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Preface


Theris A. Touhy, Kathleen Jett
 
In 1981, Dr. Priscilla Ebersole and Dr. Patricia Hess published the first edition of Toward Healthy Aging: Human Needs and Nursing Response, which has been used in nursing schools around the globe. Their foresight in developing a textbook that focuses on health, wholeness, beauty, and potential in aging has made this book an enduring classic and the model for gerontological nursing textbooks. In 1981, few nurses chose this specialty, few schools of nursing included content related to the care of elders, and the focus of care was on illness and problems. Today, gerontological nursing is a strong and evolving specialty with a solid theoretical base and practice grounded in evidence-based research. Dr. Ebersole and Dr. Hess set the standards for the competencies required for gerontological nursing education and the promotion of healthy aging. Many nurses, including us, have been shaped by their words, their wisdom, and their passion for care of elders. We thank these two wonderful pioneers and mentors for the opportunity to build on such a solid foundation in the three editions of this book we have co-authored. We hope that we have kept the heart and spirit of their work, for that is truly what has inspired us, and so many others, to care with competence and compassion. 
 
We believe that Toward Healthy Aging is the most comprehensive gerontological nursing text available. Within the covers, the reader will find the latest evidence-based gerontological nursing protocols to be used in providing the highest level of care to adults in settings across the continuum. The content is consistent with the Recommended Baccalaureate Competencies and Curricular Guidelines for the Nursing Care of Older Adults and the Hartford Institute for Geriatric Nursing Best Practices in Nursing Care to Older Adults. The text has been on the list of recommended reading for the ANCC Advanced Practice Exam for many years and is recommended as a core text by gerontological nursing experts. Toward Healthy Aging is an appropriate text for both undergraduate and graduate students and is an excellent reference for nurses’ libraries. This edition makes an ideal supplement to health assessment, medical-surgical, community, and psychiatric and mental health textbooks in programs that do not have a freestanding gerontological nursing course. 
 
Information about evidence-based practice is presented where available. A holistic approach, addressing body, mind, and spirit, along a continuum of wellness, and grounded in caring and respect for person, provides the framework for the text. The ninth edition has been totally revised to facilitate student learning. Several new chapters have been added to expand and update content areas from previous editions. We present aging within a cultural and global context in recognition of diversity of all kinds and health inequities which persist. We hope to encourage readers to develop a world view of aging challenges and possibilities and the significant role of nursing in promoting healthy aging. 
 
Organization of the text

Toward Healthy Aging has 36 chapters, organized into 5 sections. 
 
Section 1 introduces the theoretical model on which the text is based and discusses the concepts of health and wellness in aging and the roles and responsibilities of gerontological nurses to provide optimal and informed caring. It includes a discussion of the changing population dynamics around the globe as more and more persons live longer and longer. 
 
Section 2 provides the reader with the basic information needed to perform the day-to-day activities of gerontological nursing such as assessment, communication, and interpretation of laboratory tests. 
 
Section 3 explores concerns that may affect functional abilities in aging such as vision, hearing, elimination, sleep, physical activity, and safety and security. Nursing interventions to enhance wellness, maintain optimal function, and prevent unnecessary disability are presented. 
 
Section 4 goes into more depth regarding the chronic disorders covered in just one chapter in previous editions. Among these are chapters on mental health and neurodegenerative disorders such as Alzheimer’s and Parkinson’s diseases. 
 
Section 5 moves beyond illness and functional limitations that may occur in aging and focuses on psychosocial, legal, and ethical issues that affect elders and their families/significant others. Content ranges from the economics of health care to sexuality and palliative care. Aging is presented as a time of accomplishing life’s tasks, developing and sharing unique gifts, and reflecting on the meaning of life. Wisdom, self-actualization, creativity, spirituality, transcendence, and legacies are discussed. The unique and important contributions of elders to society, and to each of us, calls for nurses to foster appreciation of each older person, no matter how frail. 



Key components of the text

A Student Speaks/An Elder Speaks:  Introduces every chapter to provide perspectives of older people and nursing students on chapter content
 
Learning Objectives:  Presents important chapter content and student outcomes
 
Promoting Healthy Aging: Implications for Gerontological Nursing:  Special headings detailing pertinent assessment and interventions for practice applications of chapter content
 
Key Concepts:  Concise review of important chapter points
 
Nursing Studies:  Practice examples designed to assist students in assessment, planning, interventions, and outcomes to promote healthy aging
 
Critical Thinking Questions and Activities:  Assist students in developing critical thinking skills related to chapter and nursing study content and include suggestions for in-classroom activities to enhance learning 
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Research Questions:  Suggestions to stimulate thinking about ideas for nursing research related to chapter topics
 
Boxes

Safety Alerts:  QSEN competencies and safety issues related to care of older adults
 
Research Highlights:  Summary of pertinent current research related to chapter topics
 
Resources for Best Practice (New to the ninth edition): Suggestions for further information for chapter topics and tools for practice
 
Tips for Best Practice (New to the ninth edition): Summary of evidence-based nursing interventions for practice
 
Healthy People:  Reference to the goals cited in Healthy People 2020


 


Evolve ancillaries
 
Instructors

Test Bank:  Hundreds of questions with rationales to use in creating exams
 
PowerPoint:  Lecture slides for each chapter, including integrated audience response questions
 
Teach for Nurses Lesson Plans:  Detailed listing of resources available to instructors for their lesson planning, and including unique case studies and class activities that can be shared with students



Students

Student Review Questions:  Open-ended study questions covering nearly every element of each chapter
 
Case Studies:  Accompanying select chapters, these provide short case studies with questions to help students see content put into practical use
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PART 1


Foundations of Healthy Aging

Outline


1.  Health and wellness in an aging society

2.  Gerontological Nursing: Past, Present, and Future

3.  Theories of aging

4.  Cross-cultural caring and aging

5.  Cognition and learning



 



Chapter 1



 Health and wellness in an aging society 
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Kathleen  Jett, Theris A. Touhy 


 

 
Learning objectives



On completion of this chapter, the reader will be able to:  

 1. Compare and contrast the historical events influencing the health and wellness of those 60 and older. 

 2. Discuss the implications of the wide range of life expectancies of older adults in different parts of the world. 

 3. Describe a wellness-based model that can be used to promote the health of an aging, global community. 

 4. Describe the priorities of the National Prevention Council and suggest how these apply to the aging adult. 

 5. Discuss the multidimensional nature of wellness and its implications for healthy aging. 

 6. Define and describe the three levels of prevention. 

 7. Develop health-promoting strategies at each level of prevention that are consistent with the wellness-based model. 

 8. Describe the role of the nurse in promoting health in later life. 
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A STUDENT SPEAKS

 
I was so surprised when I went to the senior center and saw all those old folks doing tai chi! I feel a bit ashamed that I don’t take better care of my own body.


Maggie, age 24



AN ELDER SPEAKS


Just a change in perspective! I can choose to be well or ill under all conditions. I think, too often we feel like victims of circumstance. I refuse to be a victim. It is my choice and I have control.


Maria, age 86





Herb is an 85-year-old man who considers himself “American.” His great grandfather was born just after the American Civil War. Earlier in Herb’s life he was a business executive but his passion was car racing. Today he works out in the gym and walks 8 miles a day. He no longer races but is active in teaching others to do so. He is talkative and enjoys interacting with those around him. He has mild hypertension and atrial fibrillation. For these conditions he takes a low dose of an antihypertensive and a blood thinner (warfarin), respectively. When asked why he is so healthy and active “at his age,” he replies, “I never thought I would live to be this age, but I have lived life to the fullest. Mostly I think it is having the right genes, staying as active as possible and having a positive attitude.”



From a perspective of Western medicine, health was long considered the absence of physical or psychiatric illness. It was measured in terms of the presence of accepted “norms,” such as a specific range of blood pressure readings and results of laboratory testing, and the absence of established signs and symptoms of illness. When any of the parameters negatively affected the ability of the individual to function independently, debility was assumed. The measurement of a population’s health status was usually inferred almost entirely from life expectancy, morbidity, and mortality statistics. The numbers provided information about illness but the health-related quality of life and wellness of the population could not be inferred. Measuring health in terms of illness does not reflect the life of persons with functional limitations, their ability to contribute to the community, or their movement toward self-actualization.
 
Although there had been efforts for many years to recognize that health meant more than the absence of disease, a national effort was not organized in the United States until 1979. At that time initial national goals were set and described in the document The Surgeon General’s Report on Health and Disease Prevention (HealthyPeople, 2009). This has been updated every 10 years with the most current document Healthy People 2020. Many new topical foci have been added to the newest version, which are especially important to aging (HealthyPeople, 2013b). Among these are the dementias and a general area related to older adults. There is now a new area specific to health-related quality of life and wellness (HealthyPeople, 2013a). The importance of social well-being as a part of physical and mental health was recognized by the World Health Organization (WHO) in 1949, and the WHO recognized the importance of measuring social well-being in 2005 (WHO, 2005).
 
A wellness-based model, derived from a holistic paradigm, has reshaped how health is viewed and revolutionized the way health care and health are perceived. Instead of snapshots in time during a person’s illness, a state of wellness can be uniquely defined anywhere along the continuum of health. Age and illness influence the ease at which one moves along the continuum but do not define the individual.
 
Aging is part of the life course. Caring for persons who are aging is a practice that touches nurses in all settings: from pediatrics involving grandparents and great-grandparents, to the residents of skilled nursing facilities and their spouses, partners, and children, to nurses providing relief support in countries outside of their own. Holroyd et al. (2009) have estimated that “by 2020, up to 75% of nurses’ time will be spent with older adults” (p. 374). The core knowledge associated with gerontological nursing affects all of the profession and is not limited to any one subgroup of nurses (Young, 2003).
 
Gerontological nurses can help shape a world in which persons can thrive and grow old, not merely survive. They have unique opportunities to facilitate wellness in those who are recipients of care. As we move forward in the twenty-first century, the manner in which nurses respond to our aging society will determine our character because we are no greater than the health of the country and the world in which we live. This text is written using a wellness-based model to guide the reader in maximizing strengths, minimizing limitations, facilitating adaptation, and encouraging growth even in the presence of chronic illness or an acute health event. It is about helping persons move Toward Healthy Aging. In this ninth edition we appreciate your willingness to join us in this adventure.
 




 The years ahead

As we look to the future, the world’s population will soon include more persons older than 60 years than ever before. Although highly variable by country, in 2050 the number of persons older than 60 worldwide is expected to more than double from 2010—that is, the number will increase from 10% to 22%, the majority of whom are women (Figure 1-1). (United Nations, Department of Economic and Social Affairs, Population Division [UNDESAPD], 2005). Most of those older than 60 live in what is referred to as “less developed regions” and the percentage is expected to increase from 66% to 79% in this same time period (Figure 1-2) (United Nations [UN], 2012a). These elders are the most likely to be very poor and in need of support to an extent that is not seen in other parts of the world. For example, many grandparents are caring for the estimated 1.3 million Zimbabwean children orphaned by acquired immunodeficiency syndrome (AIDS). They have few, if any, organizations in place to help them (UNICEF, 2010).
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FIGURE 1-1Growth in the Number of Persons at Least 60 Across the Globe. Source: (Data from United Nations, Department of Economic and Social Affairs, Population Division: World population prospects: the 2008 revision, New York, 2009, United Nations.) 
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FIGURE 1-2Distribution of World Population Aged 60 and Older by Development Region: 1950-2050. Source: (From United Nations, Department of Economic and Social Affairs, Population Division: World population ageing 2009, New York, 2009, United Nations.) 





 




[image: Image]


Many grandparents in Africa must care for their young grandchildren. Source: (©iStock.com/Peeter Viisimaa.) 





 
Population growth will change the face of aging as we know it and present many challenges today and in our future. Although healthy aging is now an achievable goal for many in developed and developing regions, it is still only a distant vision for any of those living in less developed areas of the world, where lives are shortened by persistent communicable diseases, inadequate sanitation, and lack of both nutritious food and health care. It is essential that nurses across the globe have the knowledge and skills to help people of all ages achieve the highest level of wellness possible. Some of the questions that must be asked include the following: How can global conditions change for those who are struggling? How can the years of elderhood be maximized and enriched to the extent possible, regardless of the conditions in which one lives?



 Aging

The term geriatrics was coined by American physician, Ignatz Nascher, around 1900 in recognition that the medical care of persons in later life differed from that of other population groups, such as pregnant women or children. Nascher authored the first medical textbook on treatment of the “old” in the United States (Nascher, 1914). Aging was reflected in his eyes as it was in society—a problem that must be reversed, eradicated, or held at bay as long as possible. From the early 1900s, the measurement of the incidence and prevalence of disease and associated morbidity or death was the focus. Although monitoring statistics is still important, the study of later life has been expanded to consideration of the nexus of time and human development, referred to as gerontology.
 
 How old is old?

Each culture has its own definition of when one is recognized as “old.” A range of terms is used including elderly, senior citizens, elders, granny, older adult, or tribal elder. In some cultures elderhood is defined in functional terms—when one is no longer able to perform one’s usual activities (Jett, 2003). Social aging is often determined by changes in roles, such as retirement from one’s usual occupation, appointment as a wise woman/man of the community, or at the birth of a grandchild. Transitions may be marked by special rituals, such as birthday and retirement parties, invitations to join groups such as the American Association of Retired Persons (AARP, 2014), the qualification for “senior discounts” (Box 1-1), eligibility for age-related pensions, or recognition of special honor.




BOX 1-1

The Aging Phenotype
 

A few years ago I stopped coloring my hair, which is almost completely silver now. It was quite a surprise to me the first time the very young clerk in the booth at the movie theater assumed I was 65 and automatically gave me the “senior discount.” My husband’s hair is only fading to a dull brown. When he goes alone they tentatively ask, “Do you have any discounts?”
 
Kathleen, at age 60




 
Biological aging is a complex and continuous process involving every cell in the body from birth to death (Chapter 3). The physical traits by which we identify one as “older” (e.g., gray hair, wrinkled skin) are referred to as the aging phenotype, that is, an outward expression of one’s individual genetic makeup.
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The aging phenotype. Source: (©iStock.com/LPETTET; Mlenny.) 





 
Chronological aging may be combined with any of the previously mentioned biological aging traits or used alone to define aging. In most developed and developing areas of the world, chronological late life is recognized as beginning sometime between the ages 50 and 65, with the World Health Organization using the age of 60 in their discussions (World Health Organization [WHO], 2013a). These arbitrary numbers have been defined with the expectation that persons are in the last decade or two of their lives. This is no longer applicable to men and women in some developed countries where life expectancies are rising. Japan is most notable. There, women have the longest potential life expectancy in the world—29 additional years at the age of 60 (UN, 2012b). In striking contrast are those living in many West African countries such as Mali, where both men and women can expect to live only 13 more years after 60 (Sanderson and Scherbov, 2008). Women at the age of 60 in the United States can expect to live another 25 years and men another 22 years (UN, 2012b). However, because the population in the United States is quite diverse, so is life expectancy. Although there has been a steady increase overall, this has been slower for those considered non-white when compared with those considered white (racial classification). For example, in 2010 the life expectancy at birth for black American men was 4.7 years less than that for white American men and 3.3 years less than that for black women (Kochanek et al, 2013) (Figure 1-3).
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FIGURE 1-3Life Expectancy at Birth, by Race and Sex: United States, 2010. Source: (From Kochanek KD, Arias E, Anderson RN: How did cause of death contribute to racial differences in life expectancy in the United States in 2010? [NCHS data brief no. 125], Hyattsville, MD, 2013, National Center for Health Statistics. http://www.cdc.gov/nchs/data/databriefs/db125.htm. Accessed September 11, 2014.) 





 
There is an ongoing controversy among demographers and gerontologists regarding the use and accuracy of chronological aging. In 1800 only 25% of men in Western Europe lived to the age of 60, yet today 90% of this same demographic live to the age of 90 (Sanderson and Scherbov, 2008, p. 3). So in 1800, was one “old” at 40? Is “old age” delayed until 70 today? How old is old and can there ever be a universal number?
 
As life expectancy increases how will we define aging? How will these definitions, as well as the meaning and the perception of aging, change as the health and wellness of individuals, communities, and nations improve? How will nursing roles and responsibilities change? How can we promote wellness in those who have a much greater chance of living into their 100s?
 
In the countries where the average life expectancies have expanded most rapidly, the following four generational subgroups have emerged: the super-centenarians, the centenarians, the baby boomers, and those in-between. Elderhood has the potential to span 40 years or more, attributable in a large part to increased access to quality health services and emphasis on improving the health of the public.
 
 The super-centenarians

The super-centenarians are those who live until at least 110 years of age. As of 2015 they were born in 1905 or earlier (Box 1-2). This elite group emerged in the 1960s as those first documented to have lived so long. According to the New England Super-Centenarian Study at Boston University, there are about 200 to 300 of these exceptionally long-lived persons worldwide and about 60 in the United States (Schoenhofen et al, 2006).




BOX 1-2


A Remarkably Long Life: Truth or Fiction?
 

On August 4, 1997, Mme Calment of Arles, France, died a rich woman at reportedly the age of 122 years and 4½ months, a super-centenarian. In 1965, when she was 90 years old, her lawyer recognized the value of the apartment in which she lived and owned and made her, what turned out to be, the deal of a lifetime. In exchange for the deed to the apartment, he would pay her a monthly “pension” for life and she could live in the apartment the rest of her life. Over the next 32 years she was paid three times the apartment’s value. She also outlived the lawyer, his son, her husband of 50 years, her daughter, and her only grandson. An active woman, she took up fencing at 85 and was still riding a bike at 100. She smoked until she was 117 and preferred a diet rich in olive oil.


 
Data from National Institute of Aging (NIA): Aging under the microscope: a biological quest, NIH Pub No. 02-2756, Bethesda, MD, 2003, U.S. Government Printing Office; Nemoto S, Finkel T: Aging and the mystery of Arles, Science 429:149, 2004.


 
Many of the fathers and older siblings of the oldest of this cohort fought and died in World War I (WWI) (1914 to 1918). Too old to fight in WWII, they saw their younger siblings repeat this service to their countries. There are no WWI veterans alive today. American Frank Buckles died at the age of 110 (1901 to 2011) (Duggan, 2011) and British veteran Florence Green died at the age of 111 (1901 to 2012) (Fox, 2012).
 
As teens or young adults the super-centenarians of today survived the influenza pandemic of 1918 to 1919, which killed an estimated 50 million people or one fifth of the world’s population (National Archives, n.d.; U.S. Department of Health and Human Services [USDHHS], n.d.b). Referred to as the “Spanish Flu” or “Le Grippe,” this outbreak began in the United States, Europe, and a small part of Asia. It spread worldwide almost overnight. The virulence was such that the period between exposure and death could be a matter of hours. In 1 year the life expectancy in the United States dropped by 10 to 12 years (National Archives, n.d.). Those alive today have also survived the three subsequent pandemics and three pandemic flu threats (Table 1-1).


TABLE 1-1

Pandemic Flu History Since 1918
 


	YEAR(S)
	HISTORICAL NAME



	Pandemics


	1918
	The Spanish flu; Le Grippe (H1N1)



	1957-1960
	Asian flu (H2N2)



	1968-1969
	Hong Kong flu (H3N2)



	2009-2010
	H1N1 (Swine flu)


	
Pandemic Flu Threats*



	1946-1947
	Pseudopandemic



	1976
	Swine flu



	1977
	[Northern China] affecting mostly children



	1997 and 1999
	H5N1 (avian flu)



	1997
	Russian flu (Red flu), affecting only those <25 years old





*Those influenza outbreaks which were anticipated to spread world-wide but were controlled before this happened.

Data from the Centers for Disease Control and Prevention.


 
In most developed countries, especially in nontropical areas, there were no new cases of yellow fever after 1905; however, cholera, typhoid, and polio still occurred. During the 1916 polio epidemic in New York City, many of the super-centenarians were toddlers. The sheer numbers affected by the communicable diseases of the 1800s and 1900s changed the view of science and the acceptance of governments’ role in protecting the public’s health.
 
A study of 32 super-centenarians in the United States found that “A surprisingly substantial portion of these individuals were still functionally independent or required minimal assistance (Schoenhofen et al, 2006, p. 1237).” Most functioned independently until after age 100, with no signs of frailty until about the age of 105. They were found to be remarkably homogeneous. None had Parkinson’s disease, only 25% had ever had cancer, and stroke and cardiovascular disease were rare if they occurred at all. Few had been diagnosed with dementia. A study of super-centenarians in Japan corroborated these findings. It is theorized that these unusual persons have survived this long for “rare and unpredictable” reasons (Willcox et al, 2008). The unique phenotype is consistent, both biologically and socially. Scientists report that contributing factors include improvements in socio-political conditions, medical care, and quality of life (Vacante et al, 2012). While the number alive today is small, it is predicted to grow as the centenarians behind them live longer and healthier (Robine and Vaupel, 2001).



 The centenarians

Centenarians today are between 100 and 109 years of age, the majority of whom are between 100 and 104 years old (Meyer, 2012). Born between 1905 and 1914, they are primarily the younger siblings of the super-centenarians. Only the very youngest of these fought in WWII (1939 to 1946), when approximately 55 million people died, some of whom would have been centenarians today.
 
The Great Depression (approximately 1929 to 1940) was a global event with disastrous consequences for many. Jobs were scarce and poverty and malnutrition were rampant. Millions were unemployed. Young parents struggled to provide their children with even the barest necessities. American President Roosevelt implemented “New Deal” programs to provide some relief through the form of work programs. This included the Civilian Conservation Corp., which served as a source of a minimal amount of income for 3 million men but put great distances between family members. Nonetheless, entire families often had to work, and the skin color of the workforce shifted. African Americans lost the majority of jobs, with only 50% working in 1930 (Public Broadcasting Service [PBS], 1996-2013).
 
Smallpox has been a threat to centenarians until about 35 years ago when it was essentially eradicated globally (College of Philadelphia Physicians [CPP], 2013). Many centenarians had all or most of the “childhood” diseases, such as measles, mumps, chickenpox, and whooping cough; some survivors of today also had polio as children.
 
The percentage of those older than 100 years of age is rising more rapidly than the total population: an estimated increase of 93% between 1980 and 2012 or approximately 61,985 persons in the United States alone (Administration on Aging [AOA], 2013). However, several countries have a higher percentage of centenarians per 10,000 persons in their population (Figure 1-4). Based on the U.S. Census report of 2010, centenarians were overwhelmingly white (82.5%), women (82.8%), and living in urban areas of the Southern states (AOA, 2012). For the first time in history, parents and their children and grandchildren may all belong to this same “generation.”
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FIGURE 1-4Number of Persons Older than 100 per 10,000 Persons in the Population (Select Countries). Source: (Data from Meyer J: Centenarians: 2010, 2012. 2010 Census special reports, C2010SR-03. https://www.census.gov/prod/cen2010/reports/c2010sr-03.pdf. Accessed October 1, 2014.) 





 
Along with the rapidly expanding numbers in this cohort, there is an exponential increase in genetics research to better understand exceptional longevity in humans and the underpinnings of morbidity that is compressed toward the end of their lives (Sebastiani et al, 2013). Although centenarians still carry genetic markers within their chromosomes for any number of health problems, for as yet unknown reasons, these are not “activated” until much later, if at all, when compared with other persons (Sebastiani and Perls, 2012).



 Those in-between

There is also a unique cohort born in the 30 years between 1915 and 1945, that is, between those referred to as the baby boomers and the centenarians; they are the 69- to 99-year-olds of 2015. The oldest were born in the last year or two of WWI and the youngest at the very end of WWII. This age group includes some of the last survivors of the Holocaust. Many fought in WWII. It includes those considered “War Babies” conceived as a result of relationships between men in the military and local women and “left behind” in the countries of their births (Trucco, 1987).
 
This cohort in particular came of age during tumultuous times. Some witnessed or had personal experience with the American Civil Rights Movement (1955 to 1968) or the assassination of President John F. Kennedy (1963). Most were old enough to have been drafted or volunteered to serve in Vietnam (1959 to 1975). The “Cold War” was felt by many as the tensions between the United States and the former Soviet Union reached fever pitch. Others lost friends and family to the global AIDS epidemic before the human immunodeficiency virus (HIV) was isolated in France and the United States in 1983. If born between about 1929 and 1939, they were children during the Great Depression. Food was scarce, and for many, medical and dental care was not possible unless the care could be “bartered” (for example, a basket of eggs in exchange for a tooth extraction). In areas where the water lacked natural fluoride, children’s teeth were soft and cavity prone. “Pigeon chest,” a malformation of the developing rib cage caused by lack of vitamin D, was common. Goiter and myxedema were less common but were present regionally because of unrecognized iodine deficiencies. Those who were infants at this time have survived any number of childhood illnesses. Depending on the year they were born, they have also survived a number of communicable disease outbreaks and influenza pandemics (see Table 1-1).
 
Polio infection was a major fear for this cohort and for some, either they or their friends were affected. A vaccine was not available to children in the United States until 1955, providing the most benefits to the youngest of the “in-betweeners” (CPP, 2013). Penicillin, first discovered in 1928 by Alexander Fleming, became usable in humans in 1936 and likely prevented many infection-related mortalities from then to the present time (Markel, 2013).
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Hospital staff examining a patient in an iron lung during the Rhode Island polio epidemic, 1960. Source: (From the Centers for Disease Control and Prevention Public Health Image Library.) 





