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Foreword 

 Assisted living is a residential long-term care option that provides housing, 
24-hour oversight, personal care services, health related services, or a combina-
tion of these on an as-needed basis to vulnerable and medically, functionally, 
and cognitively impaired older adults. Assisted living is the fastest-growing se-
nior housing option in the United States. Key philosophical tenets of assisted 
living are aging-in-place and maximizing the function and quality of life of the 
resident. The goal of the physical environment is a home-like atmosphere, pace, 
and place that specifi cally avoids the appearance of an institutional or medical 
facility. 

 Most assisted living residents are in their early 80s, require some assistance 
with at least two activities of daily living (ADLs), and demonstrate functional 
decline over time similar to that of nursing home residents. Assisted living resi-
dents have similar medical diagnoses and chronic illnesses and take approxi-
mately the same number of prescription medications as nursing home residents. 
Between 66% and 80% of assisted living residents suffer from dementia, de-
pression, other psychiatric illness, or receive psychotropic medications, and ap-
proximately 25% of assisted living communities have a dedicated Alzheimer’s 
or dementia unit. Many states permit and encourage assisted living facilities 
to admit or retain residents who meet the state’s nursing home level of care; 
all states permit hospice care in the facility. At least 65% of residents need as-
sistance with managing their medications. The older adult living in assisted 
living seeks a protective but not restrictive environment. The balance between 
autonomy and safety is constantly renegotiated, sometimes on a daily basis. 

 Seeking freedom of expression, self-determination, and personal growth, an 
assisted living resident benefi ts from nursing practice that maximizes their inde-
pendence, dignity, and overall continued well-being. Yet, on-site licensed nurs-
ing varies substantially across and within states. Nurses may be present 24/7, 
or only on a periodic or on-call basis. Nursing oversight can include assuring 
appropriate placement, health promotion, identifying acute clinical problems 
quickly, and optimally managing physical and behavioral problems. A profes-
sional nurse in assisted living may have the responsibility for assessment of po-
tential residents to determine their suitability and safety living in an assisted 
living environment as well as assessing change in condition to determine if a 
resident needs a higher level of care. When fully realized, the scope of practice 
of the nurse in assisted living resembles a combined role of administrator, well-
ness coordinator, and clinical expert, focused on health promotion and opti-



mizing function. Nurses with special expertise in care of older adults increase 
the likelihood that assisted living residents will be able to age in place and more 
importantly do so with meaningful quality of life. 

 Relatively isolated from nursing and interdisciplinary colleagues, an assisted 
living nurse is an autonomous decision maker and manager of care, people, and 
systems. The guiding principles of assisted living nursing practice are a unique 
blend of gerontological and administrative nursing framed by person-directed 
care planning. Despite the growing body of knowledge about aging, persistent 
myths about aging erode optimism, outlook, and quality of life for the older 
adult. Hence, the assisted living nurse needs to be as informed about prevailing 
science and evidence-based practice as about the misperceptions about aging 
that work against the older adult’s self-care abilities and independent decision 
making.

 This book precisely fi lls the need for a text that informs assisted living nurses 
as to best practices in geriatric nursing care. Expert clinicians and managers 
share their knowledge, skills, and practices across the key domains of assisted 
living nursing leadership and care of the older adult. The tools, protocols, and 
tables that are an inherent part of every chapter provide effective strategies and 
resources that address what is known as to the science of nursing practice while 
keeping in mind the practicality needed in a busy residential and clinical en-
vironment. Nurses will fi nd this book invaluable as they seek to shape care to 
assure that people age with dignity and quality of life. 

 Mathy Mezey, EdD, RN, FAAN 
 Professor Emerita, Senior Research Associate 

 Director, the Hartford Institute for Geriatric Nursing 
 New York University College of Nursing 
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Preface 

 Assisted living (AL) nursing is a unique domain of practice. It is holistic because 
it brings together—as no other domain of nursing practice can—people, health, 
environment, and psychosocial factors. The goal of assisted living nursing prac-
tice is to preserve (if not restore) an older adult’s function, independence, and 
engagement with the environment and the people in it, and maximize the older 
adult’s well-being and quality of living. Nursing practice in assisted living is 
guided by the older adult’s (i.e., resident’s) values and preferences, supporting 
them in their choices. The nurse or nursing role in the AL community requires 
nurses to have expertise in both gerontologic and administrative nursing. Nurs-
ing activities for residents in assisted living can include a variety of things such 
as wellness management, counseling, health education, chronic illness manage-
ment and monitoring, and care at the end of life. Nurses in AL communities 
have the responsibility of educating, guiding, mentoring, and motivating the 
direct-care workers in these settings and in some cases the other nursing staff 
with whom they work. In addition, the nurse has a responsibility to the orga-
nization and the community to oversee quality assurance and improvement, 
cost-effective practices, and marketing. This book was written to provide nurses 
with the knowledge and skill to provide the level of combined gerontological 
and administrative expertise that is required of them in the AL community. 

 Specifi cally this book will provide AL nurses with evidence and research-
based information and knowledge regarding nursing management and clinical 
practice, descriptions of components of ethical nursing practice explicated in 
each chapter, and a “refresher” for former long-term care nurses who wish to 
return to practice (a sorely needed workforce) as well as for nursing students 
or those new to the nursing workforce. Moreover, the book provides an intro-
duction to this unique domain of nursing practice for nurses unfamiliar with 
the demands as well as the consummate satisfaction of assisted living nursing. 
This book can, and should, be used as a resource for the assisted living nurse 
interested in taking the American Assisted Living Nurses Association (AALNA) 
Assisted Living Nurse Certifi cation exam. 

 Each chapter provides a theoretical, scientifi c, and/or conceptual base for 
the nursing acts that are recommended, whether clinical or managerial. Recom-
mendations are research-based or borne out of the years of experience of expert 
clinicians in management or clinical practice. To the extent possible, each chap-
ter suggests guidelines, protocols, and other nursing activities that will facili-
tate or enhance staff development and resident well-being. The book is divided 



into fi ve sections: “Management and Leadership,” “Approach to the Resident,” 
“Syndromes,” “Psychological Health,” and “Diseases and Disorders.” There is 
extensive cross-referencing in each chapter to other sections of the book or 
chapter as well as an Internet reference list for sources of information regarding 
care of the older adult including state and federal resources. Each chapter in 
Section I, “Management and Leadership,” begins with a brief introduction that 
describes the specifi c content of the chapter. For example, Chapter 4, “Market-
ing, Quality, Consumer Choice, and Admission Agreements,” discusses nurs-
ing’s role in marketing, the preadmission evaluation, assessing nursing’s market-
ing image, safety goals, satisfaction, and mechanisms of quality accreditation. 
The clinical chapters (Sections II–V) address age-related changes, disease etiol-
ogy, symptom management, nursing assessment and intervention, and patient 
education. Overall this is a comprehensive source of both management and 
clinical information for every nurse working in the assisted living or long-term 
care environment. 

 This book refl ects an interdisciplinary team of individuals including phy-
sicians, nurses, social workers, and dentists. Specifi cally, as coauthors of this 
work, we would like to thank the following: The American Geriatric Society 
for partnering with us on this endeavor; the individual contributors of the Ge-
riatric Review Syllabus, which served as a basis for the clinical chapters; and the 
advanced practice nurses who were chapter coauthors. With deepest apprecia-
tion we thank Ardis O’Meara who completed the fi nal editing and organization 
of this book. 

Ethel Mitty 
 Barbara Resnick 
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 It is with great pleasure and pride that I share with my colleagues the opportu-
nity to introduce this comprehensive book covering the many critical areas of 
nursing care for those living in assisted living communities. This book, written 
by and for nurses across the spectrum of nurse providers (advanced practice 
nurses, delegating nurses, and the direct care workforce), covers all aspects of 
management as well as the many common clinical problems and syndromes we 
encounter among older adults. Further, this book proposes wonderful assess-
ment and intervention material that will help the entire health care team keep 
residents within their AL communities through early recognition and manage-
ment of acute illnesses. Kudos to our nursing colleagues for editing this publica-
tion and may it serve as the useful guide for AL residents across the country. 

 John B. Murphy, MD 
 President, American Geriatrics Society 

 Professor of Medicine and Family Medicine 
 Warren Alpert Medical School of Brown University  
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 S E C T I O N  I 

 Management

and 

Leadership 

 An assisted living (AL) nurse is both a manager and a 
clinician, a combined role that requires management as 
well as gerontological knowledge and leadership skills. 
The 13 chapters in this section of the book focus on 
managing nursing care and nursing staff in the context 
of AL nursing practice, AL philosophy, and regulations. 
The fi rst chapter is an overview of the AL community 
population, their demographics, and the nature of AL 
nursing, including the scope and standards of AL nurs-
ing practice. Subsequent chapters address health care 

fi nancing, marketing and service plan construction, 
theories of nursing, organizational culture, manage-
ment theory, and leadership styles and responsibilities, 
such as staffi ng and assignments (workload), problem 
solving, change and confl ict resolution, job descrip-
tions, staff development and performance evaluation, 
reimbursement and budget, ethical and legal aspects 
of practice, and research and quality improvement. 
The content includes assessment and hands-on how-to 
guidelines. 
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 1 
 The Assisted Living 
Setting of Nursing 
Practice
 Ethel Mitty 

 This chapter describes some key demographics of the 
older adult population in the United States that pertain 
to assisted living (AL) residents: life expectancy, socio-
economic status, literacy, trends in health and func-
tional status, and elder mistreatment. The second half 
of the chapter addresses key concepts of AL: the notion 
of homeyness, resident independence and self-direction, 
and aging-in-place. It concludes with a description of 
the American Geriatrics Society position paper on AL, 
the scope and standards of practice, and principles of 
AL nursing. 

 AGING AND LIFE EXPECTANCY 

 The aging of the baby boomers (i.e., those born between 
1946 and 1964), longevity differences within and between 
population groups, and increases in the old-old age group 
(i.e., over 85 years old) has created a signifi cant shift 
in the composition of the older adult population in the 
United States. In 2007, about one in eight persons living 
in the United States was age 65 or older—approximately 
13% or 37 million people. By 2030, one of every fi ve per-
sons (i.e., 20% or 71.5 million people) will be age 65 or 
older. The older adult U.S. population is predominantly 
White, but minority older adults are expected to increase. 
Life expectancy upon reaching age 65 is an average ad-
ditional 18.7 years (20.0 years for females, 17.1 years for 

males). The number of centenarians in the United States 
is growing and is expected to be over 800,000 by 2050. 

 Socioeconomic Status and Education 
 Overall, older adults are becoming better educated, bet-
ter off fi nancially (though ethnic minorities lag behind 
non-Latino White Americans), and are changing their 
living arrangements, especially with the growth of AL. 
In the early 1960s, 35% of people age 65 or older had 
incomes below the federal poverty level, and only 70% 
received Social Security pensions. Improvements in the 
Social Security system (e.g., cost-of-living-adjustments), 
Medicare, asset income, and government employee and 
private pension systems have signifi cantly improved 
the economic well-being of older adults in the United 
States. In 2008, approximately 4.5 million older adults 
were Medicare and Medicaid benefi ciaries (i.e., so-called 
dual eligibles); 95% of all older adults are Medicare 
benefi ciaries. The effect of the national and worldwide 
economic downturn in fall 2008 on the economic well-
being of current and future AL residents is unknown at 
the time of this publication. The forecast, however, is 
that older adults will be economically less well off than 
heretofore seen as a result of pension wipeouts, inabil-
ity to sell their home, and so forth. 

 Older adults with more education are generally in 
better health and at lower risk of disability than those 



4    Section I Management and Leadership

with low levels of educational attainment. Between 1970 
and 2001, the percentage of older adults who completed 
high school increased from 28% to 76%; it is projected 
at 83% by 2030. Those with a bachelor’s degree or more 
will have increased from the 2001 level of 15% to 24% 
by 2020. It is suggested that better-educated older adults 
will be more activist and informed health care consum-
ers (i.e., adept at using the Internet to get information) 
and more demanding of the health care system. 

 Literacy and Health 
 Literacy is the ability to communicate and function in 
society. Limited health literacy is associated with in-
creased use of emergency departments, increased rates 
of hospitalization (associated with medication mis-
management), and failure to take important diagnostic 
tests (e.g., mammograms). Among older adults in 2003, 
almost 70% had below basic literacy—lower than any 
other age group.  Functional illiteracy  is inability to read 
suffi ciently well to function in the everyday; it signifi es 
being at risk.  Health literacy  is the ability to understand 
and then act on health information; the basic skills are 
reading, numeracy, and writing (to a lesser extent). Nu-
meracy skills are related to medication management: 
calculating when the next dose is due or the number of 
pills needed until it is time to order a refi ll. An AL resi-
dent who wishes to maintain his or her independence 
needs to be able to read and understand written and 
verbal information about his or her diagnosis/illness, 
test preparation, and treatment instructions; ask rele-
vant questions; and manage problems that might arise 
in his or her care regimen. 

 An excuse for a missed appointment or medication—
“I forgot where I put my glasses”—might be signaling 
limited literacy. The Test of Health Literacy in Adults 
(TOHLA; S-TOHLA, short version) includes numeracy 
items (e.g., fi guring out when to take the medication 
next), when to take a medication on an empty stom-
ach, and is available in Spanish. The TOHLA also tests 
 comprehension of preparation instructions for a diag-
nostic test, such as what one can eat, the number of 
hours to be without food, and so forth. Assessment 
takes 10 minutes. 

 Using  plain language  does not mean dumbing 
down. Reading levels for surveys (e.g., satisfaction), in-
terviews, and instructions should be set at sixth-grade 
but no higher than eighth-grade level. The notion of 
plain language holds that the information—written or 
verbal—should be understood on fi rst reading or hear-
ing it. The diffi culty with this concept is that emotions, 
such as fear or anxiety, can block comprehension of 
even the most simply constructed sentence. 

  Written material  for AL residents should use a 
12-point (or greater) font size, sharp characters, and 
color contrast of print and page. Diagrams and illustra-
tions should be representative of the AL resident. Here 
are some general guidelines for a document or program 
to deliver health education or information, such as the 
evacuation procedure: 

 Clearly state the goal of the instructions/education, 
that is, the desired actions as well as those activities 
that are not desirable or recommended. 
 Make no more than four major points in the 
document. 
 Do not use pictures or diagrams that add little or 
nothing of importance. 
Avoid fancy script, italics, or use of all capital letters. 
 Leave at least one inch between text segments; use 
headings and bullets when possible to avoid dense 
text. 
 Do not mix positive and negative information (i.e., 
“go” and “stop”) in the same paragraph. 

 The ability of older adults to access and use Internet 
information is unknown. Web text is purportedly written 
at a 10th-grade reading level or higher. Prior to suggest-
ing that a resident go to the Web to get more information, 
assess their ability to search the Web effi ciently—and 
comfortably. 

 To ascertain if the resident understood the informa-
tion/instructions, do not ask: “Do you have any ques-
tions?” There is a natural inclination to say “no” to avoid 
embarrassment; the person has no questions and under-
stood everything. Similarly, there is a natural face-saving 
inclination to respond “yes” to the question “Did you un-
derstand what you were told?” Rather, provide informa-
tion or instruction in small bits and then use  rephrasing:  
ask the resident to tell you in his or her own words (i.e., 
to rephrase) what you’ve just said. It is relatively easy 
to judge if the resident has understood the information 
and that it has been recalled correctly. A similar process 
is used in the process of obtaining informed consent for 
treatment and research participation. To ease the resi-
dent’s anxiety about having to recall and rephrase, say 
something like, “I just gave you a lot of information. I 
am concerned that I didn’t leave anything out that you 
need to know. Tell me in your own words what I said, 
about what you need to do, and so forth.” 

 Trends in Health, Functional Status, 
and Disability 
 In 2006, about 40% of older adults felt that their health 
status was excellent or good. Minority older adults, 
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overall, rated their health status as less good than White 
older adults. In that same year, about 84% of older 
adults had one or more chronic conditions (virtually 
unchanged from previous years). Hypertension was the 
most common medical diagnosis, followed by arthritis, 
cardiovascular disease, chronic obstructive pulmonary 
disease, and cancer. Although 80% of those 80 years of 
age or older report two or more chronic conditions, only 
36% say that they are in fair or poor health. Almost 
two-thirds of community-dwelling older adults received 
an infl uenza vaccine in 2006; slightly over half reported 
that they received a pneumococcal vaccine. The num-
ber of AL residents who receive these vaccinations, and 
whether there are assisted living community (ALC) pol-
icies that address this, are unknown and not tracked by 
most states. As a nursing practice and infection control 
issues, this warrants examination. 

 Functional disability is associated with chronic dis-
ease and increases with age. Most community-residing 
older adults under the age of 85 report no diffi culty in 
activities of daily living (ADL) or instrumental activities 
of daily living (IADL); fewer older adults age 85 and 
older report little or no diffi culty. An admission assess-
ment should ask about the onset and degree of diffi -
culty in ADLs and IADLs. 

 On average, older adults have more contacts with 
health care professionals than do younger adults. Those 
who assess their health as fair or poor have twice as 
many contacts per year as those who report being in 
excellent or good health. Information about the resi-
dent’s pattern of physician (or nurse practitioner) con-
tact should be obtained, recorded, and folded into the 
service plan. This has import for the resident’s feelings 
of safety and well-being. It bears noting, however, that 
older adults in 2005 had almost two times greater out-
of-pocket medical expenses than younger adults—an 
increase of almost 60% since 1995. This speaks to the 
importance of health status monitoring by the AL nurse 
because some residents might not be refi lling their 
medi cations in order to save some money. 

 There is a strong relationship between severe dis-
ability and self-report of being in fair or poor health. 
Data indicate an association between severe disability, 
low income, and limited educational attainment. Some 
studies suggest a decline in the proportion of older 
adults who are unable to do some activities (i.e., one 
or more ADLs or IADLs); other studies do not support 
this. Disability increases with age: 57% of the old-old 
report a signifi cant disability, almost half of whom need 
assistance. Projection in disability trends are important 
with regard to increased life expectancy and whether 
these years will be disability free. For AL, this speaks to 
service and staffi ng needs as the residents age in place. 

Data indicate that a higher educational level and being 
female (because of their increased life expectancy) are 
an advantage for disability-free years. The notion of 
 compression of morbidity  suggests that the period of 
disability prior to death will gradually shorten (com-
press) as the number of disability-free years (or active 
life expectancy) increases. Being less than 85 years old, 
in good nutritional status, and having good mobility are 
all associated with increased likelihood of restoration of 
basic ADL ability that might have been diminished after 
(possibly associated with) an acute health event. Given 
that many AL residences provide rehabilitation services 
or assist the resident in accessing them, the data from 
these studies is encouraging but clearly indicates the 
need for cost-effective service plans that recognize the 
high cost of rehabilitation therapy. 

 Elder Mistreatment 
 Elder mistreatment (EM) affects almost 13% of older 
adults in the United States and includes physical, fi nan-
cial, psychological, and sexual abuse or neglect; it also 
includes self-neglect. Given that AL residents have fam-
ily members and friends age 65 and older, it is important 
to be aware of the red fl ags of abuse as well as barriers 
or resistance to disclosure of EM. In AL, self-neglect can 
be a fi rst sign of clinical depression and/or cognitive 
dysfunction. Financial abuse can also occur to an AL 
resident. Women are more likely to report abuse of any 
kind, especially verbal mistreatment, than are men; both 
genders report equal rates of fi nancial mistreatment. 

 Clues regarding exploitation, fi nancial abuse, or 
misappropriation of property might be apparent if an 
AL resident describes changes in his or her testamen-
tary will and seems unsure or unclear about it; describes 
changes in his or her buying or banking practices; de-
scribes being forced to sign a document; or describes im-
proper enactment of a guardian, conservator, or power 
of attorney role, or check-cashing without permission. 
All states and the District of Columbia have Adult Pro-
tective Services (APS) to investigate allegations of EM. 
Calls about EM protect the identity of anyone making a 
complaint and can also be made anonymously. 

 Assessment tools for EM are widely available as 
are suggested questions or probes when talking with an 
older adult whom you think might be an EM victim: 

So, tell me, how are things at home? 
Has anyone tried to hurt you in any way? 
 Has anyone tried to touch you without your 
permission? 
 Has anyone used degrading or insulting (bad) lan-
guage to you? 
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 Have you been made to do things you didn’t want 
to do? 
Have you signed a paper that you didn’t understand? 
Have you been missing some meals? 
Are you getting the assistance you need at home? 

 THE CONTEXT OF ASSISTED LIVING 
NURSING PRACTICE 

 The philosophy of AL is based on the industry’s dec-
laration that it is a different care model for long-term 
care than ever known before. AL is not like a skilled 
nursing facility, nor a retirement hotel, but is rather a 
unique hybrid. The data indicate that approximately 
1 million older adults are living in about 30,000 ALCs. 
The very diversity of long-term care is one reason that 
there has yet to be a standardized defi nition of AL; de-
scriptions, defi nitions, and licensure vary from state 
to state, provider-to-provider, and even between ALCs 
operated by a single provider. Models of AL include in-
dependent housing with services (free-standing market 
rate and low-income); purpose-built free-standing AL 
facility; nursing home/AL campuses or building(s); and 
continuing care retirement communities, or CCRCs (see 
Chapter 17, “The Continuum of Care” for CCRC discus-
sion). The phrase  ALC  denotes various types of hous-
ing with services, a specifi c residence or facility that 
is licensed (or certifi ed) to provide AL services. Some 
unique concepts pertain to AL residency. 

 Home Versus Room 
 AL is no longer a stopping point before moving in to a 
nursing home. The vision is that the AL residence is a 
community; each living unit is the resident’s home; the 
nurse and care staff are invited guests. Residents are 
encouraged to personalize their units as well as their 
care. Many communities avoid the use of institutional-
looking furnishings. Even the medication carts are 
sometimes diffi cult to identify; some look like lovely 
etageres and often are made of real wood. 

 The notion of homeyness or “at-homeness” implies 
the experience of home as much as it does a precise 
location. It can be construed as one aspect of quality of 
life, and, as such, it will vary among AL providers, resi-
dents, families, and staff. Two major concepts of home 
are  separation  and  connection.  Separation connotes 
safety and refuge, privacy, control and ownership, and 
personal imprinting. Connection means being cared for, 
reciprocity and relationships, rituals, continuity and 
meaningfulness, status, identity, and role. The Experi-

ence of Home (EOH) scale (Table 1.1) can be useful for 
monitoring quality of life in relationship to an AL resi-
dence’s environment prior to and after making changes 
in the homelike environment. The simple question, 
“What makes you feel at home?” could be added to 
marketing, preadmission and periodic postadmission 
survey among residents in an ALC.   

 Resident Independence and Self-Direction 
 AL residents should be encouraged to continue their 
usual lifestyle as much as possible. In many ALCs, resi-
dents dine when they choose and even prepare meals 
in their homes, if equipped with kitchens (or a Pullman 
kitchen). It is not unusual for residents to direct much 
of their care. Often, the AL nurse has to obtain a physi-
cian’s order for the resident to manage their own medi-
cations, or to change timing on medications to meet the 
resident’s preferred schedule (see Chapter 10, “Medica-

Scale: SA = strongly agree; A = agree; N = neutral; 
D = disagree; SD = strongly disagree.

 1. I feel at home here.

 2. I can do what I want here.

 3. This place feels cold and sterile.

 4. I feel safe here.

 5. I can be myself here.

 6.  I have my favorite places/spaces to spend time in 
here.

 7. I have enough privacy to meet my needs here.

 8. I feel cared for here.

 9. I feel like an outsider here.

10. I am valued as a person here.

11. I feel isolated here.

12. I feel welcome here.

13.  When I am away, I look forward to coming back to 
this place.

14. I feel cut off from my life here.

15. I feel a part of this place.

Note. This instrument is for internal use only; it cannot be published nor can 
the quality improvement data drawn from use of the instrument. Findings can 
be described and documented, however, with a view to comparing differences 
across time or before and after an innovation in the ALC.

1.1 The Experience of Home Scale
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tion Management”; Chapter 14, “Resident Assessment 
and Service Plan Construction,” regarding decisional 
capacity). 

 Complexity of Care 
 AL promotes independence, but the reality is that many 
residents have complex medical care needs, including 
oversight. AL is not just for seniors who require occa-
sional assistance with ADLs. Residents are receiving 
hospice care, have multiple comorbidities and, in some 
ALCs, have advanced dementia. Some ALCs rely exten-
sively on outside therapies (e.g., occupational therapy, 
physical therapy) and home health care agencies. 

 Aging-in-Place 
 Aging-in-place and maximizing the function and quality 
of life of residents in an ALC is a key philosophical tenet 
of AL. The ALC’s physical environment seeks to avoid 
the appearance of an institutional or medical-type of fa-
cility. Yet ALCs want to provide care to a vulnerable and 
medically, functionally, and cognitively impaired older 
adult population—many of whom require some assis-
tance with ADLs and IADLs. Over time, AL residents 
decline functionally and look similar to nursing home 
residents. 

 AL residents are more likely to require assistance 
with bathing and dressing, are less likely to need help 
with toileting and locomotion, and are even less likely 
to need help with eating and transferring in comparison 
to nursing home residents. Many states permit and en-
courage ALCs to admit or retain residents who meet a 
nursing home level of care. On average, residents need 
assistance with 2.8 ADLs. Approximately 50%–75% 
of residents require assistance of some kind with their 
medication. Given the limited data, 66%–81% of resi-
dents suffer from dementia, depression, other psychiat-
ric illnesses, or receive psychotropic medications. 

 Average length of stay is about 2 years; approxi-
mately 28% of residents will die in the ALC; 35% will 
transfer to a nursing home; 15% will be hospitalized 
and not return to the ALC.   All states permit hospice 
services in ALCs. Almost 25% of ALCs have a dedicated 
Alzheimer’s or dementia unit. 

 American Geriatrics Society Position 
Paper on Assisted Living 
 The American Geriatrics Society position paper consists 
of six principles that describe the benefi ts of AL and 

providers’ responsibilities. Developed for the purpose of 
guiding legislators, health care professionals, and con-
sumers in the achievement of benefi ts/outcomes that 
should be expected of ALCs, the principles address: 

 Providing complete information about an ALC’s ser-
vices to assure an appropriate match between a pro-
spective resident and facility (i.e., disclosure); 
 A holistic, culturally sensitive admission assessment 
in order to maintain the older adult’s independent 
living and maximum function; 
 Discussion of the plan of care with the resident, ALC, 
and family with regard to responsibility for each as-
pect of the plan; 
 Staff knowledge and skills needed to competently 
provide care for older adults that includes signs of 
condition change, risk for falls, depression, and so 
forth; and 
 Seamless transition between levels of care (see Chap-
ter 17, “The Continuum of Care”). 

 Interestingly, the principles address access to AL ser-
vices or sites for older adults living in rural areas where 
the absence of such services is seen in the fact that 
nursing homes are admitting younger and less disabled 
older adults compared to urban-located ALCs. 

 SCOPE AND STANDARDS OF ASSISTED 
LIVING NURSING PRACTICE 

 The scope and standards   of AL nursing practice de-
scribes the ethical obligations and duties of the AL 
nurse; guides the practice and conduct of the AL nurse; 
articulates the AL nurse’s understanding of the profes-
sion’s commitment to health care, nursing, and soci-
ety; and assures timely identifi cation of acute clinical 
problems to optimally manage physical and behav-
ioral problems. The nursing role may be a joint role as 
 administrator/wellness coordinator, generally oversee-
ing residents’ well-being, as well as being a clinician. 
An additional or independent role might be that of a 
consultant, reviewing health records and guiding unli-
censed staff in optimization of residents’ function and 
quality of life, monitoring residents’ chronic illness sta-
tus, or conducting assessment during an acute change 
of condition. 

 Principles of Assisted Living Nursing 
 AL nursing practice is holistic in that it seeks to optimize 
and maintain, if not improve, an older adult’s function, 
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independence, and engagement in order to maximize 
well-being and quality of life. AL nurses are guided by 
the residents’ preferences, supporting them in their 
choices. Role activities include assessment and coun-
seling, health education, clinician, medication manage-
ment, and helping the older adult access the health care 
system. Principles of AL nursing embrace and support 
collaborating with the resident in planning, guiding, 
and managing his or her care; promoting and assisting 
the resident to maintain his or her maximum physical, 
mental, and psychosocial function and to reduce risk of 
infection and trauma, educating older adults about their 
options for quality of care and quality of living, main-
taining and building practice skills and competencies, 
and advocacy in the public policy arena. 

 Scope of Practice 
 It is important to be aware of the scope of AL nursing 
practice with regard to the job description, performance 
evaluation, legal aspects of practice and accountability, 
and opportunity for career growth. The scope of AL 
nursing practice includes but is not limited to: 

 Assessment: functional and mental status of the resi-
dent on admission, during and after acute changes in 
condition, and annually; 
 Service/care planning: communication of the plan to 
the resident, family member/proxy, and other mem-
bers of the health care team; oversight of care pro-
vided by assistive staff; recognition of deviation from 
the plan; 
 Medication management: assessment of resident’s 
ability for self-administration of meds; oversight of 
medication storage and administration (by other 
staff, including those who are not licensed); 
 Development and oversight of health promotion and 
disease prevention programs: immunization, proto-
cols for infectious disease management (e.g., infl u-
enza, herpes zoster,  C. diffi cile , tuberculosis); 
Care that is focused on optimizing function; 
 Determination of resident’s decision-making capac-
ity, identifi cation of a surrogate health care decision 
maker, and establishment of end of life care prefer-
ences; and 
 Staff development as relevant to the needs of the resi-
dents and for professional growth. 

 Standards of Practice 
 The standards of AL nursing practice, formulated by 
the American Assisted Living Nurses Association, are 
based on the American Nurses Association (ANA, 2001) 

 Standards of Gerontological Nursing Practice . Each stan-
dard contains description, rationale, and measurement 
criteria. 

 Standards 1–4: Assessment, Diagnosis, Out-
come Iden tifi cation, Planning, Implementation, and 
Eval uation. 
 Standards of Professional Performance include the 
 administrative and wellness coordinator roles  and 
refer to the expected professional role and behaviors 
of the AL nurse. These standards are a necessary 
component of certifi cation of AL nursing as a spe-
cialty practice, are part of the scope and standards 
document, and consist of nine standards: quality of 
care, performance appraisal, education, collegiality, 
ethics, collaboration, health care consultant/educator 
of AL residents, research, and resource utilization. 

 Licensed Practical/Vocational Nurse 
Practice Standards 
 Virtually all states require the licensed practical/voca-
tional nurse (LPN/LVN) to practice under the super-
vision of a registered nurse, advanced practice nurse, 
or physician. Given the diverse state regulations and 
statutes that direct AL programs and services among 
the states, the LPN/LVN is often the sole, as well as 
autonomous, decision maker and manager of care in 
ALCs. The LPN/LVN scope and standards and the LPN/
LVN professional performance standards developed by 
the American Assisted Living Nurses Association use 
the same headings and address the same domains as 
the registered nurse document. The complete scope and 
standards of AL nursing practice for registered nurses 
and LPNs/LVNs is available on the Web site of the 
American Association of Assisted Living Nurses (http://
www.alnursing.org). 
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 This chapter begins with an overview of key federal 
policies that affect assisted living (AL) residents: Sup-
plementary Security Income (SSI); the Older Ameri-
cans Act (OAA), which established the Administration 
on Aging (AOA); the Health Insurance Portability and 
Accountability Act (HIPAA), which established the pri-
vacy rule in health care (treatment and research); and 
the Patient Self-Determination Act (PSDA), which es-
tablished the right and rules by which individuals could 
state their treatment wishes in a legal document. Vari-
ous models of AL are described, as are the components 
of a mission statement useful to guide practice, orient 
new staff, and market the AL community (ALC). Nurs-
ing’s fi t with the mission of the AL organization and 
its role in strategic planning are discussed. The penul-
timate section, “Regulations and Oversight,” discusses 
the aspects of a standardized admission assessment, 
disclosure, and the current state of AL survey or moni-
toring by state governments. 

 PUBLIC POLICIES 

 Supplemental Security Income  (SSI)
 SSI provides an older adult (such as an AL resident) 
with a monthly check based on the fact that he or she 
does not qualify for regular Social Security benefi ts or 
based on the fact that the Social Security benefi ts are 

inadequate. Individuals age 65 or older or younger per-
sons who are blind and/or disabled are eligible if their 
income and assets are below a certain level. A means test 
is the gateway to access, but benefi t levels can change 
yearly. The SSI program is linked to the Medicaid pro-
gram, thereby entitling the older adult to have access, 
also, to health care benefi ts under Medicaid. Many ALC 
residents used to pay for their room and board costs but 
not their supportive or health care costs. 

 Older Americans Act (OAA) 
 The Older Americans Act (OAA) was enacted in 1965, 
the same year as Medicare (Title 18 of the Social Secu-
rity Act [SSA] and Medicaid [Title 19 {SSA}]). The OAA 
seeks to maintain older adults in the least restricted 
environment by using home and community-based 
programs. The OAA established the Administration on 
Aging (AOA), which is within the Department of Health 
and Human Services and state-level agencies known 
as Area Agency on Aging (AAA). The seven different 
titles in the OAA provide grants for meals-on-wheels 
and congregate meal settings in order to combat poor 
nutrition related to poverty among older adults; em-
ployment placement; transportation assistance (e.g., 
dial-a-ride); senior centers and adult day care; in-home 
services; increased access to health care for rural and 
minority elders; grants to Native American groups; 
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protective services regarding elder mistreatment; and 
legal services. Reauthorized in 2006, the OAA is sup-
porting demonstration programs related to aging-in-
place (including aging in naturally occurring retirement 
communities [NORCs]) and developing mental health 
screening and treatment services. Access to OAA pro-
grams and services by ALCs or their residents varies 
among states but is worth knowing about! 

 Health Insurance Portability and 
Accountability Act (HIPAA) 
 Among the features of this act is the privacy rule that 
applies to covered entities, of which AL might be one, 
depending on the state. Because each state has different 
licensure rules for AL, the privacy rule may be appli-
cable to the AL program based on how the ALC is reim-
bursed  and  how it transmits patient information. The 
privacy rule holds that electronically transmitted health 
information by a health care provider requires special 
protection of that information. The HIPAA contains 18 
identifi ers that could identify an individual: for exam-
ple, medical record number, social security number, or 
demographic data. This has particular relevance in the 
conduct of research. For example, date of birth cannot 
be used in describing research participants 89 years of 
age or older. In some cases, a fax transmitted by tele-
phone is not an electronic transmission, but if faxed via 
a computer, it is! Each state has its own interpretation. 

 It is very important to be aware of the restrictions on 
transmitting any resident information. The ALC should 
have specifi c policies in this regard. If an ALC does not 
consider itself a health care provider, then HIPAA’s pri-
vacy rule does not apply. However, if hospice care is 
permitted in the ALC, it needs to be clarifi ed if the hos-
pice agency or the ALC is the health care provider. It 
bears noting that patients have to sign consent for their 
medical information to be shared with insurance com-
panies, other payers, and so forth. 

 Patient Self-Determination Act (PSDA) 
 Passed as an amendment to the Omnibus Budget Rec-
onciliation Act (OBRA) of 1990, the PSDA went into ef-
fect in December 1991. This act requires that all health 
care facilities that receive Medicare and/or Medicaid re-
imbursement (such as, hospitals, nursing homes, home 
health care, HMOs, and hospice) must inform their adult 
patients about their right to participate in, or direct, de-
cisions about their health care; accept or refuse medical 
or surgical interventions; and prepare an advance direc-

tive (AD). An AL resident whose health care costs are 
covered by Medicaid or who is receiving skilled nursing 
services from a Medicare-approved provider is entitled 
to have this information and exert these rights. 

 ADs allow individuals to state in advance the kind 
of treatments/interventions that they want or do not 
want should they become unable to make or communi-
cate their decisions or preferences. As such, ADs guide 
health care professionals, families, and substitute or 
surrogate decision makers about the person’s wishes. In 
addition, an AD provides immunity for health care pro-
fessionals when, in good faith, they follow the person’s 
stated wishes (for example, treatment refusal). 

 There are two kinds of ADs: durable power of attor-
ney for health care (DPAHC) or health care proxy (HCP) 
and living will (LW) .  

 HCP or DPAHC: The individual appoints someone he 
knows and trusts (i.e., the agent, proxy, or surrogate) 
to make health care treatment decisions for him if he 
is unable to do so or is unable to communicate his 
wishes. 
 LW: Specifi c written instructions to health care pro-
viders about the life-sustaining interventions that an 
individual wants, wants to have used in a limited 
way, or does not want to prolong her life. 

 An instructional or medical directive, legal in virtually 
all states, identifi es the specifi c intervention that is ac-
ceptable to the individual in particular situations (e.g., 
short-term ventilator support in event of brain trauma; 
blood transfusion to replace blood loss, etc.). 

 Oral ADs or a verbal directive consists of  clear and 
convincing evidence  of a person’s wishes .  This kind of 
directive is permitted in some states, but the legal rules 
vary.  Evidence  means that the person stated his wishes, 
consistently and unvaryingly over time, with regard to 
a specifi c medical situation. 

 The Five Wishes document consists of a HCP and 
LW but also speaks to a person’s comfort interests and 
needs, how she wants to spend her last days, what she 
would like her family to know, whom she wants to for-
give or whom she seeks forgiveness from, and what she 
would like said at her funeral. This is an intensive docu-
ment, not to be completed in one sitting. Consider a 
small group meeting in the ALC for interested residents 
(and their families) to begin the discussion, including 
whom they can contact for the next step, if desired. The 
document is legally accepted in 40 states and is also 
available in Spanish. 

 The physician’s order for life-sustaining treatment 
(POLST) may or may not be an AD; its status varies 
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with states’ health care association positions. Never-
theless, it is considered a legal document and repre-
sents a physician’s (MD) or nurse practitioner’s (NP) 
orders written after consultation with the patient about 
the kind of care he wants at the end of his life. POLST 
originated in Oregon and is spreading across the United 
States. A nurse or social worker can fi ll it out, but it 
must be signed by the MD or NP. It is helpful to have 
an AD in addition to the POLST, in order to guide cli-
nicians, but it is not required. The POLST addresses 
desired intensity-of-intervention levels regarding car-
diopulmonary resuscitation (CPR), comfort care, an-
tibiotic use, and artifi cial administration of nutrition. 
It also indicates the goals of care, signatures of those 
with whom the orders were discussed, and when it was 
reviewed. 

 Location of the ADs, whether in the medical fi le or 
some other ALC fi le, varies by state and by ALC; there 
are few state mandates in this regard. Some ALCs post 
a sign on the inside of the resident’s room door stat-
ing whether or not an AD exists and where it is lo-
cated. This has been done, as well, with regard to do-
not- resuscitate (DNR) orders (even though they are not 
considered an AD in the legal sense). All individuals are 
presumed to have the capacity to create an AD unless 
shown otherwise (see Chapter 14, “Resident Assess-
ment and Service Plan Construction,” for discussion 
of decision-making capacity). ADs should be reviewed 
annually and if there has been a signifi cant change in 
condition. 

 Key Terms Related to Self-Determination 
  Conservator:  appointed when the court fi nds that an in-
dividual is unable to properly and safely attend to her 
legal and/or fi nancial matters. The conservator is not 
automatically the individual’s HCP or agent. 
  Guardian:  appointed by the court to act on another’s 
behalf—and make decisions—when he is unable to at-
tend to personal matters, such as health care, safety, 
and treatment decisions. As with conservatorship, 
guardians are not necessarily the legally designated 
HCPs/agents, yet they make health care decisions. 
States vary in this regard, however; there is lack of clar-
ity, as well, on the legality of a guardian authorizing a 
DNR order. 
  Power of attorney  (POA): similar to conservatorship, the 
court allows another person to act on behalf of an indi-
vidual with regard to contracts, bills, access to banking 
and checking, and so forth. As a rule, the POA does 
not have the legal right to make health care treatment 
decisions. 

 MODELS OF ASSISTED LIVING 

 The concept of AL, right from the start in the 1970s, 
had three basic components: (a) a residential environ-
ment consisting of private space and community space 
shared by all residents, including dining, (b) a capac-
ity to deliver personal and health-related services both 
scheduled and nonscheduled, and (c) an operational 
 philosophy  that supported resident autonomy, values, 
independence, and choice with regard to residents’ pre-
ferred lifestyles. In marketing as well as in state regula-
tions, the AL mission is to have an organization and 
structure that support these aims. The right to remain in 
the ALC and age in place tends to vary with regulations 
and individual provider decisions. Values embedded in 
the philosophy and mission include the ALC’s focus on 
ability rather than disability (e.g., design features such 
as roll-in showers and tubs, adjustable closet features, 
etc.) and an intention to manage chronic illness as well 
as respond appropriately to acute illness. A key con-
struct of AL—preservation of residents’ self-esteem—
constitute the ALC’s philosophy, mission, and values 
and is embedded in its organizational style, structures, 
and processes. 

 Four different models of AL have emerged over 
time, each attempting to actualize an AL philosophy, 
mission, and values. These models can frame descrip-
tions or expectations regarding nursing services and 
nursing’s role in an ALC. 

( 1)   Hybrid model:  This model incorporates residential 
housing (sometimes purpose-built), available ser-
vices, and a philosophy focused on resident choice. 
Attempting to move away from the nursing home 
image of dependent older adults, these hybrid AL 
operations avoided use of the word “facility” and 
substituted, instead, “residence,” or “community.” 
Phrases associated with health care, such as “ad-
mission and discharge” criteria were replaced by 
“move-in/move-out” language. 

( 2)   Hospitality model:  An outgrowth of hoteliers be-
coming housing providers, this model purveyed 
concierge-like hotel services and extensive, gra-
cious public and private spaces. Hands-on personal 
or health care was not part of this model’s mission 
or vision, although, of late, these ALCs are offer-
ing some health-related services. This model was 
likely responsible for suggesting that satisfaction 
surveys are a legitimate outcome measure of qual-
ity (of life). 

 (3)   Housing model:  This model originated in already-
existing buildings where older adults had need for, 
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but diffi culty accessing, personal and health-related 
services. In large part stimulated by states’ Medic-
aid waivers to bring services to the domicile, this 
model set the highest standards regarding a home-
like environment and how it could be measured 
(e.g., privacy and control over one’s private space 
by locking the door, temperature control, personal 
furniture). In metropolitan areas, AL services are 
being provided in NORCs for some tenants. 

 (4)   Health care model:  An outgrowth of the nursing 
home sector, this model responded, in part, to the 
need for (nursing) health care supervision but not 
at the level provided by a skilled nursing home. 
Originally, these operations were compared to the 
pre-Medicaid nursing home older adult—that is, 
the person living in a board and care home or a 
so-called home for the aged. This model now has 
a distinct niche in the long-term care continuum 
(between independent housing and nursing home), 
forced the adoption of strict move-in/move-out 
criteria in virtually every state, and is credited for 
pushing forward the notion of clinical accountabil-
ity and quality of care outcome measurement. 

 Mission and Philosophy 
 A  mission statement  has a present orientation; it states 
why a residence/facility/institution such as AL ex-
ists. The document is generally brief and should in-
clude a description or statement regarding the type 
of organization (e.g., if religiously affi liated, a teach-
ing institution, for- or not-for-profi t); the population 
that the facility (wishes to) serves; programs and ser-
vices provided (broadly described); relationship with 
the external community; accountability and quality 
improvement responsibilities or initiatives; goals of 
service; and measurement of success (i.e., how the 
organization will know it has achieved what it set out 
to do). 

 Nursing does not need a separate mission state-
ment, but the nursing service or practice—even if not 
an identifi ed department in the ALC—should have a 
statement that describes what nursing at the ALC be-
lieves  and does  about achieving the ALC’s mission. 
A nursing philosophy statement is more concrete than 
the ALC’s mission statement and is useful in orienting 
staff to the ALC. It addresses nursing’s beliefs about ag-
ing (including cultural sensitivity); resident rights; prac-
tice values/standards of care; accountability and quality 
improvement protocols; and education and evidence/
research-based guidance of practice. 

 Strategic Planning 
 Most organizations have a strategic plan (SP), if only for 
the opportunity to think about where they have been 
and the direction in which they are heading. SPs should 
be reviewed annually, especially after a major shift in 
organization or ALC ownership and/or mission. The 
SP is written with a view to the organization’s internal 
and external environment, desired customers (i.e., resi-
dents), and how the organization will meet their needs 
and serve their interests. The SP can also address risk 
reduction, especially if the ALC admits persons with 
signifi cant dementia. 

 The nursing organization/service contributes to the 
SP in a very specifi c way by analyzing what nursing 
does well, what it does poorly; nursing’s strengths and 
weaknesses; and nursing staffi ng needed to meet the 
ALC’s goals. As a nursing manager contributing to SP 
development, it is important to be aware of trends in 
nursing education  and  practice (especially changes in 
entry-level practice and nurse delegation regulations) 
and changing demographics of older adults. 

 REGULATIONS AND OVERSIGHT 

 The challenge for many AL nurses is that the regula-
tions have not necessarily kept pace with the present-
ing and emerging needs of older adults in ALCs (for 
example, insulin administration by nonlicensed staff). 
To be effective, AL nurses must have a strong working 
knowledge of regulation, as well as knowledge of how 
to work with the regulatory agency when residents’ 
care needs are unique. 

 While some federal laws affect AL operations (see, 
for example, Chapter 3, “The Economics of Assisted 
Living”), regulations and oversight are primarily the 
responsibility of each respective state. Hence, there are 
differing terms regarding the types and levels of care and 
various settings in which AL services can be provided. 
For the provider as well as the consumer, this repre-
sents options as well as confusion. Virtually every state 
is continuing to create and/or revise its AL statutes and 
regulations. Since 2004, the states have been addressing 
the fact that frailer and sicker older adults are residing 
in ALCs—some by preference, others by state policies 
that encourage AL rather than nursing home residency. 
Most states have adopted the licensure term “assisted 
living,” but about one-third of states use the term “resi-
dential care.” Some states use these terms: “board and 
care,” “home for the aged,” “adult foster care,” “en-
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riched housing,” and “personal care home.” Several 
states have multiple levels of licensure, each serving a 
specifi c kind of resident or care need. Most states de-
fi ne AL in their regulations or statutes and identify the 
state agency responsible for AL monitoring/oversight. 
In 2008, 44 states had specifi c requirements for ALCs 
providing Alzheimer’s/dementia care services. 

 All states require a pre- or on-admission assessment, 
but few states have a specifi c,  standardized admission 
assessment  form that the ALC is required to use. In those 
states, the document might be available on the state 
agency’s Web site. Some states have a separate form to 
be used for those residents whose AL costs will, in part, 
be covered by Medicaid. In a few states, ALCs have the 
option to add their own data-collection instrument—or 
items—to the state-mandated form. Some states permit 
the ALC to use its own form, but it has to be approved 
by the state oversight agency. Virtually all states require 
physician clearance or approval for the older adult to 
live in an ALC. Most states require periodic review of 
the initial assessment data and when there has been a 
signifi cant change in the resident’s condition. 

 An increasing number of states require full  disclo-
sure  to prospective residents regarding the ALC’s ser-
vices and costs, move-in/move-out policies, staffi ng, 
and so forth. Most states either identify the types of 
conditions or care needs that are permitted in the ALC, 
and/or those that are not permitted, and/or require 
move-out. Some states provide only very brief descrip-
tions of permitted or prohibited conditions or needs. 
In many states, the ALC is guided by a brief regula-
tory statement that says, in effect, that a resident can-
not (or should not) remain in the ALC if service needs 
are greater than what the ALC can provide   or if the 
resident is unable to safely and independently evacu-
ate the premises in event of a fi re. Some states permit a 
medically unstable resident (i.e., one who needs skilled 
nursing care or monitoring) to remain in the ALC for a 
fi nite number of days—with or without getting the ad-
ditional nursing care needed by paying for it privately. 

 In greater or lesser detail, states’ AL regulations/
statutes address: 

 Medication management (i.e., use of unlicensed as-
sistive personnel to administer or assist with medica-
tions; see Chapter 10, “Medication Management”) 

Fire safety requirements 
Staffi ng requirements and training 
Administrator education/training and licensure 
 Continuing education requirement for staff and/or 
administrator 
Bathroom and physical plant requirements 
 Alzheimer’s unit requirements, including state ap-
proval of the program and the number, type, and edu-
cation of staff working in this program 
Resident rights and dispute resolution 
Criminal background check requirements 
Emergency preparedness 
 Infection control standards (including food, nosoco-
mial infection reporting, etc.) 
Medicaid coverage 

 Survey Oversight 
 There is no uniform survey content or process across 
all states. Some states describe what the survey will 
examine; other states do not conduct surveys. In many 
states, survey and oversight is under the aegis of a state 
offi ce of quality assurance, but specifi c defi nitions or 
criteria might be lacking. Some states offer formal con-
sultation and advisement by state surveyors for AL 
providers; others are revising their survey process and 
content. Surveys can be standard, abbreviated (i.e., if 
there have been no defi ciencies or ombudsman reports 
since the past survey), or conducted by self-report. The 
content and manner of defi ciency citations varies be-
tween states. Unlike nursing home citations, the de-
fi ciency citations do not speak to severity or resident 
endangerment, nor do they place a hold on admissions 
until the quality of care issue has been addressed. 
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 This chapter describes the fi nancing and coverage of 
assisted living (AL) services by state and federal gov-
ernment. It describes Medicare and Medicaid programs, 
medical savings accounts (MSAs), the Program for All-
inclusive Care of the Elderly (PACE), fee for service (FFS) 
arrangements, and the Balanced Budget Act of 1997. 

 MEDICARE 

 Medicare (Title 18, Social Security Act of 1965) is a so-
cial insurance entitlement program that provides health 
insurance coverage to persons age 65 or older (or 
younger, if they meet special criteria—e.g., if they are 
suffering end-stage renal disease or if they are receiving 
disability benefi ts via Social Security Disability or the 
Railroad Retirement Board). It is fi nanced, in part, by 
payroll taxes imposed by the Federal Insurance Contri-
butions Act (FICA) and the Self-Employment Contribu-
tions Act. The Medicare program has four components 
(A–D). Although the Medicare program is administered 
by the Centers for Medicare and Medicaid Services 
(CMS), the Social Security Administration determines 
Medicare eligibility. 

 Medicare Part A (Hospital Insurance) 
 Part A (hospital insurance) uses regional insurance com-
panies known as  intermediaries  to pay hospitals, nurs-
ing homes, home-care agencies, and hospice programs 

for the Medicare-covered services they provide. Older 
adults (and their spouses) who have had Medicare taxes 
deducted from their paychecks for at least 10 years are 
entitled to coverage through Part A without paying pre-
miums. Others may be able to purchase Part A cover-
age depending on how long they had Medicare taxes 
deducted from their paycheck(s). 

 Hospital and nursing home reimbursement is based 
on a  prospective payment system . In hospitals: diagnos-
tic related groups (DRGs); in nursing homes: resource 
utilization groups (RUGs). 

 Hospice Medicare Benefi t 
 Hospice Medicare Benefi t (HMB), available under Part A, 
provides coverage for noncurative medical interven-
tions and support services in a terminal illness. A physi-
cian must certify that the person is terminally ill with a 
life expectancy of 6 months or less. Medicare hospice is 
also available for persons suffering from dementia and 
meeting other criteria, as well (see Chapter 17, “The 
Continuum of Care”). An individual receiving hospice 
services is not required to be homebound. Hospital-
based interventions to provide symptom relief (e.g., 
pain management, obstructed large bowel, pathological 
fracture) are generally Medicare covered. All states per-
mit hospice care/services in assisted living communi-
ties (ALCs). 

 Most hospice costs/charges are covered at 100%; 
medications at 95% (5% co-pay). Many states’ Medicaid 

 3 
 The Economics of 
Assisted Living 
 Ethel Mitty 



18    Section I Management and Leadership

programs will cover any additional costs related to hos-
pice care that are not covered by Medicare and that the 
benefi ciary cannot pay for. The HMB includes registered 
nurse (RN) visits as often as necessary 24/7 and as di-
rected in the care plan, social work services (paperwork, 
referrals, advance directives assistance), skilled rehabili-
tation services as ordered by the physician, all medical 
and durable medical equipment (DME), respite care for 
the family, volunteer services, and spiritual and bereave-
ment services. The patient must sign a statement that he 
or she chooses hospice care instead of standard Medicare 
benefi ts for the terminal illness, and the patient must re-
ceive care from a Medicare-approved hospice program. 
At any time, the patient can opt out of hospice care and 
return to his or her standard Medicare benefi ts. 

 The extent to which an ALC chooses to engage with 
a hospice agency or handle the paperwork and other ar-
rangements is variable and often left to the resident or 
family to manage. Policies should be clear with regard 
to what the ALC will be responsible for and what the 
resident/family must manage. Medicare will not pay for 
any treatment or hospitalization that is not part of the 
plan of care for symptom management and pain control. 

 Medicare Part B (Medical Insurance) 
 Part B (medical insurance) uses regional insurance com-
panies known as carriers to pay physicians, nurse prac-
titioners, social workers, psychologists, rehabilitation 
therapists, home-care agencies, ambulances, outpatient 
facilities, laboratory and imaging facilities, and suppli-
ers of DME for the Medicare-covered goods and services 
they provide. Eligibility for Part B coverage occurs at 
age 65 if the older adult is entitled to Part A coverage. 
The person must enroll in Part B and pay a monthly 
premium that can be deducted from his or her monthly 
Social Security check. Benefi ciaries pay out-of-pocket 
for Part B monthly premiums and the Part B annual de-
ductible, the deductible for Part A, and for co-insurance 
payments (usually 20%) for goods and services for 
which Medicare or other insurance pays only a portion. 
The patient may be billed by the physician for services 
not covered by Medicare. Physicians who do not par-
ticipate in Medicare can bill patients directly for up to 
15% more than 95% of Medicare’s allowed amounts. 
Patients pay the physician and then submit their re-
quests to Medicare for partial reimbursement (i.e., for 
80% of 95% of the allowed amounts). Some physicians 
choose to enter into private contracts with older pa-
tients. Under these contracts, Medicare (and Medigap 
insurance plans) pay nothing; patients pay physicians 
the full amount of the fees specifi ed by the contracts. 

Physicians decide whether or not to participate in the 
FFS Medicare program. 

 In the interest of disclosure and ethical practice, the 
ALC should have guidelines with regard to these pay-
ment options for residents. This is particularly important 
if a new resident, for whatever reason (e.g., relocation 
to the ALC), has to obtain a new primary health care 
provider. 

 Medicare covers medically necessary outpatient 
physical therapy   and DME if it is used in the benefi -
ciary’s home or an institution that is used as a home  . 
Physical therapy is covered under Part B and requires 
physician approval of the plan of care  and  a Medicare-
certifi ed provider. DME is defi ned as equipment that can 
be used repeatedly, serves a medical purpose, and is ap-
propriate for home use. As such, walkers, wheelchairs, 
and the like are considered DME. 

  Medicare does not cover  periodic physical examina-
tions, dental care, hearing aids, eyeglasses, foot care, 
orthopedic shoes, cosmetic surgery, care in foreign 
countries, or custodial long-term care at home or in 
nursing homes. 

 Medicare Part C (Medicare 
Advantage [MA]) 
 Part of the Balanced Budget Act of 1997, this is an op-
tional way to receive Medicare Parts A, B, and D. Origi-
nally known as Medicare+Choice, MA is a private health 
plan. Members pay a monthly premium in addition to 
their Part B monthly premium; the government pays the 
MA a fi xed amount, monthly, for every member. 

 Medicare Part D (Prescription 
Drug Plan) 
 Part D is an optional plan available to Medicare Part A 
or B benefi ciaries; it is also known as the Medicare Pre-
scription Drug, Improvement and Modernization Act 
(2003, 2006). The benefi ciary must enroll in a stand-
alone prescription drug plan (PDP) or an MA plan with 
prescription drug coverage. Plans can choose which 
drugs or classes of drugs they will cover and at what 
level. Medicare specifi cally excludes from coverage 
such drugs as cough medicines, barbiturates, and ben-
zodiazepines. 

 Medigap Supplemental Insurance 
 Medigap supplemental insurance plans are optional and 
cover Medicare Part A and Part B deductibles and co-
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 insurance costs. These plans can also provide preven-
tive care and other health-related goods and services 
but do not cover long-term care, dental care, eyeglasses, 
hearing aids, or private-duty nursing. Their applicabil-
ity to AL appears limited. 

 Medicare HMOs 
 Medicare HMOs are health maintenance organizations 
(i.e., a group of providers) that enroll Medicare benefi -
ciaries. It is a type of managed care service. The HMO 
contract with CMS specifi es that the HMO will provide 
the benefi ciary with at least the standard Medicare ben-
efi ts in return for fi xed monthly capitation payments. 
( Capitation  is a prepayment for a group of patients [i.e., 
a population] based on the number of members [or 
enrollees] regardless of the amount—or costs—of care 
provided. The dollars provided are capped.) Enrollees 
must continue to pay their monthly Medicare Part B 
premiums and must obtain their health care from the 
HMO’s provider network. 

 Every November, Medicare benefi ciaries can choose 
to join any Medicare HMO operating in their area; they 
cannot be denied enrollment because of any health 
problems except end-stage renal disease. Members can 
leave the HMO at any time and go back to the FFS Medi-
care program. Every January, the HMOs can change 
their premiums, benefi ts, and provider networks—or 
can choose to discontinue their Medicare plans alto-
gether. The ALC is constrained from directing a resident 
to a particular HMO. However, if a new resident has 
relocated to the ALC, information should be provided 
regarding the plans that are locally available. 

 Some older adults may have additional health in-
surance options through the Department of Veterans 
Affairs or through their (or their spouses’) present or 
previous employer or union. Many older adults are dual 
benefi ciaries: they qualify for Medicare and Medicaid. 

 MEDICAID 

 Medicaid (Title 19, Social Security Act of 1965) is a 
joint federal and state needs-based, means-tested, social 
welfare program that provides supplemental health in-
surance (including long-term custodial care in nursing 
homes and at home) to people of all ages who have low 
incomes and limited savings and resources. Administered 
by each state, Medicaid eligibility criteria and the ben-
efi t packages vary considerably from state to state. Most 
state Medicaid programs pay Medicare Part B premiums; 
some pay Medicare deductibles and co-insurance costs. 

Several states have begun offering fi xed capitation pay-
ments to managed-care organizations that are willing 
to provide Medicaid and Medicare benefi ts to residents 
who are dually eligible (for Medicaid and Medicare). 

 Assisted Living 
 This domain of the long-term care continuum is not 
considered a Medicare reimbursable care setting, such 
as acute care or a nursing home (for skilled nursing). 
There is nothing in the Medicare statute that speaks 
to paying for residency in an ALC. However, Medicare 
will pay for medically necessary care that is provided 
to a Medicare benefi ciary in an ALC; such a residence 
is “home” in Medicare parlance. Home health services 
that an ALC provides its residents because such services 
are mandated by state law or are provided by private 
contract are  not  reimbursed by Medicare. Home health 
care services have to be medically reasonable and nec-
essary, ordered by a primary care provider (such as 
physician or nurse practitioner), periodically reviewed 
by that provider, and provided by a Medicare-certifi ed 
home health agency (CHHA). 

 Several states’ Medicaid plans are reimbursing 
ALCs for the home care (i.e., health and supportive ser-
vices) portion of the daily or monthly rate. This is done 
via three routes: the personal services are included as 
part of the state’s home care Medicaid benefi t, via the 
home and community-based services (HCBS) waiver of 
the federal Social Security Act, also known as the 1915© 
waiver program, or via Section 1115 waivers (i.e., dem-
onstration programs). Some states use all three sources, 
although most states primarily use the HCBS waiver. 
The HCBS waiver allows states to extend Medicaid ser-
vices not normally covered under the state’s Medicaid 
plan to individuals who—if not for the waivered and 
received services—would likely be in a more costly set-
ting, such as a nursing home. Personal care services 
provided via the HCBS waiver can include adult day 
care, personal emergency response systems, home-
delivered meals, and adaptations in the home that 
would improve or maintain functionality and safety. 
States with an HCBS waiver can limit the number of 
individuals or the amount paid per unit of service or 
by locality or by certain groups; such authority is not 
permitted under normal Medicaid regulations. A criti-
cal difference between the waiver plan and the state 
Medicaid plan is that the Medicaid-waiver benefi ciary 
must meet the state’s nursing home level of care crite-
ria. Among the regulations regarding the HCBS waiver 
is that states can set the eligibility level for Medicaid 
assistance, thus providing greater access to this kind 
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of coverage for Medicaid benefi ciaries. Social Security 
Disability Insurance can also be used to cover AL room 
and board costs. 

 CMS is conducting several demonstration projects. 
Provider and managed care contractors are being paid 
capitated monthly fees for case or disease manage-
ment services for Medicare benefi ciaries with specifi ed 
chronic conditions, such as heart failure, diabetes mel-
litus, or other special needs. Some of these demonstra-
tions are based on pay for performance (P4P): CMS will 
pay the capitation fees only if the contractor/provider 
achieves pre-agreed-to standards of performance, such 
as performing certain diagnostic tests (e.g., eye exams), 
achieving and maintaining appropriate blood levels for 
diabetics, and satisfying benefi ciaries. Enrollment of AL 
residents is dependent on location of the demonstration 
site, not on whether they live in an ALC. 

 Program for All-Inclusive Care 
of the Elderly (PACE) 
 PACE is a capitated, community-based, long-term care 
program for dual eligibles whose care needs or disabili-
ties meet eligibility requirements for nursing home ad-

mission and care. The PACE plan covers all costs associ-
ated with hospitalization, nursing home, or home care. 
There is no PACE presence in AL at this time. 
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 Marketing, Quality, 
Consumer Choice, and 
Admission Agreements 
 Ethel Mitty 

 The assisted living (AL) nurse has a somewhat unique 
and under-appreciated role in marketing. Given the 
diverse models of AL described in Chapter 2, it is vi-
tally important, fi nancially as well as ethically, that the 
AL nurse is aware of marketing terminology and how 
the AL community (ALC) is represented in the market-
place. This chapter discusses, as well, notions of qual-
ity and satisfaction, admission agreements, models for 
aging-in-place (AIP), and negotiated risk agreements 
(NRAs). 

 In marketing parlance, an AL resident or family is 
a consumer, purchaser, buyer, or an end user. An ALC’s 
marketing strategy (model or plan) is based on an as-
sessment of current and future residents’ needs, percep-
tions, and preferences  and  on what the ALC is capable 
of doing.  Market research  describes how and why con-
sumers make certain choices. A  market niche , identi-
fi ed by research, is an opportunity to meet a consumer 
need or demand that the ALC can provide.  Positioning  
is based on market research; it shows what factors are 
attractive to potential buyers or users (e.g., dementia 
care services such as memory enhancement sessions). 
 Promotion  is a selling strategy that provides informa-
tion through advertising and the like.  Market success  
is noted by an ALC’s waiting list for admission and re-
quests for it to participate in community programs (e.g., 
health screening for hypertension). The gross domestic 
(or gross national) product (GDP/GNP), one of several 

economic indicators, is a country’s total fi nal value of 
goods and services produced in a specifi c period of 
time (usually a calendar year). In 2006, the health care 
portion   of the U.S. GDP was 16%, higher   than in 2005 
and in 1994 (when it was slightly over 14%). Most AL 
spaces in the facility are paid for privately, although 
some are reimbursed through long-term care insurance 
or a state’s Medicaid waiver programs (See Chapter 3, 
“The Economics of Assisted Living”). Many ALCs have 
marketing directors. Yet the ability of an ALC to main-
tain full capacity relies on a team approach to market-
ing. This is unfamiliar territory to most AL nurses. 

 Marketing AL nursing itself has at least two pur-
poses: to recruit staff and to attract residents (i.e., 
consumers). Nursing’s role in marketing the ALC 
with regard to attracting residents and maintaining a 
full census resides in resident (and family or other re-
sponsible party) satisfaction—as ascertained through 
surveys, town hall meetings, and family service plan-
ning  meetings. Nursing staff need to know the results 
of such surveys, not only to track negative trends but to 
set measurable goals that future surveys can assess. The 
AL nurse should be present at town hall meetings or 
 community nights  to directly respond to resident care is-
sues as well as listen to the range and depth of resident 
concerns. Periodic review of the service plan (see Chap-
ter 14) is another opportunity for the AL nurse to lis-
ten attentively to any care concerns or  disappointments 
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that residents or  families have with service—and to re-
spond accordingly. 

 Whereas inquiries about care, referrals, and leads 
are typically managed by the marketing person or the 
executive director of the ALC, marketing staff often 
bring nursing into the discussion relatively early—even 
before the older adult has made a decision whether or 
not to move into the ALC. Many ALCs have a  move-in 
packet  that includes a pre-assessment quasi-interview 
(about the person’s sense of well-being and health), a 
physician screening tool, and a resident lifestyle ques-
tionnaire. It is important to have this information as 
soon as possible in order to make an informed recom-
mendation or decision about the appropriate residence 
for this individual. 

