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Abstract
Background and Aim: Irrespective	of	age,	communication	is	a	tool	of	expression	and	
a	key	daily	activity	meeting	the	human	need	for	social	 interaction	and	connection.	
The	 introduction	 of	 consumer‐directed	 care	 (CDC)	 emphasises	 the	 importance	 of	
communication	to	provide	consumers	with	the	opportunity	to	exercise	choice	over	
the	care	they	receive.	As	consumer‐directed	care	progresses,	it	is	hypothesised	that	
the	feasibility	of	shared	decision‐making	and	care	planning	in	residential	aged	care	
will be largely determined by the communication opportunities afforded to the resi‐
dents.	Therefore,	 the	aim	of	this	study	was	to	explore	resident	perceptions	of	the	
opportunities	they	have	to	communicate,	including	the	opportunity	to	express	their	
care preferences and contribute opinions about their care.
Design: A	qualitative	inductive	design	was	adopted.
Methods: An	individual	interview	format	was	used	to	gather	the	perspectives	of	102	
residents.	Data	were	analysed	using	qualitative	content	analysis	to	generate	themes	
illustrating patterns in participant views.
Findings: Overall,	residents	desired	increased	involvement	in	their	care	planning	and	
increased opportunity for more meaningful communication and social opportunities. 
Residents described the negative impact of the communication difficulties they face 
on their communication and the need for support and activities to be tailored to resi‐
dents' individual communication needs.
Conclusions: To	facilitate	resident	participation	in	CDC	and	meet	resident	desire	for	
increased	 social	 communication,	 further	 investment	 in	 resources	 to	 support	 resi‐
dent–staff communication and accommodate residents’ individual communication 
needs	is	required.
Implications for Practice: By	highlighting	communication	as	a	stand‐alone	activity	and	
a	priority	of	residents,	the	findings	of	this	study	raise	the	profile	of	communication	
and	demonstrate	the	need	for	explicit	allocation	of	care	time	and	specialist	services	
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1  | INTRODUC TION

Human	communication	is	complex	and	forms	the	basis	of	individual,	
group,	and	societal	function.	Communication	is	a	valued	pastime	fa‐
cilitating engagement with others and meeting the human need for 
interaction	and	socialisation.	Communication	is	also	a	tool	through	
which	we	express	and	meet	our	basic	wants	and	needs,	 learn	and	
apply	 knowledge,	 and	 exercise	 our	 right	 to	 autonomy	 and	 inde‐
pendence	(Yorkston,	Bourgeois,	&	Baylor,	2010).	From	birth,	people	
communicate	 through	 vocalisations,	 gestures	 and	 the	 expression	
of	 emotion.	Communication	 skills	 develop	 alongside	 cognitive	 de‐
velopment,	aided	by	education,	 life	experience,	engagement	in	vo‐
cational	 and	 occupational	 endeavours,	 and	 the	 development	 and	
maintenance	of	 interpersonal	 relationships.	 In	our	older	years,	 the	
centrality	of	communication	to	our	sense	of	self,	autonomy	and	in‐
dependence,	and	our	ability	to	participate	in	daily	 life	and	broader	
society,	remains	(Yorkston	et	al.,	2010).

With	 an	 international	 shift	 to	more	 consumer‐directed	mod‐
els	of	care	(CDC)	across	aged	care	contexts	(Department	of	Social	
Services,	2014;	Ottman,	Allen,	&	Feldman,	2013),	 interest	 in	 the	
role	of	 communication	and,	 specifically	 care	provider—consumer	
communication,	has	increased.	CDC	is	based	on	a	strong	founda‐
tion of person‐centred care with a focus on the care provider–
recipient	 relationship,	 emphasising	 the	 importance	 of	 validating	
the perspective of the care recipient in the provision of individ‐
ualised	 care	 (Brooker,	 2004;	Ottman	 et	 al.,	 2013).	 CDC	 extends	
person‐centred care by placing increased emphasis on the input 
of	the	consumer	at	all	stages	of	care	planning,	service	delivery	and	
evaluation.	 In	 doing	 so,	 CDC	 affords	 consumers	 greater	 choice	
and control over the health services they receive (Department 
of	Social	Services,	2014;	Ottman	et	al.,	2013).	Without	effective	
communication	 between	 healthcare	 providers	 and	 consumers,	
shared	 decision‐making	 and	 care	 planning	will	 be	 limited.	 To	 ef‐
fectively	 participate	 in	 CDC,	 consumers	must	 be	 able	 to	 under‐
stand the information provided to them about their care needs 
and communicate their preferences about their care. To facilitate 
this	 involvement,	healthcare	providers	must	present	 information	
to consumers in a manner that aids their understanding and en‐
sures	 consumers	 are	 afforded	 explicit	 opportunity	 to	 communi‐
cate their care preferences.

to support resident–staff communication and social communication in residential 
aged care. Such support must be tailored to meet residents’ individual communica‐
tion needs and be coupled with increased staff training in providing communication 
support.	Without	facilitating	resident	communication	and	increasing	the	opportunity	
to	communicate,	shared	decision‐making	and	care	planning	in	residential	aged	care	
consistent with person‐centred and consumer‐directed models of care will be limited.

K E Y W O R D S

communication,	consumer‐directed	care,	long‐term	care,	nursing	practice,	person‐centred	
practice

What does this research add to existing knowledge 
in gerontology?
• Older people living in residential aged care want staff 
to	listen	to	them,	respect	them	as	adults,	and	seek	and	
respond to their input into their care.

• Older people living in residential aged care have limited 
opportunity to communicate with others or engage in 
social activities that are meaningful to them.

• Support to assist residents to contribute to shared de‐
cision‐making	 and	 care	 planning	 consistent	 with	 con‐
sumer‐directed care is not readily available.

What are the implications of this new knowledge 
for nursing care with older people?
• This study identifies a gap in support for older people 
living	 in	 residential	 aged	 care.	 Without	 the	 provision	
of communication support services and a focus on 
resident‐staff	communication	as	a	priority	of	daily	care,	
many residents are unable to effectively communicate 
with others or contribute to decisions about their care.