 
The number of persons between the ages of 70 and 99 is growing at an exponential rate as the boomers begin to join their ranks. At this time the population in the United States of those 85+ years of age is expected to triple between 2011 and 2040—from 5.7 million to 14.1 million. There is slowly growing racial and ethnic heterogeneity—88.5% of persons in their 90s self-identified as white alone, 87.6% in their 80s, and 84% in their 70s. The group growing older at an increased rate is those who self-identify as Hispanic (AOA, 2012) (Figure 1-5).
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FIGURE 1-5Projected Increase in Number of Persons Considered Hispanic in the United States. Source: (From U.S. Administration on Aging, U.S. Department of Health and Human Services: A statistical profile of Hispanic older Americans aged 65+. http://www.aoa.gov/Aging_Statistics/minority_aging/Facts-on-Hispanic-Elderly.aspx. Accessed September 11, 2014.) 








 The “baby boomers”

The youngest of the “older generation” are referred to as “baby boomers” or “boomers.” They were born somewhere between approximately 1946 and 1964 depending on how they have been defined by any one country. In the United States the first to become baby boomers turned 64 in 2010; the last will do so 21 years later in 2031. More babies were born in the United States in 1946, the year after the end of WWII, than any other year—3.4 million or 20% more than in 1945. These numbers increased every year until they tapered off in 1964. In just 18 years, 76.4 million babies had been born (History, 1996-2013). Each day another 11,000 “boomers” turn 50 years old (American Hospital Association [AHA], 2007).
 
The differences in the life experiences between those born in the late 1940s and early 1960s are quite significant. For example, the eldest had mothers and fathers who had served in WWII and as young adults they may have been drafted into the Vietnam War, obtained a “college deferment,” or volunteered to serve in the military. The youngest in this cohort may have had only a childhood recollection, if any, of that period of time.
 
The baby boomers of today have better access to medication and other treatment regimens than previous cohorts but will nevertheless live longer with chronic disease than any of their predecessors (see Chapter 21). Of particular concern are obesity, diabetes, arthritis, congestive heart failure, and dementia, all of which we discuss in this text. Some of this increased rate is related to a lack of importance placed on what we now consider healthful living as they were growing up. For example, in the 1950s and 1960s smoking was not only condoned, but also considered a sign of status. Candy in the shape and appearance of cigarettes was popular with children. Work and public places and homes were filled with smoke, affecting both the smokers themselves and those who were exposed to second-hand smoke. In the 1950s, 50% of the men and 33% of the women in the United States smoked cigarettes. By 2005 this had decreased to 23% and 19%, respectively (AHA, 2007). Although there has been improvement in some areas and some parts of the world, the damage done to the cardiovascular system has already occurred. Cardiovascular disease is the overall number one cause of noncommunicable death worldwide, killing almost 17 million in 2011 (Figure 1-6) (WHO, 2014b).
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FIGURE 1-6Ten Leading Causes of Noncommunicable Causes of Death Worldwide, 2012. Source: (From World Health Organization: The top 10 causes of death [Fact sheet no. 310]. http://www.who.int/mediacentre/factsheets/fs310/en/index.xhtml. Accessed September 11, 2014.) 





 
The “boomers” in developed countries have had the benefit of the ongoing development of immunizations against communicable diseases. Although the super-centenarians and centenarians may not have received these immunizations, they became a standard of care from 1960 on, when the eldest boomer was 13 years of age. The ability to produce the potent antibiotic penicillin and those to follow has been significantly influential in the survival of this cohort into 2015. The social emphasis today on healthier lifestyles will go far to help persons reach higher levels of wellness, but for this group, the challenges are many.




 


 A wellness-based model

The burgeoning population of persons entering the last 20 to 40 years of life presents the nurse with opportunities to make a difference in promoting wellness and stemming the tide of prolonged life accompanied by chronic disease and disability, especially for the baby boomers. While we provide the implications for nursing practice for the most common health challenges in aging, we do this from the perspective that a state of relative wellness can be an ongoing goal for both nursing practice and individuals themselves. This includes how we approach those to whom we provide care and how we foster health-promoting behaviors.
 
In this text we use a broad view of wellness to provide nurses with a framework for addressing the needs of our aging population on a global scale. A wellness-based model encompasses the idea that health is composed of multiple dimensions. Wellness is expressed in functional, environmental, intellectual, psychological, spiritual, social, and biological dimensions of the human experience within the context of culture (Figure 1-7). These dimensions are juxtaposed on a myriad of other factors, including normal changes of aging, income, education, gender, race, ethnicity and country of origin, place of residence, life opportunities, and access to health care. The challenge to both living and dying in wellness is to balance each of these dimensions to the extent possible. The dimensions are like overlapping petals on a flower, anchored together at the center. Wellness involves each of these singularly and in interaction making a fully, richer whole.
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FIGURE 1-7Flower model. 





 
A wellness-based model is one in which health is viewed on a continuum. At one end there is either an absence of disease as we know it or the presence of chronic diseases that are controlled to the point where their damaging effects are minimized (e.g., a person’s blood pressure reading or blood glucose level is within normal limits). At the other end of the continuum is the point when an acute episode or multiple concurrent conditions result in approaching death but one in which suffering of all kind is minimized to the extent possible. The gerontological nurse has the opportunity and the responsibility when working with persons all along the continuum, including at the time of death, to promote wholeness and wellness as defined by the individual at any point in time.
 
 The wellness-based model for healthy aging

Healthy aging can no longer be viewed by looking only at later life. Reaching for wellness begins in the prenatal period and continues to death. “To a substantial degree, the health of the emergent adult is in the hands of the pediatrician” (Barondess, 2008, p. 147). Exciting research in the field of epigenetics is leading to new understanding of the effect of environmental factors and lifestyle habits such as diet, stress, smoking, and prenatal nutrition on life expectancy and healthy aging.
 
The concept of healthy aging from a wellness perspective is uniquely defined by each individual and likely to change over time. The subcomponents within the wellness model particularly applicable to healthy aging are functional independence, self-care management of chronic illness and disability, positive outlook, personal growth, social contribution, and activities that promote one’s health.
 
The exponential increase in the number of persons older than the age 65 across the globe is a driving force behind the social and political pressure to develop, test, and implement strategies to promote wellness and healthful living across the continuum of life and country (WHO, 2013b). Some of these strategies have been found to be effective based on empirical evidence, others are no longer supported, and many others are believed to be helpful but we do not yet have the evidence. Because of the inherent increased health vulnerability as we age, the efficacy of health-promoting strategies is especially important in helping us achieve and maintain the highest level of wellness possible along the continuum. There are still considerable challenges to implement evidence-based practices as a result of the paucity of research specific to health promotion and aging, especially when applied to those from historically underrepresented groups. Although this may change as the “baby boomers” enter the stage of elderhood, the numbers of those who participate in preventive services at this time are low—only 25% of those between 40 and 64 years of age and less than 40% of those 65 years and older utilize the preventive services available to them (Centers for Disease Control [CDC], 2014).





 Disease prevention and health promotion for older adults

In an effort to move forward, a provision of the Affordable Care Act in the United States called for creation of the National Prevention Council. Chaired by Surgeon General Dr. Regina Benjamin, the charges were to partner community and governmental agencies and establish an action plan for the specific purpose of accelerating prevention in six priority areas (USDHHS, n.d.a) (Box 1-3). The overarching goals are to implement evidence-based prevention strategies at the community level (Box 1-4). These strategies are consistent with both our wellness-based model and the goals and objectives established by Healthy People 2020 (see www.healthypeople.gov) with a new emphasis on the needs of the older adult (Box 1-5) (USDHHS, 2012) (http://www.healthypeople.gov/2020/topics-objectives/topic/older-adults).




BOX 1-3

National Prevention Council’s Six Priority Areas
 




 Tobacco-free living

 Preventing drug abuse and excessive alcohol use

 Healthy eating

 Injury and violence free living

 Reproductive and sexual health

 Mental and emotional well-being










BOX 1-4

Goals of the National Prevention Council
 




 Empowered people

 Healthy and safe community environments

 Clinical and community preventive services

 Elimination of health disparities
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HEALTHY PEOPLE 2020
 
Regarding the Health of Older Adults
 


Goal




 Improve the health, function, and quality of life of older persons.




Emerging issues




 Coordination of care

 Helping older adults manage their own care

 Establishing quality of care measures

 Identifying the minimum levels of training for people who care for older adults

 Promoting research and analysis of appropriate training to equip providers with the tools they need to meet the needs of older adults





Data from U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion: Healthy People 2020, 2012. http://www.healthypeople.gov/2020


 
 Primary prevention

Primary prevention refers to strategies that can and are used to prevent an illness before it occurs. For example, through a collaboration of the Centers for Disease Control and Prevention in the United States and many worldwide partners, wellness is promoted at the primary level by reducing the incidence and prevalence of annual influenza infections (CDC, 2013; WHO, 2013c). An annual vaccination has been found to be the most safe and effective way to prevent influenza and related illness globally; complications are reduced by up to 60% in the elderly and deaths reduced by 80% among those who become infected (WHO, 2014a). Worldwide there are 3 to 5 million cases a year and 250,000 to 500,000 deaths, the majority of these among persons more than 65 years of age (WHO, 2014a). In the United States 90% of flu-related death and 60% of flu-related hospitalization occur in persons 65+ years of age (CDC, 2013). Yet the rates for influenza vaccinations for persons 65 years and older vary by age, economic status, place of residence, and race/ethnicity (Box 1-6).




BOX 1-6

Comparison of Influenza and Pneumococcal Immunizations by Ethnic and Racial Groups*
 


Non-Hispanic black people




•  In 2009 non-Hispanic blacks at least 65 years old were 30% less likely (50.8%) to have received the influenza vaccination than their non-Hispanic white counterparts (68.6%).

•  In 2010 non-Hispanic blacks were 30% less likely (46.2%) to have ever received a pneumonia vaccination than their non-Hispanic white counterparts (63.5%).




American Indian/Native Alaskan people




•  Between 2010 and 2011 American Indians/Native Alaskans at least 65 years of age were slightly more likely (68.7%) to have received an influenza vaccination than their non-Hispanic white counterparts (67.7%).†




Asian people




•  In 2011 Asians at least 65 years of age were only 20% less likely (48%) to have received the pneumococcal vaccination than their white counterparts (63.5%).

•  In 2011 Asians were only 20% less likely (48%) to have received the pneumococcal vaccination than their white counterparts (63.5%).




Hispanic people




•  In 2010 Hispanics at least 65 years of age were only 40% less likely (39%) to have received the pneumococcal vaccination than their white counterparts (63.5%).

•  In 2010 Hispanics were only 30% less likely (50.6%) to have received the influenza vaccination than their white counterparts (68.6%).



*Only U.S. statistics are available. Data from the U.S. Department of Health and Human Services, Office of Minority Health. http://minorityhealth.hhs.gov.

†Data for the specific age group not available.
 



 
Moving toward and maintaining wellness along the continuum in the context of primary prevention includes many choices that are under the control of the person. These may include never starting or stopping smoking, maintaining an ideal body weight, exercising regularly, eating a well-balanced diet, and using select age-appropriate dietary supplements such as vitamin D and calcium (see Chapters 14, 18, & 19). Among other strategies at the primary level are stress management, social engagement, intellectual stimulation, and restful sleep, all of which are essential but too often not emphasized in gerontological nursing practice.



 Secondary prevention

Secondary prevention is the early detection of a disease or health problem that has already developed. The goal of early detection is to increase the likelihood that the problem can be adequately and effectively addressed and therefore the person may return to the prior level of wellness or as close to it as possible (CDC, 2014). The majority of the strategies considered secondary prevention are in the form of health screenings of some type and are particularly important in promoting healthy aging in those whose life expectancy increases with each year and are active and engaged. Secondary prevention occurs in community and senior centers, health fairs, and in health care providers’ offices. Nurses and nurse practitioners are usually advocates and organizers of these strategies. While one cannot entirely compensate for a lifetime of lifestyle choices that were detrimental to one’s health, many small health-promoting changes can ameliorate their impact in later life.
 
Although primary prevention is extremely important and has demonstrated efficacy, secondary and tertiary prevention (see following section) take on new meaning for older adults. For example, determining who should undergo health screening depends on several key factors, especially relevant as we age or develop comorbid conditions: if knowing one has a disease or condition will change the course along the continuum and projected timing of death or if aggressive treatment such as radiation or surgery is a reasonable option for any one person (Box 1-7).




BOX 1-7

When Is Secondary Prevention in Question?
 

A breast mass was noted in a patient in a skilled nursing facility. The nurse was adamant that the patient should have a mammogram. Although the 85-year-old woman was still quite mobile and cheerful, she also had very advanced dementia. My inclination was to not pursue this screening. In conversation with her only living child, we decided that a screening (the mammogram) would be a hardship for her mother because she would not understand what was being done to her and the screening itself was not innocuous. If cancer was found (which was very likely), questions about radiation, chemotherapy, and so on would need to be addressed. It was agreed that the patient could neither understand her screening procedure nor withstand any treatment, both of which would negatively affect her current quality of life. The woman did not receive the mammogram and died of an acute myocardial event about 3 months later.







 Tertiary prevention

A wellness-based model is most salient in facilitating tertiary prevention for persons living with chronic diseases or subsequent to an acute health event. Tertiary prevention addresses the needs of persons who have their day-to-day wellness challenged, either by slowing a disease process (e.g., chemotherapy) or by limiting complications from a previous event (e.g., rehabilitation following a stroke) (Box 1-8). The goals of tertiary prevention are to promote wellness to the extent possible in the presence of an active health challenge. Tertiary prevention may be as “simple” as diabetic meal planning or as complex as combining speech, swallowing, and occupational and physical therapy for the person who has had a stroke. With aggressive tertiary prevention the person may reach a new level of wellness in the face of health challenges.




BOX 1-8

Tertiary Prevention in Action
 

About 9 months ago Helen suffered a stroke that left her partially paralyzed on the right side. With extensive rehabilitation she was able to regain independent ambulation with the help of a cane (declining a walker) and functional use of her affected hand with a brace. The left shoulder had become quite tender because of a combination of chronic arthritis and overuse, the latter occurring because she relied on it to a great extent to remain mobile. She came to the wellness clinic requesting a referral for physical therapy for stretching, heat therapy, and massage therapy, all of which she was readily given. She has now returned to her usual activities, until she needs another “dose” of tertiary prevention.
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The gerontological nurse can use the wellness-based model to promote healthy aging across the continuum of wellness and care settings. The model builds on the goals described in the strategies of the National Prevention Council (Box 1-9) and Healthy People 2020, expanded now to recognize emerging issues relevant to healthy aging (see Box 1-4). Gerontological nurses are active in promoting wellness at the primary level through participating in and facilitating even the simplest of activities, such as when the bedside nurse ensures that the patient is served a meal that is nutritious but also culturally appropriate. Nurses in the community promote wellness as health educators, advocates, and case managers, making sure people know the services to which they are entitled and recommended. Advanced practice nurses are becoming champions of the Annual Health Promotion visit for Medicare recipients (see Chapter 30).




BOX 1-9

Examples of Strategies of the National Prevention Council
 




 Active Living 


 Encourage community design and development that support physical activity.



 Healthy Eating 


 Improve nutritional quality of food supply (e.g., that provided to residents in nursing facilities).



 Mental and Emotional Well-Being 


 Promote the early identification of mental health needs and access to quality services.








 
Yet both the goals and the objectives and interventions for healthy older adults will differ from those for very frail older adults or those with limited life expectancies. When select preventive approaches are questionable, the nurse can inform those involved in health care conversations, leading to the best decision for any one person. Secondary prevention such as health screening for the most impaired or those with very short life expectancies is generally not recommended, but primary and tertiary prevention is always appropriate. It is the responsibility of the skilled gerontological nurse to design interventions all along the continuum—from the very active person, like Herb in the opening paragraph, to those with advanced cognitive impairments, to those who are nearing death.
 
The nurse promotes biological wellness by promoting regular physical activity such as playing tennis, participating in wheelchair bowling, or sitting upright for intervals throughout the day. Healthy lifestyles can also be encouraged by promoting healthy eating and adequate and restful sleep, taking control of acquired health problems such as hypertension or diabetes, and avoiding tobacco or tobacco products. Fostering maximal biological wellness also means advocating for the person to secure the highest quality of medical care when it is needed. The implementation of evidence-based care and cutting-edge research is no longer an option (Box 1-10). At all times the wellness-based model requires that the lifestyle recommendations be balanced between burden and benefit.
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  BOX 1-10


RESEARCH HIGHLIGHTS

Promoting Health
 

Norwegian researchers recruited 30 persons at least 75 years old to participate in a study to test the effectiveness of a series of telephone support calls on a number of factors, including mental health, sense of coherence, self-care, and a sense of ability to perform self-care activities. A significant difference was found between those who received the calls and those who did not. Those who received the calls improved especially in the indicators of mental health, thought to be precursors of the use of health-promoting activities.


 
Data from Sudsli K, Söderhamn U, Espner GA, et al: Self-care telephone talks as a health promotion intervention in urban home-living 75+ years of age: a randomized controlled study, Clin Interv Aging 9:95–103, 2014.


 
The nurse promotes social wellness by facilitating activities in which interactions with others, pets, or both are possible, as desired. Ongoing social interactions have been found to have a significant effect on cognition, memory, and mood (Chapters 28 and 29). Through social interaction, persons can be recognized with inherent value not only in the neutral “person” but also as sexual beings, as men and women, regardless of sexual orientation, age, or functional ability (Box 1-11).




BOX 1-11

The Social Dimension
 

There was a long-term care facility in which the staff was consistently friendly to the residents, regardless of their functional or cognitive status. For many of the residents the staff was all of the family they had left. One of the residents had been there a long time and would likely spend the rest of his life there because of brain damage from uncontrollable seizures. Although communication was difficult, he got much pleasure in “flirting” with the staff. One day a nurse was observed stopping by his chair and commenting on a new baseball cap he had been given. She said “you’re smokin’ in that cap there!” His smile could not be broader and they each went about their different directions.




 
Nurses promote functional wellness across the continuum of care and roles. The bedside nurse ensures that the physical environment is one that promotes healing and encourages the person to remain active and engaged at the highest level possible. For example, it is not appropriate to help someone out of a chair who is able to do so, albeit slower. This type of “help” negatively affects both muscle tone and self-esteem.
 
Addressing the environmental dimension of the wellness model is individual to the person but often includes political activism. Those living in the inner city may be facing increased crime and victimization, exposure to pollution, reduced access to fresh fruits and vegetables, and greater dependence on dwindling public transportation. It may be necessary for the nurse to become involved in creating healthy living spaces by advocating for adequate funding for a wide range of resources from street lighting to funding of local agencies that provide aging-related services, such as the American Aging Association (http://www.americanagingassociation.org), the National Society for American Indian Elderly (http://nsaie.org), or EUROFAMCARE (Family Care of Older Adults in Europe). The gerontological nurse helps to create living spaces and practices that respect and support an environment that supports healthy aging.
 
Addressing the psychological dimension of the wellness model most often calls for identifying potential threats to this aspect of the person. Psychological health includes being aware of and accepting one’s feelings. The nurse is often the one to observe and assess this dimension and challenge the view held by both persons themselves and health care providers—that declines in mental and cognitive health are “normal changes with aging.” In many cases the signs and symptoms of dementia may actually be the misdiagnosis of depression (Chapter 28). The nurse can take the lead in addressing these misconceptions and helping persons who are wrestling with new or life-long psychological challenges as they age.
 
The spiritual dimension of the wellness-based model may be described as that which gives one’s life meaning, be this a relationship with a greater source (e.g., God, Allah, The Great Spirit, Wakan Tanka, Gitche Manitou) or a relationship with others or the sense of the community or world. The nurse fosters the spiritual dimension of the person through awareness or at least openness to how others view and express their own spirituality. This may be ensuring that the person’s spiritual rituals are taken into account when scheduling medical appointments or procedures or even when taking vital signs in the hospital setting. It also means that the nurse and the rest of the health care team respect and account for dying and death rituals as appropriate (Chapter 35).
 
When nurses address the person’s needs along the continuum within his or her personal perspective, they are respecting the patient’s culture regardless of what it is and the form it takes. It may be ensuring the appropriate food is provided, such as a serving of pasta or rice with each meal, or facilitating the inclusion of an indigenous healer in the care team.
 
The nurse promotes wellness in all dimensions within the context of the person’s culture. By listening closely, nurses can hear what is most important to persons and what can be done to promote their wellness. The nurse’s role across the globe is to facilitate the creation of economic, social, and physical environments that enhance the opportunity for persons to move toward wellness through the promotion of healthy lifestyles, timely health screening, and the ability to participate in tertiary prevention at every stage of life. The wellness-based approach is perhaps the most equitable in supporting the individual’s potential for maximal health and functioning at all ages.



 Key concepts




•  Wellness is a multidimensional concept, not a condition. It is human adaptation at the most individually satisfying level in response to existing internal and external conditions.

•  With increasing life expectancy and numbers of persons alive, the positive outcomes of health promotion and disease prevention interventions are more important now than in any previous time in history.

•  The numbers of aging persons in undeveloped areas of the world will shortly far exceed those living in the more developed parts of the world.

•  For the first time in history an individual and his or her parent and grandparent may all be of the same socially described “generation” of older adults.

•  The definition of who is “old” and “elder” or a “senior citizen” is changing rapidly; this is expected to change even further as more and more of the “baby boomers” live longer.

•  The promotion of the health of older adults is now recognized in unique and specific ways as noted in the U.S. document Healthy People 2020.

•  By using a wellness perspective as a basis of practice, the gerontological nurse can promote health regardless of where a person is on the health continuum.

•  A nurse with a wellness focus designs interventions to promote optimal living, enhance healthy aging, and maximize quality of life.


 





NURSING STUDY:
 
IN CELEBRATION OF LIFE
 

Rhonda recently celebrated her 90th birthday with a large number of family and friends attending from far and near. She said, “That was the best day of my life! I was married three times but none of the weddings were as exciting as this. I have attained what I would never have thought possible when I was 50. Yes, life has been a struggle. One husband died in the Second World War, one was abusive and we were divorced, and the last husband, a wonderful man, developed Alzheimer’s and I cared for him for six years. My children sometimes wonder how I have managed to keep such a positive outlook. I believe my purpose in living so long is to be an example of aging well.”
 
Rhonda is frail and thin, and she has advanced osteoarthritis for which she routinely takes ibuprofen and calcium tablets. She does not tolerate dairy products, so she uses lactose-free products. She eats sparingly but likes almost all foods and is concerned about good nutrition. Until last year she walked a brisk mile each day until she broke her hip after slipping on an acorn. Since her fall she has not regained her full strength and is frustrated that she now has to use a cane to help steady herself. She is hoping that with enough exercise in the gym she will make it to her next birthday. 


•  Which of the dimensions of wellness as discussed in this chapter are reflected in the narrative provided?

•  Where would you place Rhonda in the continuum of wellness? Explain your reasons for doing so.

•  Identify three health promotion or disease prevention strategies to talk with Rhoda about. In doing so you will either listen as she tells you how she has addressed these over time or suggest to her how they may be incorporated into her life.









 Critical thinking questions and activities




 1.  Construct a personal definition of health that incorporates the dimensions of the wellness-based model.

 2.  Looking into the future, consider which decade you expect will be your last. In what state of health do you expect to be?

 3.  There are three levels of prevention. As science advances, so does our knowledge of which strategies are effective in promoting health and in preventing illness and which are not. Think of a strategy you use or have heard of and believe to be effective based on evidence. Then look in scientific literature (not the newspaper or Wikipedia) to see what the evidence is at this time.





 Research questions




 1.  What factors are the most significant influences of health in aging?

 2.  What are the factors that indicate one is in a state of “wellness”?

 3.  What are the perceptions of younger people about the possibility of healthy aging?

 4.  How can nurses enhance wellness for older adults in various stages across the continuum?




 



References 
 

1.   Administration on Aging. A profile of older Americans 2012. Available at: http://www.aoa.acl.gov/Aging_Statistics/Profile/2012/index.aspx 2012. 
 
2.   Administration on Aging. A profile of older Americans 2013. Available at: www.aoa.acl.gov/Aging_Statistics/Profile/index.aspx 2013 Accessed March 2015. 
 
3.   American Association of Retired Persons. Member advantages. Available at: http://aarpmemberadvantages.com March 2015 Accessed 
 
4.   American Hospital Association. When I’m 64 how boomers will change the face of health care. Available at: https://www.healthdesign.org/sites/default/files/news/How%20Boomers%20Will%20Change%20Health%20Care.pdf May 2007 Accessed March 2015. 
 
5.   Barondess JA. Toward healthy aging the preservation of health. J Am Geriatr Soc;2008;56(1):145-148. 
 
6.   Centers for Disease Control. Clinical preventive services. Available at: http://www.cdc.gov/aging/services/ 2014 Accessed December 1, 2013. 
 
7.   Centers for Disease Control. Influenza update for geriatricians and other clinicians caring for people 65 and older. Available at: http://www.cdc.gov/flu/professionals/2012-2013-guidance-geriatricians.htm 2013 Accessed December 1, 2013. 
 
8.   College of Philadelphia Physicians. The history of vaccines. Available at: http://www.historyofvaccines.org 2013 Accessed December 1, 2013. 
 
9.   Duggan P. Last U.S. World War I veteran Frank W. Buckles dies at 110: The Washington Post Feb 28, 2011. 
 
10.   Fox M. Florence Green, last World War I veteran, dies at 110: The New York Times Feb 7, 2012. 
 
11.   HealthyPeople. History and development of healthy people. Available at: http://healthypeople.gov/2020/about/history.aspx 2011 Accessed March 2014. 
 
12.   HealthyPeople. Health-related quality of life and well-being. Available at: http://healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=19 2013 Accessed March 2014. 
 
13.   HealthyPeople. 2020 Topics & objectives,. Available at: http://healthypeople.gov/2020/topicsobjectives2020/default.aspx 2013 Accessed March 2014. 
 