 PRE-PLACEMENT/ADMISSION 
EVALUATION 

 Pre-placement/admission evaluation has several com-
ponents. The AL nurse is often the fi rst face of care 
that the resident meets. Communication and language 
are critically important at this time. The ALC is the per-
son’s home, not a unit; the people who live there are 
residents (in some states, tenants), not patients. The AL 
nurse should describe possible challenges the resident 
will likely face upon moving to the ALC from his or her 
home. Potential residents and their families will quickly 
sense a nurse who is feeling rushed and oblivious to 
the challenges and angst of leaving a known domicile 
for an ALC. They will see the dichotomy between what 
marketing described and what the reality seems to be. 
The pre-admission evaluation does not have to be con-
ducted at the ALC; it can be in another long-term care 
setting, hospital, or the person’s home (recommended 
for a person with dementia who would be discomfi ted 
or challenged by having the assessment conducted out-
side his or her known surroundings). Entering assess-
ment data during the interview on a computer might be 
off-putting and seem cold or offi cious; transfer the data 
later. Pre-admission assessments should not be delayed, 
however, even if there are no vacancies; prospective 
residents need to feel valued. 

 As the complexity of health care needs increases 
among older adults wanting to live in an ALC, market-
ing the nursing care has an ethical dimension. The foun-
dation for competent care in an ALC must consider: 

  Allowable conditions:  Described in the state’s regula-
tions as stable and predictable health care needs, with 
few clarifying descriptors. In some states, a resident 

with a specifi c condition or diagnosis might not be 
admitted. For example, most states allow admission 
of an older adult with diabetes mellitus, but those 
with a recent history of so-called metabolic instability 
can be admitted only if there is on-site nursing super-
vision. On the other hand, if an ALC has no licensed 
professional nurses who can administer insulin (and 
administration by an unlicensed person or even a cer-
tifi ed med tech is not permitted), a diabetic resident 
might not be admitted. Competent pre-admission 
assessment requires knowledge of state-specifi c ad-
mission guidelines. In some states, when a resident 
has become physiologically unstable or exceeds the 
state’s standards for allowable conditions or care, 
the AL nurse or administrator can contact the area 
surveyor/ health department agency and request per-
mission to retain the resident. However, this kind of 
arrangement should not be promised to a prospec-
tive resident or family in advance of such a condition 
change. 
  Safety needs , especially for the resident who is cog-
nitively impaired, can be physically, emotionally, and 
ethically challenging for all parties. Previous elope-
ments (or attempts) need to be truthfully reported 
and carefully evaluated. What is the nature of the 
person’s wandering? Is it loss of way-fi nding and in-
ability to use cues (e.g., signage, arrows, colors)? Is 
it purposeful walking toward some goal but the goal 
was forgotten in the very act of getting there? 
 ALC size and layout can be physically and/or cogni-
tively overwhelming for some older adults. The likeli-
hood of having a room (with or without a roommate) 
near the shared/common living center (for meals, 
diversionary activities, etc.) can infl uence an admis-
sion decision. 
 Trajectory of the potential resident’s known illnesses. 
AIP and access to or availability of hospice services 
(and any additional costs) must be disclosed and 
discussed. 
 Short-term supportive services that might be needed 
at the time of admission and then gradually reduced 
as the older adult settles in to his/ her new home in 
the AL residence. 

 NURSING’S MARKET IMAGE: 
ASSESSMENT

 Consider asking all the ALC staff, not just nursing, to 
complete a brief questionnaire about the ALC’s health 
care/supportive services—that is, its nursing service 
component. Among the yes/no questions, ask: 
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 Is nursing easy to deal with/approach/responsive/
well-informed? 
 Does nursing deliver what it promises? 
 Does nursing encourage resident autonomy and deci-
sion making? 
 Does nursing do better with one kind of resident 
rather than others? 

 DEFINING QUALITY 

 Family members think about an ALC’s quality in terms 
of  staffi ng, environment, services,  and  operations . As 
might be expected, staffi ng type, numbers, and training 
are important in ALCs caring for persons with dementia. 
Interpersonal relationships are highly valued, particu-
larly with regard to communication, attitude, caregiving, 
and a sense of joint accountability among the staff for 
each resident. Studies indicate that as a resident’s con-
dition worsens, more and better trained staff and health 
care services are more valued than the ALC’s activities, 
ambience, or social program. Continuity of caregivers, 
achieved by low turnover, is a quality indicator, but ab-
sent staff continuity, a well- documented resident pro-
fi le and record is necessary in order to overcome (new) 
staff unfamiliarity with residents. A cohesive, social, 
warm, and homelike environment, established by staff 
spending time with each resident to explain and dis-
cuss things, speaks to quality of life. Before undergoing 
signifi cant architectural and /or programmatic changes, 
it might be instructive to query residents about what 
 homelike  means to them; how do you know when you 
have it? Make few assumptions about the meaning of 
this critical factor in quality of life. Every few years, as 
resident demographics change, it might be worthwhile 
to do this kind of analysis (see Chapter 1, “The Assisted 
Living Setting of Nursing Practice,” Experience of Home 
Scale). 

 In thinking about the key principles of AL, specifi c 
quality measures can be articulated and evaluated. 
Consider, for example, the principle of resident choice 
and independence: Are bathrooms shared or private? 
Can the resident bring his or her own furniture? Can 
the resident keep a pet? Can the resident lock his or 
her door? With regard to AIP: What are the ALC’s re-
tention and discharge policies? Do they have policies 
about a resident’s employing private caregivers? With 
regard to outcomes: Are staff able to recognize a resi-
dent’s change in condition? What kinds of medication 
errors occur? What are the unmet care needs described 
by residents, families, and staff? 

 CONSUMER CHOICE AND QUALITY 
ACCREDITATION 

 Slightly over half of State Units on Aging (SUA) have 
information about AL on their Web sites; some Web 
sites have links to other sources of information. Data 
about ALCs comes from consumer advocacy organiza-
tions, private accrediting agencies (e.g., Commission 
on Accreditation of Rehabilitation Facilities [CARF], the 
Joint Commission on Accreditation of Healthcare Or-
ganizations [JCAHO]), providers and provider associa-
tions (e.g., National Center for Assisted Living, Assisted 
Living Federation of America, American Association of 
Homes and Services for the Aging, Agency for Health 
Care Administration), and federal and state government 
agencies. However, there is no standardized assessment 
for AL quality. Many states express interest in develop-
ing a rating system for ALCs and in obtaining uniform 
data across states. Given that every state has different 
reporting requirements, however, this is a signifi cant 
roadblock. 

 Mechanisms to inform consumers about AL options, 
operations, and quality monitoring occurs via three 
pathways: state licensing and inspections, complaint 
monitoring and investigations by ombudsman programs 
in each state, and voluntary accreditation. The Older 
Americans Act (2000) requires all states to have an om-
budsman program in long-term care, including ALCs. 
The most frequent complaints about AL to ombudsper-
sons relate to resident rights (dignity, respect), medica-
tion management, food choices, and notice of discharge 
or eviction. Whether there is an ombudsperson in every 
ALC is unknown. 

 The two federal and state-approved accrediting bod-
ies for assisted living are CARF and the Joint Commis-
sion (JC, formerly JCAHO). Participation is voluntary, 
however, and is not required as a condition of initial 
or continuing AL licensure/certifi cation. Both bodies 
survey similar domains and care processes (e.g., coor-
dination and continuity of care, resident rights, health 
promotion) and show survey results on their respec-
tive Web sites. The CARF standards are organized in 
three domains: business practices, direct care (includ-
ing assessment), and instrumental activities of daily 
living (IADLs, including medication management). The 
JC has 12 standards including infection control, safety, 
leadership, and human resource and information man-
agement. 

 The JC’s  Assisted Living National Patient Safety 
Goals  (2006) include guidelines for hand-off communi-
cations that are so critical during transitions from one 
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level of care to another (see Chapter 17, “The Contin-
uum of Care” for transitions information). They also 
recommend development of a standard medication rec-
onciliation form   and falls assessment program, a pro-
tocol for fl u vaccine administration, and a system to 
address and manage look-alike medications. Among the 
safety goals, ALCs (and nursing homes) are required to 
use at least  two resident identifi ers  when drawing blood 
or obtaining other samples and when administering 
medications and treatments. Identifi ers include name 
band, photo ID, chart number, or other specifi c marker 
but cannot be the resident’s room number. Although 
the JC Web site provides comparative data about ALCs 
via its Quality Check search engine, the data refer only 
to those ALCs that have been surveyed or accredited by 
the JCAHO. 

 Multiple studies describe what is important to con-
sumers: facility characteristics (e.g., cleanliness, space, 
ambience), staff (e.g., number, type, interaction with 
resident), food variety and quality, emergency service 
access, opportunity for choices and choosing (i.e., in-
dependence), social factors, and characteristics of the 
other residents. In addition, architecture, private room 
and bath, security and safety, staff attitude, and services 
that contribute to an independent, autonomous lifestyle 
are major considerations. However, what is not known 
and what warrants inquiry and understanding, even by 
a free-standing ALC, is the meaning of these factors for 
each resident, given the resident diversity. It is folly to 
assume that every older adult wants to participate in 
care planning and decision making, or that every resi-
dent has the same perception and appreciation of what 
constitutes a homelike environment, or how each resi-
dent (and family) calculates the risk(s) associated with 
self-determination. 

 SATISFACTION 

 Satisfaction feedback draws on resident and family 
feedback. Interestingly, staff satisfaction appears to be 
related to the services that may or may not be provided 
by the ALC. Family satisfaction tends to focus on staff 
responsiveness, transportation, activities, the family 
member’s impact, and on the interesting notion of resi-
dent responsibilities. Many families feel that it is their 
relative’s responsibility to fi nd things he or she likes 
to do, administer their medications appropriately, and 
eat enough to preserve his or her health. For residents, 
satisfaction resides in a felt sense of safety and peace of 
mind, personal attention, independent decision making 
and choices, privacy, activities, and staff availability and 

knowledge. Using measures of organizational culture, 
commitment, and job satisfaction, the data indicate a 
positive relationship between resident satisfaction and 
staff job satisfaction. For staff, those ALCs that promote 
and support teamwork and participatory decision mak-
ing are positively associated with job satisfaction. Data 
indicate that residents with higher educational levels 
tended to be less satisfi ed with AL. 

 ADMISSION AGREEMENTS 

 Three  business models  appear to describe AL resi-
dences: (a) those that admit residents with high acuity 
and service needs and are more concerned with meet-
ing their needs than with the impact on resident mix, 
costs, and reimbursement; (b) those that admit low- to 
moderate-acuity residents and retain them even as their 
care and service needs increase (note: acuity levels rise 
but tend to be cyclical as these residents leave/die and 
new low-acuity residents are admitted); and (c) those 
that admit low- to moderate-acuity residents but rather 
than discharge them as their acuity/needs rise have the 
residents meet their needs privately. It is important for 
an AL nurse—as well as prospective ALC residents—to 
be aware of the business model of the facility and how 
it affects, for example, move-in/move-out decisions. 

 Most states require ALCs to give (i.e., disclose) spe-
cifi c information prior to admission, and in the admis-
sion or residency agreement as well, about the services 
included in the basic rate or the cost of the service pack-
age. However, only about half of the states require ALCs 
to disclose their admission, retention, and discharge 
policy, the services that can be provided beyond the 
basic package and their respective cost(s), payment and 
billing practices, resident rights, and grievance proce-
dures. Fewer than 10 states require disclosure of ALCs’ 
staffi ng practices, medication management, or services 
that are simply not available. Several states require that 
the disclosure and resident rights document be written 
in plain language, not legalese. Resident rights informa-
tion can be provided in a specifi c resident rights docu-
ment rather than in a residency or admission disclosure 
document. The extent to which individual ALCs disclose 
over and above what the state requires is unknown. 
The AL nurse needs to be aware of what state regula-
tions require and what the ALC chooses to disclose. 

 Admission and Retention Criteria 
 Virtually all states take into consideration the (potential) 
resident’s functionality with regard to activities of daily 
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living (ADL) assistance, need for health-related services 
such as nursing supervision or monitoring, cognitive 
status, health status stability, and cognition. Three cat-
egories of admission and retention policies have been 
identifi ed:  full continuum, discharge triggers , and  level 
of licensure . Facilities in states that permit a full con-
tinuum approach can establish their own criteria, albeit 
within state regulations. In advocating for a resident’s 
right to remain in an ALC, an AL nurse should be aware 
of the state’s regulations regarding, for example, a resi-
dent’s options when his or her needs exceed what the 
ALC can safely provide (or what the resident/ family 
can purchase through supplementary services). For 
example, some states permit ALCs to admit and retain 
residents who require nursing supervision or are bed-
ridden for more than 14 days, but treatment complexity 
(e.g., mechanical ventilation, Stage III or IV pressure 
ulcer care) may be cause to recommend transfer to a 
higher level of care, such as a skilled nursing facility. 
Discharge triggers with regard to certain conditions or 
needs can be similar to criteria forbidding admission 
or retention beyond a certain amount of time. In gen-
eral, these conditions refer to treatments that cannot be 
safely administered in an ALC, such as IV fl uids admin-
istration, or sterile dressings. 

 It is important to know that, within each state, sev-
eral approaches to admission, retention, and discharge 
can be in effect at the same time. Some states grant 
waivers for ALCs to retain residents whose care needs 
exceed what is permitted by regulation. If the ALC, resi-
dent, and family arrange a (service) plan of care that 
safely meets the resident’s needs, and the costs are 
identifi ed and agreed to by all parties, the resident can 
remain in the ALC—given physician approval of the 
plan. Of those states that have levels of licensure, an 
ALC can pick and choose what kinds of services it will 
and will not provide. There is no question that this mix-
and-match approach can facilitate AIP, but it can also 
be very confusing to the consumer/prospective resident 
(see Chapter 14, “Resident Assessment and Service Plan 
Construction”). 

 Aging-in-Place and Negotiated 
Risk Agreements 
 AIP is a major tenet of AL philosophy and service. 
Whether specifi cally described or alluded to in state or 
facility-specifi c retention language, AIP requires that an 
ALC respond to a resident’s changing needs and ad-
just its services and level of care criteria. When this 
happens, a resident is presumably less likely to be dis-

charged to a higher level of care, that is, to a nursing 
home or skilled nursing facility. AIP means not having 
to move from a current residence to one that can pro-
vide support services needed to maintain comfort and 
well-being. A managed negotiated risk agreement (NRA) 
can be a record of the recognition and accommodation 
of the resident’s risks of remaining in the ALC. As such, 
an NRA can facilitate AIP; but it bears noting that AIP 
has positive and negative outcomes for residents and 
the facility. 

 While more than half the states address AIP in their 
AL regulations, far fewer provide guidelines for negoti-
ated risk discussion and service plans. An increasing 
number of states permit ALCs to offer additional (or 
skilled nursing) health services for an intermittent or 
limited time; this facilitates AIP. Retention or discharge 
(e.g., to a nursing home) is dependent on state regu-
lations about specifi c resident characteristics and the 
services that may or may not be provided. However, 
individual ALCs have the right to be more restrictive. 
Most states do not permit retention of residents on con-
tinuous bed rest or requiring two-person transfer. The 
exception to all of this is that virtually all states permit 
hospice services/care in ALCs, in which case the addi-
tional services needed would be provided via hospice; 
the ALC is not liable for failure to provide care or ne-
glect of obvious needs. 

 Administration of injectables, including insulin, is a 
major issue for AIP. Nurse practice acts and state regu-
lations vary across all states in this regard and should 
be closely read. For example, the New Jersey Health 
Department agreed in 2008 that medication aides/techs 
in ALCs can administer insulin using insulin pens. This 
single factor can be very important in selection of an 
ALC that meets an older adult’s continuing needs. 

 Managing the decline associated with chronic dis-
ease is a cornerstone of AIP service plans. The notion 
of resident–facility fi t to manage decline resides in two 
strategies: one, preventing decline with health promo-
tion and maintaining therapeutic regimens; two, re-
sponding to decline by attempting to balance needs with 
an ALC’s resources. The second strategy is met, wholly 
or partially, by increasing fees to hire additional staff, 
and/or bringing in additional equipment (e.g., mechan-
ical lifter), and/or increasing the family’s fi nancial or 
physical support for increased care. Both strategies pose 
a risk for the resident and the ALC. The resident might 
choose to refuse the additional care/services needed 
for a variety of reasons including increased costs. The 
ALC’s risk might be failure in their genuine attempt to 
provide the care needed and subsequent accusation of 
neglect. 
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 An NRA is a way to manage the risk(s) associated 
with a resident’s choice(s). However, few states have 
provisions and/or statutes regarding NRAs. Almost all 
states regard the NRA (concept or practice) as an ex-
pression of resident choice when that choice might be 
in confl ict with medical advice or ALC norms, but some 
states restrict their use. The resident’s service plan 
should refl ect the situation, contingencies, and con-
straints that are discussed in the NRA. 

 Some states require a negotiation process when a 
resident’s behavior is placing him/herself or others in 
harms way. Fewer than 10 states have specifi c guidelines 
that address the resident’s capacity to understand the 
provisions in his or her NRA. Some states prohibit an 
ALC from attempting to use the NRA to avoid liability. 
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 There is no one nursing theory that perfectly captures 
what nursing is or does, can prescribe what nursing 
should do, or predict what will happen as a result of 
nursing acts. Two nursing theorists looking at the same 
activity, for example, ambulation assistance, will attri-
bute different meaning to that assistance and its basic 
elements. This chapter briefl y describes two nursing 
theories that can guide practice in assisted living (AL), 
the manual of nursing practice, and the various terms 
that guide nursing, such as, protocols, procedures, poli-
cies, and nursing orders. Knowledge of the concepts and 
language of organizational and management theory are 
vital for nursing effectiveness in meeting resident goals. 
This chapter describes autonomy and empowerment, 
characteristics of participatory management and shared 
governance, and offers some criteria for assessment of 
organizational culture and climate. 

 NURSING MODELS 

 The two most relevant theories or models for AL nurs-
ing practice are Roy’s (1989) adaptation model and 
Orem’s (1991) self-care model. 

  Adaptation model : This model holds that the indi-
vidual is a biopsychosocial being who must cope 

with internal and external environmental stressors; 
coping is either adaptive or it is ineffective. Illness is 
a manifestation of a problem coping with stressors. 
Adaptation is a kind of equilibrium that is needed to 
free energy for healing and reach a level of wellness. 
Nursing’s role is to promote adaptive responses. 
  Self-care model : Widely used in nursing homes, this 
model holds that people want to understand their 
health care needs and make choices about (and par-
ticipate in) their care. Also known as the self-care def-
icit theory, this model states that a patient is someone 
who needs assistance in meeting his or her health care 
 demands . The notion of self-care is that it is a  univer-
sal requirement  needed to maintain and improve life 
and health status. The nurse assists the individual in 
achieving his or her maximum self-care competence. 

 The  nursing diagnosis model,  used in some nurs-
ing homes, is a typology of health patterns (not a nurs-
ing theory) that guides data collection, assessment, 
and nursing intervention. This model can be useful in 
structuring the resident’s service plan. A health prob-
lem is either actual or potential and is expressed by the 
problem statement (e.g., falls risk), the likely etiology or 
cause (e.g., postural hypotension), and the  presenting 
signs and symptoms (e.g., unstable gait, low blood 
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pressure). Terms such as “impairment of,” “limitation 
in,” and “alteration of,” refer to both cause and effect of 
the problem. Currently, there are more than 100 nursing 
diagnoses distributed in 12 categories: activity/rest, cir-
culation, ego-integrity, elimination, food/fl uid, hygiene, 
neurosensory, pain/discomfort, respiratory, safety, sex-
uality, social interaction, and teaching/learning. Assess-
ment instruments, care plans, and guides are available. 

 Manual of Nursing Practice 
 Many health care publishers have nursing practice manu-
als; it is important to select the manual that has the best 
fi t with the AL resident population  and  the staff who 
will be providing the assistive care. The manual should 
be a refl ection of both the nursing theory and standards 
of practice that are guiding nursing care delivery in the 
AL community (ALC). It describes the objectives of care 
and the nursing acts to achieve them. The manual should 
be reviewed annually and at such times as the mission 
of the ALC has changed. A manual contains policies, 
protocols, procedures, and nursing orders. 

  Standard : a competency for which a nurse (or per-
sonal care assistant) is accountable; directs practice; 
is evidence-based. 
  Policy : a kind of standard; a strict rule or regulation 
that must be followed because of regulation, facility 
policy, scientifi c evidence, or professional standards; 
an outline of actions that must be taken. 
  Protocol : a kind of standard; a guideline to manage a 
specifi c problem, diagnosis, or syndrome (e.g., pain, 
confusion). 
  Procedure : a road map or sequence of steps to con-
duct a specifi c activity; a standard for delivery. This is 
a detailed formal model that  assumes limited knowl-
edge or skill . 
  Guideline : a less authoritative type of standard that 
suggests fl exibility in decision making about care or 
treatment decisions given patient-specifi c attributes. 
Based on evidence and expert opinion, they guide 
procedures and approaches to care. 
  Nursing order : a specifi c evidence-based (if available) 
intervention that does not require a physician’s order 
(e.g., measures to prevent skin breakdown, oral hy-
giene, reminiscence). 

 ORGANIZATIONAL THEORY, PRACTICE, 
AND CULTURE IN ASSISTED LIVING 

 Regardless of size, and whether free-standing or part of 
a corporate or network group, the nursing service in an 

ALC is an organization consisting of people and with 
 formal  and  informal  structures. Mission, goals, policies, 
procedures, and the table of organization constitute the 
formal structure. The human element— management/
leadership style, interpersonal relationships, communi-
cation style, personal beliefs and values, and group his-
tory and norms—constitute the informal structure. The 
informal structure (re)interprets nursing’s (i.e., the orga-
nization’s) values and is critical to goal  achievement. 

 Managerial beliefs about workers (i.e., staff ) infl u-
ence how staff will be perceived, appreciated, and given 
decision-making power over their work. This is as true 
in AL as it is in any white- or blue-collar work setting. 
Given the extensive and costly turnover of personal as-
sistive staff (e.g., nurse assistants) in long-term care—
including AL—these constructs about workers can be 
useful with regard to retention efforts. 

 Two managerial beliefs about workers prevailed 
during the 20th century:  theory X  and  theory Y.  Theory X 
holds that workers, in general, are not really interested 
in their work or in problem solving, are motivated only 
by salary and benefi ts, need constant monitoring and 
threats to be productive, avoid responsibility, have little 
loyalty to their work unit, and entertain few expecta-
tions about their management or leaders; management 
style is therefore autocratic. Theory Y holds that work-
ers have a good attitude toward their work, are inter-
ested in problem solving, and are motivated because of 
the respect between management and workers. Man-
agement style is supportive, humanistic, and based on 
the belief that workers are self-directed, have little need 
for monitoring, seek and enjoy responsibility, feel that 
their personal goals are achievable through organiza-
tional goals, and feel that management values them. 
 Theory Z  emerged in the 1980s, is similar to Theory Y, 
and holds that workers seek responsibility and are 
the key to productivity. A theory Z management tech-
nique,  quality circles,  involves workers from all levels 
in problem- solving discussion and empowers them to 
make recommendations; data show that it raises mo-
rale, productivity, and quality. 

 Autonomy and Empowerment 
 The social architecture of a nursing service (i.e., orga-
nization) consists of the interaction between the for-
mal and informal structures, the way in which roles are 
enacted by all members (i.e., the staff, the workers), 
and the degree of autonomy and empowerment given 
to them. Roles are defi ned by job descriptions, but how 
they are enacted depends on the workers’ personalities 
and willingness to adhere to the organization’s rules 
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(i.e., policies), norms, and their understanding of what 
is expected of them. 

 As a nurse manager, it is important to know whether 
and to what extent the values of nursing and staff/worker 
are similar. For example, is there a match between resi-
dents’ rights, such as respect and choices, and staff 
rights, such as input into the construction of a perfor-
mance evaluation tool, or opportunity for career growth? 
To what extent do values differ among different staff clas-
sifi cations (within nursing and with other ALC staff )? 

 Autonomy 

 Autonomy means the right to be self-determining and 
to at least participate in decisions that affect one’s work 
and well-being. To a considerable extent, autonomy is a 
cornerstone of the  culture change  movement that seeks 
to empower nursing home residents so that they receive 
self-directed care and to empower caregivers who are 
closest to the bedside (that is, the nurse assistant or 
personal care assistant). Empowered staff must be able 
as well as willing to assume responsibility and account-
ability for their actions as well as their attitude. This 
can happen only if management commits time and re-
sources for education and training in problem-solving 
and decision making. 

 Participatory Management Theory 

 This theory holds that those who will be affected by a 
decision should be involved in making it. These staff 
will be more committed to organizational goals than 
those who were not involved. Empowerment and the 
shift from a  centralized  to a  decentralized  social archi-
tecture moves the span of control from being embedded 
solely in the chief executive (and supervisors) to plac-
ing authority and accountability at the lowest possible 
level of the organization; staff will make decisions that 
directly affect their work. 

 Shared Governance 

  Shared governance  is a key element of participatory man-
agement and empowerment. It is an opportunity for cre-
ativity and development of staff problem- identifi cation 
and decision-making skills. An ALC nurse manager 
should be able to answer the following questions. 

 How ready (and willing) are staff for decision-making 
accountability? 
 What are staff members’ decision-making skills? 
 What will happen to the decision makers if they make 
a poor or wrong decision? 

 What decisions should and will continue to be made 
by the nurse manager? The main offi ce? (In general, 
decisions that affect the entire service or facility, such 
as sick time policies, should be centralized.) 
 What decisions should be made by the frontline staff? 
At the unit level? 
 If decision making is resident-centered, what skills do 
staff have in recognizing and managing poor or faulty 
resident-made decisions? 

 A participatory management style and decision-
making process is inappropriate when staff lack knowl-
edge, skills, or expertise about the issue; when a decision 
is needed quickly; and/or when the issue is minor and/
or affects very few staff. It is very appropriate when 
staff really have something to say about the issue and 
when they have experience, knowledge, skills, and 
 expertise—perhaps even more than upper management! 
Participatory management decision making is also very 
useful because it can draw in diverse and sometimes 
highly ingenious ideas, can help a group reach consen-
sus around controversial issues, and can facilitate col-
laboration across services or disciplines if that is needed 
for program or goal achievement. 

 Staff unaccustomed to give-and-take discussion need 
encouragement and support to engage. Use open-ended 
questions; follow up a “yes” or “no” (or “I don’t know”) 
response with a probe; ask “what” instead of “why” (ask-
ing why something is important or was done or not done 
can elicit a defensive response). There are no wrong an-
swers. Consider this opener: “That is an interesting point 
you made. I’d like to hear more about . . .” Then add one 
of the following questions. 

If you could modify one thing . . . 
What, in your opinion, makes XX important? 
 If XX is done, what is likely to happen, in your 
view? 

 Table of Organization 
 A table of organization should refl ect the philoso-
phy of the ALC (e.g., resident-centered care) and its 
management style (e.g., participatory management), 
especially with regard to reporting lines, communi-
cation, and accountability. Most tables of organiza-
tion are organized by top-down decisional authority. 
Typically, authority and decision making fl ow down 
and accountability fl ows up. A solid line indicates ac-
countability and reporting relationships; a broken line 
indicates a communication relationship only. The con-
cept of resident-centered or resident-directed care has 
infl uenced revision of tables of organization: circular 
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constructions place the resident in the middle of the 
decision-making nexus; vertical constructions place 
the resident at the top of the decisional pyramid, from 
which all decisions fl ow. 

 Culture and Climate 
 An organization’s culture, such as nursing, includes 
management/leadership style, its values and reward 
system, and its history. Culture is observed in staff and 
leadership behavior and in the norms of the organiza-
tion. The fact that staff fail to call in sick at least 2 hours 
before start of the shift—a management policy—is a 
cultural norm. 

 Climate is a measurement of staff perceptions and 
attitudes about their work and the workplace. Some 
writers use the words “climate” and “culture” synon-
ymously. Nursing climate assessment instruments ad-
dress, to a greater or lesser degree: communication, 
trust, interpersonal relationships, rewards, status sym-
bols, work norms, autonomy, supervisor support, con-
trol, work pressure, confl ict management and change, 
climate, and quality of care. This information (i.e., data) 
can be important in preparing for change, such as the 
decision to admit residents needing rehabilitation ser-
vices or a change in ownership or nursing leadership. 

 A study conducted in 61 ALCs and with more than 
300 staff analyzed the relationship between staff per-
ception of organization culture and their work-related 
attitudes. Using several different instruments measur-
ing job and coworker (i.e., team) satisfaction, organiza-
tional commitment or loyalty, morale, communication, 
supervision, and other aspects of an organization’s 
structure and style, the fi ndings clearly indicated that 
organizational culture is associated with, and even a 
predictor of, job satisfaction and work-related attitudes. 
Perceptions of the work environment, specifi cally team-
work, strongly infl uenced satisfaction with coworkers. 
There was a strong relationship between staff feeling 
that they were treated with respect and their commit-
ment to the ALC. 

 To estimate staff receptivity to change, for example, 
or to policies associated with new ownership or new 
direction (mission) of the ALC, a questionnaire address-
ing the following factors, can be useful. Staff would be 
instructed to respond (anonymously) yes-or-no or to a 
Likert-type graded scale. What is the . . . 

 Degree of adherence to the  chain of command  for all 
issues and decisions? 
 Distribution of  information method:  verbal, written, 
rumor? 

 Staff’s  participation in decisions  that affect their 
work? 
Sense or evidence of  teamwork ? 
 Formal or informal  terms of address  among staff, in-
cluding administration? 
Adherence to  dress policy ? 
 Maintenance of  confi dentiality  of resident and staff 
personal and health issues? 
 Culture of  safety:  reporting errors and near misses? 
 Extent to which  deadlines  are met or ignored or to 
which promises are kept? 
Core of  resistance  to any change or innovation? 
 Opportunity for staff to  celebrate  a special moment 
(e.g., birthday, baby, etc.) while on duty. 

 Staff’s likely response to change can be assessed us-
ing maturity models, some of which draw on Maslow’s 
hierarchy of need satisfaction and motivation, or on a 
continuum of immature to mature. For example, a per-
sonal care assistant (PCA) who is dependent on supervi-
sion to prioritize her residents’ care needs and has no 
interest in problem solving (i.e., theory X) is immature 
in contrast with a self-directed PCA who likes to engage 
in creative problem solving (i.e., theory Y). Another ma-
turity model characterizes workers as: unwilling and un-
able to engage in decision making (i.e., immature); be-
ing willing but unable; being able but unwilling; or being 
able and willing (mature). ALC nurse managers should 
think about how their staff currently manage change 
and are likely to do so given future contingencies. 

 Trust is a special component of manager and worker 
relationships. Two positions on trust refl ect different 
(and almost opposite) management styles: you trust a 
person until proven otherwise; you cannot trust a per-
son until proven otherwise. 
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 An assisted living (AL) nurse functions within several 
role constructs: leader/manager, clinician, and  educator/
resource person. For purposes of this book, the terms 
“leader” and “manager” are treated as if they are the 
same thing, unless otherwise stated. This chapter de-
scribes several leader/manager styles and how to assess 
them from several perspectives: decision making, trust, 
and so forth. Assessment is a nonthreatening way to in-
dicate areas of strength and those areas in which some 
tweaking, development, or maturity is needed. These 
assessments might be applicable, as well, in organi-
zational climate, job satisfaction, and retention analy-
ses. All the tools described in this chapter are publicly 
 available. 

 Also discussed in this chapter is transformational 
leadership, communication and feedback, the one-minute 
manager, assertiveness, components of an employ-
ment interview, and characteristics of an ethical nurs-
ing practice model and a professional nursing practice 
model. 

 LEADERSHIP/MANAGER STYLE 

 Leadership is shaped by multiple factors: the leader’s 
intellect and interests, abilities and attitudes, staff 
trust and maturity, the internal and external environ-
ment, and the organization’s work ethic. Roles have 

 elasticity; a leader can be a role taker (i.e., business as 
usual perspective) or a role maker (i.e., responding to 
the situation; a force for change). Three leadership role-
 categories exemplify the range and depth of leadership: 
 interpersonal, informational,  and  decisional  roles. 

 Management or leadership style involves the dis-
tribution of decision-making between leaders and fol-
lowers (i.e., workers) and refl ects the leader/manager’s 
beliefs about the staff’s right to participate in decision 
making. The seven leadership styles described in the 
following list refer to manager–worker decision making 
and can be useful in framing problems and discussing 
solutions in nursing management in AL. 

  Autocratic/authoritarian . The manager’s focus is on 
task completion and goal achievement; only the man-
ager makes decisions; there is no input from staff. 
Trust between managers and staff is minimal; indi-
viduals and groups/teams (within nursing or between 
departments in the AL community [ALC]) compete 
rather than collaborate. Rewards (e.g., promotions, 
going to a conference) and punishments are based on 
outcomes and are the exclusive right of the manager 
to bestow. It bears noting that this leadership style is 
highly valued and very effective during times of crisis 
(e.g., power outage, strike). 
  Paternalistic . Staff are completely dependant on 
the man ager, who not only makes all decisions but 
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assumes responsibility and accountability for the 
staff’s activities and the outcomes of their efforts. 
This kind of leader might be just as overbearing as 
an autocratic leader but tries to protect workers by 
preventing their mistakes or preventing them from 
making poor judgments. During a survey, this kind of 
manager can reassure staff that they will not be taken 
to task by negative survey fi ndings. 
  Participatory . While the manager only has decision-
making power, the staff provide input. This concept 
of leadership is not the same as shared governance. 
  Democratic . Sometimes confused or used synony-
mously with participatory leadership, this style more 
closely resembles shared governance—which is not 
a leadership style, per se. Staff set policy, estab-
lish goals and plans, make decisions, describe and 
detail tasks, and determine when goals have been 
achieved. 
  Laissez-faire . Some management theorists do not con-
sider laissez-faire a leadership style; rather, they feel 
it is a complete absence or abdication of leadership. 
This type of leader/manager gives advice and offers 
guidance only when asked, provides the resources 
needed, and is not invested in outcomes evaluation. 
Given the total freedom—and responsibility and ac-
countability—of the group, it could be argued that 
this type of leadership requires the highest level of 
worker maturity. 
  Bureaucratic.  This manager enforces organizational 
policies so that staff have little opportunity for cre-
ative initiatives, that is, other ways of doing things. 
Staff participation in decision making lacks authority 
and meaningfulness. Nursing middle managers can 
fall into this role when their domain of practice or 
responsibility is unclear. 
  Technocratic.  This manager relates to the group as 
an expert consultant. With a mature, self-directed 
work group, this can be an effective leadership role 
but it lacks visioning and motivation. It is not a rec-
ommended role model in AL, where nursing is more 
than a skill set. 

  Transformational nursing leadership  is a leadership 
style that epitomizes engagement in which leaders and 
followers, through mutual trust and respect, motivate 
and raise each other to higher levels of aspiration and 
achievement. This kind of nursing leader is inspiring/
visioning, ethical, and provides a practice environment 
that supports trust, creativity, and caring. In manage-
ment terms, a transformational nursing leader is both 
people and production oriented and incorporates shared 
governance and collaborative practice. 

 What Is Your Leadership Style? 
 It is important to understand one’s management style 
and assist staff in working (and thriving) with it or, al-
ternatively, moderating your style to match the contin-
gencies in the situation, including staff maturity, threats 
in the environment, and so forth. Four behavioral styles 
with respect to interpersonal relationships have been 
articulated in the following list. Know that a manager 
is not exclusively of one type with no other character-
istics; you are likely a composite. The question before 
you is whether you are too much of one and scarcely 
enough of another. 

  Controlling leader/manager . Staff know that you are 
not going to waste time with niceties but will get to 
the point quickly and remain focused on it. You are 
likely to offer options from which followers/staff may 
choose. This style can be very effective and desirable 
in a crisis situation, especially during a tough state 
survey. 
  Supporting leader/manager . Your focus is on relation-
ships, cooperation, eliciting staff ideas and avoidance 
of confl ict. Perceived as nondemanding and loath 
to engage in major confl icts, you might be unwill-
ing or unable to engage in diffi cult change or con-
fl ict situations or to recognize poor performance or 
productivity. 
  Promoting leader/managers . You are rather like an 
entrepreneur: you have lots of ideas, you bore eas-
ily, and you change your mind with stunning rapid-
ity if something does not work out. It is fruitless to 
challenge you. Sometimes, you rely on scanty evi-
dence, settle for second-best or so-called satisfi cing 
(although you refuse to recognize that), and jump to 
the next step. 
  Analyzing leaders/managers . You are supremely 
comfortable with structure, orderly process, data, 
and substantive feedback. Characteristically, you are 
an information gatherer, maintainer of standards, 
and are risk averse. As such, you may have been de-
scribed (perhaps unfairly) as a procrastinator, unable 
to make a decision. You hate surprises and prefer 
logical, organized, referenced reports. 

 Extensive research on various leadership/manage-
ment styles in nursing homes consistently fi nds that a 
combined leadership style of consideration/relations-
oriented and structure is more likely to achieve qual-
ity resident care than is either leadership style alone. 
Successful leadership respects and meets staff needs  at 
the time  and considers  all  the factors in the situation. 
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Consider a collaboration with nursing faculty at a local 
school of nursing to conduct modest studies to evaluate 
leadership/management style in the ALC and its effect 
on resident outcomes and on staff. 

 COMMUNICATION 

 Communication is interpersonal, by defi nition. It is also 
affected (and arguably, effected) by trust between send-
ers and receivers, whether the message/information is 
lateral, upward, or downward. Senders and receivers in-
terpret the information, much like a translator does from 
one language to another. This process may be like the 
old telephone game: what was the message that came 
out at the end compared to the message that went in? 
The fact that all staff initial that they read a memo in no 
way ensures—nor should it be assumed—that the infor-
mation or guidance was applied correctly. 

 Leaders/managers communicate in order to  tell  or 
to  sell . A tell communication brooks no discussion; the 
intent is to inform, direct, and clarify (e.g., “Attached 
please fi nd the changed policy on vacation benefi ts”). 
A sell communication seeks to persuade and solicit 
feedback—up to a point (e.g., “Attached please fi nd the 
feedback from staff on all shifts with regard to vacation 
policy. It appears that most staff want xyz”). Effective 
leaders/managers are good sellers; they invite discus-
sion but also know when to end the debate, usually at 
the time the feedback is repetitious. 

  Memos,  in organizational parlance, are a mediated 
communication. A memo is desirable as a mode of com-
munication because everybody gets the same informa-
tion. However, a memo that is more than one page long 
is not a memo; it is a report. Be cautious, also, of so-
called memo blitz (i.e., too many memos arriving at 
the same time). The assumption that message distor-
tion is reduced because there are no intermediaries to 
(re)interpret the message is a happy delusion. Personal, 
socioeconomic, educational, and cultural factors infl u-
ence how a memo is decoded. Talk with staff about how 
they prefer to receive information. Should the type of 
content (e.g., vacation policy, birth announcement) de-
termine whether the message will be verbal or written? 
Decide with staff how to check that the information 
was accurately received. It may be that some staff (or 
managers) will always prefer one communication style, 
whereas others are willing to trust/risk other ways of 
being informed. Continue to check back with regard to 
accuracy of the message received. 

  Feedback  can be positive or negative, verbal or writ-
ten, a message to “go” or to “stop,” and can be disas-

trously ineffective if not timely or sensitive. Negative 
feedback is a “no” or “stop” message; it should not be 
about a worker’s personal characteristics. Comments 
should be framed around the value or lack of value of 
the activity—not the value of the person; it should be 
about the performance behavior. Positive feedback says 
“continue this valued activity/behavior”; negative feed-
back says “stop it; it has no value.” Negative feedback 
requires that the sender and receiver formulate a mu-
tually agreed-to plan of correction (utilizing principles 
of adult learning) with targeted performance goals and 
timelines. 

 One-Minute Management 
 Countless nurse managers in long-term and acute care 
have received as well as given copies of  The One Minute 
Manager  (Blanchard & Johnson, 1982) to their staff. It 
is a remarkably thin (available in paperback) guide for 
effective management. Three core ideas constitute the 
successful one-minute manager:  one-minute goals, one-
minute praisings,  and  one-minute reprimands.  When 
managers and staff agree on goals, there has to be open 
discussion regarding whether or not resources (i.e., 
time, equipment, support services) are available and 
suffi cient for goal achievement. Absent this discussion, 
goal achievement is unlikely, for either party. Goals, 
whether individual or group, have to be recognizable: 
“How will I know it when I have it?” The gap between 
what was achieved and what is still desirable is the area 
for improvement. 

 Catch your staff doing something right instead of 
doing something wrong. That is the essence of one-
minute praisings, and it means recognition and praise 
at the time that something specifi c is observed, not sev-
eral months later as part of the performance evaluation. 
“Well done!” is nice to hear, but it lacks specifi city; well 
done for doing what? The praiser could also say how 
good it made him or her feel about what the worker did, 
then and there. 

 The third secret, the one-minute reprimand, is 
exactly what its name implies and is based on prior 
agreed-to performance standards. Staff need to know 
that they are accountable for their actions. A reprimand 
should not be delivered to someone who is learning a 
new skill, nor should it wait until the annual perfor-
mance evaluation. A reprimand is negative feedback, 
but it can also lead to a root cause analysis of an error, 
a revisitation of the goal(s), or an indication that ad-
ditional education/training is needed. The reprimand 
(delivered in private) should also speak to how much 
the person and his/her efforts are valued. 
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 Assertiveness 
 Acting assertively does not mean acting aggressively; 
those styles have different strategies, expression, and 
goals. The benefi ts of acting assertively include in-
creased self-respect and self-confi dence, reduced feel-
ings of incompetence and of being poorly treated, and, 
interestingly, the desire to be held accountable for one’s 
actions. Just as leaders are made, not born, assertive-
ness has to be learned. In some cultures, particularly for 
women, this is a major undertaking and carries emo-
tional if not physical risk. Assertiveness competency 
appears in many leadership roles and domains. For 
example, giving negative feedback is an aspect of the 
monitoring role; expressing an opinion is an aspect of 
ethical and decision-making skills; saying “no” is a time 
management skill. The process and skills of problem 
solving/decision making, advocacy, and assertiveness 
are similar in that all require problem identifi cation and 
data collection, evaluating alternative actions and their 
consequences, and outcome analysis. 

 How can you assess your (or others’) assertiveness 
skills? Do you always say “yes” to a request, legitimate 
or not—rather than risk feeling guilty if you say “no”? 
Are you generally silent at meetings, ask no questions, 
or make no comments? Do you feel others think you 
are uninformed or not too bright? How do you feel 
about accepting compliments? How do the people you 
work with feel about and describe assertive people? Do 
they view them as cold, aggressive, or power-hungry? 
A heated discussion is not necessarily a power struggle. 
These openers are examples of healthy and respectful 
assertiveness and still get at the issue: 

 “Tell me what I did/said that set you off; this is really 
important to me.” 
 “Help me understand . . .” 
 “I rely on your feedback; you have to let me know 
when, in your view, I am off track.” 

 Practice being assertive and making your case. 
Test out how wording and intonation might affect 
the listener/receiver; written and verbal assertiveness 
will likely have totally different receptions. Know in 
advance whether body language and touching (e.g., 
reaching out to give a back pat or stroke the person’s 
arm) is permissible or offensive. Is eye contact an ab-
solutely necessary part of the conversation or is it to 
be avoided (as in some cultures)? It is very important 
to consider the likely risks and consequences of the 
assertive act: social, professional, resource access. As 
an exercise, move the emphasis on each word of the 

 following statement: “ When  can I expect the repair to 
be done?” “When  can  I expect the repair . . .” “When 
can  I  expect the repair . . .” 

 Employment Interview 
 An employment interview is somewhat like a commer-
cial exchange of selling and buying; investment (i.e., 
cost) in a new employee is high (estimated at $2,500/
per person). Items on a standard application form gen-
erally request information about the applicant’s edu-
cation ( licensure, certifi cation) and past employment 
history; some ask how the applicant learned about the 
position. Federal regulations prohibit asking about mari-
tal status, children and family planning intentions, race, 
religion, age (i.e., date of birth), arrest and civic vio-
lation history, and fi nancial status. Questions that can 
be asked speak to citizenship verifi cation, English and 
foreign-language profi ciency, and person(s) to notify 
in an emergency. It is acceptable to administer a skills 
inventory and medication administration quiz at this 
time, if only to introduce them into discussion during 
the interview. Most states have established a registry 
of certifi ed nurse assistants that contains information 
about criminal violation. 

 An interview with a licensed nurse applying for a 
staff or leadership position (e.g., unit/nurse manager) 
should cover the position’s role and responsibilities in 
AL nursing practice. Questions one might ask would 
address the following: 

 Role and responsibilities: the applicant’s perception 
of the role/position’s opportunities and constraints, 
risks, and benefi ts; clinical and managerial responsi-
bilities; experience in teaching and learning evalua-
tion; research experience; understanding of the rules, 
regulations, and reimbursement of AL; and current 
activities with regard to professional growth. 
 Nursing theory and practice: the nursing theory/
model that has guided the applicant’s practice and 
care planning for older adults; concepts of interdisci-
plinary care; indicator(s) of quality of care; notion of 
a culture of safety; and evolution and evaluation of 
resident/person-centered care. 
 Interpersonal relations: thoughts about performance 
evaluation; understanding of delegation and account-
ability; and feedback and progressive discipline. 

 Interviewing an applicant for a personal care as-
sistant position might begin by asking what the person 
knows about AL (mission, facility, residents). It might 
help establish trust between the potential employee 
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and the ALC by asking him what frustrated or disap-
pointed him in his last position/job. This speaks to mo-
tivation and job satisfaction, which, in turn, is seen in 
resident care outcomes. It is fair to ask the applicant 
what kind of resident they do not want to work with or 
are most comfortable with. In closing out the interview, 
after talking about the salary and benefi ts the applicant 
is seeking, ask her what kind of supervision and lead-
ership she likes, how she feels about being part of a 
decision-making group, and how she wants to be told if 
she is (or is not) doing a good job. 

 Ethical Nursing Practice Model 
 An ethical nursing practice model takes the four major 
ethical principles and puts them into practice in clinical 
and management nursing acts. 

 (1)    Benefi cence and nonmalefi cence —to do good and 
prevent or reduce harm—is seen in nursing practice 
as assistance with personal hygiene, pain manage-
ment, and informed observation regarding change 
in condition. In nursing management, it is seen in 
job descriptions and performance evaluations and 
in employee health programs. 

( 2)   Respect for persons  resides, for ALC residents, in 
confi dentiality of the medical record (particularly 
with electronically recorded and transmitted resi-
dent data); for staff, it involves negative feedback 
and grievance processes. 

 (3)   Autonomy and informed consent  (i.e., self-determi-
nation) for residents is their (or their surrogate’s) 
participation in service plan construction and in 
negotiated risk agreements (NRAs); for staff, it en-
tails their participation in shared governance and 
participatory decision making. 

 (4)   Distributive justice  means the fair distribution of 
goods and services. Care assistance should be based 
on assessed need and not on ability to pay. In 
the management domain, this principle is seen in 

 resource allocation. Using resident/family satisfac-
tion survey fi ndings, determine if food and dining 
room service are more valued than personal care 
assistance. How are the needs of those who value 
and/or need personal care assistance to be balanced 
by the interests of those who value an aesthetic din-
ing experience? Or a robust activity program? 

 Professional Nursing Practice (PNP) Model 
 This model is a relatively recent (re)construction of 
what nursing practice is all about; the patient and fam-
ily are central, and care is patient/resident-centered. 
The core of this approach is that care is guided, coordi-
nated, and provided by clinically competent and caring 
professional nurses. The requisite structures and pro-
cesses in the PNP model include leadership, research/
evidence-based practice, support systems, collaboration 
within and across disciplines, standards of practice, 
self-governance, and continuing professional develop-
ment. A growing body of research demonstrates the in-
terrelationship of these factors in providing quality of 
care and, as well, a nurse’s intention to remain in the 
nursing profession. 
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 7 
 Problem Management, 
Change, and Team 
Building
 Ethel Mitty 

 For an organization to persist and grow, change, confl ict 
resolution, and continuity are all inherent components; 
an assisted living community (ALC) is no exception. 
This chapter describes critical thinking, problem identi-
fi cation, decision making, strategies of change, confl ict 
resolution, and principled negotiation. Voting methods 
and team process assessment are also described. 

 PROBLEM MANAGEMENT 

 Problems are best analyzed by critical thinking: a com-
bination of insight, maturity, education, experience, 
and reasoning skills. It requires recognition of the  as-
pects  of an issue or problem between staff, residents, 
departments, or various other parties and combina-
tions. Think of a teaching session where the purpose is 
to draw out the students to think analytically by asking 
probing questions. 

  Alternatives  refers to the degree of fi t between a 
proposed or likely outcome and the interests of the par-
ties involved. An alternative that will have an impact 
on the ALC’s mission, organization, resources, struc-
tures, and processes needs close scrutiny with regard to 
resources (e.g., staff classifi cation and numbers, skills, 
and equipment), costs, burdens, benefi ts, risks,  and  
likely consequences of each alternative. For example, if 
the ALC decides to admit persons with severe cognitive 

impairment or dementia, what impact will this have on 
the current residents, programming, and skills needed? 
Sometimes the most challenging aspect is the evalua-
tion criteria with regard to each alternative. 

 The terms  problem identifi cation  and  decision mak-
ing  are sometimes used synonymously; problem identi-
fi cation is sometimes called  problem solving . A decision 
can be  optimizing : there is suffi cient time and infor-
mation to think about each alternative and its conse-
quences. Or it can be  suffi cing : the information at hand 
is suffi cient—or has to be—to make a decision. Deci-
sion making begins with identifi cation of a problem and 
ends with choosing among alternatives; it has six es-
sential steps: 

 (1)  Collect and analyze relevant data, then ask if any 
data/information is missing. If so, will it be diffi cult 
or easy to collect and/or analyze? 

 (2)  Differentiate between fact and myth or rumor; es-
timate the likely power of each of these sources to 
infl uence the decision. 

 (3)  Estimate the type or nature and the degree of con-
fl ict about each alternative and the staff (and/or 
residents) whom the decision will affect. 

 (4)  Identify the values—cultural, ethical, spiritual—that 
may be embedded in the problem. 

 (5)  Classify the problem using Donabedian’s structure-
process-outcome model of quality (Donabedian, 
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1988), if possible. Is the problem more associated 
with overall organization? Is it a process issue, such 
as communication between shifts? Is it a resources 
issue: budget and fi nances (internal) or reimburse-
ment (external)? 

 (6)  Is the problem the tip of an iceberg? And if so, how 
can it be chipped away? 

 When a problem fails to generate several alterna-
tives, the wrong staff may be working on the problem—or 
the staff who are working on the problem don’t have the 
expertise to generate solutions, or the time and inter est 
to work on it. It might be that the problem was inad-
equately described or presented. Staff have to be not 
just empowered to make decisions but educated/trained 
in the decision-making process. Similarly, AL residents 
might need clarifi cation or assistance in making deci-
sions and choosing among the options that affect their 
lives. 

 CHANGE AND CONFLICT RESOLUTION 

 Change means both the means to an end and the end 
in and of itself. In the face of an impending survey, it 
might be better to continue a policy or practice. Staff, out 
of anxiety, might respond with misinformation when 
asked a question by a regulator and thus undermine the 
good intentions of the change. Stay with the tried-and-
true in the face of two competing pressures: impending 
survey versus the need to change practice for quality 
of care/safety reasons. Explain or describe to the regu-
lators/surveyors the planned change; if available, give 
them copies of new/revised practice guidelines. In the 
event that a new practice has to be implemented and 
the survey is very soon, then plan a response to sur-
veyors’ likely identifi cation of defi ciencies: explain that 
the protocol/procedure is new and was implemented 
because of the ALC’s quality improvement plan feed-
back. Assure staff, in advance, that their anxieties are 
recognized. 

 In the face of change, staff as well as managers are 
likely thinking about their preparation and readiness for 
the change, performance evaluation, and job security; 
they need information. It is diffi cult to change behavior 
and even more diffi cult to change attitude. Cognitive 
science suggests that if the behavior is changed fi rst 
(and the rewards are meaningful), then attitude change 
will follow. For example, personal care assistants (PCA) 
might resist having their assignment become fi xed in-
stead of the usual practice of rotating every few days. 
It has been repeatedly demonstrated that, after a few 

days, the PCAs are likely to value not having to learn 
about new residents every few days. They also become 
invested in the goals of care for their permanent group 
of residents and become their advocates! 

 To implement change: 

  Sell or tell  (verbally or in writing) the advantages or 
values of the change in comparison to the status quo 
and how it fi ts with staff self-interest and/or resident 
well-being. 
 Identify the person in charge who has the author-
ity to modify or discontinue the change plan or the 
planned change. 
 Those who will be affected by the change should 
be decision-making partners in how the change will 
be implemented  and  evaluated (this can include 
residents). 
 Identify the barriers and likely sources of resistance 
 as well as  the supporters. 
 Identify the data needed before and after the change 
and how the change will be evaluated. 
 As with any structural or process change, anticipate 
likely consequences of the change process and the 
change itself. For example, if you intend to change 
shift hours, medication administration schedule, 
or meal times, then think about the unanticipated 
consequences. 

 If a change process or outcome is worse than the prob-
lem itself that precipitated the change, abandon it and 
evaluate what might have gone wrong in the problem 
analysis and resolution. What facts were at hand and 
what facts were missing? How was goal achievement 
going to be recognized? 

  Confl ict  can be healthy or destructive, it invites cre-
ativity regarding goals and process, it improves produc-
tivity or diminishes it, it encourages cohesion among 
staff and groups, or it ushers in divisive partisan loyal-
ties. There are a variety of approaches to  confl ict resolu-
tion , some more satisfying than others  and  some more 
appropriate for the transformational leadership associ-
ated with effective nurse managers. Think about the 
history of confl ict in the ALC, approach(es) that were 
used to resolve them, and the outcomes. In selecting a 
confl ict resolution approach (see the following list), it 
might be helpful to have a desirable outcome in mind 
when going into the discussion. 

  Confrontation : In this approach, each party presents 
their case with no guarantee of an outcome satisfying 
to all parties. This approach implies that there are 
winners and losers. 
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  Suppression and smoothing : This approach tries to 
downplay differences and look for similar opinions 
and interests between parties. Dangers with this ap-
proach include misrepresentation or failure to pres-
ent relevant information; it can also be perceived as 
patronizing or paternalistic. 
  Accommodation : This approach entails a willingness 
to please the other party and could be called appease-
ment. This is not a “you win, I lose” settlement, al-
though it frequently is felt as such. It might be more 
useful to construe this strategy as one that is mindful 
of  the contingencies  in the situation. 
  Blaming : This approach attributes the situation to an 
external force, such as the surveyors/the state. This 
has a lovely feel-good quality and rationalizes why 
some policies simply had to be written, but it gen-
erally makes staff feel disempowered and impotent. 
Even though staff feel good about each other—they 
bonded against a common enemy—this approach is 
useful but only for the short run. 
  Compromise : In this approach, neither party gets 
what they want (“I lose, you lose”). 
  Collaboration : The approach entails mutual interest 
in confl ict resolution; both parties give up something 
they wanted yet both feel they got what they wanted 
(“I win, you win”). 
  Principled negotiation : This approach tries to get to a 
middle ground through tradeoffs that get each party a 
little of what they each want. 

 Described in  Getting to Yes  (Fisher & Ury, 1992), 
principled negotiation tries to avoid the ad hominem 
(i.e., personal) attack among parties in confl ict. This 
approach wants to put each party in the other person’s 
shoes in order to at least appreciate the values con-
tained in the other’s argument. Scenario: confl ict be-
tween two roommates, each of whom wants the bed 
by the window; one resident has been there longer; 
one was private pay longer; and so forth. Another sce-
nario: both PCAs want every Sunday off. The maxims 
of principled negotiation are quite simple but are not 
simpleminded: 

 Separate the people from the problem, 
 Focus on interests not on positions, and 
 Think about options for mutual gain by both parties. 

  Committee  and  team effectiveness  
Depends on role taking by the members in the group, 
the decision-making processes, and confl ict manage-
ment. A committee charged with making recommen-

dations should not be made too large in an attempt to 
have all perspectives represented or too small, with 
the consequence that members are assuming multi-
ple roles and start to wear thin. A committee, group, 
or team may be dysfunctional because members are 
ill-prepared for the group’s purpose and/or group pro-
cess, because they do not feel that the issue is impor-
tant, because there are role (power) battles within the 
group, because decision-making processes and/or au-
thority are unclear, and/or because members are un-
sure about the reception to and/or consequences of 
their actions. 

 Not every decision requires a committee; think 
about the individuals or groups who will be affected by a 
decision. For example, changing a vendor who supplies 
food staples differs from changing the ALC’s menu. If a 
committee is formed, different roles are needed at dif-
ferent times in committee/group/team processes: task 
roles (e.g., information seeker or provider, coordina-
tor, summarizer, recorder); building and maintenance 
roles (e.g., monitor and expediter, soother and com-
promiser, interpreter, standard setter); and individual 
roles. 

 Voting 
 When a committee is formed, members need to know 
whether their decisions are simply recommendations, 
that is, advisory, or have authority (i.e., the decisions 
must be carried out). The three generally accepted vot-
ing methods are by  majority, unanimous vote,  or  con-
sensus . Select a voting method with due regard to who 
and how many staff will be affected by the decision, 
scope and intensity of change, and ambiguities and un-
knowns in the issue that needs to be decided. 

  Majority vote or two-thirds rule:  This means that up to 
one-third of the members may not support the deci-
sion (and, likely, are uncommitted). 
  Unanimous vote  (100% pro, in favor, supportive): 
This is very time consuming to achieve. If the likeli-
hood of acceptance is high and rejection is projected 
to be low,  but  nevertheless possible, this voting 
method should not be used. 
  Consensus voting:  In this method, members recog-
nize that a decision is needed; all agree to support 
the decision in spite of disagreement; and those who 
disagree (but vote to support the decision) reserve 
the right to evaluate the decision at some future date. 
Consensus voting is a characteristic of team/group/
committee maturity. 
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 Assessment of Team/Group/Committee 
Effectiveness
 Given the time involved in team, committee, or group 
work—and time is money—it might be necessary to 
look at the team process if outcomes are unacceptable, 
not timely, and so forth. Regardless of ALC size and or-
ganizational or corporate structure, the way(s) in which 
teams/groups/committees advance the mission and 
goals of the ALC can be evaluated—as can a resident/
tenant council. Assessment methods include: 

 (1)  Role-taking analysis: Write the roles or functions 
(as described earlier) across the top of a sheet of 
paper and the names of all members of the group/
team/committee on the left. (The rows and col-
umns form boxes.) During a meeting, a neutral 
observer checks off each time one of the mem-
bers assumes a particular role/function. Discuss the 

observations of group dynamics and next step(s) 
for role development. 

 (2)  Power relationships analysis: Draw a circle, then 
write the name of each group member on the cir-
cumference. A neutral observer draws a directional 
arrow every time a member speaks, indicating if 
it was to the group at large or to an individual 
member(s). The lines drawn can indicate not only 
who did most of the talking but to whom the talk-
ing was directed. The observations are discussed. 

 RESOURCES 
 Donabedian, A. (1988). The quality of care. How can it be as-

sessed?  Journal of the American Medical Association, 260,  
1743–1748. 

 Fisher, R., & Ury, W. (1992).  Getting to yes. Negotiating agreement 
without giving in.  New York: Penguin Books. 

 Mitty, E. (1998).  Handbook for directors of nursing in long-term 
care.  Albany, NY: Delmar. 



 8 
 Staff Development 
and Training 
 Ethel Mitty 

 This chapter discusses key responsibilities of a nurse 
manager/leader in an assisted living community (ALC): 
job descriptions (JDs) and the performance evaluations 
that are based on them, and staff development. Provid-
ing education and the information needed to perform 
well is but a small fraction of staff development. This 
chapter describes many aspects of staff development, 
including concepts of competency, principles of adult 
learning, lesson plans and case-based learning, role 
models and mentors, feedback, and discipline. Sugges-
tions for education in assisted living (AL) nursing prac-
tice are also provided. 

 JOB DESCRIPTIONS 

 Every organization/department must have job descrip-
tions for its staff, including administration/management 
staff. Key components of a JD are: 

 Job title 
 Accountability or reporting relationships (who the 
position reports to and who reports to the position) 
 Position summary (general description of the scope 
of practice of this role) 
 Responsibilities and tasks (an  overall  listing of the daily 
duties but not necessarily including everything; the 
last item should be “All other duties as assigned”) 
 Qualifi cations or requirements (experience, educa-
tion, personal attributes, physical capability) 

 Optional: whether it is a management or supervisory 
position (Note: if the ALC has a collective bargain-
ing unit [CBU], this position might be included or 
exempt) 
 Optional: occupational safety issues and potential 
hazards, including Occupational Safety and Health 
Agency (OSHA) regulations 

 Some JDs are quite explicit with regard to the physi-
cal requirements of the position, as might be expected for 
personal care assistants (PCAs). In some JDs, the lifting 
and physical exertion of the job are described in terms 
of the percent of time the activity (e.g., one-person lift 
assist) is required: rarely (>1%), sometimes, frequently 
(30%–65% of the time), or continuously. Physical ac-
tivity can also be differentiated by percent of time the 
employee would be sitting, standing, walking, pushing 
or pulling, and so forth. 

 The JD should be the basis for evaluation but is 
sometimes fraught with fuzzy wording, for example, 
terms like “attitude,” or “caring.” What do those attri-
butes look like? How do you know that a PCA is car-
ing or attentive or respectful? By what a resident says? 
When a resident says that a PCA is very kind to her, 
and she gives specifi cs, does that mean that the PCA 
is unkind to a different resident who says nothing? 
A JD should contain behavioral terms and activities that 
are observable and, ideally, measurable. It is the basis 
of the performance evaluation. Job descriptions should 
be reviewed annually and/or when there is a change in 
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the organization’s mission, structure, or services. Each 
state’s Nurse Practice Act (NPA) frames the job descrip-
tion of registered nurses (RNs) and licensed practical/
vocational nurses (LPN/LVNs), respectively, with re-
gard to scope of practice. 

  Competency,  in a nursing job description, has two 
meanings: (a) readiness to perform a nursing act and 
(b) quality of the conduct or performance of the act. 
Some nursing services use Benner’s  novice-to-expert  
construct (Benner, 1984) to delineate expected com-
petencies in nursing staff JDs, performance evaluation 
tools, and career ladders. Benner distributes compe-
tencies in seven domains of practice: helping, teach-
ing/coaching, diagnosing and monitoring, managing 
unstable situations, therapeutic interventions, quality, 
and work role. Research evidence for this construct is 
strong; it is a useful model to establish and maintain 
standards of practice. The novice-to-expert continuum 
is as follows: 

  Novice : task performance is rule (i.e., procedure) 
driven because this practitioner has very limited ex-
perience with the work to be done as well as the 
decision-making skills needed to change any aspect 
of the procedure/activity. For example, a new RN or 
LPN, hired shortly after graduation and licensure, 
makes several basic treatment errors or goes off duty 
without turning in assessment data: competency level 
in this case is poor. However, in all fairness, review 
the nurse’s orientation to the ALC, the policies and 
standards of practice, and the monitoring that was 
provided; they may have been inadequate. 
  Advanced beginner  (approximately 9–12 months into 
practice): this practitioner is beginning to understand 
the context of a health care event or situation, recog-
nize the cues, and develop a plan, but he or she still 
needs assistance and guidance to make sense of the 
information/data. 
  Competent : after several years in the same or similar 
position, this practitioner has evident mastery over 
most situations, is an independent decision maker 
who is knowledgeable about goals and how to achieve 
them, and is a full participant at interdisciplinary team 
meetings. 
  Profi cient : this practitioner has the skills to rapidly 
and correctly appreciate a problem from diverse per-
spectives, construct an approach with several options 
and consequences about which all parties (including 
the resident) need to weigh in, and move forward ef-
fectively and effi ciently. 
  Expert : given years of experience with successes (and 
failures), this practitioner is a problem solver with 

the knowledge and skills to both guide as well as 
share and instruct. 

 The task performance of an RN and LPN/LVN might 
look exactly the same, but the difference resides in the 
analysis and approach to problem solving. Informed by 
a more extensive knowledge base, this is what differenti-
ates an RN from an LPN/LVN. The American Association 
of Colleges of Nursing (AACN, 2000) and the John A. 
Hartford Institute for Geriatric Nursing described the core 
competencies, knowledge base, and role requisites of a 
nurse who could (and should) provide quality care to 
older adults. Although based on the expected competen-
cies of a nurse graduating from a baccalaureate program 
(i.e., BSN), it would not be unreasonable to expect the 
competencies in the following list of an AL registered 
nurse—or, in many cases, an experienced LPN/LVN. 
(These competencies relate to the professional nursing 
practice model described in Chapter 6, “Leadership/
Management Style and Assessment.”) 

 Critical thinking with regard to attitudes about aging 
and person-centered care; 
 Communication that recognizes the infl uence of age, 
gender, culture, and cognitive and physical changes 
of aging; 
 Assessment of risk factors using validated tools; 
 Illness and disease management of geriatric syn-
dromes common to older adults and the interaction 
of acute and chronic (i.e., comorbid) conditions as 
well as the altered presentation of illness; 
 Information and technology for monitoring and 
communication; 
 Ethics, particularly with regard to the parameters of 
autonomous decision making; 
 Cultural competence; 
 Health care systems knowledge regarding provider 
systems and reimbursement for care; and 
 Care at the end of life. 

