacks to resident and 

making them to feel confident. These were seen as interactions that promoted compe-

tence [5]. 

 

C. Promoting autonomy communication interactions 

This relates to interactions which are task-oriented and also focus on the older person by 

providing the opportunity for the older person to direct his or her own care. The follow-

ing emerged under this unit: collaboration [5, 7], co-operation [3, 5], negotiation [5], 

agreement [3], and approval [5]. 

 

Within Co-operation interactions, the caregivers make contact with the client and talk to 

the other like in a normal conversation. Here, the older person is very engaged in the 

conversation [5]. Using a positive tone is a way of achieving co-operation, words like 

‘we’ and ‘us’ are examples of co-operative tone of carers. Creating an atmosphere of 

teamwork with the clients and allowing time for the client was indicated in [5] as a co-
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operation communication interaction technique often initiated by the carers. Findings 

indicated that “negotiation was in a way of co-operation” [5].  

 

5.1.3 Social / relationship-oriented communication interactions 

Interactions in LTC are very frequent as stated in [3, 1, 4] but the amount of social 

communication is very low. Caregivers communicate to residents mostly during task 

performance [8]. Social/relationship communication interaction was described in [2] as 

all interactions initiated by the carers that are not motivated by the need to render care 

but for the sole purpose of forming a relationship with the client. They include aspects 

of caregivers’ behaviour that sought to establish a good relationship with residents by 

showing respect, giving comfort and trust [4]. Some articles referred to it as affective 

(socio- emotional) behaviour of the caregivers [4].  

 

In [8], it was stated that this type of communication interaction demonstrates emotional 

support, understanding and respect for the elderly residents as individuals. Here the rela-

tionship between the caregiver and the older person is an ‘I-Thou’ relationship [6, 7]. 

For this sub-categories the following units emerged: friendliness and play [8, 7]; giving 

comfort [4]; stimulation [7, 6]. 

 

A. Stimulation  

Only few articles mentioned stimulation as a communication interaction, it is also 

known as multiple sensory stimuli. It was defined in [7] as: “the explicit use of visual, 

auditory, tactile, olfactory or gustatory stimuli to make contact with the resident and/or 

elicit a response from the resident. Here, the caregivers interact with the clients by the 

use of more than one sensory organ at the same time [7]. Stimulation can be conducted 

through music, aromatherapy or massage therapy [7]. 

 

Visual stimulation includes the “[…] explicit use of mirror, talking about colours or de-

sign of a resident’s clothing or looking with the resident at something in the immediate 

environment, for example looking out of the window or at a photograph” [7]. An im-

portant point noted in [7] with regards to an example of olfactory sensory stimulation 

was that; telling to the resident how nice the soap smelt was not enough to constitute 
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olfactory stimulation. However, letting the person smell the soap, talking about the 

smell and most importantly waiting for the person to response to the smell of the soap is 

what constitute stimulation [7].  

 

Multisensory stimulation communication [7] and Music therapeutic caregiving (MTC) 

[6] were two elements found in the articles to illustrate examples of stimulation com-

munication interaction existing in care facilities for older adults. Multisensory stimula-

tion communication was described as a type of multisensory stimulation that combines a 

person-centred approach of sensory stimulation in daily care of nursing home residents. 

In [7] it was referred to as ‘snozelen’. Music therapeutic caregiving (MTC) on the other 

hand, is a method of communication used by caregivers during care situations. It con-

sists for the most part singing about things other than getting dressed (for example  danc-

ing, love, God….) [6].  

 

B. Friendly interactions 

Findings indicated that many residents appreciated caregivers for being friendly, chatty 

and humorous in their relationship with them [8]. The use of humour has been well doc-

ument as a client-centred communication approach in elderly care. Nurses used humour 

and friendliness as a superficial level of communication that creates a relaxed and so-

ciable atmosphere. However, it was stated that a relaxed and sociable atmosphere is un-

suitable for dealing with emotional or difficult issues of care [8]. From this unit the fol-

lowing subunits emerged: small talks [3], jokes/humour [8]/ laughter [3], play [7] and 

celebration [7]. 

 

C. Giving comfort 

Two subunits emerged under giving comfort: express touch [1] and relaxation [7]. 

Express touch is most often spontaneous and affective in nature and is not initiated for 

the completion of any sort of task by the caregiver for the elderly receiving care [4]. It 

was also referred to as: emotional touch, therapeutic touch, non-necessary touch and 

touch for no purpose [1]. In addition, it was indicated in [1] that this type of touch 

“…was often used in connection with verbal communication such as giving instructions, 

walking up the client, explaining, making requests, reprimanding and pointing to 

things”. 
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Many older people in nursing homes are deprived from this kind of touch [1]. In [1], it 

was stated that the need of express touch increases as a person gets older. However, all 

the studies in [4] indicated that touch in nursing homes for older adults are mostly in-

strumental touch rather than express touch. Most importantly, a study revealed that 

touch in nursing care has five main goals: “promoting physical comfort; promoting 

emotional comfort; promoting mind-body comfort; performing social role and sharing 

spirituality” [1]. 

 

By virtue of this fact it is possible that expressed touch can be social/ relationship com-

munication interaction as well as task-oriented communication interaction. But given 

the fact that under deductive content analysis a unit cannot be under two subcategories; 

or neither can it be left out, the author decided it was better under giving comfort.  

 

5.1.4 Person-centred communication interactions 

These are interactions which have double motivation: the need to fulfil a task; and the 

need to make a relationship with the resident [2]. It was also referred to as Elderly- Ori-

ented communication interactions. These are the types of communication interactions 

that invite and encourage the clients in care to participate and negotiate in decision-

making regarding their own care [8]. They include aspects of caregivers’ behaviours 

that seek to establish a good relationship with the older persons and also focus on them 

as individuals [4, 2]. Here the carers meet the residents as unique individuals and not as 

objects of care [5, 2]. 

 

During this type of communication interaction, the carers have a deep and sincere inter-

est in understanding the clients’ experience of the disease and possible treatment. 