14.   History. Baby boomers. Available at: http://www.history.com/topics/baby-boomers 1996-2013 Accessed December 1, 2013. 
 
15.   Holroyd A, Dahlke S, Fehr C, et al. Attitudes toward aging implications for a caring profession. J Nurs Educ;2009;48(7):374-380. 
 
16.   Jett KF. The meaning of aging and the celebration of years. Geriatr Nurs;2003;24(4):290-293. 
 
17.   Kochanek KD, Arias E, Anderson RN. How did cause of death contribute to racial differences in life expectancy in the United States in 2010? (NCHS data brief no. 125). Hyattsville, MD: National Center for Health Statistics 2013 Available at: http://www.cdc. gov/nchs/data/databriefs/db125.htm Accessed December 1, 2013. 
 
18.   Markel H. The real story behind penicillin: PBS NewsHour Sept 27, 2013 Available at: http://www.pbs.org/newshour/rundown/2013/09/the-real-story-behind-the-worlds-first-antibiotic.xhtml Accessed December 1, 2013. 
 
19.   Meyer J. Centenarians 2010. 2012 2010 Census Special Reports (Report no. C2010SR-03) 
 
20.   Nascher I. Geriatrics. Philadelphia: P. Blakiston’s Sons & Co 1914. 
 
21.   National Archives. The deadly virus the influenza epidemic of 1918. Available at: http://www.archives.gov/exhibits/influenza-epidemic/index.xhtml Accessed December 1, 2013. 
 
22.   Public Broadcasting Service. The Great Depression. Available at: http://www.pbs.org/wgbh/americanexperience/features/general-article/dustbowl-great-depression 1996–2013 Accessed December 1, 2013. 
 
23.   Robine J, Vaupel JW. Supercentenarians slower ageing individuals or senile elderly. Exp Gerontol;2001;36(4–6):915-930. 
 
24.   Sebastiani P, Bae H, Sun FX, et al. Meta-analysis of genetics variants associated with human exceptional longevity. Aging;2013;5(9):653-661. 
 
25.   Sebastiani P, Perls TT. The genetics of extreme longevity lessons from the New England centenarian study. Front Genet;2012;3(277):1-7. 
 
26.   Sanderson W, Scherbov S. Rethinking age and aging, Population Bulletin. A Publication of the Population Reference Bureau;200863(4) 
 
27.   Schoenhofen EA, Wyszynski DF, Andersen S, et al. Characteristics of 32 supercentenarians. J Am Geriatr Soc;2006;54:1237-1240. 
 
28.   Trucco T. English war babies search for American fathers: The New York Times Apr 9, 1987 Available at: http://www.nytimes.com/1987/04/09/garden/english-war-babies-search-for-american-fathers.xhtml? pagewanted=all&src=pm Accessed December 1, 2013. 
 
29.   UNICEF. Humanitarian action report 2010 Partnering for children in emergencies. Available at: http://www.unicef.org/har2010/index_zimbabwe_feature.xhtml Feb 2010 Accessed November 1, 2013. 
 
30.   United Nations. Linking population, poverty and development. Available at: http://www. unfpa.org/pds/trends.htm 2012 Accessed November 1, 2013. 
 
31.   United Nations. Social indicators HealthLife expectancy. Available at: http://unstats.un.org/unsd/demographic/products/socind/ 2012 Accessed December 1, 2013. 
 
32.   United Nations, Department of Economic and Social Affairs Population Division. Population challenges and development goals. Available at: http://www.un.org/esa/population/publications/pop_challenges/Population_Challenges.pdf 2005 Accessed November 1, 2013. 
 
33.   U.S. Department of Health and Human Services. National Prevention Council, n.d.a. Available at: http://www.surgeongeneral.gov/initiatives/prevention/about/index.xhtml Accessed December 1, 2013. 
 
34.   U.S. Department of Health and Human Services. Pandemic flu history, n.d.b. Available at: http://www.flu.gov/pandemic/history Accessed December 1, 2013. 
 
35.   U.S. Department of Health and Human Services. HealthyPeople Older adults. Available at: http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=31 2012 Accessed December 1, 2013. 
 
36.   Vacante M, D’Agata V, Motta M, et al. Centenarians and supercentenarians a black swan. Emerging social, medical and surgical problems. BMC Surg;2012;12(Suppl 1):S36. 
 
37.   Willcox DC, Willcox BJ, Wang NC, et al. Life at the extreme limit phenotypic characteristics of supercentenarians in Okinawa. J Gerontol A Biol Sci Med Sci;2008;63(11):1201-1208. 
 
38.   World Health Organization. The World Health Organization Quality of Life Assessment (WHOQOL position paper from the World Health Organization). Soc Sci Med;2005;41(10):1403-1409. 
 
39.   World Health Organization. Influenza (seasonal). Available at: http://www.who.int/mediacentre/factsheets/fs211/en/index.xhtml 2014 Accessed October 31, 2014. 
 
40.   World Health Organization. Definition of and older or elderly person. Available at: http://www.who.int/healthinfo/survey/ageingdefnolder/en/ 2013 Accessed December 1, 2013. 
 
41.   World Health Organization. The 8th global conference on health promotion – the Helsinki Statement on Health in all policies. Available at: http://www.who.int/healthpromotion/conferences/8gchp/en/index.xhtml 2013 Accessed December 1, 2013. 
 
42.   World Health Organization. Influenza Surveillance and monitoring. Available at: http://www.who.int/influenza/surveillance_monitoring/en/ 2013 Accessed December 1, 2013. 
 
43.   World Health Organization. The top 10 causes of death. Available at: http://www.who.int/mediacentre/factsheets/fs310/en/index.xhtml 2014 Accessed December 2013. 
 
44.   Young H. Challenges and solutions for an aging society. Online J Issues Nurs;2003;8:1. 
 

 








 



Chapter 2



 Gerontological Nursing: Past, Present, and Future 
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Theris A. Touhy 


 

 
Learning objectives



On completion of this chapter, the reader will be able to:  

 1. Discuss strategies to prepare an adequate and competent eldercare workforce to meet the needs of the growing numbers of older people across the globe. 

 2. Identify several factors that have influenced the development of gerontological nursing as a specialty practice. 

 3. Discuss several formal geriatric organizations and describe their significance to nurses. 

 4. Discuss the role of gerontological nurses in research related to aging

 5. Compare various gerontological nursing roles and requirements across the health-wellness continuum. 

 6. Discuss interventions to improve outcomes for older adults during transitions between health care settings. 
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A YOUTH SPEAKS


Until my grandmother became ill and needed our help, I really didn’t know her well. Now I can look at her in an entirely different light. She is frail and tough, fearful and courageous, demanding and delightful, bitter and humorous, needy and needed. I’m beginning to think that old age is the culmination of all the aspects of living a long life.

 
Jenine, 28 years old



A PERSON AT MID-LIFE SPEAKS

 
Gerontological nursing brings one in touch with the most basic and profound questions of human existence: the meanings of life and death; sources of strength and survival skills; beginnings, endings, and reasons for being. It is a commitment to discovery of the self—and of the self I am becoming as I age.

 
Stephanie, 46 years old



AN ELDER SPEAKS

 
I’m 95 years old and have no family or friends that still survive. I wonder if anyone will be there for me when I leave the planet, which will be very soon I am sure. Mothers deliver, but who will deliver me into the hand of God?

 
Helen, 87 years old







 Care of Older Adults: A Nursing Imperative

Healthy aging is now an achievable goal for many. It is essential that nurses have the knowledge and skills to help people of all ages, races, and cultures to achieve this goal. The developmental period of elderhood is an essential part of a healthy society and as important as childhood or adulthood (Thomas, 2004). We can expect to spend 40 or more years as older adults. Enhancing health in aging requires attention to health throughout life, as well as expert care from nurses.
 
How do nurses maximize the experience of aging and enrich the years of elderhood for all individuals regardless of the physical and psychological changes that commonly occur? Nurses have a great responsibility to help shape a world in which older people can thrive and grow, not merely survive. Most nurses care for older people during the course of their careers. Estimates are “that by 2020, up to 75% of nurses’ time will be spent with older adults” (Holroyd et al, 2009, p. 374). In addition, the public will look to nurses to have the knowledge and skills to assist people to age in health. Every older person should expect care provided by nurses with competence in gerontological nursing.
 
 Who Will Care for an Aging Society?

By 2040, the number of older people in the world will be at least 1.3 billion (Tolson et al, 2011) (Chapter 1). It is a critical health and societal concern that gerontological nurses, other health professionals, and direct care workers are prepared to deliver care in all settings across the globe. The aging workforce is in shortage in most of the developed world, and the increased aging population is posing challenges for many countries to meet the expanding need for care services for older people (European Economic and Social Committee, 2012). The developing countries are experiencing the most rapid growth in numbers of older people and lack systems of care and services.
 
In the United States, eldercare is projected to be the fastest growing employment sector in health care. In spite of demand, the number of health care workers who are interested and prepared to care for older people remains low (Institute of Medicine, 2008). Less than 1% of registered nurses and less than 3% of advanced practice nurses (APNs) are certified in geriatrics (Cortes, 2012; Institute of Medicine, 2008; Robert Wood Johnson Foundation, 2012). “We do not have anywhere close to the number of nurses we need who are prepared in geriatrics, whether in the field of primary care, acute care, nursing home care, or in-home care” (Christine Kovner, RN, PhD, FAAN, as cited in Robert Wood Johnson Foundation, 2012).
 
Geriatric medicine faces similar challenges with about 7000 prepared geriatricians, 1 for every 2546 older Americans; and this number is falling with the trend predicted to be less than 5000 by 2040 (Cortes, 2012; Institute of Medicine, 2008). Other professions such as social work, physical therapy, and psychiatry have similar shortages. It is estimated that by 2030 nearly 3 million additional health care professionals and direct care workers will be needed to meet the care needs of a growing older adult population (Eldercare Workforce Alliance, 2014).
 
The geriatric workforce shortage also presents a looming crisis for the 43.5 million unpaid family caregivers providing care for someone 55 years or older. Without improvement in the eldercare workforce, even more stress will be placed on family and other informal caregivers. With smaller family sizes, the rising divorce rate, and the increase in geographical relocation, the next generation of older adults may be less able to rely on families for caregiving (Eldercare Workforce Alliance, 2014) (Chapter 34). Will there be care workers to assist families in care of loved ones?
 
The Eldercare Workforce Alliance, a group of 28 national organizations representing older adults and the eldercare workforce, including family caregivers, health care professionals, direct care workers, and consumers, has begun to address these concerns. Immediate goals of the Alliance are as follows: 


•  strengthen the direct care workforce through better training, supervision, and improved compensation; address clinician and faculty shortages through incentives such as loan forgiveness; increase public funding for training; and provide better compensation

•  ensure a competent workforce by encouraging agencies and organizations that certify and regulate the eldercare workforce to require demonstrated and continued competence

•  redesign the health care delivery by adopting cost-effective care coordination models



The Patient Protection and Affordable Care Act (2010) provides many initiatives that will have a direct impact on gerontological nursing with regard to workforce, education, and practice. Funding to support advanced education in gerontological nursing, education of faculty, and advanced training for direct care workers employed in long-term care settings is included in the provisions of the law.
 
Improving the competency and adequacy of the eldercare workforce is essential to meet the needs and demands of a burgeoning aging population (Bardach and Rowles, 2012). “The consequences of inaction will be profound” (Besdine et al, 2005, p. S246). See Box 2-1 for a Healthy People 2020 objective related to the workforce crisis.
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Healthy People 2020
 
Objective 7-A
 

Increase the proportion of the health care workforce with geriatric certification (physicians, geriatric psychiatrists, registered nurses, dentists, physical therapists, registered dieticians).
 


Data from U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion: Healthy People 2020, 2012. http://www.healthypeople.gov/2020


 




 Development of Gerontological Nursing
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Nurses provide care in a number of settings.  Source: (Courtesy Kathleen Jett.) 





 
Historically, nurses have always been in the frontlines of caring for persons as they age. They have provided hands-on care, supervision, administration, program development, teaching, and research and are, to a great extent, responsible for the rapid advance of gerontology as a profession. Nurses have been, and continue to be, the mainstay of care of older adults (Mezey and Fulmer, 2002). Gerontological nurses have made significant contributions to the body of knowledge guiding best practice care of older people.
 
Efforts to determine the appropriate term for nurses caring for older people have included gerontic nurses, gerontological nurses, and geriatric nurses. We prefer the term gerontological nurse because it reflects a more holistic approach encompassing both health and illness. Gerontological nursing has emerged as a circumscribed area of practice only within the past 6 decades. Before 1950, gerontological nursing was seen as the application of general principles of nursing to the older adult client with little recognition of this area of nursing as a specialty similar to obstetric, pediatric, or surgical nursing. Whereas most specialties in nursing developed from those identified in medicine, this was not the case with gerontological nursing because health care of the older adult was traditionally considered within the domain of general nursing (Davis, 1985). In examining the history of gerontological nursing, one must marvel at the advocacy and perseverance of nurses who have remained deeply committed to the care of older adults despite struggling against insurmountable odds over the years.
 
The foundation of gerontological nursing as we know it today was built largely by a small cadre of nurse pioneers, many of whom are now deceased. The specialty was defined and shaped by these innovative nurses who saw, early on, that older individuals had special needs and required the most subtle, holistic, and complex nursing care. These pioneers challenged the current thinking and investigated new ideas related to the care of older people; refuted mythical tales and fantasies about aging; and found realities through investigation, clinical observation, practice, and documentation, setting in motion activities that markedly influenced the course of the aging experience. They saw new possibilities and a better future for those in the later stages of life. The wisdom the pioneers shared is still relevant today, and we owe them a debt of gratitude for their commitment, compassion, and persistence in establishing the specialty practice. Box 2-2 presents the views of some of the geriatric nursing pioneers, as well as those of current leaders, on the practice of gerontological nursing and what draws them to the specialty. For a comprehensive review of the history of the specialty, including Dr. Ebersole’s interviews with geriatric nursing pioneers, the reader is referred to Geriatric Nursing: Growth of a Specialty (Ebersole and Touhy, 2006). Nurses are proud to be the standard bearers of excellence in the care of older people (Table 2-1).


TABLE 2-1

Professionalization of Gerontological Nursing 




	1906
	First article is published in American Journal of Nursing (AJN) on care of the elderly.



	1925
	AJN considers geriatric nursing as a possible specialty in nursing.



	1950
	Newton and Anderson publish first geriatric nursing textbook. Geriatrics becomes a specialization in nursing.



	1962
	American Nurses Association (ANA) forms a national geriatric nursing group.



	1966
	ANA creates the Division of Geriatric Nursing. First master’s program for clinical nurse specialists in geriatric nursing developed by Virginia Stone at Duke University.



	1970
	ANA establishes Standards of Practice for Geriatric Nursing.



	1974
	Certification in geriatric nursing practice offered through ANA; process implemented by Laurie Gunter and Virginia Stone.



	1975
	
Journal of Gerontological Nursing published by Slack; first editor, Edna Stilwell.



	1976
	ANA renames Geriatric Division “Gerontological” to reflect a health promotion emphasis. 

ANA publishes Standards for Gerontological Nursing Practice; committee chaired by Barbara Allen Davis. 

ANA begins certifying geriatric nurse practitioners. 

Nursing and the Aged edited by Burnside and published by McGraw-Hill.



	1977
	First gerontological nursing track funded by Division of Nursing and established by Sr. Rose Therese Bahr at University of Kansas School of Nursing.



	1979
	
Education for Gerontic Nursing written by Gunter and Estes; suggested curricula for all levels of nursing education.



	1980
	
Geriatric Nursing first published by AJN; Cynthia Kelly, editor.



	1983
	Florence Cellar Endowed Gerontological Nursing Chair established at Case Western Reserve University, first in the nation; Doreen Norton, first scholar to occupy chair. 

National Conference of Gerontological Nurse Practitioners is established.



	1984
	National Gerontological Nurses Association is established. 

Division of Gerontological Nursing Practice becomes Council on Gerontological Nursing (councils established for all practice specialties).



	1989
	ANA certifies gerontological clinical nurse specialists.



	1992
	John A. Hartford Foundation funds a major initiative to improve care of hospitalized older patients: Nurses Improving Care for Healthsystem Elders (NICHE).



	1996
	John A. Hartford Foundation establishes the Institute for Geriatric Nursing at New York University under the direction of Mathy Mezey.



	2000
	Recommended baccalaureate competencies and curricular guidelines for geriatric nursing care published by the American Association of Colleges of Nursing and the John A. Hartford Foundation Institute for Geriatric Nursing (2010). 

The American Academy of Nursing established Building Academic Geriatric Nursing Capacity (BAGNC) in 2000 with support from the John A. Hartford Foundation.



	2001
	Hartford Coalition of Geriatric Nursing Associations formed.



	2002
	Nurse Competence in Aging (funded by the Atlantic Philanthropies Inc.) initiative to improve the quality of health care to older adults by enhancing the geriatric competence of nurses who are members of specialty nursing.



	2004
	Nurse Practitioner and Clinical Nurse Specialist Competencies for Older Adult Care published by the American Association of Colleges of Nursing and the Hartford Institute for Geriatric Nursing. 

Atlantic Philanthropies committed its resources to postdoctoral fellowships in gerontology nursing.



	2007
	Atlantic Philanthropies provides a grant to the American Academy of Nursing of $500,000 to improve care of older adults in nursing homes by improving the clinical skills of professional nurses (Nursing Home Collaborative). 

American Association for Long-Term Care Nurses formed.



	2008
	Four new Centers of Geriatric Nursing Excellence (CGNE) are funded by the John A. Hartford Foundation, bringing the total number of Centers to nine. Existing Centers are at the University of Iowa, University of California San Francisco, Oregon Health Sciences University, University of Arkansas, University of Pennsylvania, Arizona State University, Pennsylvania State University, University of Minnesota, and University of Utah. 

Research in Gerontological Nursing launched by Slack Inc; Dr. Kitty Buckwalter, Editor. 

Geriatric Nursing Leadership Academy established by Sigma Theta Tau International with funding from the John A. Hartford Foundation. 

John A. Hartford Foundation funds the Geropsychiatric Nursing Collaborative (Universities of Iowa, Arkansas, Pennsylvania, American Academy of Nursing). 

Institute of Medicine publishes Retooling for an aging America: building the health care workforce report and addresses the need for enhanced geriatric competencies for the health care workforce. 

Consensus Model for APRN Regulation: 

Licensure, Accreditation, Certification & Education designates adult-gerontology as one of six population foci for APRNs



	2009
	
Sigma Theta Tau’s Center for Nursing Excellence in Long-Term Care launched 

John A. Hartford Foundation funds Phase 2 of the Fostering Geriatrics in Pre-Licensure Nursing Education, a partnership between the Community College of Philadelphia and the National League for Nursing.



	2010
	Adult-gerontology primary care nurse practitioner competencies published by the John A. Hartford Foundation Institute for Geriatric Nursing, the AACN, and NONPF. 

Sigma Theta Tau’s Center for Nursing Excellence established. 

ANCC Pathways to Excellence—Long-Term Care Program established. 

ANA Gerontological Nursing Scope and Standards of Practice published.



	2012
	The Gerontological Society of America is now home to the Coordinating Center for the National Hartford Centers of Gerontological Nursing Excellence (HCGNE), also known as the Building Academic Geriatric Nursing Capacity Initiative. 

U.S. Department of Health and Human Services provides funding to five designated medical center hospitals for clinical training to newly enrolled APRNs to deliver primary care, preventive care, transitional care, chronic case management, and other services appropriate for Medicare recipients.



	2013
	Adult-Gerontology Acute Care Nurse Practitioner and Adult-Gerontology Primary Care Nurse Practitioner certifications through ANCC begin. 

Hartford Institute of Geriatric Nursing (HIGI) receives a $1.5 million Nurse Education, Practice, Quality, and Retention (NEPQR) Grant from HRSA to enhance interprofessional education, leadership, and team-building skills for practitioners and students to help address the complexity of medication management for frail older adults in the community. The grant is a practice/education partnership between HIGI, New York University (NYU) College of Nursing, NYU Silver School of Social Work, Touro College of Pharmacy, and Visiting Nurse Service of New York. 

Primary Care for Older Adults Initiative e-learning clinical training modules released; supported by funds from DHHS, HRSA, Bureau of Health Professions (BHPr), and Division of Public Health and Interdisciplinary Education (DPHIE). Modules available on GenerationNP.com. 

Post-master’s certificate in Interprofessional Primary Care for Older Adults with Multiple Chronic Conditions: Hartford Institute of Geriatric Nursing and New York University College of Nursing.










BOX 2-2

Reflections on Gerontological Nursing from Gerontological Nursing Pioneers and Current Leaders in the Field
 


Doris Schwartz, Gerontological Nursing Pioneer

“We need to remind ourselves constantly that the purpose of gerontic nursing is to prevent untimely death and needless suffering, always with the focus of doing with as well as doing for, and in every instance to attempt to preserve personhood as long as life continues.”
 
(From interview data collected by Priscilla Ebersole between 1990 and 2001.)
 
Mary Opal Wolanin, Gerontological Nursing Pioneer

“I believe that one of the most valuable lessons I have learned from those who are older is that I must start with looking inside at my own thinking. I was very guilty of ageism. I believed every myth in the book, was sure that I would never live past my seventieth birthday, and made no plan for my seventies. Probably the most productive years of my career have been since that dreaded birthday and I now realize that it is very difficult, if not impossible, to think of our own aging.”
 
(From interview data collected by Priscilla Ebersole between 1990 and 2001.)
 
Bernita Steffl, Gerontological Nursing Pioneer

“There is always an interesting person there, sometimes locked in the cage of age. I think I have helped at least a few of my students with this approach, ‘You see me as I am now, but I see myself as I’ve always been and all the things I’ve been—not just an old lady.’”
 
(Ebersole P, Touhy T: Geriatric nursing: growth of a specialty, New York, 2006, Springer, p. 52.)
 
Terry Fulmer, Dean, College of Nursing, New York University, and Co-Director, John A. Hartford Institute for Geriatric Nursing

“I soon realized that in the arena of caring for the aged, I could have an autonomous nursing practice that would make a real difference in medical outcomes. I could practice the full scope of nursing. It gave me a sense of freedom and accomplishment. With older patients, the most important component of care, by far, is nursing care. It’s very motivating.”
 
(Ebersole P, Touhy T: Geriatric nursing: growth of a specialty, New York, 2006, Springer, p. 129.)
 
Neville Strumpf, Edith Clememer Steinbright Professor in Gerontology, University of Pennsylvania, Director of the Hartford Center of Geriatric Nursing Excellence and Center for Gerontological Nursing Science

“My philosophy remains deeply rooted in individual choice, comfort and dignity, especially for frail, older adults. I fervently hope that the future will be characterized by a health care system capable of supporting these values throughout a person’s life, and that we shall someday see the routine application of evidence-based practice to the care of all older adults, whether they are in the community, a hospital, or the nursing home. We have not yet achieved that dream.”
 
(Ebersole P, Touhy T: Geriatric nursing: growth of a specialty, New York, 2006, Springer, p. 145.)
 
Mathy Mezey, Professor Emerita and Retired Founding Director, The Hartford Institute for Geriatric Nursing, New York University College of Nursing

“Because geriatric nursing especially offers nurses the unique opportunity to dramatically impact people’s lives for the better and for the worst, it demands the best that you have to offer. I am very optimistic about the future of geriatric nursing. Increasing numbers of older adults are interested in marching into old age as healthy and involved. Geriatric nursing offers a unique opportunity to help older adults meet these aspirations while at the same time maintaining a commitment to the oldest and frailest in our society.”
 
(Ebersole P, Touhy T: Geriatric nursing: growth of a specialty, New York, 2006, Springer, p. 142.)
 
Jennifer Lingler, PhD, CRNP, Assistant Professor, School of Nursing, University of Pittsburgh

“When I was in high school, a nurse I knew helped me find a nursing assistant position at the residential care facility where she worked. That experience sparked my interest in older adults that continues today. I realized that caring for frail elders could be incredibly gratifying, and I felt privileged to play a role, however small, in people’s lives. At the same time, I became increasingly curious about what it means to age successfully. I questioned why some people seemed to age so gracefully, while others succumbed to physical illness, mental decline, or both. As a Building Academic Geriatric Nursing Capacity (BAGNC) alumnus, I now divide my time serving as a nurse practitioner at a memory disorders clinic, teaching an ethics course in a gerontology program, and conducting research on family caregiving. I am encouraged by the realization that as current students contemplate the array of opportunities before them, seek counsel from trusted mentors, and gain exposure to various clinical populations, the next generation of geriatric nurses will emerge. And, I am confident that in doing so, they will set their own course for affecting change in the lives of society’s most vulnerable members.”
 
(As cited in Fagin C, Franklin P: Why choose geriatric nursing? Six nursing scholars tell their stories, Imprint Sep-Oct, 2005, p. 74.)
 



 
 Early History

The origins of gerontological nursing are rooted in England and began with Florence Nightingale as she accepted a position in the Institution for the Care of Sick Gentlewomen in Distressed Circumstances. Nightingale’s concern for the frail and sick elderly was continued by Agnes Jones, a wealthy Nightingale-trained nurse, who in 1864 was sent to the Liverpool Infirmary, a large Poor Law institution. The care in the institution had been poor, the diet meager, and the “nurses” often drunk. Under the tutelage of Nightingale, Miss Jones was able to dramatically improve the care and reduce the costs.
 