 PERFORMANCE EVALUATION 

 Performance evaluation (PE) is a type of feedback 
based on standards of practice and descriptions of ac-
tivities in the JD. A properly administered PE—it is a 
process as well as a document—is a “go” message that 
can improve the work of satisfactory staff and is a “no” 
message to those who are performing unsatisfactorily. 
There should be no surprises; a performance expecta-
tion that was not described in the JD should not be a PE 
criterion. Domains of PE generally include 
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 Care outcomes with regard to the resident and the 
unit/facility; 
 Evidence of knowledge and skills and their applica-
tion in practice; and 
 Varying with the job level: communication, inter-
personal relations, decision making, and confl ict 
resolution. 

  Rating scales  are somewhat arbitrary and perhaps 
could be left to staff to choose which kind of rating 
scale they prefer and for which aspects of their work. 
Failure to provide performance feedback—N/O (not ob-
served) or N/A (not applicable)—about critical aspects 
of the job is disrespectful to the worker and does not 
build organizational trust or loyalty. Rating scales can 
use Benner’s novice-to-expert construct, but the perfor-
mance or activity has to be specifi cally described. Com-
monly accepted descriptive terms for a performance 
scale are: 

 O = Outstanding: the very best that can be expected; 
a role model. 
 G = Good: performance is above required standard 
of practice. 
 S = Satisfactory: performance meets expected/re-
quired standards of knowledge and skill. 
 U = Unsatisfactory: required standards have not been 
met. A remediation/education plan using principles 
of adult learning must be implemented (including the 
support that will be available and what the worker 
will independently do to improve performance). A 
specifi c date or length of time until performance re-
evaluation should be agreed to and documented. 

 Performance evaluation criteria will differ across job 
classifi cations. For example, the specifi cs of the criteria 
of evaluation will be different for the nurse manager 
than for the PCA—and such criteria should be spelled 
out. 

 The PE tool or measure should be discussed at the 
time of employment. Feedback has no value if it is not 
specifi c to the action(s) that met or failed to meet a 
standard. An employee has the right to refuse to sign 
the PE; this should be noted on the document as well as 
the reason(s) for refusal (by the employee or by the per-
son who administered the evaluation). A  self-evaluation 
tool  can be used for all levels of staff, in all disciplines. 
Easily constructed, it should be based on what the em-
ployee  and  their supervisor/manager think is impor-
tant. In fact, importance could be drawn from the job 
description! A self-assessment tool for ALC nursing staff 
could consist of these items: 

 My outstanding abilities are . . . 
 My performance on the actions listed below is: 
Good, Could be better, or Could use some education 
about . . . 
  Perhaps most importantly:  What the ALC can do to 
help me reach my goals . . . 

 STAFF DEVELOPMENT 

  Orientation  for new staff should include a walkabout 
and introductions, general policies of the ALC (pos-
sibly in an employee handbook) and those specifi c to 
the nursing service. Policies and protocols applicable 
for all employees include the ALC’s mission, values, 
and goals; table of organization; fi re safety and disaster 
preparedness plan; tipping and gifts; smoking; visiting 
hours, including pets; complaint and grievance process 
(for residents, family, staff ); and sick, lateness, and 
vacation accrual guidelines. More specifi c policies and 
protocols for nursing staff only are: 

 The nursing model that guides ALC nursing practice 
 Hazardous substance management (also for house-
keeping/environmental services) 
 Infection control plan (a variation would be appli-
cable for the preceding services as well as dietary 
services) 
 Resident rights (specifi cally confi dentiality, privacy, 
and access to records) 
 Medication management system and the culture of 
safety in the ALC 
 Dress code 
 Abuse, mistreatment, and neglect reporting 
 JD and PE criteria 
 Ombudsman access to resident records 

 The ALC, and hence the nursing service/department, 
is morally obligated to describe and discuss with every 
(new) employee the relationship between the JD, PE, 
and the benefi ts or rewards that can be achieved. It is 
recommended that new staff complete a  skills inven-
tory  relevant to the work they will be expected to do. 
This helps develop the education/training plan that 
will bring the employee up to a level of acceptable 
 practice. 

  In-service education  is the maintenance of existing—
and the introduction of new—knowledge and skills. 
Topics should be relevant to AL nursing practice, not 
just what is hot in the marketplace or a freebee from 
a drug rep.  Principles of adult learning  recognize that 
an adult’s motivation and receptivity to new knowledge 
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is borne of personal history of achievement in some-
thing that mattered, and the person’s needs, values, 
and aspirations. An adult learner is someone who is 
in control of what and when new information will be 
accepted or learned. The notion of a  learning contract  
is built on mutual respect between teacher and learner, 
agreed-upon goals or outcomes by both parties, an hon-
est appraisal of the learner’s strengths and weaknesses, 
and the learner’s felt need to learn. In cases where a 
disciplinary action has been invoked, either by contin-
uous errors in practice or infraction of facility policy 
(e.g., sick calls), the learning contract should have spe-
cifi c measurable outcomes. Any on-site teaching or in-
service referrals should also be documented and include 
a description of the reason for the teaching (e.g., proce-
dural update, safety/medication management, infection 
control, etc.). 

  Lesson plans  are similar to an application for con-
tinuing education units (CEU) or contact hours (CH). 
In general, a lesson plan has a title and states the pur-
pose or goals/objectives of the program in behavioral 
terms, such as, “At the end of this program, the learner 
will be able to . . . describe, discuss, demonstrate . . .” 
Avoid attitude outcomes, as they are notoriously diffi -
cult to measure although seemingly easy to describe. 
Three to four objectives are suffi cient. Each objective 
should have one to three statements describing the rel-
evant content that will be provided. A lesson plan in-
cludes the name and title of the instructor (including 
department), teaching method(s) (e.g., lecture, Q and 
A, pre- and posttest, role play, etc.), required reading or 
viewing (including Web sites), and method and criteria 
of evaluation. 

  Case-based learning , also known as the case study 
method or problem-based learning, is extensively used 
in medical, nursing, and business education. This 
method is an opportunity to explore a complex situation 
from different perspectives and requires critical think-
ing and decision making. The case can contain both the 
problem and the solution(s). The purpose is to teach, 
not to test, like a tutorial. Participants debate the merits 
of each solution, its risks, benefi ts, burdens, and con-
sequences for the person(s) involved. Role playing can 
also be used to add drama as well as ambiguity. 

 Ideally, the case should be only a few paragraphs 
long but should be authentic to the ALC  and  to the role 
and responsibilities of the likely players (e.g., resident, 
family, nursing staff, administrator). In ALCs, what 
situations lend themselves to case-based learning? Ex-
amples: a diabetic resident who fi nds various ways to 
eat cake and candy; a resident who refuses to bathe; 

a family who constantly complains about the services; 
the need to protect the resident with impaired decision 
making from the consequences of poor judgment re-
garding, for example, leaving the ALC unattended; a 
life-long smoker, fully capacitated, forbidden by ALC 
policy to personally keep his or her smoking materials 
and needing permission to go to the smoking area(s). 

 The  SOAP (subjective-observation-assessment-plan) 
format  can also be used to structure the case format. 

 S: What is the issue or problem from the resident’s 
(family) perspective? What values, interests, or prefer-
ences are embedded in the issue? What actions has the 
resident taken, to date, to further his or her interests, 
albeit riskily? 

 O: What is known about the issue? What are the risks 
and dangers: resident/family perception? Staff percep-
tion? What is ALC policy? What information is missing 
from our analysis/discussion of the problem? 

 A: What is (are) the likely outcome(s) if nothing is 
done? If the ALC does XYZ? What are the risks, ben-
efi ts, and burdens for the resident, and the staff, with 
each option? 

 P: What is the rationale/justifi cation for the plan that 
has been agreed to by all parties? If the resident does 
not agree, is it still a viable plan? 

 Role Models, Mentors, and Preceptors 
 A  role model  teaches by example; nothing special is 
demonstrated specifi cally for the new employee; there 
is no show and tell. A  mentor  or  preceptor  (the terms 
are often used synonymously) is more actively engaged: 
guiding, teaching, counseling, coaching, correcting. 
A mentor is recognized for his or her competence, 
knowledge, and human relations and communication 
skills, as well as being a role model. Mentors should 
be volunteers with a passion for teaching who believe 
that, because of their efforts, the likelihood of retaining 
a new employee increases (and the odds of resignation 
or termination decrease). Mentors are not replacements 
for in-service staff, they are adjuncts, and they should 
be on staff for at least 1 year before becoming a men-
tor. It should not be assumed that a mentor knows how 
to teach or to coach; this should be evaluated and dis-
cussed with the prospective mentor. It is important to 
teach the mentor to recognize when their mentee re-
quires more direction and training than they (the men-
tor) can provide. Having a mentor when someone is 
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promoted in-house, for example, from a staff to a nurse 
manager position, can enrich and smooth the transi-
tion. Having an experienced buddy for a new personal 
care staff member is like a combined role model and 
mentor. This has signifi cant benefi ts for new staff who 
are trying to learn the work and the norms (culture) of 
the PCA position at the same time. There are no guide-
lines about specially compensating a mentor, preceptor, 
or buddy. 

 Discipline and Negative Feedback 
 Discipline is a kind of negative feedback, a stop sign 
that is meant to correct behavior or change unsatisfac-
tory performance. For negative feedback and discipline 
to be effective in an organization that respects its staff, 
 progressive discipline  relies on the existence of clear pol-
icies, complete JDs, known standards of performance, 
PE instruments that contain measurable criteria, and a 
learning contract. A referral to in-service education can 
be an appropriate fi rst step prior to initiating a disciplin-
ary action or notice. It can be argued that recourse to 
disciplinary action (up to and including termination) 
is as much a failure of leadership as it is of the worker. 
Employees are entitled to protest or grieve a warning or 
disciplinary action. 

 A written warning, with relevant attachments, gen-
erally consists of: 

 (1)  The policy, procedure or standard that was violated 
(or ignored). 

 (2)  Evidence of the violation (e.g., medication record, 
time card). Avoid hearsay. 

 (3)  The employee’s version of the situation. Note: The 
employee is entitled to have someone with him/
her, either as a witness, for friendly support, for 
union representation, and so forth. 

 (4)  Record of previous situations that are identical or 
closely similar to the current situation (e.g., medi-
cation error, lateness pattern, failure to respond to 
a call bell). 

 (5)  Record of interventions taken to correct the previ-
ous  and  current situation (e.g., in-service referral, 
coaching). 

 (6)  The next step(s) to be taken in the course of modi-
fying/correcting performance. 

 (7)  The next step in progressive discipline should the 
employee be unable to do his or her work satisfac-
torily (and safely). 

 (8)  Name(s) and title(s) of other persons present dur-
ing this discussion. 

 (9)  Employee’s signature that the disciplinary state-
ment has been seen  and  discussed. (As with PE, 
the employee can refuse to sign.) 

 Education for Assisted Living Practice 
 A national survey revealed that most direct care (per-
sonal/assistive) staff have no knowledge about normal 
aging; 80% feel that urinary incontinence and confu-
sion are normal age-related changes. Many staff have 
scant information about antipsychotic medications and 
the manifestations of dementia yet feel that they know 
how to manage such behavior. States vary with regard 
to the required hours of training and content (e.g., age-
related changes, psychosocial needs of the older adult, 
dementia, death and dying). 

 Recommended education for all ALC staff based on 
reports and suggestions from multiple sources, includ-
ing expert clinicians, includes the following: normal ag-
ing and age-related changes, cultural aspects of care, 
person-centered care, communication, depression, pain 
assessment, relationship with families, holistic assess-
ment, manifestation of dementia, models of dementia 
care, and death and dying care. 

 RESOURCES 
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 Staffi ng, Assignments, 
Delegation, and Time 
Management
 Ethel Mitty 

 This chapter provides a brief overview of the recom-
mendations proffered by the Assisted Living Workforce 
(ALW), convened by the U.S. Senate Special Subcom-
mittee on Aging in 2001, regarding assisted living (AL) 
nursing responsibilities. Given that delegation (of nurs-
ing acts) is such an inherent part of AL—and nursing 
responsibilities—the principles and rules of delegation 
are discussed in some detail. Types of time use are de-
scribed, as is a time waste assessment that might be 
helpful in guiding a fl edgling nurse manager toward a 
more mature managerial style. 

 STAFFING, ASSIGNMENTS, 
AND DELEGATION 

 Nursing staff, both licensed and unlicensed, provide  di-
rect care  (e.g., personal hygiene care/assistance, medi-
cation administration, treatments),  indirect care  (i.e., 
things done on behalf of the resident but not at the 
bedside), perform  management activities  (e.g., report 
writing, meetings, scheduling, resolving confl icts), and 
engage in  personal activities  (i.e., meal and break), all 
of which are budgeted. An  assignment  transfers the re-
sponsibility for an activity to another person(s), but it 
is not the same as  delegation,  which is an action that 
 empowers someone to act on another’s behalf.  In both 
cases, however, accountability has to be identifi ed. 

 The ALW, by a two-thirds majority, recommended 
the following: criminal background checks of personal 
care staff, establishment of a federal abuse registry, 
compliance with federal employment statutes, 24-hour 
awake staff, discussion of the job description with a fu-
ture employee, administrator qualifi cations, recruitment 
and retention practices, orientation and performance 
evaluation. A recommendation that an AL community 
(ALC) should ensure the right number of staff 24/7 to 
meet residents’ predictable and unpredictable needs  , 
and fi re safety needs, was not adopted. The ALW mem-
bers disagreed about the staffi ng requirement; many felt 
that staffi ng should be at the discretion of individual 
providers, albeit in keeping with state guidelines. Most 
ALW members agreed, however, that dementia unit 
staffi ng should be at least two staff members per fi ve 
or more residents. 

 The ALW recommendation for a registered nurse 
(RN) presence in the ALC was not adopted even though 
research indicated that residents in an ALC with an RN 
who was involved in care plan development and mon-
itoring were less likely to be transferred to a nursing 
home. Similarly, the ALW did not adopt a recommen-
dation regarding personal care assistant (PCA) training 
performance objectives and workload. Nursing staffi ng 
standards suggested by the Consumer Consortium in 
Assisted Living (CCAL) were based on resident acuity 
and a resident-centered/directed philosophy of care; 
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staffi ng varied by shift and by the number of residents 
with dementia. The CCAL recommendations included 
having a licensed nurse, as well as a direct care super-
visor, on call 24/7. Another staffi ng recommendation 
specifi ed RN staffi ng as  hours per week per number of 
residents  and suggested that on-site nursing managers 
should have some gerontological nursing education. In 
this model, ALCs with 10 or fewer residents would re-
quire an RN only 10 hours per week, whereas ALCs with 
21 to 30 residents would need an RN at least 30 hours 
per week, increasing by 10 hours per week for every 10 
residents greater than 30. This recommendation did not 
pass. Many ALW members felt that each state should 
determine staffi ng needs or adequacy based on an in-
strument that assessed resident needs. 

 Most states’ regulations regarding staffi ng are 
couched in terms such as “suffi cient,” “adequate,” or 
“awake” staff to meet residents scheduled and unsched-
uled needs. Some states specify having suffi cient staff 
in the event of evacuation or having at least one staff 
person who is CPR trained on duty 24/7. There is no 
staffi ng model or ratio of resident acuity-to-staff-needed 
for ALCs such as is used to guide staffi ng classifi cations 
and numbers in skilled nursing homes. Corporations 
that manage and are invested in ALCs (philosophi-
cally and fi nancially) have staffi ng models but have not 
made them available to the public, nor has any data 
been published with regard to outcomes, such as satis-
faction, aging-in-place/nursing home transfer, hospital-
ization, medication error, turnover, and so forth. 

 Delegation 
 Delegation is key to effective human resources man-
agement and service delivery. In a sense, the table of 
organization is an outline of delegation: authority and 
responsibility are hierarchically arrayed from the top 
down. Some Nurse Practice Acts (NPAs) differentiate 
between  assigning  and  delegating . Delegation refers to 
a skilled task/nursing act administered or provided to 
a particular resident by someone other than a licensed 
nurse. The National Council of State Boards of Nurs-
ing (NCSBN, 1997) defi nes it as “the act of transferring 
to a competent individual the authority to perform a 
selected nursing task in a selected situation.” In some 
states, by virtue of the NPA, an RN can delegate to a li-
censed practical nurse/licensed vocational nurse (LPN/
LVN) the authority to delegate a nursing task/activity 
to unlicensed assistive personnel (UAP).  Accountability  
for the outcome of the task (activity) resides with the 
person who delegated it. Most NPAs have guidelines 

for assigning and delegating, including legal restrictions 
on what level of licensed nurse can delegate, what can 
and cannot be delegated—and to whom—but there is 
no uniform NPA that applies in all states. In general, 
 only those health-related activities that do not require 
professional nursing knowledge, skill, or judgment can 
be delegated—and then only by an RN . 

 Nursing assessment cannot be delegated, nor can 
the formulation of nursing diagnoses or care/service 
plan development. However, LPNs/LVNs and PCAs 
can collect data and participate in care/service plan de-
velopment. In those states where UAPs are trained in 
medication administration (a skilled nursing activity), 
and may administer meds (including injectables), this 
is often by authority of the state’s AL regulations rather 
than by the NPA of the state, which might, in fact, not 
permit such delegation! 

 The  Five Rights of Delegation  (NCSBN, 1997) delin-
eate the accountability, critical thinking, communication, 
and decision making associated with safe delegation. 

 (1)   Right task:  A specifi c task is matched with a spe-
cifi c caregiver who is capable of performing the 
activity safely. Tasks appropriate for delegation are 
routine activities, rely on a standard procedure, are 
low risk, have predictable results, and do not re-
quire the caregiver to make a nursing judgment or 
decision. Inasmuch as medical technicians (med 
techs) take vital signs and decide whether or not to 
administer a particular medication based on those 
data, the concept of right task has been consider-
ably broadened for medication management or ad-
ministration by UAPs (who are then known as med 
techs or by similar titles). 

 (2)   Right circumstances:  This refers to the best fi t be-
tween task complexity, the caregiver’s competency, 
and available supervision. With regard to medical 
administration by UAPs, this step implies, at the 
very least, that the resident’s medical status and 
nursing needs have been evaluated. Common situ-
ations in ALCs include the following: lab reports 
with regard to administration of anticoagulant 
therapy, blood glucose measurement, and insulin 
dosage. 

 (3)   Right person:  This refers to assessment of the del-
egatee’s knowledge and skills and the degree of 
monitoring that will be necessary. 

 (4)   Right direction/communication:  Specifi c instruc-
tions or directions (written or verbal) have been 
given, including the expected outcomes of the 
activity. For med techs, communication should 
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include education about the expected/desirable 
 effects of specifi c medications and observation for 
adverse reactions. The ALC should have clearly 
written policies regarding resident refusal of medi-
cation, situations requiring nurse and/or physician 
notifi cation, out of stock medications, borrowing, 
and  pro re nata  (PRN) medications. Some states 
have specifi c rules about PRNs: the resident must 
have the capacity to describe and communicate his 
symptoms or his need for the PRN medication. For 
some medications, such as pain meds, an RN must 
be contacted prior to administration. These policies 
(steps) should be periodically reviewed. 

 (5)   Right supervision/evaluation:  This connects the 
dots by documenting structure, process, and out-
come. Simply put: How is a UAP/med tech judged 
capable to assist with or administer medications? 
Who made this determination? How often is the 
activity monitored? How are gaps in knowledge or 
skill identifi ed and how are they rectifi ed? 

 A  delegation     decision-making grid  can be used in 
conjunction with the  Five Rights of Delegation . It com-
bines assessment of the patient’s stability (and poten-
tial needs), readiness and competence of the UAP to 
perform the delegated act, the number of times the 
UAP has previously performed the act or task, the li-
censed nurse’s competence in delegating a nursing act 
(that includes the nurse’s knowledge base about the 
patient’s condition), the potential for harm associated 
with the nursing act, the patient’s ability for self-care, 
and the level of decision making associated with the 
nursing act. This tool can assist the nurse in determin-
ing whether or not to delegate a specifi c nursing act (or 
task) to a specifi c person (e.g., UAP or other licensed 
nurse). Novice nurses might be unprepared for delega-
tion of some skilled nursing acts that require a certain 
level of knowledge, experience and judgment (the grid 
is available at https://www.ncsbn.org/delegation_grid_
NEW.pdf ). 

 Delegation of medication administration to UAPs 
who are variously trained and supervised is of consider-
able concern, especially in that most boards of nursing 
are not familiar with the context or practice of nursing 
in AL. 

 TIME MANAGEMENT 

 Time is an expensive resource that can and should be 
(re)allocated, as other resources are, depending on the 

situation. An AL nurse manager needs to be aware of 
how time is (mis)spent by self and staff; this has impor-
tant budget considerations. The three  sources of time 
use  are: boss-imposed (e.g., meetings, special events, 
data collection); system-imposed (goes with the job 
title/responsibilities of, for example, nurse manager, 
and includes managing, monitoring, and communicat-
ing); and self-imposed (or discretionary). Some boss-
imposed tasks can be delegated. Differentiating how 
time is spent on various tasks uses the notions of  ur-
gency  and  importance : 

 Type A tasks are important, urgent, and cannot be 
delayed. 
 Type B tasks are important but not urgent. These 
tasks need to be done and are worth the effort. 
 Type C tasks are urgent but not important and tend to 
be a result of a hasty decision, like agreeing to chair 
a meeting that is of no value to nursing. Learn how 
to say “no.” 
 Type D is busy work and is neither urgent nor im-
portant. Such forms of work are diversions and share 
characteristics of procrastination, the art of putting 
things off. 

  Prioritizing  means deciding if a task or activity will 
lead to goal achievement. Priorities can be set accord-
ing to urgency and importance. Slice a task into smaller, 
manageable segments; do nothing else until one seg-
ment has been completed. Table 9.1 is a personal as-
sessment of one’s attitude and actions in managing 
time.   

 The Pareto principle or the 80/20 rule of the vi-
tal few and the trivial many holds that very few of all 
the items on a to-do list are really important. If the im-
portant things were attended to, then prioritizing was 
done well. Check your daily calendar of things to do in 
terms of their urgency and importance. Work smarter, 
not harder; develop habits of self-preservation  and  ef-
fective managing. 

 Information processing includes sorting written ma-
terial (e.g., reports, memos) into those needing a call-
back, immediate action, fi ling, or reading and those 
that are low-priority. Use the vertical fi le (i.e., trash 
basket); do not save or fi le what can easily be retrieved 
if needed or is simply not necessary to retain. 
 File or save a meeting announcement only if it has 
the agenda on it. 
 Create a stamp for incoming mail or documents that 
need to be routed to others. 

https://www.ncsbn.org/delegation_grid_NEW.pdf
https://www.ncsbn.org/delegation_grid_NEW.pdf
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9.1  Time Waste Assessment: A Personal 
Inventory

 1.  I generally do not have a plan in writing when 
initiating a change.

 2.  It is diffi cult for me to say “no” when someone 
asks me a favor.

 3.  I can get hung up on details; I need all the facts 
when I have to make a decision.

 4.  It is diffi cult for me to prioritize what I have to do.

 5.  I am frequently asked to put out the fi re.

 6.  I prefer to communicate by phone rather than 
by memo.

 7.  My desk (briefcase) is not large enough to hold all 
the things I need to be monitoring or doing.

 8.  I wait for latecomers rather than start a meeting 
on time.

 9.  I am not that good at differentiating between what 
is urgent and what is not urgent.

10.  I tend to make too many commitments, such as 
giving a talk or holding a meeting.

11.  I don’t think it is a good idea to delegate data 
collection to someone else.

12.  I am not a procrastinator, but I tend to put off 
things that I am uncomfortable with.

13.  I am unable to describe what I want from a data 
set or report, so I get reams of paper instead of a 
summary. 

Note: Scoring: If 10 or more items were answered “yes,” then you have 
a time management problem.
From Handbook for Directors of Nursing in Long-Term Care (p. 79), 
by E. L. Mitty, 1998, Belmont, CA: Delmar Learning. Adapted with 
 permission.

 Using a personal, desk, or electronic calendar, note 
due dates of reports and so forth. Remind staff about 
reports due (e.g., evaluations) until such time as they 
submit them on time. 
 Ask for an executive summary if scrupulous reading 
of a report is not necessary. 
 Your open-door policy that closes the door on occasion 
is a sign of time management and prioritization. 
 Say “no” and control interruptions. Teach telephone 
manners by asking “Is this a good time to talk?” so 
that you can one day be on the receiving end of such 
a courtesy. Saying “no” is not indicative of avoidance 
of responsibilities—it is essential time management. 
 Learn about nursing informatics and information 
technology (IT): what is out there and suitable for 
your size ALC, staff, and residents? 
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Medication
Management
Ethel Mitty and Sandi Flores

An assisted living community’s (ALC’s) medication 
management system consists of policies and procedures 
for ordering (and delivering), administering, docu-
menting, storing, and disposing of prescription, over-
the-counter (OTC), and herbal or alternative remedies. 
These directives should be reviewed at least annually 
and whenever the ALC changes its mission, the popula-
tion it wishes to serve (e.g., those with dementia, hos-
pice, short-term rehabilitation, etc.), its drug provider, 
or those authorized by law to administer medications. It 
is estimated that 50%–75% of assisted living (AL) resi-
dents need assistance with medication management.

This chapter describes several approaches for as-
sessment of a resident’s ability to self-administer medi-
cations, addresses unlicensed personnel administration 
of (or assistance with) medication and their perfor-
mance evaluation, states the six standards of medica-
tion administration, and discusses management of a 
medication/treatment error and the ALC’s culture of 
safety.

Options with regard to stabilizing, normalizing, and 
creating a medication management system that is sensi-
tive to resident wishes, staff workload, and safety con-
cerns can emerge from discussion with the resident’s 
primary health care provider, ALC nurse, and the con-
sultant pharmacist. These might include:

 Can a three-times-a-day med be given twice a day?
 Can a long-acting medication replace a shorter-acting 
medication and thus be given once a day?

 What medication(s) are really no longer indicated?
 What other time(s) of day can a med be given? For 
example, if not at mealtime, can the med be given at 
night?
 In keeping with resident-directed care, are the meds 
being given when residents prefer?

RESIDENT SELF-ADMINISTRATION 
OF MEDICATION

Some states require assessment and documentation of 
a resident’s ability to self-administer medications by 
a licensed health professional (i.e., physician, nurse 
practitioner [NP], registered nurse [RN], pharmacist). 
Even though it is documented that the resident is able 
to self-administer medications, this does not preclude 
staff from assisting the resident with her or his medi-
cations. There are at least 17 different regulatory defi -
nitions of assistance, ranging from retrieving the drug, 
opening the container, verifying that the correct pill is 
being taken, to placing the medication in the resident’s 
mouth. In terms of safe practice within the limits of the 
state law and delegation of nursing acts, it is critically 
important to know your state’s defi nition of assistance 
with meds.

In some states, self-medication ability is not an is-
sue of functional ability but, rather, of awareness: the 
resident has to be able to direct the person (e.g., the per-
sonal care assistant [PCA]) assisting them,  understand 
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the drug instructions (including the unit-dose packag-
ing), and store their medications safely. State-specifi c 
defi nitions can make the difference in whether or not 
a resident will be permitted to self-administer and 
 addresses the need to have an assessment tool that 
refl ects local conditions. It is pointless to assess self-
 administration ability if it is not permitted by regulation. 
If awareness is a key criterion of self-medication ability, 
then behavioral descriptors and measures of awareness 
must be part of the assessment tool. A score below 23 
on the Mini-Mental Status Examination (MMSE) can be 
used to exclude residents from self-administration of 
medications (see the section “Assessment Tools for Self-
Administration” later in this chapter).

The following are factors that vary across states and 
are addressed in some states’ AL regulations:

 Risk is defi ned as an insecure location, in which ac-
cess to medications by a cognitively impaired resi-
dent is possible. Failure to identify a resident at risk 
of harm from an unsecured drug location can incur a 
defi ciency citation.
 The ALC must document whether the resident or the 
ALC will be responsible for drug storage.
 Some states require evaluation of a resident’s ability 
to recognize the drug label and accurately remove the 
medication from a pre-fi lled medication box.
 Reminding can include handing the appropriate pre-
fi lled medication reminder box to the resident and 
opening the box if the resident is unable to do so. 
Some states prohibit staff from taking the medica-
tion itself out of the box; other states permit this if 
the resident is aware of the reason for the particular 
medication.
 Having the cognitive capacity to decide whether or 
not to take a medication, and the ability to recog-
nize and take appropriate action regarding side ef-
fects, can be built into a self-medication assessment 
instrument that contains generic questions about the 
specifi c medication(s) for the specifi c resident.
 In some states, a resident assessed as unable to self-
administer medications is at risk for discharge or for 
added personal costs to pay for staff assistance with 
medication.
 ALCs in some states must advise the resident and/or 
responsible party that the ALC is not required to have 
a licensed nurse on staff and that the resident may be 
receiving assistance with his/her self-administration 
from unlicensed assistive staff (who may or not be a 
medical technician).
 Self-administration of pro re nata (PRN) medications 
might require a written statement by a physician (MD) 

or NP that the resident is able to determine and com-
municate need for a prescription or non-prescription 
PRN medication. In some states, assistance with self-
administration of a PRN medication can be given to 
a resident who can communicate his/her symptoms 
but is unable to decide the need for a PRN medication 
(e.g., a resident with a diagnosis of osteoarthritis who 
complains of pain). In some states, if the resident is 
unable to determine or communicate need for a PRN 
medication—but the need exists in staff judgment (e.g., 
body language indicates that resident is in pain)—the 
MD or NP must be contacted before the PRN drug can 
be administered. Assessment of a resident’s ability to 
describe his or her need for a PRN medication—and 
know what and how much to take—should be part of 
a self-administration assessment tool.

A resident might be unaware that he or she lacks 
the cognitive and/or functional abilities related to tim-
ing, retrieving, pouring, and self-administering medica-
tions. Family members might discourage the ALC from 
medication assistance or administration because they 
do not want to incur the (likely) additional cost and 
because they are unaware of the risks associated with 
unsafe medication self-administration. A formal assess-
ment using a standardized instrument makes the de-
termination of the need for medication assistance less 
haphazard, more reality-based, and less likely to be a 
source of contention between the ALC and the family.

ASSESSMENT TOOLS FOR 
SELF-ADMINISTRATION

Self-medication assessment tools usually ask the resi-
dent about each drug that she or he is taking. The resi-
dent must identify the prescribed medication, state the 
dosage and when the medication is taken, the reason for 
the medication, and how it is stored. Additional probes 
might ask the resident about drug-specifi c adverse re-
actions (e.g., sleep disturbances, vision changes, al-
terations in mobility, dizziness) to assess the resident’s 
ability to detect and report changes possibly associated 
with the medications. If staff are noticing changes that 
the resident is not noticing or reporting, this might be 
an indicator that the resident is no longer able to safely 
self-administer his or her medications. Described in the 
following list are two assessment instruments, either of 
which can be useful in assessing a resident’s ability to 
self-administer medications. Select the instrument that 
contains the criteria of interest—and safety—for the 
resident and the ALC.
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(1)  The Medication Self-Administration Assessment 
Form (from the American Society of Consultant 
Pharmacists [ASCP]) assesses a resident’s ability to 
read the instructions on the medication container 
(i.e., literacy); to state what each drug is for, its 
common side effects, correct time, and dose (i.e., 
number of tablets); to open and remove the correct 
amount of medication from the container; to place 
the container in a secure place; and to document 
self-administration. This instrument also assesses 
the resident’s awareness of indications or need for a 
PRN med and documentation of self-administration. 
An observation component assesses self-adminis-
tration of drops, patches, inhalants, suppositories, 
inhalants, and subcutaneous (sub-q) injected medi-
cations. Additional items may be needed with re-
gard to the resident’s ability to negotiate Medicare 
Plan D options, particularly after hospitalization, 
when a resident’s medications might have been 
changed or dosages adjusted. (See Chapter 1, “The 
Assisted Living Setting of Nursing Practice,” regard-
ing health literacy, and Chapter 17, “The Contin-
uum of Care,” regarding medication reconciliation 
between care settings.)

(2)  The Medication Management Instrument for De-
fi ciencies in the Elderly (MedMaIDE) tool assesses 
(a) knowledge (about the medication being taken), 
(b) administration (how to take the drug), and (c) pro-
curement (how to reorder the drug and/or get it from 
a pharmacy and check that the correct medication 
was refi lled). Among the eight knowledge ques-
tions are reason for the drug, dosage, time of day 
instructions, and side effects. The resident’s func-
tional ability to manipulate the container and ingest 
the medication is observed. This assessment can be 
completed in 30 minutes (Brandt, et al., 2006).

UNLICENSED ASSISTIVE PERSONNEL 
ADMINISTRATION OF MEDICATION

Accountability for medication management resides 
with a licensed nurse (RN or licensed practical nurse/
licensed vocational nurse [LPN/LVN]) even if delegated 
to unlicensed assistive personnel (UAP) who are trained 
and monitored in a variety of ways. Tasks and respon-
sibilities for medication assistance and administration 
should be part of the job description of staff providing 
this service. The ALC’s policy should address continu-
ing education, monitoring and performance evaluation 
of these staff, and the medication error reporting sys-

tem. An AL nurse is at some degree of risk with re-
gard to a state’s requirement of nursing supervision and 
monitoring of UAP/med tech activities, but there is little 
case law that addresses this. A UAP/med tech who is 
making repeated errors, even after retraining, should be 
removed from medication assistance/administration. 
Justifi cation for this prudent action is a valid and reli-
able performance evaluation tool.

Performance evaluation of medication assistance/
administration competency can be constructed around 
the six rights of medication administration. These are 
generic standards of practice that apply across settings. 
Observable and measurable competencies for each 
practice standard are as follows:

(1)  Right medication: multiple medications for the 
same resident are crushed in separate medication 
cups (particularly important for vital-sign depen-
dent drugs or anticoagulants); med container labels 
are read and compared to the order or medication 
administration record (MAR), three times. The med 
tech/aide can also be asked to explain the hold pol-
icy or order.

(2)  Right dose: order is rechecked if more or less than 
one tablet is required; medication cup (not a spoon) 
is used to measure liquid medication; wait 3–5 min-
utes between administration of different eye meds 
to the same eye (e.g., glaucoma meds).

(3)  Right time: administered in the correct window of 
time, that is, 1 hour before or 1 hour after the stated 
time.

(4)  Right route: checked placement of gastrostomy tube 
before administering medications via tube; site ro-
tation (e.g., Fentanyl patch, insulin injection); in-
structed resident where to look while administering 
eye drops.

(5)  Right resident: carried out ALC policy regarding 
resident identifi cation.

(6)  Right documentation: site of application/adminis-
tration; relevant vital signs (e.g., blood pressure) 
or lab data (e.g., international normalized level or 
prothrombin time); annotation of refusal of medi-
cation and a written note; medication that is out 
of stock (OOS) and action(s) taken; medication 
missed and given at a later time.

MEDICATION/TREATMENT ERRORS

Several studies report that most medication errors in 
ALCs are related to the 1-hour time window and had 
no statistically signifi cant relationship to whether the 
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medications were administered by a licensed nurse or a 
UAP/med tech. Other errors, ranging from 1%–13% of 
all errors, were wrong dose, omitted dose, extra dose, 
unauthorized medication, and incorrect medication 
(least frequent). Few medication errors are clinically 
signifi cant, with the exception of insulin, furosemide, 
and warfarin sodium. However, this does not excuse or 
rationalize the med errors.

A culture of safety in health care organizations is 
slowly changing how a medication (or treatment) er-
ror is handled. Organizations are moving away from 
name and blame approaches toward a systems-oriented 
cognitive science approach that seeks to understand 
why an error occurred. An organization interested in 
safety has as much interest in actual errors as in po-
tential errors—the near misses. Respect for persons, a 
fundamental ethical principle, requires that the resident 
and/or signifi cant other be told that an error has oc-
curred. This has not engendered more lawsuits, as was 
originally feared among providers. In addition to being 
told that a medication error has occurred, residents are 
also told what to expect as a result of the wrong med 
(or dose, or treatment), what will be given to them to 
mitigate the effect of the error, how they will be moni-
tored for any adverse effect, and the likelihood of cer-
tain outcomes. Genuine apology for an error maintains 
the resident’s sense of self-esteem. It is important that 
the individual(s) most associated with the error speak 
to the resident; this is not the time for a messenger. 
Some apologies include what was learned from the er-
ror and what the organization (i.e., ALC) will be doing 
to prevent such an error from happening again.

All staff involved in the medication management 
system should participate in developing a (medication) 
error reporting system. Basic elements of an error report 
include the type of error, related facts associated with 
the error, notifi cation, actions taken, and relevant at-
tachments (e.g., the medication order, MAR, relevant 
nurses and/or physician notes). Types of errors include 
the following:

 Wrong resident, wrong dose, wrong route or site
 Wrong day, wrong time, wrong med
 Med given despite vital sign or lab result hold order
 Expired order, med not ordered, order not transcribed 
correctly
 Med not charted, vital signs or lab data not charted
 Med given yet resident has known allergy to that 
med

 Failure to document refusal, omission, held med, 
OOS med
 Med given beyond auto stop date
 Ordered but not given
 Given but not ordered
 Related facts: order not written clearly, order written 
incorrectly

If not on the error report itself, the continuing care/
progress notes should describe the effect of the error 
on the resident, how the resident was advised of the 
error and by whom, what the resident was told, and 
follow-up. An ALC’s culture of safety should include 
systematic or root cause analysis of the error, an educa-
tional approach to preventing future errors rather than 
the traditional name and blame method, and an attitude 
about safety that incorporates recognition and reporting 
of the near miss error.
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 Finance and Budget 
 Ethel Mitty 

 This chapter describes the processes that pertain to 
fi nancial management including budget preparation, 
a description of a patient classifi cation system (PCS), 
master staffi ng formulae, computing full time equiva-
lence (FTE), and materials management. 

 A  budget plan  draws on forecasts about the services 
that the assisted living (AL) residents (i.e., population 
mix) will seek or require, the projected costs and the AL 
community’s (ALC’s) likely reimbursement. The notion 
of  opportunity costs  speaks to the tradeoff between the 
costs (and anticipated revenue) of one service (e.g., re-
hab) compared to another (e.g., dementia care). Health 
care institutions’ fi nancial planning draws on PCSs that 
use acuity measures and severity of illness indices of 
one kind or another, such as diagnostic related groups 
(DRGs), time spent per DRG or relative intensity mea-
sures (RIM), or resource utilization groups (RUGs) that 
cost out the care required by different classifi cations of 
residents. 

 The Balanced Budget Act (1997) changed skilled 
nursing home reimbursement from a cost-based ret-
rospective payment system to a prospective payment 
system (PPS) (i.e., predetermined fi xed payment for an 
episode of care for a specifi c group or set of resident 
characteristics/needs). The nursing home RUGs sys-
tem is a PPS consisting of seven categories of charac-
teristics: special rehabilitation, extensive care, special 
care, clinically complex, cognitively impaired, behav-
ior problems, and reduced physical functions—all of 
which produce 44 different resident classifi cations (or 
RUG groups). Nursing homes must use a standardized 
assessment tool called the Minimum Data Set (MDS), 

which contains clinical and functional items and mea-
sures, to place each resident in one (and one only) of 
the 44 RUG groups—each of which has a specifi c pay-
ment rate. To date, there are no staffi ng recommenda-
tions based on RUG levels or the aggregated  case mix 
index  (CMI). There has been some discussion and test-
ing of a RUGs-like tool for AL. 

 PCSs use terms such as  work analysis, direct and 
indirect care , and  workload index.  Although PCSs for 
reimbursement purposes to ALCs do not exist, some 
states (and some ALCs) use PCSs to address regulatory 
requirements for types and numbers of staff. Relevant 
terms for PCSs are: 

  Work analysis:  the time taken to provide a specifi c 
kind of care, or administer a treatment/procedure, or 
the nursing care hours (NCH) needed by the average 
resident. 
  Direct care:  usually means hands-on care.  Indirect 
care  includes unit management activities, such as 
staff meetings. Some nurse managers feel that writ-
ing a service plan is indirect care, whereas others feel 
that it is direct care. Both are measured in units of 
time. 
  Workload index:  a simple mathematical calculation: 
divide the NCH required by the NCH provided. 

 The PCS selected should refl ect the realities of the 
ALC’s resident population and nursing practice. Time 
norms of another ALC should not be used unless there 
is comparability with regard to type of residents, support 
services (including information technology), and care 
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equipment (e.g., mechanical lifters). Nurse (or nursing-
staff led) small group sessions (e.g., memory training) 
should be included. Items that do not represent actual 
nursing practice at the ALC, such as catheterization or 
sterile dressing change, should not be used; otherwise, 
the real work of nursing will not be captured. 

 When acuity appears to be rising, it is prudent to 
check if documentation of resident characteristics and 
service needs is also rising to meet the needs of the 
resident assessment or PCS system. Known as “acu-
ity creep,” such increases have been used to demand 
higher reimbursement or even resident relocation. Ris-
ing acuity data is highly suspect unless there is a de-
monstrable change in the resident population as would 
happen, for example, with admission of persons with 
moderate to severe dementia or retention of residents 
with (temporary) need for skilled nursing. 

 A  cost center  is a resident community/neighbor-
hood/unit. Cost center reports can include supplies as 
well as staff overtime data. Supplies costs, however, can 
be distributed among all units or based on unit bed size 
or on some kind of resident descriptor (e.g., inconti-
nence). Overtime (OT) costs generated by staff call-ins 
need to be differentiated from OT costs associated with 
time-and-one-half compensation for work on a legal 
holiday and so forth. A nurse manager should be aware 
if responsibility for cost-containment or fi scal account-
ability is part of the job description and performance 
evaluation. 

 BUDGET PROCESSES 

 The most commonly used budget processes are: 

  Historical or line-item budgeting : based on assump-
tions that resident characteristics and needs, pro-
grams and services, and staff and equipment costs 
will remain essentially unchanged in the coming 
year. Relatively easy to prepare. Salary increases 
and anticipated infl ation are factored in, as are the 
likely costs of a new program or service. Monthly 
expenditure reports are a way to track glitches in the 
budget. 
  Appropriations or fi xed budget : line-by-line fi xed 
spending that cannot be exceeded without adminis-
trative approval. 
  Zero-based budget : used at times of signifi cant infl a-
tion and/or cost-containment or cost-reduction de-
mands. All budget requests and expenses have to be 
justifi ed; data with regard to program effectiveness or 
effi ciency must be presented. Very time-consuming to 

prepare, this sort of budget is essentially a prediction 
about resident acuity and needs, and nursing activi-
ties and programs, for the coming year. 
  Planned program budget : a specifi c program alloca-
tion; outcome measures are required. A program that 
fails to deliver on the promised (clinical) outcomes or 
a program that is costing more than projected (even 
with acceptable outcomes) could be eliminated in 
resource-strained times. 

 CAPITAL AND OPERATING BUDGET 

 Every organization, including a free-standing or corpo-
rate ALC, will have a capital, operating (revenue and 
expenses), and cash budget. The  balance sheet  identi-
fi es the organization’s assets (e.g., land and buildings 
owned, investments, etc.) and liabilities (e.g., mortgage, 
debt). The  cash budget  identifi es money received and 
distributed over a specifi c time period. A nurse manager 
can be required to prepare the nursing-related sections 
of the capital budget and the operating budget. 

 A  capital budget  is a written plan and projection 
for additional or replacement equipment over the next 
5 (or 10) years. Each organization sets its own criteria 
for what constitutes a capital item; this usually includes 
equipment that cost $100 (or more) and that must en-
dure at least 5 years. The preparation and approval 
process can take several months because several layers 
of management and ownership (or the board) have to 
weigh in on the allocation of resources. Vendors can be 
asked to prepare a proposal in which there is interest. 
All requested items need to be justifi ed (with data) and 
accompanied by a method to evaluate outcome(s). 

 Is the item needed to replace outdated or worn equip-
ment? (e.g., attach repair record or staff injury data 
associated with equipment) 
 Is the item needed to provide a service that is not cur-
rently provided by nursing? (e.g., aroma therapy) 
 In what way will the item improve existing nursing 
service? (e.g., clinical outcomes, satisfaction data) 
 Is the item needed to improve safety? To decrease the 
number of complaints? 
 What are the installment costs? The staff education 
costs? 

 The  operating budget  consists of a salary budget 
and other than personnel salary (OTPS) budget. 

  Salaries  are a fi xed cost. Staff receive the same pay 
regardless of occupancy or resident acuity. The com-



Chapter 11 Finance and Budget     57

putation of cost-per-unit-of-activity changes, for ex-
ample, with the number of residents for whom a 
personal care assistant (PCA) is responsible. The 
more residents assigned, the lower the fi xed cost: a 
PCA assigned 10 residents and who earns $80 per day 
generates a cost per resident day of $8. With only 6 
residents, the cost per resident day is approximately 
$13.30. 
 �  Salary increases based on some kind of merit-

based or performance evaluation system are very 
diffi cult to carry out—and defend. 

 �  Organizations vary as to how salary increases will 
be distributed, by percent of the total salary bud-
get or by a specifi c dollar amount. 

 �  In-service education can be its own cost center, 
or these staff can be included in nursing’s salary 
budget, as can their teaching supplies. 

 The OTPS or nonsalary budget includes minor non-
medical and medical equipment (e.g., glucometer) 
that are not part of the capital budget, professional 
organization dues, conference costs, stationery and 
offi ce supplies, and recruitment costs. It can include 
service contract and repair costs. 
 �  Laundry, housekeeping, and utilities costs can be 

allocated to individual departments, such as nurs-
ing, or covered by the organization’s total budget. 

 �  If residents bring their own furniture and other be-
longings (e.g., rug, TV), the ALC should have a 
policy with regard to upkeep and repair of these 
items. 

  Budget preparation  of the salary and nonsalary 
(OTPS) budgets commonly occurs in October and 
generally includes an  infl ation factor  used for the 
OTPS budget. Each organization has its own budget 
presentation format that might require, also, com-
parison between current and projected expenses (or 
costs). The budget can be a combination of narrative 
and fl ow sheets (e.g., Excel document) with regard to 
PCS data and the relationship to staff needed; recruit-
ment and orientation costs (including overlap salary 
cost for incoming and departing employees); various 
insurance costs (e.g., malpractice, unemployment, 
and disability); a cost-benefi t or cost-effective analy-
sis (CBA/CEA) about a new program; summer relief 
staff needed; and overtime and tuition reimbursement 
projection. 

 Any  monthly expenditure report  issued after June is 
used to prepare the OTPS budget. This report generally 
shows—for each item purchased and provided by the 
ALC (that is, not by the resident or family), such as food 
supplements (liquid or pudding)—the following: 

 Budgeted amount for the year (i.e., the annual 
budget) 
 Year-to-date (YTD) budgeted amount for the item 
(i.e., amount budgeted or allocated for the particular 
item since the start of the year up to and including 
the current month) 
 Budgeted amount for the current month 
 Total expenses YTD and for the current month (com-
pare to second and third bullets) 
 Also shown, per item, are dollars spent above the 
budgeted amount (in parentheses) or below it for 
the month and the YTD. This report can also indi-
cate the percent of variance above (in parentheses) 
or below the budget allocated for the item. 

 An item can be above budget allowance in one 
month and below it in another month. This might be at-
tributed to a temporary change in resident acuity (e.g., 
an infectious outbreak that generated supplies costs). As 
per ALC fi nancial policy, a greater than $1,500 variance 
above or below budget might have to be explained. 

 MASTER STAFFING 

 There is no prescribed formula for master staffi ng, by 
type/classifi cation or number, 24/7, in long-term nurs-
ing home care, or in ALCs (except as developed by in-
dividual ALCs). States determine staffi ng numbers and 
classifi cations in myriad ways: by facility bed capac-
ity, by whether or not there is a dementia care unit, by 
fi re evacuation procedures, by level of care, licensure, 
or certifi cation, or not at all. A typical master staffi ng 
model is described below. 

 4-2-1 PCS: 
 �  4 = 4 hours of care needed (i.e., totally dependent, 

nonmobile, incontinent); 2 = 2 hours (i.e., signifi -
cant assistance needed; self-feeding but needing 
tray prep; might be incontinent); 1 = 1 hour (i.e., 
independent; needs some cueing; requires medica-
tion administration). 

 �  Every resident is assessed as being at level 4 or 2 
or 1. 

 �  Establish the nursing care hours per resident day 
(NCHPRD) needed: multiply the number of resi-
dents at each level by the hours of care needed 
(i.e., 4-2-1). 

 �  Add all levels together to reach the  total NCHPRD . 
 �  Divide this fi gure by the number of total residents 

to arrive at the NCHPRD needed per resident, on 
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average. This is a very basic schema, but it gets at 
resident acuity and service needs. 

 Staffi ng needed—by number, not by type or classifi -
cation: divide the total NCHPRD needed by the hours 
worked by a single staff person in one day (i.e., shift). 
The resulting fi gure represents total staffi ng needed 
for 24/7 coverage. 

 To compute NCH provided: 

( 1)  Multiply the number of staff on duty per shift by 
the number of hours of the shift (e.g., 7.5) to obtain 
the NCH provided on a particular shift. 

 (2)  Total the three shifts to obtain the NCH provided 
over 24 hours. 

 (3)  Divide that sum by the number of residents (cen-
sus) to arrive at the average NCHPRD provided per 
resident in 24 hours. 

 Each type or classifi cation of staff should be han-
dled separately. Consistent over- or understaffi ng must 
be justifi ed. Some ALCs require a monthly report show-
ing budgeted NCHPRD compared to NCHPRD provided 
daily. 

 Full-Time Equivalence (FTE) 
 The FTE is computed to determine how many of each 
job type/classifi cation are needed to meet the master 
staffi ng plan 24/7. It includes productive and non-
productive time. Steps in computing the FTE are as 
follows: 

 (1)  Assume that 2.2 NCHPRD are needed for a 30-
resident ALC. Calculate the projected annual units 
(PAU) of service: 
( a)  Multiply the ALC’s bed capacity by its percent-

age average occupancy (e.g., 100%) to ascer-
tain the average daily census (ADC). 

 (b)  Multiply this fi gure by 365 to derive the PAU: 30 
× 100% = 30 ADC × 365 = 10,950 PAU. (If 
the community has a lower census, use the per-
cent fi gure that best represents actual census.) 

 (2)  Multiply the PAU by the needed NCHPRD: 10,950 
× 2.2 = 24,090. 

 (3)  Using a staffi ng model wherein every staff person 
works 5 days or shifts per week: each employee 
works 231 days × 7.5 hours, which equals 1,732.5 

hours worked per year per employee. Explanation: 
if every employee has two days off per week, 52 
weeks per year equals 104 days not on duty. On 
average, every employee has 2 weeks vacation 
per year, which equals an additional 10 days not 
on duty. On average, every employee has 10 paid 
holidays and is entitled to 10 sick days per year, 
an additional 20 days the employee will not be on 
duty. Added together, this makes 134 nonproduc-
tive days. With 134 nonproductive days a year, that 
means there are 231 productive days per year. (For 
staff with longer vacation benefi ts, the FTE overall 
will be larger.) 

 (4)  Divide the annual NCHPRD needed by the hours 
worked annually per employee: 24,090/1,732.5 = 
13.9 employees needed per 24 hours (i.e., almost 14 
full-time shifts need to be worked). 

 (5)  Determine the nonproductive shifts per employee 
per week: multiply the number of employees needed 
per day by an industry average of 15% of nonpro-
ductive time: 13.9 × 0.15 = 2.08 nonproductive 
shifts per employee per week. 

 (6)  Total FTE for the 30-resident ALC: add the produc-
tive and nonproductive factors: 13.9 employees 
needed per 24 hours + 2.08 nonproductive time 
= 15.98 full-time  budgeted  positions are needed 
to staff the ALC/unit/community 24/7 needing 2.2 
NCHPRD. (Practice doing these computations; it 
gets easier each time.) 

 MATERIAL MANAGEMENT 

 Material management is a feedback system that includes 
contracts, vendor screening, and visits, and various pur-
chasing approaches. Many product representatives offer 
in-service education about their line of products that 
could be useful for residents as well as ALC nursing. 
Material management includes  inventory control:  every 
item has a reorder point (ROP) and a reorder quantity 
(ROQ) based on ease of getting the item, past usage, 
and budget.  Par levels  are the minimum and maximum 
levels that an item should be available in the ALC. 

 RESOURCE 
 Balanced Budget Act of 1997, 105th U.S. Congress (1997). 
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 Law, Legal Issues, 
and Labor Relations 
 Ethel Mitty 

 Moving from description of a typical Nurse Practice Act 
(NPA), this chapter discusses negligence, professional 
misconduct, and malpractice insurance. The remainder 
of the chapter addresses workforce issues, such as the 
rights and protections provided all employees by the 
National Labor Relations Act, grievance management 
and work stoppages, Title VII (The Civil Rights Act), 
employee disability and workman’s compensation, and 
employee satisfaction measures. 

 LAW AND LEGAL ISSUES IN 
NURSING PRACTICE 

 Every state has an NPA for registered nurses (RNs) and 
licensed practical nurse (LPN). The NPA is based on a 
deeply embedded societal principle: a social contract 
exists when society recognizes a specifi c occupational 
group. By granting a specifi c domain and privileges to 
the group, society has a right to expect that, in return, the 
group’s members will have a special education, special 
entry (e.g., a test), competency testing of its members, a 
body of knowledge that is evidence- or research-based, 
and will hold its members accountable. Many occupa-
tional and professional groups have  acta  that address this 
relationship and rules of practice. The NPA is a law (or 
statute) that defi nes what nursing practice  is , describes 
licensure requirements and the grounds for license revo-
cation (e.g., professional misconduct), and authorizes a 
special body—the  state board —to monitor and process 

these responsibilities. Board actions can include rep-
rimand, limiting the license to practice, and sanctions 
against a nurse who has violated state or federal drug 
laws. The National Council of State Boards of Nursing 
(NCSBN) provides information and educational work-
shops and conducts research with regard to regulations 
that affect practice. The NCSBN also has a directory 
of nurse assistant registries that are useful in intake/ 
screening potential new assistant staff (now required by 
several states). 

  Negligence  is a general term meaning deviation from 
a standard of care. Nursing  malpractice  is a specifi c kind 
of negligence: deviation from a  professional standard  of 
care. A nurse can be held as having been negligent when 
a person to whom a nursing act was assigned or del-
egated by the nurse caused harm to another.  Standards  
speak to the necessity of having basic knowledge of the 
phenomenon or act for which one is responsible. Writ-
ten in measurable terms, standards refl ect the beliefs and 
values of professional nursing and provide direction for 
actual practice—and its evaluation. Assisted living (AL) 
nursing standards are based on gerontological nursing 
standards and were discussed in Chapter 1 section “The 
Context of Assisted Living Nursing Practice.” The certi-
fi cation exam for AL RNs and LPNs/licensed vocational 
nurses (LVNs) is based on these standards, as well. 

  Professional misconduct  includes patient abuse, 
mistreatment or neglect, about which each state has 
its own regulations and statutes. Most lawsuits against 
nurses involve medication errors, failure to observe, 
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document, or report changes in resident status, and 
falls. The notion of  liability  suggests that an undesir-
able outcome was the result of an incorrect action—or 
failure to act appropriately. 

 Four criteria must be met to prove negligence or 
malpractice: 

( 1)  Duty: that a particular relationship between the 
resident and the nurse existed; 

 (2)  Breach of duty: that there was a failure to meet an 
accepted standard of care (usually associated with 
knowledge and skill or competency; e.g., medica-
tion administration); 

 (3)  Causation: proof that the injury (i.e., damage) was 
caused by breach of duty; and 

 (4) Damages. 

  Expert testimony  relies on the notion of what a rea-
sonable person (e.g., nurse, personal care assistant) 
would have done in the same or a similar circumstance. 
A no-longer-used concept—the locality rule—has been 
replaced by national standards. An AL nurse will be 
held to the standard of practice of an average member 
of that group, regardless of geographic location. 

 Many AL communities (ALCs) admit residents with 
dementia; some ALCs have specifi c units; some ALCs 
are specifi c for dementia care. Many states have specifi c 
regulations regarding staffi ng, programs, education, and 
environment that ALCs must meet if they will be mar-
keting to and admitting these residents. Facilities do not 
have to retain residents who act aggressively toward 
other residents or are a risk to themselves. Given that all 
residents, including those with impaired cognition (e.g., 
decision-making skills) have the right to refuse treat-
ment, the ALC is obligated to protect these residents 
from the consequences of their poor judgment. How-
ever, determination of the (degree of ) risk pursuant to a 
poor decision is diffi cult; there are no guidelines other 
than past history of the resident and health care pro-
fessionals’ experience in managing such behaviors. In 
some ways similar to a negotiated risk contract (NRA) 
or even to informed consent for treatment (or the ser-
vice plan), the notion of  assumption of risk  means that 
the resident understands the consequences and possi-
bility of risks associated with his/her decision. Faced 
with a seemingly capacitated (i.e., competent) resident 
who, in your view, is making an unwise decision, ask 
the resident to repeat back in his own words his un-
derstanding of his decision and risk. If the resident is 
unable to do this or omits important information or mis-
interprets what was told him, the primary care provider 
should be notifi ed as soon as possible. Document the 

discussion: what the resident was told, what the resi-
dent said (this is similar to what is done in determining 
capacity to give informed consent for treatment and/or 
research participation). (See also Chapter 4.) 

 Malpractice Insurance 
 Bad things can happen to even the most well- intentioned 
nurse. The cost of coverage should  not  be a deterrent to 
playing it safe and having malpractice insurance. Claims 
and risks in ALCs are predominantly about negligent 
care practices, resident rights, and elopement. Negli-
gent care is attributed to lack of protocols (i.e., stan-
dards of care and procedures). Inadequate staff leads 
to inadequate supervision and monitoring of residents 
as well as staff. Although the AL industry has fewer 
claims, to date, in comparison to the nursing home in-
dustry, the average awards per case are higher in AL. 

 Many ALCs provide liability coverage for their 
nurses, but the type of coverage can vary. Some ALCs 
have an  occurrence policy  that only covers incidents 
that occurred during the policy period without regard to 
when the claim is reported. Employer liability coverage 
may be insuffi cient or not covered at all with regard to 
defense (or trial) costs. Depending on the claim, bring-
ing to light issues such as inadequate staffi ng, lack of 
training, and other issues that seem relevant may not be 
permitted.  Claims-made coverage  is a type of policy that 
provides coverage for any suit or incident (i.e., claim) 
reported in the coverage year. An extended reporting 
endorsement policy (known as a “tail”) can be pur-
chased and will provide coverage for claims reported 
after the policy was terminated. Inasmuch as nursing 
malpractice suits can take years to settle, this kind of 
personal policy might be wise to obtain. 

 Having malpractice coverage is an important fi rst 
step in professional protection, but practicing with an 
overall preventive philosophy and implementing simple 
preventive techniques is critical. It involves listening 
to  all  concerns of the resident and/or family and en-
gaging them in the decision-making process. In some 
situations, this means that the resident and/or family 
assume not only responsibility for the decision but for 
their actions to achieve the desired outcomes. For ex-
ample, the (family of a) resident who wanders might 
agree to the purchase cost of a wander-guard system 
or might privately employ an individual to be with the 
resident during his or her awake hours. 

 The traditional and commonly used SOAP model—
subjective, objective, assessment, plan—is a template 
for information gathering, but it lacks fl exibility and 
does not encourage a proactive approach to care plan-
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ning and malpractice risk reduction. The SOOOAAP note 
(see Table 12.1) is a more comprehensive approach that 
encourages communication and resident/family/proxy 
participation in decision making and their responsibil-
ity for follow-through with the agreed-upon plan.   

 In sum, preventive malpractice includes knowledge 
of the NPA, maintaining and improving practice compe-
tencies, discussing an initial or interim assessment with 
a colleague (even if it means making a phone call to an-
other ALC nurse), clarifying resident and family expec-
tations of care and supervision, and documentation that 
is descriptive and supported by facts. Charting should 
be descriptive and objective and respectful.  Chart as if 
the resident and/or family will read your notes.  

 LABOR RELATIONS 

 The National Labor Relations Act (NLRA) (National 
Labor Relations Board [NLRB], 1935), also known as 
the Wagner Act, stipulates the right of employees to 
organize as well as to grieve or complain about work-
ing conditions (including workload). Administered by 
the NLRB, an independent federal agency, the NLRA 
is the principal law regarding private-sector employer–
employee relations. Under the NLRA, employees have 
the right, as well, to refrain from involvement in col-
lective bargaining activities. The NLRA does not cover 
issues or activities that are the responsibility of other 
government departments. For example, it does not ad-
dress workers’ compensation programs, occupational 
safety, family medical leave, and other Department of 
Labor issues, nor does it address issues such as race, 
gender, and age discrimination in employment, which 
are instead the purview of the Equal Employment 
Opportunity Commission (EEOC). The federal Taft-
Hartley Act, also known as the Labor-Management 
Relations Act (1947)   made several amendments to the 
NLRA, among which is the stipulation that employers 
have the right to oppose unions and cannot threaten 
or promise rewards to employees who are considering 
forming a collective bargaining unit (CBU) or joining 
a union. 

  Grievances  commonly addressed, whether through 
a CBU or an employee committee (variously named), 
include wages and benefi ts, insubordination or refusal 
(notion of willfulness) to carry out an assignment, er-
ratic disciplinary actions, promotions, and having a 
say in decisions affecting their work. Supervisors are 
generally excluded from union membership (or repre-
sentation) because their activities include hiring and 
fi ring, initiating a disciplinary action, and approving 

12.1 The SOOOAAP Note

SOOOAAP CONTENT

Subjective Document your attention to the 
resident; highlight main areas 
of concern; accurately decribe 
the resident’s mental capac-
ity, physical ability (related to 
the plan or goal), and mood or 
affect. Describe the resident’s 
expectations of being successful 
or achieving the desired goal.

Objective Each statement should be 
supported by facts including 
observation (whether one-time 
or recurrent), lab data, and/
or diagnostic test results. 
Recheck facts and assessment 
conclusions.

Opinion Provide a comprehensive record 
in support of the assessment; 
document that this is an initial 
assessment that will be re-
viewed and discussed with the 
caregivers.

Options Document communication of 
the assessment with the resident/
family/proxy, the available treat-
ment options (as presented to 
them earlier by the physician or 
nurse practitioner), and that they 
can consent or refuse to consent 
to the treatment plan, in whole or 
in part. (To confi rm understand-
ing, ask the resident to state back 
in his or her own words what he 
or she has been told.)

Advice This section of the documenta-
tion reviews the options and 
consequences of each—given 
the known research and clini-
cal fi ndings in support of each 
choice.

Agreed Plan Describe the agreed-to plan, in-
cluding those options that were 
rejected (and why) and the 
reason(s) why an option(s) was 
agreed to.
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overtime. However, given the evolving principles and 
practices of self-governance, it is somewhat tricky and 
perhaps arbitrary who or what activities are designated 
as supervisory and which are part of a professional 
nursing practice model (see Chapter 6, “Leadership/
Management Style and Assessment”). 

  Work stoppages and strikes  are forbidden unless the 
union/CBU has given a 30-day notice to the NLRB Me-
diation and Conciliation Service followed by a 10-day 
strike notice. A facility’s strike plan generally includes 
a list of personnel or job classifi cations that are exempt 
from a strike call (i.e., cannot go out on strike); how 
resident care and service needs will be met by the re-
maining staff; staffi ng models that will be implemented 
(including use of contract staff ); measures to protect 
food and fuel delivery, residents, visitors, and staff; 
communication with residents and families including 
possible requests to remove the resident to another lo-
cation during the strike; where the striking workers can 
meet to express their views; and so forth. 

 Workplace issues such as age, gender, race, or reli-
gious discrimination, sexual harassment, and disabled 
employee discrimination are addressed in several fed-
eral acts. 

 Age Discrimination in Employment Act (The U.S. 
Equal Employment Opportunity Commission, 1967): 
applies to organizations with 20 or more employees 
and to adults age 40 and over. An employer may not 
fi re, refuse to hire, or treat the person differently than 
other employees because of age. 
 Title VII of the Civil Rights Act (The U.S. Equal Em-
ployment Opportunity Commission, 1964): applica-
ble to all workplaces with 15 or more employees. 
The act protects individuals against employment dis-
crimination on the basis of sex, race, color, national 
origin, or religion. Employment discrimination refers 
to hiring, fi ring, promotion, wages and benefi ts, job 
training, or any other aspect of employment. Impor-
tantly, the act prohibits employment discrimination 
based on stereotypes and assumptions about an in-
dividual’s ability, traits, or performance on the basis 
of sex. An employee who requests a specifi c week-
end day off, every week, (e.g., for religious obser-
vance reasons or for child care) cannot be dismissed 
(nor can they be barred from employment) unless it 
can be shown that meeting this request would cre-
ate signifi cant hardship on other staff or the facility. 
Such a request might be accommodated by having 
the employee work the other weekend day, every 
weekend. 

 The act contains rules and prohibitions regarding 
sexual harassment and pregnancy-based discrimina-
tion. The Equal Pay Act of 1963   states that men and 
women must receive equal pay for equivalent work; the 
jobs do not have to be identical. 

