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GERIATRIC CARE LEARNING RESOURCE GUIDE
INTRODUCTION

Nursing care of geriatric clients is provided in accordance with policies and procedures established at Naval Medical Center Portsmouth.  Nursing Practice at NMCP has adopted Dungan’s Model of Dynamic Integration and Gordon’s Functional Health Patterns to provide a systematic process for assessment which gives structure to the History Part IV data collection tool.  

TERMINAL OBJECTIVE
This Learning Resource Guide is designed to complement the data collection process and utilizes Gordon’s Functional Patterns as it’s framework.  After completion of this Learning Resource Guide, the individual will demonstrate basic knowledge of care requirements appropriate to the geriatric patient.
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LEARNER OBJECTIVES

Upon completion of this guide, the reader will be able to:

1.  Define the geriatric population and how age-related changes are distinguished from pathologic or life-style factors.

2.  Discuss health management concerns specific to the geriatric patient.  

3.  List specific health screening activities essential for the geriatric patient.

4.  Discuss pain assessment (including responses to acute and chronic pain) and interventions for the 

geriatric patient.

5.  List contributing factors in the geriatric client’s frequent failure to maintain an appropriate diet.

6.  Identify the most common problems in older age groups related to elimination patterns.

7.  Identify physiological changes which create alterations in activity tolerance for the geriatric client.

8.  List changes in sensory functions common in the elderly.

9.  Recognize causes of night-time sleep interruption experienced by the elderly.

10.  Identify factors associated with a positive self-concept in the elderly patient.

11.  List key factors which increase the elder’s risk for abuse.

12.  Recognize types of maltreatment in the older adult.

13.  Identify reactions associated with victimization.

14.  Discuss reasons why sexual interest and activity may change in later life.

15.  List factors that enhance the elderly patient’s coping ability.              

16.  Identify the relationship between values, beliefs and cultural influences.

POLICY
1.  Competency Requirements


A.  Complete LRG test with a minimum score of 84%.

B.  The staff member will demonstrate Geriatric-specific interventions to the preceptor when caring for geriatric patients during orientation to the unit, if applicable.  Documentation of performance will be made on the Age-Specific Criteria Competency Checklist.  These will be signed by the Division Head and maintained in the staff member’s training file.


C.
When indicated, additional population specific needs will be addressed at the unit level



utilizing an Addendum Skills Competency Checklist which will be maintained in the staff 



member’s training file.

2.  Scope of Practice

A. When applicable to the individual’s assigned practice, upon completion of the LRG (and any 



applicable unit specific addenda), staff members will demonstrate appropriate knowledge of 



behavioral interventions when interacting with geriatric populations.

            B.
Appropriate addenda will be provided by the specific workspace.

1.  Define the geriatric population and how age-related changes are   

distinguished from pathologic or life-style factors.

The geriatric population refers to patients of age 65 and older.  To assess the older client effectively, it is important to distinguish between alterations related to the normal aging process and those due to disease processes.  Chronology alone cannot be used to predict all age-related changes. 

In general, more physical variability occurs in older persons than among younger ones.  The aging process occurs at different rates and, in some cases, is modified.  Although the rate of decline may vary, irreversible, physiologic decline is an inevitable consequence of aging.  If a degenerative change occurs in all members of a population, despite diet, life-style or genetic makeup, the change should be regarded as an aging process.  Such distinctions provide the key for distinguishing pathology from normal aging.  

Occasionally, an age-related physiologic change cannot be distinguished from pathologic or 

life-style factors because one process may be superimposed on another.  Often the difficulty may be that some findings are associated with disease in younger age groups but attributed to normal aging in the elderly.  Although aging processes should not be confused with disease processes, some physiologic aging processes, though not in themselves significant, may increase the older person’s vulnerability during illness.  Physical signs and symptoms of illness may differ between younger and older age groups.  Because the older person’s signs and symptoms tend to deviate from the usual, diagnosis of some conditions may be more difficult.  Appendix A “Physiological Changes with Age” provides details of body systems and changes associated with aging.

2.  Discuss health management concerns specific to the geriatric             patient.  

3.  List specific health screening activities essential for the     

geriatric patient.