In the United States, almshouses were the destination of destitute older people and were insufferable places with “deplorable conditions, neglect, preventable suffering, contagion, and death from lack of proper medical and nursing care” (Crane, 1907, p. 873). As early as 1906, Lavinia Dock and other early leaders in nursing addressed the needs of the elderly chronically ill in almshouses and published their work in the American Journal of Nursing (AJN). Dock and her colleagues cited the immediate need for trained nurses and pupil education in almshouses, “so that these evils, all of which lie strictly in the sphere of housekeeping and nursing—two spheres which have always been lauded as women’s own—might not occur” (Dock, 1908, p. 523). In 1912, the Board of Directors of the American Nurses Association (ANA) appointed an Almshouse Committee to continue to oversee nursing in these institutions. World War I distracted them from attention to these needs. But in 1925, the ANA advanced the idea of a specialty in the nursing care of the aged.
 
With the passage of the Social Security Act of 1935, federal monies were provided for old-age insurance and public assistance for needy older people not covered by insurance. To combat the public’s fear of almshouse placement, Congress stipulated that the Social Security funds could not be used to pay for care in almshouses or other public institutions. This move is thought to have been the genesis of commercial nursing homes. During the next 10 years, many almshouses closed and the number of private boarding homes providing care to elders increased. Because retired and widowed nurses often converted their homes into such living quarters and gave care when their boarders became ill, they can be considered the first geriatric nurses in the community and their homes the first nursing homes.
 
In the 1940s, two nursing journals described centers of excellence for geriatric care: the Cuyahoga County Nursing Home in Ohio and the Hebrew Home for the Aged in New York. An article in the American Journal of Nursing (AJN) by Sarah Gelbach (1943) recommended that nurses should have not only an aptitude for working with the elderly but also specific geriatric education. The first textbook on nursing care of the elderly, Geriatric Nursing, was published by Newton and Anderson in 1950, and the first published nursing research on chronic disease and the elderly (Mack, 1952) appeared in the premier issue of Nursing Research in 1952.
 
In 1962 a focus group was formed to discuss geriatric nursing, and in 1966 a geriatric practice group was convened. Also in 1966 the ANA formed a Division of Geriatric Nursing. The first geriatric standards were published by the ANA in 1968, and soon after, geriatric nursing certification was offered. Geriatric nursing was the first specialty to establish standards of practice within the ANA and the first to provide a certification mechanism to ensure specific professional expertise through credentialing (Ebersole and Touhy, 2006). In 1976 the Division of Geriatric Nursing changed its name to the Gerontological Nursing Division to reflect the broad role nurses play in the care of older people. In 1984 the Council on Gerontological Nursing was formed and certification for geriatric nurse practitioners (GNPs) and gerontological clinical nurse specialists (GCNSs) became available. The most recent edition of Scope and Standards of Gerontological Nursing Practice was published in 2010 and identifies levels of gerontological nursing practice (basic and advanced) and standards of clinical gerontological nursing care and gerontological nursing performance.
 


 Current Initiatives

The most significant influence in enhancing the specialty of gerontological nursing has been the work of the Hartford Institute for Geriatric Nursing, established in 1996 and funded by the John A. Hartford Foundation. It is the only nurse-led organization in the country seeking to shape the quality of the nation’s health care for older Americans by promoting geriatric nursing excellence to both the nursing profession and the larger health care community. Initiatives in nursing education, nursing practice, nursing research, and nursing policy include enhancement of geriatrics in nursing education programs through curricular reform and faculty development and development of the National Hartford Centers of Gerontological Nursing Excellence, predoctoral and postdoctoral scholarships for study and research in geriatric nursing, and clinical practice improvement projects to enhance care for older adults (www.hartfordign.org).
 
Another significant influence on improving care for older adults was the Nurse Competence in Aging (NCA) project. This initiative addressed the need to ensure competence in geriatrics among nursing specialty organizations. The initiative provided grant and technical assistance to more than 50 specialty nursing organizations, developed a free web-based comprehensive gerontological nursing resource center (ConsultGeriRN.org) where nurses can access evidence-based information on topics related to the care of older adults, and conducted a national gerontological nursing certification outreach (Stierle et al, 2006). There is also a new mobile app (http://consultgerirn.org/resources/apps/) that can be purchased for $1.99 and gives access to information and tools to treat common problems encountered in the care of older adults. The Resourcefully Enhancing Aging in Specialty Nursing (REASN) project extended this work and focused on building intensive collaborations with 13 hospital-based specialty associations to create geriatric educational products and resources to ensure the geriatric competencies of their members.
 
Sigma Theta Tau’s Center for Nursing Excellence in Long-Term Care was launched in 2009. The Center sponsors the Geriatric Nursing Leadership Academy (GNLA) and offers a range of products and services to support the professional development and leadership growth of nurses who provide care to older adults in long-term care. In 2013, The Hartford Institute for Geriatric Nursing, in collaboration with several other organizations, began several initiatives focusing on interprofessional education, leadership, and team building skills, as well as improving the knowledge and skill sets of primary care providers caring for older adults (Table 2-1).
 




 Gerontological Nursing Education

According to the ANA’s Gerontological Nursing: Scope and Standards of Practice (2010), “Nurses require the knowledge and skills to assist older adults in a broad range of nursing care issues, from maintaining health and preventing illnesses, to managing complex, overlapping chronic conditions and progressive/protracted frailty in physical and mental functions, to palliative care” (pp. 12, 13).
 
Essential educational competencies and academic standards for care of older adults have been developed by national organizations such as the American Association of Colleges of Nursing (AACN) for both basic and advanced nursing education (ANA, 2010). The Essentials of Baccalaureate Education for Professional Nursing Practice (AACN, 2008) specifically address the importance of geriatric content and structured clinical experiences with older adults across the continuum in the education of students. In 2010, AACN and the Hartford Institute for Geriatric Nursing, New York University, published the Recommended Baccalaureate Competencies and Curricular Guidelines for the Nursing Care of Older Adults, a supplement to the Essentials document (Appendix 2-A). In addition, gerontological nursing competencies for advanced practice graduate programs have also been developed. All of these documents can be accessed from the AACN website. “Despite these lists of competencies, however, there remains a lack of consistency among nursing schools in helping students gain needed gerontological nursing information and skills” (ANA, 2010, p. 12).
 
There has been some improvement in the amount of geriatrics-related content in nursing school curricula, but it is still uneven across schools and hampered by lack of faculty expertise in the subject (IOM, 2011; Robert Wood Johnson Foundation, 2012). Faculty with expertise in gerontological nursing are scarce and there is a critical need for nurses with master’s and doctoral preparation and expertise in care of older adults to assume faculty roles. Most schools still do not have freestanding courses in the specialty similar to courses in maternal/child or psychiatric nursing. AACN’s 2007 report on the education and role of the clinical nurse leader stated: “In the past, nursing education has been dogged about assuring that every student has the opportunity to attend a birth, but has never insisted that every student have the opportunity to manage a death, even though the vast majority of nurses are more likely to practice with clients who are at the end of life” (p. 7). Best practice recommendations for nursing education include provision of a stand-alone course, as well as integration of content throughout the curriculum “so that gerontology is valued and viewed as an integral part of nursing care” (Miller et al, 2009, p. 198).
 
It is important to provide students with nursing practice experiences caring for elders across the health-wellness continuum. For clinical practice sites, one is not limited to the acute care setting or the nursing home. Experiences with well elders in the community and opportunities to focus on health promotion should be the first experience for students. This will assist them to develop more positive attitudes, understand the full scope of nursing practice with older adults, and learn nursing responses to enhance health and wellness. Rehabilitation centers, subacute and skilled nursing facilities, and hospice settings provide opportunities for leadership experience, nursing management of complex problems, interprofessional teamwork, and research application for more advanced students (Fox, 2013; Neville et al, 2014).
 


 Organizations Devoted to Gerontology Research and Practice

The Gerontological Society of America (GSA) demonstrates the need for interdisciplinary collaboration in research and practice. The divisions of Biological Sciences, Health Sciences, Behavioral and Social Sciences, Social Research, Policy and Practice, and Emerging Scholar and Professional Organization include individuals from myriad backgrounds and disciplines who affiliate with a section based on their particular function rather than their educational or professional credentials. Nurses can be found in all sections and occupy important positions as officers and committee chairs in the GSA.
 
This mingling of the disciplines based on practice interests is also characteristic of the American Society on Aging (ASA). Other interdisciplinary organizations have joined forces to strengthen the field. The Association for Gerontology in Higher Education (AGHE) has partnered with the GSA, and the National Council on Aging (NCOA) is affiliated with the ASA. These organizations and others have encouraged the blending of ideas and functions, furthering the understanding of aging and the interprofessional collaboration necessary for optimal care. International gerontology associations, such as the International Federation on Aging and the International Association of Gerontology and Geriatrics, also have interdisciplinary membership and offer the opportunity to study aging internationally.
 
Organizations specific to gerontological nursing include the National Gerontological Nursing Association (NGNA), the Gerontological Advanced Practice Nurses Association (GAPNA), the National Association Directors of Nursing Administration in Long Term Care (NADONA/LTC) (also includes assisted-living RNs and LPNs/LVNs as associate members), the American Association for Long-Term Care Nursing (AALTCN), and the Canadian Gerontological Nursing Association (CGNA).
 
The CGNA, founded in 1985, addresses the health needs of older Canadians and the nurses who care for them. In 2003, the CGNA formed an alliance with the NGNA to exchange information and share mutual goals and opportunities for the advancement of both groups. NGNA and CGNA published Prescriptions for Excellence in Gerontological Nursing Education (2008). In 2001, the Coalition of Geriatric Nursing Organizations (CGNO) was established to improve the health care of older adults across care settings. The CGNO represents more than 28,500 geriatric nurses from 8 national organizations and is supported by the Hartford Institute for Geriatric Nursing and located at New York University College of Nursing (New York, NY).
 


 Research on Aging

Inquiry into and curiosity about aging is as old as curiosity about life and death itself. Gerontology began as an inquiry into the characteristics of long-lived people, and we are still intrigued by them. Anecdotal evidence was used in the past to illustrate issues assumed to be universal. Only in the past 60 years have serious and carefully controlled research studies flourished.
 
The impact of disease morbidity and impending death on the quality of life and the experience of aging have provided the impetus for much of the study by gerontologists. Much that has been thought about aging has been found to be erroneous, and early research was conducted with older people who were ill. As a result, aging has been inevitably seen through the distorted lens of disease. However, we are finally recognizing that aging and disease are separate entities although frequent companions.
 
Aging has been seen as a biomedical problem that must be reversed, eradicated, or controlled for as long as possible. The trend toward the medicalization of aging has influenced the general public as well. The biomedical view of the “problem” of aging is reinforced on all sides. A shift in the view of aging to one that centers on the potential for health, wholeness, and quality of life, and the significant contributions of older people to society, is increasingly the focus in the research, popular literature, the public portrayal of older people, and the theme of this text.
 
The National Institute on Aging (NIA), the National Institute of Nursing Research (NINR), the National Institute of Mental Health (NIMH), and the Agency for Healthcare Research and Quality (AHRQ) continue to make significant research contributions to our understanding of older people. Research and knowledge about aging are strongly influenced by federal bulletins that are distributed nationwide to indicate the type of research most likely to receive federal funding. These are published in requests for proposals (RFPs). Ongoing and projected budget cuts are of concern in the adequate funding of aging research and services in the United States.
 
Theoreticians and researchers most commonly interested in the study of aging are sociologists, psychologists, and biologists. Their conceptual bases underlie their perspectives regarding survival issues. Nursing research draws from its own body of knowledge, as well as from all of these disciplines, to describe, monitor, protect, and evaluate the quality of life while aging and the services more commonly provided to the aging population, such as hospice care.
 
 Nursing Research

Gerontological nursing research and practice have evolved to such a point that the best practice standards are being published and distributed widely. Nurses have generated significant research on the care of older adults and have established a solid foundation for the practice of gerontological nursing. Research with older adults receives considerable funding from the National Institute of Nursing Research (NINR), and their website (www.nih.gov/ninr) provides information about results of studies and funding opportunities. A current initiative is The Palliative Research Cooperative (PCRC): Enhancing Sustainability and Building the Science of Palliative Care. This opportunity will encourage cutting-edge studies focused on biobehavioral research and the impact of transitions along the palliative care spectrum, as well as caregiving issues. Gerontological nurse researchers publish in many nursing journals and journals devoted to gerontology such as The Gerontologist and Journal of Gerontology (GSA), and there are several gerontological nursing journals including Journal of Gerontological Nursing, Research in Gerontological Nursing, Geriatric Nursing, and the International Journal of Older People Nursing.
 
Nursing research has significantly affected the quality of life of older people and gains more prominence each decade. Federal funding for gerontological nursing research is increasing, and more nurse scholars are studying nursing issues related to older people. Many nursing research studies and evidence-based protocols are featured in this text. Some of the most important nursing studies have investigated methods of caring for individuals with dementia, reducing falls and the use of restraints, pain management, delirium, care transitions, and end-of-life care.
 
Knowledge about aging and the lived experience of aging has changed considerably and will continue to change in the future. Past ideas and current practices will not be acceptable to a generation of healthier and better educated individuals who expect a much higher quality of life than did their elders. Nursing research will continue to examine the best practices for care of older people who are ill and living in institutions but increasing emphasis will be placed on strategies to maintain and improve health while aging, especially in light of the increasing numbers of older individuals across the globe.
 
Current research priorities include a focus on community and home-care resources for older adults, family caregiving issues, and a shift from the emphasis on illness and disease to the expectation of wellness, even in the presence of chronic illness and functional impairment. Translational research and continued attention to interprofessional studies are increasingly important. Future research directions from prominent gerontological nurse researchers are presented in Box 2-3. Brendan McCormack, editor of the International Journal of Older People Nursing, provides suggestions for a global research agenda in Box 2-4.




BOX 2-3

 
Future Directions for Gerontological Nursing Research
 




•  Staffing patterns and the most appropriate mix to improve care outcomes in long-term care settings; role of the registered nurse in residential long-term care settings

•  Strategies to increase preparation in gerontological nursing and increased recruitment into the specialty

•  Influence of culture, diversity, and ethnicity on aging and preparation of nurses to work with older adults

•  Gay, lesbian, bisexual, transgender couples/families/relationships

•  Factors contributing to successful aging, health promotion, and wellness, including resilience and spirituality

•  Retirement decisions of current and future older people, how they are made and how they are changing

•  Dementia as a chronic illness and staying well with the disease

•  Developing the science behind other pain management devices such as TENS, acupuncture, distraction, and various skin stimulation techniques

•  Adaptation of electronic medical records (EMRs) to capture the complexity of older adults with multiple comorbid conditions and provide person-centered care

•  Increasing the sophistication of physical, psychosocial, and environmental assessments for older adults

•  Nonpharmacological treatments nurses can use to help older people including counseling and teaching skills

•  Caregiving, particularly intergenerational and cross-cultural

•  Interventions for drug and alcohol abuse and mental health problems of current and future generations of older adults

•  Integration of current best practice protocols into settings across the continuum in cost-effective and care-efficient models

•  Models of acute care designed to prevent negative outcomes in elders

•  Nursing interventions for individuals with dementia in acute care settings

•  Delirium—prevention, management, and care

•  Interprofessional care: what is it, how to do it, and what impact does it have on quality of care and quality of life of older adults?

•  Health promotion and illness management interventions in the assisted living setting; role of professional nurses and advanced practice nurses in this setting; aging in place

•  Development of models for end-of-life care in the home and nursing home





From Resnick B, Kovach C, McCormack B: Personal communication, December 18, 2013; and Wykle ML, Tappen RM as cited in Ebersole P, Touhy T: Geriatric nursing: growth of a specialty, New York, 2006, Springer.






BOX 2-4


Suggestions for Global Gerontological Nursing Research
 




 Aging in low- and middle-income nations

 Ethnic elders in Western societies

 Homeless older people

 Older people in rural isolated communities

 Older people as caregivers

 Aging in war-torn societies

 Older people in the context of natural disaster management





From personal communication: Brendan McCormack, December 20, 2013.


 




 Gerontological Nursing Roles

Gerontological nursing roles encompass every imaginable venue and circumstance. The opportunities are limitless because we are a rapidly aging society. “Nurses have the potential to improve elder care across settings through effective screening and comprehensive assessment, facilitating access to programs and services, educating and empowering older adults and their families to improve their health and manage chronic conditions, leading and coordinating the efforts of members of the health care team, conducting and applying research, and influencing policy” (Young, 2003, p. 9).
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Gerontological nursing is important in this rapidly aging society.  Source: (©iStock.com/DianaHirsch.) 





 
A gerontological nurse may be a generalist or a specialist. The generalist functions in a variety of settings (primary care, acute care, home care, subacute and long-term care, and the community), providing nursing care to individuals and their families. National certification as a gerontological nurse is a way to demonstrate one’s special knowledge in care for older adults and should be encouraged (http://www.nursecredentialing.org/GerontologicalNursing).
 
The gerontological nursing specialist has advanced preparation at the master’s level and performs all of the functions of a generalist but has developed advanced clinical expertise, as well as an understanding of health and social policy and proficiency in planning, implementing, and evaluating health programs.
 
 Specialist Roles

Under the Consensus Model for APRN Regulation: Licensure, Accreditation, Certification and Education (2008), advanced practice registered nurses (APRNs) must be educated, certified, and licensed to practice in a role and a population. APRNs may specialize but they may not be licensed solely within a specialty area. APRNs are educated in one of four roles, one of which is adult-gerontology. This population focus encompasses the young adult to the older adult, including the frail elder.
 
Today, there are only about 5700 geriatric nurse practitioners but there are 25,000 adult nurse practitioners (ANPs) and 52,000 family nurse practitioners (FNPs) (Cortes, 2012, 2013).The number of APRNs with gerontological certification and interest in the specialty practice has historically been low. It is hoped that this new focus in role and population, combining ANP and gerontological nurse practitioner (GNP) specialty education, will assist in meeting the critical need for APRNs so that more are well prepared to care for the aging population.
 
Family and adult nurse practitioner programs often attract more students, and many of these graduates go on to practices that include a large number of older adults. Some have had intensive attention in their curricula to gerontological nursing care, but many have not and must “learn on the job.” The lack of faculty with expertise in gerontological nursing and limited knowledge of the scope of gerontological nursing have led to less than ideal preparation of FNP and ANP students in care of older adults and those with the complex medical conditions often seen in aging. Further, the faculty may have little to no experience or negative attitudes of care provided in long-term care settings, discouraging advanced practice nursing (APN) students from practicing in these settings. The routing of federal grants for education in medicine and nursing to family practice is an additional reason for the low numbers of nurses choosing specialty preparation in gerontological nursing.
 
Titles of APRNs educated and certified across both areas of practice will include the following: Adult-Gerontology Acute Care Nurse Practitioner, Adult-Gerontology Primary Care Nurse Practitioner, and Adult-Gerontology Clinical Nurse Specialist. Certification is available for all of these levels of advanced practice; in most states this is a requirement for licensure.
 
Advanced practice nurses with certification in adult-gerontology will find a full range of opportunities for collaborative and independent practice both now and in the future. Direct care sites include geriatric and family practice clinics, long-term care, acute and subacute care facilities, home health care agencies, hospice agencies, continuing care retirement communities, assisted living facilities, managed care organizations, and specialty care clinics (e.g., Alzheimer’s, heart failure, diabetes). Specialty gerontological nurses are also involved with community agencies such as local Area Agencies on Aging, public health departments, and national and worldwide organizations such as the Centers for Disease Control and the World Health Organization. They function as care managers, eldercare consultants, educators, and clinicians. 

One of the most important advanced practice nursing roles that emerged over the last 40 years is that of the gerontological nurse practitioner (GNP) and the gerontological clinical nurse specialist (GCNS) in skilled nursing facilities. The education and training programs arose from evident need, particularly in the long-term care (LTC) setting (Ploeg et al, 2013). Nurse practitioners have been providing care in nursing homes in the United States since the 1970s, in Canada since 2000, and only recently in the United Kingdom. Numbers remain small and there is a need for continued attention at the policy and funding level for increased use of nurse practitioners in LTC. Recommendations from expert groups in the United States and Canada have called for a nurse practitioner in every nursing home (Harrington et al, 2000; Ploeg et al, 2013). This role is well established and there is strong research to support the impact of advanced practice nurses working in LTC settings (Bakerjian, 2008; Oliver et al, 2014; Ploeg et al, 2013) (Box 2-5).




BOX 2-5

 
Outcomes of APNs Working in LTC Settings
 




 Improvement in or reduced rate of decline in incontinence, pressure ulcers, aggressive behavior, and loss of affect in cognitively impaired residents

 Lower use of restraints with no increase in staffing, psychoactive drug use, or serious fall-related injuries

 Improved or slower decline in some health status indicators including depression

 Improvements in meeting personal goals

 Lower hospitalization rates and costs

 Fewer ED visits and costs

 Improved satisfaction with care





Data from Ploeg J, Kaaslainen S, McAiney C, et al: Resident and family perceptions of the nurse practitioner role in long term care settings, BMC Nurs 12:24, 2013.


 
The Evercare Care Model, a federally funded Medicare demonstration project, originally designed by two nurse practitioners, is a very successful innovative model with a long history of positive outcomes. This model utilizes APRNs, either certified in gerontology or specially trained by Evercare, for care of long-term nursing home residents and individuals with severe or disabling conditions (see www.innovativecaremodels.com). Box 2-6 presents research highlights from a study examining resident and family perceptions of the nurse practitioner role in long-term care settings.




[image: Image] BOX 2-6 

 
RESEARCH HIGHLIGHTS
 

In-depth and focus group interviews were conducted with residents and family members in four Canadian nursing homes to explore their perceptions of the nurse practitioner role. The major themes that emerged were as follows:
 
NPs were seen as providing resident and family-centered care and providing enhanced quality of care. Residents and families perceived the NP as improving availability and timeliness of care and helping to prevent unnecessary hospitalization. Participants spoke eloquently about the NP role as “catalyst,” “light switch,” and “bridge” in shaping the culture and working relationships in long-term care (LTC). “She (NP) helps me and my sister a lot just by listening and providing suggestions . . . not just communicating but she is also listening. It’s almost like having a midwife or doula or something like that, from an emotional point of view” (p. 7).
 
Residents and families valued the caring relationship with the NP and this was a central means through which enhanced quality of care occurs. Increased use of NPs in LTC settings can enhance outcomes and satisfaction. Including the concepts of caring relationships and person-centered care in NP education is important.
 


Data from Ploeg J, Kaaslainen S, McAiney C, et al: Resident and family perceptions of the nurse practitioner role in long term care settings, BMC Nurs 12:24, 2013.


 


 Generalist Roles
 
 Acute Care

Older adults often enter the health care system with admissions to acute care settings. Older adults comprise 60% of the medical-surgical patients and 46% of the critical care patients. Acutely ill older adults frequently have multiple chronic conditions and comorbidities and present many challenges. Even though most nurses working in acute care are caring for older patients, many have not had gerontological nursing content in their basic nursing education programs and few are certified in the specialty. “Only a small number of the country’s 6000 hospitals have institutional practice guidelines, educational resources, and administrative practices that support best practice care of older adults” (Boltz et al, 2008, p. 176).
 
Kagan (2008) reminds us that “older adults are the work of hospitals but most nurses practicing in hospitals do not say they specialize in geriatrics . . . We, as a profession and a force in an aging society, must make the transformation to understanding care of older adults is acute care nursing . . . Care of older adults would be the rule instead of the exception” (2008, p. 103). Kagan goes on to suggest that such a transformation would mean that acute care nurses would proudly describe themselves as geriatric nurses with subspecialties (geriatric vascular nurses, geriatric emergency nurses) and, along with geriatric nurse generalists, would populate hospital nursing services across the country.
 
Nurses caring for older adults in hospitals may function in the direct care provider role; or as care managers, discharge planners, care coordinators, or transitional care nurses; or in leadership and management positions. Many acute care hospitals are adopting new models of geriatric and chronic care to meet the needs of older adults. These include geriatric emergency rooms and specialized units such as acute care for the elderly (ACE), geriatric evaluation and management units (GEM), and transitional care programs. This will increase the need for well-prepared geriatric professionals working in interprofessional teams to deliver needed services. Box 2-7 presents guiding principles for the elder-friendly hospital.




BOX 2-7


Guiding Principles for the Elder-Friendly Hospital/Facility
 


For the Patient




•  Each patient is a unique individual and should be evaluated as such.

•  Measures are taken to accommodate the patient’s and family‘s special needs.




For the Staff




•  Nurses demonstrate clinical competence in geriatric nursing.

•  Nurses provide therapeutic response, patience, and presence when caring for geriatric patients.

•  Nurses and staff who provide direct care identify and address the patient’s individual needs and preferences; staff creates a positive experience for the patient and family.

•  Nurses coordinate care across the continuum and “Manage the Journey” of the patient and family.

•  Excellent communication, tailored to meet the needs of the geriatric patient, results in a “Climate of Confidence” for the patient and the nurse.

•  The organization provides appropriate resources and systems that support best practice in geriatric nursing care.




For the Environment




•  The physical environment supports the needs of the geriatric patient and family and the staff who care for them.

•  An elder-friendly environment, as defined by the patient and family, also enhances the practice environment for the staff.

•  The elder-friendly environment is embraced hospital wide.





From American Association of Nurse Executives: The guiding principles for creating elder-friendly hospitals. Copyright 2010 by the American Organization Nurse Executives (AONE). All Rights Reserved.


 
 NICHE.

