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Health-related behavior based on diet is an important determinant of oral health in independent elderly. Aging impairs

senses, mastication, oral status, and function, causing nutritional needs and diet insufficiencies that contribute to a vicious

circle of impairment. But the present needs of independent older adults suggest that health research and oral health care

should shift from disease management and therapy to integral customized and personal treatment plans, including

lifestyle, psychological, nutritional, and oral health coaching approaches. In this paper health coaching approaches in

medical and dental settings are valued as to their effectiveness for older adults. Furthermore, coaching approaches for

seniors are discussed and coaching models for better senior patient-dentist cooperation on the diet issue are suggested.

Diet and oral health coaching is proven to be a modern senior patient-centered approach that needs to be incorporated at

all relevant settings. It should aim to empower older adults in co-management of their oral diseases or bad diet habits

affecting their oral health. This can be carried out through an incorporated educational plan for dentists either at the

postgraduate or professional level since advantages seem to enhance the quality of life of the independent elderly.
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1. Introduction

Older Adults (OA), living impaired circumstances, need customized repetitive and more motivational dietary interventions

for general and oral health than younger individuals, in order to achieve desired changes in oral health and diet matters.

Most of all, it takes support, compassion, and empathy for facilitating any coaching approach in these individuals. Those

are characteristics at which senior health coaching should excel to be effective.

As said before, the health coach-coachee/patient relationship is “a goal-oriented, client-centered partnership that is

health-focused and occurs through a process of client enlightenment and empowerment” . So, certified health coaches

or health care professionals doing health coaching are somewhat like “change agents”. They should understand how

habits form, know how to reverse them, and specialize in helping people overcome obstacles in pursuing their goals. Their

role thus involves listening, understanding, facilitating, applauding, supporting, motivating, providing feedback, rewarding,

and helping the patient to weigh options and make choices. This can be accomplished by establishing trust and intimacy

with the coachee/patient, active listening, powerful questioning, direct communication, creating awareness, designing

action plans and goal setting with the coachee, and managing his/her progress and accountability . In this process of

change for the better, it is very important to identify and overcome challenges in the first place and then clarify the

patient’s strengths and aspirations, listening to his/her concerns, boosting his/her confidence in their ability to change, and

eventually collaborating with him/her on a plan for change.

Health coaching, in specific, guides a learning process for improved disease or diet management that, if successful, it

should lead to permanent changes in patient self-management skills and behavior. But these changes in self-

management skills and behavior take time to influence health outcomes . Therefore, in general, the impact of health

coaching on health care and cost effectiveness should be assessed in long-term follow-ups  for all age groups but even

more for the OA due to the physical and mental alterations discussed above.

The problem in the relevant literature is that evidence on the effectiveness of health coaching is, so far, conflicting and it is

based on studies for adults with short-term follow-up only (up to 24 months) . Due to the heterogeneity of

target populations and outcome measures, no systematic reviews with meta-analyses have been completed . So far,

individual studies show basically either small or no significant effects of health coaching interventions . They usually

include the key recommendations shown in Table 1.

Table 1. Key recommendations for health coaching in OA.
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Recommendations for OA during Health Coaching

1 Know how and when to call for help

2 Learn about the condition and set goals

3 Take medicines/nutrients correctly

4 Get recommended tests and services

5 Act to keep the condition well controlled

6 Make lifestyle changes and reduce risks

7 Build on strengths and overcome obstacles

8 Follow-up with specialists and appointments

In many cases, self-management booklets are sent to patients to support progress toward the key recommendations .

Further, a traffic light system, telephone, or e-application can be used in order to visualize patients’ progress and support

.