HEALTH PERCEPTION AND HEALTH MANAGEMENT  

Describes the client's perceived pattern of health and well-being and how health is managed.
Because people are living longer, the health concerns of older adults and possible health promotion activities for them are being studied more extensively.  Disease and poor health are no longer believed to be inevitable consequences of aging, even though a decline in physical function may be evident.  

For elderly persons, major health promotion efforts are directed toward safety, nutrition, dental hygiene, providing immunizations, and screening for chronic or debilitating diseases.  Health restoration may also be an important aspect of health care for elderly persons, who suffer a higher incidence of disability and chronic illness when compared to the general population.  Of all people aged 65 to 74 years (in 1997), 30% reported a limitation caused by a chronic condition (Administration on Aging).

The most frequently occurring conditions in 1996 were: 

CONDITION
INCIDENCE per 100 elderly

Arthritis
49

Hypertension
36

Hearing Impairment
30

Heart Disease
27

Cataracts
17

Orthopedic Impairments
18

Sinusitis
12

Diabetes
10

(Administration on Aging)
COMMON HEALTH CONCERNS AND PROBLEMS
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Review with the person his or her perceptions of current health status, including any functional limitations or problems with performing activities of daily living.  The person’s knowledge and understanding of any health problems should be evaluated to determine how these problems are managed.  A comprehensive recall of all past health problems, such as childhood diseases, minor injury, or hospitalization, may not be necessary if such events do not influence the current health status.

POLYPHARMACY
The possibility that drug interaction may produce undesirable effects is a major concern with elderly clients.  An adverse drug effect may mimic changes erroneously associated with aging, and be overlooked by the care provider.  Determine all the medications taken by the person, the reasons for taking them, and how the medications are obtained.  

The elderly often see several physician specialists who may prescribe a variety of medications.  

This may lead to the same type of medications or incompatible medications unknowingly being prescribed by different physicians, resulting in combinations which do not work well together (polypharmacy).  As a patient advocate, take the time to go over medications with the patient and family or arrange for them to talk with the hospital pharmacist.  Remember to assess over-the-counter medications.  Assist the patient to develop a medication list to carry as a reference. 

PARTICIPATION IN AGE APPROPRIATE HEALTH PROMOTION AND HEALTH  MAINTENANCE ACTIVITIES
Determine whether or not the person engages in certain activities to stay healthy and minimize 

the effects of aging.  Physical activity and proper nutrition are important for health promotion, especially in this age group.  Immunizations for specific illnesses such as influenza are highly recommended for the elderly population.

SAFETY PRACTICES

The older person may require special safety practices to prevent injury, especially if age-related 

sensory deficits have occurred or slower response and reaction times exist.  Many questions related to safety will be initiated on the basis of the person’s health history or the examiner’s observations.  For example, if a sensory deficit such as poor depth perception is apparent, the examiner should ask about lighting levels in the home, safety of stairways, and cues the person relies on to signal a change of level when walking.

Within the medical treatment facility, assessment of the geriatric patient’s capabilities and 

deficits will determine any special safety precautions needed.  Include the patient in planning.  As for all patients, the call bell should be within easy reach and side rails up when appropriate. 

SCREENING ACTIVITIES

The elderly person’s participation in disease screening activities should be determined and 

evaluated in relation to screening recommendations for older age groups.  Special attention should be given to screening activities aimed at early detection of hypertension, heart disease, diabetes mellitus, and cancer, especially of the breast, colon, cervix, and prostate gland.

COHORT INFLUENCES


A cohort or generational effect may often explain or influence a person’s behavior.  A cohort effect implies that some past life event affecting an age group influences current behavior or attitudes.  For example, the Great Depression and World War II influenced many lives.  An elderly person may report, “In my day, everyone worked and we worked hard for a living -  not like today, ...".  Cohort effects may also influence health-related behaviors in that a person may discontinue certain medications because “they are too expensive, and I won’t let any charity pay for them.”

4.  Discuss pain assessment (including responses to acute and chronic 

pain) and interventions for the geriatric patient.
PAIN MANAGEMENT


Different age groups have different pain, different perceptions of pain, and different ways of expressing pain.  Unique aspects of the older adult must be considered for the assessment and management of pain. 