The Nurses Improving Care for Health System Elders (NICHE), a program developed by the Hartford Geriatric Nursing Institute in 1992, was designed to improve outcomes for hospitalized older adults and offers many opportunities for new roles for acute care nurses such as the geriatric resource nurse (GRN). The GRN role emphasizes the pivotal role of the bedside nurse in influencing outcomes of care and coordination of interprofessional activities (Resnick, 2008). “All geriatric models of care include a high level of nursing input but only NICHE stresses nurse involvement in hospital decision-making regarding care of older adults. This professional nursing practice perspective supports nurse competencies related to the complex interdisciplinary care management of older adults and the resources they need to improve the safety and outcomes of hospitalized older adults” (Capezuti et al, 2012, p.3117).
 
NICHE especially targets the prevention of iatrogenic complications, which occur in as many as 29% to 38% of hospitalized older adults, a rate three to five times higher than that seen in younger patients (Inouye et al, 2000). Common iatrogenic complications include functional decline, pneumonia, delirium, new-onset incontinence, malnutrition, pressure ulcers, medication reactions, and falls. Recognizing the impact of iatrogenesis, both on patient outcomes and on the cost of care, the Centers for Medicare and Medicaid Services (CMS) has instituted changes that will reduce payment to hospitals relative to these often preventable outcomes. The changes target conditions that are high cost or high volume, result in a higher payment when present as a secondary diagnosis, are not present on admission, and could have reasonably been prevented through the use of evidence-based guidelines. Targeted conditions include catheter-associated urinary tract infection (CAUTI), pressure ulcers, and falls (Chapters 13, 16, 19). Expertise in gerontological nursing is essential in prevention of these conditions.
 
NICHE has been the most successful acute care geriatric model in recruiting hospital membership and contributing to the depth of geriatric hospital programming. More than 500 hospitals in more than 40 states, as well as parts of Canada, are involved in NICHE projects (www.nicheprogram.org).
 




 Community- and Home-Based Care

Nurses will care for older adults in hospitals and long-term care facilities, but the majority of older adults live in the community. Community-based care occurs through home and hospice care, provided in persons’ homes, independent senior housing complexes, retirement communities, residential care facilities such as assisted living facilities, and adult day health centers. It also takes place in primary care clinics and public health departments. Care will continue to move out of hospitals and long-term care institutions into the community because of rapidly escalating health care costs and the person’s preference to “age in place.” Gerontological nurses will find opportunities to create practices in community-based settings with a focus on not only care for those who are ill but also health promotion and community wellness.
 
Nurses in the home setting provide comprehensive assessments including physical, functional, psychosocial, family, home, environmental, and community. Care management and working with interprofessional teams are integral components of the home health nursing role. Nurses may provide and supervise care for elders with a variety of care needs (including chronic wounds, intravenous therapy, tube feedings, unstable medical conditions, and complex medication regimens) and for those receiving rehabilitation and palliative and hospice services. Schools of nursing must increase education and practice experiences for nursing students in home- and community-based care.
 
New roles for registered nurses in the community may emerge with the implementation of the Patient Protection and Affordable Care Act (2010). The California Institute for Nursing and Health Care Nurse Role Exploration Project (2013) discusses the following emerging roles: care coordinator (including population health management and tiered coordination); nurse/family cooperative facilitator (bringing virtual and in-person health care to people where they live and work); and primary care provider (performing intake screening, education, coaching, and support for people with complex illnesses, as well as preventative information and support for wellness in collaboration with physicians and nurse practitioners). Nurse practitioners are now Medicare-accepted providers of the annual wellness visits for beneficiaries. Advances in technology for remote monitoring of health status and safety and the development of point-of-care testing devices show promise in improving outcomes for elders who want to age in place (see Chapter 20). These technologies present exciting opportunities for nurses in the management and evaluation of care.
 


 Certified Nursing Facilities (Nursing Homes)

Certified nursing facilities, commonly called nursing homes, have evolved into a significant location where health care is provided across the continuum, part of a range of long-term post–acute care (LTPAC) services. Estimates are that 37% of all acute hospitalizations require post–acute care services and older adults now enter nursing homes with increasingly acute health conditions. The old image of nursing homes caring for older adults in a custodial manner is no longer valid. Today, most facilities have subacute care units that more closely resemble the general medical-surgical hospital units of the past. Most people enter nursing homes for short stays that last no more than 1 week to 3 months (Toles et al, 2013). “Nursing homes are no longer just a destination but rather a stage in the recovery process” (Thaler, 2014). Subacute care in nursing facilities will continue to grow with health care reform, and there are many new roles and opportunities for professional nursing in the setting.
 
Roles for professional nursing include nursing administrator, manager, supervisor, charge nurse, educator, infection control nurse, Minimum Data Set (MDS) coordinator, case manager, transitional care nurse, quality improvement coordinator, and direct care provider. Professional nurses in nursing facilities must be highly skilled in the complex care concerns of older people, ranging from subacute care to end-of-life care. Excellent assessment skills; ability to work with interprofessional teams in partnership with residents and families; skills in acute, rehabilitative, and palliative care; and leadership, management, supervision, and delegation skills are essential.
 
Practice in this setting calls for independent decision-making and is guided by a nursing model of care because there are fewer physicians and other professionals on site at all times. In addition, stringent federal regulations governing care practices and greater use of licensed practical nurses and nursing assistants influence the role of professional nursing in this setting. Many new graduates will be entering this setting upon graduation so it is essential to provide education and practice experiences to prepare them to function competently in this setting, particularly leadership and management skills. Box 2-8 presents research highlights of a study of quality geriatric care in long-term and acute care settings. Chapter 32 provides comprehensive information about long-term care.
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RESEARCH HIGHLIGHTS
 
Quality Geriatric Care as Perceived by Nurses in Long-Term and Acute Care Settings
 

The study examined differences in nurses’ satisfaction with the quality of care of older people and with organizational characteristics and work environment in acute care and long-term care (LTC) settings. Nursing staff in LTC facilities were significantly more satisfied with the quality of geriatric care provided at their facilities than nursing staff in acute care settings. Obstacles to providing geriatric care (inadequate staffing, lack of time, inadequate educational opportunities, lack of resources) were identified by both acute and LTC nursing staff, but acute care staff perceived significantly more obstacles. Dissatisfaction with the continuity of care for older adults across settings was a source of dissatisfaction for both acute and LTC nursing staff.
 
Implications include the need to improve knowledge of best practices in geriatric care and enhance organizational resources. Programs such as NICHE can contribute to enhanced quality of geriatric care in hospitals. Adequate staffing and resources are essential in all settings so that nurses have time to deliver quality care to the complex older adult patient.
 


Data from Barba B, Hu J, Efird J: Quality geriatric care as perceived by nurses in long-term and acute care settings, J Clin Nurs 21(5–6): 833–840, 2012.


 






 Transitions Across the Continuum: Role of Nursing

Care transition refers to the movement of patients from one health care practitioner or setting to another as their condition and care needs change. Older people have complex health care needs and often require care in multiple settings across the health-wellness continuum. This makes them and their family and/or caregivers vulnerable to poor outcomes during transitions (Naylor, 2012). An older person may be treated by a family practitioner or internist in the community and by a hospitalist and specialists in the hospital; discharged to a nursing home and followed by another practitioner; and then discharged home or to a less care-intensive setting (e.g., assisted living facilities/residential care settings) where their original providers may or may not resume care. Most health care providers practice in only one setting and are not familiar with the specific requirements of other settings. Each setting is seen as a distinct provider of services and little collaboration exists. This is changing with health care reform initiatives such as accountable care organizations, health homes, and bundled care payments (Chapters 30 and 32).
 
 Readmissions: The Revolving Door

One in five older patients is readmitted to the hospital within 30 days of discharge. Some readmissions may be predictable but many can and should be prevented. Ninety percent of these readmissions for Medicare patients are unplanned, resulting in annual costs of more than $17 billion, paying for return trips that need not happen if patients received the right care. These statistics do not consider emergency department “treat-and release” visits within 30 days of discharge, which have been found to account for nearly 40% of all hospital post–acute care use for Medicare recipients (Vashi et al, 2013). Place of residence and the health care system providing care also influence readmission rates. Many patients are readmitted because they live in an area where the hospital is used more frequently as a site for illness care or there are limited resources for community-based care (Robert Wood Johnson Foundation, 2013).
 
Additionally, one in four Medicare patients admitted to skilled nursing facilities from hospitals is readmitted to the hospital within 30 days. Up to two thirds of these hospital transfers are rated as potentially avoidable by expert long-term care health professionals (http://interact2.net/). These rehospitalizations are costly, potentially harmful, and often preventable (Chapter 32). Older adults who are discharged home after nursing home stays also have a high use of acute care services. This is an area that has received little attention and there is a need for transitional care interventions in this population as well (Toles et al, 2014).
 
The Centers for Medicare & Medicaid Services (CMS) has identified avoidable readmissions as one of the leading problems facing the U.S. health care system and penalizes hospitals (with fines) that have high readmission rates for patients with heart failure, heart attack, and pneumonia (Robert Wood Johnson Foundation, 2013). There are several CMS demonstration projects, funded by the Patient Protection and Affordable Care Act (2010), designed to address avoidable readmissions and care transitions (Lind, 2013). Many hospitals and nursing homes have begun programs to address the issue with transitional care programs and there has been some improvement (Chapter 32). The average hospital was fined less in the second year of the penalty program but ongoing efforts are needed (Ness, 2013).
 


 Factors Contributing to Poor Transitional Care Outcomes

Multiple factors contribute to poor outcomes during transitions: patient, provider, and system. Many are the result of a fragmented system of care that too often leaves discharged patients to their own devices, unable to follow instructions they did not understand, and not taking medications or getting the necessary follow-up care (Box 2-9).




BOX 2-9


Patient Story
 

John is a 68-year-old retired farm laborer who was readmitted for heart failure 10 days after hospital discharge. He lives alone in a rural community and has no friends or family to assist in his care and was not given a referral for home health care follow-up. His medical records document teaching about medication usage and his ability to repeat back the instructions correctly. He brought all of his pill bottles in a bag; all of the bottles were full, not one was opened. When questioned why he had not taken his medication, he looked away and began to cry, explaining he had never learned to read and could not read the instructions on the bottles.
 


Adapted from The Joint Commission: Hot topics in health care: transitions of care: the need for a more effective approach in continuing patient care, 2012. http://www.jointcommission.org/assets/1/18/Hot_Topics_Transitions_of_Care.pdf Accessed February 10, 2014.


 
Patient characteristics such as language, literacy, and cultural and socioeconomic factors are contributing factors to hospital readmissions. The nursing role in discharge planning and patient and family education is critical. Teaching must be based on a complete assessment of the unique needs of the individual and family and adapted to ensure understanding (Chapters 5 and 7).
 
Engaging patients and families in learning about care required after discharge contributes to improved outcomes. Patients who lack the knowledge, skills, and confidence to manage their own care after discharge have nearly twice the rate of readmissions as patients with the highest level of engagement (Kangovi et al, 2014; Schneidermann and Critchfield, 2012-2013). The nursing role in discharge planning and patient and family education is critical. Teaching must be based on a complete assessment of the unique needs of the individual and adapted to ensure understanding (Chapter 5).
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Medication discrepancies are the most prevalent adverse event following hospital discharge and the most challenging component of a successful hospital-to-home transition (Foust et al, 2012; Hain et al, 2012; Pincus, 2013). Nurses‘ attention to an accurate prehospital medication list; medication reconciliation during hospitalization, at discharge, and after discharge; and patient and family education about medications are required to enhance safety.
 






 Improving Transitional Care
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Working with the patient and the caregiver to provide education to enhance self-care abilities and to facilitate linkages to resources is important for the consideration of promoting safe discharges and transitions to home and other care settings.  Source: (©iStock.com/Pamela Moore.) 






Transitional care “refers to a broad range of time limited services to ensure health care continuity, avoid preventable poor outcomes among at-risk populations, and promote the safe and timely transfer of these patient groups from one level of care (e.g., acute to subacute) or setting (e.g., hospital to home) to another” (Naylor, 2012, p. 116). National attention to improving patient safety during transfers is increasing, and a growing body of evidence-based research provides data for design of care to improve transition outcomes.
 
Nurses play a very important role in ensuring the adequacy of transitional care, and many of the successful models involve the use of advanced practice nurses and registered nurses in roles such as transition coaches, care coordinators, and care managers (Chalmers and Coleman, 2008; Naylor, 2012). Nurse researchers Dorothy Brooten and Mary Naylor, along with their colleagues, have significantly contributed to knowledge in the area of transitional care and the critical role of nurses in transitional care improvement. One of the most rigorously studied acute care approaches, the Transitional Care Model (TCM), has demonstrated reductions in preventable hospital readmissions, improvements in health outcomes, enhancement in patient satisfaction, and reductions in total health care costs (Naylor, 2012) 

In addition to roles as care managers and transition coaches, nurses play a key role in many of the elements of successful transitional care models, such as medication management, patient and family caregiver education, comprehensive discharge planning, and adequate and timely communication between providers and sites of service. Box 2-10 presents Resources for Best Practice and Box 2-11 gives Tips for Best Practice for transitional care nursing. Further research is needed to evaluate which transitional care models are most effective in various settings and for which group of patients, particularly those who are most frail or cognitively impaired and medically underserved populations (Golden and Shier, 2012-2013). Box 2-12 presents suggested elements of transitional care models. Chapter 32 discusses transitional care in the nursing home setting.




BOX 2-10

RESOURCES FOR BEST PRACTICE
 
Transitional Care
 




•  Transitional care: Lim F, Foust J, Van Cleave J: Transitional care. In Boltz M, Capezuti E, Fulmer T, et al, editor(s): Evidence-based geriatric nursing protocols for best practice, ed 4, Springer, 2012, New York, pp 682-702.

•  Transitional Care Model (TCM): Hospital Discharge Screening Criteria for High Risk Older Adults: Hartford Institute for Geriatric Nursing (Want to Know More: Transitional Care)*

•  Hospital Admission Risk Profile (HARP): Hartford Institute for Geriatric Nursing (Try This, General Assessment Series)*

•  The Joint Commission: Speak Up: Planning Your Follow-Up Care

•  NICHE: Need to Know for Patients and Families Series: Discharge, Dementia Transitions, Managing Medications



*See mobile app (http://consultgerirn.org/resources/apps
 







BOX 2-11

TIPS FOR BEST PRACTICE
 
Transitional Care
 




•  Identify patients at high risk of poor outcomes (e.g., low literacy, living alone, frequent hospitalizations, complex chronic illness, cognitive impairment, socioeconomic deprivation).

•  Assess and come to know the patient in his or her uniqueness; listen to the story.

•  Establish caring relationships with the patient and his or her family.

•  Coach patient in self-care skills and encourage active involvement in care.

•  Educate and support family caregivers and informal and formal caregivers.

•  Adapt patient teaching for health literacy, language, culture, cognitive function, and sensory deficits.

•  Have patient do return demonstration (teach back) of education provided.

•  Prepare patient and family for what to expect at the next site of care.

•  Provide a complete and updated medication reconciliation record that includes medications the patient was taking before admission, medications prescribed during hospitalization, and discharge medications.

•  Explain purpose of all medications, side effects, correct dosing, and how to obtain more medication.

•  Assist in establishing regimen for proper administration (e.g., pill reminder devices, assistance from family).

•  Discuss symptoms that require reporting post-discharge and how to contact provider; provide a follow-up plan for how outstanding tests and follow-up appointments will be completed.

•  Tell the story of the patient to the nurse at the receiving institution via phone call in addition to discharge and transfer forms that include updated list of problems, baseline physical and cognitive functional status, medications, and allergies.

•  Be aware of community resources in your area to assist with post-discharge needs and how the patient can link to resources.










BOX 2-12

Suggested Elements of Transitional Care Models
 




•  Multidisciplinary communication, collaboration, and coordination from admission to transition

•  Clinician involvement and shared accountability during all points of transition

•  Evaluation of transitional interventions

•  Information systems (electronic medical records) that span traditional settings; well-designed and structured patient transfer records

•  Comprehensive planning and risk assessment throughout hospital stay including targeting of high-risk patients and high-risk families

•  Improved communication among patients, family caregivers, and providers

•  Improved communication and collaboration between sending and receiving clinicians

•  Medication reconciliation on admission, discharge, post discharge; simplify posthospital medication regimen

•  Education to improve patient/family knowledge of medications before discharge

•  Adapt educational materials for language and health literacy

•  Discuss warning signs that require reporting and medical evaluation and explain how to access assistance

•  Schedule follow-up care appointments before discharge

•  Timely follow-up, support, and coordination after the patient leaves a care setting; follow-up discharge with home visits/telephone calls.

•  Care coordination by advanced nurse practitioners

•  Coach patients, teach self-care skills, and encourage active involvement in their own care

•  Assessment of informal support

•  Involvement, education, and support of family caregivers

•  Share community resources and make appropriate referrals to resources and sources of financial assistance

•  Interventions to enhance discussions of palliative and end-of-life care and communication of advance directives






 




 [image: Image]  Promoting Healthy Aging: Implications for Gerontological Nursing

The rapid growth of the older population brings forth opportunities and challenges for the world now and in the future. With the promise of a healthier old age, health care professionals, particularly nurses, will play a significant role in creating systems of care and services that enhance the possibility of healthy aging for an increasingly diverse population. Nurses have the skills needed to create a more person-centered, coordinated health care system and improve outcomes in health and illness. Continued attention must be paid to the recruitment and education of health professionals and direct care staff prepared to care for older people to meet critical shortages that threaten health and safety. 
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Gerontologic nurses have a significant role in the healthy aging of older adults.  Source: (©iStock.com/Pamela Moore.) 






Exciting roles for nurses with preparation in gerontological nursing are increasing across the continuum of care. Nursing education is called upon to prepare graduates to assume positions across the continuum of care, with increasing emphasis on community-based and long-term care settings. Of particular importance is improving outcomes during transitions of care for older people. Dare we say that gerontological nursing will be the most needed specialty in nursing as the number of older people continues to increase and the need for our specialized knowledge becomes even more critical in every specialty and every health care setting?
 


 Key Concepts




•  The eldercare workforce is dangerously understaffed and unprepared to care for the growing numbers of older adults.

•  Nursing has led the field in gerontology, and nurses were the first professionals in the nation to be certified as geriatric specialists.

•  Certification assures the public of nurses’ commitment to specialized education and qualification for the care of older people.

•  Research in gerontological nursing has provided the foundation for improved care of older people.

•  Health care reform initiatives and a growing older adult population offer many exciting opportunities for nurses with competence in care of older adults.

•  Advanced practice role opportunities for nurses are numerous and are seen as potentially cost-effective in health care delivery while facilitating more holistic health care.

•  Professional nursing involvement is an essential component in models to improve transitions of care across the continuum.





 Critical Thinking Questions and Activities




 1.  What content and clinical experiences on care of older adults is included in your nursing program?

 2.  Reflect on the Recommended Baccalaureate Competencies for Care of Older Adults (Appendix 2-A). Which have you had the opportunity to meet in your nursing program?

 3.  Review one of the gerontological nursing journals (Geriatric Nursing, Journal of Gerontological Nursing, Research in Gerontological Nursing) and choose a research study of interest to you. How could you use the findings of the study in your clinical practice with older adults?

 4.  What programs to improve transitional care are being implemented in the acute care setting where you are studying?

 5.  What settings for care of older adults are of interest to you as you consider a nursing practice area after graduation?





 Research Questions




 1.  What aspects of gerontological nursing roles do practicing nurses find most rewarding and which do they find most challenging?

 2.  Why do so few students choose gerontological nursing as an area of practice? What factors might encourage more interest in the specialty?

 3.  What is the actual time in the curriculum of baccalaureate nursing schools spent on content and practice experiences related to the care of older people?

 4.  What is the phenomenon of interest in nursing research? How does it differ from other disciplines?

 5.  What roles in gerontological nursing and which settings of practice are of most interest to new graduates?






APPENDIX 2-A Recommended Baccalaureate Competencies and Curricular Guidelines for the Nursing Care of Older Adults
 
Gerontological Nursing Competency Statements
 



 1.  Incorporate professional attitudes, values, and expectations about physical and mental aging in the provision of patient-centered care for older adults and their families.






 Corresponding to Essential VIII




 2.  Assess barriers for older adults in receiving, understanding, and giving of information.





 Corresponding to Essentials IV and IX




 3.  Use valid and reliable assessment tools to guide nursing practice for older adults.





 Corresponding to Essential IX




 4.  Assess the living environment as it relates to functional, physical, cognitive, psychological, and social needs of older adults.





 Corresponding to Essential IX




 5.  Intervene to assist older adults and their support network to achieve personal goals, based on the analysis of the living environment and availability of community resources.





 Corresponding to Essential VII




 6.  Identify actual or potential mistreatment (physical, mental, or financial abuse, and/or self-neglect) in older adults and refer appropriately.





 Corresponding to Essential V




 7.  Implement strategies and use online guidelines to prevent and/or identify and manage geriatric syndromes.





 Corresponding to Essentials IV and IX




 8.  Recognize and respect the variations of care, the increased complexity, and the increased use of health care resources inherent in caring for older adults.





 Corresponding to Essentials IV and IX




 9.  Recognize the complex interaction of acute and chronic comorbid physical and mental conditions and associated treatments common to older adults.





 Corresponding to Essential IX




 10.  Compare models of care that promote safe, quality physical and mental health care for older adults such as PACE, NICHE, Guided Care, Culture Change, and Transitional Care Models.





 Corresponding to Essential II




 11.  Facilitate ethical, noncoercive decision-making by older adults and/or families/caregivers for maintaining everyday living, receiving treatment, initiating advance directives, and implementing end-of-life care.





 Corresponding to Essential VIII




 12.  Promote adherence to the evidence-based practice of providing restraint-free care (both physical and chemical restraints).





 Corresponding to Essential II




 13.  Integrate leadership and communication techniques that foster discussion and reflection on the extent to which diversity (among nurses, nurse assistive personnel, therapists, physicians, and patients) has the potential to impact the care of older adults.





 Corresponding to Essential VI




 14.  Facilitate safe and effective transitions across levels of care, including acute, community-based, and long-term care (e.g., home, assisted living, hospice, nursing homes), for older adults and their families.





 Corresponding to Essentials IV and IX




 15.  Plan patient-centered care with consideration for mental and physical health and well-being of informal and formal caregivers of older adults.





 Corresponding to Essential IX




 16.  Advocate for timely and appropriate palliative and hospice care for older adults with physical and cognitive impairments.





 Corresponding to Essential IX




 17.  Implement and monitor strategies to prevent risk and promote quality and safety (e.g., falls, medication mismanagement, pressure ulcers) in the nursing care of older adults with physical and cognitive needs.





 Corresponding to Essentials II and IV




 18.  Use resources/programs to promote functional, physical, and mental wellness in older adults.





 Corresponding to Essential VII




 19.  Integrate relevant theories and concepts included in a liberal education into the delivery of patient-centered care for older adults.





 Corresponding to Essential I

From American Association of Colleges of Nursing, Hartford Institute for Geriatric Nursing, New York University College of Nursing: Recommended baccalaureate competencies and curricular guidelines for the nursing care of older adults [supplement to The essentials of baccalaureate education for professional nursing practice], Sept 2010. http://www.aacn.nche.edu/education/pdf/AACN_Gerocompetencies.pdf. Accessed September 12, 2014.
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Chapter 3



 Theories of aging 
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Kathleen  Jett 


 

 
Learning objectives



On completion of this chapter, the reader will be able to:  

 1. Describe the interrelationships among the various biological theories of aging. 

 2. Compare and contrast the major psychosocial theories of aging. 

 3. Describe the cultural and economic limitations of the current psychosocial theories associated with aging. 

 4. Use at least one psychosocial theory of aging to support or refute commonly provided social services for older adults living in the community. 

 5. Create theory-based strategies to foster the highest level of wellness while aging. 
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A STUDENT SPEAKS


Until I started learning about the science of the aging process I had no idea how complicated it could be. We seem to have learned so much but still have so much more to learn.

 
Helena, age 23



AN ELDER SPEAKS


When I was a young girl Einstein was proposing the molecular theory of matter, and we had never heard of DNA or RNA. We only knew of genes in the most rudimentary theoretical sense. Now I hear that scientists believe there is a gene that is controlling my life span. I really hope they find it before I die.

 
Beatrice, age 72



Theories are attempts to explain phenomena, to give a sense of order and to provide a framework from which one can interpret and simplify the world (Einstein, 1920). The theories of aging have been broadly drawn, from biological to psychosocial. To a great extent, the current theories are no longer thought to be in competition with each other. Instead, each offers different but often overlapping views of the process of aging.
 
This chapter provides the reader with an overview of several prominent biological and psychosocial theories and frameworks of aging. The nurse can use the biological theories to help understand the physical changes of aging and the genetic underpinnings of some of the most common disorders. Although they are more subjective and ethnocentric, psychosocial theories and models can provide potential context for aging and social behavior. Taken together, the nuances of the bio-psychosocial being can be better understood.
 




 Biological theories of aging

Biological aging, referred to as senescence, is an exceedingly complex interactive process of change (Ostojiƒá et al, 2009). It is accepted that changes occur in the most basic structures of the cells, especially the mitochondria (Lagouge and Larsson, 2013). These changes in turn affect the functioning and longevity of the organism, be it a yeast cell, a mouse, or a human. It may be from unchecked damage from atoms or clusters of atoms called “free radicals” or from genetic mutation (Lagouge and Larsson, 2013). These changes are made visible in what is referred to as the aging phenotype.
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The Aging Phenotype. Source: (©iStock.com/kailash soni; Bartosz Hadyniak; De Visu; ProArtWork.) 