 The Americans With Disabilities Act (ADA, 1992, 
1994)   is a federal law that provides civil rights protec-
tion under the Department of Justice and applies to all 
employers/organizations with 15 or more employees. 
From the employment perspective, a  qualifi ed individ-
ual  with a disability is “a person who meets legitimate 
skill, experience, education, or other requirements of 
an employment position that s/he holds or seeks, and 
who can perform the essential functions of the po-
sition with or without reasonable accommodation” 
(www.ada.gov  ). An individual who is unable to per-
form tasks that are not essential for job performance 
 cannot  be considered unqualifi ed for a position. 
 �  The notion of  reasonable accommodation  to the 

work or physical environment is based on the so-
called but for argument: a physically challenged 
employee could meet the job requirements but for 
impediments or lack of accommodation in the phys-
ical environment. Physically challenged employees 
who are unable to meet the job requirements, even 
after reasonable accommodations have been made 
in the environment, are subject to the same per-
formance review standards as are non–physically 
challenged employees. In some cases, a physically 
challenged person can be hired with the stipulation 
that they are required to meet all aspects of the 
job with the exception of a particular activity. This 
agreement should be witnessed and documented. 

  Workman’s compensation  laws, designed by each 
state, provide a specifi c payment amount to an em-
ployee injured by a job-related event. In contrast,  un-
employment compensation  can be paid an employee 
who was terminated or who resigned voluntarily—and 
who is able to prove that there was good cause to do 
so. The need for timely and accurate documentation of 
progressive discipline, instances of willful refusal to do 
a job-related task, or attendance or lateness counseling 
cannot be overstated. 

 Job Satisfaction 
 Job satisfaction means different things to different 
people, both within and between job classifi cations 
and levels. Factors in job satisfaction, in addition to 

www.ada.gov
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the relationship between the job and one’s personal 
goals, include recognition and respect, feedback (com-
munication), policies and promotion systems, job con-
tent, resources, and leadership style. There are many 
job satisfaction instruments; some are combined with 
or administered at the same time as a climate analysis 
(see Chapter 5, “Nursing and Organizational Theory, 
Practice, and Culture”). Job dissatisfaction can be a pre-
cursor to workplace unrest. It is important to select an 
instrument that has a good fi t with the job classifi cation 
or staff from whom you are soliciting feedback and with 
the residential care setting of an ALC. 

 A satisfaction survey can be constructed in-house 
after learning about staff interests and concerns work-
ing in the ALC. The tool should include the respondent’s 
job classifi cation, shift, full- or part-time status, and 
length of time at the ALC, unless it can be used to iden-
tify the respondent (e.g., there is only one night staff or 
only two nurses, etc.). A typical Likert-type scale is: 1 
= very satisfi ed, 2 = somewhat satisfi ed, 3 = dissatis-
fi ed, 4 = no opinion/not applicable. If there are insuf-
fi cient staff to conduct a meaningful satisfaction survey, 
slowly and respectfully begin a discussion with the staff 
and start with the issue that would be easiest to address 
and/or least likely to explode. 

 Satisfaction items that can be addressed by survey 
or in discussion (but not all at one time) include work 
schedule, responsibilities (and training or preparation 
for them), decision-making participation, supplies and 
equipment availability (and in working order), feed-
back about performance (recognition for work; griev-
ance handling), participation in designing a resident’s 
service plan, salary and promotion opportunities, ben-
efi ts (e.g., tuition reimbursement, health coverage), 
sick-time policies (vacation policies), nurse manager 

 support, information sharing (communication pro-
cesses in the ALC), in-service education and opportu-
nity to attend off-site programs, overall cleanliness of 
the ALC, and staff amenities (e.g., condition of staff 
lounge, locker room). 

 Satisfaction surveys (including climate assessment) 
should not be conducted during a period of signifi cant 
change (e.g., change in ownership or top management, 
new mission, or program) or stress (e.g., survey). Wait 
at least 6 months after a major change. Some items have 
more weight or import than others; notice where re-
sponses to similar items cluster around a particular level 
of satisfaction or similar issues (e.g., participation in de-
cisions). After reviewing the data, meet with staff to talk 
about the fi ndings, what they mean, and what needs to 
be done. Consider annual satisfaction surveys. 

 RESOURCES 
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 This chapter, the last in Section I, “Management and 
Leadership,” places assisted living (AL) nursing on the 
cutting edge of professional practice in AL: quality im-
provement (QI), research-based practice, and the AL 
community (ALC) as a clinical campus. Nursing actions 
undertaken with regard to quality improvement are a 
hallmark of nursing’s social contract with society: an 
obligation to continuously assess and improve practice. 
Key phrases associated with QI are provided, as are de-
scriptions of QI plans or models, characteristics of risk 
management and infection control programs, and haz-
ardous substance management. Research is discussed 
from several perspectives: components of a research 
proposal, levels of research risk, informed consent, lev-
els of research evidence, and institutional review boards 
(IRBs) for research approval. Community-based partici-
patory research (CBPR) and evidence-based practice/
research (EBP/R) are described, as is commonly used 
research terminology. 

 QUALITY IMPROVEMENT 

 Quality assurance (QA), QI, and continuing quality im-
provement (CQI) mean essentially the same thing and 
suggest that higher quality through improved (and im-
proving) processes and systems can save money. Few 
states require ALCs to have a QA plan, or continuous 

evaluation, but a growing number of ALCs are choos-
ing to do so. Many QA/QI systems are authorized to 
implement changes, rely on vertically integrated teams 
of workers (with mutual interests in resident outcomes) 
collaborating in quality circles, and use standards or 
benchmarks by which to measure the quality. Quality 
improvement is frequently mentioned in ALC mission 
statements. 

 The FOCUS-PDCA Model has been implemented in 
many long-term care facilities both for QA/QI and to 
process a desired change. FOCUS stands for: Find an 
issue that needs improvement, Organize a team, Clarify 
what is known about the issue, Uncover the causes of 
poor outcomes, and Start the PDCA cycle. As a result 
of Planning a change, Doing it, Checking the effect of 
the change, and Acting on what was learned (PDCA), 
new knowledge is systematically and scientifi cally gen-
erated. Refl ecting on Donabedian’s (1988) structure-
 process-outcome model for quality of care, there are 
three major categories of standards: 

  Structure standards:  the necessary framework to 
guide, provide and monitor nursing care. This in-
cludes the management/leadership and governance 
model, master staffi ng model, nursing theory of prac-
tice, job descriptions, and policies. 
  Process standards:  the nursing activities necessary 
for, or associated with, care delivery. These include 
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performance evaluation (feedback), procedures and 
care protocols for specifi c conditions and needs, and 
best practices guidelines. 
  Outcome standards:  the results of nursing acts; these 
standards are (or should be) measurable. They refl ect 
nursing’s effectiveness and effi ciency and include 
employee and resident satisfaction, clinical data, and 
principle-driven outcomes of care such as resident-
directed decision making. 

 Outcomes, Indicators, and Thresholds 
 Outcomes can be broad (aggregated, descriptive data), 
generic (i.e., overview of a particular phenomenon but 
lacking specifi c descriptive detail; e.g., falls frequency), 
or focused (i.e., examination of a specifi c phenomenon; 
e.g., falls at a particular time of day, resident behav-
ior). Outcome indicators can be measures of residents’ 
physiological status, psychosocial function, pain and 
symptom control, and quality of life. Focused outcome 
reporting is associated with a  key indicator  (i.e., a spe-
cifi c measure of quality of life or care or a fi nding, such 
as falls) and a  threshold  (i.e., a norm for the resident 
group, such as falls among older adults living in ALCs). 
Linking a key indicator and the threshold for the partic-
ular phenomenon or group of residents is used to iden-
tify areas needing improvement. Examine the number 
of falls in the ALC over a specifi c period of time (i.e., 
the indicator) and compare it to the reported number 
of falls in similar ALCs with similar residents (i.e., the 
benchmark). Some outcome indicators are highly sub-
jective perceptions (e.g., quality of life) and should be 
analyzed cautiously if inferences are to be drawn from 
the group to an individual resident. 

 Poor care is an outcome, variously described, and 
can be attributed to poor structure and/or process stan-
dards, including inadequate knowledge and skills to care 
for the population (i.e., structure). Poor communication 
is a process standard failure, but it could be one of struc-
ture, also. Is all communication verbal? The standard of 
care to which a nursing service might be held could be 
unrealistic given the prevailing job market, availability 
of qualifi ed staff, and resources or time to do the work. 

 Data collection (retrieval) in QA/QI/CQI can be 
concurrent (i.e., performance observation, current resi-
dent chart audits) or retrospective (i.e., closed record 
review).  Utilization review  is a kind of QA; it looks at 
resources used (staffi ng, supplies, equipment) given the 
resident characteristics. 

  Risk management  (RM) can be considered an aspect 
of QA, but its focus and methods are different. Whereas 
QA/QI seeks the best care possible, RM seeks an accept-

able level of care such that substandard care, and with 
it the risk of lawsuits and a deteriorating image of the 
ALC in the external community, is avoided. Although 
both approaches are proactive, RM processes strive to 
identify high-risk areas (e.g., stairways) in advance of 
an adverse event, whereas QA/QI processes seek to im-
prove care quality. Both programs seek to identify care 
delivery associated with high risk, for example, wheel-
chair use in corridors not designed for that kind of mo-
bility (e.g., an open stairway).  Liability exposure  can be 
reduced by careful perusal of QA/QI data. 

  Infection control plans  (ICPs) are a kind of RM in 
that they specifi cally describe the procedures in place to 
prevent an infectious outbreak, how it is detected, con-
trolled, monitored, and reported to the appropriate ser-
vices in the facility as well as to the health department, 
if required. There are few state guidelines with regard to 
infection control in ALCs, with the exception of admis-
sions practices. In general, ALCs are not required to have 
an ICP. However, individual ALCs can have department-
specifi c policies and procedures (e.g., food services) for 
infection/communicable disease prevention and man-
agement, use of universal precautions, education, visi-
tor guidelines, and reporting  requirements. 

 A  hazardous substance management program  is 
mandated by the federal government offi ce of the Oc-
cupational Safety and Health Administration (OSHA), 
though only a few states require this for ALCs at the 
present time. The program requires a material data 
safety sheet (MDSS) for each product used by the ALC 
to clean the physical environment (e.g., isopropyl al-
cohol, bleach, mercury, or iodine-based products). The 
MDSS has to identify other names by which the prod-
uct is known, the chemicals contained in the product, 
and the actions to be taken in the event of a hazard-
ous situation; for example, it explains what to do if 
Clorox (bleach) is splashed into a person’s eye. Nurs-
ing homes must have a designated safety offi cer and a 
readily accessible chemical or mercury spill kit. This is 
something to consider for an ALC, regardless of size. 

 RESEARCH 

 EBP/R is a hallmark of nursing practice in the 21st cen-
tury. The term “nursing research” implies that nursing 
conducted the research and/or that nursing is using the 
research (i.e., research “utilization” or “application”). 
AL residents and ALCs are an increasingly desirable 
population and site for researchers. A nurse manager 
needs to know the purposes of the research, what it 
wants to demonstrate or prove, and the research meth-
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ods that will be used in order to meet nursing’s core 
professional obligations to residents and staff. 

 From the ethical perspectives of respect for persons, 
avoidance of harm, and informed consent, all research 
should be approved, either by the owner or adminis-
trator and/or by an external (or internal) review board 
(i.e., an IRB). A research proposal must describe the 
level of risk for research participants and how informed 
consent will be obtained from them. Research propos-
als can use rather arcane/esoteric language; informed 
consent documents can be pages long. It is important 
and ethically necessary to clarify that which is unclear, 
especially when it refers to the research methods. The 
ethical principle of  distributive justice  means that a 
research proposal should describe how it will solicit 
research participants—and why it seeks participation 
by ALC residents and/or staff, particularly. A properly 
constituted IRB should include a member of the local 
(i.e., external) community in order to represent the in-
terests of the typical AL resident. However, most free-
standing ALCs do not have an IRB; the presence or use 
of an IRB-type process in AL corporations is unknown. 
Nevertheless, that does not remove federal government 
protections for research participants, no matter where 
they reside or who is paying their bills (see Chapter 2, 
“Public Policies, Assisted Living Models, and Regula-
tions,” regarding the Health Insurance Portability and 
Accountability Act’s privacy rule). 

 Components of a Research Proposal 
 Purpose of the research: what it wants to demonstrate, 
assert, or prove; implication(s) or application(s) of 
the research fi ndings. 
 Subject/participant recruitment methods: a resident’s 
direct caregiver (e.g., nurse, personal care assistant) 
should not ask a resident to participate in research; 
this can be perceived as coercive. This section should 
describe the rationale for why ALC residents are being 
selected (e.g., convenience sample). 
 Methodology: interview, focus group, exercise perfor-
mance, lab test, and so forth. 
 Review of the literature: previous research about the 
phenomenon (issue); why this particular research is 
needed (e.g., the phenomenon has never been stud-
ied before or it has been inadequately studied). 
 Risk associated with research participation. 
Informed consent: how it will be obtained. 
 Subject/participation protection: procedures to en-
sure confi dentiality or anonymity. 
 Limitations of the study: procedural, statistical; poten-
tial to generalize the results of the study to other do-

mains and populations. For example, how applicable 
are the results of a study of a nonrestrictive diet for di-
abetics in an ALC to community-dwelling older adults 
who live alone? How applicable are study results on a 
falls prevention intervention in a small ALC with only 
6 residents versus a large ALC with 200 residents? 
 Dissemination of the fi ndings: the ethical obligation 
of the researcher to disseminate or share the fi ndings 
 whether or not  the results generated new knowledge, 
best practices, and so forth. 

  Risk levels  in research are as follows: no risk; low 
or minimal risk (e.g., drawing blood); not greater than 
minimal risk (i.e., risks associated with daily living ac-
tivities); greater than minimal risk but only minor (e.g., 
stress test of an older adult with no history of cardiac 
disease); or at-risk (an intervention that is not part of 
an older adult’s health care regimen). Psychosocial re-
search can be risky; vulnerable older adults might need 
special protection (e.g., victims of the Holocaust and 
other genocidal events). 

 A  low risk–high burden  ratio assesses the impact of 
the research methods on the subject/participant. Being 
interviewed for hours might be delightful and low-risk 
for a lonely resident. However, the risk for the resident 
is heightened if the research protocol does not consider 
how the resident might feel when the interviews are 
over and perhaps ended too abruptly without proper 
preparation for leave-taking. Does the methods section 
address this? Informed consent for participation in re-
search requires attention to the details and cannot usu-
ally be done in one session. This is where an AL nurse 
is a resident advocate! 

 Informed Consent 
 The principle of informed consent is based on the ethi-
cal principles of  respect for persons  and  autonomy or 
self-determination . Among the tenets of informed con-
sent are the following: 

 Evidence of capacity: the cognitive capacity to con-
sent or refuse to consent to participate in research, 
which includes giving a rational, authentic reason(s) 
for this personal decision. 
 Knowledge: the breadth and depth (complexity) of 
information that a reasonable person needs to make 
a decision about whether or not to participate in the 
research. 
 Comprehension: evidence of the resident’s ability to 
state (or rephrase) his or her understanding of his or 
her role and responsibility in the research. 
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 Voluntariness: the right to refuse to participate or be 
a research subject. 

  Understanding  is a key aspect of cognitive capac-
ity. It can be assessed with some degree of assurance 
by asking the resident to state, in his own words, what 
he thinks the research is about, his role and responsi-
bility as a research participant or subject, any benefi ts 
or risks to him by being a research subject/participant, 
and his right to withdraw from the research. The no-
tion of understanding is very similar to that required for 
health care decision making and consent to treatment 
(see the Chapter 14 section, “Decision-Making Capacity 
Assessment”). 

 Informed consent documents should be free of le-
gal jargon and use a font size and style that is easy for 
an older adult to read. Persons with impaired cogni-
tion (e.g., dementia) have the capacity to make some 
decisions (e.g., appoint a health care proxy; consent to 
a low-risk simple treatment; participate in a survey/
interview). However, in comparison to older adults 
who are not dementia sufferers, those with dementia 
are unable to describe the consequences of their deci-
sions. The Mini-Mental Status Examination (MMSE), 
although often used as an indicator of capacity to make 
a decision, should not be used alone to determine the 
individual’s ability to consent to participate in a study. 
Other tools, such as the Evaluation to Sign Consent, 
provide a more accurate accounting of the individual’s 
ability to decide if he or she can participate in a spe-
cifi c study. This tool asks the older adult to recall and 
rephrase in her own words the information she was 
given about the study. 

 Residents should be given every opportunity to par-
ticipate in a study, as desired. At the same time, it is the 
responsibility of the ALC to ensure that the investigators 
and projects that are allowed to come into the ALC and 
recruit resident participants are ethically sound, safe, 
and something that the facility feels comfortable sup-
porting. An open discussion with the research team is 
necessary to determine what will be required on the part 
of the ALC versus what the research team will provide. 
Will ALC staff be asked to collect data? Does the ALC 
have to provide meeting space for the research team? 
When and what will the research team share with the 
ALC when the study is completed? The researcher (or 
team) should meet with ALC staff to describe the pur-
poses of the research, what they will be doing on the 
premises, and when. 

 Respect for the resident’s dignity is shown by the 
manner in which she or he is approached to participate 
in a project or study: Is the resident lying down? Is the 

person who is seeking his consent standing over him? 
Or sitting in a chair at the same height as the resident? 
Is the resident dressed or in night clothes? Is the resi-
dent conversing in the language with which she is most 
adept? Is it a staff person he knows who is asking him 
to participate? 

 CBPR, in contrast to classic research, is a research 
model and process that offers relatively immediate 
benefi t to the population or group being studied. The 
community is an equal, engaged, and accountable 
 decision-making partner with the researcher (investiga-
tor). Community partners (e.g., agencies, schools, ALCs) 
are involved in the research goals, design, methods, 
subject recruitment, data analysis, and dissemination of 
fi ndings (for direct application in the community as well 
as in scholarly journals). Barriers to CBPR include lack 
of perceived incentives for communities (such as ALCs) 
to get involved, limited resources to educate community 
partners about the research goals and methods, the kind 
of informed consent needed for subject participation, 
and IRB concerns about subject protection, especially 
confi dentiality. Nevertheless, CBPR can be an exciting 
opportunity for ALCs to be involved in a learning expe-
rience, research,  and  reap the benefi ts. 

 EBP is the use of interventions/practices, supported 
by suffi cient data showing that an approach is effective 
and effi cient. Synonymous terms are research-based 
practice and evidence-based treatment. In nursing and in 
medicine, EBP looks at the rationale for using a specifi c 
medication, treatment, protocol, or regimen in order to 
guide decision making for the individual resident. 

 Research Terminology 
  Meta-analysis:  A statistical technique that collects 
and reviews previous research about a particular 
subject or phenomenon, it seeks to answer the ques-
tion, “Does XX make a difference?” For example, does 
using physical restraints alter the frequency and se-
verity of falls-related injuries? Several meta-analyses 
clearly demonstrated that less use of restraints was 
associated with fewer falls with signifi cant injury. 
  Control group:  A control group is used in an interven-
tional study when a treatment (i.e., intervention) is 
administered to one group of participants but not to 
another group of participants (i.e., the control) who 
are identical or matched on several characteristics to 
the group receiving the intervention (e.g., a treatment 
ALC vs. a control ALC). 
  Random design:  This is a selection technique whereby 
participants are assigned to a control or intervention 
group. No one group or individual is deliberately sin-
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gled out to be in one or the other group. Selection 
(assignment) is completely up to chance and based, 
as a rule, on a numerical scheme. 
  Double-blind study:  This is the preferred technique in 
drug or treatment studies. The intent is to demonstrate 
that the effect of the drug (or treatment) is produced 
by the drug itself and not by some other characteristic 
or variable. Two statistically identical groups or popu-
lations are created: one receives the drug or treatment, 
the other receives a placebo (i.e., a medication with 
no chemical attributes; a treatment that looks like the 
real thing but is not). Neither the participants nor the 
clinician know who got the real thing and who got 
the placebo. Double-blind random control (DBRC) 
studies are believed to provide the most accurate re-
sults in that not even the researchers know what each 
participant received—until the study is completed. 

  Measures of disease frequency:  

 Incidence rate: This refers to the rate at which people 
who are without a disease develop the disease during 
a set period of time. It focuses on the new cases of a 
disease. 

 �  Incidence =

  number of new cases of a disease in 
a time period  

 total number of people at risk for 
getting the disease 

 Prevalence: This is a measure of the number of peo-
ple with a disease at any given point in time. 

 �  Prevalence =

  total number of individuals with a 
disease   

total population

 In considering a  research proposal:  

What are the goals of the research? 
�  What are the best practices for AL? 
 �  What is the nursing theory development with re-

gard to residential care nursing practice? 
 What is the source of the research idea? Academia? 
Practice? Regulations? Social policy? 
 What makes this proposal research rather than a 
quality improvement study? Is it a CBPR study? 
 What are the dissemination plans? Most researchers 
want to meet the research standard of replicability 
and generalization of fi ndings, defi ned as follows: If 
this research was conducted in another similar set-
ting using the same methodology, it would produce 
the same fi ndings or outcomes. The researcher might 
be reluctant to release the fi ndings until the study can 
be conducted again in another setting. 

 What is the imposition on resident and/or staff time 
in the conduct of this research? 
 How and when will the fi ndings be shared with the 
ALC? 

 CLINICAL CAMPUS AND SCHOOL 
AFFILIATIONS 

 A sustained affi liation with a school of nursing and/or a 
nurse assistant training center is an opportunity for the 
school as well as the ALC. Nursing and nurse assistant 
students can learn about the older adult in a setting that 
is committed to generative and supportive aging, man-
agement of chronic conditions, assessment, and commu-
nication skills. The experience can dispel misperceptions 
about aging and about where and how older adults want 
to live until they die. A school of nursing affi liation with 
the ALC is a possible source of future staff as well as 
access to nursing libraries and teaching materials, the 
latest information on best practices and on professional 
issues, and access to continuing education and college 
courses (at reduced cost, possibly). Affi liation can re-
duce the felt sense of isolation of many ALC nurses, both 
registered nurses and licensed practical nurses (LPNs). 
For the registered nurses and LPNs/licensed vocational 
nurses (LVNs), it might become a pathway for career 
growth to become a registered nurse. 

 A successful affi liation requires thoughtful planning 
and addresses issues such as: 

 Why the school wants to affi liate with the ALC or—at 
the very least—use it as a clinical campus; what are 
the learning goals? 
 What the ALC has to offer that is desirable to the 
school. (It could be related to location and students’ 
travel costs.) 
 How residents will be selected and the length of the 
student-resident relationship. Is it a one-time/one-
day-only learning experience? 
 The benefi ts that accrue to the ALC in the affi liation 
 and  any hidden costs. 
 The nature of student supervision. What is the ratio 
of students to faculty for purposes of achieving learn-
ing goals as well as with regard to resident safety? 

 A clinical campus or affi liation agreement can also 
mean that ALC nurses might be appointed  adjunct teach-
ing faculty  (with appropriate titles on their ID badge) 
for which they could be compensated fi nancially or by 
access to courses that advance their career interests. 
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 Student  orientation to the ALC should include fi re safety 
measures and resident rights, including the right to re-
fuse to be cared for or interviewed by a student.  Approval 
of students’ medication administration, and periodic, 
scheduled evaluation of the affi liation by ALC staff, resi-
dents (families), students, and faculty should be part of 
the affi liation discussion and agreement. 
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 S E C T I O N  I I 

 Approach to

the Resident 

 The chapters in this section focus on general guide-
lines and recommendations for approaching residents 
in assisted living (AL) settings. Specifi cally, culturally 
sensitive care, physical activity, and other preventive 
health recommendations for residents (and methods for 
engaging them in these activities), and ways to manage 

prevalent problems such as pain are discussed. In addi-
tion, new thoughts and approaches on complementary 
or integrative medicine and general medical manage-
ment of residents are described. Each chapter provides 
not only updated information but also ways to integrate 
these approaches into AL nursing practice. 
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 Resident  Assessment 
and Service Plan 
Construction
 Ethel Mitty, Sandi Flores, 
and Thomas M. Gill 

 The goal of assessment of the AL community (ALC) 
resident is to promote and maintain wellness, lifestyle 
preferences, and independent function. This chapter ad-
dresses assessment from several perspectives: pre- clinical 
disability, physical, psychosocial, and mental status, de-
cision-making capacity (including standards of decision 
making), quality of life, and environment. The section 
on service plan construction suggests some guidelines to 
make data into useful information. Guidelines for when 
to call 911 are discussed in the last  section. 

 Assessment includes the physical, cognitive, emo-
tional, and psychosocial domains and, if at all possible, 
should be performance based. These data are obtained 
by observation, interview, and physical examination. 
Given the high prevalence of sensory defi cits among 
older adults, particular attention should be given to the 
environment of the assessment (i.e., noise level, light-
ing). Inexpensive amplifi cation devices, such as light-
weight earphones, can be especially useful. 

 At some point during the assessment, ask an open-
ended question, such as, “What would living here (in 
the ALC) do for you that you would like?” “What is it 
that you can no longer do that you would like to do 
again?” Finding out what the older adult wants—in 
advance of living in the ALC—can identify potential 
 problems, generate trust, and improve satisfaction. Ad-
mission data are baseline data; they are the source of 

the service plan, goal setting, provision and organiza-
tion of services, monitoring and supervision needed, 
and the cost estimate of providing the services. 

 The nursing assessment tool refl ects what nurs-
ing thinks is important and can be provided and, by 
their omission, what is not important or cannot be pro-
vided. The focus of the assessment should be on what 
the resident can and should do for him or herself and 
the ways in which nursing will optimize that function. 
Constrained by regulations regarding allowable services 
as well as retention and discharge criteria, and what 
an ALC chooses to provide, the pre-admission assess-
ment is a critical professional responsibility bounded by 
knowledge, skills, and ethics. The fact that some states 
permit ALCs to admit and retain nursing home level of 
care residents is confusing to residents and their fami-
lies and speaks to the need for  disclosure  of the ALC’s 
retention and discharge policies and  transparency  
 regarding how those kinds of decisions are made. Ad-
mission determinations, based in large part on nursing 
assessment, are shaped by the AL nurse’s knowledge 
of the care capabilities of the ALC staff. A resident with 
a specifi c medical condition can be admitted, accord-
ing to regulation—but will staff need additional training 
or education to meet this resident’s needs? A  holistic 
nursing assessment  seeks information about residents’ 
preferences and lifestyle habits, what they value and is 
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important to them, and their expectations of living in 
an ALC. 

 Assessment tools typically ask about medication 
usage and the ability to self-medicate, food and drug 
allergies, functionality, communication, hearing and vi-
sion, continence and bowel pattern, mood and behav-
ior, oral/dental status, and chronic or recurrent skin 
conditions. Some states require the resident’s history 
regarding tuberculosis testing and/or infection. Many 
states provide a comprehensive assessment tool that 
the ALC is required to use (see Chapter 2, “Public Poli-
cies, Assisted Living Models, and Regulations”). 

 Questions that could be posed to a prospective resi-
dent include the following: 

 What things that you now do for yourself would you 
like to continue to be able to do? 
 What things that you no longer do would you like to 
be able to do? 
 What things would you  not  mind no longer doing, 
such as, giving yourself your eye drops? Ordering 
your meds? 
 Who, if anyone, is assisting you with fi nancial deci-
sions, such as bill paying? 
 Has your falling made you a little unwilling to go out-
side or to go on trips? How frightened are you of fall-
ing again? 
 Tell me how you got through those times when you 
were sick or something really bad happened? 
 What do you regret never having done? What do you 
want to do next? 
 What is in the way of your being as healthy as you 
want to be? 
 What kind of person do you feel most comfortable 
with? Least comfortable? 

 The SPICES tool is an effi cient and effective way 
to prevent untoward health events as well as track a 
health condition that is emerging and signal the need 
for a more in-depth assessment. It is an acronym for the 
following common geriatric syndromes: 

 S: Sleep disorders 

 P: Problems with eating or feeding 

 I: Incontinence 

 C: Confusion 

 E: Evidence of falls 

 S: Skin breakdown 

  Functional status  is the ability to perform the tasks 
required for living safely and for effectively meeting care 

needs: activities of daily living (ADLs) and instrumen-
tal activities of daily living (IADL). The best approach 
is to ask whether or not the older adult requires (or 
would like) the help of another person to complete the 
task(s). Bathing is commonly the basic ADL with the 
highest prevalence of disability and is often the reason 
why older adults receive home aide services. To identify 
 preclinical disability , that is, personal assistance is not 
yet needed, ask (a) if the person thinks he or she will 
have some diffi culty with the task(s) at some time in 
the future, and (b) whether the person has changed the 
way he or she completes the task because of a health-
related problem or condition. Potential residents and/
or their families might be reluctant to speculate about 
these issues out of concern that the ALC costs will in-
crease with additional services, perhaps beyond what 
they can afford. 

 It is very important to help residents and families 
understand that the services provided by the ALC will 
help optimize their function. This is in contrast to sim-
ply completing a task for a resident by having the per-
sonal care assistant comb the resident’s hair or put on 
a shirt; it takes away the resident’s opportunity to raise 
his or her arms as much as possible. Assessment means 
giving the resident time and cues to execute a task (e.g., 
three attempts to get up from a chair) before helping 
him or her with the activity. This is an opportunity to 
see the resident’s capability and then build in the neces-
sary assistance. 

 Ask about use of any assistive device (e.g., cane, 
walker, weighted utensil) and the circumstances under 
which it is used. At the time of the pre-admission inter-
view and examination, observe the older adult as he or 
she completes a simple task, for example, unbuttoning 
and buttoning a shirt or blouse, picking up a pen and 
writing a sentence, taking off and putting on shoes, or 
stair climbing. 

 Older adults are usually aware of their visual defi -
cits but may not want to talk about them. A brief per-
formance-based screen can ask the older adult to read 
(wearing his or her glasses, if applicable) a short pas-
sage from a newspaper or magazine; however, bear in 
mind that low literacy is not uncommon among older 
adults. Likewise, hearing can be evaluated by testing 
to see if the individual can hear you when you use a 
whisper, a normal tone of voice, or a loud, low voice. 
The high prevalence of hearing loss among older adults 
and its association with depression, dissatisfaction with 
life, and withdrawal from social activities make it an 
important assessment. Impaired hearing without appro-
priate amplifi cation devices can result in a misdiagnosis 
of impaired understanding attributable to a cognitive 
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cause (e.g., dementia) rather than to a physiological or 
structural defi cit that might be correctible. 

 COGNITION AND 
EXECUTIVE FUNCTION 

 Cognition is a mental function that includes informa-
tion processing, application of knowledge, reasoning, 
perception, and changing preferences. Cognitive de-
cline doubles every 5 years after the age of 65 and ap-
proaches 40% to 50% at age 90. Even in the absence 
of dementia, cognitive impairment places the older 
adult at increased risk for accidents, delirium, non-
compliance with the medical regimen, and disability. 
Most older adults with dementia do not complain of 
memory loss or even volunteer symptoms of cognitive 
impairment unless specifi cally questioned. Short-term 
memory loss is typically the fi rst sign of dementia: the 
best single screening question is recall of three words 
after 1 minute. 

 Mental status assessment using the Mini-Cog is 
quick (i.e., 3 minutes to administer) and does not have 
the same language, literacy, educational level or cultural 
drawbacks as the Mini-Mental Status Exam (MMSE). 
The Mini-Cog is a brief screening tool to differentiate 
those individuals with dementia from those without de-
mentia. It consists of recall of three unrelated words 
and with the Clock Drawing Test (CDT). If all three 
words are recalled, the person is not demented. If only 
one to two words are recalled, the person is classifi ed 
as demented or not demented based on the CDT (i.e., 
numbers are placed in correct order on the clock face 
and clock hands are correctly drawn to a time specifi ed 
by the examiner). 

  Executive function  is a mental process that is es-
sential for goal-directed behavior. It includes planning, 
ability to make a selection or choice, decision making, 
adaptation, self-monitoring, and abstract thinking. Of-
ten overlooked in assessment, executive function could 
be important in an ALC with respect to making safe 
self-care decisions, particularly self-medication. The 
test of executive function can be especially useful if the 
resident’s family or direct caregiver feels that the resi-
dent is different after an acute episode, illness exacerba-
tion, or hospitalization when other screenings suggest 
no other cause for cognitive change (e.g., delirium). 
Three tests recommended for executive function testing 
are Royall’s CLOX (i.e., clock drawing), an oral word 
association test, and a trail making test that links, for 
example, the letters of the alphabet with a numerical 
sequence. Limitations of executive function tests are 

related to language profi ciency, educational level, and, 
possibly, depressed mood. 

  Psychosocial assessment  in AL consists of several 
elements: ethnic, spiritual and cultural background, 
the older adult’s personal support system and eco-
nomic well-being, possibility of elder mistreatment, 
and advance directives.  Quality of life  is a convenient 
catch phrase but there is no standard measurement of 
it; most instruments include various aspects of physi-
cal, cognitive, psychological and social function, and 
satisfaction. The Short Form-36 Health Survey (SF-36) 
is the most commonly used instrument to measure 
quality of life; it includes 36 items organized into 
eight domains—physical function, role limitations due 
to physical health, role limitations due to emotional 
health, bodily pain, social functioning, mental health, 
vitality, and general health perceptions. It has been 
tested extensively among community-dwelling and 
hospitalized older adults, but its value for use among 
the oldest-old (i.e., those over 85 years of age) has not 
been established. In addition, the SF-36 is more a mea-
sure of health status rather than quality of life; there-
fore, other ways of identifying or measuring quality of 
life should be sought. Quality of life assessment should 
ask about the  effect of living with a chronic illness or 
condition  on the older adult’s desire or ability to do 
what he or she wants to do. It means having meaning-
ful choices. Service plans that include individual pref-
erences increase satisfaction, improve adherence to 
medical regimens, and have the potential to improve 
outcomes. 

 Decision-Making Capacity Assessment 
 Capacity and competency are different, but the terms are 
often used synonymously, albeit incorrectly.   Capacity  is 
a clinical issue and is clinically determined.  Competency  
is determination of the ability to make fi nancial or con-
tractual decisions (e.g., legal tasks) and is decided in 
a court of law. Honoring the decision of an individual 
with capacity speaks to the ethical principle of  respect 
for persons.  Honoring (and moving forward with) the 
decision of an individual who lacks capacity can be 
construed as an act of abandonment. The fact that an 
individual makes a decision that is not aligned with a 
medical recommendation does  not  mean that the per-
son lacks decisional capacity. Health care decisions are 
framed by culture, beliefs, meaning of life and death, 
perceptions of pain, socioeconomics, education, lan-
guage, and advance care planning. 

 Decisional capacity is the ability to understand 
the facts, appreciate their implications,  and  assume 
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 responsibility for the decision and its consequences. The 
 elements of decisional capacity  include the  following: 

 Ability to understand and process information 
 Weighing the relative benefi ts, burdens, and risk of 
each option 
 Applying personal values to the analysis (and ability 
to describe or explain what those values are) 
 Arriving at a decision that is consistent over time (i.e., 
over 24 hours. Go through the process again; look for 
consistency: the person made the same decision) 
 Communicating the decision 

 There is no gold standard tool to assess decisional 
capacity. Determination of capacity should occur over 
time. The MMSE and Mini-Cog are not tests of deci-
sional capacity. Capacity is not an on-off switch; it 
exists to some extent even for those affl icted with de-
mentia. Low-risk, safe, appropriate, and uncomplicated 
decisions can be made by those with early/mild stage 
dementia and by individuals with mild-to-moderate 
mental retardation. Understanding the consequences of 
a decision is one of the most important indicators of de-
cisional capacity and the test that is failed by virtually 
all individuals with moderate to severe dementia. 

 Observe and document the resident’s ability to ex-
press his/her needs and preferences, follow directions, 
make simple choices and decisions (e.g., “Would you 
like ice cream or sherbet?” “The TV or the radio?”), and 
communicate his or her care needs (e.g., that he or she 
is in pain). Observe  periods of lucidity , those times of 
day (or night) when the resident is particularly clear-
headed. The statements in the following list can be 
helpful in assessing whether or not the resident has the 
skills necessary to make a health care decision. They 
are similar to the probes used in ascertaining under-
standing suffi cient for informed consent to participate 
(or refuse to participate) in research. 

 Tell me in your own words what I (or the physician, 
nurse, etc.) explained to you. 
 Tell me which parts, if any, were confusing to you. 
 Tell me what you feel you have to gain (or to lose) 
by agreeing (or not agreeing) to the proposed 
treatment. 
 Tell me why this decision is diffi cult (important, 
frightening, etc.) to you. 

 There are three standards of decision making: 

 (1)  Prior expression of wishes, orally or with a written 
document/instructions such as an advance direc-
tive (see the Chapter 2 section “Public Policies”). 

 (2)  Substituted judgment: based on the expressed 
wishes, previous decisions or behaviors of a  for-
merly capacitated  person; a decision is made by 
others for that person. 

 (3)  Best-interest standards: a decision is made by oth-
ers on behalf of an individual whose health care 
wishes or preferences had never been expressed 
and cannot be inferred. 

 If the resident does not appear to have the capacity 
for health care decision making, help her identify whom 
she would want to assist her and speak on her behalf in 
discussion and decisions about treatments and care. 

 Environmental Assessment 
 Assessment based on the concept of  environmental 
 affordances  evaluates the opportunities, actions, and 
behaviors supported by a given environment. The con-
cept is based on the known psychosocial needs of older 
adults. There are seven principles of ideal environmen-
tal affordance. 

 (1)  Contact with the outside world is assured and avail-
able, if desired. 

 (2)  Indoor/outdoor connections and transition zones 
(doorways) are easily accessible. 

 (3)  Comfort and accessibility with as few navigational 
barriers as possible—given the functional and cog-
nitive challenges to many residents. 

 (4)  Freedom, choice, and variety are achieved with a 
variety of locations, observation points, seating, 
and so forth. 

 (5)  Relationship with nature to the extent desired af-
fords the opportunity to smell, touch, observe, and 
listen. 

 (6)   Activity and movement, as desired (walkways, ex-
ercise stations, etc.), is available. 

 (7)   Safety and security (e.g., minimize risk of falling) is 
assured. 

 An in-house survey constructed around these prin-
ciples could yield some practical information with 
 regard to quality of life, desirable architectural and am-
bient changes, and marketing. 

 SERVICE PLAN CONSTRUCTION 

 The  service plan  is the AL industry-wide term for what, 
in other domains of health care, is called a  care plan . 
Most states require creation of a service plan at the time 
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of admission that is to be updated annually and upon 
change of resident condition. Most service plans hold to 
the format of identifi ed needs, goals, and interventions 
for goal achievement. A function-focused care approach 
is recommended as the underlying philosophy for the 
service plan. This approach focuses on what the resi-
dent can do for him or herself and how to optimize that 
ability and function, rather than focusing on the task to 
be completed by the caregiver. For example, the service 
plan should indicate that the resident will walk halfway 
from his or her room to the dining room daily and then 
will be assisted in the wheelchair the remaining dis-
tance or that the resident will receive the verbal cues 
needed to bathe and dress. This is in contrast to having 
the caregiver simply take the individual to the dining 
room or perform all bathing and dressing. 

 Service planning must be culture sensitive and 
address, as well, the resident’s interest in or need for 
intimacy and sexual expression, spirituality, activity 
preferences, and wellness planning. Needs typically ad-
dressed in a service plan include the following: 

 ADLs: required assistance to optimize the individu-
al’s underlying function 
 Use of mobility devices 
 Continence care and toileting schedules 
 Pain management 
 Dietary requirements and preferences 
 Diagnosis-specifi c care (and monitoring) needs (e.g., 
diabetes management) 
 Sensory care needs (e.g., glasses, hearing aids) 
 Special care such as ostomy or catheter care, oxygen 
or other gases 
 Escort needs (e.g., assistance to dining room, 
activities) 
 Behavioral needs (e.g., resident-specifi c interven-
tions for catastrophic reaction, wandering, inappro-
priate sexual activity) 
 Psychosocial needs 
 Requirement for therapies (e.g., physical therapy) 
 Medication management 

 In most AL organizations, a licensed nurse conducts 
the assessment, but not all states require this. Assess-
ment is more than data collection. Because it includes 
interpretation and meaning of the data, it is commonly 
associated with a registered nurse (RN). Some ALCs use 
terms such as “appraisal,” “evaluation,” or “review of 
care needs” because an RN is not doing the data col-
lection or assessment; however, the hope is that those 
phrases connote RN involvement in the assessment. 

Rushed or inadequate assessments typically yield an in-
adequate service plan that does not properly coordinate 
all of the resident’s care needs. 

 Ideally, the service plan is a  collaborative process . 
Information is gathered from a variety of resources, in-
cluding the resident’s physician, outside providers such 
as therapists and home health nurses, family, care staff, 
and of course the resident whenever possible. In keep-
ing with AL philosophy, the service plan should allow 
for the necessary care to be delivered with resident pref-
erence being uppermost. It is not unusual to arrange for 
bathing in the afternoon rather than the morning or to 
schedule care for the early riser as well as the resident 
who does not want to be awakened before 10:00  A.M . 
Typically, signatures are required of the resident, nurse, 
executive director, and responsible party who collabo-
rated on the service plan. Many ALCs tie the service 
plan to the level of care assessment that drives the bill-
ing for care, as such requiring a quarterly update of the 
assessment and service plan. 

 Staff introduction to a new resident’s service plan 
should be done on each shift. Many ALCs place the orig-
inal service plan in the individual resident’s chart and 
a copy of all residents’ service plans in a large binder, 
easily accessible by all care staff. Realizing that most 
staff do not sit and read every service plan before each 
shift, it is common to see a resident summary of some 
type given to staff on each shift, noting key points of the 
service plan in an abbreviated fashion. 

 The challenge for the AL nurse is to feel confi dent 
that all planned care is carried out. This can be done 
in a variety of ways, including an end-of-shift report 
where the care provided is verbalized and noted in a 
variety of documents. Simply walking about and chat-
ting with the residents can elicit information as to 
whether or not the necessary (and desired) care was 
provided. In addition, there are a growing number of 
electronic information technology (IT) systems to re-
cord this information. 

 As a practical matter, a service plan is a functional 
tool to meet a resident’s care needs. Created and used 
appropriately, it is also a tool to  control risk;  improperly 
developed, it can signifi cantly increase an ALC’s expo-
sure to risk. Key points in service plan development in-
clude the following: 

 The assessment on which the service plan is based 
should be complete (i.e., holistic) and accurate. 
 Do not require more interventions than ALC staff can 
realistically provide. 
 Update the plan whenever there is a change in resi-
dent condition or ALC service capacity. 
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 Do not require interventions that are contrary to state 
regulation (or ALC capacity). 
 Do not write improper or unrealistic interventions 
just because the resident, family, or responsible party 
requests them. 
 Verify that staff know how to perform all interven-
tions appropriately, including the use of equipment 
and assistive devices. 

 Some ALCs use a point of care system whereby per-
sonal assistive staff record, via hand-held computers, 
whenever care assigned on the service plan has been 
provided. Some ALCs routinely create all service plans 
using a computer-based program that also guides the 
assessment. 

 Calling 911 for Condition Change 
 Condition change and acute illness are often diffi cult to 
determine in older adults because the signs and symp-
toms of diseases are not typical. For example, an older 
adult can have acute appendicitis and not even have 
any abdominal pain. Whether or not to call 911 should 
be based on a systematic assessment and communica-
tion protocol that can guide decisions. The SPICES tool 
can be used to identify and monitor change and alert 
professional caregivers that the resident may be expe-
riencing an acute medical problem. The FANCAPES 
assessment tool (see the following list) might also be 
useful to guide the caregiving staff when it is noted that 
there may be a change in the resident’s condition. The 
acronym identifi er is only the starting point of data col-
lection and leads to a fuller, more relevant communica-
tion with the primary health care provider. 

 F: Fluids: is there any reason to believe that the resi-
dent has too much or too little fl uid? Consider oral 
intake and whether or not that is being maintained. 
Is there a reason to believe that excessive fl uids have 
been lost (e.g., bleeding, diarrhea) or that kidney fail-
ure or an acute coronary syndrome (ACS) that might 
cause a back up of fl uid (e.g., congestive heart fail-
ure) is present? (See Chapter 42, “Cardiovascular Dis-
eases and Disorders,” regarding atypical presentation 
in older adults.) 
 A: Aeration: evaluate the resident for changes from 
his or her baseline breathing: count the respirations 
and determine if these are slower or faster than base-
line, listen to breathing for wheezing, observe if the 
individual is able to take a deep breath in comfort-
ably, and observe for the use of neck and stomach 
muscles to breath. 

 N: Nutrition: evaluate if there is any change in oral 
food intake from baseline, check for mouth pain that 
could impair eating, and evaluate for changes in abil-
ity to swallow (see Chapter 25, “Maintenance of Nu-
tritional Status”). 
 C: Cognition and communication. The  delirium mne-
monic  can help determine possible causes of changes 
in the baseline cognition and communication abili-
ties of the resident and can guide assessment: 

 �  D = drug use, recent meds 
 �  E = electrolytes imbalance 
 �  L = lack of drugs, missed medication 
 �  I = infection 
 �  R = reduced sensory input 
 �  I = intracranial problems (e.g., stroke, post-ictal 

state) 
 �  U = urinary retention, fecal impaction 
 �  M = myocardium problems (see also, Chapter 31, 

“Delirium”) 

 A: Activities (ADL changes, recent fall with or with-
out overt signs of injury) 
 P: Pain: A helpful mnemonic to differentiate chronic 
from acute pain—PQRST—has been effectively used 
with cognitively impaired patients versus those with-
out evidence of impairment. As with the other as-
sessment tools, it guides data collection, analysis/
interpretation, documentation, and communication. 

 �  Provokes or Palliates: what makes the pain worse? 
Better? And for how long? Is there recent trauma? 

 �  Quality and Quantity of the pain. Is it consistent? 
Sharp? Tolerable? 

 �  Region/radiation :  what is the location of the pain? 
does it move about? Does the pain affect other 
functions, such as vision or the ability to ambu-
late, transfer, or self-propel? 

 �  Severity: what does the pain prevent the resi-
dent from doing? What is the range of motion 
tolerance? 

 �  Timing: when is the pain worst? Is there any as-
sociation with activities? (See also, Chapter 21, 
“Chronic Pain and Persistent Pain”). 

 E: Elimination: Mental status change is associated 
with constipation and obstruction (see also, Chap-
ter 45, “Gastrointestinal Diseases and Disorders”). 
 S: Skin and Socialization: a variety of scenarios, from 
pressure ulcers to suicide (see also Chapter 33, “Pres-
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sure Ulcers,” and Chapter 34, “Depression and Other 
Mood Disorders”). 

 When communicating with the primary health care 
provider, the AL nurse is as responsible for providing 
relevant information as is the physician or geriatric 
nurse practitioner for asking relevant questions. The 
SBAR Guidelines for Communication Content (see the 
following list) is a structured communication policy and 
is in keeping with the culture of safety. It includes re-
spect between parties and the right of the AL nurse to 
ask questions and make suggestions based on expertise, 
knowledge of the resident, and informed data collection 
and assessment. 

 S: Situation: what is going on? what are the data, the 
facts? 
 B: Background: what is the resident’s clinical his-
tory/background, including current diagnoses, con-
text (any advance directives), and medications? 
 A: Assessment: the AL nurse states what she or he 
thinks is the problem. 
 R: Recommendation: the AL nurse states what she 
or he thinks is best for the resident and would like 
to do to manage the condition (including hospital 
transfer). 

 The American Medical Directors Association (n.d.) 
has a useful  Protocols for Physician Notifi cation: As-
sessing and Collecting Data on Nursing Facility Pa-
tients—A Guide for Nurses on Effective Communication 
with Physicians  that can be used to further aid nurses 

in gathering and reporting information to health care 
providers. (See also, Chapter 17, “The Continuum of 
Care,” regarding transitions between settings.) 
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 There is no gold standard defi nition of  cultural compe-
tence  (or cultural sensitivity). Most defi nitions describe 
health care provider behavior and organizational poli-
cies and processes to facilitate mutually dignifi ed and 
productive interactions between patient and provider 
(and arguably, among staff). Cultural competence is a 
respectful approach grounded in ethical principles. It 
draws on personal attitude and awareness of one’s own 
biases, knowledge, and behavior. It is not a stand-alone 
communication method nor is it a kind of political cor-
rectness but, rather, is an approach that recognizes the 
signifi cant infl uence that culture plays in life, health, 
 and  in seeking health care. It should not be assumed 
that an individual’s cultural background will dictate his 
or her health choices or behavior. Be sensitive about 
stereotyping a person simply on the basis of his or her 
ethnic or cultural (or religious) affi liation. Conversely, it 
is important to be alert to the notion of  ethnocentrism , 
the belief or attitude that one’s own culture or cultural 
view is the best or most correct one.  Race  is a social 
construct based on physical appearance and parentage; 
many anthropologists feel that it is an inaccurate differ-
entiation given the widespread genetic diversity among 
many populations. However, federal government docu-
ments and processes, such as the U.S. Census, continue 
to require this identifi cation. 

 A doorway thought is what enters the mind, shapes 
questions, and frames understanding or appreciation 
of an individual and/or an event. Awareness of this 
unique, person-specifi c cognitive process can reduce the 

possibility of a resident’s misunderstanding of health 
care advice and information, unwillingness to adhere 
to a medical regimen, and, most importantly, mistrust 
of a health care professional and system. Sensitivity to 
cultural mores includes the following: 

 Preferred form(s) of address and correct pronuncia-
tion of the resident’s name 
 Disclosure norms (e.g., whether or not the resident is 
to be told his or her diagnosis) 
Food preferences 
 Nonverbal communication (e.g., eye contact; touch-
ing; physical space between parties) 
 History of traumatic experiences (e.g., warfare, sex-
ual abuse, genocide, etc.) 
 Extent of acculturation (e.g., language preference; 
adoption of the majority culture’s common atti-
tudes and values; gradual loss of separate ethnic 
identifi cation) 
 Preferred language when talking about health issues, 
parts of the body, and bodily functions, even if profi -
cient in English 
 Consent norms (i.e., locus of decision making; who 
participates in the decision and who does not) 
 Health beliefs and traditional ways of healing (fear of 
medications and/or of hospitals, beliefs about cause 
of illness; healers; alternative therapies) 
 Gender issues (infl uence on decision-making roles, 
truth telling, consent) 
 Culture-specifi c health risks 

  15 
 Cultural Aspects 
of Care 
 Reva N. Adler 



82    Section II Approach to the Resident

 End-of-life decision making, demand for life-sustaining 
treatments, advance care planning (advance directives), 
palliative care, willingness to use hospice services 
Home care preferences 
 Desired location of death (hospital, at home, hospice, 
etc.) 

  Truth telling  with regard to diagnosis and progno-
sis is forbidden or constrained in many cultures; it may 
be that only certain individuals can be told (e.g., male 
spouse, religious leader). In some cultures, truth telling is 
believed to cause harm—if you say it, it will happen—or 
cause suffering to the patient, thereby violating the ethi-
cal principle of nonmalefi cence or do no harm. Just this 
aspect alone, absent knowing anything at all about the 
cultural beliefs of the older adult, can cause irreparable 
damage to the relationship between health care provider 
and patient/resident. 

 PREFERRED TERMS FOR 
CULTURE-SENSITIVE 
COMMUNICATION 

 It is important to learn, at the outset, the older adult’s pre-
ferred term for his or her  identity  and use it consistently, 
including in written documents. Attitudes regarding the 
degree of formality differ widely among cultural groups 
and can differ, also, with socioeconomic status. Initially, 
a more formal approach is likely to be appropriate. 

 Try to learn, as well, how the person prefers to 
address the provider (physician, nurse, personal care 
assistant, etc.). In some cultures, the physician is an 
authority fi gure; communicating on a  fi rst-person basis  
might undermine a trusting relationship. Accept the per-
son’s preferred terms and forms of address; this is not 
negotiable. 

 Body position and motion is interpreted differently 
between and even within cultural groups. Vigorous 
handshakes, a loud and hearty voice, hand and facial 
gestures (or grimacing), or, on the other hand, an im-
passive facial expression, avoidance of eye contact, or 
standing at a distance might be insensitive (or fright-
ening). Ask the resident or family about appropriate 
body language and distance between parties. Be cau-
tious about attributing negative (or positive) meaning 
to gestures, facial expressions, or body language. In In-
dia, shaking one’s head from side to side means “yes”; 
shaking one’s head up and down means “no.” 

 History tells us that health care providers have par-
ticipated in torture, genocide, and death by lethal injec-

tion. The methods and tools employed (including hu-
man experimentation) can resemble legitimate clinical 
instruments and procedures. Survivors of such experi-
ences might feel unsafe in a medical clinic; it can call 
up feelings of vulnerability, fear, panic, or anger. 

 ACCULTURATION AND NOTIONS OF 
HEALTH/ILLNESS 

 The degree to which a person has adapted (i.e., accul-
turated) to Western customs and attitudes is a result of 
many factors—not just of the number of years living in 
the United States. Level of acculturation can infl uence 
not only health behavior but also end-of-life planning 
and decision making. Non-Western cultural groups 
may not conceive of illness in Western terms. Some 
cultures have highly developed concepts of the causes 
of health, illness, and death that are vastly different or 
even incompatible with the concepts of Western medi-
cine. Among non-Western beliefs are that illness has a 
spiritual causation or is the result of imbalance among 
bodily   humors, or that it is caused by a person’s actions 
in past lives, or is a retaliation for evildoing. Accultura-
tion can divide family members, engendering shame or 
guilt in association with a decision made, particularly 
regarding life-sustaining treatments. Medical terms 
need to be carefully explained. Verify understanding: 
ask the person to tell you in his own words what he 
was told. 

 MEDICATION AND PAIN MANAGEMENT 

 Not surprisingly, every culture has beliefs about medica-
tions: amount, liquid or solid, route of administration, 
the obligation to share medications, and the positive 
additive effect of herbal and other nostrums. In some 
cases, when the person feels better, he or she either 
stops taking the medication or increases the amount 
taken to get better faster. If the medication is not work-
ing as quickly as expected or desired, ceasing to take 
the medication is also possible. 

 Varying among cultures, pain can have several 
meanings: punishment for past misdeeds, prelude 
to a spiritual awakening or the pathway to the next 
life, character building, readiness for a healing cere-
mony, or to be tolerated by the male (i.e., demonstra-
tion of machismo).  Suffering  is existential discomfort 
and, perhaps, should not to be treated by the same 
approach used to relieve the discomfort of physiologi-
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cal pain. In some cases, it may not benefi t the sufferer 
to receive analgesics that mute feelings or awareness 
because that is precisely what she needs in order to 
express and work through her angst—and journey. Sit 
with the resident; ask her what her pain is like. How 
does it make her feel? Ask how you can help relieve 
her discomfort. 

 DEATH, DYING, AND DECISION MAKING 

 Some cultures (and religions) value life such that, in the 
face of death, residents and families will demand and 
expect vigorous life-sustaining interventions. This raises 
moral distress among clinicians, most often nurses: are 
we prolonging living or prolonging dying? Other cul-
tures fear direct confrontation with death and dying and 
defer such decisions to the physician. Still, other cul-
tures will take a direct approach to death and dying and 
reject aggressive life-sustaining interventions. The role 
of religion in decisions affecting treatments and inter-
ventions at the end of life can be signifi cant. 

 Advance Directives 
 Written directives may be more common among older 
adults in North American and in Western cultures than 
among older adults in minority cultural groups, who 
might prefer a verbal directive—that is, discussion with 
the family. However, others want to avoid any such 
discussion because of their culture’s prohibition about 
talking about (planning for) death. Whether written or 
verbal, individuals should be given the opportunity to 
talk about the interventions they want and do not want, 
even in the abstract (e.g., a discussion group at the as-
sisted living community using case examples or draw-
ing on literature and poetry). 
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 16 
 Psychosocial Aspects 
of Aging 
 Kenneth W. Hepburn and Ethel Mitty 

 Older adults face many stressful issues: dependency 
and care needs, losses and grief, change in role and so-
cial status, and lifestyle changes. This chapter discusses 
stress—its mediators and moderators, role change, and 
coping strategies (including locus of control theory and 
self-effi cacy models)—with social involvement issues, 
from the notion of  successful aging  to civic engagement 
and creative aging. 

 A s tressor  is a demand that requires a physiological, 
behavioral, or emotional response. Sometimes, such 
demands are perceived as threats to well-being or ex-
istence; the ability to continue functioning effectively 
might become drastically reduced. Stressors can be per-
sistent, such as those associated with chronic illness, or 
they can be acute, sudden, dramatic, unexpected—as 
might be associated with an acute health event (e.g., 
fracture; mammography fi nding) or with unexpected 
news of a friend’s death. Stressors can be related to 
changes in role identity (e.g., retirement; relinquish-
ing one’s driver’s license) or alterations in independent 
function, like the need for a supportive environment 
such as an assisted living community (ALC). Losses in 
physical capacity and reserve are stressors, especially 
when they are acute rather than insidious. Time can 
make a stressor less threatening; it becomes familiar. 
Risk factors are stressors, always (hovering) in the back-
ground, like those associated with recurrent/chronic 
illness. Some risk factors might be modifi able with 
teaching/health education, but others, such as those as-
sociated with gender and race, are not. The increased 

presence of chronic illness as a person ages means that 
the number and frequency of stressors are likely to in-
crease as a person ages. 

  Mediators  frame and infl uence perception of the 
stress situation and the responses to it. They can fi lter, 
although not completely protect against, the impact of 
stress. Mediators are the external and internal resources 
that a person can use to evaluate the stress  and  his 
or her capacity to respond to it. Receiving information 
about, for example, osteoporosis, can mediate the im-
pact of the diagnosis—the stressor.  Moderators  act on 
the stressor to lessen its intensity; they work with the 
mediator(s). Moderators are things that a person does, 
that probably existed even before the stressor appeared, 
and that are part of the individual’s  coping mechanism . 
For example, a resident who regularly exercised (e.g., 
robust walking) is likely to have a quicker return to full 
mobility after surgery than the person who had mostly 
sedentary habits pre-surgery. This highlights the need 
for a complete admission history. 

 Three major activities moderate stress: health-
seeking behaviors, such as diet control or smoking 
cessation (i.e., healthy activities), spiritual or religious 
activity, and social engagement. 

  Losses and grief  are companions of aging, whether 
associated with the loss of a loved one, diminished func-
tion (e.g., post-cerebral vascular accident), and/or sen-
sory losses. Intense grief generally lasts 6 to 12 months 
and can be accompanied by social withdrawal and mild 
clinical depression. Acceptance generally occurs after 
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12 months and is characterized by reemergence into so-
cial activities (although there might be fewer of them in 
which the older adult is interested). Treatment for de-
pression, whether pharmacological and/or counseling, 
can help avoid prolonged (pathological) grief. 

  Role shift  is associated with retirement, change in 
social or family role, and, for many, loss of economic 
rewards. The average age of retirement is currently 
62 years of age—at which point (reduced) Social Secu-
rity payout can begin. At what age did many of your 
residents move into the ALC? Roles may change within 
a marriage where one partner is starting to experience 
functional (or cognitive) loss and the other partner now 
must become a caregiver. Moving to an ALC could be 
transformative for the spouse. 

 COPING STRATEGIES 

 Some AL residents need help seeing their stress situa-
tion clearly so that they can work toward improving or 
stabilizing their sense of control and well-being. Three 
useful theories in this regard are described in the fol-
lowing list. 

  Locus of control  (LoC), a psychological model based 
on  expectancy theory,  can help an individual recog-
nize his beliefs about what he thinks is the cause of 
the good and bad things that have happened to him 
(e.g., health, business, etc.).  Internal  control means 
that the person feels that he is in control;  external  
control means that the person believes that whatever 
happens to him is outside his control; it is fate and 
there is nothing he can do about it; other people or 
the environment determine what happens to him. Re-
search indicates that internal LoC people are more 
able to cope with physical disability, in the long term, 
than are external LoC people. In contrast to internals, 
external LoC people tend to have less lofty goals, 
take fewer risks, and are unlikely to invest energy 
into self-improvement. Application of LoC principles 
in diabetes mellitus and obesity management is re-
portedly successful. Assessment fi ndings regarding 
residents’ beliefs about their control over their lives 
can be used for counseling and education to manage 
stress or a stress-inducing event. 
 The  health belief model  (HBM), related to the LoC 
model, posits four beliefs that a person might have 
about her health status: 
 (1)   Perceived threat:  belief that one is at high  risk  for 

getting/having the disease 

 (2)   Perceived benefi t:  belief about the  value  or benefi t 
of having a diagnostic test or medical (nursing) 
intervention 

 (3)   Perceived barriers : belief that access is limited, 
that care is costly, or that one is ineligible 

 (4)   Perceived self-effi cacy:  belief that personal actions 
make a difference 

 Showing an older adult woman that many women 
her age (and population) have had a bone density 
test can be reassuring as well as persuasive with re-
gard to her engaging in healthy behaviors (e.g., medi-
cation, moderate exercise, diet). 
  Self-effi cacy,  a social cognitive theory construct, is 
related to internal LoC and mastery, resilience, and 
competence. The theory holds that confi dence in 
one’s ability to do something can predict one’s will-
ingness to act in a certain way. Strong self-effi cacy 
beliefs are related to overall function as well as physi-
cal and mental health. Self-effi cacy can be weakened 
by continuous onslaughts and negative outcomes—
and can be strengthened by targeted strategies. The 
components of self-effi cacy theory have a good fi t 
with ALC residents: 
 �   Skills mastery  (i.e., performance accomplishment): 

imagining or actually seeing oneself succeed in 
progressively diffi cult tasks (e.g., ambulation, 
weight loss) 

�    Vicarious learning  (i.e., social modeling): observ-
ing or learning that others similar to one’s self 
have been successful in a targeted area; use sup-
port groups or link one resident to another (i.e., 
buddies) 

 �   Encouragement  (i.e., persuasion): information (i.e., 
research data) can support confi dence in the per-
son’s ability to be successful 

 �   Reinforcement:  experiencing anticipated or actual 
pleasure from success; hold achievement parties; 
create certifi cates of achievement 

 Social cognitive theory is the most effective model 
with regard to changing behavior among older adults. 
Interventions based on this theory decreased smoking, 
facilitated weight loss, improved memory, decreased 
fear of falling, and increased time spent in physical 
activity. 

  Using the resident’s history of an effective response 
to stress,  selection ,  optimization,  and  compensation  are 
useful measures to assist the resident in moving forward 
with his life and are described in the following list.

 Selection: help the resident choose to do those things 
that the resident knows she does well. This could 
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means honing down the type and number of activi-
ties in which the resident is engaged in order to maxi-
mize success in the (remaining or new) activities she 
chooses to engage in. 
 Optimization: reframe performance expectations; help 
the resident compare her performance with others of 
similar or older age—not what she could do 40 years 
ago. By engaging in selected activities, the resident 
gets optimal credit for performing to her own satis-
faction and/or having gained the desired outcome. 
 Compensation: this deals with diminished perfor-
mance and losses. The resident engages in simple 
activities that show her at her best. 

  Social involvement  can be viewed as a proactive, 
problem-focused response to stress by virtue of strength-
ening connection to the internal and external commu-
nity; it affi rms the older adult’s value.  Disengagement  
is not a normal response to aging; severing ties and 
increasing isolation does not contribute to well-being. 
One of the tasks of old age is  integration : bringing the 
pieces of the self together such that life at this point is 
celebratory and that learning and achievement are still 
possible. The notion of  involvement  (sometimes called 
productivity) means taking part, contributing (whether 
through volunteer or paid work), or participating in a 
meaningful activity. It is as applicable to older adults as 
to people in all stages of life, including adolescents—
and there is no reason why ALC residents cannot be 
involved. Find out what is going on in the external com-
munity. Bridge club? Social dancing? Local politics? 

  Successful aging  theory is based on studies that 
found that decline was not necessarily an irreversible 
component of normal aging. It is a multidimensional 
construct with physical, emotional, cognitive, and psy-
chosocial aspects. Perceptions of successful aging in-
clude living a very long time, continuing to learn new 
things, feeling satisfi ed with life overall, having no re-
grets, having involved family and friends who care, not 
feeling lonely, remaining involved with the world and 
with people, having meaningful choices, acting accord-
ing to one’s own standards, and being able to cope with 
the challenges of aging. What an enlightening discus-
sion this could be in the ALC! 

  Civic engagement  includes volunteering, joining an 
organization to help with fund-raising, getting involved 
in electoral campaigns or issues, writing petitions and/
or boycotting, letter writing, and so on. It appears to 

promote a feeling of belonging, meaningful contribu-
tion of experience and/or activities, ownership in the 
activity, and is recommended as a retirement role for 
 all  older adults. The Older Americans Act reauthoriza-
tion of 2006 requires that the Administration on Aging 
develop and implement civic engagement opportunities 
for older adults. Living in an ALC does not preclude 
resident involvement; they may need to be informed 
about what is available, however. 

  Creative aging  refers to the relationship between 
healthy aging and creative expression. The Society for 
Creative Aging holds that creativity is a basic need and 
that all people are naturally creative; that, regardless 
of background (e.g., education, culture, etc.), all older 
adults have wisdom that can stimulate the creative pro-
cess; and that, using memory and life review methods, 
creativity can be expressed through various art forms. 
Older adults, like people of all ages, can experience cre-
ativity as a participant or as an observer. 