•	 Without	 effective	 communication	 with	 residents,	
shared	decision‐making	and	care	planning	in	residential	
aged care is limited and inconsistent with the principles 
of person‐centred and consumer‐directed care.

How could the findings be used to influence policy 
or practice or research or education?
• The findings identify a need for increased investigation 
of	resident	access	to,	and	the	benefit	of,	a	range	of	com‐
munication support services in residential aged care. To 
facilitate	 this	 action,	 explicit	 reference	 to	 and	 support	
for	 such	 services	 is	 required	 in	 aged	 care	 policy	 and	
funding allocation.

• Unless residents of aged care facilities receive support 
to communicate choices about their care in a manner 
that	 is	 consistent	with	 their	 communication	 strengths,	
the principles of person‐centred and consumer‐directed 
care cannot be met.
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In	Australia,	the	number	of	older	people	living	in	residential	aged	
care	homes	is	increasing.	Australian	residential	aged	care	homes	are	
akin	 to	skilled	nursing	 facilities	and	provide	24‐hr	domestic,	medi‐
cal,	personal	care	and	support	services	to	older	people.	Residential	
aged	 care	 in	Australia	 is	 funded	by	both	government	 contribution	
and	contribution	from	the	resident,	with	a	mix	of	private	for‐profit,	
not‐for‐profit	and	Government	run	aged	care	homes	across	Australia	
(Commonwealth	 of	 Australia,	 2016).	 On	 entering	 residential	 aged	
care,	staff	often	become	a	person's	primary	communication	partner.	
In	progressing	CDC	in	this	setting,	communication	between	residents	
and	care	staff	(resident–staff	communication)	will,	therefore,	be	crit‐
ical	in	achieving	shared	decision‐making	and	care	planning.	Existing	
studies,	 however,	 indicate	 resident–staff	 communication	 is	 largely	
task	 focussed	with	 person‐centred	 and	 interpersonal	 communica‐
tion	for	the	purpose	of	getting	to	know	the	resident,	understanding	
residents’	views,	fostering	residents’	sense	of	self	and	independence	
being	 far	 less	 common	 (Bennett,	 Ward,	 &	 Scarinci,	 2016;	 Levy‐
Storms,	Claver,	Gutierrez,	&	Curry,	2011;	Savundranayagam,	2014).	
This	communication	dynamic	exists	between	residents	and	staff	de‐
spite	aged	care	staff	acknowledgement	that	effective	resident–staff	
communication is critical to staff ability to develop positive relation‐
ships	with	 residents	and	provide	high	quality,	 efficient,	 individual‐
ised	care	(Bennett,	Ward,	Scarinci,	&	Waite,	2014;	Forsgren,	Skott,	
Hartelius,	&	Saldert,	2016;	Savundranayagam,	Sibalija,	&	Scotchmer,	
2016).

The	quality	and	nature	of	resident–staff	communication	is	known	
to be impacted by many factors including staff time constraints 
and a high prevalence of communication and cognitive impairment 
among	older	people	living	in	aged	care	facilities	(Bennett	et	al.,	2014;	
Forsgren	et	al.,	2016).	With	advancing	age	comes	an	increased	risk	
of	many	acquired	and	degenerative	conditions	that	may	negatively	
impact a person's ability to communicate. Such conditions include 
hearing	 and	 vision	 loss,	 stroke,	 dementia,	 degenerative	 disease	 of	
the	 central	 nervous	 system	 including	 Parkinson's	 disease,	 as	 well	
as	head	 trauma	and	medical	 frailty	 (Yorkston	et	 al.,	 2010).	People	
with	communication	 impairment	experience	a	range	of	difficulties,	
including	difficulty	 speaking,	 hearing,	 understanding	others,	 being	
understood	 by	 others,	 and	 interpreting	 and	 responding	 to	 differ‐
ent	 social	 rules	 and	 conversational	 contexts	 (American	 Speech‐
Language‐Hearing	 Association).	 Communication	 impairment	 is	
associated	 with	 many	 negative	 psychosocial	 outcomes,	 including	
increased	likelihood	of	depression,	loss	of	independence,	disruption	
to	interpersonal	relationships	and	feelings	of	social	isolation	(Baylor,	
Burns,	 Eadie,	Britton,	&	Yorkston,	 2011;	Cruice,	Worrall,	Hickson,	
&	Murison,	2003;	Palmer,	Newsom,	&	Rook,	2016;	Yorkston	et	al.,	
2010).	 In	 progressing	 research	 into	 communication	 in	 residential	
aged	care	to	support	a	 transition	to	CDC,	 it	 is	 therefore	pertinent	
to	not	only	explore	communication	as	a	tool	to	achieve	shared	de‐
cision‐making	and	care	planning	but	 also	as	 a	 stand‐alone	activity	
critical	to	social	connection	and	quality	of	life.	Consistent	with	CDC,	
the perspectives of the residents themselves must also be gathered.

To	this	end,	the	current	study	fills	an	important	gap	in	evaluat‐
ing	 the	 perspectives	 of	 residents	 of	 aged	 care	 facilities,	 including	

residents	 with	 communication	 impairment.	 Specifically,	 this	 study	
aims to gather resident perceptions of the opportunities they have to 
communicate with both staff and other residents in residential aged 
care,	including	the	opportunity	to	express	their	care	preferences	and	
contribute	opinions	about	their	care.	Findings	of	this	study	may	as‐
sist in evaluating the nature of current care and identifying priorities 
for	service	change	to	facilitate	the	progression	of	CDC.