Communication (verbal and non-verbal) between caregiver and resident is intensive and 

the carers provide emotional support to the client [4]. The relationship between the carer 

and the older person receiving care is an “All at once” relationship [5]. The meaning of 

‘All at once’ was stated in [5] as “feeling close to the patients while distancing from 

them”. It is the combination of I-It (task oriented) and I-Thou (social-relationship ori-

ented) communication interactions [5]. For this sub-categories the following units 
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emerged: attending[8]; understanding (empathy and validation)[2, 3, 7,5 ] ; showing re-

spect [7,5,4] and confirmation [5] communication interactions. 

 

A. Showing respect 

This was characterized by kindness, politeness and asking for the clients’ approval as 

well as their opinion and point of view before and during the performance of an activity 

or task [5]. Showing respect [7, 5, 4] communication interaction was manifested and 

evident in studies where the carers’ behaviour was in a way promoting the clients’ dig-

nity [4], respecting their privacy [5] as well as maintaining their integrity [5]. 

 

B. Confirmation 

According to [5], confirmation behaviour is that which: “permits people to experience 

their own being and significance, as well as a sense of togetherness with others”. It’s 

about recognition [3, 4, 5], acknowledgment [5], and endorsement [5]. However it is 

important to know that these three elements of confirmation are not so clear cut in reali-

ty, hence the carers ability to confirm in the real world depends on their qualities and 

capabilities [5]. 

 

The act of confirmation in communication initiated by the carers is one of the most fun-

damental aspects which change the face of a communication interaction. It renders a 

communication interaction positive or negative [5]. The presence or absence of confir-

mation produces the ‘I-It’, ‘I-Thou’ and ‘all at once’ relationship. When the carer inter-

acts with the client through confirming behaviour, the I-It relationship is not negative 

[5]. It was stated that all the parties (caregivers and the older person) need to be consid-

ered, accepted as equals and valued as individuals in a confirmation interaction [5]. 

 

C. Attending 

Attending behaviours by the caregivers refers to “the physical demonstration of nurse’s 

accessibility and readiness to listen to patients through the use of non-verbal communi-

cation” [8]. Research results revealed that attending communication interactions include 

mostly carers’ behaviours such as: giving time to the clients and being there; having 

open and honest communication; and having a complete sense of genuineness in the af-

fairs of the client [8].The following emerged under this unit: reassurance [3, 4]; encour-
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agement [3, 4]; open and honest conversation [8], being present [1, 8], genuineness [8] 

and communion [4]. 

 

Giving time to the client and being present is a person-centred communication that was 

described in [1] as having to “time spent on non-task activity….” One study reviewed in 

[1] suggested that in dementia care this was non-existent in many nursing homes. Stud-

ies in [8] revealed that student nurses spent more time with the clients as opposed to 

senior nurses who have better self-esteem and knowledge about the importance of 

spending time with the client. The reason given for this observation was that the student 

nurses had fewer tasks to do, hence, less task-centred communication [8]. 

 

Genuineness was described in [8] as “beyond professionalism and phoniness”. It can be 

communicated verbally or non-verbally. However in the study [8], the older people par-

ticipating in the study considered non-verbal communication as an aspect of genuine-

ness when it showed emotional support, understanding and respect for them as individ-

uals. 

Communion communication interaction was described in [5] as the nursing care situa-

tion wherein there is a deep relationship between caregiver and the older person charac-

terised by empathy, positive feelings, calmness and peace. Communion interaction is 

seen as a true meeting between carers and older person wherein both parties are seen as 

two equals. It was also stated in [5] that: “when situations of communion were seen, it 

was possible for carers to turn protests from patients into consent in certain situations”. 

 

D. Understanding 

Showing empathy [7, 8] and validation [5, 7] were the two interactions that emerged 

under this unit. 

Empathetic communication interaction was described as an emotional engagement or 

responses by the caregivers to the clients. Findings revealed that sympathy is a first lev-

el of an empathetic response. Empathetic communication may be verbally or non-

verbally expressed. One research article revealed that older people attested to positive 

experiences of empathetic communication by the nurses [8]. 

Validation is a communication interaction technique used by carers. It invites the care-

giver to understand and sincerely share the client’s world with all its experiences [7]. It 
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is a communion interaction wherein feelings are shared and an understanding between 

carers and patients is made without language.  

 

Most nursing homes have shifted from an instrumental or task model of care to a per-

son-centred approach [10]. By implementing the person-centred approach of communi-

cation, they seek to adopt and carry out personalized nursing care which is intended to 

enhance resident’s autonomy, sense of choice, personal control, and independence. This 

method also seeks to create opportunities for healthy interactions between the caregivers 

and the older people [10]. The key aspect of person-centred care is the well-being and 

quality of life of an individual [10]. The Appendix (4/6) shows a summary of this cate-

gory. 

 

 

5.2 Category Two: Effects of Communication Interactions on 

well-being 

The focus here is to examine the impact of communication interactions initiated by the 

caregivers on the well-being of the older people living in nursing homes. Caregivers de-

pend on communication to meet the needs of their clients [3]. Communication interac-

tion in nursing homes is crucial in determining the quality of care from the clients’ point 

of view [5]. In care settings, the carers positively and negatively affect the residents 

through their communication actions and possibly how they felt and thought of the el-

derly [5]. 

 

This means that carers during their interaction with elderly residents are faced with 

enormous difficulties in interpreting the client’s experiences, behaviours and satisfying 

their heterogeneous needs and wishes. Authors in [5] referred to this as: “keeping a bal-

ance as though one is walking on a tightrope”. To give a clear demonstration of how 

communication interactions by caregivers affects well-being of older adults in nursing 

homes, the author used knowledge from materials reviewed which indicated the ‘satis-

faction of needs as the prerequisite of well-being’ [9].  
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In [9], two theories were used to define what consist of needs of individuals.  These the-

ories were: SPF theory and the Maslow’s hierarchy of needs. The former referred to 

‘needs of an individual’ as: “a restricted set of basic physical and social needs that must 

be at least minimally fulfilled for a person to experience overall well-being”. Whilst the 

later, contradicting the formers stipulated [9] that:  

individuals require only a certain minimum satisfaction of both physical and social needs. Beyond this 

minimum, substitution is possible and likely whenever the satisfaction of one need becomes more dif-

ficult than that of another need.  

From this second perspective, it is evident that the needs of individuals are not the same; 

they are shaped by their personal goals and resources [9]. 

