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DIVERSIONS

Introduction

Communication is a critical but fre-
quently overlooked element in providing
quality health care to older patients.
Communication is central to the
provider-patient relationship and is par-
ticularly important for older patients
since their ability to understand and
adhere to treatment regimens and their
satisfaction with the health care provider
are greatly influenced by interpersonal
communication. Health care providers
may fail to recognize the importance of
communication to therapeutic relation-
ships with older clients, and how stereo-
types and other factors may impact their
relationships with patients in geriatric
care. For instance, physicians have been
found to provide more information and
support and share more decision mak-
ing with younger patients than with
older adults.1 Providers working with
older adults may avoid sensitive topics
and fail to focus on psychosocial issues
that are critical for this patient group.2

Communication with older adults also
may be complicated by inclusion of
family members, as well as by altered
communication due to intergenera-
tional stereotypes—a phenomenon
called elderspeak that is the primary
focus of this article. 

Elderspeak
Elderspeak is commonly heard in com-
munications between younger and
older adults and frequently occurs in
settings where health care is provided
to older adults. This style of speech may
be indistinguishable from baby talk,
and features a slower rate of speech,
exaggerated intonation, elevated pitch

and volume, greater repetition and
simpler vocabulary and grammar than
normal adult speech.3,4

Although elderspeak may be an
attempt on the part of younger commu-
nicators to promote clear and effective
communication and to show caring, the
Communication Predicament of Aging
Model provides a framework to explore
how this speech style fails to accomplish
these goals.5 Stereotypes that older adults
are less competent trigger younger per-
sons to modify their speech in intergen-
erational communication, such as
implementing strategies to simplify
speech, add clarification and alter the
emotional tone of messages. Providers
may assume that frail older adults prefer
the nurturance of elderspeak. However,
older adults in a variety of settings report
that up to 40% of interactions with care-
givers are demeaning.6, 7 

Because older recipients of elder-
speak perceive it as patronizing and
implying incompetence, they may
respond with lowered self-esteem,
depression, withdrawal from social inter-
actions and even assumption of depend-
ent behaviour consistent with their own
stereotypes of frail older adults.8,9 Not
only does elderspeak fail to improve
communication effectiveness for older
adults,8,9 but the messages inherent in
elderspeak may unknowingly reinforce
dependency and engender isolation and
depression, contributing to the spiral of
decline in physical, cognitive and func-
tional status common among frail older
adults.10 These outcomes are incongru-
ent with a goal of promoting independ-
ence and successful aging. 

Communications between the
health care provider and older patient

Today’s health care provider works to pro-
mote health and successful aging of the
growing population of older adults.
Unknowingly, younger care providers
may communicate messages of depend-
ence, incompetence and control to older
adults through the use of elderspeak, a
common intergenerational speech style.
This article describes elderspeak,its under-
lying negative messages and strategies for
clinicians to use in evaluating and
enhancing their own interpersonal com-
munication with older patients.Issues crit-
ical to communication with older adults
are examined and the importance of com-
munication as a therapeutic tool for health
care providers is explored.
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frequently feature elderspeak, revealing
an imbalance of care and control.11 Over-
ly directive or bossy talk, which reflects
a high degree of control but fails to rec-
ognize the autonomy of the listener, may
occur when a care provider is under
pressure to complete multiple work
tasks.9 Overly nurturing or baby talk
reflects an inappropriate intimacy, high
levels of caring and little emphasis on
control.12 This excessive caring may be
an attempt of the caregiver to soften the
directiveness in his or her communica-
tion.11 In contrast, most adults prefer an
affirming emotional tone that appropri-
ately balances care and control, commu-
nicating that they are competent to
comprehend the message and act inde-
pendently.5 Table 1 provides examples of
how a health care provider might com-
municate differently with an older adult
in the same communication scenario,
contrasting imbalances of care and con-
trol with that of affirming messages. 