2  | METHODS

2.1 | Research strategy

This	 study	 used	 qualitative	 descriptive	 methodology	 to	 explore	
resident perspectives about communication in residential aged care. 
To	 facilitate	 the	 involvement	of	 all	 residents,	 including	 those	with	
communication	 impairment,	 all	 interview	 facilitators	 were	 trained	
in	delivering	communication	support	(Cabrera	et	al.,	2015;	Conway	
&	Chenery,	2016;	Eggenberger,	Heimerl,	&	Bennett,	2013;	Kagan,	
Black,	Duchan,	 Simmons‐Mackie,	 &	 Square,	 2001).	 In	 addition,	 all	
data collection tools included a range of choice response options 
to accommodate resident communication preference and adhered 
to guidelines for the production of communication and cogni‐
tion	friendly	 information,	with	 large	print	 format,	 the	use	of	visual	
aids,	clear	headings	and	simple	language	(Rose,	Worrall,	Hickson,	&	
Hoffman,	2012;	Yorkston	et	al.,	2010;	Zuscak,	Peisah,	&	Ferguson,	
2016).	This	 research	was	 conducted	as	part	of	 a	 randomised	 con‐
trolled	study	(McCabe	et	al.,	2018).

2.2 | Participants

Purposive criterion sampling was used to identify residents of aged 
care facilities participating in a randomised controlled trial to eval‐
uate	 the	 efficacy	 of	 the	 Resident	 at	 the	Centre	 of	 Care	 Program,	
a	 training	 program	 designed	 to	 assist	 Australian	 residential	 aged	
care	facilities	to	 implement	CDC	(McCabe	et	al.,	2018).	To	partici‐
pate	in	the	study,	residents	were	required	to	be	65	years	of	age	or	
over and to have been living in their current residential aged care 
facility for more than three months to ensure they had had suffi‐
cient time to settle into the facility. Residents with an acute medi‐
cal	 illness	 likely	 to	 compromise	 their	 participation	 in	 the	 study,	 or	
residents	unable	to	effectively	communicate	due	to	limited	English	
or severe dementia as reported by the clinical judgement of aged 
care facility staff and the resident's score on the Psychogeriatric 
Assessment	Scale	(PAS)	(PAS	score	>	15,	Jorm	&	Mackinnon,	2016)	
were	excluded	from	the	study.	Eligible	residents	were	approached	
by a member of the research team and invited to participate. These 
residents were provided with a summary of the aims of the study 
and	what	would	be	required	of	them,	should	they	take	part.	Written	
consent	was	required	from	all	participants.	For	residents	unable	to	
provide	informed	consent,	as	indicated	by	the	resident's	file,	consent	
was	sought	from	family	members	or	legal	guardians.	A	total	of	102	
residents	(33	males;	69	females)	with	an	average	age	of	84.7	years	
(SD	=	7.8	years)	from	six	not‐for‐profit	residential	aged	care	facilities	



4 of 11  |     BENNETT ET al.

participating	in	the	Resident	at	the	Centre	of	Care	Program	(McCabe	
et	al.,	2018)	were	recruited.	Dominance	of	female	participants	in	this	
study	 is	 consistent	with	national	 demographic	data,	 indicating	 ap‐
proximately	 two	 thirds	 of	 residents	 of	 Australian	 aged	 care	 facili‐
ties	are	female	(Australian	Institute	of	Health	&	Welfare,	2017).	All	
participating	 facilities	were	 located	 in	 eastern	Australia,	with	 two	
facilities	located	in	Sydney,	New	South	Wales,	one	facility	in	regional	
Queensland	and,	three	facilities	in	Melbourne,	Victoria.

2.3 | Procedure

Ethical	approval	for	this	study	was	granted	by	the	University	Ethics	
Committee.	 An	 individual	 interview	 was	 used	 to	 administer	 the	
“Resident Satisfaction Survey” to obtain resident perspectives about 
the care they receive across 12 areas of care and to provide an op‐
portunity	for	residents	to	express	desired	changes	to	their	care.	The	
12 areas of care included in the survey are listed in Table 1.

All	interviews	were	facilitated	by	a	research	assistant	with	an	al‐
lied	health	background	and	with	no	previous	relationship	with	the	
participant. Training incorporated core principles of communication 
partner training for people with dementia and supported conver‐
sations	 for	 people	 with	 aphasia	 (Cabrera	 et	 al.,	 2015;	 Conway	 &	
Chenery,	2016;	Eggenberger	et	al.,	2013;	Kagan	et	al.,	2001).	Through	
the	training,	the	research	assistant	developed	their	skills	in	provid‐
ing	a	supportive	communication	environment,	accommodating	each	
resident's communication difficulties and supporting each resident's 
communication strengths. The research assistants actively reduced 
background	noise	and	distractions	during	the	interviews.	They	also	
provided residents with additional time to comprehend and respond 
to information provided to them and encouraged the residents to 
use	a	range	of	communication	means,	including	verbal,	written	and	
gestural	communication.	All	communication	attempts	made	by	the	
residents	were	acknowledged	with	a	response	from	the	research	as‐
sistant,	encouraging	resident	contribution	throughout	the	interview	
(Cabrera	et	al.,	2015;	Conway	&	Chenery,	2016;	Eggenberger	et	al.,	
2013;	Kagan	et	al.,	2001;	Rose	et	al.,	2012;	Zuscak	et	al.,	2016).	For	
all	residents,	the	research	assistant	checked	the	meaning	of	resident	
responses	by	paraphrasing	and	restating	the	responses	back	to	the	
resident as the interview progressed. This process provided the op‐
portunity	for	data	checking	at	the	time	of	data	collection,	thereby	
accommodating the cognitive and memory deficits of many of the 
participants,	and	ensuring	resident	views	were	validated	as	consis‐
tent	with	communication	partner	training	principles	(Cabrera	et	al.,	
2015;	Conway	&	Chenery,	 2016;	 Eggenberger	 et	 al.,	 2013;	Kagan	

et	al.,	2001)	and	member	checking	 requirements	of	qualitative	 re‐
search	 (Gove	et	al.,	2017;	Patton,	2017).	Research	assistants	were	
encouraged	to	support	residents	to	express	both	positive	and	neg‐
ative	views	during	the	interview,	explicitly	reassuring	residents	that	
the intention of the interview was to gain their perspective about 
the	care	they	received,	to	assist	with	care	planning.	Each	interview	
was completed over multiple sessions to reduce resident fatigue and 
ensure	adequate	time	was	afforded	to	accommodate	each	resident's	
individual	 communication	 needs.	 Data	 were	 entered	 into	 EXCEL	
(version	1810).	Initial	analysis	of	all	data	was	conducted	by	the	first	
author with secondary independent analysis conducted by the sec‐
ond author. The first author is a speech pathologist and academic 
with	 extensive	 experience	 in	 conducting	 qualitative	 analysis.	 The	
second	author	 is	 a	psychologist	 and	academic	 also	with	extensive	
experience	conducting	qualitative	analysis.