Many elderly believe that pain is a normal part of the aging process and may not report their discomfort.  Others many not report pain due to beliefs that their complaints will be dismissed as “old people complain of pain”, “old people are unreliable in their pain reporting”, or “old people have trouble using PCAs.”  Others fear they will be perceived as “bothersome”, “hypochondriacs”, or “addicts.”  Sensory and cognitive impairments may make communicating discomfort more difficult.  These attitudes contribute to pain being under-treated for many geriatric patients.   

Pain management is most successful when the cause of the pain is identified and treated.  Acute pain may indicate new illnesses are present or may indicate an exacerbation of the cause of chronic pain. Many geriatric clients suffer from chronic conditions that produce pain, such as arthritis, bone and joint disorders, back problems, gout, and peripheral vascular disease.  The consequences of poorly managed chronic pain include depression, decreased socialization, sleep disturbance, impaired ambulation, and increased healthcare utilization.


The use of medications for pain management in geriatric patients must consider differences in physiology from younger patients.  Older people are more likely to experience the side effects of analgesics, especially narcotics.  Narcotics are safe and effective for use by geriatric patients.  However, as elderly patients appear to have longer duration of action and greater relief with lower doses than younger patients, the dose should be adjusted accordingly, especially when initiating pain medications.  Non-steroidal anti-inflammatory medications (NSAIDS) are associated with a high frequency of adverse effects in the older population.  For those aged 60 or older, the risk of gastrointestinal bleeding increases from 1% (general population) to 4% (geriatric patient).  

Assessment of pain in geriatric patients should include:


-- A variety of terms synonymous with pain should be used in discussing pain (i.e., discomfort, 

    aching, soreness, burning, heaviness, tightness, etc.)

-- Non-verbal behavior, recent changes in function, vocalizations (i.e., changes in gait,   

    withdrawn or agitated behavior, moaning, crying, etc.)

-- Reports from caregivers

-- Thorough medical history and physical examination

-- Numeric Rating Scale (0-10) can be used to assess the intensity of pain and the effectiveness      of interventions.  

-- If patients have difficulty using the Numeric Rating Scale due to cognitive or other 

    impairments, the Wong-Baker Faces Scale can be used.

Interventions in combination are often most effective and include:


-- Treatment of underlying cause of discomfort.


-- Use of analgesic medications, both narcotic and non-narcotic.  It is often most effective to 

    provide the medications on a regular schedule, with additional doses of medication prior to 

    activities that exacerbate the pain.  Provide education and assistance in preventing 

    constipation.

-- Adjuvant medications, such as anti-depressants.

-- Patient and caregiver education about the nature of pain, medications, non-pharmacological 

    interventions.

-- Non-pharmacological strategies, such as cognitive therapy (relaxation, distraction, hypnosis), 

    exercise programs, acupuncture, massage, healing touch, and other spiritual healing 

    techniques.

5.  List contributing factors in the geriatric client’s frequent        failure to maintain an appropriate diet.

NUTRITION AND METABOLISM  -  Describes the client's pattern of food and fluid consumption relative to metabolic need and pattern indicators of local nutrient supply.

Several factors may predispose the older person to nutritional problems, including physiologic changes, socioeconomic status, and functional limitations.  Specific factors that may influence nutrition include the following:


- changes in the structure and function of the oral cavity

- social isolation


- changes in the function of the gastrointestinal system

- physical limitation


- changes in caloric needs





- inadequate income

CHANGES IN STRUCTURE AND FUNCTION OF ORAL CAVITY

Chewing abilities may be limited as teeth are lost or altered.  Ill-fitting dentures or teeth that are in poor condition may contribute to pain with eating.  For adults 65 years of age and older, it is reported that over 25% of women and over 35% of men have untreated dental caries (Dept HHS).  Changes in saliva characteristics may be associated with less efficient breakdown of foods and a foul taste in the mouth..  Taste and smell sensations also diminish with advancing age and may predispose the person to excessive use of salt, sugar, and spices.

CHANGES IN GASTROINTESTINAL STRUCTURES AND FUNCTIONS

Esophageal disorders may be more prevalent in older persons, especially relaxation of the lower esophageal sphincter, which is associated with reflux and “heart-burn”, and spasm or hiatal hernia, which may interfere with the passage of food to the stomach.  A decline in the efficiency of digestive enzymes and hydrochloric acid may be related to less effective absorption of nutrients from the intestine.