 
While there is a growing body of knowledge about the genomics of aging, complex questions remain. What triggers the changes at the cellular or organ level? Are the changes orderly and predictable or random and chaotic? What are the roles of cellular mutation and epigenetics, that is, the effect of the environment on the RNA? What are the effects of lifestyle choices and how do they influence the aging phenotype? Can we extend life (Box 3-1)? It is the causes and patterns of effect at the cellular level that are in debate and subject to further discovery.




BOX 3-1


Theories Postulated to Prolong Life
 

The neuroendocrine theory is built on the observation that some organs (and the cells within them) appear to have somewhat of a programmed decline, such as the ovary and the immune system. The foci of research in this area have been on the effect of DHEA and melatonin and the ability to delay senescence of the reproductive organs.
 
The caloric restriction theory has garnered interest for many years. A significant amount of bench research has been conducted with non-humans. The results have been conflicting. In a recent report published by the National Institutes of Health, a diet composed of 30% fewer calories than the standard diet in rhesus monkeys did not extend their lives. A restriction to this level would be intolerable to most humans.


 
From National Institutes of Health: Can we prevent aging? 2014. http://www.nia.nih.gov/health/publication/can-we-prevent-aging#calorie. Accessed April 2014.


 
 Cellular functioning and aging

Survival of an organism depends on successful cellular reproduction, or mitosis. The genetic components of each cell (deoxyribonucleic acid [DNA] and ribonucleic acid [RNA]) serve as templates for ensuring that, theoretically, mitosis results in new cells that are exactly the same as the old cells in form and function. If reproduction was always perfect, the organism would never age. Instead, cells become increasingly complex over time. For example, an infant does not learn to walk or talk until the neurons have adequate myelination—until the myelin sheath is thick enough to facilitate smooth and rapid transmission of messages to the brain (Nomellini et al, 2008).



 Programmed aging theories

For many years programmed theories of aging have been the foci of bench research (Goldsmith, 2013). They were notably advanced in 1981 through the work of Hayflick and Moorhead, who coined the term “biological clock” (1981). They purported that each cell had a preprogrammed life span; that is, the number of replications were limited and not dependent on other factors. Taken literally, programmed aging means that the age at which cells die in any one person is predetermined and inevitable. It may be inferred that the preventive strategies we now believe enhance health-related quality of life or extend the life span may be ineffective (e.g., smoking cessation) (see Chapter 1). Although programmed theories of aging still have many proponents (Goldsmith, 2013), they are being eclipsed by those made possible by advances in cellular research.



 Error theories

In contrast to programmed aging, error theories propose that the changes at the cellular level are random and unpredictable. These have matured from the very simplistic wear-and-tear theory to the highly complex theories relating to the effect of telomere shortening.
 
 Wear-and-tear theory

Wear-and-tear theory proposed that cellular errors were the result of “wearing out” over time because of continued use. The associated damage was accelerated by the harmful effects of internal and external stressors, which include pollutants and injurious metabolic by-products we now refer to as free radicals (see section titled Free Radical Theory of Aging). It was thought that the damage caused either progressive decline in function or death of an increasing number of cells.



 Oxidative stress theories

While the wear-and-tear theory provided building blocks for later work (e.g., identification of free radicals), advances in scientific methods have increased our ability to better understand more changes at the molecular level, particularly the activity and effect of the reactive oxygen species (ROS). As natural products in the metabolism of oxygen, they have an important role in homeostasis. The number of ROS is increased by several external factors (such as pollution and cigarette smoke) and by internal factors (such as inflammation) (Dato et al, 2013). If there is a dramatic rise in the level of ROS, significant damage to the cell results; this is referred to as oxidative stress (Harman, 1956; Murphy, 2009). For the most part, the damage from oxidative stress appears to be random and unpredictable, varying from one cell to another, from one person to another. While still not unequivocal, oxidative stress theories and their associated mitochondrial theories of aging are among those most studied and most widely accepted at this time (Shi et al, 2010).



 Free radical theory of aging

Among the end products of cellular reproduction are atoms, molecules, or ions referred to as “free radicals.” From a physiological perspective they are quite unstable and their presence alone causes damage to cell functioning (Figure 3-1) (Dato et al, 2013; Gruber et al, 2008). In youth, naturally occurring vitamins, hormones, enzymes, and antioxidants are able to neutralize an adequate number of free radicals to minimize this damage (Valko et al, 2005). The changes we associate with normal aging and vulnerability to many of the diseases common in later life have been suggested to be a result of the point when the accumulation of damage occurs faster than the cells can repair themselves (Dato et al, 2013; Grune et al, 2001; Hornsby, 2010).
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FIGURE 3-1Mitochondria in Young and Old Cells. ATP, Adenosine triphosphate. Source: (From McCance KL, Huether SE: Pathophysiology: the biologic basis for disease in adults and children, ed 6, St Louis, 2010, Mosby.) 





 
For many years it was thought that the consumption of supplemental antioxidants, such as vitamins C and E, could delay or minimize the effects of aging by counteracting the oxidative stress caused by free radicals (Box 3-2). However, it is now known that the intake of supplemental antioxidants is deleterious to one’s health (National Center for Complementary and Alternative Medicine [NCCAM], 2013). At the same time, diets inclusive of natural antioxidants, such as those high in fruits and vegetables or a Mediterranean diet rich with red wine and olive oil, have been found to be healthful (Dato et al, 2013).




BOX 3-2

TIPS FOR BEST PRACTICE
 

High doses of supplemental antioxidants have been found to be harmful. Some studies have shown that high-dose beta-carotene supplements increase the risk for lung cancer in smokers and high doses of vitamin E increase the risk for stroke. There are also a number of potential and actual drug/supplement interactions; for example, the interaction between warfarin and vitamin E increases the risk of bleeding. Check to make sure that the total multivitamin used does not exceed the daily recommended requirement. Encourage people to avoid those products advertised as “mega-vitamins.”




 
As evidence has accumulated, oxidative stress theories of aging have garnered strong support (Goldsmith, 2013; Jang and Van Remmen, 2009; Lagouge and Larsson, 2013).





 Mutations

The rapidly growing field of genomics has allowed scientists to go within the cells and examine the DNA itself. There is growing evidence suggesting that the presence of ROS and free radicals alone does not trigger the aging process itself but instead results in mutations in cellular DNA and resultant replicative errors, with the number of mutations increasing with age (Lagouge and Larsson, 2013; Wang et al, 2013). Although supported by early research, the findings are not yet conclusive.
 
 Telomeres and aging

Studies of the human genome have also led to those related to the interaction between aging and telomeres—small pieces of DNA located at the tip of each strand (Figure 3-2). The presence of the enzyme telomerase ensures the reproductive ability of the telomeres, which in turn ensures the life of the DNA and that of the cell (Cefalu, 2011). The length of the telomere may affect longevity, immunity, and overall health (Box 3-3) (Dehbi et al, 2013). Each telomere appears to have a maximum length before it begins to undergo senescence. Consistent with the findings of Hayflick and Moorhead (1981), the telomere may have its own “biological clock.” At the same time, the shortening is the result of and influenced by oxidative stress. Premature shortening can occur, increasing the individual’s risk for any number of disease states and a decreased life span (Shammas, 2011). A recent study indicated that telomere shortening is influenced by a number of factors, especially lifestyle choices (Box 3-4). Research related to aging and the reproductive ability of telomeres has become an intriguing area of inquiry, showing great promise to untangling the mysteries of the aging process (Lin et al, 2012; Shammas, 2011).
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FIGURE 3-2Chromosomes with Telomere Caps. Source: (Modified from Jerry Shay and the University of Texas Southwestern Medical Center at Dallas, Office of News and Publications, 5323 Harry Hines Blvd, Dallas, TX 75235.) 









BOX 3-3


Telomeres, Aging, and Longevity
 

Telomere length decreases at a rate of 24.8 to 27.7 base pairs per year. A number of lifestyle factors can increase the rate of shortening (Box 3-3). Daily smoking of 1 pack of cigarettes a day for 40 years is associated with the loss of 5 additional base pairs or 7.4 years of life. Obesity also causes accelerated telomere shortening, resulting in 8.8 years of life lost. Excessive emotional stress results in the release of glucocorticoids by the adrenal glands. They have been shown to reduce antioxidants and thereby increase oxidative and premature shortening of telomeres. Shorter telomeres are suggested as greatly increasing one’s vulnerability to early onset of age-related health problems such as heart disease.


 
From Shammas MA: Telomeres, lifestyle, cancer and aging, Curr Opin Clin Nutr Metab Care 14(1):28–34, 2011.






BOX 3-4


Factors That Appear to Accelerate Telomere Shortening
 




 Environmental exposure to pollutants

 Low social and economic status

 Lack of exercise

 Obesity

 Smoking

 Increased age

 Unhealthy diet

 Excessive dietary protein

 Low intake of omega-3 fatty acids





From Shammas MA: Telomeres, lifestyle, cancer and aging, Curr Opin Clin Nutr Metab Care 14(1):28–34, 2011.







 Autoimmune theory

The immune system in the human body is a complex network of cells, tissues, and organs that function separately. The body maintains homeostasis through the actions of this protective, self-regulatory system, controlled by B lymphocytes (humoral immunity) and T lymphocytes (De la Fuente, 2008). Together they protect the body from invasion by exogenous substances, such as exposure to toxins, and endogenous conditions, such as emotional stress, inflammation, and infection.
 
The autoimmune theory suggests that aging is a result of an accumulation of damage as a result of changes in the activities and function of the immune system, or immunosenescence. According to the autoimmune theory, the decreased ability of lymphocytes to withstand oxidative stress appears to be a key factor in the aging process (Swain and Nikolich-Zugich, 2009). Cellular errors in the immune system have been found to lead to an auto-aggressive phenomenon in which normal cells are misidentified as alien and are destroyed by the body’s own immune system. The T cells in particular are thought to be responsible for hastening age-related changes caused by autoimmune reactions as the body battles itself.
 
Although the current biological theories provide possible clues to aging, they also raise many questions and stimulate continuing research. A unifying theory does not yet exist that explains the mechanics and causes underlying biological aging (Viña et al, 2013). It is apparent that the theories are no longer distinct. The science of the biology of aging continues to advance at a rapid pace, fueled in large part by the success of the human genome project. Other related areas of intense inquiry are the relationship between oxidative stress and the development of diseases, and the science of epigenetics, or how the genes are influenced by environment, lifestyle, and other factors (Borghini et al, 2013; Brooks-Wilson, 2013; Cefalu, 2011). It is hoped that more research will lead to the discovery of other pathways and key changes in gene expression seen as the aging phenotype and perhaps more importantly, their association to preventable and treatable illnesses.
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In the application of our growing knowledge of biological aging, it appears reasonable to expect that slowing or reducing cellular damage may have the potential for promoting healthy aging (Box 3-5). Although we do not know if this will lead to increased longevity, it may be a way to ultimately reduce or delay those diseases commonly associated with or acquired by many as they age (Dato et al, 2013). Helping persons reduce external factors (e.g., pollutants in the environment such as second-hand smoke) that are known to increase the development of ROS is one important approach. Facilitating improved nutrition for all persons has been found to reduce the speed of telomere shortening, but this is far from possible in many parts of the world where food is scarce (Box 3-6). Levels of naturally occurring antioxidants can be increased through regular exercise, but supplements can cause damage. Because we have realized the deleterious effects of antioxidants, the gerontological nurse can use this knowledge to encourage persons to abandon long-held habits and beliefs and replace these with the healthiest diets and judicious use of herbs and dietary supplements (see Chapters 10 and 25).




BOX 3-5

Promoting Healthy Aging Consistent with the Biological Theories of Aging
 
What Can Be Done to Reduce Cellular Damage?
 




•  Avoid environmental pollutants and unnecessary radiation. (Oxidative stress)

•  Watch for research on the use and presence of antioxidants. (Oxidative stress)

•  Avoid stress. (Oxidative stress, Immune)

•  Minimize the potential for infection: wash hands frequently, undergo immunizations, and avoid those who are ill. (Immune)










BOX 3-6

TIPS FOR BEST PRACTICE
 

Finding ways for all persons to have access to nutritious food is an important nursing intervention.




 
Of significant importance in the clinical setting is the autoimmune theory and indications of increased susceptibility to infections, autoimmune disorders, and cancers (Cefalu, 2011; Gomez et al, 2008). Observing for early signs and symptoms of infections in older adults is a particular contribution nurses can make to facilitate a return to wellness (see Chapter 1).
 
With an understanding of these potential changes in immunity, the conscientious nurse can take an active role in promoting specific preventive strategies such as the use of immunizations (especially influenza and pneumococcal) and the avoidance of exposure to others with infections. It is nurses’ responsibility to not only promote healthy lifestyles but also serve as role models.



 Psychosocial theories of aging

A person is not just a biological being but a multidimensional whole (see Chapter 1, Figure 1-7). Only when life is considered in its totality can we begin to truly understand aging. Here we discuss the psychosocial theories of aging and acknowledge that most are more accurately conceptual models or approaches to understanding. Because they are most often referred to as theories in the gerontological literature, we will do so here for the ease of discussion. They can be classified as first-, second-, and third-generation theories (Hooyman and Kiyak, 2011).
 
 First generation

Early psychosocial theories of aging were an attempt to explain and predict the changes in middle and late life with an emphasis on adjustment. Adjustment was seen as an indication of success, at least by the academic theoreticians who developed them. The majority of these theories began appearing in the gerontological literature in the 1940s and 1950s. They were based on little research and primarily on “face validity,” that is, emerging from the personal and professional experience of both scientists and clinicians and appearing to be reasonable explanations of aging. This set of theories has varied very little since they were first proposed. The major theories in the first generation were those of role and activity.
 
 Role theory

Role theory was one of the earliest explanations of how one adjusts to aging (Cottrell, 1942). Self-identity is believed to be defined by one’s role in society (e.g., nurse, teacher, banker). As individuals evolve through the various stages in life, so do their roles. Successful aging means that as one role is completed it is replaced by another one of comparative value to the individual and society. For example, the wage-earning work role is replaced by that of a volunteer, or a parent becomes a grandparent. The ability of an individual to adapt to changing roles is a predictor of adjustment to aging. Resistance to change is seen as a harbinger of difficulty at the end of life.
 
Role theory is operationalized in the phenomenon of age norms. They are culturally constructed expectations of what is deemed acceptable behavior in society and are internalized by the individual. Age norms are based on the assumption that chronological age and gender, in and of themselves, imply roles; for example, one may hear, “If only they would act their age,” or “You are too old to do/say/behave like that,” or “That is unbecoming to a woman of your age.” Although beliefs in age- and gender-segregated roles are still present, challenges began with the socially controversial but popular television show of the 1970s Maude (1972-1978), later in The Golden Girls (1985-1993), and more recently Betty White’s role in Hot in Cleveland (2010-2014). In each of these, the characters behaved in ways that challenged long-established age norms for white middle- and late-aged women. While older men have long served as role models (albeit unrealistic ones) in movies and television, they are now becoming available to women such as those performed by Dame Judi Dench and Maggie Smith (both born in 1934), Dame Helen Mirren (born in 1945), and American Meryl Streep, born in 1949. With the aging of the “baby boomers” (Chapter 1), popular culture is challenging age norms; for example, “older persons” are now depicted as still sexually active; from advertisements for genital lubricants featuring actors with graying hair to news of the availability of medications to treat erectile dysfunction. These images replace the historical view that persons become asexual as they age (or so their grandchildren hope!). Both men and women are assuming roles and engaging in behaviors in 2014 that were unimaginable when role theory was first proposed.



 Activity theory

In 1953 Havinghurst and Albrecht proposed that continued activity and the ability to “stay young” were indicators of successful aging. Based on data from the Kansas City Studies of Adult Life, successful aging was based on the individual’s ability to maintain an active lifestyle. It is expected that the productivity and activities of middle life are replaced with equally engaging pursuits in later life (Maddox, 1963). The theory was based on the assumption that it is better to be active (and young) than inactive (Havinghurst, 1972). Activity theory is consistent with Western society’s emphasis on work, wealth, and productivity and therefore continues to influence the perception of unsuccessful aging (Wadensten, 2006).
 
The first generation theories of aging have been criticized because of their limited applicability. Problems of intersubjectivity of meaning, testability, and empirical adequacy have persisted. Consistent with the historical period of their development, they failed to consider social class, education, health, and economic and cultural diversity as influencing factors (Hooyman and Kiyak, 2011; Marshall, 1994).





 Second generation

Second generation theories were also referred to as those in the first transformation and “alternative theoretical perspectives” (Hooyman and Kiyak, 2011). They expanded or questioned those of the first generation. These include the disengagement, continuity, age-stratification, social exchange, modernization, and gerotranscendence theories.
 
 Disengagement theory

Disengagement theory is in contrast to both role and activity theories. In 1961, Cumming and Henry proposed that in the natural course of aging the individual does, and should, slowly withdraw from society to allow the transfer of power to the younger generations. The transfer is viewed as necessary for the maintenance of social equilibrium (Wadensten, 2006). A belief in the appropriateness of disengagement provided the basis of age discrimination for many years when an older employee was replaced by a younger one. Although this practice was overtly accepted in the past, it is still present more covertly but is now being challenged socially and legally. An elder’s withdrawal is no longer an indicator of successful aging, is not necessarily a good thing for society, and does not take into account the needs of the individual or culture in which one lives.



 Continuity theory

Also in contrast with role theory but similar to activity theory is continuity theory. Havinghurst and colleagues (1968) proposed that individuals develop and maintain a consistent pattern of behavior over a lifetime. Aging, as an extension of earlier life, reflects a continuation of the patterns of roles, responsibilities, and activities. Personality influences the roles and activities chosen and the level of satisfaction drawn from these. Successful aging is associated with one’s ability to maintain and continue previous behaviors and roles or to find suitable replacements (Wadensten, 2006) (Box 3-7).




BOX 3-7

TIPS FOR BEST PRACTICE
 

If you followed continuity theory in the design of a special living facility for persons with dementia, using their own furniture may be very helpful. “Shadowboxes” are also sometimes used. This is a protected area on the person’s door or nearby wall that holds memorabilia with special meaning to these persons earlier in their lives.







 Age-stratification theory

Age-stratification theory is based on the belief that aging can be best understood by considering the experiences of individuals as members of cohorts with similarities to others in the same group (Riley, 1971). The importance of the similarities exceeds that of the differences. Age stratification can take a number of different forms, such as the historical perspective described in Chapter 1, the traditional conceptualization of “young-old,” “middle-old,” and “old-old” (Neugarten, 1968), and the view of Thomas (2004) that “childhood” and “adulthood” are followed by “elderhood.”
 
The cohort of baby boomers born between approximately 1947 and 1964 are presenting a significant challenge to this theory in the developed world. As described in Chapter 1, the range of experiences and when they occurred to individuals within the cohort have resulted in substratifications within baby boomers themselves. The wide range of socioeconomic and education levels furthers this diversity (Chapter 4).



 Social exchange theory

Social exchange theory is conceptualized from an economic perspective. The presumption is that as one ages, one has fewer and fewer economic resources to contribute to society. This paucity results in loss of social status, self-esteem, and political power (Hooyman and Kiyak, 2011). Only those who are able to maintain control of their financial resources have the potential to remain fully participating members of society and anticipate successful aging. Although this may have some applicability in the communities in the world that have been able to develop a stable economy for its citizens, this theory marginalizes those in communities and underdeveloped countries who struggle for the barest necessities now and into the foreseeable future (World Health Organization [WHO], 2014).



 Modernization theory

Although not usually associated with social exchange theory, modernization theory can be used to consider nonmaterial aspects of exchange. This theory is an attempt to explain the social changes that have resulted in devaluing the contributions of elders. In the United States before about 1900, material and political resources were controlled by the older members of a society (Achenbaum, 1978). The resources included their knowledge, skills, experience, and wisdom (Fung, 2013). In agricultural cultures and communities, the oldest members held power through property ownership and the right to make decisions related to food distribution. Older men and women often held valuable religious and cultural roles of instructing youth and controlling ceremony (Sokolovsky, 1997).
 
According to modernization theory, the status and value of elders are lost when their labors are no longer considered useful, kinship networks are dispersed, their knowledge is no longer pertinent to the society in which they live, and they are no longer revered simply because of their age (Hendricks and Hendricks, 1986). Modernization has had a notable effect on cultures such as those in China and Japan where filial duty predominated as an underlying construct of eldercare (Fung, 2013). As more and more adult children enter the marketplace or emigrate for social or economic reasons, conflicts between traditional values mount (see The Bonesetter’s Daughter by Amy Tan). It is proposed that these changes are the result of advancing technology, urbanization, and mass education (Cowgill, 1974). In some cultures or family structures and in underdeveloped areas of the world, “modernization” as described may not yet be applicable.



 Gerotranscendence theory

This theory is similar to that of disengagement yet the reason for the withdrawal is not for societal needs but to give the person time for self-reflection, exploration of the inner self, contemplation of the meaning of life, and movement away from the material world (Chapter 36) (Maslow, 1954; Moody, 2004; Tornstam, 1989, 2000, 2005; Wadensten, 2007). Aging is viewed as movement from birth to death and maturation toward wisdom, an ever-evolving process that alters one’s view of reality, sense of spirituality, and meaning beyond the self. Inasmuch, gerotranscendence implies achieving wisdom through personal transformation. Tornstam (2005), Erikson (1993), and Peck (1968) describe the necessity of transcending individual identity (Table 3-1). With aging, time becomes less important, as do superficial relationships. Transcendence is viewed as a universal goal, the highest goal any person can achieve and a marker of successful aging. This theory is based on a highly egocentric approach to aging. It is less likely to be applicable in cultures based on the quality of interpersonal relationships (see Chapter 4). It also does not account for differences in economic resources, which may or may not provide the individual the “luxury” of time for introspection.


TABLE 3-1

Comparison of Theoretical Proposals of the Developmental Tasks Associated with Aging
 
 



	ERIKSON
	PECK



	THEORY
	DESCRIPTION
	THEORY 	DESCRIPTION





	Generativity
	Establishes oneself and contributes to society in meaningful ways
	Ego differentiation
	Begins to define self as separate from work role



	v. Stagnation (midlife)
	Self is restricted to identification with one’s major role (e.g., nurse)
	v. Work role preoccupation
	Inability to identify as someone outside of a work role



	Ego integrity
	Attaining a sense of completeness and cohesion of the self
	Body transcendence and ego transcendence
	Body changes accepted as part of life Sees oneself as part of a greater whole



	v. Despair 	A sense that one’s self no longer has purpose in life, physically or mentally
	v. Body preoccupation and ego preoccupation
	Body changes as a source of focus Sees oneself as an individual needing special attention
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 Third generation

The third generation of theoretical development related to aging is also referred to as the “second transformation” occurring since the 1980s. The goal is “understanding the human meanings of social life in the context of everyday life rather than the explanation of facts” (Hooyman and Kiyak, 2011, p. 326). This may or may not rise to the level of a theory.
 
A phenomenological approach is used to achieve a qualitative understanding of the individual as an aging person. Aging is considered a personal interpretation rather than one that is socially or culturally constructed. A number of methods are used in this approach to understand aging, including critical theory, feminism, and postmodernism (Box 3-8).




BOX 3-8

Third Generation of Theoretical Development Related to Psychosocial Aging
 


Critical theory

Inclusion of an understanding of the individual rather than limiting examination to “how things are.” In aging, this means that an understanding of the person telling the story is as important as the story of aging being told.


Feminist theory

A theory proposing that the stories and lives of women have not been adequately told and that to understand the whole experience of aging their voices must be heard as clearly as those of men. This may assume special meaning in aging because of the significant gender shift that occurs in later life.


Postmodernist theory

Life and meaning are socially constructed. Presumption is not possible. This supports the notion against stereotyping and ageism.
 



 
This level is particularly useful in the application of nursing care and the incorporation of recognition of the aging person as unique and valuable in any circumstance and within the context of any culture. It can be used to promote healthy aging as the person is supported on the wellness continuum.
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Psychosocial theories and perspectives of aging provide the gerontological nurse with useful information to serve as a backdrop for the development of one’s philosophy of care. Although they have been neither proved nor disproved, some of the first two generations have stood the test of time but may have limited applicability to privileged persons wherever they live. They have been used as the rationale for many things, from the creation of senior activity centers to laws regulating employment. They do not, per se, address “crucial issues regarding the attitudes and structure of good nursing” (Wadensten, 2006, p. 347). Nurses have a unique opportunity to work with multiple approaches to understanding aging. In doing so, they can have an important voice in testing, modifying, and discussing psychosocial theories and frameworks and how they apply to worldwide diversity.
 
Many questions about late life development remain unanswered. Do biological differences exist between persons of different races and ethnicities, and how does this influence the aging of the human body? How do people change in the later years? What are the effects of epigenetics and are these limited to biology? What is the reason for and purpose of aging? What is the meaning of aging and can this ever be generalized? These are not new questions but they still beg an answer. The answers may be the essence of maturity in later life.



 Key concepts




•  What is meant by the phrase that later life is culturally and socially determined.

•  The timing of when one begins to have features that are identified as “old” is significantly affected by one’s genetic make-up and environmental stressors experienced over a lifetime.

•  There is no longer one exclusive explanation for aging or for adaptation to aging.

•  Regardless of the theory, biological aging results in damage within the cell itself, resulting in a decrease in its ability to function or reproduce.

•  The increased incidence of many chronic diseases in later life can be explained by biological theories of aging.

•  A commonality of the biological theories of aging is the effect of oxidative stress occurring at the cellular level.

•  While the psychosocial theories in use today apply to some populations, this applicability is limited by socioeconomic, educational, and cultural factors.

•  The third generation of theoretical development related to psychosocial aging, still in the early stages, uses a phenomenological viewpoint to better understand aging regardless of setting or circumstances.