2.4 | Data analysis

Qualitative	 content	 analyses	 were	 conducted	 to	 identify	 common	
themes	that	emerged	across	the	interviews	(Vaismoradi,	Turunen,	&	
Bondas,	 2013).	 The	 six‐step	 guide	 to	 thematic	 analysis	 outlined	 in	
Braun	and	Clarke	(2006)	was	used	to	generate	key	themes.	To	begin	
the	analysis,	each	analyst	first	familiarised	themselves	with	the	data	
by	reading	all	data	entries	in	their	entirety.	Each	analyst	then	indepen‐
dently generated initial codes to identify and code salient features of 
the	data.	Codes	were	identified	in	an	inductive	manner	drawing	di‐
rectly	from	participant	quotes.	An	inductive	approach	is	useful	when	
data collected are novel and the scope of the information being col‐
lected	is	less	known	and,	therefore,	not	comparable	to	existing	data	
(Hsieh	&	Shannon,	2005).	Following	coding,	each	analyst	collated	the	
codes into potential themes to identify repeat patterns in the data 
before re‐reading the data set in its entirety and refining the themes 
generated. The two independent analyses were then compared. 
Inter‐rater	reliability	exceeded	90%.	Any	discrepancies	between	the	
researchers were discussed until agreement was reached and final 
themes	were	then	developed.	Should	agreement	not	have	occurred,	
a third independent coder would have been sourced.

Given	 the	 communication	 impairments	 experienced	 by	many	 of	
the	residents,	the	information	provided	by	each	resident	was	at	times	
limited	 to	key	words	and	short	phrases	with	 little	 in‐depth	explana‐
tion	of	their	perspectives	or	opportunity	for	elaboration.	As	a	result,	to	
reach	saturation,	it	was	necessary	to	analyse	data	from	a	larger	number	
of	participants	than	is	typical	in	qualitative	research	(Gove	et	al.,	2017;	
Patton,	2017).	Further,	as	the	analysis	progressed	it	was	evident	that	

TA B L E  1  Areas	of	care	included	in	the	Resident	Satisfaction	Survey

Areas of care

1. Morning Routine
2.	Bedtime	Routine
3. Dressing
4.	Bathing
5.	Skin	Care

6.	Grooming	&	Beauty
7. Toileting
8. Pain Management
9. Transfers and Mobility
10.	Social	and	Lifestyle	Activities

11.	Communication	&	Relationships
12.	Medical	&	Allied	Health	Services
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the analysis reflected manifest content analysis more so than latent 
content	analysis,	meaning	the	resultant	interpretation	of	the	data	and	
themes	 derived	 is	 limited	 in	 depth	 compared	 to	 qualitative	 analysis	
conducted	on	a	richer	data	set	(Graneheim	&	Lundman,	2004).	Data	
coding	for	each	theme	is	provided	in	Tables	2‒5.

3  | RESULTS

Analysis	 of	 participant	 data	 identified	 four	 key	 themes	 describing	
resident perspectives of the opportunities they have to commu‐
nicate with both staff and other residents in residential aged care. 
Theme 1 describes resident perspectives of their communication 
with care staff and the opportunities they have to communicate with 
staff	about	their	care.	Themes	2–4	describe	resident	perspectives	of	
the opportunities they have for meaningful conversation and social 
communication	in	residential	aged	care,	and	barriers	to	communica‐
tion posed by their own communication difficulties and the commu‐
nication difficulties of other residents.

3.1 | Resident–staff communication

3.1.1 | Theme 1: Residents want to be valued and be 
active communication partners with staff

Although	 residents	 generally	 made	 positive	 comments	 about	 the	
staff	 who	 cared	 for	 them,	 many	 residents	 expressed	 a	 desire	 for	
changes to the way staff communicated with them to facilitate 
them	to	 take	a	more	active	and	valued	role	 in	 their	care	planning.	
Residents	 expressed	 a	 preference	 for	 staff	 to	 communicate	 with	

them in a manner that demonstrates respect for each resident and 
promotes	resident	 independence,	“I'd	 like	to	maintain	a	 little	more	
independence	 and	dignity”	 (R7)	 and	which	 acknowledges	 them	as	
capable	adults,	“I	would	like	to	not	be	treated	like	a	child”	(R4).

Residents	requested	staff	ensure	they	“check	in”	with	them	on	a	
regular basis about their care needs and that staff pay more attention 
to	their	input	about	their	care	and	satisfaction	with	care	provided,	
“I	would	 like	staff	to	come	in	to	my	room	to	ask	 ‘is	there	anything	
I	can	do	for	you’”	 (R2),	“I	would	 like	staff	to	pay	more	attention	to	
what	I	say”	(R5).	One	resident	also	expressed	that	by	working	better	
together,	both	residents	and	staff	may	benefit,	“The	staff	don't	have	
time	to	talk	to	me.	If	they	do,	I	think	we	can	help	each	other”	(R5).

Residents	also	commented	 that	 they	would	 like	more	 informa‐
tion about the care they currently receive and services available to 
them,	 “I	would	 like	 to	 know	more	 about	 available	 services”	 (R99),	
and	“I	don't	know	enough	about	the	services.	I'd	like	to	know	more”	
(R46).	Requests	for	more	information	about	access	to	general	practi‐
tioners and access to allied health services were common.