CHANGES IN CALORIC  NEEDS
 
In general, caloric requirements decrease with advancing age because metabolism is slowed and activity levels are lower.  Failure to reduce the caloric intake and maintain a quality diet on fewer calories may contribute to obesity or other forms of malnutrition.

 INADEQUATE INCOME
The income of many older persons may be limited, thus influencing the affordability of food.  The diet of people in poverty is generally high in carbohydrates and lacking in high-protein foods and fresh fruits and vegetables.

PHYSICAL LIMITATIONS

If the older person has physical limitations, the ability to shop for and prepare food may be affected.  Some persons adapt to these changes by the use of services that provide home-delivered meals.  

SOCIAL ISOLATION

Social isolation is also a factor in the patient's nutritional status.  In our society, eating and socializing are closely linked, and often as much enjoyment is derived from the dining partners as from what is consumed.  If a person lives alone, the pleasure of eating may be diminished due to limited social contacts, resulting in an inadequate dietary intake.
6.  Identify the most common problems in older age groups related to ELIMINATION PAtterns.
ELIMINATION  -  Describes patterns of excretory function  (bowel, bladder, and skin).

BLADDER

Several conditions may contribute to problems with bladder elimination in the older person. Atrophy and weakening of the muscles involved in bladder elimination may result in either reduced bladder capacity or urinary retention.  Fecal impaction or prostate hypertrophy may also contribute to urinary retention.  The incidence of urinary tract infections is higher in older age groups and may produce symptoms such as urgency, frequency, and dysuria.  Tumors involving genitourinary structure are more common in older persons.  Physical limitations or cognitive deficits may make toileting difficult.

Commonly, the older person will report some degree of voiding more frequently and urgently because of age-related changes in musculature.  Incontinence is not considered a normal manifestation of aging.  Assessment should be directed toward determining what factors are contributing to the problem.  If the elder experiences nocturia, ask if the urge causes the awakening.

BOWEL

The most common bowel elimination problem in older age groups is constipation.  Constipation should not be considered an inevitable consequence of aging.  Although colon muscle tone diminishes with advancing age, many of the risk factors for constipation are the same across age groups.  These risk factors include inadequate intake of dietary fiber, minimal intake of liquids, immobility, use of constipating drugs, and ignoring the urge to defecate.

SKIN


As a person ages, the skin looses turgor, becoming less elastic, and may damage more easily.  A variety of discolorations may occur in the elderly skin, such as liver spots, senile purpura, sebaceous hyperplasia, and cherry angioma.  Perspiration decreases, resulting in increased dryness, irritation, and itch.  Hair thins, grays, and coarsens.  Distribution of hair on the scalp, face, and body may change.  Nails loose some of their luster, and tend to yellow and thicken.

7.  Identify physiological changes which create alterations in activity tolerance for the geriatric client.

ACTIVITY AND EXERCISE  -  Describes patterns of exercise, activity, leisure, and recreation.
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Assessment of activity, activity tolerance, and exercise focuses on the patient’s usual daily activities, including exercise and leisure activities, ability to engage in activity, psychological and physiological response to exercise, and risk factors that suggest reduced tolerance of activity.  A review of typical activity patterns and modifications needed to complete activities of daily living may give clues to diminished aerobic capacity, strength, or endurance.  These factors may decrease the elderly patient’s ability to perform self-care activities such as feeding, dressing, toileting, and bathing, and limit their independence.  Determine what assistive devices (i.e. cane, walker, special tools) are needed to carry out activities.  Focus on reports of pain, discomfort, fatigue, dyspnea, or cough.  The characteristics of symptoms can often be a clue to underlying medical problems. 

Capacities for activity and exercise are influenced by motivation 

and life-style as well as by age-related alterations in body systems, especially the cardiovascular, pulmonary, and musculoskeletal systems.  Age-related changes in these systems may not always be apparent by physical examination, but nevertheless may influence functional abilities.