 Critical thinking questions and activities




 1.  Consider the psychosocial theories of aging and discuss how each would or would not apply to the oldest person with whom you most commonly interact.

 2.  Identify at least two “older persons” among your family or friends and ask them their own theories of how the body ages. In a classroom discussion, compare their responses to the current state of the science of biological aging.

 3.  Discuss the meanings and the thoughts triggered by the student’s and elder’s viewpoints as expressed at the beginning of the chapter. How do these vary from your own experience?

 4.  Imagine yourself at 90 years old and describe the lifestyle you will have and the factors that you believe account for your long life.

 5.  Organize a debate in which each individual attempts to convince others of the logic of one particular generation of the psychosocial theories of aging.





 Research questions




 1.  What physical changes can be attributed strictly to the aging of an organism?

 2.  What environmental factors have the potential to affect longevity?

 3.  What factors in relationships have the potential to contribute to survival?

 4.  What are the identifiable factors in extreme longevity?
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Chapter 4



 Cross-cultural caring and aging 
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Kathleen  Jett 


 

 
Learning objectives



On completion of this chapter, the reader will be able to:  

 1. Describe the global changes in the aging population. 

 2. Compare the major paradigms of health and illness. 

 3. Identify strategies one might take to move toward cultural proficiency in the delivery of cross-cultural care. 

 4. Accurately identify situations in which expert interpretation is essential. 

 5. Be prepared to work with interpreters effectively. 

 6. Formulate a care plan incorporating culturally sensitive interventions. 

 7. Develop gerontological nursing interventions geared toward reducing health disparities. 
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A STUDENT SPEAKS


We are trying to do our work with the patient but her daughter keeps getting in the way and keeps saying that it “is not the way we do things.” I don’t understand, we are just trying to do what we were taught to do.

 
Sandy, age 20



AN ELDER SPEAKS


It seems like I don’t fit in anywhere anymore. My children do their best, but they have to work and my grandchildren don’t have the same respect for me that I had for my grandparents. I know they love me but it is just not the same.

 
Yi Liu, age 87







 Culture and health care

Culture is most often referred to in terms of the shared and learned values, beliefs, expectations, and behaviors of a group of people. Culture guides thinking, decision-making, and beliefs about aging, health and health-seeking, illness, treatment, and prevention (Jett, 2003; Spector, 2012). Cultural values extend into health care delivery any time the “seeker” and “giver” meet. The giver determines the problems that are recognized, the treatments that are appropriate, and the way seekers are expected to respond. In turn, seekers decide if they agree with the problems identified, if they will accept the “prescription,” and if they will act on it.
 
Culture provides directions for individuals as they interact with family and friends within the same group and outside of their group, such as during health care encounters. Culture allows members of the group to predict each other’s behavior and respond in ways that are considered appropriate. Cultural beliefs are passed down from one generation to another through enculturation and involve the family, the community, and even the political and structural aspects of an environment, such as where they live.
 
In contrast, acculturation is the process by which persons from one culture adapt to another. There has been much concern about aging immigrants and the adjustments needed to find late life satisfaction in their adopted countries. Fung (2013) and Spector (2012) wrote that some aspects of acculturation were more critical to functional adaptation than others. For example, outward adaptations that incorporate language and dress are expressions of cultural identity, but many have less importance than those enculturated at a young age (Fung, 2013). These include attitudes toward aging, health, illness and treatment; use of time; and interactions with others.
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Common attire of Muslim women as expressions of culturally expected modesty. Source: (©iStock.com/Reddiplomat.) 





 
This chapter provides an overview of cross-cultural health care and the aging adult. Strategies are provided to help the gerontological nurse respond to the changing face of elders, regardless of their backgrounds, but particularly those with beliefs and values that differ from those of the nurse. The goal of cross-cultural caring is to move toward cultural proficiency and thereby optimize health outcomes and promote healthy aging.



 Diversity

Extending the idea of culture is that of cultural diversity or simply the existence of more than one group with differing values and perspectives. Morin (2013) describes the extent of diversity in the world, identifying those countries with the least amount of cultural diversity to those with the most. In Argentina, 97% of the citizens are white (of European descent), Roman Catholic, and Spanish is their primary language.
 
At the other end of the spectrum are many of the countries on the African continent. The 37 different tribal groups in Togo speak 39 different languages and share little in common other than geography. Canada is the only “Western” country in the top 20 in terms of diversity. The United States ranks near the middle, but with considerable changes anticipated in the years to come (Morin, 2013).
 
Diversity in the United Stated usually refers to the six major ethnoracial groups: African American, Asian American, Native Hawaiian/Pacific Islander, American Indian/Alaskan Native, White (of European descent), and the ethnic group who self-identify as “Hispanic” (regardless of race) (Office of Minority Health [OMH], 2013). Of note: The most accurate use of the term “African American” includes the more than 4 million people who were transported to the United States against their will between 1619 and 1860 (Spector, 2012). With the exception of those classified as “White,” the number of persons who identify with one of these groups is growing rapidly (U.S. Census, 2013). The majority of this growth will occur through immigration, especially among those at 30 years of age in 2010 (U.S. Census, 2014) (Figures 4-1 and 4-2).
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FIGURE 4-1Projected Percent Increase in Total Number of Persons at Least 65 Years of Age from 2012 to 2060 by Race and Ethnicity. AIAN, American Indian/Alaska Native; NHPI, Native Hawaiian/Pacific Islander. Source: (Data from U.S. Census: 2012 National population projections, 2013. http://www.census.gov/population/projections/data/national/2012.xhtml. Accessed March 2014.) 
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FIGURE 4-2​Anticipated Percentage in Growth of Distribution of Race and Ethnic Groups of Persons 65 and Older in the United States, 2012 to 2060. AIAN, American Indian/Alaska Native; NHPI, Native Hawaiian/Pacific Islander. Source: (Data from U.S. Census: 2012 National population projections, 2013. http://www. census.gov/population/projections/data/national/2012.xhtml. Accessed March 2014.) 





 
In 2010 the United States added experimental questions to its census forms, allowing persons to self-identify with sub-ethnoracial groups such as mixed race, Puerto Rican (Hispanic), or Samoan (Pacific Islanders) (Krogstad and Cohn, 2014; Perez and Hirschman, 2009). This may prove to be very empowering to older adults who are recent immigrants or who still strongly identify with their country of origin.
 
It is important to note that within any one group, culturally similar or disparate, there is diversity of other kinds, most notably that of gender, power, and status. These factors, in particular, greatly influence the delivery and receipt of health care in many, if not all, places in the world.



 Health inequities and disparities

The terms health inequities and health disparities are often used interchangeably. Although they are somewhat different, both have implications for health care outcomes. Health inequities most often relate to differences as a result of distribution of wealth. One of the most dramatic examples is the 37-year discrepancy in life expectancy between the impoverished nation of Malawi and the high-income country of Japan. It is always important to note that health inequities are not limited to those between countries. In London the life expectancy of men ranges from 88 years of age to 71 years of age, depending on neighborhood, from the most affluent to the least, respectively (World Health Organization [WHO], 2011).
 
The term health disparity refers to differences in health outcomes between groups. It is usually discussed in terms of the excess burden of illness in one group compared with another. Most often the latter hold the majority of the power and influence in a culture including control of the resources, such as health care.
 
In 2002 the Institute of Medicine published the landmark report of the state of the science of health disparities in the United States, aptly entitled Unequal Treatment (Smedley et al, 2002). Previous research had demonstrated an irrefutable differential in access to health care between white Americans and all others (Box 4-1). Hence, the analysis began with this and researchers were charged with determining the state of care in light of this disparity.




BOX 4-1


The Tuskegee Experiment
 

Among some older African Americans today there remains mistrust of receiving care from white health care providers, especially those conducting research. This distrust will continue at some level until the memory of the infamous “Tuskegee Experiment” fades. In an effort to study the “natural history of syphilis,” nearly 600 black men from Macon County, Mississippi, were recruited in 1932 to participate in a study conducted jointly by the Public Health Service and the Tuskegee Institute. About half of the men had documented syphilis and were told they were being treated for “bad blood,” a phrase with several meanings in the U.S. Southern dialect. The men were never treated, even when penicillin became the evidenced-based practice in 1947. While concerns were raised in 1968, the study was not discontinued until 1972 when it was deemed to be unethical for being misleading and failing to inform the subjects of the risks of participation. In 1973 a class action suit was filed, and in 1974 $10 million dollars was provided to the survivors and their surviving families. In 1997 President Clinton apologized on behalf of the nation, and not long afterward strict rules on the conduct of research were created. The last participant died on January 16, 2004. The last widow died on January 27, 2009.


 
Source: Centers for Disease Control and Prevention. The Tuskegee timeline, 2013. http://www.cdc.gov/tuskegee/timeline.htm. Accessed November 2013.


 
Among the results of the study were that health care treatment in and of itself was unequal (Smedley et al, 2002). The barriers were found regardless of insurance status, intensity of symptoms, geographical location, age, gender, and sexual orientation. Disparities occurred in all clinical settings, including public hospitals, private hospitals, and teaching hospitals. Most notable was that the disparities in care resulted in higher mortality among persons of color compared with their white counterparts.
 
In any country where older adults are marginalized simply because of their age, they are especially vulnerable to health disparities. If the person has other characteristics (e.g., skin color, religion, sexual orientation) that differentiate them further from those with power and status, the disparities are amplified (Agency for Healthcare Research and Quality [AHRQ], 2013; CDC, 2014; Gushulak and MacPherson, 2006; PAHO/WHO, 2013; WHO, 2008).
 
In the years since Unequal Treatment was published, the U.S. Agency for Healthcare Research and Quality has produced an annual report, the National Healthcare Quality and National Healthcare Disparities to track the prevailing trends in health care quality and access for vulnerable populations, including the elderly and those from statistically minority populations. In the past, the comparisons were limited to those primarily between black and white Americans (see Chapter 1). The World Health Organization contributes to this knowledge base by monitoring special needs groups such as migrants, migrant workers, and asylum seekers (Gushulak and MacPherson, 2006).



 Obstacles to cross-cultural caring

Providing cross-cultural care does not always mean addressing disparities or inequities, but it does mean overcoming common obstacles. Both overt and covert barriers to care include ethnocentrism and stereotyping, both of which can lead to significant conflict and decreased quality of care. Conflict can occur in the nursing situation any time one person interacts with another whose beliefs, values, customs, languages, and behavior patterns differ from their own (Box 4-2). Gerontological nurses will have to find ways to overcome these obstacles themselves and in their workplaces in order to promote healthy aging.




BOX 4-2


Intercultural Conflicts in Nursing Care
 

A newly immigrated Korean nurse is instructed to ambulate an 80-year-old male patient. He says that he is tired and wants to remain in bed. The nurse does not insist. The nurse manager reprimands the nurse for not getting the patient out of bed. The Korean nurse says to another Korean nurse: “Those Americans do not respect their elders; they treat them as if they were children.” The nurse manager complains to another nurse, “Those Asian nurses allow patients to run all over them.” In the traditional Korean culture, elders are revered.


 
From McHale JP, Dinh KT, Rao N: Understanding co-parenting and family systems among East and Southeast Asian–heritage families. In Selin H, editor: Parenting across cultures: childrearing, motherhood and fatherhood in non-western cultures, Dordrecht, Netherlands, 2014, Springer, pp 163–173.


 
 Ethnocentrism

Both nurses in Box 4-2 denigrated the other’s nationality as a proxy for culture. These are examples of what is known as ethnocentrism, or the belief that one ethnic/cultural group is superior to that of another. This belief may be acquired through enculturation learned at an early age or acculturation later in life. In Western health care it is expected that seekers adapt to the rules of the givers: to be on time for appointments; to listen and follow the directions that are relayed by their caregivers. In an institutional setting, acculturated elders will accept the type, frequency, and timing of such things as bathing and personal grooming and sleep and rest schedules. The more acculturated an elder is to the culture of the institution and nurse, the less the potential for conflict. The elder will eat the meals provided, even if the food does not look or taste like what he/she is accustomed to eating. A “compliant” non–English-speaking resident will accommodate the staff, with or without the help of an interpreter.



 Stereotyping

Stereotyping is the application of limited knowledge of a race, ethnicity, age, or culture to an individual. The nurse may hear or say something about what “old people are like” without getting to know the person as a unique individual and member of a tribe, clan, or family, for example. When stereotypes are used, the identification of the heterogeneity within the group is not recognized. However, the use of some stereotypes can be a helpful starting point in the provision of the fast-paced health care expected today. For example, a common stereotype about Hispanic elders is that they live with a child and grandchildren and that a male in the family is the decision-maker. If the nurse simply assumes this to be true, it could have a negative outcome, such as fewer referrals for support (e.g., home-delivered meals). On the other hand, this stereotype can be used to shortcut the assessment. In discussing discharge plans, the nurse may say, “Are any members of your family available to help you when you get home?” This must be done with utmost tact to avoid the patient from embarrassment if this is not the case.





 Providing cross-cultural health care

Providing cross-cultural care in a way that challenges ethnocentrism and negative stereotyping is no longer an option; it is an expectation and a necessity as we move to a world community (Bearskin, 2011; The Joint Commission, 2010). It is also a means to an end—of reducing health disparities and inequities experienced by vulnerable populations, among them, many older adults (Kirmayer, 2012). Gerontological nurses can learn to do this more expertly as they move along a continuum from cultural destructiveness to cultural proficiency (Figure 4-3). This requires a willingness to become more self-aware, to learn to know others from their perspectives (i.e., “where they are coming from”), and finally by applying new skills to more effectively work with individuals to support rather than hinder their cultural strengths (Box 4-3).
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FIGURE 4-3​A Model for Cross-Cultural Caring.  Source: (Adapted from Cross T, Bazron B, Dennis K, et al: Toward a culturally competent system of care, vol 1, Washington, DC, 1989, CASSP Technical Assistance Center, Center for Child Health and Mental Health Policy, Georgetown University Child Development Center; Goode TD: Cultural competence continuum, Washington, DC, revised 2004, National Center for Cultural Competence, Georgetown University Center for Child and Human Development, University Center for Excellence in Developmental Disabilities; and Lindsey R, Robins K, Terrell R: Cultural proficiency: a manual for school leaders, Thousand Oaks, CA, 2003, Corwin Press.) 









BOX 4-3

Moving Toward Cultural Proficiency and Healthy Aging
 




•  Become familiar with your own cultural perspectives, including beliefs about disease etiology, treatments, and factors leading to outcomes.

•  Examine your personal and professional behavior for signs of bias and the use of negative stereotypes.

•  Remain open to viewpoints and behaviors that are different from your expectations.

•  Appreciate the inherent worth of all persons from all groups.

•  Develop the skill of attending to both nonverbal and verbal communication.

•  Develop sensitivity to the clues given by others, indicating the paradigm from which they face health, illness, and aging.

•  Learn to negotiate, rather than impose, strategies to promote healthy aging consistent with the beliefs of the persons to whom we provide care.






 
 Cultural destructiveness

Cultural destructiveness is the systematic elimination of the recognized culture of another. There are many well-known examples of this: the genocide of the Jews in Eastern Europe, of the Hutu in Rwanda, and of many American Indians and African Americans in the United States. In both Australia (WHO, 2008) and the United States cultural destructiveness occurred with the removal of children to boarding schools where the language, dress, and food of their origins were forbidden (Lewis, 2013). American Indian healing ceremonies, performed by tribal elders, were forbidden. Practices referred to as “traditional” or “folk” healing were and continue to be discounted. Suspiciousness of Western medicine is still present among many African American and American Indians, especially those in their 80s and 90s who may have first- or second-hand knowledge of the cultural destruction to which they and others were subjected (Grandbois et al, 2012).



 Cultural blindness

It is hoped by this point the reader has begun to understand that there are multiple cultures coexisting in countries and continents and that such things as skin color, socioeconomic, political, and educational power affect the health care experience. Yet some people, including health care providers, voice that they see the outward differences such as skin color but that “everyone is the same” and “all old people are grumpy” but are blind to the fact that life experiences such as prejudice and historical trauma may influence both the pursuit and the receipt of health care. It is not possible to provide cross-cultural care or reduce health disparities in the context of cultural destructiveness or cultural blindness unless individual and community health belief paradigms, factors such as poverty and racism, are considered (Feagin and Bennefield, 2014; Williams and Mohammed, 2009). Cultural blindness prevents the nurse from providing sensitive and, more importantly, effective care.



 Cultural precompetence

The development of precompetence begins in the cross-cultural setting with self-awareness of one’s personal biases, prejudices, attitudes, and behaviors toward persons different from oneself in age, gender, sexual orientation, social class, economic situations, religious beliefs, and many other factors. For persons whose culture or status places them in a position of power, cultural awareness is realizing that this alone often means special privilege and freedoms (White Privilege Conference, 2014) (Box 4-4). Achieving cultural precompetence requires a willingness to learn how health is viewed by others. It means playing an active role to combat ageism in society.




BOX 4-4

Unrecognized Privilege and Ethnocentrism
 

A gerontological nurse responded to a call from an older patient’s room. While she was with him, he repeatedly, and without comment, dropped his watch on the floor. She calmly picked it up, handed it back to him, and continued talking. One time an aide walked in the room when the patient dropped the watch. The aide picked it up and handed it back to him just as the nurse had done. The patient immediately started yelling and cursing at the aide for attempting to steal his watch. When telling this story, the nurse thought the whole situation odd, but not too remarkable.
 
The patient and nurse were white and the aide was black. The nurse did not realize that the behavior of the patient was both ethnocentric and culturally destructive until the nurse learned of the concepts while taking a formal class on cross-cultural health care.







 Cultural competence

The nurse who moves beyond precompetence is able to step outside of one’s biases and accept that others bring a different set of values, choices, and even priorities to the health care setting. The nurse who is able to provide competent cross-cultural care accepts that all persons are deserving of respect. The nurse has some knowledge of other cultures, particularly those she or he is most likely to encounter in the health care setting. This is especially important when the nurse and the elder are of different ages or have different values, backgrounds, and cultures. The acquisition of cross-cultural knowledge takes place in the classroom, at the bedside, and in the community. Cultural knowledge is both what the nurse brings to the caring situation and what the nurse learns from others (Fung, 2013).
 
 Cultural knowledge

Cross-cultural knowledge has the potential to optimize health care and minimize frustration and conflict between older patients and other health care providers (Kirmayer, 2012). It is expected that knowledge will allow the nurse to more appropriately and effectively improve health outcomes (Campinha-Bacote, 2011; Kirmayer, 2012). Some nurses prefer to use what can be called an “encyclopedic” approach in learning the details of a particular culture group, such as proper name usage, greeting, eye contact, gender roles, foods, and attitudes toward aging.
 
Although this information is important, it can be combined with conceptual knowledge by coming to know others as whole persons. Instead, basic knowledge of what is more likely to be important to someone from a specific culture, such as dietary preference or patterns of interaction, starts the conversation. Providing for choices and then assuring these are met are factors that allow the delivery of competent cross-cultural nursing care (Fung, 2013).
 
 Definitions of terms.

Cultural knowledge includes the appropriate use of terms, especially race and ethnicity. Often used interchangeably, each actually has a separate meaning. Race is a phenotype as expressed in observable traits, such as eye color, facial structure, hair texture, and especially skin tones. However, at this time it is best used as a proxy for geographical origins and lineage such as Africa, Central Europe, or the Pacific Rim (Gelfand, 2003).
 
Ethnicity refers to the culture group with which one self-identifies. Persons may share a common nationality, migratory status, language or dialect, religion, or even geographical location (e.g., rural versus urban). Traditions, symbols, literature, folklore, food preferences, and dress are often expressions of ethnicity. Persons from a specific ethnic group may not share a common race. For example, persons who identify themselves as “Hispanic” may be from any race and from a number of countries. However, most Hispanic persons share the Catholic religion and the Spanish language. It is more accurate to ask an elder to self-identify ethnicity rather than make assumptions (Box 4-5).




BOX 4-5

The Problem with Assumptions
 

I was collecting data for a study while in the home of a woman with black skin and no accent. As I began with the demographics page, I said simply, “I assume you are African American?” With her head held high she declared, “No ma’am I am an American!” I will never make that mistake again.
 
Kathleen
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Dress as an expression of ethnicity. Source: (©iStock.com/Bartosz Hadyniak.) 









 Orientation to family and self.

A useful concept in cross-cultural health care is orientation to self and family. Many North Americans, especially those of northern European descent, place great value on independence, that is, personal autonomy and individuality (Fung, 2013). Identity is closely bound to oneself. In the classic study, Rathbone-McCune (1982) found that a large group of American elders living in a segregated (“white”) senior apartment building went to great lengths and lived with significant discomforts rather than ask for help. To seek or receive help was considered a sign of weakness and dependence, something to be avoided at all costs.
 
In the United States the cultural expression of autonomy was institutionalized in the passing of the Patient Self-Determination Act of 1990 wherein individuals were recognized as the sole decision-makers regarding their health. Health care providers are now legally bound to restrict access to health care information only to the patient, without the person’s explicit permission.
 
This orientation is in sharp contrast to that of a collectivist or interdependent culture, a norm in many parts of the world. In the Latino culture this is referred to as “Familism” (Lukwago et al, 2001; Scharlach et al, 2006). Self-identity is drawn from family ties (broadly defined) rather than the individual. The “family” (e.g., extended, tribe, clan) is of primary importance; decisions are made by the group or designee based on the needs and beliefs of the group rather than those of the individual (Box 4-6). Within families, the exchange of help and resources is both expected and commonplace. The cultural belief of families is particularly significant for healthy aging because it relates to eldercare and health-related decision-making. When a nurse from a culture in which independent decision-making is expected cares for an elder whose dominant value is interdependence or vice versa, the potential for cultural conflict and poor outcomes is great.




BOX 4-6

Opportunities for Cultural Conflicts: Independent versus Interdependent Health Care Decision-Making
 

An older Filipino woman is seen in her home by a Euro-American public health nurse and found to have a blood pressure reading of 210/100 mm Hg and a blood glucose level of 380 mg/dL. The nurse insists on calling the patient’s nurse practitioner and arranging immediate transportation to an acute care hospital. The woman insists that she must wait until her son-in-law and daughter return home from work so she can discuss it with them before any decisions are made. They will decide if, where, and when she will go for treatment. She is concerned about the welfare of the family and wants to ensure that income is not lost and the family can afford a provider’s visit and a possible hospitalization. They would need to make alternate arrangements for childcare and meal preparation. The nurse’s main concern is the health of the individual elder, and the elder’s concern is her family. The nurse is operating from the value that says an individual is independent and responsible for personal health care decisions, inconsistent with that of the elder.







 Orientation to time.

Orientation to time is often overlooked as a culturally constructed factor influencing the use of health care and the attitudes toward preventive practices (Lukwago et al, 2001). Time orientations are culturally described as future, past, or present (Box 4-7).




BOX 4-7

Cultural Orientations to Time as Applied to Health Care
 

A past orientation to health and health problems views both as dependent on the actions in the past (such as a past life or earlier in this life) or on events or circumstances of one’s ancestors. For example, dishonoring ancestors by failure to perform certain rituals or having poor interactions with others earlier in one’s life may result in illness today. Illness today may be considered punishment for past deeds, and it may be prevented by living an honorable life.
 
A present orientation means that when a health care problem occurs, immediate treatment is needed. Future treatment is considered potentially too late for a positive outcome. The success of freestanding “immediate care centers” or those associated with pharmacy chains in the United States may be a reflection of a present orientation. In general, preventive actions for future health are not consistent with a present orientation toward illness and need for treatment.
 
Future time orientation is consistent with a belief that when one is ill today, a health care appointment can be made for the future (e.g., the “next available” opening). In other words, the health problem and its treatment can “wait.” The problem will still be there and the delay will not necessarily affect the outcome. Prevention is important because of its effect on future health days, years, and even decades later, such as weight control.




 
Conflicts between the future-oriented Westernized medical care and those with past or present orientations are many. Patients are likely to be labeled as noncompliant for failing to keep an appointment or for failing to participate in preventive measures, such as a “turning schedule” for a bed-bound patient to prevent pressure ulcers or immunizations to prevent future infections. Members of present-oriented cultures are often accused by the media of overusing hospital emergency departments in the United States, when in fact it may be considered the only reasonable option available for today’s treatment of today’s problems.
 
Regardless of the health and illness orientation of an individual or members of a culture, community, poverty, geography, and a country’s infrastructure have significantly confounding effects. In many developing countries, health care may only be available when provided by outside organizations such as Doctors without Borders (www.doctorswithoutboarders.com).
 
Obtaining health care may mean a walk of many days, and once at the clinic the waiting time to be seen may be hours to days. Such a walk may be impossible for a frail or ill elder. Those living in remote areas, such as those in the state of Montana or the Inuit living near the Arctic, have to wait until the public health nurse and midwife make their next rounds by helicopter. For elders living with chronic diseases this infrequency of contact may be inadequate for even near-optimal outcomes. In such circumstances, older adults are much more dependent on their own resources to deal with illness. Increasing use of technology, such as telemedicine, may decrease some of the disparities between those near health care services and those far away.
 
In providing cross-cultural care, the nurse can listen closely, determine which orientation has the most value to the individual, and find ways to work with it rather than expecting conformity to the cultural model in which the health care is provided. In this way we are reaching out beyond our own perspectives and ethnocentrism to improve the quality of gerontological nursing care.



 Beliefs about health, illness, and treatment.

The diversity of the population has brought the strong potential for a clash of health belief systems, languages, and attitudes about health and illness in the delivery of care. Aging itself further increases the diversity of beliefs because of the life-long experiences with illness of self, family, and others. The major health belief paradigms are the biomedical, magico-religious, and naturalistic/holistic. The biomedical paradigm is consistent with what is referred to as “Western” medicine (allopathic). The magico-religious paradigm is often referred to as “folk” medicine. Many naturalistic/holistic practices are referred to as “Eastern Medicine” when contrasted to the biomedical model.
 