 

By virtue of these facts stated in [9], two groups of needs were formed for category two. 

There are namely: psychological and physical needs; and social and emotional needs 

(representing sub category 1 and 2 respectively). The satisfaction of these needs (emo-

tional, social, physical and psychological needs) enhance positively the well-being of 

older people. Another sub-category (sub-category 3) which also emerged under this cat-

egory was the negative effects of communication interactions on well-being. Thus, sub-

categories 1 and 2 represented the positive effects, whilst sub-category 3 represents the 

negative effects of communication interactions on well-being older persons living in 

nursing homes. 

 

5.2.1 Well-being from emotional and social needs satisfaction 

The satisfaction of emotional and social needs may results in a good experience of so-

cial and emotional well-being for older adults as stated in [9]. In study [9], older people 

rated social relationship as the most important determinant of good or successful ageing. 

However, as people grow older their composition of their social network changes, so 

too their frequency in contacts decreases [9].  

 

The findings also indicated three social needs of older people: affection, behavioural 

confirmation and status. The satisfaction of these needs relates positively to their expe-

rience of well-being [9]. However, it was stated that as people grow old, the affective 

needs are much difficult to maintain than the other social needs [9]. 
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A. Affection needs  

These are needs which are fulfilled by communication interactions or relationships [9] 

that: 

give you the feeling that you are liked, loved, trusted and accepted, understood, empathized with, 

know that your feelings are reciprocated, feel that others are willing to help without expecting some-

thing in return, feel that your well-being is intertwined with others, and feel that others like to be ei-

ther emotionally or physically close to you (e.g., to hug). Affection thus refers to the love you get for 

being who you are, regardless of your assets (status) or actions  (behavioral confirmation).  

From this fact, it is evident that emotional touch enhances the satisfaction of affective 

needs, hence a positive impact on the well-being of the older person receiving the touch. 

The need for touch increases with age, authors in [1] (cp. Montague 1978), wrote: 

 […] in old age […] the tactile hunger is more powerful than ever, for it is the only sensuous experi-

ence that remains to him. It is at this time, when he has again become so dependent upon others for 

human support, that he is in need of embraces, of an arm around his shoulder, of being taken by hand, 

caressed, and given the opportunity to respond.  

Touch has a physical, psychological and spiritual effect on the older person experienc-

ing the touch and many studies have been carried out on this. On the physical dimen-

sions, it was stated that emotional or expressed touch combined with verbal communi-

cation increased residents’ nutritional intake in nursing home. Thus, emotional touch 

has the effect of preventing malnutrition in older people living in nursing homes [1]. 

 

Older people perceive greater immediacy and affection from nurse’s use of comforting 

touch [4]. Touch can enhance an older person‘s self-esteem, stimulate them, reassure 

and reduce anxiety [1, 4] .Touch provides an opportunity to promote the older person’s 

adaptation to their environment and create a connection between the caregivers and the 

clients [1]. Finding showed that touch increased the duration of verbal responses in the 

clients during the time period when the touch was applied [4].  

 

Even though touch is a non-verbal and not emotional communication strategy, it how-

ever may be used to transmit emotions. Through touch (especially expressed touch), 

emotions are formed and they have physical, psychological and spiritual effects on the 

person experiencing the touch [1]. Earlier studies in [1] revealed that the use of ex-

pressed touch by caregivers with clients suffering from dementia has a probability to 

improve their emotional well-being [1]. The most important findings relating to the ef-

fects of touch were stated in [1]. Here, it was stated that touch remains a lifeline for old-
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er persons with dementia to retain some of their personhood. Notwithstanding its im-

portance in the field of nursing care, it emphasized in this study that it should be used 

with care as it may be perceived as negative [1].  

 

In the research carried out in [8], it was stated that when caregivers were sympathetic, 

older people felt that their feeling were justified, and that carers understood their situa-

tion and cared for them as persons and not objects of care. The fact that the caregivers 

communicated understanding and recognition of the older person’s situation does not 

necessary fix and makes everything alright. However, it helps to reduce the residents 

feeling of uncertainty and anxiety [8]. Empathetic communications by the nurses to-

wards the resident enable resident to trust the carers and results in the clients feeling se-

cured and reassured [8]. 

 

Social and relationship communication interactions initiated by the caregivers to the cli-

ents give the clients the opportunity to step out of their ‘sick-role’ [8]. Video- tape ob-

servation from studies indicated that interactions were less frequently characterized by 

tenderness. Warmth from carers to residents was greatly appreciated by the older people 

but unfortunately they were brief. However, when they occurred, there clearly led to an 

improvement in the well-being of the clients [8]. 

 

B. Behavioural confirmation  

On its part, it is satisfied by communication relationships [9] which: 

give you the feeling of doing the “right” thing in the eyes of relevant others and yourself; it includes  

doing good things, doing things well, being a good person, being useful, contributing to a common 

goal, and being part of a functional group. 

Attending behaviours or interaction by the staff makes residents to feel that the staffs 

are regularly monitoring their physical condition and also their psychological and emo-

tional well-being [8]. Open and honest communication interactions between nursing 

home staffs and resident helped the residents to deal positively with their illnesses [8]. 

Communication done by caregivers in a person-oriented manner empowered the clients 

because it created opportunities for them to be partners in making decisions regarding 

their own needs. This reduces the possibilities of caregivers making assumptions about 

their needs [8]. 
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Humour improves residents’ self-esteem when they could make others laugh and when 

they could laugh with the nurses. Nurses who incorporated humour in the communica-

tion with resident seem more approachable to their clients [8]. Humour helps to estab-

lish rapport and trust. It also relieves anxiety, tension, and conveys unspoken emotional 

messages. Findings showed that humour can help pass time and deflect from boring rou-

tines in nursing homes [8].  

 

C. Status 

Lastly, the need of status is satisfied by relationships [9] that:  

give you the feeling that you are being treated with respect, are being taken seriously, are independent  

or autonomous, achieve more than others, have influence, realize yourself, and are known for your 

achievements, skills, or assets. 