3.2 | Meaningful conversation and social 
communication in residential aged care; and the 
impact of communication impairment

3.2.1 | Theme 2: Residents want increased 
opportunity to communicate and participate in 
conversations that are of interest to them

Most	residents	expressed	a	general	desire	for	increased	communica‐
tion	opportunity	 in	their	 facility.	For	many	residents,	 the	statement	
“there	 is	 too	 much	 time	 alone”	 (R83)	 reflected	 their	 views.	 Many	

TA B L E  2   Illustration of the coding process for Theme 1: Residents want to be valued and be active communication partners with staff

Meaning Unit

Condensed meaning 
unit—description close 
to text

Condensed meaning 
unit—interpretation Subtheme Theme

“I'd	like	to	maintain	a	little	more	
independence	and	dignity”	(R7).

I want independence and 
dignity.

Residents want staff to 
promote their independence 
and dignity.

Residents want staff to 
value them as individu‐
als and to value their 
input into their care.

Residents want to 
be valued and be 
active communi‐
cation partners 
with staff.

“I	would	like	to	not	be	treated	
like	a	child”	(R4).

I don't want to be treated 
like	a	child.

Residents want to be treated 
respectfully as adults.

“I	would	like	staff	to	come	in	to	
my	room	to	ask	is	there	any‐
thing	I	can	do	for	you"	(R2).

I	want	staff	to	ask	me	if	I	
need anything.

Residents	want	staff	to	take	
an	interest	in	and	ask	them	
about their needs.

“I	would	like	staff	to	pay	more	
attention	to	what	I	say”	(R5).

I want staff to pay more 
attention to what I say.

Residents want staff to value 
their input.

“The	staff	don't	have	time	to	talk	
to	me.	If	they	do,	I	think	we	can	
help	each	other”	(R5).

I	want	staff	to	take	the	
time	to	talk	to	me	and	
work	with	me.

Residents see potential in 
working	together.

Residents	want	to	work	
actively with staff to 
achieve better care.

“I	would	like	to	know	more	about	
available	services”	(R99).

I	want	to	know	more	
about the services that 
are available.

Residents	want	to	know	what	
services are available to help 
them.

Residents want more 
information about care 
services available to 
them and how those 
services can meet their 
needs.

“I	don't	know	enough	about	the	
services.	I'd	like	to	know	more”	
(R46).

I	want	to	know	more	
about the services that 
are available.

Residents	want	to	know	what	
services are available to help 
them.
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residents	made	general	comments	expressing	a	desire	to	simply	have	
more	 people	 to	 talk	 to,	 whether	 that	 be	 staff,	 residents	 or	 family	
members.	Other	residents	were	more	specific	with	their	comments,	
expressing	a	desire	to	be	able	to	talk	to	more	people	with	similar	inter‐
ests,	“I'd	like	to	talk	to	more	people	whom	I	get	along	with,	with	similar	
interests	and	understanding”	(R9)	and	“the	personality	and	the	age	of	
people	here	makes	it	difficult	to	socialise	with	them”	(R34).	Residents	
also	 expressed	 a	 desire	 for	 more	 variety	 in	 conversation,	 “lots	 of	
people	talk	about	their	pain/difficulties.	I	like	to	keep	up	to	date	and	
would	prefer	to	talk	about	everyday	things”	(R101),	and	to	participate	
in	more	meaningful	and	 intellectual	conversations,	 “I	would	 like	the	
opportunity	to	talk	about	more	interesting	‘intellectual’	topics”	(R22).

3.2.2 | Theme 3: Residents want increased access to 
social activities that are of interest to them

Residents	expressed	a	strong	desire	for	increased	social	activity	in	
residential	 aged	 care,	 with	 several	 residents	 stating	 they	 had	 “no	

social life.” Residents sought activities and interactions that were 
meaningful	 and	 intellectual,	 “The	 activities	 like	 bingo	 and	 carpet	
bowls	are	very	trivial	and	unmeaningful.	I	would	like	more	mentally	
stimulating	activities”	(R7).	While	residents	identified	several	current	
activities	they	did	enjoy,	they	suggested	the	inclusion	of	many	addi‐
tional activities to increase variety in the activities on offer. Several 
residents	 requested	 more	 music‐related	 activities,	 such	 as	 listen‐
ing	 to	music,	 singing	and	 the	opportunity	 to	play	 the	piano.	Being	
taken	out	 of	 the	 facility	 on	walks,	 to	 the	 shops,	 to	 church	 and	 to	
restaurants were activities that were highly valued by many resi‐
dents.	Weekends	were	noted	by	 residents	 as	 a	 time	during	which	
more	activities	were	needed,	with	one	resident	stating,	“weekends	
are	very	dismal,	not	enough	people	to	talk	to	and	no	activities”	(R84).	
Other	 residents	 requested	 the	opportunity	 to	 exercise	more,	 play	
cards	and	board	games,	do	more	craft,	garden,	cook,	join	a	women's	
group,	 access	 the	 Internet,	 watch	 their	 choice	 of	 films	 and	 read.	
Finally,	several	residents	commented	that	they	were	unaware	of	the	
social	 activities	 on	 offer	 in	 their	 facility,	 “I	 don't	 know	 any	 of	 the	

TA B L E  3   Illustration of the coding process for Theme 2: Residents want increased opportunity to communicate and participate in 
conversations that are of interest to them

Meaning Unit

Condensed meaning 
unit—description close 
to text

Condensed meaning 
unit—interpretation Subtheme Theme

“I'd	like	to	talk	to	more	people	(staff	and	
residents)”	(R83).

I want more people to 
talk	to.

Residents want to be able 
to	talk	to	more	people.

Residents 
want more 
conversation.

Residents want 
increased opportu‐
nity to communi‐
cate and participate 
in conversations 
that are of interest 
to them.

“There	is	too	much	time	alone”	(R83). I spend to much time 
alone.

Residents want more time 
with other people.

“I'd	like	to	talk	to	more	residents’	but	they	
don't	seem	to	have	any	time	to	talk	to	
me”	(R40).

I	want	to	talk	to	other	
residents.

Residents want to be able 
to	talk	to	more	people.

“Sometimes	I	would	like	more	people	to	
talk	to”	(R22).

I want more people to 
talk	to.

Residents want to be able 
to	talk	to	more	people.