CARDIAC

Age-related cardiovascular changes may influence functional abilities by contributing to fatigue and a diminished capacity for exercise tolerance.  Some elderly experience postural hypotension with a sudden drop in blood pressure when rising to a sitting or standing position.  Except in disease processes, the older person may compensate or adapt to cardiac changes, and the electrocardiogram, heart rate, and heart sounds may reveal few changes.  Anemia is a common condition in the elderly and can cause fatigue or weakness.  Declines in cardiovascular function that may influence activity and exercise functions include:

    -  Progressive decline in cardiac output due to cardiac muscle changes, including endocardial                       fibrosis and sclerosis, left ventricular wall thickening, and increased infiltration of cardiac muscle           with fat.

    -  Slowing of the heart rate and prolonged systole secondary to fibrosis of the cardiac conduction                 system.

    -  Altered cardiac response to exercise (the heart rate increases more slowly with activity and   

        takes longer to return to baseline levels).

PULMONARY

Degenerative lung changes in the older person may also be a factor contributing to fatigue, dyspnea, and diminished exercise tolerance.  Age-related changes in lung tissue that may influence functional abilities include:

     -  Loss of lung elastic recoil



-  Loss of surface area for gas exchange

     -  Decreased respiratory muscle strength

MUSCULOSKELETAL   

Age-related changes in the musculoskeletal system may contribute to altered mobility and strength.  The muscles may become weaker due to decreased skeletal muscle contraction time, decreased muscle fiber tone, and decreased effectiveness of muscle enzymes.  In addition, some of the joints become less mobile as joints and ligaments undergo consolidation due to disease, injury or surgical procedures (ankylosis).  Loss of height occurs in the trunk as intervertebral discs become thinner and vertebral bodies shorten.  

Osteoporosis is a common condition found in elderly women, predisposing them to 

non-traumatic fractures.  Skeletal changes often accentuate the curve of the thoracic spine, producing kyphosis and an increased anteroposterior diameter of the chest.  

Despite inevitable degenerative changes in the body systems, regular exercise is believe to preserve or at least optimize cardiac, pulmonary, and musculoskeletal functions.

8.  List changes in sensory functions common in the elderly.

COGNITION AND PERCEPTION  -  Describes sensory-perceptual and cognitive patterns.

No decline in IQ is noted with normal aging, unless the speed of reaction time is a factor in IQ measurement.  Because aging is associated with a decreased velocity of motor neuron impulse formation (a 15% decline by age 80 years), the older person will react more slowly to certain stimuli and take longer to perform certain tasks.  Other age-related changes in cognitive functions include a decreased capacity for short-term memory recall, whereas long-term memory remains intact.

Usually some loss of the sensory functions occurs with aging.  Sensory deficits such as impaired hearing, poor eyesight, and inability to differentiate extremes in temperature distort the environment and predispose the person to injury, social isolation, and other functional limitations.  Determine if the elder wears corrective lenses and/or hearing aids, and assess for fit and functional support.

The most common visual changes in the elderly are in both far and near acuity, the ability to distinguish pastel colors, adaptation to a dark or bright room, accommodation to near objects, and decreased peripheral and night vision.  Hearing changes are most commonly identified by patient reports of gradual and progressive hearing loss for 2 to 10 years, including anxiety in response to loud sounds or noisy environments;  tinnitus;  difficulty understanding conversation;  hearing but not understanding because words sound distorted;  and hearing aids that fail to correct hearing losses.

9.  Recognize causes of night-time sleep interruption experienced by 

the elderly.

SLEEP AND REST  -  Describes patterns of sleep, rest, and relaxation.

Changes in sleep patterns are common with aging.  Elderly persons spend less of their total sleep time in stage 4 or deep sleep and frequently report sleeping less soundly.  Even so, older persons generally require only 5 to 7 hours of sleep per day.  Reports of insomnia are common in older age groups and are usually attributed to interruptions of sleep from nocturia, nocturnal dyspnea, attempts to sleep in an unfamiliar environment, muscle cramps or tremors, or medications.  Older people commonly awaken early in the morning with the inability to resume sleep.  Although  sleep requirements may be met, the person may report that he or she is sleeping poorly or not at all.

Although one nap per day may help older persons meet sleep and rest requirements, frequent daytime napping can further disrupt nighttime sleeping.  Some people may not realize how often they nap if napping occurs during regular activities, such as watching television or reading.