Thus, from this definition communication interaction which enhances the satisfaction of 

such needs includes: showing respect which includes aspects of promoting dignity and 

integrity as well as respect of privacy [7, 5, 4] which are elements of person-centred 

care. One study confirmed the importance of person-centred care communications by 

stating that through it, caregivers improve their capacity to meet the individual needs of 

their clients with dignity and respect [10].  

It was also mentioned that: “person-centred approaches improved the continuity of resi-

dents’ care because they were more likely to be assigned to the same nursing staff and 

also led to increased social interaction between residents”[10]. 

 

5.2.2 Well-being from Psychological and physical needs satisfaction 

On the psychological and physical dimensions, it was indicated that emotional touch 

endorses feelings of comfort, relaxation, and has cherishing effects on the older person 

[1]. It was also indicated that emotional touch helps to reduce dysfunctional behaviours 

in clients with dementia and provide comfort in distressing situations [1]. Research find-

ings indicated that, when Music Therapeutic Caregiving (MTC) was incorporated in the 

caring process of people with dementia, behavioural and psychological symptoms of 

dementia (BPSD) were reduced and the relationship and co-operation between the care-

givers and clients were fostered. Examples of BPSD include aggression, resistance to 

care, agitation, screaming….) [6]. 
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One research article revealed that during MTC, “PWDs (Persons with dementia) re-

sponded with more vitality and expressed positive emotions and moods”. It also re-

vealed that in general during MTC, “PWD responded in composed manner to the care-

giver’s communication by being active and compliant as well as relaxed”. Notwith-

standing during MTC, resistance and disruptive behaviours were still present [6]. 

 

Results also indicated that MTC created a communication were the resident are treated 

like subjects (I-Thou) not objects (I-It) [6]. MTC creates an opportunity for the caregiv-

ers to do the task and also be there for the clients [6]. It increases communication and 

evokes co-operation [6]. During MTC, caregivers indicated higher level of sincere in-

terests in their communication with the clients [6]. 

It was noticed that during MTC, people with severe dementia were able to sing along 

despite their inabilities to speak or construct sentences; in a way enhancing their com-

munication with others [6]. In this study, it was stated that despite the positive effects of 

MTC on the older people, research limitation noted that: “theoretical mechanisms that 

might explain the effects are still unclear, especially the relationship between the change 

in nursing assistants’ behaviours and the improvement in residents’ well-being” [6]. 

 

Multisensory stimulation has the advantage of activating neurological pathways [7]. 

This is because of the fact that music composes of a variety of elements (melody, accent 

and rhythms) which jointly provides a greater opportunity of accessing different parts of 

the brain [7]. Findings indicated that multisensory stimulation has the effect of increas-

ing Positive person–work (PPW) and reducing malignant social psychology (negative 

behaviour of the caregivers). This enhances the experience of a good well-being for old-

er adults living in care facilities [7]. 

 

 

5.2.3 Negative effects of communication interactions on well-being 

Most of the negative effect of interaction resulted from negative task –oriented commu-

nication interactions (communication without confirmation from the clients). In [8] it 

was indicated that nursing homes residents felt that, caregivers did not communicate 

with them because they made assumptions about their needs and concerns. It was also 
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stated in this study that the older people did not blame the staffs for having a task-

centred approach of communication with them. However, they stated strongly how im-

portant it was for them for staffs to communicate with them [8]. 

 

Concerning the tone of communication, it was indicated in some studies that using baby 

talk with older persons may be perceived as patronizing. Patronizing tones insinuates 

feelings of decline in the older persons’ physical and psychological capacities, thus de-

creasing the possibility of the experience of a positive well-being [3, 4].  

Non-person centred type of communication can have a negative effect on the client’s 

sense of well-being and security [8]. Non-empathetic communications from carers in-

voke for the clients feelings of frustration and being uncared for by the carers. If care-

givers fail to empathize with the client, they are not able to help them to understand or 

cope effectively with their illnesses [8]. 

 

Lack of communication has a negative effect on the clients’ well-being because the cli-

ents’ needs and wishes are not communicated. Power-over communication interactions 

blocks rather than facilitate communication. Hence, restricting the participation of the 

person for whom the care is done (in this case the clients) [4]. Power over communica-

tion was one of the negative communication observed [3], it creates a situation wherein, 

the residents to have no say in the care process hence limiting their independence [3].  

 

Communication failure in elderly care may results in a breach in socialisation process 

between the caregivers and their clients, which is a recipe for non-compliance and re-

sistance to care. These elements to contribute the caregivers’ work stress. Failure in 

communication most importantly may cause the needs of the clients to be left unmet [3]; 

which has a negative effect on the experience of a well-being. Negatives impacts of 

touch were not revealed but for the fact that it is was used as a means of persuasion and 

that some clients find it uncomfortable [1].The Appendix (5/9) below summarises cate-

gory two; the effects of communication interactions patterns on the well-being of older 

people. 
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Application of theory to practice 

In Rissanen (2013 p. 25) it was posited that research findings on care workers in Nordic 

countries revealed that: “caring for older people in Finland is felt to be more burden-

some, and that feelings of inadequacy were more common and the threat of violence the 

highest among the Nordic Countries” (cp. Teppo Kröger’s research group 2009). 

 

The author is optimistic that the implementation of this work on the primary target 

group (caregivers) will reduce the burden of the caregivers; provide better job satisfac-

tion; decrease work related stress and burn-outs; promote healthier relationships with 

their clients and most importantly increase their abilities to render person centred care 

which is an element of well-being. In Rissanen (2013 p.25) it was stated that an earlier 

study had shown that “person-centred care has a positive effect on a number of dimen-

sions of caregivers’ job satisfaction in care units”. For the secondary target group (the 

older people living in nursing homes), implementation of the results will improve au-

tonomy, increase social participation, and general maintaining of their personhood 

which is a very essential element in subjective well-being and quality of life. 

 

In McGilton et al. (2006 p. 41 f.) it was emphasized that there is the need for best tech-

niques to transfer new training to practice. The manager of a nursing home plays an im-

portant role in supporting caregivers to acquire and maintain new good approaches to 

elderly care (McGilton et al. 2006 p. 41, Vesterinen et al. 2013 p. 6.). In Vesterinen et 

al. (2013 p. 6) it was stated that the main challenges of nurses’ managers in Finland to-

day is that of incorporating research findings in practical working styles in their various 

units.  