Health care providers who interact
with older adults are seldom prepared

to communicate with them and may in
fact be socialized to use elderspeak.
Many health care workers do not real-
ize that they use elderspeak or the neg-
ative messages that it projects.
However, caregivers who become
aware of elderspeak and realize its
potential negative messages can mon-
itor personal communication, limit its
use and improve their working rela-
tionships with patients. Even though
longstanding behaviours are difficult
to change, research supports the abili-
ty of providers to modify their care-
giving behaviours as a result of
education,13,14 resulting in significant
improvements in interactions in
provider-patient interactions.15

Research Findings
Recent research determined that health
care workers who were made aware of
elderspeak and its potential negative
effects on older adults reduced its use in
interactions with care recipients. A brief
intervention was designed to alert nurs-

ing home caregivers to elderspeak, its
messages and its potential negative
effects.16 The program featured video-
taped staff-resident interactions from an
actual nursing home as well as simulat-
ed vignettes that participants critiqued
and re-enacted, substituting effective
communication strategies for those of
elderspeak. Participants had the oppor-
tunity to listen to excerpts of their own
recorded conversations with older adults. 

Participants rated the program as
valuable, increases in knowledge about
effective communication were docu-
mented, and recorded conversations
with older adults following the inter-
vention included significantly fewer
psycholinguistic features of elderspeak.
This analysis, reported elsewhere,17 also
demonstrated that communication was
more respectful and less controlling
after training compared to pre-training
conversations. 

Implications for Practice 
How can health care providers reduce
their use of elderspeak to communicate
more effectively with older adults? The
Communication Enhancement Model,
the basis of the communication-training
program in the Williams, et al. study,17

provides a framework for effective
communication with older adults,18

charging professionals to perform an
individual assessment of each older
patient’s communication needs,
employing simplification and clarifica-
tion strategies only when indicated. In
this way, older adults with intact cogni-
tive and communicative abilities will
receive messages from caregivers that
affirm their abilities and reinforce their
strengths and functional abilities, creat-
ing a partnership to meet health and
daily care needs. 

Specific markers of elderspeak are
relatively easy to identify and self-
monitor. Characteristic features of
elderspeak include diminutives, inap-
propriate collective pronoun substitu-
tions, tag questions and slow, loud
speech. Table 2 provides descriptions
and examples of these features and
suggests improved strategies for com-

Elderspeak

Overly Nurturing Talk (highly caring, not controlling, inappropriately intimate)
Geriatrician: “Have you been doing your exercises? Let’s show me how.”
Mrs. W. fails to demonstrate the exercise.
Geriatrician: “Well goodness, honey, you’ve forgotten how to do them. We can’t have 
that now can we? Let’s go back and sit down and I will show you again. Come on sweetie.”

Directive Talk (high degree of control, little recognition of autonomy of the 
listener, little caring)
Geriatrician: “Show me how you do your exercises. You have been doing them twice a 
day haven’t you?”
Mrs. W looks worried and pauses. 
Geriatrician: “You haven’t been doing them have you? Well you certainly won’t get 
better without them. Some people are just lazy. Didn’t you understand how important
they are to your recovery?”

Affirming Talk (balanced care and control, indicates the partner is competent 
and independent)
Geriatrician: “Mrs. W., can you show me how you are doing with your exercise program?
Mrs. W grimaces. 
Geriatrician: “Are you having trouble remembering? Or are you having too much pain?”
Mrs. W: “I do seem to have forgotten the first part and my arm seems so sore today.”
Geriatrician: “Tell me about the pain and then let me show you how to do them again.
I might ask the physical therapist to visit you at home for a few days to get you started.”

Table 1: Examples of Variations in the Emotional Tone of Provider-Older
Client Interactions
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munication. By limiting these features
of elderspeak, caregivers may signifi-
cantly improve the messages they pro-
vide to older patients.