 Biomedical.

The biomedical health paradigm espouses that disease is the result of abnormalities in structure and function of body organs or illness/disease caused by the intrusion of pathogens (e.g., bacteria or a virus) into the body. Clinicians use what is referred to as the scientific method, such as quantitative laboratory tests and other procedures, to make a diagnosis. Treatment involves repairing the abnormality, destroying the pathogen, or at least ameliorating the damage caused by its presence. Surgery, medications, and rehabilitation programs are typical treatments. Health is viewed as the absence of illness or abnormalities. Biomedical care is considered highly impersonal because the focus is on the abnormality and disease rather than on the person. Preventive strategies are those in which pathogens, chemicals, activities, and dietary agents known to cause malfunction are avoided. Screenings, as described in Chapters 1 and 30, are those activities that identify the disease in an early stage and are consistent with this paradigm.



 Magico-religious.

In the magico-religious health belief paradigm, illness is believed to be caused by the actions of a higher power, a supernatural force such as God, ghosts, ancestors, or evil spirits (Winkelman, 1990). This belief system can be traced back thousands of years to ancient Egypt and persists in whole or in part in many groups. Health is viewed as a blessing or reward and illness as a punishment for breaking a rule or taboo or displeasing or failing to please the source of power. Beliefs that illness and disease are attributed to the wrath of the higher power are prevalent among members of many groups, including the Holiness, Pentecostal, and Fundamentalist Baptist churches in the United States. Examples of magical causes of illness are voodoo, especially among persons from the Caribbean; root work among southern African Americans; hexing among Mexican Americans and African Americans; and Gaba among Filipino Americans. Magico-religious healing is often in the form of rituals lead by culturally trained and appointed persons such as Faith Healers, Shaman, or Curanderos.
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The “ankh” is sometimes used in healing practices. Source: (©iStock.com/tapuzina.) 





 
Treatments may consist of, or include, religious practices such as meditating, fasting, wearing amulets, burning candles, “laying of hands” and prayer circles, or establishing family altars. Such practices may be used both curatively and preventively. Another preventive strategy is to ensure that one maintains good relationships with others (Samovar et al, 2010).
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Buddhist shrine. Source: (Courtesy of Rachel E. Spector, 2006.) 





 
Significant conflict with Western-trained nurses can occur when a patient refuses biomedical treatments because to do so is viewed as a sign of disrespecting ancestors or challenging “God’s will.” Most of us adhere to magico-religious practices to some extent. How many nurses and their patients have prayed to a higher power that health be restored or maintained? It is not uncommon to hear an older adult pray for a cure or to lament “What did I do to cause this?” or “God please help me.”



 Naturalistic or holistic.

The naturalistic or holistic health belief system is based on the concept of balance. Many people throughout the world view health as a sign of balance—of the right amount of exercise, food, sleep, evacuation, interpersonal relationships, or geophysical and metaphysical forces in the universe, such as Qi in the Chinese culture.
 
The ancient health practice based on the concept of Yin-Yang stems from the ancient civilizations of China, India, and Greece (Young and Koopsen, 2005). Health is viewed as a state of balance. The balance is between the Yin and the Yang, dark and light, male and female. Disturbances in this balance result in disharmony and subsequent illness. Diagnosis requires the determination of the type of imbalance and treatment requires a specific strategy to restore balance. Treatments include the use of herbs, acupuncture, acupressure, controlled deep-breathing exercises, and lifestyle changes as appropriate. When one is in balance there is the serenity of inner and outer peace.
 
Another naturalistic approach is based on a balance between hot and cold. It is a common paradigm throughout the world, especially in the Latino culture. Illness is classified as either hot or cold and believed to be the result of an imbalance between the two. Diagnosis is the determination of the cause of the imbalance (e.g., too much cold) and treatment is usually through countering this with a substance with the opposite properties (e.g., something hot) (Ortiz et al, 2007).
 
Ayurveda is the oldest known medical paradigm in the naturalistic system, practiced in India and many other countries. Like others in this category, health is in terms of balance of key elements. In this case the major foci are earth, wind, water, and air. Illness is the result of imbalance. However, both diagnosis and selection of appropriate treatments are very complex. Health promotion and disease prevention are key aspects in the lives of those who practice Ayurveda; other strategies to maintain health and live a long life include good hygiene, yoga, and meditation (National Center for Complementary and Alternative Medicine [NCCAM], 2013).




 




 Cultural proficiency

In order to provide the best care to all persons regardless of race, ethnicity, or culture, it is now expected that the nurse not only demonstrate cultural competence but also strive for cultural proficiency—which is at a higher level of expertise (Figure 4-3). The culturally proficient nurse is able to move smoothly between two worlds for the promotion of health and the care of persons. Culturally proficient health care is that which is respectful, compassionate, and relevant. Cultural proficiency includes putting cultural knowledge to use in assessment, communication, negotiation, and intervention.
 
It includes the recognition of factors beyond culture, such as the effect of past and current trauma, social status, and poverty leading to health disparities and inequities. The nurse providing proficient cross-cultural health care is able to work with, and build relationships with, members from a variety of cultural groups as a natural part of daily practice. The relationship building results in the ability to communicate effectively, sensitively assess the individual’s state of health, formulate mutually acceptable goals, and support interventions that are culturally acceptable and empowering.
 
 Cultural skills: Communication

Communication and language are foundational skills and intimately tied to the concept of the self. The self is continuously constructed and inextricably intertwined with the linguistic categories available in a given culture (Berman, 1991). We can conceive of ourselves only within the language we know. Promoting healthy aging and providing the highest quality of cross-cultural care for elders require not only awareness and knowledge but also the ability to communicate in new and expert ways. In doing so, the self-esteem of the elder is enhanced and health-related quality of life is increased to the extent possible (Kirmayer, 2012).
 
Communication means listening carefully to the person, especially for his or her perception of the situation, and attending not just to the words but also to nonverbal expressions and the meaning behind both of these. It includes attention to idiom, style, jargon, voice tone, inflection, and body language to make each contact meaningful. Communication begins long before a word is spoken. In many cultures the unspoken message may be as, or more important than, what is said.
 
The application of cross-cultural communication skills plays an essential part in assessment, in relationship and trust building, and in the development of the plan of care. In caring in the cross-cultural setting the gerontological nurse must have expert communication skills, and without these, only less than optimal outcomes can be achieved.
 
 The handshake.

A handshake is the customary and expected greeting in most of North America. A firm handshake is thought to be a sign of good character and strength. Yet this is not always the case and the types of acceptable physical contact vary widely. In a number of East Asian cultures the handshake is used in the business setting, but it is expected to be slight and accompanied by a bow (eDiplomat, 2014). Traditional American Indian elders may interpret firm or vigorous handshakes as signs of aggression. Their handshake may instead be more of a passing of the hand with a light touch as a sign of respect rather than of weakness. In the Muslim culture, cross-gender physical contact (including handshakes) may be considered highly inappropriate or even forbidden. Before the nurse makes physical contact with an elder of any culture, he or she should ask the person’s permission or follow his or her lead, such as an outstretched hand.
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The bow is a gesture of respect in many East Asian cultures and religions. Source: (©iStock.com/stockstudioX.) 








 Eye contact.

Eye contact is another highly culturally constructed behavior. In some cultures direct eye contact is believed to be a sign of honesty and trustworthiness. Nursing students in the United States are taught to establish and maintain eye contact when interacting with patients, but this behavior may be misinterpreted by persons from elsewhere. Some persons avoid eye contact, not as a sign of deceit, but as a sign of respect. A more traditional American Indian elder may not allow the nurse to make eye contact, moving his or her eyes slowly from the floor to the ceiling and around the room. During a health care encounter, in most Asian cultures, direct eye contact is considered disrespectful (eDiplomat, 2014). Looking one directly in the eye implies equality. Older adults may avoid eye contact with physicians and nurses if health professionals are viewed as authority figures. In other cultures, direct eye contact between men and women is considered a sexual advance. The gerontological nurse can follow the lead of the elder by being open to eye contact but neither forcing it nor assigning it any inherent value.



 The use of silence.

The value, use, and interpretation of silence also vary markedly from one culture to another. In many Eastern cultures, especially those in which the Confucian philosophy is embraced, silence is highly valued. It is expected of young family members and family members with less authority. Silence may be considered a sign of respect for the wisdom of an elder. In traditional Japanese and Chinese families, silence during a conversation may indicate the speaker is giving the listener time to ponder what has been said before moving on to another idea. In traditional American Indian cultures, it is believed that one learns self-control, courage, patience, and dignity from remaining silent. Silence during a conversation may signify that the listener is reflecting on what the speaker has just verbalized. In contrast, Western cultures place much importance on verbal communication. French, Spanish, and older adult immigrants from the former Soviet Union may interpret silence as a sign of agreement (Purnell and Paulanka, 2003; Tripp-Reimer and Lauer, 1987).



 Spoken communication.

If the nurse and the elder share the same spoken language, communication is facilitated, although attention to cross-cultural factors is not precluded, such as the appropriate use of specific words and phrases. In health care, recognition of this is especially important such as in the appropriateness of directions (e.g., related to assessment techniques), requests, and instructions (Box 4-8).




BOX 4-8

When a Professional Interpreter Is Needed
 

An interpreter is needed any time the nurse and the elder speak different languages, when the elder has limited proficiency in the language used in the health care setting, or when cultural tradition prevents the elder from speaking directly to the nurse. The more complex the decision-making, the more important are the interpreter and his or her skills. These circumstances are many, such as when discussions are needed about the treatment plan for a new condition, the options for treatment, advanced care planning, or even preparation for care after discharge from a health care institution. The use of a specially trained interpreter is essential in the setting of lowered levels of health literacy.




 
Interpretation and translation are needed when different languages are spoken. Interpretation is the processing of one spoken language into another in a manner that preserves the meaning and tone of the original language without adding or deleting anything. The job of the interpreter is to work with two different linguistic codes in a way that will produce equivalent messages, that is, without adding meaning or opinion (Haffner, 1992).
 
It is ideal to engage those who are trained in medical interpretation who are adults and of the same culture and gender (Box 4-9). Unfortunately, too often children or even grandchildren are called on to fulfill this role. When they are not available, secretaries or housekeepers may be asked to interpret. When depending on these interpreters, the nurse must realize that either the interpreter or the elder may “edit” his or her comments because of cultural restrictions about the content, that is, what is or is not appropriate to speak about to, or in front of, a parent, child, or stranger. Regardless of who is available to assist, there are guidelines available to maximize the quality and acceptability of the communication (Box 4-10). When there are no other reasonable options, “interpreter lines” via the phone or computer are used. Again, the nurse must expect that the information obtained is limited at best and that misunderstandings are likely.




BOX 4-9

Cross-Cultural Health Care
 

A Haitian woman about 70 years old came to the clinic where I was working, complaining of vaginal itching. I explained that I needed to examine her before I would be able to treat her correctly. When I started to step out of the room after the examination so that she could re-dress, she smiled and said (through and interpreter), “No need for that, you just saw where only my mother and God ever saw, you might as well stay.”
 
Kathleen








BOX 4-10


Guidelines for Working with Interpreters
 




•  Before an interview or session with a client, meet with the interpreter to: 


•  Explain the purpose of the session.

•  Instruct the interpreter to use the person’s own words and avoid paraphrasing.

•  Instruct the interpreter to avoid inserting his or her own ideas or omitting any information.



•  Look and speak directly to the client, not the interpreter.

•  Be patient. Interpreted interviews take more time because of the need for three-way communication.

•  Use short units of speech. Long, involved sentences or complex discussions create confusion.

•  Use simple language. Avoid technical terms, professional jargon, slang, abbreviations, abstractions, metaphors, and idiomatic expressions.

•  Listen to the client and watch nonverbal communication (facial expression, voice intonation, body movement) to learn about emotions regarding a specific topic.

•  Clarify the client’s understanding and the accuracy of the interpretation by asking the client to tell you in his or her own words what he or she understands, facilitated by the interpreter.





Modified from Lipson JG, Dibble SL, Minarik PA, editors: Culture and nursing care: a pocket guide, San Francisco, 1996, UCSF School of Nursing Press.


 
Translation is the exchange of one written language for another, such as in the translation of patient education materials. It is recommended that a “back translation” is done for accuracy. This is to first translate the material into the language needed and then translate it back to the original language in which it was written to ensure accuracy. There are many patient education materials in multiple languages available on the websites www.cdc.gov and www.ahrq.gov.
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To provide proficient cross-cultural care, one must enter into an unknown conceptual world in which time, space, religion, tradition, and wellness are expressed through a unique language that conveys the perceived nature of the health, illness, and humanity. It requires sensitive and effective assessment, mutual goal setting, and acceptable interventions that are possible within the limitations of available resources.
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A number of “cultural assessment” tools have been created to detail an individual’s beliefs and practices in very specific and comprehensive ways, especially that of Leininger’s Sunshine Model (Reynolds and Leininger, 1993), Giger and Davidhizer’s Transcultural Assessment Model (2002), and Spector’s Heritage Assessment Tool (Spector, 2012). However, adding one of the larger tools, such as that of Leininger, to the already inherently complex and lengthy assessments required in working with aging adults may be too burdensome for all involved. The Explanatory Model can serve as a guide to assessment questions that have helped nurses and other health care professionals obtain relevant assessment information in a culturally sensitive manner (Kleinman et al, 1978; Pfeifferling, 1981) (see Chapter 7, Box 7-3).
 
The assessment should include a discussion of which of the overall health belief paradigms are most meaningful to the individual. Some ascribe to only one, but many find parts of them or some of the practices of one or the other to have meaning to them.
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The most well-known model for the provision of gerontological cross-cultural care in the United States is the On Lok Program of All-inclusive Care for the Elderly (PACE) in San Francisco. It has long been recognized for its cultural relativism. Originally designed to meet the home care needs of Chinese and Italian immigrants, it is now structured to meet the needs of seniors at every level of care from senior housing to long-term care (www.onlok.org). Services are provided in the language of the elder and in a manner that optimizes each person’s cultural heritage (Lehning and Austin, 2011). Nurses can learn from the work of On Lok and other programs to promote wellness and healthy aging and to help reduce health disparities and inequities. It is suggested that modifications of existing long-term care services that enhance the well-being of aging persons regardless of their race, ethnicity, or culture should include the following: 


 1.  Ensure that the individual has access to a professional interpreter if needed.

 2.  Develop programs that reflect the diversity of the participants or residents.

 3.  Consider monocultural facilities or units when population demographics warrant this.

 4.  Employ staff who reflect the diversity of residents/clients/patients.
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Regardless of the assessment model chosen, this information must be operationalized into a plan of care that addresses the special needs of the person and is realistic and consistent with the person’s cultural patterns and beliefs. The LEARN model (Berlin and Fowkes, 1983) is a simple and highly effective model and can be used not only in the cross-cultural encounter but also any time the nurse wants to increase the probability that the highest level of wellness is achieved.
 
The LEARN Model is a negotiated plan of care and includes the identification of the availability of culturally appropriate and sensitive community resources (Box 4-11). It is likely to include the identification of others who will be part of the care team, such as indigenous healers, priests, monks, rabbis, or ministers, if their presence is desired or believed to be helpful.




BOX 4-11


LEARN Model
 




 L Listen carefully to what the person is saying. Attend not just to the words but to the nonverbal communication and the meaning behind them. Listen to the perception of the person’s situation, desired goals, and ideas for treatment.

 E Explain your perception of the situation and the problems.

 A Acknowledge and discuss both the similarities and the differences between your perceptions and goals and those of the elder and their significant other/decision-makers as appropriate.

 R Recommend a plan of action that takes both perspectives into account.

 N Negotiate a plan that is mutually acceptable and possible.





Adapted from Berlin E, Fowkes W: A teaching framework for cross-cultural health care: application in family practice, West J Med 139: 934–938, 1983.


 
Through the skilled use of this simple model gerontological nurses can provide culturally sensitive care regardless of setting. When caring for persons from marginalized groups, including many older adults, using the model has the potential to reduce health disparities and increase health equity.




 


 Integrating concepts

Promoting cross-cultural healthy aging provides the gerontological nurse with new challenges and the opportunity to learn from new perspectives. Unfortunately, poverty is very common in many households of persons who are not of the dominant culture in a country. Meeting basic needs, especially food and health care, may be difficult. Some elders immigrated to the United States or other adopted countries much earlier in their lives and their moves were not traumatic. Others have experienced horrific events in their home country or during their immigration process and hold a unique concern for safety and security. The nurse must be sensitive to this possibility without making assumptions or stereotyping. The nurse can assess the components of biological integrity and, if necessary, facilitate the elder or family obtaining support services (e.g., food stamps, home-delivered meals) that are possible and appropriate.
 
Cultural identity is one of the major elements of self-concept and a key to self-esteem, increasingly so as a person ages or becomes more mentally or physically frail (Fung, 2013). Older adults may be closely tied to family and community and, in some cases, religious beliefs. Estrangement from their country of origin may be ameliorated if they live in homogeneous communities and may be exacerbated if they live in social isolation or away from persons with similar backgrounds. The monoethnic community (e.g., barrio, Nihonmachi, Chinatown) serves as a buffer and a means of strengthening cohesiveness for elders from similar cultural groups. Within the community, elders are protected from discrimination and the language and customs of the society outside.
 
Familial supports are variable among groups, social classes, and subcultures, yet the nuclear or extended family is the chief avenue of transmitting cultural values, beliefs, customs, and practices. The family may provide stability and sanctuary. Making the broadest of generalizations, we may say that persons from Asian cultures value familial piety and respect for elders (McHale et al, 2014); Hispanics treasure large, extended networks (compadres translates to co-parents, usually the appointed godparents) and church affiliations; African Americans embrace extended families or fictive kin supports; and American Indians value a system of kinship and line of descent. Independent decision-making and self-care is a common characteristic of those of northern European descent.
 
Spirituality or religiosity plays a major role in defining many cultures. Religion may function as a consistent experience that affords psychic support in the individual’s life. The Issei seek religious tradition in the face of aging and death (Kitano, 1969). Padilla and Ruiz (1976) noted that Hispanics sought Spanish-speaking clergy rather than mental health professionals when they had emotional problems.
 
Changes are threatening the historical role of aging in families across the globe. Different degrees of assimilation between generations create a communication gap between the young and older immigrants, as they join their families in new countries where the language and customs may be unknown to them. This may cause isolation and estrangement between the oldest and youngest generations. Enculturated and acculturated expectations may clash (see any of the books by author Amy Tan). In marginalized groups of elders, illness, poverty, and migration are destroying the insulation previously afforded by the family and community (Jett, 2006) (Box 4-12). Members of minorities in any community are extremely vulnerable as they age. They may experience triple jeopardy when devalued because of age, race, and ethnicity.




BOX 4-12


Where Did the Community Go?
 

A middle-aged African American woman talked about her community and care of persons with dementia. She said that when she grew up “it was expected that the neighbor would watch out for you. Like if someone saw you out and about and knew you would get lost they would just take you home again... That just doesn’t seem to be happening anymore... we don’t even know each other!”


 
From Jett KF: Mind-loss in the African American community: dementia as a normal part of aging, J Aging Studies 20(1):1–10, 2006.


 
The study of aging is one of the most complex and intriguing opportunities of our day. Realistically, it will be almost impossible to become familiar with the whole range of clinically relevant cultural differences of older adults one may encounter. Attempting to provide care holistically and sensitively is the most challenging opportunity leading to personal growth for both the nurse and the person receiving care.
 
Today’s nurse is expected to provide culturally proficient care to persons regardless of their age, health beliefs, experiences, values, and styles of communication (Box 4-13). Cross-cultural communication is especially important because of the inherent complexity of health while aging and the combination of generational and cultural differences between the person and the nurse. The nurse will need to communicate effectively with persons regardless of the languages spoken. In doing so, the nurse may depend on limited verbal exchanges and attend more to facial and body expressions, postures, and gestures and know how to work with the many aspects of communication. Effective gerontological nurses provide cross-cultural care through the application of cultural knowledge and skills needed to optimize intercultural communication.




BOX 4-13

A Cross-Cultural Caring Encounter
 

Determine the following about the elder: 


•  Preferred cultural, ethnic, and racial identity

•  Expectations concerning formality of the encounter

•  Expectations concerning use of names, titles, addressing the patient and the nurse

•  Preferred language

•  Level of health and reading literacy and availability of assistance if needed

•  Past personal experience with the Western health care model

•  Level of acculturation, adherence to traditional approaches, openness to new approaches

•  Factors influencing decision-making: who, how, when, what






 
To skillfully assess and intervene, nurses must develop cultural proficiency through awareness of their own ethnocentricities. They must be acutely sensitive to the cues suggested (e.g., eye contact) to know how best to respond. Promoting healthy aging in cross-cultural settings includes the ability to develop a plan of action that considers the perspective of both the elder/family and the nurse/health care system to negotiate an outcome that is mutually acceptable. Skillful cross-cultural nursing means developing a sense of mutual respect between the nurse and the elder. A sense of caring is conveyed in gestures of personal recognition. It is working “with” the person rather than “on” the person; and in doing so, health disparities and inequities, if they exist, can begin to be reduced and movement toward healthy aging can be facilitated (Box 4-14). Unbiased caring can surmount cultural differences.
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HEALTHY PEOPLE 2020
 
Key Overarching Goals
 




•  Achieve health equity, eliminate disparities, and improve the health of all groups.

•  Create social and physical environments that promote good health for all.





Data from U.S. Department of Health and Human Services: Healthy People 2020. http://healthypeople.gov/2020/about/default.aspx. Accessed May 2014.





 Key concepts




•  Global population diversity is rapidly increasing and will continue to do so for many years. This suggests that nurses will be caring for a greater number of elders from a broader number of cultural backgrounds than they have in the past.

•  Recent research has shown that significant disparities and inequities in the outcomes of health care persist. Those who bear the greatest burden of morbidity and mortality are those who are the most marginalized from those in control of health care resources.

•  Nurses can contribute to the reduction of health disparities and the promotion of social justice by increasing their own cultural awareness, knowledge, and skills.

•  Cultural proficiency and sensitivity require awareness of issues related to culture, race, social class, and economic situations.

•  Ethnicity is a complex phenomenon of self-identity expressed as language, dress, traditions, symbols, and folklore.

•  Stereotyping can negate the fact that significant heterogeneity exists within cultural groups.

•  Health beliefs of various groups emerge from three general belief systems: biomedical (allopathic), magico-religious, and naturalistic. Elders may adhere to one or more of these systems.

•  Effective cross-cultural care to elders includes skills related to both verbal and nonverbal communication.

•  The more complex the decision-making, the more important the quality of communication. For those with limited English proficiency, expert interpretation is needed whenever serious decisions are needed (e.g., end-of-life care or treatment changes).

•  The use of family, children, or support staff as interpreters is not recommended and may result in censored interpretation because of rules of cultural etiquette that may be unknown to the nurse.

•  The LEARN model provides a useful framework for working to reach mutually agreeable and possible health care goals.








NURSING STUDY:
 
WHERE DO I BELONG? WHO AM I?


Georgia thought she was a misfit. She had always thought this. She was born in China in 1920 where her parents had built and managed a school for orphaned children in Shanghai. When she was 15 the family returned to the United States and moved to an Appalachian mining village to manage a small school and clinic. Having grown to adolescence in China, she felt more Chinese than English. She had a difficult adjustment in the poverty-stricken rural mining village in Appalachia, so different from Shanghai. In a few years, her parents sent her to a private religious college, attended mainly by the children of the affluent elders of her church. She married a young army officer, and they were immediately sent to France. Her life from then on seemed to consist of nothing but moves as she followed her husband. She was grateful that she had never had children, as she said, “My life has always seemed so unsettled, I don’t think I could have provided any stability for children.” When she was widowed at 80, she almost immediately entered a nursing home. There, she found that most of the staff were Filipino and talked among themselves in Tagalog. Again, she felt disconnected with the prevailing culture in which she found herself. She became very difficult to get along with, and the staff members were at their wits’ end trying to please her. You recently went to work as director of nursing in the facility. How will you help her and the staff maximize life satisfaction?
 
On the basis of this nursing study, propose: 


•  How best to reach out to Georgia and attempt to understand the story behind her current behavior.

•  A method to work with Georgia to develop a plan of care that meets both her physical and her psychological needs.

•  A means of working with the staff to facilitate optimizing Georgia’s life satisfaction while minimizing the demands on their already heavy workload.









 Critical thinking questions and activities




 1.  Define the terms culture, ethnicity, ethnocentricity, and cultural proficiency.

 2.  Identify several personal values or beliefs that are derived from your ethnic roots.

 3.  Relate major historical events that have affected you and your birth cohort, and explain in what way your cohort has been affected.

 4.  Privately list your stereotypes and “ethnocentrisms” for various ethnoracial cultural groups, and explore the basis of these beliefs (e.g., taught, fear, experience, lack of knowledge). Then consider what you can do to address these stereotypes.

 5.  Select a food or particular behavior and examine differences in custom that arise from ethnic/cultural interpretations.

 6.  Describe the advocacy role of nurses to reduce health disparities.

 7.  What are the primary difficulties in providing nursing care for individuals from a different background from one’s own?





 Research questions




 1.  What are the factors that identify a group as an ethnic minority?

 2.  What are the enduring cohort differences that are unlikely to change throughout life?

 3.  What are the outcomes of an integrated cultural approach versus a separate-course approach in a curriculum?

 4.  What effect will the baby boomers have on gender parity or disparity?
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