 

This work is useful to professional caregivers and can be applied through the evidence - 

based learning approach. Work environment should be supportive in developing person-

centred communication skills. Caregivers can practice evidence based knowledge 

through role playing whereby co-workers can give feedback about communication 

styles to each other. The manager of nursing homes should create work environments 

that acknowledge that no one is perfect but “practice makes perfect”.  
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6 DISCUSSION 

As earlier mentioned this work is aimed at exploring communication patterns that may 

support professional caregivers to enhance the well-being of older adults living in long-

term care facilities. The author strongly believes that the method used (deductive con-

tent analysis) was the most suitable as it gave the author the opportunity to use the ana-

lytical reasoning approach to make reasonable conclusion as well as testing the results 

against ideas presented in the earlier studies and theoretical framework.  

 

As demonstrated, the results showed similar finding to the theoretical framework and 

previous studies. The author throughout the analysing process felt that Kitwood’s theory 

of personhood was like ‘an invisible hand’ guiding the results. However, the findings 

shared more lights on the following four main types of communication interactions and 

also examined how there are motivated and the factors hindering their use by caregivers. 

 

New to the author, the research findings stated vividly in [3, 1] that the goals of nursing 

care determines the type of communication interaction which will be initiated by the 

caregivers in the course of their duty. Two general goals were stated in the articles: task 

related goals; and emotion /social related goals. The former includes assessing the 

health problems of clients, giving and exchanging information, giving explanations [4, 

3]. The later on the other hand includes meeting the needs of support, recognition and 

understanding of the clients- all of which requires affective communication [7]. In de-

mentia care, the goal of effective communication is interpreting implicit messages that 

are not verbally expressed and respond in an appropriate manner [4].  

 

The author acknowledges that this situation made the categorizations of the subcatego-

ries very tricky as sometimes more than one type of communication interactions were 

used in a care process because of the goals. However, it was also a good thing because 

the author during coding of the sub-category took into consideration the goal of the 

caregivers’ action when deciding the subcategory under which a unit or element is best 

suited. 

 

Another crucial fact revealed by the results was that “confirmation behaviour” of the 

caregivers is like a ‘breaking point’ between the negative and positive communication 
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interaction. And that it can change the face of an interaction. The first earlier studies 

examined under this work concurred to this result (see Shattell 2003 p.716 ff.). The au-

thor’s subjective opinion is that no confirmation during a task-oriented communication 

is what renders a good intended action (for example a goal to groom a client- positive 

task) into a negative behaviour by the caregiver (use of persuasive communication in-

teraction during the care process). 

 

Results also indicated that patronizing communication like altered speech or baby talk 

even though was rated by the nursing students in the research as most patronizing, the 

older people rated it as respectful and non-dominant [4]. In Williams et al. (2009 p. 1 

ff.), it was stated that in dementia care, aspects of elder speak may diminish personhood 

but also that it can be used to improve communication and cooperation with older peo-

ple. 

 

Communion, desistance, and fragmentation were new communication interactions that 

emerged from the results only; they were not mentioned by earlier studies or the theoret-

ical framework and were new to the author as well. Treachery was not indicated in any 

of the research article even though the theoretical framework mentioned it. The result 

did not disclose anything about spiritual needs which is a very essential element for 

meeting subjective well-being of older people. 

 

Findings indicated that communication interactions changed several times in different 

caring situations across the interventions [5]. Notwithstanding this fact, some articles 

established a different view. They indicated that communication interactions in nursing 

homes were very standardized despite the fact that residents in nursing homes usually 

have very different cognitive and communication capacities [2, 4]. These interactions 

were standardized through repetition in the care process. It was stated that interactions 

were in this routine: “out-of-bed – wash – dress – feed – toilet – back -to-bed” [2]. This 

standardized style of interactions was referred to in [2] as the: “mantra of dementia 

care”. 

 

Caregivers indicated in some of the articles that the reason why they do not communi-

cate in a person-centred manner is because it takes up time. However, other articles con-

tradicted this view by stating that person-centred communication interaction does not 
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take up more of the caregivers’ time neither does it require any extra resources by the 

institutions providing care [5, 8]. The last earlier studies of this work confirms this fact 

by stating that staff shortages or being ‘too busy’ cannot be used as an excuse for poor 

nurse-patient communication. It is the quality not the length of the communication that 

matters (Caris-Verhallen 1999 p.1107). The author strongly feels that caregivers heavy 

work load greatly encourages task –centred communication, however it is no grounds 

for initiating a negative task-oriented communication interaction.  

 

The results revealed similar knowledge established in the fifth earlier studies relating to 

factors hindering caregiver’s ability to carry out person-centred care. Caregivers’ educa-

tion, their attitude towards older people, job satisfaction, level of work experience are 

very important variables inherent in the caregivers that can affect their communication 

with their clients [8, 5], (Shattell 2004 p. 717, Caris-Verhallen et al. 1999 p. 1106 ff.). 

The author strongly agrees to this fact. Subjectively, caregivers who are full with posi-

tive energy and good interpersonal skills have a lot to offer. It is logical that one cannot 

give what they don’t have in themselves. The author believes that the more sociable, 

friendly, empathetic, loving, and honest the caregiver is; the higher the possibility of 

creating healthy relationships with the clients through person-centred communication 

interaction. 

 

 

7 CONCLUSION 

There is a strong relationship between communication interactions and the experience 

of well-being of older adults living in nursing homes. In nursing homes where the resi-

dents have power over their care and their interests are of primary importance to their 

caregivers, there is a higher possibility that such older persons will experience a better 

well-being than where their confirmation is not considered. 

 

A positive relationship between the caregivers and the clients is the first step in provid-

ing a person-centred care which can only be achieved through person-centred commu-

nication. Person-centred communication interaction has the most beneficial effect on the 

well-being of older people. Hence, it is an essential approach to be incorporated by 
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caregivers because it will enhance their ability to interpret, understand, and satisfy the 

needs of older persons which is an important aspect of their general well-being. 