 Aging well and sustaining well-being requires men-
tal and physical exercise, challenging leisure activities, 
sense of mastery, and social connections (for many, but 
not all, older adults). Even for those suffering with de-
mentia, there are opportunities for creative expression 
and meaningfulness. Adaptation of Montessori’s learn-
ing principles have been used for effective engagement 
by persons with moderate-to-severe dementia. Storytell-
ing workshops have elicited robust conversations with 
dementia sufferers. The Museum of Modern Art in New 
York City established the nation’s fi rst museum visiting 
program for people with dementia and created a guide 
and toolkit. 
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 A continuum of care for older adults involves the follow-
ing: matching their care and service needs with the  least 
restrictive setting of care  and resources in order to achieve 
desired health benefi t outcomes. Residential care op-
tions can be an older adult living in a  community-based 
residence and receiving home care, a continuing care 
retirement community (CCRC), or an assisted living 
community (ALC) where most residents  intend  to re-
side until their death. Nursing homes (NHs) and hospice 
are not generally considered residential but are instead 
treatment options. This chapter describes CCRCs, home 
(health) care, NH care, and hospice services and eligibil-
ity, including dying in an ALC. The notion of so-called 
 slow medicine  nursing style is discussed, as is the need 
for honest discussion with residents (and their families) 
regarding their goals of care and advance care planning. 
The chapter also discusses what is known as  handing 
off  or transitions between health care settings. 

 In any one calendar year, an older adult could be in 
acute care, an NH, an ALC, or his own community-based 
residence receiving formal or informal home care services. 
Given these transitions, an AL nurse should be aware of 
what is available in each care setting in order to provide 
accurate information to AL residents and/or their families 
who are contemplating relocating to or from an ALC. 

 HOME (HEALTH) CARE 

 The purpose of home health care is to promote, main-
tain, or restore health and/or functionality by maximiz-

ing independence and minimizing the effects of illness 
and disability (including terminal illness) on individu-
als and their families. In 2007, slightly over 7.5 mil-
lion people received home care services from 83,000 
providers. A home care organization can be Medicare 
certifi ed, providing acute care services as well as end-
of-life care (via a hospice agency), or it can be an or-
ganization providing domiciliary/nonmedical/custodial 
care. Home care can be paid for by a managed care 
organization (including a health maintenance organi-
zation or HMO), Medicaid, the Older Americans Act, 
the Veterans Administration, and private insurance. 
Of those receiving home care, almost 70% are over 
65 years of age and female. The difference between home 
care and home health services is that the latter is more 
medically oriented and almost always includes licensed 
health care professionals who implement and monitor a 
plan of care; most of these individuals work for licensed 
home health agencies, hospitals, or health departments. 
Therapeutic services can include enterostomal and IV 
therapy, rehab therapies (physical therapy [PT], occu-
pational therapy [OT], speech therapy [ST]) and dietary 
or nutritional therapy. Psychological and counseling 
services can also be provided. Home health care ser-
vices may include some home care (i.e., homemaking) 
services that typically includes housecleaning and other 
services, including meal preparation, shopping, and so 
forth. 

 Medicare home health care regulations no longer 
require that the recipient of care is home bound; how-
ever, the patient must require medically necessary and 
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reasonable skilled nursing and/or skilled rehab at least 
intermittently. A physician has to order the home health 
care services and provide a written plan of care. An ALC 
resident who is a Medicare benefi ciary could receive 
skilled home care services at the AL residence. 

 CONTINUING CARE RETIREMENT 
COMMUNITY

 CCRCs range from independent living/housing (in a 
cottage), to assistance with personal care (such as in 
AL), to skilled or custodial NH care. Whereas CCRCs 
originally offered life-care contracts that offered a con-
tinuum of care and services to meet the older adult’s 
needs as he or she became more dependent or disabled, 
this is no longer the case. The scant data that is avail-
able suggests that a CCRC resident might transition to a 
NH or ALC for a short time and then return back to his 
cottage/apartment once his condition has stabilized. 
For a growing number of residents, however, AL is the 
last stop on the continuum; this is especially relevant 
given that many ALCs bring hospice services into the 
facility. Given the age at which older adults are coming 
to a CCRC and the fact that many of the current resi-
dents are aging in place, there appears to be a demand 
in some CCRCs for AL-type services to be brought to the 
cottage or independent-living apartment. 

 A variety of payment and service options offer differ-
ent combinations of access to and provision of support-
ive, health-related (i.e., AL), and skilled nursing services 
(i.e., NH) in CCRCs. Medicaid does not reimburse CCRCs 
or individuals who choose to live in them; it is primarily 
a private pay arrangement. However, many CCRCs will 
cross-subsidize residents who have spent down their pri-
vate funds over time, usually because of deteriorating 
health status and increasing personal and health care 
needs. 

 NURSING HOMES 

 NHs are federally certifi ed as Medicare skilled nursing 
facilities (SNFs) and/or as a Medicaid nursing facilities 
(NFs) or are not federally certifi ed but are licensed by 
the state. NH resident acuity has increased since the 
1990s: many NHs are providing care and services previ-
ously only provided in acute care. Most NHs are under 
100 beds. Slightly over 67% are for-profi t (FP); 27% 
are not-for-profi t (NFP); the remainder are government 
facilities. In 2007, there were approximately 16,100 
nursing homes with almost 1,730,000 Medicare and/

or Medicaid-certifi ed beds occupied by 1,492,000 resi-
dents. Despite the rise in the number/percent of the ag-
ing population, NHs are reporting vacancies (the 2008 
average occupancy rate was 87%) attributed, in part, 
to the option for formal home care services or to AL. 
The average length of stay (LOS) is 892 days. However, 
the average LOS of discharged Medicare-reimbursed 
residents is 62 days (typically, those admitted for short-
term rehab). 

 Almost two-thirds of NH residents are dual eligible 
(Medicare and Medicaid benefi ciaries). Medicaid is the 
primary payer for almost 60% of residents; private pay 
accounts for almost 40%; private insurance accounts 
for 3%– 4%. An NH resident admitted from acute care 
is likely to be Medicare covered but only for a maxi-
mum of 100 days of skilled nursing or skilled rehab. 

 Just under 6% of the elderly cohort in the United 
States are in a NH on any given day; 46% are admit-
ted from acute care. Risk factors for NH admission are 
advanced age, medical diagnosis, living alone, loss of 
self-care ability, decreased mental status, bed immobil-
ity, lack of informal support/caregivers, poverty, hos-
pital admission, and female gender. The fact that NHs 
cannot admit those who are mentally ill, developmen-
tally disabled, or retarded (without clear evidence that 
therapeutic services are available—and provided by the 
NH) might be an opportunity for ALCs to provide these 
necessary services. 

 NHs must provide care and services to meet the 
overall goals of  resident-centered  (or  directed ) care to 
maintain or improve physical and mental function, 
reduce or eliminate pain and discomfort, offer a mean-
ingful leisure/recreational program, provide a safe en-
vironment, reduce (re)hospitalization, and assure a 
dignifi ed death. They must also provide dental care, 
podiatric care, medical specialty consultation, social 
services, mental health services, and nutrition services. 
Some NHs have fully equipped clinical laboratories, 
dental and podiatric suites, radiology equipment, and 
an on-site pharmacy. All NHs provide care at the end 
of life—some by formal arrangement with a hospice 
agency, others by virtue of internal policy and practices. 
Although all NHs must have a full- or part-time medical 
director, the physician does not have to be a certifi ed 
geriatrician; this varies by state. Every resident has a 
physician of record who is responsible for the plan of 
care. The physician can be among a panel of physicians 
caring for the NH residents or an independent outside 
practitioner. Virtually all NHs provide skilled rehabilita-
tion (OT, PT, ST), but the availability of these services 
can vary with regard to whether or not the facility is 
Medicare certifi ed to provide post-acute care. 
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 About 20% of all NHs have a designated  special 
care unit  (SCU) (approximately 7% of all NH beds). 
The most common SCUs are dedicated Alzheimer’s 
and related dementias units (5.5% of all beds); only 
1% of beds are for skilled rehab. The philosophy and 
operational principles of SCUs include specifi c admis-
sion, retention, and discharge criteria, specially trained 
staff, special programs, a distinct space, and program 
evaluation. There are fewer AIDS and hospice SCU beds 
in comparison to ventilator-dependent SCU beds. Some 
NHs might be caring for hospice residents on a regular 
unit rather than relocating them to a special hospice 
SCU with unfamiliar staff and routines. The data re-
main unclear if residents with dementia decline more 
slowly on a dementia SCU in comparison to a tradi-
tional (mixed) unit. 

 Most NH residents are White; 12% are Black. 
Among all residents, most are female. Slightly under 
50% of all residents are age 85 or older; 12% are under 
65 years old. The most common admission diagnoses 
are hypertension, post-cerebral vascular accident, heart 
disease, and dementia (see Table 17.1).   

 The percent of residents receiving a psychoactive 
medication of some kind (e.g., anxiolytic, antidepressant, 
antipsychotic) increased from 48.5% in 1998 to 63% in 
2004 and is attributed, in part, to better recognition and 
treatment of depression, sleep disorders, and so forth. 
Approximately 75% of residents have short- and long-
term memory loss, are not oriented to place or season, 
nor are they able to recognize staff. One-third of cogni-
tively impaired residents have inappropriate or aggressive 
behavior. Wandering, defi ned as moving about with no 
obvious goal or rational purpose and oblivious to safety 
needs, is a major care (and risk management) issue. Only 
7% of NH residents currently need a physical restraint; in 
some NHs, there is zero tolerance for restraint use. 

 Some NH residents can be hospitalized as many 
as four times in 1 year (i.e., the ping-pong phenom-
enon). Among the many factors—some clinical, some 
 economic—that infl uence a hospitalization decision 
are the receiving hospital’s vacancy rate and physician 
practice pattern in the NH, family pressure, staffi ng con-
tingencies (especially on the weekend), NH resources 
(e.g., diagnostic services, IV therapy), advanced age, 
signifi cant activities of daily living (ADL) dependency, 
chronic obstructive pulmonary disease (COPD), geni-
tourinary or respiratory track infections, congestive 
heart failure (CHF), and payment source. Having a 
do-not-hospitalize (DNH) order does not preclude the 
 possibility of hospital admission. Some data indicate a 
relationship between low NH Medicaid reimbursement 
rate and the greater likelihood of hospital transfer. 

17.1 
Nursing Home Resident 
Characteristics

ITEM %

Hearing impaired 21%

Visually impaired 27%

Diffi culty understanding 
or being understood

44–60%

Activities of daily living 
(ADL) assistance needed

95%

Need help with  
� three ADLs

75%

Use a walker 25%

Wheelchair dependent 62%

Transfer assistance 
needed in/out of bed

29%

Bathing assistance 
needed

94%

Eating assistance 
needed

47%

Dressing assistance 
needed

87%

Bowel and bladder 
incontinent

50%

Dementia: moderate/severe 65%

Clinically depresseda 21%

Hospitalized annually 25–50%

Advance directive 
written

65%

Have a do-not-hospitalize 
order 

4–6%

Expire in the NH 66%

aMany clinicians feel that the percent of clinically depressed NH residents is 
closer to 50% or more.
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  Staffi ng  is predominantly nursing: registered nurse 
(RN), licensed practical nurse/licensed vocational nurse 
(LPN/LVN), and certifi ed nurse assistant (CNA). In 
many NHs, but by no means all, the CNAs have a con-
sistent assignment. Workload is based on resident acu-
ity, weekday versus weekend, shift, and budget. Typical 
day shift staffi ng for a CNA can range from 7 to 10 resi-
dents; staffi ng is reduced on the eve and night shift. An 
RN must be on duty at least 8 consecutive hours a day; 
licensed personnel (i.e., LPN/LVN) must be on duty 
24/7. An NH can be waivered from meeting the RN re-
quirement if the facility shows that it is unable to do so 
because of local shortages  and  that resident health and 
safety are not in jeopardy if there is no RN on the prem-
ises. Total nursing care hours per day (NCHPD) vary 
but typically hover around 3.7 hours per resident (i.e., 
RN: 0.6 hours; LPN/LVN: 0.7 hours; CNA: 2.3 hours). 
An Institute of Medicine evaluation of the relationship 
between quality outcomes and staffi ng recommended 
273 minutes or 4.55 hours of nursing care hours per 
resident day. Some NHs may be at or near this level, but 
it can differ between units as well as between residents 
(i.e., some having more hours of care, some fewer). 

 Fewer than 5% of NHs have an  advanced practice 
nurse  (APN) (i.e., clinical nurse specialist [CNS]; geron-
tological nurse practitioner [GNP], adult nurse practi-
tioner [ANP]) on staff or in collaborative practice with a 
physician. However, the data are clear that APNs make 
a signifi cant difference with regard to fewer hospitaliza-
tions, less use of indwelling catheters, pressure ulcer 
prevention and treatment, mobility, incontinence, re-
storative nursing, mental health, and so forth. 

 All NHs have an  interdisciplinary team  with joint 
accountability for the plan of care and outcomes. The 
team typically consists of the primary nurse and CNA, 
social worker, nutritionist, rehab therapist, activities 
therapist, and physician. The resident and family are 
invited to the resident’s quarterly team meeting; it can 
be more often if the resident’s status change warrants. 

  Regulatory oversight and quality of care monitoring  
were fi rmly established with passage of the Omnibus 
Budget Reconciliation Act of 1987 (OBRA, 1987), also 
known as the Nursing Home Reform Law. Provisions 
of this monumental act included resident rights, an in-
terdisciplinary team care planning approach, staffi ng 
minimums, creation of a uniform resident assessment 
 instrument (RAI) and a minimum data set (MDS) in-
strument for comprehensive care planning and data 
collection, nurse assistant training and certifi cation, 
justifi  cation for use of physical restraints, and a revised 
quality of care survey that was resident-centered. Ev-
ery NH has an unannounced survey every 9–15 months 

that is conducted by the state’s health department act-
ing as agents for the federal government (i.e., Center 
for Medicare and Medicaid Services [CMS]) and state 
requirements for ongoing NH certifi cation or licensure. 
In addition, the state surveyors can be accompanied by 
federal Medicare surveyors conducting a so-called look- 
behind survey. 

 The CMS Web site  NHCompare  draws data from the 
MDS and the Online Survey, Certifi cation and Report-
ing (OSCAR) databases to provide information on  every  
NH in the United States regarding the NH’s ownership, 
bed size, resident characteristics, survey and defi ciency 
information, staffi ng, and Medicare and Medicaid pro-
gram participation. The data are NH-specifi c and can 
be viewed in comparison with other NHs in the state 
and nationwide. In addition, data are presented, by 
NH, with regard to long- and short-term resident qual-
ity measures that include pain management, pressure 
ulcers, use of restraints, and delirium. Defi ciencies are 
classifi ed by  scope  (i.e., number of residents actually or 
potentially affected) and  severity  (degree or potential 
for actual harm). All NHs must have an ongoing quality 
assurance/improvement (QA/QI) plan. The data indi-
cate that pain management has signifi cantly improved 
in NHs. Review and accreditation by the Joint Com-
mission is not required except for those NHs seeking 
managed care contracts and/or those that are hospital 
affi liated. 

 It is estimated that 46% of older adults will spend 
some time in a NH. Technological inroads in NHs  include 
electronic charting (especially medication administra-
tion), alarm systems, and rehabilitation. Emerging best 
practices in NHs include mentoring programs (especially 
for nursing directors), staff empowerment models that 
facilitate decision making at the bedside, a homelike en-
vironment, and meaningful resident choices regarding 
their preferred lifestyle, such as awakening and bath time, 
food choices, and engaging in dignifi ed recreational/ 
leisure activities (i.e., the culture change movement). 

 HOSPICE 

 Hospice care is compassionate care for a person fac-
ing a life-limiting illness or injury and for his or her 
family/signifi cant others. Provided by an interdisciplin-
ary team that consists of nurses, therapists, physicians, 
spiritual counselors, home health aides, social workers, 
volunteers, and bereavement counselors, the principled 
belief of hospice care is that all people have the right 
to die with dignity and without pain. The team man-
ages the patient’s pain and symptoms, provides needed 



Chapter 17 The Continuum of Care      93

drugs and medical supplies, helps the patient cope emo-
tionally and psychosocially, delivers special services if 
needed for symptom relief (e.g., physical therapy), can 
arrange for inpatient care to improve pain and symp-
tom management, and offers bereavement counseling 
to family and friends. Signing on to a hospice program 
and receiving its benefi ts requires waiver of Medicare 
benefi ts, but it does not preclude hospitalization to 
ameliorate symptoms or manage an incident condition 
that is causing pain or discomfort (e.g., pathological 
fracture). 

 Persons suffering with end-stage dementia are eli-
gible for hospice; it is not limited to those with terminal 
cancer or other end-stage illness. Studies indicate that an 
individual with dementia who has progressed to Stage 
7c on the Functional Assessment Staging Scale (FAST) is 
likely to die within 6 months. Stage 7 of the FAST scale is 
the inability to walk, speak a few or even a single word, 
smile, hold the head up, or sit; the person is asleep most 
of the day. Concomitant MDS criteria—signifi cant ADL 
dependency, bed-bound status, bowel incontinence, co-
morbidities (specifi cally cancer, congestive heart failure, 
dyspnea), medical instability, weight loss, urinary tract 
infection, male gender, and age 83 years or older—are 
prognostic of a life span of 6 months or less. 

 Just over 5% of ALC residents received hospice 
care in 2007, a slight increase from 2006. The Alzheim-
er’s Association prepared an evidence-based document, 
based on interviews with family members of dying 
nursing home and AL residents, that addresses quality 
of care at the end of life for residents with dementia. 
Guidelines for care address communication and deci-
sion making with the resident’s family about the goals 
of care, the likely course of the illness and the resident’s 
decline, and the advantages and disadvantages of differ-
ent interventions. Recommendations regarding symp-
tom management, albeit complicated by the resident’s 
inability to communicate, speak to the need for skilled 
assessment and monitoring, and recognition that the 
resident’s behavior, even if dying, might be communi-
cating a need. 

 Families of residents dying in an ALC, while satis-
fi ed overall with the care, express concerns similar to 
those expressed in other settings: that staff do not seem 
knowledgeable about symptom management and fail 
to adequately monitor the resident. According to fam-
ily informants of the decedents, dying ALC residents 
were in pain and had dry mouths. Interestingly, some 
of the other reported care inadequacies were that the 
dying resident was drowsy, had no appetite, and lacked 
energy—all of which might be what dying  is , and not a 
refl ection of poor care. 

 SLOW MEDICINE VERSUS HOSPICE CARE 

 The notion of slow medicine suggests that some in-
terventions (including invasive diagnostic tests) may 
have risks that outweigh the benefi ts. If having a breast 
biopsy, even if positive, will not lead to a lumpectomy, 
mastectomy, or a curative intervention, what is the 
value of the exam? Academic curiosity? Source of metas-
tases? The goal of care and standard of practice should 
be pain and comfort management—and respecting a 
patient’s preferences. It is critical to be mindful when 
talking with residents and families that medical and 
nursing interventions are not withdrawn; rather, they 
are optimized for the specifi c clinical conditions and 
the mutually agreed-to goals of care. As such, health 
care providers are encouraged to put on the brakes and 
talk with the patients (family, proxy) about the goals of 
care—and where they can be met best. Hospital transfer 
may not be the best thing for the resident. Treatment 
options, including comfort measures and their conse-
quences, should be discussed. 

 A resident with an advance directive that addresses 
wanted and unwanted treatments, including CPR, 
should be reviewed in a timely way after an acute event 
or signifi cant change of condition. The resident (and/
or family, agent) with COPD or CHF, needs information 
about the disease’s natural history or  trajectory.  With 
each exacerbation, the decision about whether or not 
to hospitalize might be made more thoughtfully, given 
the questionable benefi ts of hospitalization and the 
likely adverse effect on the resident (e.g., pressure ul-
cer, weight loss, disorientation). In some cases, and for 
a defi ned set of circumstances, a DNH order might be 
written. But you should verify whether this is permitted 
in AL in your state. 

 In almost all cases, it is an AL nurse who is making 
the decision to transfer a resident to the hospital. While 
some cases have a very small therapeutic window (e.g., 
fi rst occurrence of chest pain)—many situations can af-
ford  slow medicine nursing style . The nurse’s critical role 
in these cases is to present information to the resident 
(and family) for their consideration regarding likely tests, 
interventions, and outcomes of hospitalization. The con-
versation includes reassurance that slow medicine (like 
palliative care/medicine) does not mean abandonment; 
treatment and care continue. In a gentle way, the nurse 
tries to differentiate between prolonging living and pro-
longing dying. The principles and actions of palliative 
care are explained: person-centered goals of care; symp-
tom management and aggressive comfort care; interdis-
ciplinary attention to care needs; and a plan of care. 
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 TRANSITIONS BETWEEN HEALTH CARE 
SETTINGS: HANDING OFF 

 Transitions occur at the interfaces of care, that is, be-
tween geographically separate settings or in one setting 
(e.g., discharged from a neurology unit and admitted 
to a rehab unit in the same hospital), between levels of 
care, or between practitioners. Transitional care involves 
a sender and a receiver. The notion of transition has 
replaced the transfer process and entails a broader ap-
preciation of what is involved in moving between sites 
of care, providers, and the goals of care. Most transfer/
transitional problems occur because of poor communi-
cation and lack of coordination, resulting in the loss of 
continuity of clinical and supportive management and 
monitoring. The American Geriatrics Society (AGS) po-
sition statement,  Improving the Quality of Transitional 
Care for Persons With Complex Care Needs  (AGS Health 
Care Systems Committee, 2002) ,  addresses the need 
for clinicians—and the patient and family—to be com-
pletely aware of the treatment and medication plan of 
care, the patient’s treatment preferences, the potential 
for high-risk events, and the need for patient and family 
education. 

  Medication reconciliation,  a necessary component 
of transitional care, consists of fi ve steps. 

 (1)  List the medications that the patient was on prior 
to admission 

 (2)  List the medications that are to be ordered or 
prescribed 

 (3)  Compare the two lists 
 (4)  Decide which medication is most appropriate 
 (5)  Communicate the decision to the relevant health 

care professional(s)  and  to the resident and family 

 As a practical matter (in case of future events), 
what is the resident going to do with those no longer 
necessary medications now sitting on her kitchen table? 
If the patient educator told her that the new medica-
tion was for hypertension, then why can’t the old medi-
cation prescribed for hypertension (by a doctor she 
trusted) still be used? On return to the ALC, this has to 

be discussed with the resident who was self-medicating 
prior to hospitalization and retains the stash of formerly 
used medications. Medication reconciliation is not just 
a clinical exercise; it has signifi cant economic ramifi ca-
tions for many residents that can, in turn, affect clinical 
outcomes. 

 The most common errors in transitioning between 
care settings are wrong dose (of the same medication 
that the patient/resident used to take), followed by er-
rors of omission (i.e., failure to prescribe) and commis-
sion (i.e., administering the same med twice because of 
failure to communicate or document that it was given 
prior to transfer/relocation). Medication reconciliation 
should occur within 24 hours, sooner for high-risk med-
ications (e.g., Coumadin, insulin), and should be con-
ducted by a knowledgeable practitioner with appropriate 
resources at hand, including pharmacist assistance, as 
needed.  Blanket orders  such as “resume pre-op orders” 
are not permitted by the Joint Commission medication 
standards of care; they are an obvious source of medi-
cation errors. The Institute for Healthcare Improvement 
(IHI) Web site has a downloadable medication recon-
ciliation review and fl ow sheet (IHI, n.d.). 
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 Physical Activity 
 David M. Buchner 
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 Physical activity is defi ned as bodily movement pro-
duced by skeletal muscles that expend energy. Exercise 
is a subset of physical activity that involves a structured 
program designed to improve one or more components 
of physical fi tness or optimal functional ability. The 
primary attributes of physical activity are type (mode), 
frequency, duration, and intensity. Physical activity is 
one of the most important and effective preventive and 
therapeutic interventions for older adults. There is con-
clusive evidence that regular aerobic activity has major 
health benefi ts. Resistance training (e.g., weight lifting) 
and balance training also have important health ben-
efi ts in older adults. Flexibility training is important for 
maintaining the range of motion required to do physical 
activities. 

 PREVENTIVE HEALTH EFFECTS 

 Regular physical activity has a benefi cial effect on 
most, if not all, organ systems. Consequently, it pre-
vents a large number of illnesses/diseases. Physical 
activity reduces the risk and progression of cardiovas-
cular disease, hypertension, cerebral vascular accident, 
some lipid disorders, non-insulin-dependent diabetes 
mellitus, obesity, osteoporosis, colon cancer, and breast 
cancer. There is substantial evidence that physical ac-
tivity reduces the risk of fall injuries, sarcopenia, de-
pression, and anxiety disorders and some evidence 
that it reduces sleep problems, cognitive impairment, 
osteoarthritis, and back pain. The Centers for Disease 

Control (CDC) reported, in 2008, that physical activities 
for community-residing older adults reduced the devel-
opment of two major chronic diseases: hypertension 
and type 2 diabetes. 

 Consistent with its broad physiologic effects, regu-
lar physical activity decreases both cardiovascular and 
noncardiovascular mortality in older adults. Observa-
tional studies consistently report that regular physical 
activity substantially delays the onset of functional lim-
itations and loss of independence (disability). Higher 
levels of physical activity, such as jogging, are associ-
ated with fewer years of disability preceding death. The 
health benefi ts of physical activity accrue independently 
of other risk factors. For example, sedentary overweight 
smokers experience health benefi ts from increasing 
physical activity, even if they continue to smoke and do 
not lose weight. 

 THERAPEUTIC EFFECTS IN CHRONIC 
DISEASE MANAGEMENT 

 Physical activity has therapeutic benefi ts in the man-
agement of a wide variety of chronic conditions. Clini-
cal practice guidelines (prepared by groups such as the 
American Geriatrics Society and the American Medical 
Directors Association) identify a role for physical activ-
ity in the management of dementia, pain management, 
heart failure, syncope, refl ex sympathetic dystrophy, 
prophylaxis of venous thromboembolism, back pain, 
some sleep disorders, and constipation. 
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 It is possible that physical activity will assume a 
prominent role in the management of mental health 
conditions in older adults. There is substantial evidence 
that both aerobic activity and resistance training re-
duce/modify symptoms of depression. Physical activity 
should be considered as an adjunct to medication and 
psychotherapy for older adults with depressive illness, 
pending more studies clarifying which patients can be 
prescribed activity as a substitute for medication and 
psychotherapy. Cognitive ability is positively correlated 
with higher levels of physical activity and fi tness. 

 The therapeutic use of exercise to reverse low fi t-
ness, physical functional limitations, and disability has 
been carefully studied since the 1990s. Randomized tri-
als of exercise in sedentary older adults show that  aero-
bic capacity  (defi ned as the highest amount of oxygen 
consumed during maximal exercise in activities that use 
the large muscle groups in the legs or arms), muscle 
strength, fl exibility, and balance can be improved by 
appropriate forms of exercise. 

 RECOMMENDED AMOUNTS 
OF PHYSICAL ACTIVITY 

 The American College of Sports Medicine and the 
American Heart Association recommend that all older 
adults engage in moderately intense aerobic exercise 
30 minutes a day, 5 days a week, or that they do vigor-
ously intense aerobic exercise 20 minutes a day, 3 days 
a week. In addition, it is recommended that older adults 
do 8 to 10 different strength-training exercises, doing 
10–15 repetitions of each of these exercises two to three 
times per week. Balance exercises are recommended for 
those at risk of falling. Moderate-intensity aerobic exer-
cise is the most realistic level of activity for the majority 
of older adults. 

 Aerobic Activity 
 Aerobic activity is activity that uses the larger muscle 
groups over an extended time period where the energy is 
supplied by the oxygen-utilizing process. Sample activi-
ties include walking, jogging, or biking. Physical activ-
ity intensity is often expressed in metabolic equivalents 
(MET) units. Moderate-intensity physical activity is de-
fi ned as aerobic activities that expend 3.0 to 6.0 METs. 
One MET is the amount of energy expended sitting qui-
etly at rest adjusted to body weight (1 MET = 3.5 ml oxy-
gen consumed/kg of body weight/minute). This level of 
activity is a 6 on an intensity scale of 1 to 10; one should 
still be able to carry on a conversation during exercise. 
The standard example of a moderate-intensity activity 

is brisk walking at 3 to 4 miles per hour. Activity bouts 
of at least 10-minute duration count toward meeting the 
requirements of 30 minutes of exercise per day. Further 
daily physical activity can be accrued during usual activ-
ity for residents such as walking to the mailbox, dining 
room, or a friend’s apartment. 

 The benefi ts of aerobic activity on cardiovascular 
health are based on the fi nding that aerobic activity 
increases the body’s oxygen demand as measured by 
ventilatory oxygen uptake (Vo 2 ). A 1-liter increase in 
Vo 2  produces an approximate 6-liter increase in cardiac 
output. With regular exercise, there is an increase in 
Vo 2 max  (Vo 2 max  is the maximum amount of oxygen in 
milliliters that one can use in 1 minute per kilogram of 
body weight). As the Vo 2 max  improves, any submaximal 
physical task (e.g., walking to the bathroom) requires 
the use of a smaller percent of Vo 2 max  and therefore 
places less stress on the heart muscle. 

 Resistance Training 
 Resistance training means increasing muscle strength 
by moving or lifting some type of resistance, such as 
weights or elastic bands, at a level that requires some 
physical effort. Examples of resistance exercise pro-
grams can be found in the Exercise Assessment and 
Screening for You (EASY) tool. The amount of resis-
tance recommended and number of repetitions vary for 
each individual and muscle group. In general, one to 
three sets of 10 to 12 repetitions are regarded as optimal 
for increasing muscle strength. Resistance exercises, or 
strength training, should not be performed on consecu-
tive days in order to give the muscles time to recover 
between sessions. 

 Flexibility Training 
 Unlike aerobic activities and resistance training, fl ex-
ibility training by itself does not have substantial health 
benefi ts. It is recommended because regular physical 
activity requires an adequate range of motion, and fl ex-
ibility training permits and facilitates the types of physi-
cal activity that have health benefi ts. Flexibility-related 
activity facilitates greater range of motion around the 
joints. Flexibility training is recommended at least twice 
weekly. 

 Balance Training 
 Balance is the ability to maintain control of the body 
over the base of support (i.e., the area of the body 
where most of the weight is supported) in order to 
avoid falling. Static balance is the ability to maintain 
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balance without moving, while dynamic balance is the 
ability to move without losing balance or falling. Un-
like aerobic exercise, or resistance and fl exibility train-
ing, balance training is not recommended for all adults. 
At the present time, balance training is recommended 
only for adults at increased risk of falls. These exer-
cises should be performed a minimum of 2 days a week. 
Some balance exercise programs focus on maintaining 
balance over a narrow base of support, such as a tan-
dem stand (standing heel to toe) or one-leg stand. Other 
exercises train dynamic balance, such as the ability to 
do a tandem walk (walking heel to toe). Balance train-
ing is typically designed so that exercises are graduated 
in diffi culty, and older adults progress to more diffi cult 
exercises as training improves balance. For example, a 
tandem walk is easiest when holding on to a table and 
becomes progressively more diffi cult/challenging/scary 
with arms in any position, arms close to the body, and 
arms close to the body while holding a weight. 

 Tai Chi Chuan is often mentioned as a form of ex-
ercise that improves balance and prevents falls. Early 
studies of Tai Chi reported an almost 50% reduction 
in falls; a follow-up study reported a (nonsignifi cant) 
25% reduction. Reasonably, Tai Chi remains a prom-
ising intervention that is popular, fun, and social and 
is appropriate for the balance training component of a 
falls prevention program. 

 RECOMMENDING PHYSICAL ACTIVITY 
TO OLDER ADULTS 

 The EASY tool can be used to guide older adults and 
nurses as to what exercise is safe and appropriate for 
the individual to perform. Examples of aerobic, resis-
tance, fl exibility, and balance exercises are available in 
the EASY screening tool. Nonambulatory residents can 
likewise engage in physical activity. In fact, these in-
dividuals are most likely to benefi t the most from an 
exercise program. Muscle weakness and atrophy are 
probably the most functionally relevant and reversible 
problems in nonambulatory older adults, and attempt-
ing to reverse these defi cits through exercise can have a 
major impact on function and quality of life. 

 Preference for Moderate Intensity 
Aerobic Activity 
 The vast majority of sedentary and insuffi ciently active 
older adults should gradually increase their moderate 
aerobic activity, especially walking, in order to achieve 
moderate intensity exercise. Moderate exercise is as-

sociated with lower cardiovascular risk, lower risk of 
musculoskeletal injury, and in comparison with vigor-
ous exercise, generates/motivates higher adherence to 
training. Most older adults prefer moderate intensity 
activities: 30 to 60 minutes of moderate activity, 5 to 7 
days per week, is appropriate for most older adults. 

 The traditional emphasis on walking is appropri-
ate and is the most common physical activity reported 
by older adults. The obvious advantages of walking are 
that it requires no special skills, equipment, or facilities 
and the risk of injury is relatively low. Greater amounts 
of walking are not associated with higher injury risk. 

 Importance of Resistance Training 
 Age-related decreases in skeletal muscle mass and qual-
ity, termed  sarcopenia,  contribute to functional limi-
tations and dependence in older adults. Sarcopenia is 
more than just disuse atrophy; even highly trained ath-
letes lose muscle mass with age. Epidemiologic studies 
report that regular physical activity reduces age-related 
loss of muscle mass. Randomized controlled trials dem-
onstrate that resistance training increases muscle mass 
and counteracts sarcopenia. Whereas early studies of 
resistance training prescribed vigorous training similar 
to that prescribed for young adults, it has subsequently 
been demonstrated that less training has both physio-
logic effects on muscle function and on health benefi ts. 
Gains in strength are typically reported for those who 
use weight machines. For older adults with good fi tness, 
weight machines are usually the most feasible and saf-
est training method. Randomized trails have also tested 
resistance-training programs that use body weight or 
free weights, such as weight cuffs or dumbbells. These 
programs are more appropriate for adults with lower 
fi tness levels, where lower amounts of weight will be 
suffi cient for the individual to achieve some gains in 
strength and function. In theory, resistance exercises in 
a home-based program can be adjusted on the basis 
of the ability of the individual. He or she can start by 
doing the exercises with no resistance (i.e., without us-
ing any weights) and then when this is easy can add a 
1 pound weight and increase as tolerated. 

 CONSIDERATIONS IN OLDER ADULTS 
WITH LOW FITNESS 

 With regard to aerobic activities, a different defi nition 
of intensity is necessary for adults with low fi tness. In-
tensity is defi ned not as absolute energy expenditure 
in METS but relative to the person’s level of fi tness, as 
judged by the heart rate response to exercise. Moderate 
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intensity activity has a heart rate response in the range 
of 55% to 69% of maximal heart rate (220 – age for 
men; 220 – [0.6 × age] for women). An 82-year-old 
man should try to exercise (e.g., walk) at a speed at 
which his heart rate ranges from 80 to 95. With this 
defi nition of intensity, unfi t older adults (i.e., those 
who are sedentary and do not engage in 30 minutes of 
moderate physical activity at least 5 days a week) need 
not do a brisk walk or equivalently intense activity in 
order to meet the moderate intensity recommendation. 
Rather, the person should walk at a speed that causes a 
heart rate response in the range of moderate intensity. 

 Physical activity should be increased very gradually 
in adults with low fi tness. Initially, short bouts of activ-
ity less than 10 minutes are appropriate and should be 
encouraged at the level in which the individual can tol-
erate the activity. Older adults in assisted living commu-
nities benefi t from physical activity. Supervised classes 
of a few months duration cause improvements in fi tness 
and functional limitations, even in those who are physi-
cally frail or have mild or moderate dementia. Physical 
activity may improve sleep and decrease agitation and 
other behavioral problems associated with dementia. 
Exercise programs for assisted living residents should 
include all of the components previously addressed. 

 OBESITY 

 The obesity epidemic in the United States has focused 
attention on the role of physical activity in maintain-
ing a healthy body (weight). Public health recommen-
dations advise that weight loss should be achieved 
by both reducing caloric intake and increasing energy 
expenditure. Regular physical activity during weight 
loss may be more important for older adults than for 
younger individuals. Obesity increases the risk of many 
chronic diseases and of functional limitations in older 
adults, but it also has the benefi cial effects of increasing 
bone and muscle mass. For older adults advised to lose 
weight, a reasonable approach is to meet the exercise 
recommendation of 30 minutes daily at least 5 days a 
week and to limit caloric intake. Physical activity level 
can be gradually increased as necessary to achieve and 
maintain a healthy weight. 

 OSTEOPOROSIS, FALLS, FRACTURES, 
AND BALANCE TRAINING 

 Regular physical activity by older adults has a modest 
effect in slowing age-related loss of bone mass. Evidence 

indicates that resistance and high-impact exercises are 
most benefi cial. Weight-bearing aerobic activities can 
also provide the stimulation to the bone that maintains 
bone mass (see also Chapter 48, “Musculoskeletal Dis-
eases and Disorders” and Chapter 29, “Osteoporosis”). 

 In older adults at increased risk for falling, random-
ized trials demonstrate that falls can be prevented by 
multicomponent interventions targeting factors such as 
sedative use, environmental hazards, and poor balance. 
Increasing physical activity is regarded as an effective 
component of falls prevention programs. A meta-anal-
ysis of randomized trials reported that aerobic activity, 
resistance training, and balance training are all associ-
ated with reduced risk of falling in older adults. Balance 
training is specifi cally recommended in clinical practice 
guidelines for falls prevention in adults at increased 
risk. There is no experimental evidence suggesting that 
exercise reduces either total fractures or hip fractures. 
However, a meta-analysis of epidemiologic studies re-
ported that physical activity reduces the risk of hip frac-
ture by up to 50%. 

 THE RISKS OF PHYSICAL ACTIVITY 

 Although the benefi ts of physical activity far outweigh 
the risks, promoting physical activity should include 
strategies for minimizing risk. The main risk of physical 
activity is musculoskeletal injury; some of these risks 
are modifi able. The risk of injury is higher with vigor-
ous exercise, higher volume of exercise, and with obe-
sity. It is less with higher fi tness, supervision, protective 
equipment such as bike helmets, and in well-designed 
exercise environments. The principle that physical ac-
tivity should be increased gradually over time is critical 
for reducing risk of injury. Generally, it is recommended 
that older adults begin resistance training with one set 
of 10 to 15 repetitions of each exercise, rather than the 
8 to 12 repetitions for younger adults. That is, for older 
individuals it is best to do more repetitions of a single 
exercise but to do this using less resistance (relative to 
maximal strength). This helps reduce the risk of injury. 

 The risk of both exercise-related myocardial infarc-
tion and sudden death is rare and is greatest in individ-
uals who are the least active. Sedentary adults should 
avoid isolated bouts of vigorous activity and should in-
crease activity gradually over time. 

 PROMOTING PHYSICAL ACTIVITY 

 The causes of inactivity in adults are multifactorial; 
motivation has a major infl uence on exercise activity. 
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In addition, time constraints, environmental barriers 
and lack of appropriate exercise facilities, unpleasant 
consequences from exercise, dislike of the activity or 
boredom, lack of knowledge about the type and amount 
of exercise to perform, lack of belief in the benefi ts of 
exercise at an advanced age, impaired health, and fear 
of injury contribute to lack of adherence to physical ac-
tivity by older as well as younger adults. 

 To maximize adherence to exercise programs, con-
sider a multidimensional framework as afforded by so-
cial cognitive theory. This theory is based on a model 
of reciprocal determinism in which behavior, cogni-
tion, and other personal factors, and environmental 
infl uences all operate interactively as determinants of 
each other. According to social cognitive theory, human 
motivation and action are essentially regulated by fore-
thought. This cognitive control of behavior is based on 
self-effi cacy expectations, that is, an individual’s beliefs 
in his or her capabilities to perform a course of action 
to attain a desired outcome and his or her beliefs that 
performing a behavior will result in the specifi c out-
come he or she desires (see Chapter 16, “Psychosocial 
Aspects of Aging”). Strengthening self-effi cacy and out-
come expectations can positively infl uence adherence 
to an exercise regimen. 

 Motivating Residents to Exercise: 
The Seven-Step Approach 
 Based on self-effi cacy theory, a seven-step approach 
(Table 18.1) was developed to help motivate residents 
to exercise. Education about the benefi ts of exercise and 
delineating the type and amount of exercise to perform 
are critical fi rst steps for engaging the residents in regu-
lar exercise. This can be done formally in classes or 
informally during care interactions. Education should 
include families and proxies as well as the resident. Pre-
screening using the EASY tool will help establish the 
optimal exercise program for each resident. Goal devel-
opment can be incorporated into the resident’s service 
plan and is a helpful reinforcement for the resident as 
to what he or she  can  do and is  expected  to do with 
regard to exercise/physical activity throughout the day. 
Exposing the individual to exercise, particularly to ac-
tivities that he/she can be successful at, is important to 
strengthen his or her confi dence (i.e., self-effi cacy) and 
help him or her experience the positive benefi ts of exer-
cise. What is most important is to continue to monitor, 
ask how the resident is doing in his or her exercise, and 
provide ongoing encouragement.   

18.1 The Seven-Step Approach

SEVEN STEPS ACTIVITIES TO FACILITATE IMPLEMENTATION

1. Education To facilitate learning about the benefi ts of physical activity and teaching the staff 
and residents what to do in terms of activity, the information should be given in 
multiple formats: an interactive lecture, a written handout, or video tape. The 
information must be repeated and reinforced both informally one-on-one with 
residents and/or formally in teaching programs.

2.  Assessment of needs/
interest in physical 
activity

Evaluation of the resident (and the ALCa) to establish the resident’s need to 
participate in an exercise program and specifi cally what he or she should do.

Activities include:

 —Physical examination including health history
 —Exercise screenings
 — Evaluation of the barriers to engaging in the behavior (fear, no access, too 

old, etc.)

(continued)
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18.1 The Seven-Step Approach (continued   )

SEVEN STEPS ACTIVITIES TO FACILITATE IMPLEMENTATION

3. Goal identifi cation Set realistic goals with the resident and let him or her know exactly what 
behavior to engage in, for example:

 —Walk daily for 30 minutes
 —Perform resistance exercise two times a week
 —Walk to the dining room

Set realistic goals for the ALC

 —All residents will be screened for exercise
  —All residents will be encouraged to walk to the dining room or self propel 

to the dining room
 —All residents will be given an exercise program/goals

4. Elimination of barriers Eliminate the barriers associated with a given activity at the individual level 
such as:

 —Pain through medication, ice treatment, and so forth
  —Facilitate access to information and screening; for example, make exercise 

opportunities easy to access

Eliminate the barriers associated with a given activity at 
the ALC

  —Reallocation of resources may be needed to identify and support a resident who 
will serve as a champion for implementation of the activity

  —Bring screening to the facility (e.g., a health promotion exercise screening day)

5. Role models Provide examples of successful residents who have changed health behaviors and 
noted benefi ts.
Implement interventions across a neighborhood or fl oor (or in an ALC); draw on 
an exemplary neighborhood or ALC that successfully implemented a walk-to-dine 
program as a role model.

6.  Ongoing follow-up and 
verbal encouragement/
rewards

Ask the resident about his or her health behaviors and provide verbal encouragement 
toward any positive change.
Continue to monitor and support at an administrative level the champion who is 
working on a health maintenance activity across the facility.

7.  Implementation of 
environmental and policy 
facilitators for ongoing 
adherence

Facilitate change in the resident’s environment to ensure adherence to health main-
tenance activities: clear paths to facilitate walking, provide heart healthy foods in 
the home or at neighborhood stores, remove alcoholic beverages, if possible, from 
the home setting.
Facilitate change at the architectural level: provide access to the outside for exercise 
opportunities; clear walkways and create pleasant pathways; provide heart healthy 
food options; provide access to screening (health fairs); promote health education.
Establish policies that promote and are consistent with health maintenance
recommendations, such as annual screenings, immunizations at the ALC, or 
transportation to immunizations or screenings.

aComprehensive evaluation of the ALC regarding the exercise and physical activity options available.
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Prevention
Harrison Bloom 
and Barbara Resnick

As the population ages and average active life expectancy 
increases, primary and secondary prevention become 
increasingly important. The prevalence of undetected, 
correctable conditions and comorbid diseases is high in 
the older adult population. Fortunately, a growing num-
ber of older adults are highly motivated with regard to 
disease prevention and health promotion. The assisted 
living (AL) nurse has the unique opportunity to provide 
AL residents with preventive care information that can 
help them make decisions about what health promotion 
activities to perform.

A number of factors, including age, functional sta-
tus, comorbidity, resident preference, socioeconomic 
status, and the availability of care, affect health care 
decisions of older adults. Generally, older individuals 
will not receive any survival benefi t from cancer screen-
ing unless their life expectancy exceeds 5 years. Careful 
consideration must be given, however, to the identifi -
cation and elimination of cancer at an early stage so 
that progression does not occur, even among those with 
limited life expectancy. The risks of screening and its 
follow-up diagnostics and treatments (e.g., perforation 
from colonoscopy; impotence or incontinence from 
prostate surgery) need more emphasis at the time of 
discussions regarding screening recommendations. For 
example, fi nding a preventable cancer that might result 
in death in 5 to 10 years if not detected early is of no 
benefi t (and can result in actual harm and considerable 
cost) in an individual whose life expectancy is less than 
5 years. It is important, too, that the values, beliefs, and 

preferences of older adults be factored into discussions, 
as should issues regarding quality of life.

RECOMMENDED PREVENTIVE SERVICES

A number of preventive services are effective in the care 
of older adults and are widely endorsed. These include 
screening, counseling, prevention, immunization, and 
so forth (See Table 19.1).

Screening
Obesity or Malnutrition

Routine measurement of height and weight is used to 
calculate body mass index (BMI = kg/m2). Obesity in 
men is defi ned as a BMI ≥ 27.8 and in women as a 
BMI ≥ 27.3. Unintentional weight loss of 10 pounds in 
6 months can indicate malnutrition or a serious occult 
illness.

Hypertension

The prevalence of hypertension increases with advanc-
ing age. Treatment in older adults is associated with 
reduction in morbidity and mortality from left ventric-
ular hypertrophy, heart failure, myocardial infarction, 
and stroke. However, older adults are more susceptible 
to adverse effects of antihypertensive therapy, such 
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19.1  Evidence-Based Preventive Services Recommended for Older Adults

(continued)

PREVENTIVE ACTIVITY FREQUENCY
CONDITION TO DETECT OR 
PREVENT

Screening

 Height and weight At least annually Obesity, malnutrition

 Blood pressure At least annually Hypertension

 Vision testing Annually Visual defi cits

 Hearing ability Annually Hearing impairment

 Depression questionnaire —
a

Depression

 Alcoholism questionnaire —
a

Alcoholism

  Serum lipids (with prior MI, 
angina)

Annually Recurrent CAD

  Abdominal ultrasonography 
(men aged 65–75 years who 
have ever smoked)

Once Abdominal aortic aneurysm

 Bone density measurement —
a

Osteoporosis

  Glucose (with hypertension or 
hyperlipidemia)

—
a

Type 2 diabetes mellitus

 Mammography Every 2–3 years Breast cancer

 Pap smear At least every 3 yearsb Cervical cancer

 Fecal occult blood testing and/or Annually Colorectal cancer

  fl exible sigmoidoscopy or 
  colonoscopy

Every 3–5 years 
Once

Counseling to encourage:

 Smoking cessation Every visit COPD, many cancers, CAD

 Regular dental visits Annually Malnutrition, oral cancers, 
edentulism 

 Low-fat, well-balanced diet Annually Obesity, CAD

 Adequate calcium intake Annually Osteoporosis
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as hyponatremia, hypokalemia, depression, confusion, 
or postural hypotension. This is especially true for the 
oldest-old and those who have multiple comorbidities 
and who are taking multiple medications.

Vision and Hearing Defi cits

Routine screening with a Snellen chart is recommended 
by the U.S. Preventive Services Task Force (USPSTF). 
Undetected hearing loss can lead to social isolation 
and may indicate other underlying disorders. The USP-
STF recommends periodically questioning older adults 
about their hearing and counseling them about the 
availability of hearing aid devices. Cerumen (ear wax) 
that blocks the eardrum is the most common cause of 
hearing impairment. Encouraging older adults to have 
their ears checked for wax buildup at least annually is 

an important nursing intervention to promote healthy 
and optimal hearing.

Alcoholism

All older adults should be screened for alcohol abuse. 
This can be done by asking the older adult how much 
they drink daily, socially, or by completing a screening 
questionnaire such as the CAGE (see Exhibit 19.1).

Osteoporosis

The USPSTF currently recommends that women age 65 
and older be screened routinely for osteoporosis using 
bone density measurements. For those at high risk for 
osteoporotic fractures, screening should begin at age 60. 
Counseling regarding adequate calcium intake, smoking 

PREVENTIVE ACTIVITY FREQUENCY
CONDITION TO DETECT OR 
PREVENT

 Physical activity Annually Immobility, CAD, 
osteoporosis

 Injury prevention Annually Injurious falls, motor 
vehicle crashes, burns, 
other injuries

Immunization

 Infl uenza vaccination Annually Infl uenza

 Pneumococcal vaccination —
C

Pneumococcal disease

 Tetanus booster Every 10 years Tetanus

Chemoprophylaxis

 Aspirin therapy Daily Recurrent MI, TIA, or 
stroke

Note: CAD = coronary artery disease; COPD = chronic obstructive pulmonary disease; MI = myocardial infarction; TIA = transient ischemic attack.
aThe optimal interval for screening is unknown.
bMay stop screening at age 65 if patient has had regularly normal smears up to that age; if never tested prior to age 65, may stop after two normal annual smears.
cVaccinate immunocompetent patients once at age 65; revaccination after 7–10 years may be appropriate.

19.1  Evidence-Based Preventive Services Recommended for Older Adults (continued)
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The CAGE screening test is used to screen for alco-
hol use problems in adults. However, it cannot be 
used to diagnose the disease. It only suggests that 
the disease may be present. Other tests are needed 
to diagnose alcohol dependence. 

Screening test questions: 

  Have you ever felt you ought to Cut down on 
your drinking or drug use? 

  Do you get Annoyed at criticism of your drink-
ing or drug use? 

  Do you ever feel Guilty about your drinking or 
drug use? 

  Do you ever take an Early-morning drink (eye-
opener) or use drugs fi rst thing in the morning 
(“a little hair of the dog that bit you”) to get 
the day started or to eliminate the shakes? 

A person who answers “yes,” “sometimes,” or 
“often” to two or more of the questions may have a 
problem with  alcohol.

cessation, exercise, and avoidance of falls is also recom-
mended (see Chapter 29, “Osteoporosis”).

Cancer Screening

Mammography screening should cease at age 70, ac-
cording to the USPSTF. With regard to colon cancer 
screening, however, the USPSTF recommends that in-
dividuals 50 years of age and older undergo annual 
screening. Screening for bowel cancer is particularly fo-
cused on identifying premalignant adenomatous polyps 
and may help identify premalignant lesions and prevent 
uncomfortable symptoms that might occur if left un-
treated (e.g., bowel obstruction). There is no single best 
test to screen for colon cancer; there are four options: 
Fecal occult blood test (FOBT), fl exible sigmoidoscopy, 
colonoscopy, and double contrast barium enema. Stool 
DNA testing is a new approach for colorectal cancer 
screening. Initial testing of this approach indicated it 
was no better than FOBT. A new version of the screen-
ing, referred to as SDT-2, has a reported sensitivity of 
40%. Ongoing research is needed to continue to explore 
the sensitivity and specifi city of this measure.

The USPSTF and the American Cancer Society (ACS) 
recommend against screening women older than 65 for 
cervical cancer if they have had negative tests in the 

past and have no risk factors for cervical cancer (e.g., 
a history of cervical cancer, immunosuppression, di-
ethyl stilbesterol exposure before birth, or documented 
human papilloma virus infection). Older women who 
have never had a prior Pap test should be screened an-
nually until there are two negative tests. The USPSTF 
concluded that there was insuffi cient evidence to rec-
ommend for or against routine prostate-specifi c antigen 
screening for prostate cancer. In addition, the USPSTF 
currently recommends against the routine screening of 
adults for bladder, lung, oral, ovarian, pancreatic, skin, 
or testicular cancers.

Counseling
Smoking Cessation

Smoking cessation at any age reduces the rate of chronic 
obstructive pulmonary disease, many cancers, and cor-
onary artery disease (CAD). All older adult smokers 
should be encouraged to and helped with smoking ces-
sation at each offi ce visit (see Chapter 37, “Substance 
Abuse,” and Chapter 40, “Respiratory Diseases and Dis-
orders”).

Dental Care

Many common problems can be detected and effectively 
treated by regular dental visits, including periodontitis, 
xerostomia, and oral cancers (see Chapter 39, “Oral Dis-
eases and Disorders”).

Dietary Counseling

The importance of a well-balanced diet should be ad-
dressed routinely with older adults. An appropriate diet 
is high in fruits and vegetables, low in fat and salt, and 
has adequate calcium content. Also, it is important not 
to overly restrict the diet of those who are underweight 
or frail. Restrictions in these situations can be counter-
productive and lead to increased morbidity (see Chap-
ter 25, “Maintenance of Nutritional Status”).

In addition to overall nutritional health, obesity 
should be addressed in older individuals as it can af-
fect mobility and overall function, as well as be a risk 
factor for coronary heart disease and other chronic con-
ditions. BMI is a reliable and valid measure of body 
fat. Overweight individuals are defi ned as those who 
have a BMI of 25 to 29.9 kg/m2. Obesity is defi ned as 
a BMI of > 30. The BMI, however, is age-dependent 
and does not account for body fat distribution. Older 
adults at high risk of excess weight are likely to be un-
derestimated because many have excess body fat that 

19.1 
 The CAGE Screening Test for 
Alcohol Problems
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is counteracted by a loss of muscle mass with aging. 
Alternatively, waist circumference can be used: normal 
waist for men is 102 cm (40 inches) or less; for women, 
it is 88 cm (35 inches) or less. The most effective in-
terventions for weight loss in older adults combine nu-
tritional education, diet, and exercise counseling with 
behavioral interventions for weight loss as well as use 
of the Mediterranean diet, which is rich in healthy fats.

Physical Activity

Physical activity is one of the most effective ways in 
which older adults can maintain health, regardless of 
underlying physical condition or comorbidities. Cur-
rently, it is recommended that older adults engage in 
30 minutes of moderate-level physical activity (i.e., 5 to 
6 on a 10-point scale) a minimum of 5 days a week. This 
should be aerobic activity and can be done in 10 minute 
bouts. In addition, muscle strengthening activity should 
be done at least 2 days a week. Strengthening exercises 
should focus on all the major muscle groups (muscles in 
the chest, back, arms, and legs) with the individual per-
forming 10–15 repetitions of each muscle group. Last, 
fl exibility and balance exercise (for those at risk of falls) 
should be done at least 2 days a week (see Chapter 18, 
“Physical Activity”).

Injury Prevention

Older adults experience the highest number of home-
related injuries and deaths: 7,000 individuals annually. 
Falls are the leading cause of home injury; fi res are 
second; poisoning is third. The USPSTF recommends 
counseling older persons on measures to reduce the 
risk of falling, on environmental hazard reduction, and 
on safety-related skills and behaviors. Exhibit 19.2 lists 
safety resources and interventions that are available 
through organizations such as the National Institute of 
Aging, AARP, and the Centers for Disease Control.

Fall prevention is a critical aspect of health mainte-
nance among older adults and should include a focus 
on the individual as well as on his or her environment. 
Physical changes that affect gait and balance, whether 
related to normal age changes or disease (e.g., stroke 
or Parkinson’s disease), cognitive changes, and envi-
ronmental factors (e.g., tripping over something left on 
the fl oor) all can contribute to falls. Multifactorial ap-
proaches are effective interventions for fall prevention 
and should be encouraged (see Chapter 28, “Falls”).

Environmental hazard reduction should be imple-
mented to decrease the risk of fi res, burns, and hypo or 
hyperthermia. Interventions include monitoring for ap-

propriate use of heating and cooling systems, appropri-
ate water temperature to prevent serious burns, install-
ing smoke detectors, and using alarms and automatic 
shut-off features on appliances. A home safety checklist 
or formal environmental assessment can facilitate in-
jury prevention (see the home safety checklist listed in 
Exhibit 19.2).

Safety-Related Skills and Behaviors

Older adults should be encouraged to engage in safe be-
haviors regarding driving, sexual activity, and medica-
tion management (see Chapter 20, “Pharmacotherapy”). 
Unfortunately, older adults are nine times more likely 
to be involved in fatal accidents than are drivers aged 
25 to 69; older individuals account for 13% of all traf-
fi c fatalities and 17% of all pedestrian fatalities. Health 
maintenance activities include the use of seat and lap 
belts in automobiles, safe driving evaluations, and the 
avoidance of alcohol or sedative-hypnotic medications 
when driving. Safe driving can be established through 
testing that involves physical as well as performance 
observations. These types of comprehensive driving 
evaluations are often performed by occupational thera-
pists.

Sexual activity and intimacy can be an important 
aspect of health maintenance. Safe sexual activity needs 
to be addressed, particularly with regard to the preven-
tion of sexually transmitted diseases (STDs) the most 
common being nongonococcal urethritis in men and 
genital herpes in women. The number of individuals 
over the age of 50 who are human immunodefi ciency 
virus (HIV) positive has increased; older adults ac-
counted for 15% of new cases reported in the United 
States in 2007. Unfortunately, older adults are less likely 
than younger adults to perceive themselves at risk for 
STDs and less likely to adopt safe sexual behaviors such 
as condom use or testing for infection prior to initiat-
ing sexual activity. Low-risk behaviors should be en-
couraged, such as practicing mutually monogamous 
relationships, partner reduction, and aggressive use of 
condoms (male and female versions).

Immunizations
Medicare covers the costs of infl uenza, pneumococcal, 
and tetanus immunizations.

Infl uenza Vaccine

The current infl uenza vaccine is a killed virus that is 
moderately immunogenic, with estimated effi cacy rates 
in the general population of 70% for illness and 90% 
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for mortality. This means that 70% of the time it helps 
to decrease how sick individuals are with infl uenza 
and 90% of the time it helps to decrease death as-
sociated with infl uenza. Multiple evaluations of the 
vaccine’s effi cacy with older adults reveal that, al-
though it does not completely protect these individuals 
against disease, it reduces rates of respiratory illness, 
hospitalization, and mortality. Annual vaccine admin-
istration must be provided because of the short-lived 
(4 to 5 months) protection provided by the vaccine. 
Current recommendations are that all residents age 65 
or over or those under age 65 with underlying medical 
illnesses be immunized annually between October and 
mid-November, but any time from September to the 
end of infl uenza season is appropriate. Medical person-
nel and caregivers for high-risk residents should also 

be immunized. Potential adverse effects include fever, 
chills, myalgias, and malaise, but these are rare. Con-
traindications include anaphylactic egg hypersensitivity 
or allergic reactions following occupational exposure to 
egg protein. Live, attenuated infl uenza vaccines have 
been developed, appear to be more effective, and are 
likely to be approved for widespread use in the near 
future.

Pneumococcal Vaccination

Pneumococcal vaccination is indicated for all persons 
aged 65 years or older and for many persons under age 
65 with comorbid conditions. If ≥ 5 years has elapsed 
since the fi rst dose and the resident was vaccinated be-
fore the age of 65, a repeat vaccination is indicated. 
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Studies show that adverse events following revaccina-
tion are rare and mild. Thus, an unknown vaccination 
history should prompt administration of the pneumo-
coccal vaccine. (When in doubt, vaccinate!) The vac-
cine does not prevent mucosal disease such as sinusitis 
and has unclear effi cacy for preventing pneumonia. 
However, strong evidence suggests that the vaccine 
reduces the risk of invasive disease (i.e., bacteremia) 
and that it is cost-effective for older immune-competent 
adults.

Although the protective effi cacy of the pneumococ-
cal vaccine is estimated to be only 60% to 70% and 
studies have revealed mixed results regarding benefi ts 
in high-risk older adults, all residents aged 65 years and 
older should receive one dose at 0.5 mg intramuscular 
(IM). Studies suggest that people may benefi t from re-
vaccination every 7 to 10 years. Other than local sore-
ness, adverse effects are usually minimal.

Tetanus Vaccination

More than 60% of tetanus infections occur in persons 
60 years of age and older. There is evidence that the ab-
sorbed tetanus and diphtheria toxoids provide long-term 
protection 35 years after the primary series or booster. 
Older adults who have never been vaccinated should 
receive two doses, 0.5 mg IM 1 to 2 months apart, fol-
lowed by an additional dose 6 to 12 months later. The 
optimal interval for booster doses is not established; the 
USPSTF and Canadian Task Force recommend booster 
vaccinations every 10 years. Local pain and swelling or, 
rarely, hypersensitivity may accompany vaccination. 
A neurologic or hypersensitivity reaction to a previous 
dose is an absolute contraindication for administration 
of tetanus vaccine.

PREVENTIVE SERVICES NOT 
INDICATED IN OLDER ADULTS

There is strong evidence that the general screening 
modality of the annual complete history and physi-
cal examination is not any more effective for im-
proving outcomes than a more targeted approach of 
individual screening, counseling, immunoprophylaxis, 
and chemoprophylaxis. Current evidence does not 
support specifi c screening for lung, pancreatic, ovar-
ian, bladder, or hematologic malignancies for the gen-
eral population. However, promising new screening 
modalities, such as helical low-density computed 
tomography of the chest for lung cancer and homo-

cystinemia for heart disease, are being actively devel-
oped and investigated.

Older adults vary with regard to their willingness 
to engage in health maintenance activities. With aging, 
there seems to be less interest in engaging in health 
promotion activities for the purpose of lengthening life, 
and greater interest in engaging in these activities only 
if they improve current quality of life. Therefore, health 
maintenance activities with older adults should use an 
individualized approach. The goal is to provide older 
adults with the information needed for them to under-
stand the risks and benefi ts associated with each health 
maintenance activity, and then to help them initiate 
and adhere to the activities in which they are interested 
and motivated (See Chapter 16, “Psychosocial Aspects 
of Aging,” regarding self-effi cacy theory; see also Ex-
hibit 19.3).

ANNUAL COMPLETE HISTORY AND 
PHYSICAL EXAMINATION

Screening for the following diseases:

 Lung cancer

 Pancreatic cancer

 Ovarian cancer

 Bladder cancer

 Hematologic malignancies

Routine laboratory testing

 Annual complete blood cell count

 Annual blood chemistry panel

 Annual electrocardiogram

 Annual chest radiography

Chemoprophylaxis

 Hormone replacement therapy

19.3 
 Preventive Services That 
Have Been Demonstrated 
Not to Be Benefi cial
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 As the most common treatment for acute and chronic 
diseases, drugs also are used to prevent many diseases 
and disorders experienced by the older adult. Success-
ful pharmacotherapy requires ordering the correct drug 
for the correct disease or condition, at the correct dos-
age, at the correct time and route, and for the correct 
resident. Unfortunately, achieving optimal drug treat-
ment of acute and chronic disease is not simple or easy. 
Many factors come into play: the individual’s other 
disease states and medications; medical regimen adher-
ence; personal beliefs about illness, health, and cure; 
functional status; physiologic changes due to aging and 
disease; and socioeconomic status (i.e., ability to afford 
the medication). Medication administration for older 
adults should be based on the basic principle of starting 
with a low dose and increasing this dose slowly (a start 
low and go slow approach). 

 UNDERSTANDING 
AGE-ASSOCIATED CHANGES 
IN PHARMACOKINETICS (HOW 
THE BODY USES MEDICATIONS) 

 Pharmacokinetic principles focus on the  absorption, 
distribution, metabolism,  and  elimination  of medica-
tion. The effects of aging on each parameter have been 
studied and formulated into principles of prescribing 
for the older adult. 

 Absorption 
 Aging does not affect drug absorption via the gastroin-
testinal tract to any clinically signifi cant degree. The rate 
of absorption may be slowed with age, but the extent of 
absorption remains unchanged. Consequently, the peak 
blood concentration of a drug in the older adult may 
be lower, and the time to reach it may be delayed, but 
the overall amount absorbed ( bioavailability ) does not 
differ between younger and older adults. Exceptions in-
clude some drugs that go through multiple processes of 
elimination in the body (e.g., fi rst via the liver and then 
via the kidney). 

 Factors that have a greater impact on drug absorp-
tion than do age-related effects include the way (i.e., 
route) a medication is taken, what it is taken with, and 
other medical illnesses. For example, the absorption of 
many fl uoroquinolones (e.g., ciprofl oxacin) is reduced 
when they are taken with calcium, magnesium, and 
iron, all of which are found in antacids, dairy prod-
ucts, or vitamins. Enteral feeding liquids interfere with 
the absorption of some drugs (e.g., phenytoin). An in-
crease in gastric pH from proton-pump inhibitors, H 2  
antagonists, or antacids may increase the absorption 
of some drugs, such as nifedipine and amoxicillin, 
and decrease the absorption of other drugs, such as 
the imidazole antifungals, ampicillin, cyanocobalamin, 
and indinavir. Agents that promote or delay gastroin-
testinal motility, such as stimulant laxatives and me-
toclopramide can, in theory, affect a drug’s absorption 
by increasing or decreasing the time the drug sits in 
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the area of the gastrointestinal tract where it could be 
absorbed. 