10.  Identify factors associated with a positive self-concept in the 

elderly patient.

SELF-PERCEPTION / SELF-CONCEPT  -  Describes the client's self-concept pattern and perceptions of self  (e.g., self-conception/worth, body image, feeling state).

Self-concept, the person’s beliefs and feelings about self, is influenced by factors such as physical status, cognitive and intellectual abilities, social and familial role, moral and ethical beliefs, and emotions.  Many factors may threaten self-esteem in the older person:  the physical process of aging alters body image;  roles are given up or lost;  and societal or even family attitudes toward the older person may be negative, especially if the person becomes more dependent.

A positive self-concept in older persons is associated with improving physical limitations and comfort levels when possible, maintaining familiar components of one’s life-style, maintaining interactions with others, coping effectively with the changes of aging, and maintaining a role as an active decision maker.  According to Erickson’s Developmental Stages, a positive self-concept in the older person is achieved through successful resolution of the developmental task of ego integrity versus despair.  Ego integrity is characterized by acceptance of new roles in life and satisfaction with one’s past life accomplishment.  Despair is characterized by disappointment in one’s past life and feelings of anger and bitterness.

11.  List key factors which increase the elder’s risk for abuse.

12.  Recognize types of maltreatment in the older adult.

13.  IDENTIFY REACTIONS ASSOCIATED WITH victimization.
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ROLES AND RELATIONSHIPS 

Describes the client's pattern of role engagements and relationships.

Several theories of aging address the roles associated with advancing age.  The disengagement theory of Cummings and Henry proposes that old age is a time to withdraw from society and others and give up roles.  This theory has been criticized for its negative perceptions of aging.  Nevertheless, the loss of significant and meaningful roles is a reality for some older persons.

Havighurst’s activity theory views aging more in terms of role transitions.  The actively engaged older person may give up certain roles but usually substitutes new roles for old ones.  For example, social roles associated with an increase in leisure time and activities may be substituted for occupational roles.  In general, the ability to make role substitution is associated with a more positive self-concept.

Family relationships may change with advancing age.  Often those significant others who fulfill family functions, such a providing comfort and support, may not be part of a nuclear family.  Elderly, unrelated roommates may fulfill family functions.

Even in more traditional family structures, family relationships undergo several changes as a person ages.  There is often a disruption in previous lifestyle and changes in socialization.  The older adult may have aging parents and a spouse to care for in addition to dependent adult children, and may begin to lose friends and relatives through death.  Elders who obtain guardianship of grandchildren may experience intergenerational altered family processes. 

There may be a shift from independence to dependence caused by physical changes, 

socio-economic factors, and/or retirement which results in a change in residence.  An estimated 80% of elderly men and 60% of elderly women live in family settings, with only 5% of the older population living in nursing homes.  

Dysfunctional family relationships may occur at any stage of the life-cycle.  The older person in a dysfunctional family may be at greater risk for abuse, especially if the person is dependent, disabled, and living with family members.  Unexplained delay in seeking treatment, conflicting accounts of the incident and injury patterns, unusual interactions between the elderly patient and the family, or unusual injury locations may be cues to abuse and should be investigated.  

Maltreatment of older adults usually  falls into the following categories:  (1) Abuse (physical, psychological, and/or material)  or  (2) Neglect (physical, psychological, and/or material).  Material abuse includes finances, property, or other material valuables.  Any suspicions must be reported to Family Advocacy and the patient’s physician.

When abuse occurs, reactions to the victimization change over time.  

REACTIONS TO VICTIMIZATION

CATEGORY
TIME
REACTION

Immediate
Few minutes to hours
Disorientation; shock; numbness; disbelief; weak; helpless


Hours to days
Frozen fright; detachment; regressive behaviors; vulnerability


Days
Anger; anxiety; sleep disturbances; psychosomatic reactions

Short-term
First weeks
Masked affect or expressive affect (fear, crying, rage)


Two – three weeks after incident
Attempts at coping; phobias; nightmares; seeking support


First three—eight months
Mood swings; fear and anger, self-pity, and guilt; fear of future attacks; anger and revenge

Long-term
Can be > six years
Less pleasure in daily living; continued fear; trust issues; impaired sexuality; flashbacks; physical pain; depression; low esteem; relationship differences

(Hogstel, 1994)

14.  Discuss reasons why sexual interest and activity may change in         later life.
SEXUALITY AND REPRODUCTION  

Describes the client's pattern of role engagements and relationships.