Other research data reinforce the controversial benefits from diet health coaching in OA. To date, most of the large-scale

lifestyle modification randomized controlled trials (RCTs) aiming to achieve healthy weight and/or improve nutrition were

conducted among non-cancer populations . But, further, one should think that it is more interesting to evaluate

the coaching effect especially on cancer patients. Since these patients are basically faced with the risk of death, they

should be expected to be more willing to change habits. Generally, all cancer survivors are advised to adhere to the World

Cancer Research Funds’/American Institute for Cancer Research (AICR) recommendations  to maintain a healthy

weight, be physically active; eat a diet rich in fruits, vegetables, and whole grains; limit consumption of red and processed

meats, sugar-sweetened beverages, fast foods high in fat, starches, or sugars, and alcohol; and do not rely on dietary

supplements for cancer prevention. Additionally, it is recommended to abstain from smoking and reduce excess sun

exposure. The American Cancer Society (ACS) guidelines for cancer survivors similarly aim to improve overall survival,

metabolic health, and quality of life . To one’s great surprise, only a minority of cancer survivors meet the above ACS

and AICR recommendations . In a nationally representative survey among breast, prostate, and

colorectal cancer survivors, only 16% to 18% consumed five or more servings per day of fruits and vegetables, and 24%

to 43% engaged in 150 min or more per week of moderate to vigorous physical activity . Also mentioned elsewhere,

female breast cancer survivors are more likely than males to meet fruits and vegetables recommendations, while male

cancer survivors are more likely than females to meet the physical recommendations . Further, it seems that cancer

survivors are more likely to adhere to recommendations either during cancer treatment or soon after completion of it . A

recent systematic review of lifestyle interventions among cancer survivors, including 51 studies, reported that cancer

survivors’ adherence to recommendations after participation in such studies is surprisingly low, at 23% on average (range,

7–40% . The authors also reported that these interventions were more effective among survivors with diagnosis in the

past five years or recent survivors compared with long-term survivors (>5 years). Finally, survivors were more likely to

adhere to recommendations to not smoke or to reduce alcohol consumption, while they were less likely to meet the

recommendation for dietary fiber consumption, something that future senior coaches should keep in mind, too.

Reasons for cancer survivors not following diet and physical activity recommendations include lack of knowledge, low self-

efficacy, and motivational and structural barriers (i.e., lack of access to healthy food and exercise facilities) to achieving

sustained change . On the other hand, a study showed that 80% of breast and prostate cancer survivors stated they

are motivated to make lifestyle modifications through nutrition and physical activity health promotion programs . So,

data on this specific issue are quite controversial. It seems that, although patients are often provided enough, if not

extensive, knowledge on diet and nutrition in order to change their dietary behaviors, they have only limited success in

changing them . It is important to mention that, although initial changes may occur, these may not persist over the long

term . Everywhere in the literature it is highlighted that patient self-management is not always easy to accomplish. It

is difficult to change a long-entrenched lifestyle, even when there is motivation to do so; however, it is much more difficult

if there is no motivation. Psychosocial and financial factors are key barriers especially for OA. Many of them, usually quite

independent during their lifespan, may be embarrassed about the need for help, lack resources to make changes, or may

fear failure and the associated perception that they are incompetent. Of course, there has often not been a strong support

system within the medical community to help OA to manage on their own nor in the community at large or even

sometimes within the family. To address this gap, effective lifestyle modification programs at the clinics, dental units, and

community centers and settings are needed to promote sustained behavior change for those individuals .
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2. Conclusions

It is thus important to conclude that, so far, adherence of this aging group to professional recommendations is

astonishingly low. Of course, there always seems to be a gap between what people ‘know’ and what they ‘do’. The

process that maintains the gap between knowledge and behavior is ambivalence. OA are faced with conflicting

motivations and pressures; the change feels too big, the rewards too distant, motives no longer exists, the personal or

financial costs are too high, or maybe it was never their idea to change in the first place . Studies on adherence to

health professionals’ recommendations have shown that approximately 30–60% of health information provided in the

clinician–patient encounter is forgotten within an hour and that 50% of health recommendations are not followed . Thus,

overcoming persistent noncompliance of OA can make health-behavior change one of the most rewarding and the most

challenging responsibilities for dental health professionals.
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