 Distribution 
 Distribution refers to the locations in the body that a 
drug penetrates and the time required for the drug to 
reach those locations. In older adults, drugs that are 
water soluble ( hydrophilic  [e.g., ethanol, lithium]) will 
not be effi ciently distributed throughout the body be-
cause older adults have less body water and lean body 
mass. Digoxin binds to skeletal muscle; distribution is 
reduced in older adults who have reduced muscle mass. 
Distribution of drugs that are fat soluble ( lipophilic ) 
are higher in older adults because they have more fat 
stores, regardless of their weight, than do younger per-
sons. Thus, it takes longer for a fat soluble medication 
to be effective and then it takes longer for that drug to 
be excreted. Examples of fat-soluble drugs include diaz-
epam, fl urazepam, thiopental, and trazodone. 

 The extent to which a drug is bound to  plasma 
proteins  also infl uences how it gets distributed. Albu-
min, the primary plasma protein to which drugs bind, 
is often decreased in older adults. This means that there 
will be a larger amount of the drug that is unbound; 
thus, it is pharmacologically active for a longer period 
of time. Drugs that bind to albumin in older adults in-
clude ceftriaxone, diazepam, lorazepam, phenytoin, 
valproic acid, and warfarin. Age-related decreases in 
the organ systems of elimination may result in the ac-
cumulation of unbound drugs in the body. Phenytoin is 
an example of the way an increase in an unbound drug 
can lead to an unnecessary and potentially harmful 
dosage increase. A resident with a low serum albumin 
(≤ 3 g/dL) whose phenytoin dose is increased because 
his or her total phenytoin concentration is subtherapeu-
tic may develop symptoms and signs of phenytoin tox-
icity after a dose increase because the concentration of 
free phenytoin is elevated. 

 Metabolism 
 The liver is the most common site of drug metabolism, 
but metabolic conversion also can take place in the in-
testinal wall, lungs, skin, kidneys, and other organs. 
Aging affects the liver by decreasing liver blood fl ow as 
well as decreasing liver size and mass. Consequently, 
the metabolic clearance of drugs by the liver may be 
reduced. Drug clearance is also reduced for drugs that 
go through what are referred to as phase I pathways 
(mechanisms such as hydroxylation, oxidation, dealky-
lation, and reduction)—for example, diazepam. Drugs 

metabolized through the phase II pathways are con-
verted to inactive compounds. Consequently, phase II 
drugs are generally preferred for older adults because 
their metabolites are not active and will not accumu-
late; this is why lorazepam is preferred over diazepam 
when treating anxiety in older adults. 

 Elimination 
 Elimination refers to a drug’s fi nal route(s) of exit from 
the body. For most drugs, this involves elimination by 
the kidney as either the parent compound or as a me-
tabolite or metabolites. Terms used to express elimina-
tion are a drug’s  half-life  and its  clearance . A drug’s 
half-life is the time it takes for its plasma or serum con-
centration to decline by 50%, for example, from 20 μg/
mL to 10 μg/mL. Half-life is usually expressed in hours. 
Steady state is reached when the amount of drug enter-
ing systemic circulation is equal to the amount being 
eliminated. For a drug administered on a regular basis, 
95% of steady state in the body is achieved after fi ve 
half-lives of the drug. 

 Clearance is usually expressed as volume per unit 
of time (e.g., L/hour or mL/minute) and represents the 
volume of plasma or serum from which the drug is re-
moved (i.e., cleared) per unit of time. Clearance can 
also be expressed as volume per weight per unit of time 
(L/kg/hour). Half-life and clearance can also refer to 
metabolic elimination. 

 The effects of aging on kidney function have been 
studied to a greater extent than have the effects of 
aging on liver function. Glomerular fi ltration declines 
as a consequence of a decrease in kidney size and renal 
blood fl ow and a decrease in functioning nephrons 
(cells of the kidney). On average, kidney function be-
gins to decline when people reach their mid-30s. Serum 
creatinine is not an accurate refl ection of creatinine 
clearance in older adults. Because of the age-related 
decline in lean muscle mass, production of creatinine 
is reduced. The decrease in the glomerular fi ltration 
rate counters the decreased production of creatinine, 
and serum creatinine stays within the normal range 
in older adults even when there is a decline in their 
kidney function. Measuring an older adult’s 24-hour 
creatinine clearance would be the most accurate way 
to determine the appropriate dose, but it is generally 
not realistic for practical reasons to do a 24-hour urine 
test because so many older adults have some urinary 
incontinence, which would make the test not only dif-
fi cult to do but useless if a full sample is not collected. 
Therefore, kidney function is estimated using the calcu-
lation in Exhibit 20.1. 
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20.2  Factors Associated With 
 Inappropriate Prescribing 
or Overprescribing

 This calculated estimated of kidney function (the 
estimated glomerular fi ltration rate [GFR]) is provided 
by the laboratory following all lab drawings that in-
clude a blood urea nitrogen (BUN) and creatinine. In 
cases in which the resident’s GFR is less than 60, the 
prescriber may decrease the dose from that normally 
recommended for adults or older adults with no kidney 
damage. 

 AGE-ASSOCIATED CHANGES IN 
PHARMACODYNAMICS 

 The pharmacodynamic action of a drug—that is, its 
time course and intensity of pharmacologic effect—
may change with increasing age. An excellent example 
of such pharmacodynamic changes in older adults has 
been demonstrated with the benzodiazepines. On a 
psychomotor test, older adults are more sedated and 
have lower performance than younger adults follow-
ing a single dose of triazolam. These differences are 
attributed to pharmacokinetic changes that result in a 
reduced clearance of this drug in older adults. 

 Pharmacodynamic and pharmacokinetic changes, 
alone or together, generally result in the older adult’s in-
creased sensitivity to medications. In older individuals, 
lower doses, longer intervals between doses, and longer 
periods between changes in dose are ways to success-
fully manage drug therapy and decrease the chances of 
medication intolerance or toxicity. 

 OPTIMIZING PRESCRIBING 

 Factors associated with inappropriate prescribing or 
overprescribing are listed in Exhibit 20.2. Simply limit-
ing the number of medications for a given individual, 
however, is not always possible or desirable. For exam-
ple, a resident with heart failure may be appropriately 

treated with three or four drugs: a diuretic, an angio-
tensin-converting enzyme (ACE) inhibitor, a -blocker, 
and perhaps digoxin. If this resident has hyperlipidemia 
and diabetes mellitus, another two or three medications 
could be required. Hence, such a resident would be tak-
ing fi ve to seven indicated medications for major medi-
cal conditions alone. 

 Underprescribing medications is also of concern 
and may result from an effort to avoid overprescribing, 
a complex medication regimen, or adverse effects. It 
may also result from the thinking that older adults will 
not benefi t from medications intended as primary or 
secondary prevention, or from aggressive management 
of chronic conditions, such as hypertension and diabe-
tes mellitus. Medications often cited as underprescribed 
in older adults include ACE inhibitors and -blockers 
for heart failure, warfarin for atrial fi brillation, HMG–
CoA reductase inhibitors for primary prevention of car-
diovascular events, gastroprotective agents for residents 

CrCl =
(140 age) weight× ×

72 × serum creatinine

Weight in kg; serum creatinine in mg/100 mL; 85% 
less in women.

20.1 Cockroft and Gault Equation

Resident factors

 Advanced age 

 Female gender

 Lower educational level

 Rural residence

 Belief in using a pill for every ill

 Multiple health problems 

 Use of multiple medications

 Use of multiple pharmacies 

System factors

 Multiple prescribers for individual resident

 Poor record keeping

  Failure to review a resident’s medication regimen at 
least annually
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at high risk for nonsteroidal anti-infl ammatory drug–
induced gastrointestinal bleeding, and narcotic analge-
sics for pain control. 

 ADVERSE DRUG EVENTS (ADEs) 

 An ADE is defi ned as an injury resulting from the use 
of a drug. Preventable ADEs are among the most se-
rious consequences of inappropriate drug prescribing 
among older adults. An  adverse drug reaction  (ADR) is 
a type of ADE; it refers to harm that is directly caused 
by a drug at usual doses. Risk factors for ADEs in older 
adults are shown in Exhibit 20.3. 

 A  drug–drug interaction  (DDI) is defi ned as the 
pharmacologic or clinical response to the administra-
tion of a drug combination that differs from that an-
ticipated from the known effects of either of the two 
agents when given alone. Drug–drug interactions are 
important because they may lead to ADEs. The likeli-
hood of DDIs increases as the number of medications a 
person takes increases. Among prescription drugs, car-
diovascular and psychotropic drugs are most commonly 
involved in DDIs. The most common adverse effects are 
neuropsychologic (primarily delirium), hypotension, 
and acute kidney failure. Drug combinations associated 
with increased risk for hospitalization for older adults 
are shown in Exhibit 20.4. Drugs commonly involved 
in DDIs in long-term care settings (e.g., nursing homes, 
assisted living) are listed in Exhibit 20.5. Risk factors 
associated with DDIs include the use of multiple medi-

cations, receiving care from several prescribing clini-
cians, and using more than one pharmacy. 

  Age  85 years

  Low body weight or body mass index

   6 concurrent chronic diagnoses

  An estimated creatinine clearance  50 mL per 
minute

   9 medications

  12 doses of medications per day

  A prior adverse drug reaction

20.3 Risk Factors for Adverse Drug 
Events in Older Residents

COMBINATION RISK

ACE inhibitor + 
diuretic

Hypotension, 
hyperkalemia

ACE inhibitor + 
potassium

Hyperkalemia

Antiarrhythmic + 
diuretic

Electrolyte imbalance; 
arrhythmias

Benzodiazepine + 
antidepressant

Confusion, sedation, 
falls

Benzodiazepine + 
antipsychotic

Confusion, sedation, 
falls

Benzodiazepine + 
benzodiazepine

Confusion, sedation, 
falls

Calcium channel 
blocker + diuretic

Hypotension

Calcium channel 
blocker + nitrate

Hypotension

Digitalis + 
antiarrhythmic

Bradycardia, 
arrhythmias

Diuretic + digitalis Arrhythmias

Diuretic + diuretic Dehydration, electrolyte 
imbalance

Diuretic + nitrate Hypotension

Nitrate + 
vasodilator

Hypotension

20.4  Most Common Drug–Drug 
Adverse Effects Identifi ed Upon 
Hospitalization

Note: ACE = angiotensin-converting enzyme.
From “Drug-Drug Interactions Related to Hospital Admissions in Older 
Adults: A Prospective Study of 1000 Patients,” by J. Doucet, P. Chas-
sagne, C. Trivalle, I. Landrin, N. Kadri, J. F. Menard, et al. 1996, Journal of 
the American Geriatrics Society, 44(8), p. 944–948. Copyright ©1996 by 
Journal of the American Geriatrics Society. Reprinted with permission.
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 Drug interactions can take many forms. For ex-
ample, absorption can be enhanced or diminished (as 
described previously), drugs with similar or opposite 
pharmacologic effects can result in exaggerated or im-
paired effects, and drug metabolism (i.e., how that drug 
is eliminated from the body) may be sped up or slowed 
down. 

 DRUG–DISEASE INTERACTIONS 

 Drug–disease combinations common in older adults can 
affect drug response and lead to ADEs. Obesity and as-
cites alter the distribution of lipophilic and hydrophilic 
drugs, and thereby change the effectiveness of those 
drugs. Residents with dementia may have increased 
sensitivity or paradoxical reactions to drugs that act on 
the central nervous system (sedative-hypnotic drugs 
such as sleeping pills) or drugs with anticholinergic ac-
tivity (Exhibit 20.6). Residents with renal insuffi ciency 
or impaired hepatic function due to cirrhosis or hepatic 
congestion have impaired excretion of drugs, and drugs 
will therefore continue to be effective for longer than 
would have been anticipated. 

MEDICATION INTERACTING MEDICATIONS

Angiotensin-converting 
enzyme inhibitors

Potassium supplements, 
potassium-sparing diuretics

Digoxin Antiarrhythmics, verapamil

Quinolones Theophylline, warfarin

Warfarin Sulfa drugs, macrolides, 
quinolones, nonsteroidal 
anti-infl ammatory drugs, 
phenytoin

20.5  Dangerous Drugs Involved 
in Drug–Drug Interactions 
in Long-Term Care

From Top Ten Dangerous Drug Interactions in Long-Term Care, by
American Society of Consultant Pharmacists Multidisciplinary 
Medication Management Project Advisory Committee, n.d., Retrieved 
June 13, 2005, from http://www.scoup.net/M3Project/topten/#1. 
Copyright © by American Society of Consultant Pharmacists and the 
American Medical Directors Association. Reprinted with permission.

AREA OF 
IMPACT

POSSIBLE SIGNS AND SYMPTOMS 
ANTICHOLINERGIC EFFECTS

General 
effects

Ataxia; loss of coordination

Decreased mucus production in the nose 
and throat; consequent dry, sore throat

Xerostomia or dry mouth with possible 
acceleration of caries

Cessation of perspiration; consequent 
decreased thermal dissipation through 
the skin leading to hot, red skin

Increased body temperature

Pupil dilation (mydriasis); consequent 
sensitivity to bright light (photophobia)

Loss of accommodation (loss of focusing 
ability, blurred vision—cycloplegia)

Double vision (diplopia)

Increased heart rate (tachycardia)

Urinary retention

Diminished bowel movement, sometimes 
ileus

Increased intraocular pressure, dangerous 
for people with narrow-angle glaucoma

Shaking

Central 
nervous 
system

Confusion

Disorientation

Agitation

Euphoria or dysphoria

Respiratory depression

20.6 The Impact of Medications 
with Anticholinergic 
Side Effects

(continued)

http://www.scoup.net/M3Project/topten/#1


116    Section II Approach to the Resident

 PRINCIPLES OF PRESCRIBING 

 Principles of prescribing for older adults are shown in 
Exhibit 20.7. This basic approach applies primarily to 
medications that will be used to treat chronic conditions 
for which an immediate, complete therapeutic response 
is not necessary. A dose adjustment may still be needed 
for medications used to treat conditions requiring an 
immediate response (e.g., when prescribing antibiotics 
for a resident with impaired kidney function). 

 Overprescribing can be prevented by reviewing a 
resident’s medications on a regular basis and each time 
a new medication is started or a dose is changed. The 
importance of maintaining accurate records of all medi-
cations taken by the resident cannot be overempha-
sized. Knowing what the resident has been prescribed 
as well as what he or she is taking over-the-counter 
(OTC, including herbals) and documenting all of this in 
the resident’s records is crucial. Many residents do not 
consider vitamins, herbal preparations, or OTCs (even 
aspirin) to be medications; therefore, a specifi c ques-
tion must be asked when inquiring about a resident’s 
use of other medications/medicaments. In the assisted 
living (AL) setting, approximately 3.4 OTCs are used, 
on average per resident, among which are nutritional 
supplements, stomach/bowel medications, pain killers, 
herbals, cold remedies, and topical ointments. Fifty-one 
percent of these are misused (i.e., they resulted in du-
plication in treatment or caused DDIs). 

 NONADHERENCE 

 Nonadherence and underadherence to medications are 
a huge and often unrecognized problem in drug ther-
apy. It is estimated that nonadherence (formerly known 
as noncompliance) among older adults may be as high 
as 50%. Residents may be reluctant to admit that they 
are not taking medications or not following directions. 
If nonadherence is suspected (by virtue of observing 
some symptoms), the nurse should consider the resi-
dent’s fi nancial, cognitive, and functional status, as 
well as his or her health literacy and beliefs about, and 
understanding of, medications and diseases. 

 Prescription drug costs have increased substantially. 
Medicare Part D and other supplemental prescription 
drug benefi t plans may leave the older adult with an 
unaffordable co-payment. Cognitive impairment may 
also cause nonadherence, as residents forget to take 
medications or confuse them. Simplifying the regimen 
and simple oversight by setting up medications in a pill 
box (if permitted in the state) can optimize adherence 

AREA OF 
IMPACT

POSSIBLE SIGNS AND SYMPTOMS 
ANTICHOLINERGIC EFFECTS

Memory problems

Inability to concentrate

Wandering thoughts; inability to sustain 
a train of thought

Incoherent speech

Wakeful myoclonic jerking

Unusual sensitivity to sudden sounds

Illogical thinking

Photophobia

Visual disturbances

 Periodic fl ashes of light

 Periodic changes in visual fi eld

 Visual snow

 Restricted or tunnel vision

Visual, auditory, or other sensory hal-
lucinations

  Warping or waving of surfaces and 
edges

 Textured surfaces

 Dancing lines; spiders, insects

  Lifelike objects indistinguishable from 
reality

  Hallucinated presence of people not 
actually there

Rarely: seizures, coma and death

20.6 
The Impact of Medications 
with Anticholinergic 
Side Effects (continued   )
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and ensure safe medication use. The resident’s ability 
to read labels, open containers, or pour medications or 
even a glass of water may be impaired; therefore, func-
tional assessment can be useful. Some residents may 
need additional education or reinforcement about the 
purpose of a medication, especially those used to treat 
conditions that are usually asymptomatic, such as dia-
betes mellitus and hypertension. They also may need 
reassurance regarding the safety and possible adverse 
effects of certain medications, particularly newly pre-
scribed medications or those associated with serious 
adverse events, such as warfarin—and the dietary re-
strictions that apply. It would be important to estimate 
the effect of changed food intake on the resident’s life-
style preferences and the likelihood of nonadherence. 

 EVALUATING A RESIDENT FOR 
INDEPENDENT MEDICATION 
MANAGEMENT

 There is no gold standard to evaluate a resident for 
safe, independent medication management. Moreover, 

   20.7  Principles of Safe Use 
of Medications Among 
Older Adults  

The basics:

  Start with a low dose.

  Titrate the dose upward slowly, as tolerated by the 
resident.

  Try not to start two drugs at the same time.

Determine the following before prescribing a new 
medication:

  Is the medication necessary? Are there nonphar-
macologic ways to treat the condition?

  What are the therapeutic end points and how will 
they be assessed?

  Do the benefi ts outweigh the risks of the medica-
tion?

  Is one medication being used to treat the adverse 
effects of another?

  Is there one medication that could be prescribed to 
treat two conditions?

  Are there potential drug–drug or drug–disease 
interactions?

  Will the new medication’s administration times be 
the same as those of existing medications?

  Do the resident and caregiver understand what the 
medication is for, how to take it, how long to take 
it, when it should start to work, possible adverse 
effects that it might cause, and what to do if they 
occur?

At least annually:

  Ask the resident to bring in all medications 
(prescription, over-the-counter, supplements, 
and herbal preparations) to the offi ce; for new 
residents, conduct a detailed medication history.

  For prescription medications, determine whether 
the label directions and dose match those in the 
resident’s chart; ask the resident how each medi-
cation is being taken.

  Ask about medication side effects.

  Note who else is prescribing medications for the 
resident and what the medications are and their 
indications.

  Look for medications with duplicate therapeutic, 
pharmacologic, or adverse effect profi les.

  Screen for drug–drug and drug–disease interac-
tions.

  Eliminate unnecessary medications; confer with 
other prescribers if necessary.

  Simplify the medication regimen; use the fewest 
possible number of medications and doses per 
day.

  Always review any changes with the resident and 
caregiver; provide the changes in writing.
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the individuals permitted to conduct this evaluation 
vary by state. In some states, it can be done by any 
licensed health care provider; in other states it must 
be a physician. The evaluation should consider the 
functional ability of the resident (i.e., ability to open 
the pill bottle) as well as cognitive ability (i.e., ability 
to remember to take the medication). (See Chapter 10, 
“Medication Management,” for a complete discussion 
of self-medication, and Chapter 1, “The Assisted Living 
Setting of Nursing Practice,” for a discussion of health 
literacy.) Decisions about: (a) who can administer in-
jectable medications, (b) who can administer supposi-
tories, topical treatments, or other types of medications, 
and (c) who can administer  pro re nata  medications 
varies by state. In some states, unlicensed staff cannot 
assist with injectable medications (e.g., insulin), inhal-
ers, suppositories or enemas, whereas in other states, 
assistance is acceptable if the resident is unable to do so 
independently. (See Chapter 10, “Medication Manage-
ment,” for description of reliable and valid tests/assess-
ment of self-administration ability and discussion of 
medication administration by unlicensed personnel.) 

 DELEGATION OF MEDICATION 
ADMINISTRATION 

 The Nurse Practice Act stipulates what level of licensed 
nurse is authorized to delegate, what skilled nursing 
acts (such as medication administration) can be del-
egated, and to whom. There are fi ve rights to safe and 
appropriate delegation: right task, right circumstances, 
right person, right direction/communication, and right 
supervision. (See also Chapter 9, “Staffi ng, Assign-
ments, Delegation, and Time Management.”) The nurse 
is  accountable  for the task that has been delegated; the 

person to whom the task was delegated (licensed or 
unlicensed) is  responsible . 

 Understanding the normal age-related changes in 
older adults and how they infl uence drug absorption, 
distribution, and elimination is an important fi rst step in 
safe oversight and administration of medication among 
AL residents. Knowing and implementing the regula-
tions and guidelines around medication management in 
AL is the responsibility of the AL manager and delegat-
ing nurse. Technology will likely be increasingly used to 
optimize medication safety and facilitate the adminis-
tration process, but it will not replace the nurse’s knowl-
edge and understanding of the medication being given 
and the impact of that drug in that specifi c older adult. 
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 Pain, defi ned as an unpleasant sensory and emotional 
experience, is common in older adults. Chronic or per-
sistent pain, in contrast to acute pain, is pain lasting 
3 to 6 months or more after the original injury has 
healed, pain that is associated with a chronic medical 
condition, or pain that recurs at intervals of a month to 
years. Studies indicate that 25% to 50% of community-
dwelling older adults and 45% to 80% of long-term care 
residents have chronic pain. The fact that pain is un-
dertreated is due to several factors: some older adults 
tend to minimize or not report their symptoms and oth-
ers are unable to report their pain because of language 
or cognitive impairments. Clinicians may inadequately 
assess pain, undertreat it with ineffective therapies, or 
encounter intolerable adverse effects with more effec-
tive therapies. 

 Chronic pain is complex, involving physical, social, 
and psychological factors. Untreated, it can result in 
diffi culty performing activities of daily living, cognitive 
dysfunction, depression, anxiety, social isolation, appe-
tite impairment, and sleep disorders. 

 ASSESSMENT OF CHRONIC PAIN 

 Assessment should include an examination of physical, 
emotional, and social function, recognizing the infl u-
ence that each of these domains has on the experience of 
pain and suffering. Since there are no blood tests or im-

aging modalities to measure pain objectively, clinicians 
must rely on the resident, nursing staff, and family/
friends’ description of the pain as well as the demon-
stration of pain noted during a physical examination. It 
is necessary to identify the specifi c source of the pain 
(e.g., hip versus knee) so that it can be treated with the 
most effective, targeted, and specifi c treatment. Evalu-
ation is complicated by several challenges, including 
 underreporting of symptoms, existence of multiple med-
ical comorbidities that exacerbate the pain and impair 
function, and the presence of cognitive impairment. 

 Initial and ongoing evaluation of pain should in-
clude consideration of the character of the pain (e.g., 
sharp, dull, burning), the course of its onset (e.g., sud-
den versus slowly worsening over time), duration, and 
location. The individual should be asked what relieves 
and what exacerbates his or her pain. Functional status 
needs to be carefully evaluated to determine ability to 
perform activities of daily living and instrumental ac-
tivities of daily living. The resident’s cognitive status, 
participation in social activities, mood, and quality of 
life are all components of a complete evaluation. 

 Pain intensity can be quantifi ed using a pain inten-
sity scale. Three commonly used validated scales are 
the Numeric Rating Scale (NRS), the Verbal Descrip-
tor Scale (VDS), and the Faces Pain Scale (FPS). With 
the NRS, the individual is asked to rate his or her pain 
by assigning a numerical value wherein 0 indicates no 
pain and 10 represents the worst pain imaginable. The 
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VDS asks the person to describe his or her pain as “no 
pain” to “pain as bad as it could be.” The FPS instructs 
the person to choose a face (from benign to grimacing) 
that best corresponds with or more refl ects the pain that 
he or she is feeling. Choice of a scale depends, to some 
extent, on language comprehension and/or sensory im-
pairment (e.g., vision impairment). For example, if the 
resident does not speak English well, the faces scale 
may be the best choice because it relies on pictures 
rather than words or numbers. The same scale should 
be used at follow-up examinations to evaluate how the 
pain has changed since the initial assessment. Physical 
examination of the older adult should focus on evalua-
tion of the reported site of the pain (arm, shoulder, hip, 
knee, etc.). 

  Pain syndromes  can be divided into at least three 
types:  nociceptive, neuropathic,  and  mixed  or unspeci-
fi ed. Nociceptive pain is pain due to trauma or some type 
of event that causes infl ammation, swelling, or injury to 
the tissues; it can be defi ned further as either  somatic  or 
 visceral pain.  Somatic pain is well localized in skin, soft 
tissue, and bone and is commonly described as throb-
bing, aching, and stabbing. Visceral pain, due to cardiac, 
gastrointestinal, and lung injury, is not well localized and 
has been described as crampy, tearing, dull, and ach-
ing. Neuropathic pain, in contrast, is due to irritation in 
the nervous system (i.e., spinal column vertebrae caus-
ing nerve compression or peripheral neuropathy from 
diabetes) and is typically described as burning, numb-
ness with pins and needles sensations, and shooting 
pains. Common causes of neuropathic pain include post-
 herpetic neuralgia, poststroke pain, and phantom limb 
pain experienced following  amputation. 

 Nociceptive pain is often adequately treated with 
common analgesics. Neuropathic pain responds un-
predictably to opioid analgesia; it may respond well to 
nonopioid therapies such as anticonvulsants, tricyclic 
antidepressants (TCAs), and antiarrhythmic medica-
tions. Confusion between neuropathic pain and myofas-
cial pain is possible, as older adults may describe both 
as burning. Careful physical examination will help to 
differentiate these disorders (i.e., taut bands and trigger 
points with myofascial pain and allodynia (pain from 
stimuli that are not normally painful) or hyperalgesia 
(an increased response to painful stimuli); both may 
exist in the same person. 

 Mixed or unspecifi ed pain is common among older 
adults and has characteristics of both nociceptive and 
neuropathic pain (e.g., chronic headaches of unknown 
causes). Lower back pain, for example, is often a combi-
nation of pain due to musculoskeletal changes and mis-
alignment of the spinal cord, and neurologic impingement 

due to compression of the vertebrae on nerves exiting the 
spinal column. Treatment may require trials of different 
medications or combinations of drugs. 

 ASSESSING AND TREATING 
PAIN IN COGNITIVELY 
IMPAIRED PERSONS 

 Older adults with mild to moderate dementia are often 
able to self-report pain and localize it. Those with se-
vere cognitive impairment who are unable to verbally 
express themselves or express pain pose a challenge to 
the clinicians who care for them. The evaluation of pain 
among these individuals must depend on observation of 
the resident for possible pain. Exhibit 21.1 lists common 
pain behaviors in cognitively impaired older adults.   

 TREATMENT 

 Fundamental Approaches 
to Pain Treatment 
 For the older adult, education and involvement in 
treatment decisions are an important part of all treat-
ment plans for chronic pain. They should be helped 
and encouraged to take medications for pain regularly. 
Nonpharmacologic treatments such as heat and cold 
application, massage therapy, acupuncture, and trans-
cutaneous electrical nerve stimulation (TENS) might be 
effective. TENS is primarily used to treat nerve-related 
pain conditions by sending stimulating pulses across 
the surface of the skin and along the nerve strands. 
These pulses prevent pain signals from reaching the 
brain. TENS treatment also helps increase endorphin 
secretion of the body’s own natural painkiller. 

 Cognitive behavioral therapy (see Chapter 34, “De-
pression and Other Mood Disorders”) may be particu-
larly useful in helping residents learn to cope with the 
stresses of chronic pain. When possible, family mem-
bers and caregivers should be included in the therapy. 

 Regular physical activity can decrease pain, improve 
mood, improve functionality, and stabilize gait—all of 
which are associated with chronic pain. This is particu-
larly true of pain due to arthritis as well as that from 
claudication. Exercise interventions will vary depending 
on the ability, level, and location of pain.  Non–weight 
bearing activities  such as swimming or water exercises, 
aerobics, and the use of a stationary bicycle may be nec-
essary for older adults who are experiencing signifi cant 
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analgesics, their starting doses, and common adverse 
effects, are listed in Table 21.1.   

  Myofascial pain  is musculoskeletal pain from spe-
cifi c trigger points that are locally tender when active. 
A trigger point or sensitive, painful area in the muscle 
or area around the muscle develops because of any 
number of causes, for example, trauma, repetitive use, 
excessive exercise, fatigue, or hormonal changes. Effec-
tive treatment (i.e., pain relief) is associated with local 
modalities such as massage, gentle stretching exercises, 
ultrasound, and trigger-point injections. Topical prepa-
rations such as capsaicin gel or lidocaine patches might 
be effective as primary or adjunctive therapy in treat-
ment for neuropathic or myofascial pain syndromes. 

 If local treatments are ineffective, the next option 
is to begin systemic therapy that involves oral or paren-
teral administration of medications. Close monitoring 
is needed to ensure that the treatment is effective and 
adverse effects are minimized. Mild to moderate pain 
is commonly treated with acetaminophen or cautious 
use of nonsteroidal anti-infl ammatory drugs (NSAIDs). 

21.1 Common Pain Behaviors in Cognitively Impaired Older Adults

BEHAVIOR EXAMPLES

Facial expressions Slight frown—sad, frightened face; grimacing—wrinkled fore-
head, closed or tightened eyes; any distorted expression; and 
rapid blinking

Verbalizations, vocalizations Sighing, moaning, groaning; grunting, chanting, calling out; noisy 
breathing; asking for help; and verbal abusiveness

Body movements Rigid, tense body posture, guarding; fi dgeting; increased pacing, 
rocking; restricted movement; and gait or mobility changes

Changes in interpersonal interactions Aggressive, combative, resists care; decreased social interactions; 
socially inappropriate, disruptive; and withdrawn

Changes in activity patterns or routines Refusing food, appetite change; increase in rest periods; sleep, rest 
pattern changes; sudden cessation of common routines; and 
increased wandering

Mental status changes Crying or tears; increased confusion; and irritability or distress

Note. Some patients demonstrate little or no specifi c behavior associated with severe pain.
From “The Management of Persistent Pain in Older Persons,” by American Geriatrics Society Panel on Persistent Pain in Older Persons, 2002, Journal of American 
Geriatric Society, 50(6 Suppl.), p. S211. Copyright ©2002 by American Geriatrics Society. Used with permission.

pain from lower extremity arthritis.  Resistance exercise  
can strengthen the muscles around painful joints and 
support those joints.  Flexibility exercises  can improve 
motion and balance to optimally prevent falls as well as 
reduce pain (see Chapter 18, “Physical Activity”). 

 Pharmacologic Therapy 
 Pharmacologic therapy for residents with chronic pain 
should be viewed not as an end but as a means to 
promote improved function and support adherence to 
additional interventions for pain management, such 
as exercise. When initiating pharmacologic therapy in 
older adults, it is important to consider the balance of 
risks and benefi ts of the treatment. If appropriate, local 
therapies should be tried fi rst. For example, older adults 
who primarily have knee pain might respond to intra-
articular corticosteroid injections: a direct injection of 
corticosteroid into the joint. This can decrease infl am-
mation around the joint and relieve pain, without caus-
ing any drug side effects from the steroid. Individual 
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21.1 
Pharmacotherapy for Chronic Pain Management

DRUG STARTING DOSE COMMENTS

Acetaminophen
(Tylenol)

325 mg q 4 h
500 mg q 6 h

Reduce maximum dose 50%–75% in patients 
with liver disease or a history of alcohol abuse

 CarbamazepineOL

 (Tegretol)
100 mg qd Monitor liver enzymes, CBC, BUN/Creat., 

electrolytes

 ClonazepamOL

 (Klonopin)
0.25–0.5 mg hs Monitor sedation, memory, and labs (CBC) 

 GabapentinOL

 (Neurontin)
100 mg hs Monitor sedation, ataxia, edema

Approved for post-herpetic neuralgia; not 
approved for any other types of pain

 Pregabalin (Lyrica) 25 mg tid Monitor resident for dizziness and increased 
sleeping. 

BaclofenOL

(Lioresal)
5 mg Monitor resident for muscle weakness, urinary 

function.

Choline magnesium trisalicylate
(Tricosal, Trilisate)

500–750 mg q 8 h Monitor for ringing in the ear and confusion.

Corticosteroids (prednisone)
(e.g., Deltasone, Liquid Pred, 
Orasone)

5.0 mg qd Monitor for fl uid retention and elevated blood 
glucose.

MexiletineOL

(Mexitil)
150 mg Avoid use in patients with a slow heart rate and 

monitor heart rate while on the medication

Tricyclic antidepressants:
desipramineOL (Norpramin), 
nortriptylineOL (Aventyl, Pamelor)

10 mg hs Signifi cant risk of adverse effects in older 
patients; anticholinergic effects

Hydrocodone
(e.g., Lorcet, Lortab, Vicodin, 
Vicoprofen)

5 mg q 4–6 h Useful for acute recurrent, episodic, or 
breakthrough pain; monitor for side effects 
common with opioids

Hydromorphone
(Dilaudid, Hydrostat)

2 mg q 3–4 h For breakthrough pain; monitor for side 
effects common with opioids 

Morphine, immediate release
(e.g., MSIR, Roxanol)

2.5–10 mg q 4 h Oral liquid concentrate recommended for 
breakthrough pain. Monitor for side effects 
common with opioids

Morphine, sustained release
(e.g., MSContin, Kadian)

15 mg q 12 h Monitor for side effects common with opioids

Oxycodone, immediate release
(OxyIR)

5 mg q 4–6 h Monitor for side effects common with opioids 

(continued)
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21.1 
Pharmacotherapy for Chronic Pain Management (continued )

DRUG STARTING DOSE COMMENTS

Oxycodone, sustained release
(OxyContin)

10 mg q 12 h Monitor for side effects common with opioids

Tramadol
(Ultram)

25 mg q 4–6 h Monitor resident for serotonin syndrome 
when used with another serotonergic drug; monitor 
for seizures as Ultram lowers the seizure threshold.

Transdermal fentanyl
(Duragesic)

25 μg/h patch q 72 h Monitor for side effects common with opioids. 

Note: ASA = acetylsalicylic acid; bid = twice daily; BUN = blood urea nitrogen; CBC = complete blood cell count; CNS = central nervous system; CrCl = creatinine 
clearance; Creat. = serum creatinine; CV = cardiovascular; DEA = U.S. Drug Enforcement Agency; ECG = electrocardiogram; FDA = U.S. Food and Drug Administra-
tion; GI = gastrointestinal; h = hour; hs = at bedtime; NA = not applicable; NSAIDs = nonsteroidal anti-infl ammatory drugs; q = each, every; qd = daily; qid = four 
times daily; tid = three times daily.

Acetaminophen provides adequate analgesia for many 
mild to moderate pain syndromes, particularly muscu-
loskeletal pain. No more than 4 grams (4,000 mg) of 
acetaminophen every 24 hours should be administered 
to older adults with normal hepatic and renal function, 
given the risk of liver toxicity. Caution should be taken 
when treating older adults with known liver disease 
and with those who have a history of heavy alcohol 
intake. In these older adults, the acetaminophen dose 
should be lowered by 50%. 

 NSAIDs are effective drugs for treatment of mild 
to moderate pain, particularly when the pain is due to 
infl ammation such as occurs in muscles and bones af-
ter a fall. However, NSAID use can result in signifi cant 
adverse effects, including renal dysfunction, gastroin-
testinal (GI) bleeding, impaired platelet function (i.e., 
decreased clotting ability), fl uid retention, elevated 
blood pressure, and delirium. COX-2 inhibitors (i.e., 
nonsteroidal anti-infl ammatory drugs such as celebrex) 
were developed to decrease the risk of GI bleeding, but 
they do not decrease the other potential risks associated 
with NSAIDs. Currently, older adults should receive a 
proton-pump inhibitor (i.e., drugs, such as prilosec 
or prevacid, that decrease acid production) to protect 
them from GI irritation and bleeding if they are taking 
NSAIDs, even for a short period of time. 

 Moderate to severe pain or pain that is not relieved 
by acetaminophen or an NSAID may need to be treated 

with opioid medications to provide suffi cient relief. In 
general, continuous pain should be treated with a long-
acting (24-hour) pain medication. A long-acting drug 
can be combined with a fast-onset medication with a 
short half-life to cover pain that breaks through the pain 
control of the longer-acting medication. All opioids pro-
vide similar analgesic effi cacy. The cost of the medica-
tion and route of delivery can help guide the choice of 
medication. 

 Opioids are metabolized (broken down) by the liver 
and excreted (removed from the body) via the kidney. In 
kidney failure, the active components of morphine can 
accumulate, thus placing the older adult at increased 
risk for prolonged sedation. The dosing intervals should 
be increased or the dose lowered to reduce this risk in 
individuals with known kidney impairment. 

 Barriers to Using Opioids in Older Persons 

 Older adults (and their families) may have concerns 
about drug addiction that keep them from accepting ad-
equate treatment for their pain. They may fear that opi-
oid therapy for their current level of pain will result in 
the drugs ’  diminished effectiveness in the future when 
their pain becomes more severe. Physical dependence is 
an expected change in physiology when an older adult 
is receiving chronic, continuous opioid medication ther-
apy. If opioids are discontinued suddenly, the physically 
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dependent older adult will experience a withdrawal 
syndrome that can include restlessness, tachycardia, 
hypertension, fever, tremors, and lacrimation (excessive 
tearing of the eyes). These symptoms can be avoided, 
however, by tapering opioids carefully over days to 
weeks.  Tolerance  is a physiologic change resulting in the 
need to increase the dosage of opioid medicines over 
time to achieve adequate pain relief. There is limited 
cross-tolerance between different opioids, however, 
which means it is important to monitor the resident 
closely if his or her pain medication is switched from 
one opioid to another (e.g., morphine to oxycodone). 

 Psychological  dependence,  or true  addiction,  is a 
psychiatric state characterized by compulsive drug seek-
ing and drug using with disregard for adverse social, 
physical, and economic consequences. It is very rare for 
older adults with chronic/persistent pain to become ad-
dicted to opioids. Addiction must be distinguished from 
 pseudo-addiction,  which occurs when a person with un-
relieved pain adopts behaviors similar to those of truly 
addicted persons while seeking relief from pain. 

 Adverse Effects of Opioids 

 The most common adverse effect of opioid treatment is 
constipation, and this is due to multiple mechanisms, 
including dehydration, decreased GI tract secretions, 
and decreased motility of the GI tract. Although toler-
ance develops fairly rapidly to other adverse effects of 
opioids, such as respiratory depression and sedation, 
constipation usually complicates opioid use for the du-
ration of treatment. Education regarding the probable 
need for a laxative is recommended for all individuals 
at the time opioid therapy is initiated. Simultaneously 
starting opioid treatment with a stimulant laxative 
(such as bisacodyl or senna) is the most effective way 
to avoid opioid-induced constipation. Several new laxa-
tives specifi cally to treat opioid-induced constipation 
(e.g., methylnaltrexone and alvimopan) are purportedly 
effective, but they are expensive and methylnaltrexone 
has to be given subcutaneously. 

 Nausea and vomiting are common side effects of 
opioids. Opioids cause nausea because they have a di-
rect effect on the part of the brain associated with the 
sensation of vomiting called the chemoreceptor trigger 
zone. Other common causes of nausea and vomiting in-
clude gastroparesis (i.e., slow movement of the GI tract), 
constipation, and renal and hepatic failure. Although the 
nausea and vomiting is usually self-limited to the fi rst 
few doses, some individuals experience chronic, persis-
tent nausea. After evaluation for reversible causes of nau-
sea such as constipation, some individuals might benefi t 

from changing to an alternative opioid; others may need 
to be treated with chronic anti-emetics for the nausea. 

 Older adults might experience sedation, fatigue, 
and cognitive impairment with opioid treatment. The 
fatigue and sedation might be overcome over days to 
weeks as the person becomes tolerant to the medi-
cation. However, older adults need to be monitored 
closely for the risks of falls during the initial early treat-
ment period. Some residents treated with opioids will 
experience persistent fatigue that limits their function 
signifi cantly. In these cases, a different opioid could be 
tried as an alternative strategy. 

 Respiratory depression is a feared complication of 
opioid therapy. Older persons and those with a history 
of lung dysfunction are at particular risk when opioid 
doses are increased too rapidly. Naloxone, an opioid re-
ceptor antagonist, can reverse opioid-induced respira-
tory depression. Naloxone is generally not given unless 
the person’s respiratory rate decreases to less than eight 
breaths per minute. 

  The principle of double effect,  also known as the 
doctrine or rule of double effect (DBE) or the principle 
of secondary effect or unintentional effect is a set of 
ethical criteria. Nurses caring for people who are clearly 
dying and in extremis (e.g., pain, diffi culty breathing) 
need to know that pain and symptom relief in excep-
tional circumstances is an ethical requirement of prac-
tice. First articulated by Thomas Aquinas, the principle 
holds that when a legitimate act, such as the relief of in-
tractable pain, unintentionally causes what would ordi-
narily be impermissible, the person’s death, that action 
is morally acceptable. When an action, such as admin-
istration of a high dosage opioid (e.g., morphine sul-
fate) has a known and foreseeable harmful effect that is 
almost inseparable from its benefi cial effect, the action 
is justifi ed if the nature of the act itself is good, that is, 
benefi cial. The good effect is intended: to relieve pain 
(benefi cence) and prevent further pain (i.e., nonmalefi -
cence). The agent administering the medication—not 
uncommonly a nurse following a physician’s orders—
intended the good effect, not the bad—either as a means 
to the good end or as an end in and of itself. 

 Nonopioid Medication 
to Treat Chronic Pain 
 Nonopioid medications can also be tried either alone or 
in combination with opioids to manage chronic pain. 
These medications may be particularly useful in treat-
ing older adults with neuropathic pain or mixed pain 
syndromes. TCAs are the most commonly used medica-
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tions for neuropathic pain, although this is changing to 
include the use of selective serotonin reuptake inhibitors 
(SSRIs) and neuroleptics (anti-epileptic medications). 
Studies report that TCAs are helpful in pain manage-
ment particularly with regard to post-herpetic neural-
gia (persistent pain following shingles). Unfortunately, 
TCAs are also associated with signifi cant anticholinergic 
adverse effects in older adults, including constipation, 
urinary retention, dry mouth, cognitive impairment, 
tachycardia, and blurred vision. SSRIs are increasingly 
being used to manage chronic pain and the associated 
depression. Duloxetine, for example, which is an SSRI, 
is FDA approved as both an antidepressant  and  for the 
treatment of pain from diabetic neuropathy. 

 Antiepileptic drugs such as carbamazepine, gabap-
entin, and clonazepam are also commonly used to treat 
neuropathic pain. Gabapentin has demonstrated clini-
cal effi cacy in the treatment of post-herpetic neuralgia, 
and it has considerably fewer adverse effects than TCAs, 
although it costs substantially more. The main side ef-
fects of gabapentin are sedation and dizziness. 

 Corticosteroids are useful adjuvants to treat pain 
associated with swelling, infl ammation, and tissue infi l-
tration, as well as neuropathic pain. In addition to their 
analgesic properties, they can also increase appetite and 
improve energy. Adverse effects occurring with short-
term use of steroids include confusion and psychosis, 
fl uid retention, hair loss, loss of skin integrity, hyper-
glycemia, and immunosuppression. 

 Medications to Avoid in 
Older Persons 
 Several medications for pain relief should not be admin-
istered to older adults. Propoxyphene (Darvon) is an 

older opioid medication used to treat mild to moderate 
pain. Research and clinical experience has shown that 
the drug can accumulate and cause ataxia (i.e., impaired 
coordination) and dizziness as well as tremulousness 
and seizures. In addition, it has never been shown to 
be a more effective analgesic than a placebo medica-
tion. Meperidine (Demerol) is metabolized to normep-
eridine, a substance that has no analgesic properties but 
that can accumulate in residents with decreased kidney 
function and cause tremulousness and seizures. Neither 
of these medications is recommended for use in older 
persons. 

 Tramadol (Ultram) is being used increasingly in the 
management of acute and chronic pain in older adults. 
It can, however, lower the seizure threshold and is 
therefore not recommended for residents with a history 
of seizures or taking other medications that could lower 
the seizure threshold, such as SSRIs prescribed for de-
pression. When taken together, these drugs can cause 
so-called serotonin syndrome (i.e., myoclonus, agita-
tion, abdominal cramping, hyperpyrexia, hypertension, 
and potentially death). (See Chapter 34, “Depression 
and Other Mood Disorders”.) 
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 S E C T I O N  I I I 

 Syndromes 

 Geriatric syndromes are a group of related medical 
problems that the older adult experiences. Syndromes 
include such things as vision and hearing problems, 
urinary incontinence, dizziness, falls, delirium (i.e., 
acute confusion), sleep problems, and pressure ulcers. 
Geriatric syndromes usually have multiple causes and 
often involve several different body systems. A pres-

sure ulcer, for example, may be due to poor circulation, 
changes in the musculoskeletal or neurological system, 
and changes in the skin. This section addresses some of 
the common geriatric syndromes and provides informa-
tion about how to evaluate residents for these problems 
and how to prevent or manage them. 
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 Every aspect of life is linked to vision: relationships 
with others, navigating through the environment, the 
ability to perform activities of daily living, and staying 
safe and well. Most older adults experience changes in 
their vision that can negatively infl uence their ability 
to manage activities of daily living, to remain indepen-
dent, and to engage in relationships—all aspects or val-
ues associated with quality of life. Falls, motor vehicle 
accidents, and other safety issues also are associated 
with impaired vision in older adults. 

 Visual impairment is defi ned as visual acuity less 
than 20/40. Typically, impairment increases with age, 
affecting 20% to 30% of those age 75 years or older. 
Blindness, defi ned as visual acuity of 20/200 or worse, 
affects 2% of those age 75 years and older. Among the 
blind population, 50% are age 65 or older. Presbyopia, 
cataracts, age-related macular degeneration, and glau-
coma are the most common causes for vision loss com-
monly seen in the older adult population. 

 Normal age-related changes affect various structures 
of the eye (Table 22.1). The cornea, which allows light 
into the eye, becomes opaque and yellow with age; the 
lens increases in size and density resulting in increased 
stiffness and opacity; the iris (i.e., the eye muscle that 
regulates the amount of light that reaches the retina) 
becomes more rigid. Increased rigidity of the iris results 
in reduction of the size of the pupil thus interfering with 
the ability to respond to changes in light. The ciliary 
body that surrounds the lens of the eye is responsible 
for accommodation, the process that controls the abil-

ity to focus on near objects. With age, the ciliary body 
becomes stiffer and does not function as well resulting 
in loss of the ability to focus clearly on nearby objects. 
Taken together, age-related changes result in decreased 
visual acuity, decreased ability to respond to a dark en-
vironment, increased sensitivity to glare and a delayed 
ability to recover from glare, narrowing of the visual 
fi eld, diminished depth perception, a decreased ability 
to focus on near objects, and altered color perception. 

  Presbyopia , decrease in near vision, is considered a 
normal age-related change: the eye cannot change the 
shape of the lens to focus on near objects, like print in a 
magazine; there is reduced ability to adapt to light (see 
Table 22.1). 

 DISEASES 

 Cataracts 
 Cataracts are a clouding of the crystalline lens and may 
cause blurred vision, lack of color contrast, and poor 
night vision (Figure 22.1). Untreated cataracts can cause 
a progressive yet painless loss of vision. More than 50% 
of older adults have cataracts. Cataracts can occur in 
one or both eyes. Risk factors include  smoking, alcohol 
use, ultraviolet (UV) light exposure, diabetes, and hy-
pertension. Surgical removal and lens implant (done on 
an outpatient basis) is effective and well tolerated in the 
majority of individuals; it is Medicare  covered. 

 22 
 Visual Impairment 
 David Sarraf, Anne L. Coleman, 
and Anne Scheve 
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 Age-Related Macular Degeneration (ARMD) 
 ARMD, the leading cause of central vision loss (and 
blindness) in older adults is the progressive accumula-
tion of Drusen particles (i.e., submacular,  extracellular, 
yellow deposits composed of by-products of metabo-
lism). Risk factors include family history of ARMD, 
smoking and UV light exposure. ARMD is wet or dry. 
Dry ARMD is much more common and is character-
ized by deposits of Drusen under the macula. Drusen 
do not typically cause vision loss but are a marker for 
the wet form of ARMD characterized by angiogenesis or 
choroidal neovascularization (CNV) (i.e., new growth 
of blood vessels that cause a subsequent block in vi-
sion). The presence of larger, more numerous Drusen 
conveys the greatest risk for the development of CNV. 
Residents who develop sudden distortion or vision loss, 
signaling the development of CNV, require urgent evalu-
ation. Severe vision loss or central visual blindness is 
usually caused by the wet form of ARMD identifi ed by 
the presence of CNV. 

 The risk of development of CNV can be decreased 
by 25% when patients with high-risk Drusen are treated 
with high-dose oral multivitamin therapy contain ing 
beta-carotene 25,000 IU, vitamin E 400 IU, vitamin 
C 500 mg, and zinc 80 mg. This vitamin therapy, how-
ever, is contraindicated in smokers because of the risk 
of lung cancer in smokers who take beta-carotene sup-

plements. The determination of Drusen risk as high or 
low is based on testing by the ophthalmologist. Slow-
ing ARMD’s progression from the intermediate stage to 
the advanced stage will save the vision of many people 
( Facts About Age-Related Macular Degeneration,  2008). 
Effective therapies also include laser treatments and 
phototherapy. Most recently, various types of inhibitors 
to vascular endothelial growth factor (VEGF) have been 
developed and approved for use by the Food and Drug 
Administration (FDA) for treatment of the wet form of 
ARMD. VEGF is administered via serial intravitreal in-
jections, the need for which is based on the individual’s 
response to treatment. 

 Glaucoma 
 Glaucoma, another progressive disease that leads to pe-
ripheral vision loss, is the second most common cause 
of blindness and the most common cause of blindness 
in African Americans. It is defi ned as optic nerve head 
damage and visual fi eld loss. Elevated intraocular pres-
sure (IOP) is no longer considered an absolute crite-
rion, although it is a very important risk factor. Other 
risk factors include family history of glaucoma, African 
American heritage, diabetes, and hypertension. A vari-
ety of IOP-lowering medications in eye drop form and 
oral medications are available (see Figure 22.2). 

STRUCTURE AGE-RELATED CHANGE AFFECT ON VISION

Skin surrounding the eye Increased thinning
Decreased elasticity

Cosmetic 
Increased wrinkles (i.e., crow’s feet)

Cornea Increased opacity and yellowing Decreased amount of light entering the eye 
Increased glare
Altered color perception
Decreased ability to focus on near objects

Lens Increased size, density, stiffness, 
and opacity

Decreased light to the retina
Diminished accommodation

Iris Increased rigidity Decreased ability to respond to changes 
in light and  decreased acuity

Ciliary body Increased stiffness Narrowing of the visual fi eld and increased 
sensitivity to glare

  22.1    Age-Related Changes to the Eye and the Effect on Vision 
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 NURSING ASSESSMENT 
OF VISION CHANGES 

 It is important to assess vision and monitor for changes 
in vision over time. The goal of the nursing assessment 
is to identify risk factors for vision impairment, prevent 
further vision loss, and optimize function. In addition, as 
appropriate, nurses should encourage older adults to have 
an annual ophthalmologic exam every 1 to 2 years, and 
perhaps sooner if there are risk factors for eye disease, 
 and  at any time a change in vision is noted. The eye exam 
is a health promotion/disease prevention intervention 
that helps ensure that early problems can be identifi ed 
and progression of eye disease prevented. Components of 
the nursing assessment include the  following: 

 Observation of the resident’s appearance and ability 
to negotiate the environment. Clues that vision may 
be diminished include wearing soiled clothing or re-
lying on hands (instead of vision) to fi nd objects. 
 Health history (several diseases can predispose older 
adults to vision impairments like diabetes and hyper-
tension—both of which are leading causes of blind-
ness due to retinopathy). 
 Vision history questions: date of last exam, vision 
diffi culties, pain, dryness, use of glasses or contact 
lenses, and any recent change in vision. 
 Driving habits and any problems driving, especially 
at night. Many older adults fear losing their ability 
(and what they perceive as a right) to drive and may 
not answer truthfully. Ask a family member about 
the older adult’s driving. 

Figure 22.1  Anatomy of the eye. 
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 Fall history in the past year. 
 Eye examination including a general inspection of the 
eye: look for symmetry, proper eyelid alignment, and 
pupil focus. 
 To assess vision: 
 �  Snellen Eye Chart: an accurate method to assess 

visual acuity. Instruct the older adult to stand 20 
feet away from the mounted wall chart and cover 
one eye with an index card. Ask the person to read 
the line of print with the smallest letters that he 
or she can. If the older adult wears glasses, they 
can be on, except for reading glasses. Repeat with 
the other eye. Each line of print on the Snellen 
Eye Chart has a number assigned to it. The line of 
print that can be read correctly is the numerator of 

the vision score and the distance of 20 feet is the 
denominator. Therefore, if the resident can read 
line number 20 at the distance of 20 feet, visual 
acuity is 20/20. 

 �  The Near Vision Test measures the ability to read 
written material at normal distance. It is an impor-
tant screening test since it can provide information 
as to whether or not the older adult can read medi-
cation bottle labels and written health care instruc-
tions. The Light House for the Blind (http://www.
lighthouse.org) offers preprinted Near Vision Test 
screening cards with different size fonts, with in-
structions for the clinician. If these cards are not 
available, simply ask the resident to read from a 
magazine held about 14 inches away. Direct him 

Figure 22.2  Glaucoma. 

http://www.lighthouse.org
http://www.lighthouse.org
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or her to cover one eye with an index card; test the 
other eye. Follow up is necessary if the older adult 
had diffi culty reading at that distance. However, a 
literacy problem cannot be ruled out and needs to 
be checked. Presbyopia, the decreased ability to 
accommodate to near objects, is suspected if the 
older adult needs to move the card or magazine 
farther away. 

 NURSING INTERVENTIONS 

 Nursing interventions include identifying modifi able 
risk factors for vision loss, like sun exposure, cigarette 
smoking, hypertension, and diabetes, and establish-
ing achievable goals with the resident to reduce these 
threats. Interventions focused on achievable goals in-
clude behaviors that the resident believes he/she can 
and wants to accomplish. 

 Wearing protective UVA and UVB sunglasses while 
outside can limit damaging sun rays. 
 Develop a smoking cessation program that the older 
adult believes he/she can follow. 
 Control blood sugar and blood pressure. 
 Educate the older adult on the importance of continu-
ing the regimen for chronic eye disease management 
like eye drops for glaucoma. 
 Encourage the older adult to schedule an annual di-
lated exam from an ophthalmologist and reiterate the 
importance of notifying his or her primary care pro-
vider of any acute change in vision. 

 Inform older adults and their families about the 
many resources and groups that can provide informa-
tion about vision loss. Recommendations to modify 
the visual environment to maintain independence and 
maximize function are imperative. These include the 
following: 

 Good lighting (increases in wattage to the recently 
available 170-watt incandescent lamps with ultra-
high diffusion coatings to soften the light and mini-
mize glare are an ideal lighting source) 
 Encouragement and reminding to use eyeglasses and 
magnifi ers 
 Motion sensors to turn lights on when entering a 
room—or placing the light switch outside the room 
entrance 
 Looking for areas where lighting is inconsistent and 
correcting the problem; shadows and dark areas can 
obscure objects and hazards 

 Avoidance of glare (associated with highly polished 
fl oors or refl ective surfaces); prevent glare with lamp 
shades and sheer curtains 
 Using high contrast colors for signage and written in-
structions in large print that the resident can see 
 Using extra lighting (as per previous recommenda-
tion) when working or reading 
 Avoiding rugs with patterns to avoid visual clutter, 
which provides superfl uous visual stimulation and is 
actually distracting 
 Using bright/contrasting color tape or paint on 
step edges to signal that it is a step and change in 
orientation 
 Low vision aids are available; investigate what works 
best for each person 

 SAFETY INTERVENTIONS 

 Safety issues are a major concern with vision loss. 
Motor vehicle accidents are the leading cause of acci-
dental death in those 65 years and older. Therefore, it 
is very important to have vision screened and driving 
evaluated regularly. Most states require periodic vision 
screens for license renewal; few if any require a road 
test to renew a driver ’ s license. Some states offer a driv-
ing safety course and evaluation for older drivers. AARP 
also offers a driving safety course. If concerned about 
the safety of the resident with visual impairment who is 
driving not willing to give it up, an option is to contact 
the Department of Motor Vehicles and have them pur-
sue additional testing. 

 Falls are the leading cause of accidental death after 
age 75 and are associated with visual loss. Conduct a 
fall history and perform a falls risk assessment, physi-
cal performance maneuvers, and implement fall precau-
tions (see Chapter 28, “Falls”). 
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 Hearing Impairment 
 Priscilla Faith Bade and Anne Scheve 

 Hearing, the process of decoding sounds, can change 
with aging. Hearing loss is reported to be the third most 
common chronic disease that affects older adults and 
can have a devastating infl uence on quality of life. So-
cial isolation, loss of self-esteem, anger, and depression 
have been attributed to hearing loss. It has been sug-
gested, as well, that there is an association between 
hearing loss and cognitive impairment, reduced mobil-
ity, and safety. 

 Factors in the environment and medication can 
predispose an older adult to hearing loss. Nursing as-
sessments and interventions that promote improved 
hearing, communication, and maximizing function are 
discussed in this chapter. 

 HEARING AND AGE-RELATED CHANGES 

 The ear is divided into four parts, each of which plays 
a role in hearing. The outer ear collects and channels 
sound to the tympanic membrane. Cerumen, or ear-
wax, lubricates the ear and facilitates the movement of 
sound. Age-related changes in the outer ear can inter-
fere with hearing; specifi cally, there is an increase in 
cerumen production. The cerumen becomes drier be-
cause of decreased sweat gland activity, increased kera-
tin, and longer and thicker hair in the outer ear; this 
makes it more diffi cult to expel the cerumen. As such, 
cerumen can become a mechanical barrier blocking the 
tympanic membrane and inhibiting sound vibrations to 
proceed to the middle ear. 

 The middle ear begins at the  tympanic membrane,  
whose primary function is to transmit sound vibrations. 

With age, the tympanic membrane becomes stiffer and 
thicker, decreasing the ability to transmit vibrations. 
Three small bones in the middle ear—the ossicles—
are also responsible for passing vibrations through to 
the inner ear. The ossicles become calcifi ed because of 
changes in the bone with aging, which results in a de-
crease in vibration transmission. In addition, muscles 
in the middle ear that are responsible for fi ltering out 
background noise become weak and stiff and thus make 
it more diffi cult to hear sounds. 

 The inner ear, the third part of the ear, contains 
the  cochlea  that contains the sensory organ for hear-
ing: the organ of Corti. When the vibrations from the 
ossicles activate the tiny hair cells of the organ of Corti, 
it releases chemical messengers that excite the hearing 
nerves that carry sound to the brain. Reduced blood 
supply, reduced hair cells, and reduced neurons—all 
age-related changes—diminish the ability to hear. 

 The fourth part of the ear is the central auditory 
system. This is a complex network of neural pathways 
in the brain responsible for sound localization, speech 
discrimination in noisy listening situations, and other 
complex tasks. Normal age changes such as the loss   of 
auditory receptors, the hair cells, results in profound 
changes   in the structure and function of the central au-
ditory system. 

 Risk Factors for Hearing Loss 
 In addition to age-related changes in the structure and 
physiology of the ear, many risk factors contribute to 
hearing loss in the older adult. These include hered-
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ity, the environment, lifestyle choices, and medications. 
Identifying the most signifi cant preventable risks to 
hearing and establishing goals to reduce these threats 
should be part of the nursing plan of care. 

 Some older adults may be predisposed to hear-
ing loss by virtue of genetics. Several genes have been 
linked to the ability to hear and are necessary for the 
production and function of sensory hair cells. Research-
ers have identifi ed ways to stimulate regrowth of hair 
cells damaged by age-related processes. Many experts 
believe that this may be the key to reversing hearing 
loss. While genetic predisposition to hearing loss is not 
controllable, other risk factors can be modifi ed to pre-
vent further hearing loss. 

 The most prevalent environmental risk factor for 
impaired hearing is noise exposure. A lifetime of noise 
exposure can cause signifi cant hearing loss. Both the 
decibel (i.e., loudness) and exposure time contribute to 
hearing loss. According to the Better Hearing Organiza-
tion’s Noise Thermometer, 2 hours of listening to loud 
music (defi ned as a noise level of 90dB[A]) on a head 
set can cause hearing loss. 

 Cigarette smoking or second-hand smoke is another 
modifi able risk factor that is associated with hearing 
loss. Certain chemicals in cigarette smoke are believed 
to break down the fi ne hair cells of the inner ear and 
result in hearing loss. The ability to hear high-pitched 
sounds, such as smoke detectors, is particularly impor-
tant from a safety perspective. 

 Many medications can contribute to hearing loss; 
more than 130 drugs are reported to be potentially 
 ototoxic  and can cause either permanent or temporary 
structural damage in the inner ear. Among the drugs 
known to cause permanent damage are the aminoglyco-
side antibiotics and the cancer chemotherapeutic agents 
cisplatin and carboplatin. Those known to cause tem-
porary damage are salicylate analgesics, quinine, and 
loop diuretics. In some instances, exposure to damag-
ing noise while taking certain drugs will increase their 
ototoxicity. 

 Types of Hearing Loss 
 Three types of hearing loss are commonly seen in the 
older adult. 

 Sensorineural hearing defi cit is a common hearing 
loss due to damage to the inner ear, the cochlea, or 
the fi bers of the eighth cranial nerve (the vestibulo-
cochlear nerve). Causes of sensorineural hearing loss 
include: hereditary risk, viral or bacterial infections, 

trauma, tumors, noise exposure, cardiovascular con-
ditions, ototoxic drugs, and Ménière’s disease. 
 Presbycusis, a form of sensorineural hearing loss, 
is the most common age-related hearing defi cit. It 
causes diffi culty hearing high-pitched sounds like s, 
z, sh, and ch. Background noise further aggravates 
this hearing defi cit and makes it more diffi cult to hear 
and interpret what is being said. 
 Conductive hearing loss, commonly seen in older 
adults, involves the outer and/or middle ear. Sound is 
unable to travel to the inner ear. Conductive hearing 
loss can be caused by cerumen impactions (the most 
common and reversible cause of conductive hearing 
loss) or obstructions from foreign bodies, ruptured 
eardrum, otitis media, and otosclerosis. 

 Evaluation of Hearing 
 While working with older adults, nurses can often pick 
up behavioral cues that suggest hearing loss, such as 
inappropriate answers to questions, not following direc-
tions, or turning an ear toward the speaker. Many times, 
however, family members are the fi rst ones to complain 
about hearing loss. They often report being frustrated 
trying to talk with their family member or complain 
that the television volume is too loud. 

 When hearing loss is reported or suspected, a 
nursing assessment is indicated. The Hearing Handi-
cap  Inventory for the Elderly takes about 5 minutes to 
 administer, is valid and reliable, is easy to use, and as-
sesses the effect of hearing impairment on common ac-
tivities of daily living. 

 Since hearing loss can affect so many aspects of hu-
man interaction with people and the environment, it is 
important to explore with the older adult the impact of 
hearing loss on her quality of life. In what way(s) does 
her hearing loss prevent her for doing or enjoying the 
things she likes to do (e.g., listening to music; conversa-
tion; going to a movie)? 

 Several other assessment techniques can also be 
done to assess hearing loss. Before beginning these as-
sessments it is important to create a quiet environment 
by bringing the person into a quiet room. The Whisper 
Test is a simple test to administer. Place a fi nger over 
the right ear and then use a staccato like motion to open 
and close the right ear while whispering three unrelated 
words (e.g., pen, watch, and ring) into the left ear. Nor-
mally, an older adult who does not have hearing loss 
should be able to hear these three words. The inability 
to discriminate the words may suggest hearing loss and 
the need for further evaluation. 



Chapter 23 Hearing Impairment     137

 INTERVENTION 

 Most older adults with hearing loss are treated with 
communication strategies and/or amplifi cation. 

 Eliminate background noise. 
 Rephrase sentences; avoid complex statements and 
words that are polysyllabic. 
 Face the person directly. 
 Be sure that vision is also optimized (e.g., eye 
glasses). 
 Use print communication to augment verbal 
communication. 
 Use nonverbal body language to supplement verbal 
communication. For example, if you would like the 
person to sit in a chair, point to the specifi c chair you 
would like him to sit in or demonstrate sitting in the 
chair. 
 Slow the rate of speech and speak in lower tones. 

 Technology and Hearing Loss 
 Assistive listening devices are small portable amplifi ers 
that are not personalized and can be used by different 
people. They are usually battery operated and inexpen-
sive. These devices are useful when trying to facilitate 
communicating with the older adult with hearing loss 
during interactions such as when obtaining a history 
and teaching nursing interventions. 