“I'd	like	to	talk	to	more	people	whom	I	
get	along	with,	with	similar	interests	and	
understanding”	(R9).

I	want	to	talk	to	people	I	
get along with and can 
share similar interests 
with.

Residents	want	to	talk	to	
people who they get along 
with.

Residents want 
to communi‐
cate with oth‐
ers with similar 
interests to 
themselves.

“I'd	like	to	spend	more	time	with	people	
who are a bit younger and closer to my 
age”	(R40).

I want to spend time 
with people who are 
similar to me.

Residents	would	like	to	
spend time with people 
who they can relate to.

“She	feels	she	hasn't	yet	"clicked"	with	
other	residents.	Would	like	some	closer	
friendships	within	the	RACF”	(R30).

I want to develop 
friendships.

Residents want to spend 
time with people they can 
be friends with.

“I	Would	like	the	opportunity	to	talk	about	
more	interesting	‘intellectual’	topics”	
(R22).

I	want	to	talk	about	
interesting and intel‐
lectual topics.

Residents	want	to	talk	
about a topics that are of 
interest to them.

Residents want 
to communi‐
cate about a va‐
riety of topics 
of interest to 
them.

“I	would	like	to	speak	to	more	people	with	
their own opinions about general things 
(e.g.	politics,	life)”	(R21).

I	want	to	talk	to	people	
about their opinions 
and everyday topics.

Residents	want	to	talk	
about a variety of topics.

“I	would	like	to	talk	more	about	literature,	
history	and	politics”	(R34).

I	want	to	talk	about	a	
variety of topics.

Residents	want	to	talk	
about a variety of topics.

“Lots	of	people	talk	about	their	pain/
difficulties.	She	likes	to	keep	up	to	date	
and	would	prefer	to	talk	about	everyday	
things”	(R101).

I	want	to	talk	about	
more than just pain 
and their difficulties.

Residents want to have 
everyday conversations.
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activities	here”	(R8),	stating	“there	may	be	other	activities	I'd	enjoy	if	
they	were	offered”	(R85).

3.2.3 | Theme 4: Residents face several barriers 
to their communication and their participation in 
social activities

Residents identified how the communication difficulties they and 
other	 residents	 face	due	 to	hearing	and	vision	 impairment,	voice	
difficulties and dementia impact their ability to communicate with 
others and participate in social activities. One resident with vision 
impairment	expressed	a	desire	for	more	activities	to	accommodate	
her	specific	communication	needs,	stating	“I	can't	join	all	of	the	ac‐
tivities	because	of	my	eye	sight.	I'd	like	some	of	these	to	change	so	
I	can	join	in.	I'd	like	more	activities	for	blind	people”	(R58).	Several	
residents	commented	 they	 found	other	 residents	difficult	 to	 talk	
to,	“A	lot	of	the	other	residents	have	dementia	or	are	not	able	to	in‐
teract	actively	in	conversation”	(R70).	A	small	number	of	residents	
commented	they	would	like	staff	to	take	a	more	active	role	in	fa‐
cilitating conversation among residents to assist residents who are 
not	 confident	 initiating	 interaction,	 “I	 would	 like	 to	 get	 to	 know	

more	people	but	I	can	be	a	bit	shy,	I	would	like	to	be	introduced”	
(R89).

4  | DISCUSSION

Findings	from	this	study	highlight	the	critical	role	that	communica‐
tion	plays	in	residential	aged	care	in	supporting	quality	of	life	and	the	
well‐being	of	the	residents.	Communication	provides	a	valued	social	
activity and means of connection for older people living in residen‐
tial	aged	care.	Communication	with	care	staff	provides	a	means	for	
residents	to	express	their	wants	and	needs,	to	continue	to	exercise	
their autonomy and independence and to contribute opinions about 
their care. Shortcomings of communication with care staff and social 
communication identified by residents in this study suggest a need 
for	increased	focus	on	the	quality	and	nature	of	resident‐staff	com‐
munication	during	daily	care,	and	increased	provision	of	meaningful	
activities	to	support	social	communication.	Both	these	suggestions	
are pertinent as the aged care sector moves towards consumer‐di‐
rected	models	of	care	that	require	effective	resident–staff	commu‐
nication	to	achieve	shared	decision‐making	and	care	planning,	and	

TA B L E  4   Illustration of coding process for Theme 3: Residents want increased access to social activities that are of interest to them

Meaning Unit
Condensed meaning unit—
description close to text

Condensed meaning 
unit—interpretation Subtheme Theme

“The	activities	like	bingo	and	carpet	
bowls are very trivial and unmean‐
ingful.	I	would	like	more	mentally	
stimulating	activities”	(R7).

I want activities that are 
mentally stimulating and 
meaningful.

Residents want activities that 
are mentally stimulating and 
meaningful.

Residents want 
greater opportu‐
nity to partici‐
pate in activities 
that are stimulat‐
ing and mentally 
challenging.

Residents want 
increased ac‐
cess to social 
activities that 
are of interest 
to them.

“Should	be	more	to	exercise	peoples'	
brains.	Not	enough	intellectual	activi‐
ties	here”	(R21).

I	want	activities	to	exercise	
my brain.

Residents want activities that 
are mentally stimulating.

“Not	enough	variety	in	activities.	
Would	like	more	"intellectual"/	men‐
tally	stimulating	activities”	(R23).

I want more variety in activi‐
ties and more intellectual 
activities.

Residents want a variety of 
activities that are mentally 
stimulating.

“Greater variety with outings ‐ 'sitting 
in a bus for 1 1/2 hr isn't particularly 
interesting	or	uplifting'”	(R34).

Sitting idly is not interesting 
or uplifting.

Residents	would	like	to	be	
active and able to participate 
in activities.

Residents want 
aged care 
facilities to offer 
a greater variety 
of activities and 
to offer activities 
more often.

“Would	like	more	activities	on	week‐
ends ‐ there aren't any at all. I would 
like	more	activities	that	make	you	
think”	(R58).

There are not enough activi‐
ties	on	the	weekend.