 

Impaired communication is the primary cause of resistance to care in dementia nursing 

home care (Williams & Herman 2009 p. 2). However, when caregivers communicate in 

a person-centred manner especially with older adults with cognitive impairment, there is 

a possibility of decline to resistance to care behaviours- which are the most contributing 

factors to caregivers’ burn-out (Hammar et al. 2011 p. 970). Communicating in a per-

son-centred manner by the caregivers enhances the well-being of their clients as well as 

the caregivers’ well-being. 

 

The factors that hinder the caregivers’ ability to enhance the clients’ well-being through 

their interactions should not be minimised. Organizations providing care services should 

set up support mechanism for caregivers in order to help them promote well-being of 

older adults under their care by communicating with them in a person-centred manner. 

A good example will be reducing the work load of caregivers and setting time on their 

schedules for person-centred activities. 

 

Caregivers should be willing and ready themselves to incorporate positive care commu-

nication approaches. They should be enthusiastic about person-centred communication. 

It is not enough for one to be trained in person-centred communication but incorporat-

ing these patterns into individual working style is what makes the difference. As indi-

cated in Shattell (2004) and Williams & Herman (2009 p. 2) communication training 

either returned to baseline level or did not changed after training. Kelley et al. (2012 p. 

2 ff.), indicated that the willingness and interest of the caregivers made the training in-

tervention for communication skills possible and effective. Comments such as: “I didn’t 

realize how uncomfortable certain communication roadblocks made me feel[…]now I 

understand how to navigate them effectively and skilfully” by caregivers, clearly indi-

cated their eagerness to incorporate training into working styles (Kelley et al. 2012 p. 2 

ff.). 

 

This work is not intended to point fingers at caregiver’s communication styles but rather 

an eye-opener to the positive communication techniques that can be used by caregivers 

to enhance their abilities to promote well-being of older people living in nursing homes. 
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In the final conclusion, the author recaps that for the most part, the results of this work 

did not come as a total surprise as the findings cluster around the same knowledge pre-

sented in the theoretical framework and previous studies. The focus of the theoretical 

framework was on maintaining ‘Personhood’ through Positive Person-Work. The analy-

sis of previous studies revealed that Positive Person-Work is all about person-centred 

care, and person-centred care is achieved through needs satisfaction. The findings re-

vealed that person-centred communication interaction is a medium through which needs 

are met. Satisfaction of the needs of an older person is a prerequisite for a positive expe-

rience of well-being for that person. These facts and their correlation to each other 

prove beyond reasonable doubt that the findings of this work are reflected in; and are 

supported by the previous studies and Kitwood’s theory of ‘Personhood’.  

 

 

Strength and Weaknesses of the Results  

The biggest strength of this work is that findings are well correlated to the theoretical 

framework and earlier studies, hence completely eliminating the ‘red thread’ phenome-

non. The author feels that the framework and earlier studies throughout the analytical 

process were like a ‘pulse’ sustaining the heartbeat of the results. Although it was a 

good thing for the theory to be reflected in the results, the author feels that it gave out a 

lot and that not many new ideas emerged as anticipated. To this effect, the author is un-

sure if in the face of entirely new articles and/or theoretical framework, the same results 

would be obtained. However, this is positive in the sense that it sets a good ground for 

further research and hence, the continuity of this work. 

 

Most of the articles reviewed used video-tape recording to observe communication in-

teractions between the caregivers and the clients. It was stated that the researchers took 

appropriate measure to minimise the effects of the cameras. The Roter’s Interaction 

Analysis System (RIAS) was also used to analyse the communication interactions be-

tween the caregivers- older persons in the studies. In addition, the articles reviewed had 

high reliability, continuity and credibility scores which permitted reasonable conclu-

sions to be drawn from analysing them. 
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8 RECOMMENDATIONS 

The author recommends that new studies should be conducted on how to support care-

givers to transfer evidence –based knowledge to practical working styles. The author 

also suggest that literature materials that are used to educate caregivers on how to care 

for older people should refer to older people in words that does not convey thoughts and 

feelings of incapacity of older people to the minds of the carers. Words like patient or 

elderly patient should be revised in literature materials on elderly care. 

 

The author suggests more studies should be done on how organisation can improve on 

work cultures that supports professional caregivers to carry out person-centred commu-

nication interactions. In Finland the work culture for care of older adults has already 

shifted from ‘quality of care’ to ‘person-centred care’ (MSAH 2008). The author sug-

gests that professionals working with older people (doctors, nurses, auxiliary nurses, 

geriatric professionals, researcher, physiotherapist, occupational therapist….) should 

reconsider and examine constantly their personal communication styles with older peo-

ple. 
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APPENDIX (1/6): Table 1: Key Terms Initially Used for Material Search. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Word related to 

communication 

Words related to 

well-being 

Words related 

to older adults 

Words related 

to memory dis-

orders  

Word relat-

ed to care 

units 

words or 

phrase re-

lating to 

caregivers 
communication strate-

gies, communication 

patterns, communication 

skills, communication 

interactions, effective 

communication, com-

munication interven-

tions, effectiveness of 

communication strate-

gies, positive effects of 

communication, good 

communication, influ-

ence of communication, 

communication training,  

general well-being, 

subjective well-

being, objective well-

being, spiritual well-

being, physical well-

being, emotional 

well-being, social 

well-being, needs, 

optimal care, quality 

of care, goals attain-

ment, holistic care,  

older people, old-

er persons, elder-

ly, elderly people, 

old people 

Alzheimer, demen-

tia, memory disa-

bilities, persons 

with dementia, 

memory loss, 

memory diseases, 

dementia patient- 

centred care, re-

sistance to care, 

aggressive behav-

iours, psychologi-

cal aspects of de-

mentia 

residents, cli-

ents, long-term 

care, nursing 

homes, care 

homes, care 

institutions, 

care facilities, 

care homes for 

elderly, care 

homes for older 

people, activi-

ties of daily 

living, residen-

tial care, resi-

dential aged 

care homes 

professional 

caregivers, 

health care 

providers, 

practitioners, 

geronom, 

nurses, nurs-

ing, staffs, 

nurse’ aid ,  



 

 

APPENDIX (2/6): Table 2. Showing the key terms and sources of data materials. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Search terms Data sources 
Used 

Number 
of Hits 

Search Fields Date Range Article  Re-
trieved  

Articles 
used 

Communication strategies 

AND 
Dementia Care 

Ebsco 113 All fields 2000-2013 1 Article 1 

Nurse Behaviour AND 

Dementia Care 

Ebsco 47 All fields 2000-2013 2 

 