 For some persons with hearing impairment, a per-
sonal amplifi er may be more useful than hearing aids. 
These pocket-sized devices are considerably less expen-
sive than hearing aids. Headphones, although they may 
be more visible to others, stay on the head better and 
distribute sound between the two ears better than ear-
buds. The volume and microphone placement of the 
amplifi er should be adjusted to fi nd the best combina-
tion for a given user. Television listening devices can 
spare others from overly loud volume levels and enable 
the older adult with hearing loss to enjoy their TV pro-
grams without annoying others. Vibrating and fl ashing 
devices such as alarm clocks and timers, smoke alarms, 
doorbell alerts, and motion sensors can improve the 
hearing-impaired person’s convenience and safety. 
These items can be purchased from catalog retailers of 
assistive listening devices. 

 State agencies for deaf and hard-of-hearing per-
sons might provide amplifi ed telephones, vibrating and 
fl ashing ringer alert devices, and text telephones (TTY) 
at no cost to hearing-impaired persons. Maryland, for 
example, offers a range of functional telephone equip-

ment, from amplifi ed phones to alerting emergency de-
vices, through their Department of Information Tech-
nology, Assistive Telecommunication Equipment. This 
type of equipment is also available from electronics and 
telephone equipment stores. 

 An audiologist can more comprehensively evaluate 
hearing loss and determine what type of hearing aid 
might be best for the individual. Depending on the type 
of hearing loss, Medicare might pay for the hearing eval-
uation with an audiologist.  Hearing aids  are the most 
common form of amplifi cation; they often improve abil-
ity to understand speech, particularly soft speech and 
conversational loud speech. Optimizing hearing may 
prevent the development of isolation and depression, 
and the labeling of an individual as confused or cogni-
tively impaired because of misunderstandings associ-
ated with impaired hearing and communication. There 
are many different types of hearing aids available today. 
Many factors need to be considered in deciding whether 
or not to fi t the person with a hearing aid. In addition 
to the nature and degree of hearing loss, motivation and 
ability to adapt to and physically manipulate the aid, 
degree of social support, and ability to afford the device 
must be considered. 

 Generally, two hearing aids are more benefi cial than 
one. The fi rst aid provides the most gain; the second one 
helps with speech discrimination and with  localizing 
the source of sounds. In the presence of asymmetrical 
hearing loss or signifi cant diffi culty in understanding 
competing speech, it is possible that the older adult 
may receive greater benefi t from a single hearing aid. 

 Unfortunately, not everyone benefi ts from a hear-
ing aid. The type of sensorineural damage may mean 
that speech discrimination is poor even with amplifi ca-
tion. Some older adults are unable to tolerate the place-
ment of the hearing aid in the ear. Individuals with 
dementia may remove and lose the aid. It is important 
to be sure that the aid can be returned during an initial 
trial period, usually 30 days, without having to pay the 
full cost. Currently about 10 states and the District of 
Columbia have a 30-day trial period. It is equally im-
portant not to give up on the aid too soon, since the 
 audiologist often can adjust it to improve comfort and 
sound quality. The audiologist should provide counsel-
ing for its optimum use. 

 Many different styles of hearing aids are available. 
Behind-the-ear and mini-behind-the-ear aids are con-
nected directly to an ear mold that is customized to fi t 
each person’s ear. All-in-the-ear aids, in-the-canal, and 
completely-in-the-canal aids have the advantage of fi t-
ting closely to the ear drum and thus need less power 
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to work and thereby produce less chance of feedback 
sound. The smaller hearing aids may have remote con-
trols. Selection of aid style for each individual depends 
on the degree of hearing loss, available features, and 
the person’s dexterity and motivation. 

 The choice of analog or digital hearing aids depends 
on the individual consumer. Analog hearing aids am-
plify speech and noise indiscriminately, although they 
may have features and adjustments that can modify the 
sounds differentially. Until recently, this was the basic 
technology of hearing aids. The analog aid is generally 
less expensive, but it cannot be reprogrammed if hear-
ing changes over time. However, the digital technology 
hearing aid has improved sound quality, reduced size, 
and increased ability to customize the amplifi cation of 
the aid to the needs of the user. 

 Older adults with profound hearing loss who gain 
little or no benefi t from hearing aids may benefi t from 
a  cochlear implant : an electronic device that bypasses 
the function of damaged or absent cochlear hair cells by 
providing electrical stimulation to cochlear nerve fi bers. 
A receiver-stimulator and an intracochlear electrode ar-
ray are surgically implanted. A headset is worn behind 
the ear. The headset microphone transmits signals to 
the speech processor, which fi lters and digitizes the 
sound into coded signals. The coded signals are sent 
to the cochlear implant, which then stimulates audi-
tory nerve fi bers in the cochlea. Nerve signals are then 
sent through the auditory system to the brain. Going 
through a cochlear implant involves being able to safely 
tolerate general anesthesia and to participate in exten-
sive preimplant testing and postimplant training. The 
procedure is covered by Medicare. In general, outcomes 
of cochlear implantation in persons age 65 and older 
have been comparable to those of younger adults, with 
patients obtaining excellent results by both audiologic 
and quality-of-life measures. 

 Despite the potential improvements that older 
adults can achieve in hearing when using hearing aids, 
many refuse to consider or utilize these devices for the 
following reasons: 

 Hearing aids are expensive, and even though Medi-
care pays for hearing evaluations they do not pay 

for hearing aids. Some federal programs such as the 
Department of Veterans Affairs pay for hearing aids, 
depending on the recipient’s eligibility for services. 
 Indiscriminate amplifi cation of background noise is 
louder as well as conversations. Whistling sounds 
occur typically from feedback. 
 Friends who have hearing aids may recount negative 
experiences. 
 Ego and embarrassment can also be a factor. 
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 Dizziness 
 Kurt Kroenke and Joan Gleba Carpenter 

 The prevalence of dizziness ranges from 13% to 38% 
among older adults. Several factors make dizziness a 
challenging symptom to evaluate and manage. First, 
precise classifi cation of the cause is often diffi cult. Sec-
ond, it is important to ascertain that there is not a seri-
ous cardiac or neurologic cause. Third, there is no easy 
cure for dizziness. Fourth, like other geriatric syndromes 
such as delirium and falls, dizziness may be related to 
multiple causes at least half of the time. 

 CLASSIFICATION 

 The following is a symptom-oriented approach to clas-
sifying dizziness: 

 (1)  Vertigo (a sensation that room is spinning), 
 (2)  Presyncope (impending faint), 
 (3)  Disequilibrium (loss of balance), or 
( 4)  Lightheadedness (none of the other symptoms). 

 Vertigo 
 The three most common problems associated with 
a sense of vertigo include: benign positional vertigo 
(BPV), labyrinthitis, and Ménière’s disease. BPV is of-
ten aggravated or brought on by changes in position, 
such as turning, rolling over, getting in and out of bed, 
or bending over. BPV spells are often brief (5 to 15 sec-
onds) and milder than the severe vertiginous attacks 
seen with disorders such as labyrinthitis and Ménière’s 
disease. Labyrinthitis (sometimes called vestibular neu-

ronitis) occurs suddenly, lasts for several days, and 
resolves spontaneously. Ménière’s disease is character-
ized by repeated episodes of tinnitus (i.e., ringing in the 
ears), fl uctuating hearing loss, and severe vertigo ac-
companied eventually by progressive hearing loss. The 
frequency and severity of vertigo may actually improve 
as hearing impairment worsens. Brain tumors are found 
in less than 1% of persons complaining of dizziness, 
although this is slightly more prevalent (2% to 3%) 
among older adults. 

 Nonvertiginous Dizziness 
  Presyncope  is the sensation of near fainting. Most pre-
syncopal persons presenting with dizziness have symp-
toms that occur when they change position. Certain 
stimuli (e.g., micturition, defecation, coughing) can 
precipitate this sense of dizziness as well. This is due to 
autonomic changes that affect cardiac function. Thus, 
the elderly man who rises to urinate in the middle of 
the night, the older person straining to have a bowel 
movement, or the pulmonary patient having paroxysms 
of coughing can experience lightheadedness or even 
frank syncope. 

  Disequilibrium  is a sensation of being unsteady 
when standing or, in particular, when walking. Balance 
depends not only on the vestibular system of the inner 
ear but also on the visual and sensory systems. Thus, 
multiple factors can contribute to imbalance, includ-
ing chronic vestibular problems, visual problems (e.g., 
errors of refraction, cataract, loss of binocular vision, 
macular degeneration), musculoskeletal disorders (e.g., 
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arthritis, muscle weaknesses), and sensory or gait defi -
cits (e.g., neuropathies, previous strokes, cerebellar dis-
ease, Parkinson’s disease, dementia). 

  Lightheadedness  is a vaguer sensation best reserved 
for those who do not have vertigo (spinning), presyn-
cope (fainting), or disequilibrium (falling). Although 
any cause of dizziness may occasionally produce a non-
descript lightheaded type of sensation, the two most 
prominent considerations are psychiatric (primarily 
depressive, anxiety, or somatoform disorders) or idio-
pathic causes, which together account for up to a third 
of all cases of dizziness. 

 Among other causes, drug side effects may also 
contribute to dizziness in older adults. The use of at 
least three to fi ve medications is a risk factor for diz-
ziness, as are drugs that cause orthostatic hypotension 
(e.g., cardiovascular, antihypertensive, and psychotro-
pic medications). 

 PROGNOSIS 

 Dizziness usually resolves within days to several 
months, but about one fourth of patients may experi-
ence chronic or recurrent symptoms. Chronic dizziness 
is associated with worse self-rated health, increased 
risk of falling, and depression. 

 EVALUATION 

 A brief, focused evaluation by the nurse initially, fol-
lowed by the primary care practitioner, coupled with 
simple follow-up is warranted in most older adults 
rather than diagnostic testing or referral. Symptoms 
gradually improve in most people. More than 75% of 
the cases are diagnosed by history and physical exami-
nation alone, with the history contributing the most to 
the diagnosis. 

 History 
 Four questions are particularly helpful to elicit the ap-
propriate information: 

 (1)  Is the dizziness characterized by one of three key 
sensations: spinning, fainting, or falling? A poten-
tially helpful question to ask a resident is “Does 
it feel like your head is spinning? Or are your feet 
spinning?” to elicit a starting point for more focused 
discussion. 

 (2)  Is there a positional effect on the dizziness and re-
lated symptoms: “Does the dizziness occur when 
you change position?” 
 With BPV, the effect is almost always one of tran-
sient dizziness with change of head position (i.e., 
moving the head from side to side), lying down, or 
sitting up. The most common cause of presyncope 
is an orthostatic change in blood pressure, in which 
case the older adult reports that dizziness occurs on 
assuming a more upright position (supine to sitting 
or sitting to standing). Disequilibrium is manifested 
only when the person is walking or standing. 

 (3)  What associated symptoms are experienced along 
with the dizziness? 
 Dizziness with an actual loss of consciousness may 
mean there is underlying cardiac disease that has 
caused the dizziness. Tinnitus or hearing changes, 
or both, are associated with certain vestibular dis-
orders such as Ménière’s disease or the rare tumors. 
Nausea and, in particular, vomiting suggests vertigo 
rather than a nonvertiginous cause of dizziness. 
A central cause (i.e., located in the brain) would 
generally be associated with other neurologic 
symptoms (e.g. numbness, balance problems, con-
fusion). Psychological causes, such as depression or 
anxiety typically include fatigue, insomnia, pain, or 
other physical and emotional symptoms in addition 
to dizziness. 

 (4)  What medications is the resident taking? Be par-
ticularly suspicious of new medications that were 
started around the time that symptoms of dizziness 
began. 

 Physical Examination 
 A focused physical examination would include the fol-
lowing steps: 

 Blood pressure and pulse measurement while the 
person is lying down and taken again after standing 
for 2 to 3 minutes to detect orthostatic changes. 
 Check heart rate and rhythm (is it regular or 
irregular?) 
 Conduct a brief neurologic exam to check balance 
and memory. 
 Observe walking and turning (for balance or gait 
diffi culties). 

 Dizziness correlates best with postural hypotension: 
systolic blood pressure (BP) drop of 20 mm mercury or 
diastolic BP drop of 10 mm mercury. Postural hypoten-
sion is absent if BP normalizes within 2 minutes. 
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 Screening for evidence of a vestibular problem can 
also be done; the exam takes about 1 minute and has 
three elements: 

 Primary position: Instruct the person to look straight 
ahead and check for  nystagmus  (i.e., shaking of the 
eyes; rapid side-to-side movement). 
 Gaze-evoked: Instruct the person to look to the right, 
left, up, and down, holding each position for 5 to 10 
seconds. More than three to fi ve beats of movement 
of the eyes back and forth is abnormal. 
 Head-shaking: Instruct the person to close his or her 
eyes, rapidly shake his or her head back and forth for 
10 seconds, and then open his or her eyes. Look for 
nystagmus. 

 In the event that nystagmus is noted, the older 
adult should be sent to his or her primary health care 
provider for further evaluation. 

 MANAGEMENT 

 Although the evidence-base for dizziness therapies is 
limited, the natural history of dizziness is nonetheless 
often favorable. In half of all patients, dizziness spon-
taneously resolves or substantially improves within 
2 weeks. In some cases, dizziness is an associated 
symptom of viral or other self-limited illnesses. Other 
times, dizziness is a result of dehydration or a medi-
cation’s adverse effect. The two most common causes 
of vertigo—labyrinthitis and BPV—typically resolve 
within days or weeks, respectively. Types of dizziness 
for which specifi c management strategies may be help-
ful are briefl y discussed in the following list. 

  Acute vertigo attacks:  Attacks that occur with periph-
eral vestibular disorders such as labyrinthitis and Mé-
nière’s disease may benefi t from medications such as 
meclizine and, if needed, a benzodiazepine. Unfortu-
nately, older adults are at risk for adverse effects related 
to meclizine and benzodiazepines (e.g., Benadryl). 
  BPV:  This usually can be treated with simple reas-
surance, since symptoms are typically mild and usu-
ally improve within weeks to several months. For 
individuals with persistent symptoms, it is helpful to 
encourage and instruct the individual in careful posi-
tion change and possibly work with a physical and/
or occupational therapist or specialist in this area to 
establish an exercise program. 
  Ménière’s disease:  Attacks of frequent or disabling diz-
ziness may benefi t from treatment with such things 

as salt restriction or diuretic therapy to decrease fl uid 
within the inner ear. 
  Orthostatic hypotension:  Correct reversible causes 
(e.g., dehydration, anemia, medication adverse 
effects). 
  Disequilibrium:  Advise the older adult with a chronic 
sense of disequilibrium to take measures to prevent 
falls such as using a cane, walker, or other assistive 
device. 
  Psychological causes:  Psychological dizziness may 
be related to depression or anxiety. If suspected and 
confi rmed, depression and anxiety should be treated 
with medications and behavioral interventions. 
  Chronic vestibular disorders:  Vestibular rehabilita-
tion—a type of physical therapy exercise program 
to decrease dizziness—may be benefi cial in persons 
with persistent dizziness. 

 It is important to remember when managing a resi-
dent with dizziness that there may be multiple causes 
of dizziness including depressive or anxiety symptoms, 
impaired vision or hearing, the use of multiple medica-
tions, abnormal balance or gait, postural hypotension, 
diabetes mellitus, and past myocardial infarction (i.e., 
heart damage). A multifactorial intervention targeting 
such factors might reduce the frequency or severity 
of dizziness in older adults. For example, a resident 
may have complaints of dizziness described as feel-
ing faint when standing, unsteadiness when walking, 
and a nagging lightheadedness unrelated to position. 
This resident might have orthostatic hypotension from 
medications, depression, and disequilibrium. It is im-
portant to identify the underlying cause and treat these 
problems (e.g., decrease and eliminate medications 
when possible). 

 PREVENTION 

 Evaluate the environment to decrease falls and to 
encourage increased physical activity in order to 
improve strength and conditioning (see Chapter 28, 
“Falls,” and Chapter 18, “Physical Activity”). 
 Identify hearing or vision defi cits so that these sen-
sory systems are optimized. 
 Maintain adequate nutrition and hydration. If not 
contraindicated, encourage fl uids with medication 
administration and at meals. 
 Continually monitor for drug side effects and assess 
for nonessential medications. Some medications com-
monly used in older adults that can cause dizziness 
include: antihypertensives, diuretics, antihistamines, 
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psychotropics, seizure medications, and over-the-
counter cold preparations. 
 Reduce caffeine and alcohol intake. 

 While dizziness is a common problem and can be per-
sistent for some older adults, many interventions can 
decrease the symptoms and episodes of dizziness. 
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 Maintenance of 
Nutritional Status 
 Colleen Christmas and Anna M. Mago-Sisic 

 Swallowing is an important and complex task that can 
be affected by normal aging processes, diseases, syn-
dromes, and/or surgical/invasive interventions in older 
adults.  Dysphagia  is defi ned as an impairment of any part 
of the swallowing process. The estimation of the preva-
lence of dysphagia among community-dwelling older 
adults ranges from 7% to 22%; on average, it is 15%. 
However, among institutionalized older adults (i.e., in 
nursing homes, group homes, or assisted living facili-
ties), prevalence of dysphagia dramatically increases 
to approximately 40%–50% of residents. Treatment of 
eating and feeding problems varies, depending on the 
identifi ed etiology and other contributing factors. 

 SWALLOWING IN HEALTH AND DISEASE 

 Swallowing: Three Stages 
 Swallowing can be divided into three phases on the ba-
sis of anatomy. The preparatory or oral phase, which 
includes the oral propulsive phase, begins when the 
bolus (round mass of food) enters the oral cavity and 
mixes with saliva during mastication (i.e., chewing) to 
form a cohesive bolus. This stage is under voluntary 
control. 

 The second or pharyngeal phase is involuntary and 
begins as the cohesive bolus is propelled toward the 
oropharynx, thus initiating the swallow refl ex. Soft pal-
ate elevation during this stage prevents food and liquids 

from entering the nasopharynx. The epiglottis, a carti-
lage fl ap, closes and thereby prevents food from enter-
ing the airway (i.e., aspiration). The posterior tongue 
base propels the food through the pharynx with the as-
sistance of the peristaltic contraction of the posterior 
pharyngeal wall. Execution of the oral and pharyngeal 
phases of swallowing requires the complex coordina-
tion of fi ve cranial nerves and 50 pairs of muscles in 
the head and neck, with regulation from cortical input 
to the medullary swallow center, all in the appropriate 
sequence, usually within 1 second. 

 The third stage of swallowing, also involuntary, 
is the esophageal phase, during which food passes 
through the pharynx to the esophagus; the upper 
esophageal sphincter relaxes, thus allowing the bolus 
to pass through into the esophagus. The bolus is pro-
pelled down the esophagus by the action of skeletal 
muscle proximally and smooth muscle distally. The 
lower esophageal sphincter, located at the juncture of 
the esophagus and stomach, opens to allow the bolus 
entry into the stomach. This phase is regulated by its 
own intrinsic innervations. A delay or impairment in 
any stage of swallowing may result in dysphagia. 

 Aging and Swallowing 
 Normal aging is associated with several changes (e.g., 
dryness of the mucous membranes) that affect the older 
individual’s ability to check, swallow, and enjoy eating. 
With age there is a decrease in the ability to taste but 



144    Section III Syndromes

not of taste discrimination (i.e., an older person may 
be able to distinguish sweet from salty but may need to 
add more salt to food to taste it suffi ciently). In addi-
tion, olfactory function decreases with age, further im-
pairing taste sensations; there is a relationship between 
the smelling and tasting of food.  Xerostomia  (i.e., dry 
mouth) is a common complaint of older adults, usually 
owing to the adverse effects of medication. Loss of den-
tition greatly reduces chewing effi ciency. The individ-
ual needs to chew for a longer period of time and with 
more chewing strokes to achieve the same level of food 
maceration; this is only partly improved with the use 
of dentures (see Chapter 39, “Oral Diseases and Disor-
ders”). Sarcopenia, or age-related loss of lean muscle 
mass, may contribute to loss in chewing effi ciency and 
to pharyngeal muscle weakness. 

 It is not clear exactly what changes commonly 
noted with swallowing in older adults are due to nor-
mal age-related changes and which are due to disease. 
Esophageal function is probably well-preserved, except, 
perhaps, in very advanced age (i.e., > 85 years). Other 
physiological changes that contribute to swallowing dif-
fi culty include: decreased tongue pressure and strength 
during bolus transfer; slower oral and pharyngeal bo-
lus transit movement; delayed initiation of the pharyn-
geal refl ex; reduced anteroposterior upper esophageal 
sphincter (UES) opening during swallowing; and a need 
for larger pharyngeal volumes to trigger a refl exive pha-
ryngeal swallow. In total, these changes result in pro-
longed duration of each swallow. Furthermore, many 
diseases that produce dysphagia are more common in 
older adults (e.g., Parkinson’s disease, stroke, Alzheim-
er’s disease). 

 Dysphagia Stages and Symptoms 
 Dysphagia occurs when a disease affects any aspect of 
the three stages of swallowing function (oral, pharyn-
geal, or esophageal). Oral dysphagia occurs when there 
is diffi culty with the voluntary transfer of food from the 
mouth to the pharynx. This might be diagnosed, for 
example, when the scrambled eggs served at breakfast 
are discovered in the cheeks of a resident shortly before 
lunch. Other symptoms of oral dysphagia may include 
frequent drooling, poor jaw movement, diffi culty ma-
nipulating the bolus in the oral cavity, and loss of food 
from the mouth while eating. 

 In pharyngeal dysphagia, refl exive transfer of the 
food bolus from the pharynx to initiate the involuntary 
esophageal phase of swallowing—while simultaneously 
protecting the airway from misdirection of food—is dif-
fi cult. The affected person may notice coughing, chok-

ing, or nasal regurgitation while eating and may also 
have to use repetitive swallows and throat clearing dur-
ing the meal. A noticeable wet vocal quality may be 
heard when speaking after they have attempted to eat 
or drink something. There may also be complaints of 
food sticking in the throat or pain during swallowing. 
Overt symptoms of dysphagia that may not appear im-
mediately include symptoms of aspiration, such as spik-
ing a fever or a consistent low-grade fever and increased 
respirations with oral intake. History of frequent upper 
respiratory tract infections and pneumonia may also be 
symptoms of pharyngeal dysphagia. At least 50% of 
stroke patients experience pharyngeal dysphagia. 

  Esophageal dysmotility  presents with three char-
acteristic features: dysphagia (for solids and liquids), 
chest pain, and regurgitation.  Regurgitation  between 
meals or at night (described as mucus or bubbly sa-
liva), with or without food particles, is suggestive of 
dysmotility. Unlike the regurgitation that is related to 
gastric refl ux, the regurgitated fl uid and/or food is not 
generally noxious to taste because it hasn’t begun to be 
digested. The chest pain, described as heavy or crush-
ing, is related to the spasm (i.e., achalasia) and may be 
diffi cult to distinguish from typical gastric refl ux. The 
pain frequently occurs during meals but is generally un-
predictable and is sometimes thought to be true chest 
pain from heart disease. 

 Whereas dysphagia for both solids and liquids sug-
gests an esophageal motility disorder (e.g., spasm), 
dysphagia for solids only suggests a mechanical ob-
struction/structural disorder (e.g., tumor, esopha-
geal ring, stenosis, stricture from mucosal irritation). 
Medication-induced esophagitis (which presents with 
odynophagia, or pain when swallowing) is commonly 
followed by dysphagia. Common causes of medication-
induced esophagitis in older persons are potassium, 
nonsteroidal anti-infl ammatory agents, biphospho-
nates, and tetracycline-related antibiotics. 

 Dysphagia and Aspiration 
 Recognizing aspiration—the misdirection of oral-pha-
ryngeal contents into the airway—is essential in patients 
with dysphagia. Sources of aspiration include food, 
oropharyngeal fl ora/saliva, emesis/gastric contents, 
and tube feeding liquids. Aspiration may be observed 
as coughing and/or choking during meals, as well as 
drooling, gurgling or moist voice, or hoarseness.  Silent 
aspiration  is the absence of any symptoms at all. Aspi-
ration pneumonia is believed to occur when bacteria 
arrive in the lungs from the pharynx in a large enough 
amount to overcome host defenses. Most often, local 
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host defense mechanisms clear the lung of the offend-
ing aspirate without serious clinical impact. It is well 
established that many healthy individuals episodically 
aspirate without any signifi cant consequences. 

 The typical symptoms of aspiration pneumonia (i.e., 
cough, fever/chills, sputum, and increased respiratory 
rate) may not be detected in the older adult. Rather, 
these individuals may present with delirium, falls, and 
changes in behavior. Right lower lobe pneumonias of-
ten are considered a primary clinical indicator of pos-
sible aspiration and suggest further evaluation. Older 
adults and individuals with neurological disorders 
(e.g., dementias, Parkinson’s disease, strokes, mul-
tiple sclerosis, traumatic brain injury, etc.) are at high 
risk for dysphagia and possible aspiration. Individuals 
with a diminished gag refl ex or any delay or weakness 
of swallowing mechanisms are also at risk for aspira-
tion. These problems may occur following head and 
neck surgery or any surgery with general anesthesia, 
medications that decrease alertness, recent illness or 
debilitation, and medical conditions (e.g., heart failure, 
chronic obstructive pulmonary disease). Older adults 
without teeth, those with poorly fi tting dentures, and 
those with poor oral hygiene are at risk for aspiration 
pneumonia. 

 Aspiration of oral contents or of gastric contents is 
 not  prevented by the placement of a feeding tube. Tube 
feeding is universally cited as a risk factor for major as-
piration, and some patients who have never previously 
aspirated begin to do so after placement of a feeding 
tube. Further, there is no evidence to indicate that the 
placement of a jejunostomy tube as opposed to a gas-
trostomy tube results in lower rates of aspiration. 

 Assessment of Dysphagia 
 Several tools may be used to assess swallowing func-
tion when dysphagia is clinically suspected. Typically 
family, close friends, nurses, or nursing assistants are 
the fi rst to recognize a resident’s swallowing problem. 
In addition to notifying the resident’s primary care pro-
vider, the nurse can also initiate the approaches summa-
rized in  Try This: Preventing Aspiration in Older Adults 
With Dysphagia  (Metheny, 2007) to help decrease as-
piration risk. Concerns about swallowing may lead to 
obtaining a more comprehensive swallowing evaluation 
from a speech-language therapist. However, clinical as-
sessment alone underestimates the risk of aspiration by 
50%. A more accurate estimation of aspiration risk is 
achieved by a videoradiographic swallow study, some-
times called the barium swallow, which can determine 
the presence, severity, and timing of aspiration. The pa-

tient is videotaped swallowing different food consisten-
cies (e.g., apple sauce, pudding, eggs). 

 Depending on the results of the study, the therapist 
may recommend  swallow therapy  or diet modifi cations, 
or both. Swallow therapy may include techniques such 
as turning the head toward the weaker side while swal-
lowing or doing exercises to improve the strength of the 
muscles involved in swallowing. Dietary recommenda-
tions generally consist of altering the amount of food 
the person tries to swallow at one time or changing the 
consistency of the food so that liquids are avoided. Resi-
dents with dysphagia who cannot safely swallow liquids 
should avoid mixing consistencies. Mixed consistencies 
typically have both a solid and a thin liquid consistency 
(e.g., canned fruit in water or juice, or cereal with milk). 
Ice cream and Jell-O are considered thin liquids. 

 The VitalStim dysphagia treatment (Chatanooga 
Group, Hixson, Tennessee) is an electrical stimulation 
treatment whereby the clinician stimulates the swallow-
ing muscles directly to both strengthen and retrain these 
muscles. Also, adaptive feeding equipment may help 
facilitate safe swallowing. A dysphagia cup, shaped in 
such a way that it prevents tilting the head back while 
swallowing can help swallowing for some individuals. 
Last, good oral hygiene (brushing at least twice daily of 
permanent teeth or dentures) will decrease tooth decay 
and decrease the risk of aspiration pneumonia. 

 FEEDING 

 When an older adult experiences diffi culty eating for 
reasons other than dysphagia, the treatment is either 
careful feeding by hand or by tube insertion. Consider-
ation of the possible causes for diffi culty eating include 
evaluating the resident for depression; infection; dehy-
dration; dislike of the food and food choices; unpleas-
ant or stressful eating environment; poor oral hygiene; 
missing, loose, or painful teeth; bad taste in the mouth 
due to disease or medications; xerostomia; movement 
disorders (i.e., hand or head tremor making eating diffi -
cult); or anorexia. The person with advanced dementia 
might forget how to eat and needs cueing to initiate 
eating and swallowing. These individuals may do well 
if they can model eating behavior. For example, eating 
with them or sitting them with others who are eating 
on their own might stimulate them to do likewise. Older 
individuals should have food that is easy to eat. Finger 
foods such as hunks of cheese, hard boiled eggs, sand-
wiches, muffi ns, energy bars, and other types of nutri-
tious foods can be easily held and eaten. Retaining the 
ability to eat by mouth is essential to most people. This 
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basic function not only satisfi es nutritive needs but so-
cial and self-esteem needs as well. Through early iden-
tifi cation and intervention, much can be done to help 
older adults with swallowing and eating diffi culties to 
eat safely and enjoyably. 
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 Urinary incontinence (UI) is defi ned as the involuntary 
loss of urine, and is a signifi cant problem both physi-
cally and psychologically for older adults in assisted liv-
ing (AL) communities and nursing home settings. The 
overall costs and implications of UI are comprehensive 
and involve associated health risks including urinary 
tract infections, falls and fall-related injuries, skin break-
down, and the associated depression and withdrawal 
experienced by residents. While UI is a prevalent prob-
lem for older adults, it is not a normal consequence 
of aging. It has repeatedly been demonstrated that a 
comprehensive workup and management program can 
decrease the number of episodes of incontinence expe-
rienced by the older individual. Nurses in AL commu-
nities have the opportunity to work with residents and 
ensure that they have been adequately evaluated and 
matched with an appropriate treatment plan, and that 
the proposed plan of care is being implemented. In so 
doing, nurses can help to decrease the episodes of UI 
among residents and optimize quality of life. 

 PREVALENCE AND IMPACT 

 UI may cause morbidity, including cellulitis (i.e., skin 
infections), pressure ulcers, urinary tract infections, falls 
with fractures, sleep deprivation, social withdrawal, de-
pression, and sexual dysfunction. It is not associated 
with increased risk of death, but it does impair quality 
of life, affecting the older adult’s emotional well-being, 
social function, and general health. Incontinent persons 
often manage to maintain their activities, but with an 

increased burden of coping, embarrassment, and poor 
self-perception. 

 The prevalence of UI increases with age and affects 
women more than men (2:1 ratio) until age 80, after 
which men and women are equally affected. Of incon-
tinent older adults age 65 years and over, 15% to 30% 
live in the community and at least 50% are in long-term 
care. 

 THE PATHOPHYSIOLOGY 
OF INCONTINENCE 

 Normal Micturition (Urination) 
 Continence requires effective functioning of the urinary 
tract, adequate cognitive and physical capability, moti-
vation, and an appropriate environment such as acces-
sible toilets that allow for safe transfers on and off the 
commode. The bladder is a loose sack that can accom-
modate a volume of urine up to a maximum of approxi-
mately 300–400 ml (i.e., cc) in normal adults. When 
the quantity of urine increases above the 300–400 ml 
range, tension in the bladder wall sends a message to 
the brain and the micturition refl ex is triggered. When 
the individual has an appropriate place (e.g., bath-
room, commode) in which to empty his or her blad-
der, the brain sends a signal to the external urethral 
sphincter muscle to allow the passage of urine from 
the body. Completion of bladder emptying is also facili-
tated by contraction of the abdominal wall and pelvic 
fl oor muscles. 

 26 
 Urinary Incontinence 
 Catherine E. DuBeau and Barbara Resnick 
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26.1 Medications Commonly Associated With Incontinence

 Risk Factors for Urinary Incontinence 
 The many risk factors for UI in older adults include 
advanced age, (for women, number of birth children), 
depression, transient ischemic attack (TIA), stroke, Par-
kinson’s disease, heart failure, fecal incontinence and 
constipation, obesity, chronic obstructive lung disease, 
chronic cough, diabetes mellitus, impaired mobility, and 
impaired activities of daily living. In addition, medica-
tions, as shown in Table 26.1, can contribute to UI. 

 Types of Urinary Incontinence 

 Urge Incontinence 

 Urge UI is the most common type of UI in older adults. It 
is characterized by abrupt urgency, frequency, and noc-
turia (i.e., frequent urination during the night). Urge UI 
is associated with uninhibited or uncontrolled bladder 
contractions, often referred to as  detrusor overactivity  
(DO). The detrusor (i.e., the bladder muscle) contracts 

MEDICATION EFFECT ON CONTINENCE

Alcohol Frequency, urgency, sedation, delirium, 
immobility

-Adrenergic agonists Causes urinary retention with possible 
overfl ow

-Adrenergic blockers Relaxation of the urethra causes release 
of urine 

Angiotensin-converting enzyme inhibitors Associated cough with stress or stress-induced 
urge leakage

Anticholinergics:
 Antiarrhythmics (Norpace)
 Antidiarrheals (Lomotil)
 Antihistamines (Benadryl)
 Antiparkinsonians (Artane)
 Antispasmodics (Bentyl)
 Antidepressants (Elavil)
 Antipsychotics (Haldol)
 Sedative hypnotics (Ambien)

Impaired emptying, retention, delirium, fecal 
impaction

Cholinesterase inhibitors (Aricept) Urinary frequency and urgency

Diuretics Polyuria, frequency, urgency

Narcotic analgesics Urinary retention, fecal impaction, sedation, delirium

 Drugs that cause edema:
 Nonsteroidal anti-infl ammatory drugs,
 Diabetic medications, Thiazolidinediones,
 Antiseizure medications (neurontin),
  Hypertensive and other heart medications (calcium 

channel blockers)

Edema causing nocturnal frequency and 
incontinence

Caffeine Urgency due to bladder irritation
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unexpectedly while the bladder is fi lling, which then 
causes a large or small amount of leakage of urine. DO 
may be age related, secondary to changes in the brain 
that impair the individual ’ s ability to stop this bladder 
activity (e.g., following a stroke), or it may be due to 
local bladder irritation (e.g., infection, bladder stones, 
infl ammation, tumors). 

 Stress Incontinence 

 Stress UI, the second most common type of UI in older 
adults, is the result of failure of the  sphincter muscle  to 
maintain closure of the urinary outlet during bladder 
fi lling; hence, urine leakage occurs. Stress incontinence 
occurs when there is increased pressure in the abdo-
men that subsequently increases physical pressure on 
the pelvis, causing urine leakage. Coughing, sneezing, 
laughing, exercise, and even standing increase abdomi-
nal pressure as the abdominal muscles contract dur-
ing these activities. A weak pelvic fl oor and a poorly 
supported urethral sphincter cause stress incontinence. 
Many women may have mixed UI, with both stress and 
urge symptoms. 

 Overfl ow Incontinence: Bladder Outlet 
Obstruction and Detrusor Underactivity 

 So-called overfl ow UI results from  detrusor underactivity  
(i.e., impaired contractility) or bladder outlet obstruc-
tion, thus causing a back-up of urine and overfl ow, or 
both. Leakage is typically small in volume but contin-
ual. The postvoid residual (PVR) is the amount of urine 
that remains in the bladder after urinating  . Symptoms 
may include dribbling, weak urinary stream, hesitancy, 
frequency, and nocturia. 

 Outlet obstruction is the second most common cause 
of UI in older men. Causes include benign prostatic hy-
perplasia (BPH, overgrowth of the prostate gland), pros-
tate cancer, and urethral stricture (i.e., tightening of the 
urethra that stops the urine from passing through). In 
women, obstruction is uncommon but can occur after 
surgeries or may be associated with a large cystocele 
that kinks the urethra. When constipation occurs and 
the rectum is full of stool, this can put pressure on the 
urethra and cause a back-up of urine and overfl ow in-
continence in both men and women. 

 Detrusor underactivity causing urinary retention 
and UI occurs in only 5% to 10% of older adults. Neuro-
logic causes include peripheral neuropathy (associated 
with diabetes mellitus, vitamin B 12  defi ciency, alcohol-
ism) or damage to the spinal cord, particularly when 

the damage affects the innervation of the bladder or 
detrusor muscle. This can occur when the resident has 
spinal disc herniation, spinal stenosis, tumor, or some 
type of degenerative neurologic disease. 

 ASSESSMENT AND MANAGEMENT 

 Like many geriatric syndromes, UI is multifactorial and 
requires a comprehensive diagnostic evaluation, with a 
careful search for all possible causes and precipitants 
beyond the genitourinary tract. The following sections 
describe ways in which nursing can assist with the di-
agnosis and management of this complex problem. 

 History 
 Always ask about UI symptoms: 50% of affected per-
sons do not volunteer UI symptoms. Sudden, compel-
ling urgency suggests detrusor overactivity; leakage 
that occurs while coughing is suggestive of stress UI. 
Frequency, nocturia, slow urine stream, hesitancy, in-
terrupted voiding, straining, and terminal dribbling are 
common with DO, bladder outlet obstruction, and de-
trusor underactivity. Assess UI characteristics such as 
frequency, volume, timing, and precipitants (e.g., medi-
cations, caffeine, alcohol, physical activity, cough), and 
associated factors (such as bowel and sexual function, 
medical conditions and medications with temporal re-
lation to UI, e.g., diuretics). Inquire how the person’s 
quality of life is affected with respect to activities of 
daily living, social role, emotional and interpersonal re-
lations (e.g., sexual), self-concept, and general health 
perception. 

 Physical Examination 
 The general examination must include cognition and 
functional status. Cardiovascular examination should 
include careful assessment of the amount of peripheral 
edema (i.e., swelling in the legs or arms). The abdomen 
should be evaluated for distension as this may indicate 
that the bladder is full and will not empty and/or that 
there is some constipation. If there is concern about 
fecal impaction, a rectal exam is indicated. 

 Testing 
 Urinalysis can be helpful. Dark urine is an indication 
that the individual may not be taking in suffi cient fl uid: 
the urine is irritating the bladder wall. Certainly, if there 
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is an acute change in the individual’s urinary problems 
then a test for infection should be considered. 

 A  bladder diary  provides data regarding baseline UI 
severity: timing and circumstances of incontinence and 
typical voided volume, voiding frequency, and the total 
day and nocturnal urine output (for a sample diary see 
http://www.healthinaging.org/public_education/blad
der_diary.pdf). This can be diffi cult for a resident to 
independently obtain. Alternatively, staff can record the 
resident’s continence status (dry, damp, soaked) every 
2 hours over a 24-hour period to get a sense of his or 
her bladder activity. If there are increased episodes of 
incontinence at night and increased urinary volume, it 
may be due to edema that has accumulated during the 
course of the day, or to drinking alcohol, tea, or coffee 
in the evening. When UI occurs at a typical or predict-
able time of day, this suggests an association with medi-
cation, beverages, or activity. 

 PVR measurement is always very helpful, particu-
larly when evaluating new onset UI. A PVR measure-
ment can be obtained by having the resident empty his 
or her bladder and then either using a bladder scanner 
or via straight catheterization, immediately calculate 
the remaining amount of urine; it should be less than 
300 ml. 

 A simple  stress test  can evaluate for stress UI. When 
the resident has a full bladder (i.e., he or she feels the 
need to urinate), have the resident stand up (preferably, 
while standing over the toilet/commode). Instruct the 
resident to do a single vigorous cough. If urinary leak-
age is instantaneous, it is specifi c for stress UI. If there 
is no clear cause of the UI and the resident would like to 
undergo a more extensive evaluation, this should be dis-
cussed further with the primary health care  provider. 

 Management 
 Medical illnesses should be handled as optimally as 
possible; for example, to decrease edema, changing 
medications, if possible, and addressing problems such 
as constipation or insuffi cient fl uid intake can often im-
prove continence. Often, older adults will deliberately 
take in little fl uid so that they do not need to urinate as 
often. However, the concentrated urine that occurs from 
this is a bladder irritant, will increase urgency, and even 
cause bladder spasm and thus release urine. Relieving 
the most bothersome aspects of UI for the person is 
key. A stepped strategy that moves from least to more 
invasive treatments should be used, with behavioral 
methods tried before medication, and both tried before 
surgery; this is an option for men and women. Treat-
ment that simply decreases the number of UI episodes 

may not be suffi cient for persons most bothered by the 
timing of UI, nocturia, or leakage with exercise. 

 General management suggestions include avoiding 
excessively high fl uid intake (> 2L/day), caffeinated 
beverages, alcohol, and minimizing evening intake if 
nocturnal UI is bothersome. The high fl uid intake will 
not actually cause incontinence as much as make the 
symptoms (e.g., the number of incontinence episodes; 
increase in the amount of urine that the individual has 
to manage) of the underlying incontinence more both-
ersome. If pads and protective garments are used, they 
should be chosen on the basis of the patient’s gender, 
the type and volume of UI, and cost. (These products 
are expensive; some users might not change them fre-
quently enough.) 

 SPECIFIC TREATMENT STRATEGIES 

 Urge Incontinence 
 Behavioral treatment for urge UI employs two princi-
ples: (a) frequent voluntary voiding to keep bladder vol-
ume low and (b) retraining of the brain and the pelvic 
muscles to inhibit detrusor contractions and leakage. 
Cognitively intact persons can use  bladder retraining  
with timed voiding while awake and suppression of 
urgency by relaxation techniques (see http://www.
healthinaging.org/public_education/bladder_control.
php for educational material for older adults). Initial 
toileting frequency can be every 2 hours or, based on 
a bladder diary, the shortest interval between voids. 
When the urgency occurs, the person is instructed to 
stand still or sit down, contract the pelvic muscles, and 
concentrate on making the urgency decrease and pass. 
The person should be instructed to take a deep breath 
and let it out slowly or to visualize the urgency as a 
wave that peaks and then falls. Once in control of the 
urgency, the person should walk slowly to a bathroom 
and void. After 2 days without leakage, the time be-
tween scheduled voids is increased by 30 to 60 minutes 
until the person voids every 3 to 4 hours without leak-
age. Successful bladder retraining usually takes several 
weeks; residents need support and encouragement to 
participate in this and reassurance to proceed despite 
any initial failure. 

 For cognitively impaired persons, behavioral meth-
ods include  habit training  (i.e., timed voiding, with the 
interval based on the person’s usual voiding schedule), 
 scheduled voiding  (i.e., timed voiding usually every 2 to 
3 hours), and  prompted voiding . Prompted voiding has 
three components: regular monitoring with encourage-

http://www.healthinaging.org/public_education/bladder_diary.pdf
http://www.healthinaging.org/public_education/bladder_diary.pdf
http://www.healthinaging.org/public_education/bladder_control.php
http://www.healthinaging.org/public_education/bladder_control.php
http://www.healthinaging.org/public_education/bladder_control.php
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26.1 
 Kegel’s Exercise: Instructions 
for the Resident 

The resident should be encouraged to perform this 
exercise, hold the contraction for 6 to 8 seconds, and 
do it in sets of 8 to 12 contractions three or four times 
a week for at least 15 to 20 weeks.

Step 1. Isolate the appropriate muscle: stand up 
straight and place your hand on the front of your 
lower abdomen.

Step 2. While in this position, contract your pelvic 
fl oor muscles. The sensation will feel similar to when 
you need to urinate but are holding it in. Your pelvis 
should not move; this exercise is focusing on the 
internal muscle.

Step 3.  Strengthen the muscle by tightening—hold for 
at least 3 seconds—then release. Repeat this 10 times. 
Once you can easily hold for a count of 3 seconds, 
try to increase this to hold for a count of up to 6 to 
8 seconds.

Step 4. Recheck your technique—be sure that you are 
not holding your breath or clenching your abdominal 
muscle.

Step 5. Repeat this exercise 8 to 12 times a day, at least 
3 or 4 days per week.

Step 6. Follow this regimen, and within 2 weeks you 
will see a noticeable difference in the length of time 
that you are able to hold the muscle—and an increase 
in bladder control!

Step 7. Keep at it for at least 15 to 20 weeks.

ment to report continence status, prompting to toilet 
on a scheduled basis, and praise and positive feedback 
when the person is continent and attempts to toilet. Per-
sons most likely to respond to prompted voiding are 
those who void four or fewer times in 12 daytime hours 
and who toilet correctly over 75% of the time in an 
initial trial. These methods require training, motivation, 
and continued effort by residents and staff. 

 When behavioral methods alone are not suffi cient, 
 bladder-suppressant medications  can be added. The 
combination of behavioral and drug therapy has higher 
effi cacy than either route, alone. Antimuscarinic agents, 
of which there are many, are the primary source of drug 
treatment for urinary incontinence. These drugs work 
because their anticholinergic effects cause relaxation of 
the bladder muscle. All of them have proven effi cacy 
in older adults, but they can have bothersome systemic 
anticholinergic side effects, especially dry mouth and 
constipation as well as indigestion. Patients with glau-
coma should be warned about use of these medications 
and should be instructed to consult their ophthalmolo-
gist before initiating treatment. In addition, these med-
ications can cause problems with memory and other 
central nervous system side effects. Maximum effect 
of antimuscarinic drugs may not be achieved for up to 
1–2 months. Patients should therefore be educated to 
avoid unrealistic expectations about a quick cure and 
complete dryness. To maximize adherence, they should 
be told that many patients benefi t from these drugs, 
some are cured, and that it may take several months 
to achieve the desired effect. Lack of response to one 
agent does not preclude response to another. 

 Other medications (propantheline, dicyclomine, im-
ipramine, hyoscyamine, calcium channel blockers, and 
nonsteroidal anti-infl ammatories) are sometimes used 
in more challenging UI situations. However, there is less 
support for the effectiveness of these drugs with older 
adults. 

 Stress Incontinence 
 Pelvic muscle exercise (PME) strengthens the muscles 
that support the bladder and the urethra and is one of the 
most important noninvasive treatments for stress UI. 
These exercises are isometric, that is, an exercise in which 
the muscle does not move through range of motion as is 
done when doing resistive exercise (e.g., weight lifting). 
To successfully do these exercises, the person must be 
cognitively intact and motivated. The PME known as the 
Kegel exercise is described in Exhibit 26.1. 

 Pessaries may benefi t women with stress UI exac-
erbated by bladder or uterine prolapse (see Chapter 46, 

“Gynecologic Diseases and Sexual Disorders in Women 
and Men”). There is no strong evidence that the use of 
estrogen, either taking it orally or applying it directly to 
the vaginal wall, will help UI. There is some evidence, 
however, that maintaining the health of the vaginal 
area tissues with estrogen can help decrease episodes 
of stress UI and feelings of urgency. 

 Surgery provides the highest cure rates for stress UI 
in women. The standard surgical procedure is bladder 
neck suspension. Other treatments include injections of 
collagen, Tefl on, or fat to the urethral area. For men who 
have had prostate surgery and have stress UI following 
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that surgery, artifi cial sphincters have been used with 
some success. All surgical options should be discussed 
by the primary health care provider. 

 Bladder Outlet Obstruction 
 A range of medical and surgical alternatives are avail-
able for prostatic obstruction (see Chapter 47, “Prostate 
Diseases and Disorders”). Obstruction is also possible in 
women; after evaluation of constipation, there should be 
further evaluation for evidence of a prolapse (see Chap-
ter 46, “Gynecologic Diseases and Sexual Disorders in 
Women and Men”). A pessary may help. Discussion of 
surgical options is also recommended. 

 Detrusor Underactivity 
 Treatment is supportive. Drugs that impair the bladder’s 
ability to contract should be discontinued, if possible; 
constipation should be treated. Intermittent clean cath-
eterization is effective for willing and able individuals. 
Sterile intermittent catheterization is recommended for 
frailer older adults and those in institutional settings. In 
some cases, bladder emptying may improve with  double 
voiding  or simply unhurried voiding. To double void, 
instruct the person to remain on the toilet until it feels 
as if the bladder is empty. Then, instruct him or her to 
stand up and sit down again, lean forward slightly at 
the knees, and try to urinate again. 

 Catheters and Catheter Care 
 Indwelling catheters (i.e., Foley’s) cause signifi cant 
medical problems, including bacteruria (i.e., bacteria in 
the urine), recurrent febrile episodes, bladder and kid-
ney stones, epididymitis (i.e., infl ammation of the tip of 
the penis), chronic kidney infl ammation and infection, 
and irritation of the meatal area (i.e., opening to the 
urethra). External collection devices (i.e., Texas cath-
eters) also cause bacteruria, infection, penile skin in-
fl ammation, and urinary retention if the condom twists 
or its external band is too tight. 

 Indwelling catheters should be reserved for the fol-
lowing situations: 

 Short-term use to rest the bladder after there has been 
an acute problem (e.g., sudden urinary retention for 
any number of reasons); 

 Chronic retention that cannot be managed surgically 
or medically; 
 Wounds that need protection from urine; 
 Care of a terminally ill or severely impaired patient 
who cannot tolerate garment changes; or 
 When there is persistent patient preference for cath-
eter management despite risks. 

 Several general principles guide safe and effective 
catheter care. Bacteruria and infection are reduced by 
closed drainage systems. It is important to note that 
bacteruria will always be present in these individuals 
and should not be treated unless there are clear symp-
toms. In symptomatic patients (i.e., those with fever, 
pain, extremely foul smelling urine), cultures should 
be done after the old catheter is removed and a new 
catheter is inserted. When long-term catheter use is 
necessary, there is no need to change the catheter on 
a regular basis. The person should be monitored for 
symptoms of infection and adequate passage of urine. 
The problem of leakage around the catheter can be 
managed by changing the Foley and increasing the 
size of the lumen if tolerated by the resident. Alter-
natively, evaluate the resident for bacteruria, consti-
pation or impaction, or improper catheter positioning 
(e.g., kinking). 

 For  acute urinary retention , standard treatment is 
to rest the bladder with an indwelling catheter for at 
least 7 days. Clamping the catheter should  not  be done. 
The Foley is then removed and the individual given a 
trial of voiding generally over 6 to 8 hours. Intermittent 
catheterizations every 6 to 8 hours should be ordered 
during the trial period or as needed (when the resident 
feels uncomfortable and there is at least 300 cc of urine 
in the bladder). A 7-day trial is suffi cient to observe if 
the individual can empty his or her bladder. 
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 Gait Impairment 
 Neil B. Alexander and Kathleen Michael 

 Gait impairments are commonly associated with falls 
and disability in older adults. This chapter reviews the 
epidemiology of gait impairment, comorbidities that 
contribute to the disorder, and clinical assessments and 
interventions to reduce their functional impact. 

 EPIDEMIOLOGY 

 Limitations in walking increase with age. At least 20% 
of community-residing older adults admit to diffi culty 
with walking or require the assistance of another per-
son or special equipment to walk. Among older adults 
age 85 and over, the incidence of limitation in walk-
ing can be over 54%. Age-related gait changes such 
as decrease in speed are most apparent past age 75 or 
80, but most gait disorders appear in connection with 
underlying diseases, particularly as disease severity 
increases. For example, with advanced age (i.e., the 
old-old; > 85 years), three or more chronic condi-
tions at baseline, and the occurrence of stroke, hip 
fracture, or cancer, predict catastrophic loss of walk-
ing ability immediately after the catastrophic event 
and then persistent changes over time depending on 
recovery. 

 Determining that a gait is abnormal is diffi cult be-
cause there are no clearly accepted general standards 
of normal gait for older adults. Some clinicians believe 
that slowed gait speed suggests an underlying medical 
disorder (e.g., Parkinson’s disease, dementia). 

 CONDITIONS THAT CONTRIBUTE 
TO GAIT IMPAIRMENT 

 Impaired gait may not be an inevitable consequence of 
aging but, rather, a refl ection of the increased preva-
lence and severity of age-associated diseases. These 
diseases, both neurologic and nonneurologic, are ma-
jor contributors to impaired gait. However, attributing 
a gait disorder to one disease rather than another in 
an older adult is particularly diffi cult because similar 
gait abnormalities are common to many diseases (see 
Exhibit 27.1).   

 Pain, stiffness, dizziness, numbness, weakness, 
and sensations of abnormal movement are the most 
common contributors to the older adult’s walking dif-
fi culties, according to self-report. The most common 
conditions contributing to gait disorders are: degenera-
tive joint disease, acquired musculoskeletal deformi-
ties, intermittent claudication, impairments following 
orthopedic surgery and stroke, and postural hypoten-
sion. Often, more than one contributing condition is 
found. Joint pain is one of the most common contribu-
tors to abnormal gait, followed by stroke, visual loss, 
dementia, and fear of falling. Neurologic-based disor-
ders include frontal gait disorders (usually related to 
normal-pressure hydrocephalus and cerebrovascular 
processes), sensory disorders (also involving vestibular 
and visual function), myelopathy (spinal problems), 
previously undiagnosed Parkinson’s disease or parkin-
sonian syndromes, and cerebellar disease. The most 
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27.1 Description of Gait Abnormalities

TYPE OF GAIT DESCRIPTION

Frontal lobe gait Wide base of support
Slightly fl exed posture
Small, shuffl ing, hesitant steps
Poor initiation of gait; slipping clutch syndrome
Turns by pivoting both feet in a small circle
Cannot control changes in base of support

Sensory ataxic gait Wide-based stance; foot-stamping walk
High step/stamping walk
Heel touches fi rst, then foot stamps
Visual input used to ambulate
Positive Romberg’s sign

Cerebellar ataxic gait Wide-based stance
Small, irregular, unsteady steps
Drunken veering and lurching
Impaired trunk control
Diffi culty with tandem gait
En bloc turning

Spastic gait Swings affected leg slowly in outward arc; circumduction of the leg
Legs trace a semicircle when walking
Feet scrape the ground
Scissoring occurs
Short steps
Narrow base

Spastic gait Legs move slowly and stiffl y
Short, labored steps with decreased hip and knee movement (bilateral 
circumduction—doesn’t fl ex at the knee and hip but circles the leg around)
Toes scrape the ground
Scissoring occurs
Short steps
Narrow base

Steppage gait Feet are lifted high off the ground to prevent scraping toes
Toes hit fi rst, then heels
Head is down to observe foot placement

Peripheral vestibular imbalance Unsteady gait

Antalgic and gonalgic gait Reluctant to put weight on the joint
Heel strike avoided on affected foot
Push-off avoided
Decreased stance and swing phases of gait
Decreased walking velocity
Knee and foot fl exed
Decreased hip and knee extension
Limp due to leg length discrepancy

(continued)
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27.1 Description of Gait Abnormalities (continued  )

TYPE OF GAIT DESCRIPTION

Podalgic gait Pain with ambulation
Toe contact occurs for three-quarters of the gait cycle

Dementia-related gait Decreased walking speed
Decreased step length
Increased double-support time
Increased step-to-step variability
Increased postural sway
Flexed posture
Apraxic gait

Festinating gait Symmetrical rapid shuffl ing of feet
Trunk bent forward; hips and knees fl exed
Diffi culty stepping

Parkinsonian gait Festination
Marche à petits pas; short, fl at-footed shuffl es
Delayed gait initiation
Body moves forward before feet
Freezing
Wide stance
En bloc turning
Loss of postural control
Retropulsion; falls back in one piece like a log
Propulsion

Waddling gait Lateral trunk movement away from the foot, with exaggerated rotation of 
the pelvis and rolling of the hips
Diffi culty with stairs and chair rise

Vestibular ataxic gait Broad based, with frequent sidestepping
Drift toward the side of vestibular impairment
Unsteady

Cautious gait Flexed posture
Decreased stride length
Decreased walking speed
Low center of gravity
Wide base
Short steps
En bloc turning

severe gait impairments are generally due to hemiple-
gia and/or severe hip or knee disease. 

 Although older adults can maintain a relatively nor-
mal  gait pattern  well into their 80s, some slowing occurs. 
Decreased stride length thus becomes a common fea-
ture of an older adult’s gait. Some clinicians suggest an 

age-related gait disorder, without accompanying clinical 
abnormalities: essential senile gait disorder. This gait 
pattern is described as broad-based with small steps, 
diminished arm swing, stooped posture, decreased fl ex-
ion of the hips and knees, uncertainty and stiffness in 
turning, occasional diffi culty initiating steps, and falls. 
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 Tandem gait  involves the ability to walk with one foot 
following the other and the toes of the back foot touch-
ing the heel of the front foot at each step. The inability 
to perform tandem gait is similar to gait patterns found 
in a number of other diseases, but the clinical abnor-
malities are insuffi cient to make a specifi c diagnosis. 
This so-called disorder may be a precursor to an as-yet-
undiagnosed disease, such as Alzheimer’s disease. 

 Factors that contribute to slowed gait speed are also 
considered contributors to gait disorders. These factors 
are commonly disease-associated (e.g., cardiopulmo-
nary or musculoskeletal disease) and include reduc-
tions in leg strength, vision, aerobic function, standing 
balance, and decreased physical activity, as well as joint 
impairment, previous falls, and fear of falling. Combin-
ing these factors may result in an effect greater than 
the sum of the single impairments (such as combin-
ing balance and strength impairments). Furthermore, 
the effect of improved strength and aerobic capacity 
on gait speed may be nonlinear; that is, for very gait-
impaired individuals, small improvements in strength 
or aerobic capacity yield relatively larger gains in gait 
speed, whereas these small improvements yield little 
gait speed change in healthy older adults. That is why 
it is so important for older adults to engage in regular 
physical activity, rehabilitation activities, and structured 
exercise classes. 

 ASSESSMENT 

 Gait disorders are divided into peripheral sensory im-
pairment and peripheral motor dysfunction (i.e., lower 
extremity function disorders), including neurological 
and musculoskeletal disorders that cause weakness. 
With peripheral sensory impairment, unsteady and 
tentative gait is commonly caused by vestibular (inner 
ear) disorders, peripheral neuropathy (i.e., diminished 
sensation in the lower extremities), posterior column 
defi cits (a proprioceptive issue: the ability to know 
where you are in space), or visual impairment. With 
peripheral motor impairment, a number of classical gait 
patterns emerge: 

 Trendelenburg gait: weight bearing shifts over to the 
weak hip, which then drops because of hip abductor 
weakness. 
 Antalgic gait: avoidance of weight-bearing leg and 
shortening of stance on one side because of pain. 
 Foot drop: due to ankle dorsifl exor weakness or the 
inability to point the toes to the fl oor and ceiling; fre-
quently audible foot–fl oor contact with steppage gait 

compensation, that is, excessive raising of the hip as 
if marching. 

 These gait impairments are the result of joint de-
formities, pain, and problems with muscle function or 
sensation. If the gait disorder is limited to this low senso-
rimotor level so that just the lower extremity is involved, 
the person will probably adapt fairly well to the gait dis-
order using adaptive equipment (e.g., canes and walk-
ers) or by altering the environment (e.g., adding hand 
rails or avoiding the stairs). If the impairment is due to 
central involvement, as might occur after a stroke, the 
person may not be able to compensate as well because 
of problems such as impaired muscle innervations and 
balance. The person with central involvement therefore 
may not be able to maintain a functional gait to the point 
of being safe in his or her environment. 

 Gait impairments may also be due to spasticity 
(e.g., increased muscle tone due to diseases such as 
myelopathy, B 12  defi ciency, and stroke), parkinsonism 
(idiopathic as well as drug induced), and cerebellar 
disease (e.g., alcohol induced). A spastic gait occurs 
when there are fi xed deformities in the range of mo-
tion of the lower extremities (i.e., generally contractures 
of the hip or the knee). The individual with a spastic 
gait will have leg circumduction, which means that he 
or she will make a circular motion with the leg rather 
than bending the leg at the knee or hip when walking. 
A fl exed-forward, fl at-footed, festinating gait (i.e., small 
shuffl ing steps) with reduced arm swing is classic for 
Parkinson’s disease. 

 Frontal lobe lesions can cause even more signifi cant 
gait disorders. The severity of the frontal lobe–related 
disorders runs a spectrum from diffi culty with initiation 
of gait to the gait being so unsteady that it is neither 
practical nor safe for the individual to ambulate inde-
pendently. Dementia and depression are also thought 
to cause abnormal gaits associated with frontal lobe 
impairment. With signifi cant severity of the dementia, 
gait changes due to frontal lobe impairment progress 
such that the gait appears as described in Exhibit 27.1. 
A resident with signifi cant dementia will be more likely 
to walk with a wide base and small shuffl ing steps. 
Table 27.1 describes aspects of gait associated with cer-
ebellar, sensory, and frontal lobe impairment.   

 There is likely to be more than one disease or im-
pairment present that contributes to a gait disorder: for 
example, a diabetic resident with peripheral neuropathy 
and a recent stroke who is now very fearful of falls. 
Medication (e.g., sedatives, tranquilizers, and anticon-
vulsants) and metabolic causes may result in changes 
to the central nervous system (i.e., affecting the brain in 
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27.1 Aspects of Different Gait Patterns

ASPECT OF 
GAIT

CEREBELLAR
ABNORMALITIES

SENSORY 
ABNORMALITIES

FRONTAL LOBE 
ABNORMALITIES

Trunk posture Stooped—leans forward Stooped—upright Upright

Stance Wide-based Wide-based Wide-based

Initiation of gait Normal Normal, wariness Starts with hesitation

Postural refl exes Generally intact Intact May be absent

Steps Stagger-lurching High-stepping-like marching Small-shuffl ing

Stride length Irregular Regular Short

Leg movement Variable and uncoordinated Variable—hesitant and slow Stiff, rigid

Speed of movement Normal to slow gait Normal to slow gait Very slow gait

Arm swing Normal, exaggerated Normal Exaggerated

Turning corners Veers away Minimal effect—able to 
turn normally

Freezing-shuffl ing

Heel-toe test Unable to perform May be able to do this 
normally

Unable to perform

Romberg’s test Should be normal Increased unsteadiness Should be normal

Heel-shin test Usually abnormal Should be normal Normal

Falls Uncommon Common Very common

sending messages to the muscles and joints) and the pe-
ripheral nervous system (the body’s ability to respond 
to nerve innervations in the hands and the feet). 

 History and Physical Examination 
 A careful medical history will help elucidate the multi-
ple factors contributing to the older adult’s gait impair-
ment. Physical examination should include an attempt 

to identify what might be causing a sense of dizziness 
and thus altering gait. Blood pressure should be mea-
sured with the resident both lying and standing to ex-
clude orthostatic hypotension (see Chapter 43, “Hyper-
tension”). Conduct a vision screening (see Chapter 22, 
“Visual Impairment”). The neck, spine, extremities, 
and feet should be evaluated for pain, deformities, and 
limitations in range of motion.  Leg-length  discrepancies 
can occur following a hip replacement. Leg length is 
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measured from the ankle bone to the top of the hip 
bone with the person lying down. Ideally, a formal neu-
rologic assessment should be performed to evaluate 
muscle strength and tone, sensation, coordination, and 
gait. In taking the history, ask the resident if he/she 
notices that the room is spinning or if he/she seems to 
be spinning. A sensation that the room is spinning is in-
dicative of vertigo. This may be worse with changes in 
position and disappear when the individual lies down 
and keeps his or her head still. 

 INTERVENTIONS TO REDUCE 
GAIT DISORDERS 

 Even if a diagnosable condition is found when con-
ducting gait evaluation, many conditions causing a gait 
disorder might be only partially treatable. Functional 
improvement, therefore, becomes the treatment goal. 
Gait disorders due to B 12  defi ciency, folate defi ciency, 
hypothyroidism, hyperthyroidism, knee osteoarthritis, 
Parkinson’s disease, and infl ammatory polyneuropathy 
improve as a result of medical treatment. Physical ther-
apy for diseases such as knee osteoarthritis and stroke 
also result in modest improvements in function, but the 
resident will likely have some persistent disability. Au-
dio and visual cues for people with Parkinson’s gait dis-
orders, such as telling them to pick up their feet when 
walking, can improve gait speed. Treadmill walking 
can improve gait for individuals with total hip replace-
ments, Parkinson’s disease, and particularly for those 
who have had a stroke with residual hemiparesis. There 
may be some modest improvements in gait following 
some types of back surgery, following joint replace-
ments (knee and hip), and following the placement of 

a shunt to drain fl uid from the brain in normal-pressure 
hydrocephalus. 

 Use of orthoses and other mobility aids will help re-
duce the gait disorder. Although there are few data sup-
porting their use, shoe lifts (either inside the shoe or on 
the bottom of shoe) to correct for limb length inequality 
may be provided in a conservative, gradually progres-
sive manner. Ankle braces, shoe inserts, and shoe body 
and sole modifi cations are part of standard care for foot 
and ankle weakness, deformities, and pain but are be-
yond the scope of this review. In general, well-fi tting 
walking shoes with low heels, relatively thin, fi rm (i.e., 
not soft rubber) soles, and, if possible, high, fi xed heel 
collar support, are recommended to maximize balance 
and improve gait. Mobility aids such as canes and walk-
ers reduce load on a painful joint and increase stability. 
Light touch on any fi rm surface like walls or leaning 
lightly on furniture (i.e., so-called furniture surfi ng) pro-
vides feedback to the individual and enhances balance. 
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 Falls are among the most common and serious health 
problems of older people. Falls in the elderly are multi-
factorial events and include intrinsic (resident-related) 
and extrinsic (environment-related) factors. In addition, 
falls result in multiple consequences, both physical and 
psychosocial, that can potentially have a long-term im-
pact on older individuals. Fortunately there are many 
interventions that can be implemented to prevent a fall. 
These interventions are both intrinsic to the individual 
and extrinsic. Intrinsic interventions are focused on 
strengthening the individual physically and decreasing 
the likelihood he or she will experience a drop in blood 
pressure that could cause dizziness and a fall. Extrin-
sic interventions include such things as environmental 
changes to prevent a fall. Nursing can have an impor-
tant impact on fall prevention by helping older adults 
adhere to important fall prevention interventions. This 
chapter provides an overview of falls, the potential con-
sequences of falls, and reviews the many interventions 
to prevent a fall and thereby improve the quality of life 
of the assisted living residents. 