Residents	would	like	more	
activities	on	weekends

“There may be other activities I'd enjoy 
if	they	were	offered”	(R85).

I might enjoy activities if 
more were offered.

Residents might enjoy activi‐
ties more if a greater variety 
were offered.

“Not	enough	activities	on	offer.	I	would	
like	more	activities”	(R89).

There are not enough activi‐
ties on offer.

Residents	would	like	ac‐
tivities to be offered more 
frequently.

“She	would	like	someone	to	prompt/
remind her about activities that might 
be	of	interest”	(R18).

I	would	like	someone	to	
remind about the activities 
on offer.

Residents want to be reminded 
about activities that are on.

Residents want to 
know	what	activ‐
ities are available 
and want staff to 
remind them that 
they are on.

“I	don't	know	what	activities	they	run”	
(R18).

I	don't	know	what	activities	
are run.

Residents	don't	always	know	
what activities are available.

“I	don't	know	any	of	the	activities	
here”	(R8).

I	don't	know	what	activities	
are on offer.

Residents	don't	always	know	
what activities are available.
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further,	 under	 which	 communication	 activities	 may	 be	 sought	 by	
residents as a priority of daily care.

Consistent	with	 past	 studies	 exploring	 staff	 perspectives,	 res‐
ident	views	expressed	 in	 this	study	 indicate	a	preference	 for	staff	
use of person‐centred communication to support dignified individ‐
ual	care	and	to	promote	resident	independence	(Savundranayagam,	
Ryan,	 Anas,	 &	 Orange,	 2007;	 Savundranayagam	 et	 al.,	 2016).	
Consistent	with	the	principles	of	consumer‐directed	care,	residents	
also	 expressed	 a	 desire	 for	 more	 information	 about	 the	 services	
available	 to	 them	 and	 a	 desire	 to	work	with	 staff	 to	 improve	 the	
quality	of	care	provided.	Furthermore,	residents	expressed	a	strong	
desire	to	maintain	an	active	and	enriching	social	life,	with	most	par‐
ticipants	requesting	more	opportunities	to	communicate	with	others	
and increased opportunity to participate in a greater variety of social 
activities.	Importantly,	residents	emphasised	the	need	to	ensure	that	
conversations	with	others	and	social	activities	were	meaningful,	of	

interest	to	the	residents,	and	catered	for	a	range	of	intellects	rather	
than	the	“lowest	common	denominator”	(R7).

Residents commented on the negative impact of communication 
impairment on their ability to communicate and participate socially 
stating their need for additional communication support to assist 
their	participation.	Most	residents,	however,	were	not	aware	of	any	
services that may be available to assist them with their communica‐
tion	difficulties.	At	present,	 specialist	 communication	 support	 ser‐
vices	such	as	those	provided	by	speech	pathologists,	psychologists,	
and audiologists are not commonly provided in residential aged care 
(Bennett	et	al.,	2014;	Forsgren	et	al.,	2016).	Factors	hindering	 the	
provision	of	these	services	include	limited	community,	government	
and broad health and aged care sector understanding of the impact 
of	 communication	 impairment	 and	 evidence‐based	 therapy,	 lack	
of	 explicit	 reference	 to	 communication	 needs	 and	 communication	
support	in	aged	care	policy	and	funding	assessments,	and	time	and	

TA B L E  5   Illustration	of	coding	process	for	Theme	4:	Residents	face	several	barriers	to	their	communication	and	their	participation	in	
social activities

Meaning Unit

Condensed meaning 
unit—description close 
to text

Condensed meaning 
unit—interpretation Subtheme Theme

“I can't join all of the activities be‐
cause	of	my	eyesight.	I'd	like	some	
of these to change so I can join 
in.	I'd	like	more	activities	for	blind	
people”	(R58).

I can't join in because of 
my eyesight. I would 
like	more	activities	for	
blind people.

My vision impairment limits 
my ability to communicate. I 
would	like	more	activities	that	
cater for my needs.

Residents felt their 
own communi‐
cation difficul‐
ties negatively 
impacted their 
opportunity to 
communicate.

Residents face 
several barriers 
to their com‐
munication and 
their participa‐
tion in social 
activities.

“Because	she	has	no	voice/speech,	
she	uses	an	AAC	board.	She	would	
like	visitors	trained	in	it	to	spend	
time	with	her”	(R100).

My	lack	of	speech	limits	
my ability to commu‐
nicate.	I	would	like	
visitors to be trained 
in my communication 
method.

My speech impairment limits 
my ability to communicate. I 
would	like	others	to	be	trained	
in how to communicate with 
me using my method of 
communication.

“I'd	like	to	be	able	to	hear	what	
people	say	to	me”	(R21).

I	would	like	to	be	able	to	
hear people.

My hearing impairment limits 
my ability to communicate. I 
would	like	to	be	able	to	hear	
people.

“A	lot	of	the	other	residents	have	
dementia or are not able to inter‐
act	actively	in	conversation”	(R70).

Residents with dementia 
cannot interact in 
conversation.

It is difficult to communicate 
with residents with dementia.

Residents felt 
the communica‐
tion difficulties 
of other resi‐
dents negatively 
impacted their 
opportunity to 
communicate.

“Often difficult to have conversa‐
tions with other residents because 
many of them have hearing prob‐
lems”	(R72).

Other residents are 
difficult to communi‐
cate	with,	because	of	
their communication 
problems.

The communication difficulties 
of other residents limit my 
ability to communicate with 
them.

“I'd	like	different	people	to	talk	
to ‐ a lot of the residents have dif‐
ficulty	in	conversation”	(R68).

I	would	like	to	talk	to	
people who can have a 
conversation.

Residents want to commu‐
nicate with people without 
communication difficulties.

“I	would	like	group	discussions	‐	
would	like	a	staff	facilitated	discus‐
sion group. They have a men's 
group but no women's group” 
(R91).

I	would	like	staff	to	facili‐
tate group discussions.

Residents want staff to assist 
them to develop social groups.

Residents would 
like	staff	to	assist	
them to communi‐
cate with others.