 

Article 7 

 

 

Communication Interac-

tions AND Nursing Homes 

PubMed 

 And  

Google 

3740 All fields 

 

 

2000-2013 2 

 

Article 10 

 

Communication Strategy 

AND Well-being 

Ebsco 

 

 

1,437 All fields 2000-2013 1 Article 6 

Well-being AND Needs Google scholar 

 

 

690,000 All fields 2005-2013 1 Article 9 

Communication AND El-

derly Care 

Google scholar 

 

 

456,000 All fields 1996-2013 

 

1 Article4 

Communication AND Resi-

dential Care  

Ebsco 

 

 

39 Title/All 

fields 

2000-2013 2 Article 2 

Nurse- elderly AND Inter-

vention 

 

 

Wiley online 

library 

 

 

2216 Title/Title 2000-2013 2 Article 8 

Nurse- elderly Communica-

tion 

Google Scholar 239 All fields non  3 Article 3 

Carers AND Dementia 

AND Nursing Home 

Wiley online 

Library 

 

 

47 Title/title/all 

fields 

2000-2013  1 Article 5 

Total = 16  



 

 

 

 

APPENDIX (3/6): Table 4.  Description of Articles Used in Data Analysis. 

 

Author and 

Date 

Title    Aim Methods 

used 

Results 

   Article (1) 

 

Madeline Gleeson 

and Fiona Tim-

mins, (2004). 

         

 

Touch: a funda-

mental aspect of 

communication 

with older people 

experiencing de-

mentia. 

 

Explored the used 

of touch by nurses 

in care homes for 

elderly experienc-

ing dementia. 

 

Literature review.  

 

Studies indicated 

that the use of ex-

pressive touch with 

clients with demen-

tia is likely to im-

prove their emo-

tional wellbeing. 

 Article (2) 

Ward, Richard 

and Vass, Antony 

A and Aggarwal, 

Neeru and 

Garfield, Cydonie 

and Cybyk, Beau, 

(2008). 

         

 

 

A different story : 

exploring patterns 

of 

Communication in 

residential demen-

tia care. 

 

The aim was to 

develop a more 

detailed under-

standing of what 

happens in demen-

tia-care settings; 

what goes on when 

a care worker and 

a resident with 

dementia interact,  

 

A range of qualita-

tive methods was 

used. A 3years pilot 

study. 

 

The project found 

that people with 

dementia are both 

capable of commu-

nication, and invest 

much effort in seek-

ing to engage those 

around them, but 

are excluded from 

the monitoring, 

planning and provi-

sion of care in ways 

that we argue are 

discriminatory. 

Article (3) 

Wilma M. C. M. 

Caris-Verhallen, 

Ada Kerkstra, 

Peter G. M. van 

der Heijdenb, 

Jozien M. 

Bensing, (1998). 

 

Nurse-elderly pa-

tient communica-

tion in home care 

and institutional 

care: an explora-

tive study 

 

 

The aim was to 

explore communi-

cation partners in 

two care setting- 

housing homes and 

institutions 

 

Videotape observa-

tion by  using an 

adapted version of 

Roter’s Interaction 

Analysis System 

 

It was found that the 

amount of socio-

emotional interac-

tion in both settings 

appeared to be 

higher than was 

reported in previous 

studies into nurse-

patient communica-

tion. 

Article (4) 

Wilma M. C. M. 

Caris-Verhallen, 

Ada Kerkstra, 

Peter G. M. van 

der Heijdenb, 

Jozien M. Bensing 
, (1997). 

 

 The role of com-

munication in 

nursing care for 

elderly people: a 

review of litera-

ture 

The aim was to 

give an overview 

of research into 

nurse-patient 

communication 

Literature review of 

research materials 

on the topic 

Results revealed 

that communication 

behaviour of care-

givers influences 

patients’ outcome. 

But little research is 

on the outcome of 

effective  nurse-

patients 

communication  

 

 



 

 

Author and 

Date 

Title    Aim Methods 

used 

Results 

 

Article (5) 

 

Görel Hansebo 

and Mona 

Kihlgren, (2001). 

Carers’ interaction 

with patients suf-

fering from severe 

dementia: a diffi-

cult balance to 

facilitate mutual 

togetherness 

Study carers’ in-

teractions with 

patients suffering 

from severe de-

mentia and to also 

see whether or not 

the interactions 

were influenced by 

the supervision in 

the intervention 

project. 

Qualitative ap-

proach was used to 

analyse video re-

cordings 

The supervision 

intervention con-

tributed to an im-

provement in care-

givers’’ skills in 

balancing in their 

interactions. In the 

caring process care-

givers and patients 

shared experiences 

and, due to patients’ 

disabilities, interac-

tions depended 

mainly on the care-

givers qualities and 

capabilities for con-

firming nursing care 

 

Article (6) 

 

Lena Marmstål 

Hammar, Azita 

Emami, Gabriella 

Engström, Eva 

Götell, (2011). 

 

 

Communicating 

through caregiver 

singing during 

morning care situ-

ations in dementia 

care 

The aim of this 

study was to de-

scribe how PWD 

and their caregiv-

ers express verbal 

and nonverbal 

communication 

during morning 

care situations 

without and with 

MTC. 

 

Qualitative content 

analysis  

Finding revealed 

that during the situ-

ation without MTC, 

the caregivers led 

the dressing proce-

dure with verbal 

instructions and 

body movement and 

seldom invited the 

PWD to communi-

cate or participate in 

getting dressed.  

Article (7) 

van Weert JC, 

Janssen BM, van 

Dulmen AM, 

Spreeuwenberg 

PM, Bensing JM, 

Ribbe MW. 

(2006) 

 

Nursing assistants' 

behaviour during 

morning care: 

effects of the im-

plementation of 

snoezelen, inte-

grated in 24-hour 

dementia care 

The aim was to 

investigation the 

effects of the im-

plementation of 

snoezelen, or mul-

tisensory stimula-

tion, on the quality 

of nursing assis-

tants' behaviour 

during morning 

care. 

A quasi-

experimental pre- 

and post-test design. 