Although an age-related decline in fertility and reproductive processes exists in both men and women, sexual functioning continues into old age.  The research of Masters and Johnson suggests that older women may become disinterested in sex not because of decreased sexual desire, but because partners are unavailable or unstimulating.  Generally, an active sexual life during early and middle adulthood ensures continued sexual interest and activity in later life.

However, an illness or physical change in later adulthood may affect sexual function.  For women, menopause history and the use of estrogen replacement therapy is important to review.  Physical causes of sexual dysfunction identified by Masters and Johnson include a wide range of cardiorespiratory, genitourinary, neurologic, endocrine, and vascular problems as well as infectious diseases and obesity.  Feelings of fatigue and dyspnea, which may be associated with many chronic illnesses, may interfere with sexual function. 

Normal age-related changes in the function of organs required for arousal and orgasm primarily result in additional time being required for sexual arousal.  Each phase of the sexual response cycle (excitement, plateau, orgasm, and resolution) may be prolonged, and responses may be less intense (although not necessarily less pleasurable).

15.  List factors that enhance the elderly patient’s coping ability.

COPING AND STRESS TOLERANCE  -  Describes the client's general coping pattern and the effectiveness of the pattern in terms of stress tolerance.

Stressors confront people of all age groups, but the elderly person may lose some ability to adapt to stress.  Repeated exposure to stressors may occur as the person is faced with the many changes and losses associated with aging.  The person’s perception of these stressors will greatly influence the stress response and coping patterns.  The ability to cope with stress is enhanced by a positive self-concept, having sufficient energy to deal with stress, and support systems.  Without some of these resources, the person may be overwhelmed by stress, a phase of exhaustion may ensue, and the person may become vulnerable to their health threats.


The aging process is often characterized by changes in personal, economic, and social relationships for the older adult.  Along with those changes may come problematic or dysfunctional coping mechanisms such as substance misuse or abuse (alcohol, prescription /OTC drugs).  Many health care professionals erroneously assess the signs and symptoms of substance misuse/abuse as “normal” for the aging process.  Examples of these signs and symptoms are depressed mood, social withdrawal, sleep disturbance, cognitive dysfunction, gait disturbance, dietary changes, or injury.  Awareness of this issue can reduce bias on the part of health care professionals and enhance the identification of potential substance misuse/abuse problems for older patients.

16.  Identify the relationship between values, beliefs and cultural         influences.
VALUES AND BELIEFS  -  Describes patterns of values, beliefs (including spiritual), and goals that guide the client's choices or decisions.

Value and belief patterns evolve throughout life, often becoming more complex with advancing age.  Values and beliefs serve as the framework for ideas and opinions about what is appropriate, acceptable, and meaningful.  Beliefs involve personal truths based on faith or conviction.  Values focus on the worth associated with goals, actions, and other people.

An individual’s culture greatly influences his/her values and beliefs.  Culture is socially inherited and represents a complex system of values, beliefs, customs, communication patterns,  rituals, taboos (laws), and norms shared by a group of people.  The values of a culture and the beliefs and values of an individual guide and influence individuals in forming goals, opinions, and decisions every day.  A person’s values may be determined by a direct approach, such as asking the person to complete the statement “I value...”, or by observing behaviors and listening to the person’s informal conversation.

Fowler has identified several stages of faith development during the life span.  In relation to faith, older adults may be at the same developmental stage as younger adults, which is characterized by critical appraisal of personal and societal belief systems.  Concern with meeting family and group expectations may occur.  Increased faith development in some elders may progress to the stage where they feel fulfilled by their faith and accept the beliefs of that faith without question.

Although religion may be a sensitive issue for both the patient and the care giver, studies have shown that religion is a very important coping resource used by the geriatric community and should be addressed.  Religion is found to be a source of strength in difficult times and during stressful life events. There is a strong positive correlation between well-being and religion, particularly for women 75 years and older.  There is also a relationship between religiosity and physical health and successful coping. 