“I	would	like	to	get	to	know	more	
people	but	I	can	be	a	bit	shy,	I	
would	like	to	be	introduced”	(R89).

I	would	like	to	be	intro‐
duced to people.

Residents want staff to actively 
assist	them	to	make	get	to	
know	other	residents.
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staff	 shortages	within	 residential	 aged	 care	 (Bennett	 et	 al.,	 2014;	
Forsgren	et	al.,	2016).

Utilising several general strategies to facilitate a supportive com‐
munication environment and to accommodate the communication 
and	 cognitive	 impairments	 of	 the	 participants,	 this	 study	 demon‐
strates it is possible for trained facilitators to obtain meaningful 
and valuable data from older people with communication and cog‐
nitive‐communication impairment. It is proposed that similar train‐
ing in communication support may be of benefit to aged care staff 
and other health professionals to facilitate consumer involvement 
in	shared	decision‐making	and	care	planning	across	the	health	and	
aged	 care	 sectors.	 This	 proposal	 is	 consistent	 with	 past	 explora‐
tion of the perspectives of community‐dwelling adults living with a 
communication impairment about their interactions with healthcare 
providers	(Kelly,	Kennedy,	Britton,	McGuire,	&	Law,	2016;	Lezzoni,	
O’Day,	 Kileen,	&	Harker,	 2004;	Nordehn,	Meredith,	&	Bye,	 2006;	
Tomkins,	 Siyambalapitiya,	&	Worrall,	 2013).	 Similar	 to	participants	
in	 this	 study,	 community‐dwelling	 adults	who	 experience	 commu‐
nication	impairment	have	expressed	a	desire	to	be	treated	with	re‐
spect	and	as	a	person	of	intellect	who	is	explicitly	supported	to	take	
an	active	role	in	their	health	care	(Lezzoni	et	al.,	2004;	Nordehn	et	
al.,	 2006).	 To	 improve	 communication	 with	 healthcare	 providers,	
participants in these studies emphasised the need for healthcare 
providers to receive additional training in communication support 
to enable them to respond to the needs of consumers who use a 
range	 of	 communication	 means.	 Furthermore,	 the	 participants	
called	 for	 healthcare	 providers	 to	 take	 increased	 responsibility	 in	
supporting	consumers	with	communication	impairment,	rather	than	
relying on the consumer to accommodate their own communication 
needs	(Kelly	et	al.,	2016;	Lezzoni	et	al.,	2004;	Nordehn	et	al.,	2006;	
Tomkins	et	al.,	2013).

Most	 residents	 in	 our	 study	 expressed	 a	 degree	 of	 dissatis‐
faction	with	 the	 social	 activities	on	offer	 in	 residential	 aged	 care,	
requesting	greater	variety	in	and	more	meaningful	activities	to	ac‐
commodate different levels of intellect and interest among the res‐
idents. This finding highlights the need for aged care organisations 
to ensure assessment and care planning reflects resident abilities 
as well as their needs and emphasises the individuality of each res‐
ident.	 Conducting	 a	 holistic	 and	 skills‐based	 assessment	 for	 resi‐
dents	facilitates	service	delivery	consistent	with	the	World	Health	
Organizations	Healthy	Ageing	model	and	wellness	and	reablement	
focussed	 care	 (World	Health	Organization,	 2015),	 fostering	 inde‐
pendence	and	the	maintenance	of	skills	as	opposed	to	dependence	
and decline. Recognising the abilities of residents is critical in vali‐
dating	the	contribution	these	consumers	can	make	to	care	planning	
and	service	delivery,	consistent	with	CDC.

As	 the	 first	 known	 study	 to	 explore	 resident	 perspectives	 of	
communication opportunity in residential aged care in the emerging 
context	 of	CDC,	 this	 study	 adds	 valuable	 new	data	 and	 identifies	
residents’ communication priorities. The findings also inform train‐
ing and service needs to support consumer involvement in shared 
decision‐making	and	care	planning.	The	exclusion	of	residents	with	

severe cognitive impairment is a limitation of the current study. 
This population remains a population whose views are underrepre‐
sented	in	the	literature.	To	date,	training	in	communication	support	
has	 largely	 been	 evaluated	 in	 the	 context	 of	 communication	part‐
ner training for family carers of people with dementia or aphasia 
in	the	community	 (Cabrera	et	al.,	2015;	Conway	&	Chenery,	2016;	
Eggenberger	 et	 al.,	 2013).	 Broader	 application	 of	 communication	
support strategies in residential aged care and with a wider range 
of aetiologies will be essential to refine current training programs 
and	best	facilitate	ongoing	transition	to	CDC.	In	addition,	evaluation	
of individualised communication interventions to support residents’ 
individual communication needs is needed as is the evaluation of the 
impact of such interventions on resident psychosocial well‐being 
and	quality	of	life,	and	resident	ability	to	participate	in	shared	deci‐
sion‐making	and	care	planning.

5  | CONCLUSIONS

Residents of aged care facilities have a desire for active involve‐
ment	in	their	care	consistent	with	CDC	and	a	desire	to	continue	to	
participate in meaningful communication and social activities. To 
support older people with communication impairment to actively 
contribute	 to	shared	decision‐making	and	care	planning	consist‐
ent	with	CDC	and	 to	maintain	an	enriching	social	 life,	 increased	
attention must be given to services to support residents' individ‐
ual	communication	and	their	communication	with	staff.	Care	plan‐
ning processes must be tailored to support residents’ 
communication needs to aid resident understanding and provide 
increased	opportunity	for	residents	to	express	their	preferences	
about their care.
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Implications for practice
•	 Communication,	contribution	to	care	planning	and	social	in‐

teraction are priorities for older people living in residential 
aged care.

• Many older people living in residential aged care need indi‐
vidualised communication support to assist them to com‐
municate effectively.

•	 Without	communication	support	many	residents	will	con‐
tinue	to	experience	difficulty	expressing	preferences	about	
their	care	and	participating	in	shared	decision	making,	limit‐
ing the provision of personcentred and consumer‐directed 
models of care.
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