The results showed 

a statistically signif-

icant increase in 

'Positive Person 

Work' and decrease 

in 'Malignant Social 

Psychology' (total 

scores) after the 

implementation of 

snoezelen.  

 

Article (8) 

 

Catherine McCa-

be, (2004). 

Nurse-patient 

communication: 

an exploration of 

patients’ experi-

ences 

The aim of the 

study was to ex-

plore and produce 

statements relating 

to patients’ experi-

ences of how nurs-

es communicate 

A qualitative per-

spective using a 

hermeneutic phe-

nomenological ap-

proach was used. 

Findings indicated 

that nurses can 

communicate well 

with patients when  

they use a patient-

centred approach. 

  

 

 

 

 

http://www.ncbi.nlm.nih.gov/pubmed?term=van%20Weert%20JC%5BAuthor%5D&cauthor=true&cauthor_uid=16553674
http://www.ncbi.nlm.nih.gov/pubmed?term=Janssen%20BM%5BAuthor%5D&cauthor=true&cauthor_uid=16553674
http://www.ncbi.nlm.nih.gov/pubmed?term=van%20Dulmen%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=16553674
http://www.ncbi.nlm.nih.gov/pubmed?term=van%20Dulmen%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=16553674
http://www.ncbi.nlm.nih.gov/pubmed?term=Spreeuwenberg%20PM%5BAuthor%5D&cauthor=true&cauthor_uid=16553674
http://www.ncbi.nlm.nih.gov/pubmed?term=Spreeuwenberg%20PM%5BAuthor%5D&cauthor=true&cauthor_uid=16553674
http://www.ncbi.nlm.nih.gov/pubmed?term=Bensing%20JM%5BAuthor%5D&cauthor=true&cauthor_uid=16553674
http://www.ncbi.nlm.nih.gov/pubmed?term=Ribbe%20MW%5BAuthor%5D&cauthor=true&cauthor_uid=16553674


 

 

 

 

 

 

 

 

 

 

 

 

 

Author and 

Date 

Title Aim Methods 

used 

Results 

 
 

Article (9) 

 

Nardi Steverink 

and Siegwart Lin-

denberg, (2006). 

 

Which Social 

Needs Are Im-

portant for Subjec-

tive Well-Being? 

What Happens to 

Them With Ag-

ing? 

“investigated how 

satisfaction levels 

of affection, be-

havioural confir-

mation, and 

status, as three 

human social 

needs, relate to 

age, physical loss, 

and subjective 

well-being.” 

Systematic analysis 

of video recording 

of nursing staff in-

teractions with resi-

dents with dementia  

The findings re-

vealed that “[...] 

three needs relate 

differentially to 

indicators of subjec-

tive well-being: 

affection and behav-

ioral confirmation 

relate positively to 

life satisfaction; 

status and behavior-

al confirmation re-

late positively to 

positive affect and 

negatively to nega-

tive affect”. 

Article (10) 

Sonya Brownia 

and Susan Nancar-

row, (2013). 

Effects of person-

centered care on 

residents and staff 

in aged-care facili-

ties: a systematic 

review 

Evaluates the evi-

dence for an im-

pact of person-

centered interven-

tions on aged-care 

residents and nurs-

ing staff. 

Systematic review. Finding revealed 

that: “[...] person-

centered interven-

tions were found to 

impact nurses’ 

sense of job satis-

faction and their 

capacity to meet the 

individual needs of 

residents in a posi-

tive way.” 



 

 

APPENDIX (4/6):  

Figure 2. Summary of Category one, subcategories, units and sub-units 

Category ONE:                    
Types of 

communication 
in nursing 

home 

 sub-category 1: 

Negative-
oriented 

communication 

Power over: imposition,enforcement,verbal 
persuasion,desistance 

Preduice: 
labelling,infantilization,stigmatization and 

objectification 

Disenbling: lack of communication,out-
pacing,fragmentation,ignoring,rebuke,testing 

knowledge 

Distance in point of view:emotional tone, 
disagreement,misunderstandings 

sub-category 2: 

Task-oriented 
communincation 

Instructive: instrumental touch,eye-
contact,asking and requesting information 

Promoting Competence:enabling,praise, 
activity,support,facilitation,distraction 

Promoting autonomy: collaboration,co-
operation,co-

operation,negotiation,agreement,approval 

sub-category 3: 

Social/relationshi
p-oriented 

communication 

friendliness: humour,small 
talks,play,celebration 

Giving comfort: express touch,relaxation 

Stimulation: MTC, multisensory stimulation 

sub-category 4: 

Person-centred 
communication 

Attending: reassurance,encouragement,being 
present,genineness,open and honest 

conversations, communion 

Understanding the person: validation,empathy 

Showing respect: privacy,dignity,integrrity 

 Confirmation: recognition, 
acknoledgement,endorsement 



 

 

APPENDIX (5/6): 

Figure 3. Summary of Category two, subcategories, units and sub-units 

 

 

CATEGORY TWO: 

The effects of 
communication 

interactions on well-
being 

sub-category 1: Social 
and emotional needs 

satisfaction 

affective needs:subject "I-THOU"  

- step -out of sick role 

behavioural confirmation:positive 
relationships, build trust, autonomy, 

self-esteem, relieves anxiety  and 
tension 

status: promotes dignity, intergrity and 
privacy 

sub-category 2: 

Psychological  and 
physical needs 

satisfaction 

feeling of comfort 

reduces BPSD 

-foster  relationship 

-improves participation 

reduces malignant social psychology 

 

sub-category 3: 
Negative effects 

making assumptions about clients' care 

decreases physical and psychological 
functioning 

insecurity  

feeling of frustration and worthlessness 

-restrict participation,         -hinders 
socialization, 

-limit independence 

unmet  needs, resistance to care 



 

 

 

APPENDIX (6/6): Abbreviations 

Abbreviations Full names 

 HCPs HEALTH CARE PRATISIONERS 

 LTC LONG-TERM CARE 

 MTC MUSIC THERAPEUTIC CARE 

 PPW, POSITIVE PERSON WORK 

 PCC,  PERSON CENTRED-CARE 

 NPs NURSE PRACTISIONERS 

 PWD PERSONS WITH DEMENTIA 

 