Religious activities and attitudes are common among older adults, and statistics reveal that forty to sixty percent of church congregations are composed of retired persons.  The preference and importance of religious beliefs and activities of the elderly client should be addressed and every effort made to provide access or find alternatives to meet patient’s need, and facilitate referral to appropriate resources for support when indicated.
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Although crisis situations as well as the inevitability of death may cause the older person to analyze faith, it is not always a factor in rejecting values or beliefs.  The nurse should recognize the importance of this aspect of human function in all age groups and recognize whether or not the person is in spiritual distress and in need of additional support.

GERIATRIC SPECIFIC BEHAVIORAL INTERVENTIONS / INTERACTIONS
* Provide education as identified on patient assessment of learning abilities.

* Explain equipment used.

* Assess ability to provide self care related to hygiene, mobility, food preparation.  Establish goals   

    based on assessed abilities. 

* Provide for communication needs based on any identified disability:


- Speak distinctly due to loss of ability to discriminate sounds.  Don't shout.


- Focus light directly on objects due to decreased visual acuity.


- Slow the pace of explanations and presentations to meet patient’s level of cognitive   
   


   function.


- Ask questions slowly, face the elder, and allow sufficient time for responses.

* Take frequent breaks when indicated due to fatigue, decreased muscle tone, and toileting needs.

    If indicated, offer/assist with elimination needs.

* Change patient positions slowly due to decreased circulatory force.

* Ensure warmth due to decreased heat regulation, diminished blood flow, and decreased 

    subcutaneous fat.

* Involve patient or designated individual in decision making and control of plan for treatment and 

    care. 

* Avoid treating like children.

* Allow the patient to reminisce.

* Consider ability to chew and taste, number of teeth, fit of dentures.

* Consider visual acuity, hearing, and cognitive function.

* Involve patient or designated individual in discharge planning.  Identify: physical barriers, social          

    barriers, emotional barriers, physical limitations, and financial barriers.  

* Initiate referrals for home care assistance when indicated.

* Provide information on community support services.

* Apply dressings, treatments and conduct procedures with care due to fragile skin turgor.

* Allow for cultural and religious beliefs in providing services.        

APPENDIX A

PHYSIOLOGICAL CHANGES WITH AGE

Assessment is the primary step in the care of the Geriatric Population.  Being able to differentiate the process of normal aging from pathological changes is crucial to the safe and effective care planning for the older adult.  The following is a brief summary of the normal physiological changes of aging associated with the major systems.

CARDIOVASCULAR SYSTEM

HR = 40 - 100

BP = 100/60 - 140/90

-increased systolic blood pressure


-widening of pulse pressure


-decreased circulatory blood supply


-decreased elasticity of heart and arteries


-increased arteriosclerotic plaque


-increased peripheral resistance

PULMONARY SYSTEM

RR = 12 - 20

-reduced vital capacity


-diminished lung elasticity and decreased alveoli


-increased anteroposterior diameter of chest wall


-decreased oxygen utilization and perfusion


-decreased respiratory muscle tone


-decreased ciliary action

MUSCULOSKELETAL SYSTEM

-decreased height


-decreased muscle mass, tone, and strength


-decreased bone mass and  mineralization


-increased joint and cartilage erosion


-thinning of vertebrae

NERVOUS SYSTEM



-decreased response and reaction time


-decreased number of brain cells


-decreased blood supply to the brain cells


-decreased fine motor coordination


-decreased senses: visual acuity, hearing, smell, taste, sensation

GASTROINTESTINAL SYSTEM



-decreased esophageal peristalsis

              -decreased intestinal peristalsis


-decreased external sphincter reflexes


-decreased taste sensation


-decreased saliva production

              -decreased caloric needs

              -less efficient drug absorption

GENITOURINARY SYSTEM
           
-decreased glomerular filtration rate


-decreased renal blood flow and mass


-weakened bladder muscle tone


-urinary retention

REPRODUCTIVE SYSTEM
MALE:        -testes smaller and less firm

  
       -ejaculations slower and less forceful

FEMALE:    -atrophic vulva         

                     -flattening of labia

                     -vagina shorter, drier, and more friable
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