Diminutives include inappropri-
ately intimate and childish names and
may imply a parent-child nature to the
relationship. Collective pronouns inap-
propriately substitute a collective noun
when the singular form is grammati-
cally correct. Such substitutions imply
that the older adult cannot act alone or
make independent decisions. Tag ques-
tions appear to offer a choice to the
recipient; however, the implication is
that the speaker has to guide the recip-
ient to select the appropriate response.
Together, these features of elderspeak
contribute to the overall message that
the recipient is incompetent and
dependent. 

Increasing voice volume is a fre-
quent strategy for communicating with
older adults and for some elders with
hearing loss, yet this strategy may be
inappropriate. For most older adults
with normal hearing loss, greatly

increased volume only further distorts
their hearing. Use of high-pitched into-
nation, common in elderspeak, pro-
vides additional challenges for older
adults who typically lose the ability to
comprehend these higher pitched fre-
quencies.19

Slowing the rate of speech and lim-
iting talk to short sentences is another
common feature of elderspeak. For
older adults experiencing normal
changes in aging, including reductions
in working memory, and for older
adults with pathological memory loss,
research shows that simply shortening
speech into smaller segments does not
result in increased speech comprehen-
sion.8 Use of childish vocabulary and
grammar also are frequently employed.
However, older adults are not simply
regressing in terms of communication,
and research has shown these simplifi-
cation and clarification attempts are
perceived as patronizing by older
adults.8 

Provider-patient interactions also
may be complicated by a third party,

such as a family member, who may
accompany the patient and provide
much of their health care support.
Including an additional person in
communication may disrupt the tradi-
tional dyadic nature of the provider-
patient relationship and may result in
focusing the communication on the
family caregiver rather than on the
patient.2

Today’s busy health care provider
often overlooks the critical importance
of nonverbal communication, even
though it has been demonstrated to pro-
vide a stronger message than spoken
words. Keeping in mind that eye con-
tact and body language signals provide
an ultimate message of engagement in
interaction with older adults, and
remembering to provide nonverbal
messages that compliment spoken lan-
guage, are essential to effective com-
munication. 

Conclusions
The Communication Enhancement
Model describes potential benefits of
eliminating elderspeak in speech to
older adults. Minimizing the use of
elderspeak is hypothesized to reduce
stereotype-based messages that older
adults are incompetent and dependent.
Improved communication should, in
turn, promote cognitive and functional
abilities for older adults, thereby con-
tributing to their quality of life.

Fine-tuning interpersonal commu-
nication by overcoming elderspeak is
one strategy care providers can use to
promote successful aging for older
patients. Communication is a powerful
tool for health care providers who work
with older adults to promote health and
well-being. Although providers fre-
quently focus on the content and tech-
nology inherent in interventions, the
process or art of giving care remains a
critical determinate of the quality of care
provided.                                                    ◆

This work was supported by the John A. Hartford
Association Building Academic Geriatric Nursing
Capacity Scholar Program, administered by the
American Academy of Nursing.

Elderspeak

Diminutives (inappropriately intimate terms of endearment)

Example Alternative Strategy
“Honey”, “sweetie”, “dearie”, “grandma”, Refer to older adult by their full name (i.e.,
“good girl” Mrs. Robinson) or by their preferred name

Collective Pronouns (substituting a collective or “we” pronoun when referring to an 
independent older adult)

Example Alternative Strategy
“Are we ready for our medicine? Our bath?” “Are you ready for your medicine? Your bath?”
“Let’s take our blood pressure now” “Let me take your blood pressure now.”

Tag Questions (prompts the answer to the question)

Example Alternative Strategy
“You would have the earliest test, “When would you like to schedule your 
wouldn’t you?” colonoscopy?”

Isolation due to Third Person

Example Alternative Strategy
“She’s doing much better today” “Mrs. Smith, you are doing much better 

today.”

Shortened sentences, slow speech rate and simple vocabulary (sounds like baby talk) 
These strategies do not improve comprehension of speech for most older adults and are 
perceived as patronizing or demeaning.

Table 2: Features of Elderspeak and Alternative Strategies
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