 PREVALENCE AND MORBIDITY 

 A fall is one of the most common events threatening 
the independence of older adults. By defi nition, a fall 
is considered to have occurred when a person comes to 
rest inadvertently on the ground or a lower level. Most 
falls are not associated with syncope. Incidence of falls 
increases with age and varies according to living sta-
tus. Each year, between 30% and 40% of community-

dwelling older adults age 65 years and older will fall. 
Among those with a history of a fall in the previous 
12 months, the annual incidence of falls is close to 60%. 
In long-term-care settings, about half of all residents fall 
in 1 year. 

 Most falls result in an injury of some type, usually 
minor soft-tissue injuries, such as bruises and scrapes. 
However, 10% to 15% of falls result in fracture or other 
serious injury. Complications resulting from falls are the 
leading cause of death from injury in men and women 
age 65 and older. The death rate attributable to falls 
increases with age: White men age 85 years and older 
have the highest death rate (> 180 deaths per 100,000 
population). In general, falls are associated with sub-
sequent decline in functional status, greater likelihood 
of nursing-home placement, increased use of medical 
services, and development of a fear of falling. Of those 
older adults who fall, only half are able to get up with-
out help, thus experiencing the so-called long lie that is 
associated with lasting decline in functional status. 

 The true cost of falls in health care dollars is dif-
fi cult to ascertain. It is estimated that the lifetime costs 
of fall-related injuries for persons age 65 and older is 
$12.6 billion in the United States. Since many falls re-
sult in injury, there is a signifi cant use of emergency 
department facilities among fallers. 

 CAUSES OF FALLS 

 Falls, incontinence, delirium, and other geriatric syn-
dromes are the result of the accumulated effects of 
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impairments in multiple domains (e.g., physical func-
tion, cognitive changes); they are rarely due to a single 
cause. Typically, there is often a complex interaction 
among factors intrinsic to the individual (e.g., chronic 
disease, acute illness, medications), challenges to pos-
tural control such as occurs when transferring from a 
chair to the bed or walking to the bathroom, and medi-
ating factors (e.g., risk-taking behaviors such as using a 
step stool or maneuvering stairs while holding multiple 
packages). 

 Many risk factors are consistently associated with 
falls including age, cognitive impairment, female gen-
der, past history of a fall, lower-extremity weakness, gait 
problems, foot disorders, balance problems, low levels 
of vitamin D, psychotropic drug use, arthritis, and Par-
kinson’s disease. These multiple risk factors highlight 
the multifactorial nature of falls and suggest that there 
may also be unique circumstances surrounding falls. In 
general, the risk of falling increases with the number of 
risk factors, although some persons with no risk factors 
experience falls. 

 Successful prevention of falls begins with knowl-
edge of age-related changes that increase the risk of 
falls. Thus, with aging, there are declines in the visual, 
proprioceptive, and vestibular systems. For example, 
the older individual may have reduced visual acuity, 
depth perception, contrast sensitivity, and dark ad-
aptation. Changes in the proprioceptive system cause 
lessened sensitivity in the lower extremities and loss of 
ability to achieve and maintain balance. The vestibular 
system undergoes loss of labyrinthine hair cells, ves-
tibular ganglion cells, and nerve fi bers that can cause 
vertigo or dizziness. With age, older adults also tend to 
use the proximal muscles (i.e., those close to the center 
of the body), such as the quadriceps, before using the 
more distal muscles (i.e., those further from the central 
body) such as ankle muscles. This change reduces the 
older adult’s ability to maintain or regain balance when 
pushed or put off balance. 

 An important physiologic contributor to the success-
ful maintenance of upright posture is blood pressure. 
Failure to perfuse the brain, a sequelae of hypotension, 
increases the risk of a fall, usually in association with 
syncope. In addition, there are age-related declines in 
the function of baroreceptors that control the body’s 
ability to respond to changes in position in terms of 
maintaining blood pressure. Reduction in total body 
water, another age-related change, increases the risk of 
dehydration, which, in the presence of acute illness, 
diuretic use, or hot weather, can cause orthostatic hy-
potension (see Chapter 42, “Cardiovascular Diseases 
and Disorders”) and precipitate a fall. 

 A number of age-related chronic conditions war-
rant special mention because of their association with 
fall risk. Parkinson’s disease, in particular, increases 
the risk of falls because of the associated rigidity of 
the lower extremity musculature, the gait changes that 
occur, hypotensive drug effects (e.g., side effect of 
Sinemet), and, in some cases, cognitive impairment. 
Osteoarthritis of the knee may affect mobility, the abil-
ity to step over and maneuver between objects, and 
increase the tendency to avoid complete weight bear-
ing on a painful joint. Although not always a contribu-
tor to falls, specifi c classes of medications, such as the 
benzodiazepines, antidepressants (including selective 
serotonin-reuptake inhibitors and tricyclic antidepres-
sants), sedative hypnotics, and antipsychotic drugs, 
have been associated with an increased risk of falls and 
hip fracture. An increased risk of falling is associated 
with changes in the dose of a medication and the total 
number of prescriptions. 

 The relative importance of environmental factors 
to the risk of falling appears to be much less than in-
trinsic factors in the individual. Nevertheless, attention 
to safety hazards in the home environment is certainly 
worthwhile, particularly if there is evidence of an envi-
ronmental hazard, such as the different surface heights 
of an area rug and the bare fl oor. However, removal 
of seeming environmental hazards—if the individual is 
aware of them and knows how to ambulate on or near 
them appropriately—may decrease quality of life and 
not reduce falls. 

 DIAGNOSTIC APPROACH 

 History and Physical Examination 
 It is important to do a falls risk assessment (Exhibit 
28.1) on admission or after signifi cant change in condi-
tion (e.g., hip fracture, pneumonia, stroke). The most 
important point in risk assessment is the previous his-
tory of a fall: a strong risk factor for future falls. For 
residents who experience a fall, it is important to do a 
complete history or exploration of the fall as close to the 
time it occurred as is possible (Exhibit 28.2). Compo-
nents of the fall history at the time of the fall include the 
activity of the faller at the time the incident occurred, 
evidence of prodromal symptoms (e.g., lightheadedness, 
imbalance, dizziness), location of the fall, and time of 
the fall. Loss of consciousness is associated with inju-
rious falls and should raise important considerations, 
such as orthostatic hypotension or cardiac or neuro-
logic disease (see Chapter 24, “Dizziness”). A complete 
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28.1 Falls Risk Assessment

RESIDENT DATE

RISK YES NO

Previous fall

Fear of falling

Cardiac arrhythmia

Transient ischemic 
attacks

Stroke

Parkinson’s disease

Delirium

Dementia

Depression

Musculoskeletal 
problems (degenerative 
joint disease )

Mobility/gait problems

History of fractures

Orthostatic hypotension

Bowel/bladder 
incontinence

Visual or auditory 
impairments

Dizziness

Dehydration

Acute medical illness

Use of restraint 

Hypoglycemia

Polypharmacy

Alcohol use 

Total

Score: 0–5 in the “yes” column is low risk; 6–10 in the “yes” column is 
moderate risk; 11+ in the “yes” column is high risk.

28.2  Evaluation of Fall  Incident

NAME DATE DESCRIPTION 
OF FALL: 

Variable

Fall location

 Room

 Outside (e.g., parking lot, 
 entrance, walking path)

 Bathroom

 Dining Room

 Hallway

 Activity room

 Other (Elevator, front 
 lobby, store, stairs)

Activity related to fall

 Walking 

 Transferring

 Dressing

 Bathing

 Toileting

 Exercising (independently, 
 in group)

 Cooking or cleaning 

 Doing laundry

Time of fall

 12:01 P.M.–6 P.M.

 6:01 P.M.–12 midnight

 12:01 A.M.–6 A.M. 

 6:01 A.M.–12 noon

 Breakfast, lunch, and/
 or dinner

(continued)
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28.2 
 Evaluation of Fall  Incident 
(continued   )

NAME DATE DESCRIPTION 
OF FALL:

Loss of consciousness

 Yes

 No

Dizziness

 Yes

 No

Alcohol/sedative hypnotic 
use at time of fall

 Yes

 No

Outcome of fall

 None

 Hematoma

 Swelling

 Skin Tear

 Fracture

 Musculoskeletal pain

 Laceration 

medication history should focus specifi cally on the use 
of vasodilators, diuretics, and sedative hypnotics because 
these agents have been associated with increased risk of 
falls. It is useful, also, to consider and explore the use 
of alcohol before the fall. In addition to inquiring about 
the circumstances surrounding the fall, attempt to iden-
tify possible contributory environmental factors, such 
as lighting, fl oor covering, surface conditions (e.g., wet 
fl oor), door thresholds, railings, footwear, and furniture.   

 Physical examination should focus on identifi ca-
tion of any consequences associated with the fall and 
any physical factors that may have contributed to the 
fall (e.g., heart rate greater than 120 or low blood pres-
sure) (Exhibit 28.3). Areas of pain, swelling and/or 
hematoma guide the possible need for tests/X-rays. 
A check of the range of motion of each major joint is 

recommended, as is determination if the individual is 
able to come to a standing position and ambulate. If 
the individual has acute pain when bearing weight on 
the leg, he or she should be placed in a sitting or lying 
position and further evaluation for fracture should be 
considered. Defi nitive signs of hip fracture are that the 
entire leg seems shorter and is rotated outward. At-
tempts at weight bearing or standing should be avoided 
as this can cause further injury. Obtaining information 
specifi cally about where there is pain, with and with-
out weight bearing, can guide the health care provider 
toward further testing (e.g., what part of the body to 
x-ray). Information obtained from these assessments 
should be used to develop appropriate interventions to 
manage the outcomes of the current fall and—equally 
importantly—to implement interventions to prevent fu-
ture falls.   

 TREATMENT AND PREVENTION 

 Interventions to prevent falls and fall-related injuries in-
clude the following: 

 Education about apartment and community/assisted 
living community hazards 
 Exercise or physical therapy (see Chapter 18, “Physi-
cal Activity”) 
 Cognitive-behavioral interventions (to build confi -
dence around physical activity see Chapter 16, “Psy-
chosocial Aspects of Aging”) 
Medication withdrawal or adjustment 
Nutritional or vitamin supplementation 
Referral for correction of visual impairment 
 Cardiac pacemaker insertion for syncope-associated 
falls 
Use of hip protectors 

 Using the initial risk assessment and assessments 
of subsequent falls to guide interventions is the most 
effective way to decrease falls. For example, decreasing 
clutter in a resident’s environment, having him or her 
participate in daily exercise activities, and avoiding ex-
cessive intake of alcohol can all be critical interventions 
to decrease fall risk. Once fall prevention strategies are 
developed for the resident and integrated into his or her 
service plan, ongoing monitoring and encouragement 
from staff is needed to be sure he or she is adhering 
to those interventions (see Exhibit 28.4; see also Chap-
ter 16, “Psychosocial Aspects of Aging,” for discussion 
about self-effi cacy and mastery).   
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28.3 Physical Assessment and Evaluation Following the Fall

Name____________________________ Date of fall_________

    I. Vital signs:

 a. Heart rate __________

 b. Heart rhythm: regular_________ irregular_________

 c. Blood pressure: lying___________ standing_________

  II. Physical exam

 a. Active, or independent range of motion 

 1. Neck _____yes _____no

 2. Shoulders Rt: _____yes _____no Lt: _____yes _____no

 3. Wrists Rt: _____yes _____no Lt: _____yes _____no

 4. Hands Rt: _____yes _____no Lt: _____yes _____no

 5. Hips Rt: _____yes _____no Lt: _____yes _____no

 6. Knees Rt: _____yes _____no Lt: _____yes _____no

 7. Ankles Rt: _____yes _____no Lt: _____yes _____no

 8. Feet Rt: _____yes _____no Lt: _____yes _____no

 b. Observations of  resident:

 1. Shortening and external rotation of lower extremities:  Rt_____ Lt______

 2. Swelling: Location

 3. Redness/bruising: Location

 4. Abrasions: Location

 5. Pain on movement: Location

 6. Shortness of breath: yes _____ no 

 7. Impaired balance: yes _____ no 

 8. Loss of consciousness: yes   no _____

 9. Change in cognition: yes   no _____

 c. Assessment of the environment

 1. Dim lighting: yes _____ no _____

 2. Glare: yes _____ no _____

 3. Uneven fl ooring: yes _____ no _____

 4. Wet or slippery fl oor: yes _____ no _____

 5. Poor fi t of seating device: yes _____ no _____

 6. Inappropriate footwear: yes _____ no _____

 7. Inappropriate eye wear: yes _____ no _____ 

 8. Loose carpet or throw rugs: yes _____ no _____
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  9. Use of full length side rails in bed: yes _____ no _____

 10. Lack of hallway rails in area of fall: yes _____ no _____

 11. Inappropriate assistive devices (fi t or condition): yes _____ no _____

 12. Lack of grab bars in bathroom: yes _____ no _____

 13. Cluttered areas: yes _____ no _____

 14. Other environmental causes: ____________________________________

    III. Underlying medical problems:

 a. Orthostatic hypotension yes _____ no ________: Management _____________

 b. Balance problems: yes _____ no ________: Management _____________

 c. Dizziness/vertigo: yes _____ no ________: Management _____________

 d. Other:  ___________________: yes _____ no ________: Management:_____________

     IV. Medications:

 a. Drugs that may contribute to fall:

 Diuretics: yes _____ no ________: Management _____________

 Cardiovascular medications: yes _____ no ________: Management _____________

 Antipsychotics: yes _____ no ________: Management _____________

 Antianxiety agents: yes _____ no ________: Management _____________

 Sleeping agents: yes _____ no ________: Management _____________

 Antidepressants: yes _____ no ________: Management _____________

   V. Functional status:

 a. Impaired sitting balance: yes _____ no ________: Management _____________

 b. Impaired standing balance: yes _____ no ________: Management _____________

 c. Independent ambulation: yes _____ no ________: Management _____________

 d. Independent toileting: yes _____ no ________: Management _____________

   VI. Sensory problems:

 a. Evidence of impaired vision: yes _____ no ________: Management _____________

 b. Evidence of impaired sensation: yes _____ no ________: Management _____________

 c. Evidence of impaired hearing: yes _____ no ________: Management _____________

VII. Psychological status:

 a. Evidence of depression: yes _____ no ________: Management _____________

 b. Evidence of change in cognition: yes _____ no ________: Management _____________

 c. Evidence of impaired judgment: yes _____ no ________: Management _____________
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28.4 
Description of the Interventions to Facilitate Adherence to Fall Prevention 
Interventions for Older Adults

Mastery experiences Mastery: an effective way to increase adherence to a behavior that will make 
the individual feel confi dent about that behavior. This can be done by creating 
a strong sense of self-effi cacy by helping the individual master the activity. Mastery 
involves the actual performance and successful completion of an activity.

•  Staff should provide opportunities for residents to do a functional task for themselves 
rather than simply doing it for residents (e.g., comb hair, wash face, put arm in shirt 
sleeve, drink with a no-spill cup, feed self with an adaptive utensil). 

•  Personal care staff will be taught to encourage the residents to engage in exercise 
activities (e.g., this might be exercise classes if available, walking, balance activities) 
(see Chapter 18, “Physical Activity”).

Vicarious experience  Role-modeling: can be used to show residents that other residents are using walkers, 
for example, or going to and enjoying a certain exercise class. In addition, the nurses 
and personal care staff can demonstrate how to do activities (functional tasks as well 
as exercises) and can share their own personal efforts and activities to prevent falls in 
their own lives.   

•  Demonstration of performance of an activity (e.g., putting on a shirt in the case 
of an individual with cognitive impairment) or doing a certain balance exercise.  

•  Demonstration of techniques to encourage participation: music as a motivator; 
encouraging resident activities that are consistent with past life experience, such 
as folding clothes or packing a briefcase.

•  Demonstration of an exercise routine (e.g., range of motion; small group activities 
with functional/physical activity focus). 

Verbal encouragement Can be done through education as well as direct verbal encouragement to participate 
in fall prevention activities (e.g., wearing appropriate footwear; going to exercise class). 

• Encouragement could include the use of humor.  

•  Discuss with the resident how to incorporate fall prevention activities into his 
or her daily routine.

• Establish relevant fall prevention goals and write these on a goal identifi cation form. 

Physiological feedback Physiological feedback during an activity can have a positive or a negative infl uence. 
If going to exercise causes the resident pain, this might result in negative physiological 
feedback, and the resident might refuse to participate in the exercise activity. Conversely, 
if exercise causes the resident to feel healthier and stronger, then he or she will continue 
to engage in the activity.    

•  Monitor/observe the resident for evidence of negative physiological feedback 
(e.g., pain associated with activity or dislike of/unwillingness to use a walker 
for psychological reasons); implement interventions to decrease those sensations. 

•  Focus on and increase the pleasant or positive sensations and experiences associated 
with fall prevention behaviors (e.g., less dizziness since cutting back on a sleeping 
pill or decreasing alcohol intake). Gently remind the resident of the pleasant sensations 
that he or she is now experiencing.
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 Because osteoporosis is a result of unbalanced bone for-
mation and resorption, and associated fractures usually 
involve a fall, optimal prevention and treatment also 
include strategies to minimize bone resorption and to 
reduce falls. 

 DEFINITION OF OSTEOPOROSIS 

 The World Health Organization (WHO) defi nes osteo-
porosis by bone mineral density (BMD) measurement. 
This means that an individual can be diagnosed and 
treated for osteoporosis prior to having a fracture. 
A BMD measurement at any site that is < 2.5 standard 
deviations below the young adult standard (i.e.,  T  score 
of < −2.5) means that the individual has osteoporosis. 
A BMD measurement between −1 and −2.5 indicates 
 osteopenia : the bone is thinning but has not deterio-
rated to the point of osteoporosis. Thus, the clinician 
can make the diagnosis of osteoporosis and begin the 
appropriate therapy before fracture in the older adult oc-
curs. In addition, women with osteopenia can be placed 
on a preventive regimen and then followed carefully for 
further bone loss. Specifi c standards for defi nitions of 
osteoporosis have not been established for men or for 
racial and ethnic groups other than Whites, although 
it appears that similar standards apply to men and to 
Hispanic women. 

 EPIDEMIOLOGY AND IMPACT 
OF OSTEOPOROSIS 

 Osteoporosis is a major health threat in the United 
States. It is estimated that 55% of women and men 
over age 50 have low bone mass and that one of two 
women and one in fi ve men will suffer an osteoporosis-
related fracture. The incidence of osteoporotic fracture 
in women is greater than the incidence of heart attack, 
stroke, and breast cancer combined. The consequences 
of osteoporosis include diminished quality of life, de-
creased independence, and increased morbidity and 
mortality. Vertebral compression (crush) fractures are 
associated with pain, kyphosis, height loss, diminished 
quality of life, and reduced functional status (i.e., resi-
dents may be unable to bathe, dress, or walk indepen-
dently). Approximately 50% of women with hip fracture 
do not fully recover prior function. Increased mortality 
is related primarily to hip fractures; 20% excess mor-
tality occurs in older adults in the year following hip 
fracture. 

 BONE REMODELING AND BONE 
LOSS IN AGING 

 Bone tissue is able to repair itself by active remodeling 
(also called  bone turnover ) and bone resorption (i.e., 
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breakdown of the bone) followed by bone formation. 
This process continues throughout the life span. Local 
signals, not yet fully understood, bring osteoclasts to 
specifi c areas of bone where resorption is initiated and 
resorption cavities are formed. Once osteoclasts have 
completed the resorption process, osteoblasts move into 
the area and begin to lay down osteoid and, later, to cal-
cify the matrix. Under optimal conditions, once bone re-
modeling is completed in a specifi c area, the resorption 
spaces are completely fi lled with new bone. However, in 
postmenopausal women, and with the aging process in 
men and women, the remodeling cycle becomes unbal-
anced, and bone resorption increases more than bone 
formation, resulting in net bone loss. Most of the drug 
treatments for osteoporosis act to inhibit bone resorp-
tion rather than to increase bone formation. 

 Bone mass changes over the life span. In women, 
bone mass increases rapidly from puberty until the 
mid-20s to mid-30s, at which time peak bone mass is 
reached. At this time, a few years of stability are fol-
lowed by a slow rate of bone loss, beginning well before 
the onset of menopause. After menopause, the rate of 
bone loss is quite rapid—as much as 7% per year—for 
up to 7 years—as a consequence of estrogen defi ciency. 
In later life, bone loss continues, albeit at a slower rate, 
generally 1% to 2% per year; however, some older 
women may lose bone density at a higher rate. Data 
strongly suggest that reducing bone loss at any time 
will decrease fracture risk. It has been estimated that 
a 14% increase in bone density in a 70- to 80-year-old 
woman would halve the hip fracture risk. Although 
studies to date have focused primarily on women, men 
also lose bone with age at approximately the same rate. 
It is estimated that men aged 30 to 90 years lose ap-
proximately 1% per year in the radius and spine. Some 
men with risk factors for osteoporosis lose as much as 
6% bone per year. Men have fewer vertebral fractures 
than women. 

 PATHOGENESIS OF OSTEOPOROSIS 

 Estrogen Defi ciency in Women 
 The pathogenesis of osteoporosis in women is complex 
and involves factors that affect the level of peak bone 
mass, rate of bone resorption, and rate of bone forma-
tion. Peak bone mass appears to be 75% to 80% ge-
netically determined, although the genes have not been 
identifi ed. After menopause, in the presence of estrogen 
defi ciency, a variety of factors that act locally on bone 
may lead to increased bone resorption. 

 Calcium Defi ciency and Secondary 
Hyperparathyroidism 
 The mechanism by which older men and women con-
tinue to lose bone as they age is likely related to calcium 
defi ciency (which causes secondary hyperparathyroid-
ism). When parathyroid hormone (PTH) is elevated for 
long periods of time, it causes bone to breakdown. Aging 
skin and decreased exposure to sunlight reduce the 
body’s ability to make vitamin D. Without vitamin D, 
it is impossible to absorb calcium, and thus the body 
cannot make new bone. 

 Androgens in Men 
 Androgens (i.e., male hormones such as testosterone) 
are important determinants for peak bone mass in men. 
Bone development is closely related to sexual maturity; 
men who had an abnormal or delayed puberty have 
reduced bone mass. 

 Changes in Bone Formation 
 In men and women, osteoblast activity appears to de-
crease with aging, compounding the bone loss that re-
sults from increased resorption associated with aging. 

 CAUSES OF OSTEOPOROSIS AND 
PREDICTION OF FRACTURE 

 Risk Factors 
 Risk factors for osteoporosis and osteoporotic fracture 
have been identifi ed and have been used to determine 
who should be placed on preventive or therapeutic regi-
mens. Exhibit 29.1 lists modifi cations of risk factors of 
osteoporosis—all of which should be addressed by the 
clinician as part of the routine care of an older adult. 
Risk factors should also be used to identify women 
younger than 65 years of age who should have BMD 
screening. 

 Secondary Causes 
 There are many secondary causes of osteoporosis. 
Laboratory tests are used to help clinicians determine 
what these causes are. These laboratory tests should 
be considered for persons who present with acute com-
pression fracture or who present with a diagnosis of 
osteoporosis by BMD measurement. The most  common 



Chapter 29 Osteoporosis     169

causes of secondary osteoporosis in women are primary 
hyperparathyroidism and glucocorticoid use. Men are 
more likely than women to have a secondary cause 
of osteoporosis; as many as 50% of osteoporotic men 
may have a secondary cause. The most commonly re-
ported secondary causes of osteoporosis in men are 
hypogonadism and malabsorption syndromes, includ-
ing gastrectomy. Medications shown to adversely affect 

BMD in men and women include glucocorticoids, ex-
cess thyroid supplement, anticonvulsants, methotrex-
ate, cyclosporine, thiazolidinediones (glitazones), and 
heparin; these meds should be given at the lowest doses 
possible or discontinued. 

 Glucocorticoids result in bone loss primarily through 
the direct suppression of bone formation, although they 
also further reduce sex hormone levels and cause sec-
ondary hyperparathyroidism through their effects on in-
testinal calcium absorption. The prevalence of vertebral 
fractures in persons taking glucocorticoids for 1 year is 
estimated to be 11%. The rate of trabecular bone (long 
bone) loss is dose dependent and generally occurs in 
the fi rst 6 months of therapy. Although inhaled corti-
costeroids have not been as well studied, high doses of 
high-potency inhaled steroids may also result in bone 
loss. The best strategy for older persons who require 
long-term glucocorticoid therapy is to maximize bone 
health with a variety of interventions. It is important to 
use the lowest possible dose of glucocorticoids, to en-
sure adequate calcium and vitamin D intake (see “Pre-
vention and Treatment of Osteoporosis” section, later in 
this chapter). Bisphosphonates such as alendronate OL  
and risedronate successfully prevent bone loss that is 
due to glucocorticoid therapy when they are initiated 
at the same time as the steroids (see “Prevention and 
Treatment of Osteoporosis” section). 

 Bone Density Measurement 
 Bone mass measurement or BMD, is the best predictor of 
fracture and can be measured by a variety of techniques. 
The preferred method of BMD measurement of the 
hip, anterior-posterior spine, lateral spine, and wrist is 
dual-energy radiographic absorptiometry (DEXA). Other 
methods of measuring BMD are quantitative computed 
tomography, ultrasonography of the calcaneus, single 
radiographic absorptiometry of the calcaneus, and ra-
diographic absorptiometry. The National Osteoporosis 
Foundation, in conjunction with numerous specialty or-
ganizations including the U.S. Preventive Services Task 
Force, recommends BMD testing for all women aged 
65 years and over, regardless of risk-factor status; there 
are no data to determine the frequency of screening or 
the age at which to stop screening. For women between 
60 and 64 years of age, the presence of additional risk 
factors, particularly low body weight and no estrogen 
replacement therapy (ERT), makes their risk of osteo-
porosis and fracture comparable to that of women over 
65 years. Interpretation of BMD involves evaluating the 
quality of the DEXA as well as the  T  scores. The BMD 
of the individual older woman is compared with that of 

Exercise: Encourage regular, weight-bearing exercise

Fall prevention: Use hip protectors in residents prone 
to falling

Nutrition: Encourage

  Adequate dietary intake of calcium and vitamin D

  Lower intake of animal protein 

  Limit diet soda 

  Limit caffeine

Calcium and vitamin D supplements

Smoking cessation

Minimize alcohol intake

Medications that may increase risk of 
osteoporosis—use with caution:

  Anticonvulsants

  Cyclosporine

   Glucocorticoids (> 5 mg/day of prednisone 
or equivalent for > 3 months)

  Long-term heparin

  Methotrexate

  Thiazolidinediones (glitazones)

  Thyroid hormone replacement (dose dependent)

  29.1  Modifi cations to Reduce 
the Risk of Osteoporosis 
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young women (25 to 35 years of age) who are consid-
ered to be at or near peak bone mass. For every stan-
dard deviation below the young adult mean, which is a 
decrease in 1 unit  T  score, fracture risk at the spine and 
hip approximately doubles. For example, if a woman 
has a  T  score of −2, her risk of fracture is four times 
that of a woman with normal bone density (controlled 
for height and weight). 

 When evaluating the spine BMD over time, several 
considerations are important. Vertebral or arterial or 
lymph node calcifi cation or any scoliosis may falsely in-
crease BMD of the postero-anterior spine DEXA. Thus, 
a woman with osteoporosis of the spine may have a 
DEXA  T  score that is higher than −2.5. Medicare will 
cover the cost for an initial screening and repeat screen-
ing every 2 years. DEXA scanning to evaluate the ef-
fectiveness of osteoporosis treatment is covered by 
Medicare every 1 to 2 years. 

 BMD testing is also used to establish the diagnosis 
and severity of osteoporosis in men and should be con-
sidered for men with low-trauma fractures, radiographic 
criteria consistent with low bone mass, or diseases 
known to place a person at risk for osteoporosis. Data 
relating BMD to fracture risk are derived from studies 
of women, but data suggest that similar associations 
may be valid for men. Several studies found that men 
with hip fractures are often not evaluated and treated 
for osteoporosis. 

 FRAX Algorithm 
 The National Osteoporosis Foundation Clinical Recom-
mendations 2008 are based on the newly developed 
World Health Organization 10-year fracture risk model. 
The FRAX algorithm estimates the likelihood of a person 
breaking a bone during the next 10 years, thus hoping 
to ensure that people at risk of fracture receive treat-
ment. The FRAX algorithm takes into account nine clin-
ical risk factors in addition to bone mineral density and 
is available online at http://www.shef.ac.uk/FRAX. 

 PREVENTION AND TREATMENT OF 
OSTEOPOROSIS

 The Role of Exercise 
 Exercise is an important component of osteoporosis 
treatment and prevention, although exercise alone is not 
adequate to prevent the rapid bone loss associated with 
estrogen defi ciency in early menopause. Weight-bearing 
exercises such as walking and high-intensity strength 

training help maintain femoral neck BMD as well as 
improve muscle mass and strength. Marked decreases 
in physical activity or immobilization result in a decline 
in bone mass; accordingly, it is important to encourage 
older adults to be as active as possible. Older persons 
should be encouraged to start slowly and gradually 
increase both the number of days as well as the time 
spent walking each day. The Exercise and Screening for 
You (EASY) tool (available at http://www.easyforyou.
info/) provides some excellent examples of aerobic and 
resistive exercise that will help bones and muscles. 

 Calcium and Vitamin D 
 Calcium and vitamin D are required for bone health at 
all ages. To maintain a positive calcium balance, current 
recommendation for calcium intake for postmenopausal 
women and men aged 65 years and older is at least 
1,200 mg per day of elemental calcium (see Table 29.1 
for information on the calcium contained in selected 
foods). The amount of vitamin D required is 800 IU per 
day. In older adults, regardless of climate or exposure 
to sunlight, a daily supplement of ≥ 800 IU per day of 
vitamin D is recommended because skin changes that 
occur with aging result in less effi cient use of ultraviolet 
light by the skin to synthesize vitamin D precursors. 

 Pharmacologic Options 
 Dosing and special considerations for the medications 
used to prevent and treat osteoporosis are provided in 
Exhibit 29.2. 

 Bisphosphonates 

 Alendronate has been approved for osteoporosis pre-
vention (women) and treatment (men and women), 
including glucocorticoid-induced osteoporosis. Post-
menopausal women with severe osteoporosis who were 
treated with alendronate, compared with women on 
placebo, had increased bone density of the spine and 
hip, as well as decreased vertebral fracture rate (Frac-
ture Intervention Trial; see Black et al., 1998). Regard-
less of the presence of vertebral fractures at baseline, 
alendronate was found to decrease the vertebral and 
hip fracture rates. Alendronate has also been approved 
for the prevention of osteoporosis in early postmeno-
pausal women. The daily dose for prevention is lower 
than that for the treatment of osteoporosis. If treatment 
with a bisphosphonate alone is not effective (bone loss 
of > 4% or fracture within 3 months of initiation), ad-
ditional treatments such as raloxifene or ERT may be 

http://www.easyforyou.info/
http://www.easyforyou.info/
http://www.shef.ac.uk/FRAX
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  29.1   Calcium-Containing Foods 

FOOD SERVING SIZE CALCIUM (MG) PER SERVING

Dairy products

 Milk 1 cup 290–300

 Yogurt 6 ounces (¾ cup) 180–300

 Swiss cheese 1 ounce (1 slice) 250–270

 American cheese 1 ounce (1 slice) 165–200

 Ice cream ½ cup 90–100

 Cottage cheese ½ cup 80–100

 Parmesan cheese 1 tablespoon 70

 Powdered nonfat milk 1 tablespoon 50

Other

 Sardines in oil with bones 3 ounces 370

 Calcium-fortifi ed orange juice 1 cup 300

 Canned salmon with bones 3 ounces 170–210

 Broccoli 1 cup, cooked 90–100

 Tofu (soybean curd) 4 ounces 80–200

 Collard greens ½ cup, cooked 150–175

 Turnip greens ½ cup, cooked 100–125

 Kale ½ cup, cooked 90–100

 Pizza 1 slice 90–100

  Other fortifi ed foods (bread, cereal, 
fruit juices)

1 serving Varies: read food label

  Note:  Food labels list calcium as a percentage of the daily value (DV), based on 1000 mg of calcium per day. For example: 30% DV equals 300 mg; 20% DV equals 
200 mg; 15% DV equals 150 mg. 



172    Section III Syndromes

indicated. In women with lesser degrees of osteopo-
rosis, alendronate has not been shown to prevent hip 
fracture. Alendronate is available in generic form. The 
optimal duration of treatment with bisphosphonates is 
unclear; one study indicated that the greatest increase 
in vertebral bone mass occurred during the fi rst 5 years 
of treatment, and benefi t was maintained for 10 years 
without undue risk. 

 The major adverse effects of bisphosphonates are 
gastrointestinal, including abdominal pain, dyspepsia, 
esophagitis, nausea, vomiting, and diarrhea. Musculo-
skeletal pain may also occur. Esophagitis, particularly 
erosive esophagitis, is seen most commonly in individu-
als who do not take the medication properly. The ab-
sorption of oral bisphosphonates is very poor; thus, it 
is extremely important to provide specifi c and detailed 
instructions for residents receiving any bisphosphonate 
therapy (Exhibit 29.2). 

 Risedronate, another bisphosphonate, has similar 
indication for osteoporosis prevention and treatment 
and has been approved for glucocorticoid-induced os-
teoporosis prevention and treatment. Alendronate and 
risedronate were the fi rst two bisphosphonates avail-
able. Both have similar indication for osteoporosis pre-
vention and treatment and both have been approved 
for glucocorticoid-induced osteoporosis prevention and 
treatment. Ibandronate, another bisphosphonate, is 
taken once a month and is approved for postmenopausal 
osteoporosis prevention and treatment. A 3-year study 
of postmenopausal women found that ibandronate re-

duced the incidence of vertebral fractures by 50%. 
However, ibandronate was not found to signifi cantly 
reduce hip fracture incidence. A meta-analysis of 8,710 
patients taking ibandronate found signifi cant reduction 
in the relative risk of six nonvertebral fractures (clavi-
cle, humerus, wrist, pelvis, hip, and leg) and delayed 
time to fracture compared to placebo. The newest avail-
able bisphosphonate, zoledronic acid, is administered 
as an intravenous infusion once a year. In a three year 
study of 7765 postmenopausal women, treatment with 
zoledronic acid reduced the risk of vertebral fracture by 
70% and the risk of hip fracture by 40% compared to 
placebo. 

 Selective Estrogen Receptor Modulators 

 Selective estrogen receptor modulators are agents that 
act as estrogen agonists in bone and heart tissue but 
act as estrogen antagonists in breast and uterine tis-
sue. These medications have the potential to prevent 
osteoporosis or cardiovascular disease without the in-
creased risk of breast or uterine cancer. Tamoxifen, an 
agent used to treat breast cancer, has benefi cial effects 
on bone, as reported in several studies, but it also has 
stimulatory effects on the uterus. Thus, tamoxifen is not 
indicated for osteoporosis treatment or prevention. 

 Raloxifene has been approved for the treatment 
and prevention of osteoporosis in postmenopausal 
women. Comparison of raloxifene with placebo in 
postmenopausal women with osteoporosis found that 
raloxifene decreases bone turnover and maintains hip 
and total body bone density. There were no differences 
between groups in breast abnormalities or endometrial 
thickness. Most importantly, data demonstrate that 
raloxifene (60 mg per day) reduces incident vertebral 
fractures by about 60%, despite only modest increases 
in bone density. In this study, raloxifene was not found 
to signifi cantly reduce nonvertebral, hip, or wrist frac-
tures. Reported adverse effects with raloxifene include 
fl u-like symptoms, hot fl ashes, leg cramps, and periph-
eral edema. 

 Calcitonin 

 Calcitonin is a hormonal inhibitor of bone resorption 
that is approved for the treatment of osteoporosis in 
women. It is available as a subcutaneous injection and 
as a nasal spray. The nasal spray has fewer reported 
side effects and greater patient acceptance, but it may 
be less effective. Calcitonin increases bone density in 

  Take fi rst thing in the morning before eating or drinking 
anything else

  Take with at least 8 ounces of plain tap water

  Take while upright in a chair or standing, and remain 
upright after ingestion for 30 minutes (alendronate and 
risedronate) to 1 hour (ibandronate)

  Do not eat or drink anything for 30 minutes (alen-
dronate and risedronate) to 1 hour (ibandronate) after 
taking the medication

  Do not crush (alendronate is available in liquid form 
75 ml followed with at least 2 ounces of plain tap water)

  29.2  Instructions for Administration 
of Oral Bisphosphonates 
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the spine and reduces vertebral fractures. In epide-
miologic studies, calcitonin reduces the incidence of 
hip fractures, although in clinical trials, hip bone den-
sity did not increase. Results of a 5-year study dem-
onstrated that the incidence of vertebral fractures in 
women receiving 200 IU per day of nasal spray cal-
citonin was lower than that of women on placebo. 
The reduction in hip fracture incidence was not sta-
tistically signifi cant in the group receiving calcitonin 
in comparison with the placebo group. Doses of 100 
and 400 IU per day were studied as well, but they did 
not reduce incidence of vertebral fractures. In the same 
study, BMD changes at 3 years and changes in markers 
of bone turnover in the treatment and placebo groups 
were found not to be signifi cantly different. Although 
there are no direct comparisons, calcitonin appears to 
be less effective than other antiresorptive drugs. There 
is some evidence that calcitonin produces an analgesic 
effect in some women with painful vertebral compres-
sion fractures. 

 Estrogen Replacement Therapy 

 ERT is an option for osteoporosis prevention; how-
ever, it is not recommended as a fi rst-line choice for 
prevention. In case-control and cohort studies, ERT 
was associated with a 30% to 70% reduction in hip 
fracture incidence. Multiple studies have demonstrated 
that postmenopausal estrogen use prevents bone loss 
at the hip and spine when initiated within 10 years of 
menopause. However, in a cross-sectional study, BMD 
in women who initiated hormone replacement therapy 
(HRT) after age 60 was found not to be signifi cantly 
different from in women who initiated HRT within 
2 years of menopause. In the Postmenopausal Estrogen/
Progestin Intervention trial (Garg, 1995), older women, 
women with low initial BMD, and women who had not 
previously used HRT were found to gain more bone than 
did young women, women with higher baseline BMD, 
and those who had previously used HRT. Decreased in-
cident vertebral fractures were seen in a small study of 
postmenopausal women using a transdermal estradiol 
preparation. Recent prospective data from the Women’s 
Health Initiative (WHI) also demonstrated that post-
menopausal women who took HRT for approximately 
7 years had a decreased hip fracture risk; however, the 
dose and preparation of hormone therapy used also in-
creased the risk of breast cancer, heart disease, stroke, 
and deep-vein thrombosis. Given the WHI fi ndings, 
recent U.S. Preventive Services Task Force guidelines 
advise against the routine use of estrogen plus proges-

terone for the prevention of chronic conditions in post-
menopausal women. 

 Parathyroid Hormone 

 PTH (teriparatide) is an anabolic (tissue-building) agent 
when administered by daily subcutaneous injection. It 
is approved for the treatment of osteoporosis in men and 
women who are at high risk for osteoporotic fracture 
and who are unable to tolerate other approved agents. 
PTH should not be used as a fi rst-line therapy for osteo-
porosis. It has been shown to increase spinal BMD in 
osteoporotic men and women. In a 3-year randomized 
study of postmenopausal women with osteoporosis, 
the group receiving estrogen plus intermittent PTH had 
continuous increase in spinal bone mass over the study 
period, as well as decreased vertebral fracture rate. Bone 
mass of the hip and total body also increased signifi -
cantly in the estrogen-plus-PTH group, in comparison 
with the group on estrogen alone. Recent studies have 
also demonstrated the effectiveness of PTH in reducing 
vertebral and nonvertebral fractures in postmenopausal 
women. In men with primary or hypogonadal osteopo-
rosis, PTH also increased BMD at all sites. The safety 
and effi cacy of PTH has not been demonstrated beyond 
two years of treatment. 

 WORKING WITH THE RESIDENT 

 Establishing and maintaining an optimal regimen usu-
ally requires considerable discussion with individual 
residents and is much easier when they and their fami-
lies/proxies are well informed. The use of educational 
materials can be quite helpful, including medication ad-
ministration reminders. 

 Adherence to the medication regimen is particularly 
important to help guide the interpretation of follow-up 
BMD measurements (every 1 to 2 years). If a resident is 
nonadherent to a medication, then additional treatment 
should not be added if the BMD does not improve at 
follow-up testing. Rather, focused interventions should 
be on improving behavioral and medication adherence. 

 MANAGEMENT OF VERTEBRAL 
FRACTURES

 Most vertebral fractures are asymptomatic and are di-
agnosed by spinal radiographs. Over time, one may 
notice decreased height, increased kyphosis, or simply 
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the fact that clothes no longer fi t the person properly. 
Many older adults have chronic back pain due to the 
changes in the spine that occur with vertebral compres-
sion. In the case of symptomatic vertebral compression 
fractures, adequate pain control is essential. The pain 
usually lasts 2 to 4 weeks and can be quite debilitating. 
Nonsteroidal anti-infl ammatory drugs and calcitonin 
can be tried; narcotics are commonly required to con-
trol the pain. Physical therapy is an important part of 
osteoporosis treatment programs for the management of 
acute and chronic pain, as well as for patient education. 
The physical therapist can provide postural exercises, 
alternative modalities for pain reduction, and informa-
tion on changes in body mechanics that may help pre-
vent future fractures. Newer treatments for vertebral 
fractures involve the injection of bone cement into the 
collapsed vertebra (vertebroplasty) or use of a balloon 
tamp into the fractured vertebrae (kyphoplasty). These 
methods can decrease pain and improve quality of life 
and function in some individuals. 
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in Dementia 
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 Most dementias are associated with a range of neuro-
psychiatric and behavioral disturbances, with as many 
as 80% to 90% of sufferers developing at least one dis-
tressing symptom over the course of their illness. The 
development of behavioral disturbances or psychotic 
symptoms in dementia often precipitates placement in 
an assisted living community (ALC) or nursing home. 
These disturbances are potentially treatable, and it is 
vital that assisted living (AL) nurses anticipate, recog-
nize, and use strategies to effectively manage them. 
If these symptoms become apparent, it is essential to 
perform a thorough assessment to identify contribut-
ing factors, target symptoms in need of treatment, and 
implement appropriate interventions for the resident 
and caregivers. Research that compares different treat-
ment strategies for the behavioral and neuropsychiatric 
symptoms of dementia is growing in response to the 
great need for evidence-based treatment guidelines. 

 CLINICAL FEATURES 

 As the dementia progresses, a variety of psychiatric 
symptoms may develop, such as depression, delusions, 
hallucinations, and mania. Depressive symptoms are 
common in older adults with dementia; however, the 
clinical presentation is often different than it would be 
in a younger individual. Depression in the context of 
dementia often presents as apathy or anhedonia, that 

is, a lack of interest in previously enjoyable activities. 
Older adults with dementia and depression will often 
deny feeling sad but may be less hopeful about the 
future and make self-deprecating comments. This de-
pressive syndrome may also include a loss of interest 
in self-care, eating, or interacting with peers. It is also 
common for these individuals to be quite irritable and 
impulsive. If these features become progressive, overt 
hostility or physical aggression may ensue. It is at this 
juncture that residents may be characterized as agi-
tated, refl ecting a loss of the ability to modulate their 
behavior in a socially acceptable way. Examples of such 
behavior are verbal outbursts, physical aggression, re-
sistance to bathing or other care needs, and restless 
motor activity such as pacing or rocking. This type of 
overlap across symptoms, where some are associated 
with a depressive disorder but others such as hostil-
ity are considered atypical, often creates a signifi cant 
challenge when assessing these residents. In this situa-
tion, the fairly nonspecifi c term  agitation  is commonly 
employed to describe the resident, but it may best be 
accompanied by additional description as to whether 
the problem is accompanied by simple irritability, vocal 
or physical aggression, or motor disturbances. 

 In some situations, agitation may occur when a 
resident demonstrates paranoia or delusional thinking, 
such as a fi xed, false belief that caregivers are plot-
ting to steal personal possessions or incur harm. When 
delusions occur, the resident is then characterized as 
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suffering from psychotic symptoms. Hallucinations, 
sensory experiences without stimuli, are another type 
of psychotic symptom that may accompany episodes of 
agitated behavior. Visual and auditory hallucinations 
tend to be most common and often are threatening or 
frightening to the resident. For example, a resident may 
hear a baby crying at night when there are none pres-
ent and try to leave her ALC apartment in order to fi nd 
the baby. One way to conceptualize this complex condi-
tion is to consider the term  agitation  as a descriptor for 
the presence of abnormal behavior such as aggression, 
while the presence of psychosis (e.g., paranoid delu-
sions) refl ects the abnormal perceptions and beliefs that 
may lead to the agitated behavior. Depending on the de-
gree of communication defi cits in a given resident, the 
ability to discern the presence of psychosis is variable, 
and in many cases agitated behaviors may occur in the 
absence of clear evidence as to whether delusions or 
other psychoses are precipitating the disturbance. 

 Occasionally, a behavioral syndrome occurs that 
includes features of hyperactivity, euphoric mood, and 
grandiose beliefs that resemble a manic episode associ-
ated with bipolar affective disorder. The features are simi-
lar but less predictable than those seen in younger adults, 
and treatment strategies are more challenging. One key 
feature of the manic-like syndromes seen in dementia 
residents is the tendency to develop additional symptoms 
outside the typical course of a bipolar manic episode, 
such as agitated behaviors, defi ance, and confusion. 

 Among the behavioral complications of dementia, 
the most severe disruptions in caregiving occur when 
residents develop physical behaviors such as hitting or 
wandering, or develop paranoid delusions that lead to 
hostility and altercations with caregivers or other resi-
dents. Caregivers, both professional and family, may 
use the word  agitation  to describe a variety of behaviors 
and psychological symptoms. The AL nurse must con-
sider agitation to be a nonspecifi c complaint and pursue 
further history of the problem, including a description 
of specifi c behaviors and the time, course, frequency, 
and severity with which they occur. Environmental pre-
cipitants such as excessive stimuli or a change in the 
environment such as a new roommate may induce be-
havioral problems. The presenting complaint may relate 
to internal cues such as pain, hunger, thirst, or other 
needs that the resident is not able to express. 

 The complaints of family and professional care givers 
in the ALC often arise from behavioral complications 
occurring during daily care that involve a resistance to 
bathing, dressing, or other routines. This type of overt 
resistance to care is most often seen in later stages of 

dementia, but it is important to note that behavioral prob-
lems may also be a fi rst sign of cognitive decline in earlier 
stages as well. Neuropsychiatric symptoms such as apa-
thy, poor self-care, or paranoia may be the fi rst indication 
of dementia before cognitive decline is recognized. As 
such, evaluation for dementia in any resident who pre-
sents with new behavioral or emotional symptoms may 
reveal a previously undetected dementia syndrome. 

 ASSESSMENT 

 Comprehensive assessment of a resident with dementia 
and behavioral disturbance includes a history both from 
the resident and from an informant, such as a family 
member, and AL staff. The fi rst step in assessment is 
to adequately describe the behavioral disturbance. This 
information should include a clear description of the 
behavior: when it began, the course and severity of the 
symptoms, associated circumstances, and its relation-
ship to key environmental factors, such as caregiver 
status and recent stressors. The problem behaviors and 
symptoms should be then considered in the context of 
the resident’s personal, social, and medical history. 

 Once the behavior is adequately described, the 
second step is to decide whether the disturbance is a 
symptom of a new or a preexisting medical condition or 
a medication adverse effect. Disturbances that are new, 
acute in onset, or evolving rapidly are most often due to 
a medical condition or medication toxicity. An isolated 
behavioral disturbance and change in mental status in a 
demented resident can be the  sole  presenting symptom 
for acute conditions such as pneumonia, urinary tract 
infection, arthritis, pain, angina, constipation, or poorly 
controlled diabetes mellitus. Additionally, the need to 
satisfy basic physical needs, such as hunger, sleepiness, 
thirst, boredom, or fatigue, which the resident cannot 
adequately communicate, may precipitate a behavioral 
disturbance. The need-driven dementia compromised 
behavior model provides a framework for understand-
ing behavior problems that are precipitated by an unmet 
resident need. Medication toxicity due to new or exist-
ing medications might also present as behavioral symp-
toms alone. Treatment or stabilization of the medical or 
physical cause is often suffi cient to resolve the distur-
bance. Older adults with dementia may require several 
weeks longer to recover from routine medical problems 
than those who are cognitively intact, as the associated 
exacerbation in cognitive function they experience will 
impair the recovery process (e.g., they may not be able 
to participate as well in rehabilitation activities). 
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 The third step is to consider whether the behav-
ioral disturbance is related to an environmental precipi-
tant. These include disruptions in routine, time change 
(e.g., daylight savings time or travel across time zones), 
changes in the caregiving environment, new caregiv-
ers, a new roommate, or a life stressor (e.g., death of 
a spouse or family member). Other common environ-
mental precipitants include overstimulation (e.g., too 
much noise, crowded rooms, close contact with too 
many people), understimulation (e.g., relative absence 
of people, spending too much time alone, use of tele-
vision as a companion), and the disruptive behavior 
of other residents. For many disturbances, correcting 
an environmental precipitant or removing the stressor 
commonly improves the symptoms. 

 Another consideration is whether the disturbance 
results from stress in the resident–caregiver relation-
ship. Caring for residents with dementia can be diffi cult 
and requires a degree of perseverance that most care-
givers are capable of learning if proper guidance and 
support is provided. It is important for the AL nurse to 
assess the level of stress and burden on the staff and 
family caregiver as part of the evaluation of behavioral 
disturbances. Interventions to improve the resident–
caregiver relationship and provide caregiver education 
and support are a vital part of treatment of behavioral 
disturbances in dementia. Staff and family caregivers 
may benefi t from learning and practicing a  function 
focused philosophy of care  when working with older 
adults with dementia. Rather than simply having staff 
complete tasks, such as bathing or dressing a resident, 
a function focused care approach teaches caregivers to 
motivate and cue residents with dementia so that the 
residents actively participate in functional and physical 
activities. For example, rather than bathing a resident 
with cognitive impairment, standing in front of them 
and modeling washing behavior (i.e., having the care-
giver demonstrate how to wash his or her own face) 
may stimulate the individual with cognitive impairment 
to wash as well. In end-stage dementia it is helpful to 
do hand-over-hand bathing so that the individual with 
dementia is washing his own face and body with as-
sistance and thereby getting the range of motion associ-
ated with this activity. Because residents with dementia 
frequently misinterpret the touch of a caregiver as a 
threat, it is more effective to use strategies such as brief 
verbal cues to get them to bath themselves, role model-
ing, or at least hand-over-hand procedures when assist-
ing residents with activities of daily living. 

 After medical, environmental, and caregiving 
causes are excluded, it might be concluded that the 

behavioral problem is a manifestation of the dementia 
and may not be amenable to a pharmacologic interven-
tion. Such disturbances that are closely linked to the 
dementia syndrome take on the form of a  catastrophic 
reaction : an acute behavioral, physical, or verbal re-
action to environmental stressors that result from an 
inability to make routine adjustments in daily life. The 
reaction might include anger, emotional lability, or ag-
gression when the resident is confronted with a defi cit, 
such as the inability to fi nd a word, or confusion about 
where she or he is or what she or he is supposed to 
do. Catastrophic reactions are best treated by identify-
ing and avoiding their precipitants, by providing struc-
tured routines and activities, and by recognizing early 
signs of the impending catastrophic reaction so that 
the resident can be distracted and supported before 
reacting. 

 Behavioral disturbances may occur in all types of 
dementias, including Alzheimer’s type, vascular, and 
mixed  frontotemporal dementia,  which is a less com-
mon type of dementia often associated with prominent 
disinhibition, compulsive behaviors, and social impair-
ment due to more advanced frontal lobe degeneration. 
Another dementia associated with prominent psychiat-
ric symptoms and behavioral disturbances is dementia 
with  Lewy bodies  (DLB). This form of dementia may be 
more common than previously thought. It is character-
ized by cognitive deterioration and parkinsonian fea-
tures with prominent psychosis characterized by visual 
hallucinations. Individuals with DLB often suffer from 
distressing hallucinations and a fl uctuating clinical 
course. These residents are extremely sensitive to the 
extrapyramidal side effects of antipsychotic medications 
(such as muscle rigidity and tremor) and often cannot 
tolerate even low doses of atypical agents. 

 TREATMENT: BASIC APPROACH 

 Treatment of the psychiatric and behavioral distur-
bances in dementia is complex and may require several 
interventions applied as part of a comprehensive plan 
of care. Specialists should be consulted in refractory 
cases. In general, treatment begins with appropriate 
environmental and caregiver interventions. Nonphar-
macologic interventions should always be used as a 
fi rst-line treatment in the management of disruptive, 
aggressive, or agitated behavior. Exhibit 30.1 provides 
a list of key behavioral interventions that might amelio-
rate behavioral symptoms in residents with dementia. 
The implementation of a daily routine and introduction 
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of meaningful activities is vital. Residents with demen-
tia may display a reduction in behavioral disturbances 
with the use of music, particularly during meals and 
bathing, and with light physical exercise, walking, and 
during active participation in activities of daily living. 
Massage, pet therapy, white noise, videotapes of family, 
and cognitive stimulation programs may also be help-
ful. If the disturbances persist despite best efforts, phar-
macologic interventions for specifi c target symptoms 
are often necessary.   

 TREATMENTS FOR SPECIFIC 
DISTURBANCES

 At the core of treatment is the identifi cation of any pos-
sible underlying cause of the behavior change, with 
the recognition that multiple causes may be operat-
ing concurrently. First and foremost, managing pain, 
dehydration, hunger, thirst, and fatigue is paramount. 
Consider the possibilities of positional discomforts, oral 
pain from caries or severe gingivitis, or nausea second-
ary to medication effects, as these are common possible 
culprits. Environmental modifi cations can improve resi-
dent orientation. Good lighting, one-on-one attention, 
supportive care, and attention to personal needs and 
wants are also important aspects of treatment. If there 
is sleep–wake cycle disturbance, efforts should be made 
to stabilize the sleep cycle by maintaining a stable rou-
tine, using bright lights or sunlight, or prescribing short-
term use of medications (see the section “Disturbances 
of Sleep” later in this chapter). 

 Mood Disturbances in Residents 
With Dementia 
 For residents experiencing mood symptoms, procedures 
similar to those used with other behavior disturbances 
should be employed, that is, optimize the environ-
ment by reducing adversive stimuli and assess physical 
health comprehensively. Recreation programs and ac-
tivity therapies demonstrate positive results in improv-
ing mood in depressive symptoms in dementia. Criteria 
for the diagnosis of depression in Alzheimer’s demen-
tia have been proposed that note common features of 
irritability and social isolation or withdrawal. The wax-
ing and waning course of mood symptoms in dementia 
is attributed to the cognitive loss and reduction in com-
munication skills related to the dementia. Depression of 
2 weeks duration resulting in signifi cant distress should 
likely receive a trial of an antidepressant medication. 
Similarly, sustained depressive features lasting more 
than 2 months following the initiation of behavioral 
interventions warrant treatment with antidepressant 
medications. First-line agents are the selective sero-
tonin-reuptake inhibitors, preferred for their favorable 
side effect profi les. Table 30.1 lists the antidepressants 
most commonly used to treat depressive symptoms in 
dementia.   

 The pharmacologic treatment of depression in de-
mentia requires persistence. If a fi rst agent has failed de-
spite an adequate therapeutic dose for 8 to 12 weeks, an 
alternative agent should be tried. Venlafaxine,  bupropion, 

30.1  Behavioral Interventions for 
Dementia Care

 Treat underlying medical problems

  Correct sensory defi cits; make sure residents wear 
functioning hearing aids, eyeglasses, and dentures

  Remove offending medications, particularly anticho-
linergic agents

  Keep the environment comfortable, calm, and 
homelike with use of familiar possessions

  Provide regular daily activities, structure, and 
opportunities for exercise

  Monitor for acute medical problems

  Promote regular sleeping and eating patterns

  Install safety measures to prevent accidents

  Educate caregivers about practical aspects of 
dementia care and about behavioral disturbances

  Teach caregivers the skills of caregiving: commu-
nication skills, avoiding confrontational behavior 
management, techniques of ADL support, activities 
for dementia care

  Actively involve residents in their ADLs to promote 
maintenance of functional skills; use verbal cues 
and role modeling for bathing and dressing with 
the use of adaptive clothing and assistive devices if 
needed

Note: ADL = activity of daily living.



Chapter 30 Behavior Problems in Dementia      179

30.1 Drugs to Treat Depressive Features of Behavioral Disturbances in Dementia

MEDICATION DAILY DOSE USES PRECAUTIONS

Selective serotonin-reuptake inhibitors

Citalopram 10–40 mg Depression, anxietyOL Gastrointestinal upset, 
nausea, insomnia, 
hyponatremia

Escitalopram 5–20 mg Depression, anxiety Gastrointestinal upset, 
nausea, insomnia, 
hyponatremia

Fluoxetine 10–40 mg Depression, anxiety Gastrointestinal upset, 
nausea, insomnia, 
hyponatremia

Paroxetine 10–40 mg Depression, anxiety Gastrointestinal upset, 
nausea, insomnia, 
hyponatremia, sedation

Sertraline 25–100 mg Depression, anxiety Gastrointestinal upset, 
nausea, insomnia, 
hyponatremia

Trazodone 25–150 mg When sedation is 
desirable

Sedation, falls, 
hypotension, confusion

Serotonin norepinephrine-reuptake inhibitors

Duloxetine 20–60 mg Depression, diabetic 
neuropathy

Nausea, dry mouth, 
dizziness

Mirtazapine 7.5–30 mg Useful for depression 
with insomnia

Sedation, hypotension

Venlafaxine 25–150 mg Useful in severe 
depression

Hypertension may be 
a problem, sweating

Tricyclic antidepressants

Desipramine 10–100 mg Depression, anxiety Anticholinergic effects, 
hypotension, sedation, 
cardiac arrhythmias

Nortriptyline 10–75 mg High effi cacy for 
depression if side effects 
are tolerable; therapeutic 
range 50–150 ng/dL

Anticholinergic effects, 
hypotension, sedation, 
cardiac arrhythmias

(continued)
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able as a mood stabilizer, but its use may be a problem 
in the older adult because of enhanced sensitivity to 
adverse effects. Elevated lithium levels may occur in 
the context of reduced renal function and dehydration, 
resulting in ataxia, tremor, gastrointestinal distress, and 
confusion.   

 Psychosis in Dementia: Delusions 
and Hallucinations 
 Delusions (i.e., fi xed false beliefs) or hallucinations 
(i.e., false sensory perceptions), whether occurring in-
dependently or in association with mood syndromes, 
may require specifi c pharmacologic treatment if the res-
ident is disturbed by these experiences, or if the experi-
ences lead to disruptions in the resident’s environment 
that cannot otherwise be controlled. Clinical criteria for 
the diagnosis of Alzheimer’s dementia with psychosis 
specifi es that the presence of delusions or hallucina-
tions have to have occurred for at least 1 month, at 
least intermittently, and must cause distress for the per-
son. Antipsychotic drugs and dosing information are 
listed in Table 30.3. The atypical agents risperi done OL , 
olanzapine OL , quetiapine OL , and aripiprazole OL  are being 
used more commonly than older agents such as halo-
peridol OL . The older agents are more likely to cause 
extrapyramidal side effects, such as parkinsonism and 
tardive dyskinesia.   

 Sedation, hypotension, and falls are common ad-
verse effects with all antipsychotic agents. As these 
medications are more widely used, differences in side 
effect profi le are emerging. An increased risk of cere-
brovascular events in residents with dementia has been 
identifi ed with use of atypical antipsychotics such as 
risperidone, olanzapine, and aripiprazole. The Food and 

30.1 Drugs to Treat Depressive Features of Behavioral Disturbances in Dementia (continued )

MEDICATION DAILY DOSE USES PRECAUTIONS

Other

Bupropion 75–225 mg More activating, lack 
of cardiac effects

Irritability, insomnia, 
contraindicated in 
residents with seizures

mirtazapine, and the tricyclic agents desipramine and 
nortriptyline might be considered. Tricyclics should be 
avoided if a bundle branch block or other signifi cant car-
diac conduction disturbance is present. 

 Manic-Like Behavioral Syndromes in 
Dementia Residents 
 Occasionally, mood syndromes may develop in demen-
tia residents that are characterized by pressured speech, 
disinhibition, elevated mood, intrusiveness, hyperactiv-
ity, and reduced sleep. These syndromes resemble the 
manic episodes observed in the context of bipolar af-
fective disorder in younger adults, although they are 
generally considered to be secondary to the dement-
ing disorder. The important distinction in the dementia 
resident is the frequent co-occurrence with confusional 
states and a tendency to have more of a fl uctuating 
mood; that is, the resident’s mood may be irritable 
or hostile as opposed to euphoric. The appearance of 
hypersexual behaviors may be observed in this clini-
cal scenario, although sexual disinhibition frequently 
occurs with dementia as a consequence of reduced 
frontal-executive functioning and may not necessarily 
be part of a manic syndrome. Treatment of manic-like 
states, emotional lability, disinhibition, or irritability 
typically begins with the use of mood-stabilizing agents 
such as divalproex sodium OL  (see Table 30.2). Because 
of the potential adverse effects on the liver and throm-
bocytopenia, transaminase levels and a complete blood 
cell count (CBC) should be taken before therapy is initi-
ated, rechecked with each dose increase, and repeated 
at least every 6 months while the resident remains on 
the drug. Alternatives to divalproex sodium are carbam-
azepine OL , lamotrigine OL , or lithium OL . Lithium is valu-
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30.2 Mood Stabilizers for Behavioral Disturbances in Dementia With Manic Features

DRUG GERIATRIC DOSAGE ADVERSE EFFECTS COMMENTS

CarbamazepineOLa 200–1000 mg/day 
(therapeutic level 
4–12 μg/mL)

Nausea, fatigue, ataxia, 
blurred vision, 
hyponatremia

Poor tolerability in 
older adults; must 
monitor CBC, LFTs, 
electrolytes q 2 weeks 
for fi rst 2 months, 
then q 3 months

LithiumOLa 150–1000 mg/day
(therapeutic level 
0.5–0.8 mEq/L)

Nausea, vomiting, tremor, 
confusion, leukocytosis

Poor tolerability in 
older adults; toxicity 
at low serum levels; 
monitor thyroid and 
renal function

Divalproex 
sodiumOLa

250–2000 mg/day 
(therapeutic level 
40–100 μg/mL)

Nausea, GI upset, ataxia,
sedation

Requires monitoring 
of CBC, platelets, LFTs 
at baseline and q 
6 months; better 
tolerated than other 
mood stabilizers in 
older adults

Note: CBC = complete blood cell count; GI = gastrointestinal; LFTs = liver function tests; q = every.
aApproved by the Food and Drug Administration for the treatment of bipolar disorder.

Drug Administration (FDA) has requested that the man-
ufacturers of aripiprazole OL , olanzapine OL ,  quetiapine OL , 
risperidone OL , clozapine OL , and ziprasidone OL  add a 
boxed warning to their labeling describing an increased 
risk of mortality (reported in 17 placebo-controlled 
studies). In most cases the cause of death appeared to 
be heart-related or from infections (e.g., pneumonia). 
More information on this warning is available at http://
www.fda.gov/cder/drug/infopage/antipsychotics/
default.htm. 

 It also appears that traditional antipsychotics, such 
as haloperidol, possess similar risks. 

 Although antipsychotic agents have demonstrated 
effi cacy in large controlled trials in the treatment of de-
mentia with psychosis and aggression, it is important to 
note that the overall positive effects have been relatively 
modest. Although 45% to 55% of individuals improved 
on antipsychotic medications, placebo response ranged 

from 30% to 50% across studies. Antipsychotic agents 
clearly play an important role in the treatment of delu-
sions, hallucinations, and aggression in dementia, but 
they must be part of a comprehensive treatment plan. 

 There is some evidence that cholinesterase inhibi-
tors such as donepezil or galantamine may reduce the 
psychosis and behavioral disturbances of Alzheimer’s 
disease. Studies comparing these agents with placebo in 
individuals with mild to moderate Alzheimer’s disease 
suggest that they may reduce the rate of emergence of 
behavioral disturbances and psychosis. 

 Disturbances of Sleep 
 Treatment of insomnia and sleep-wake cycle distur-
bance should begin with improvement of sleep hygiene 
(see Exhibit 30.2 and Chapter 32, “Sleep Disorders”). 
This consists of efforts to get the resident to go to sleep 

http://www.fda.gov/cder/drug/infopage/antipsychotics/default.htm
http://www.fda.gov/cder/drug/infopage/antipsychotics/default.htm
http://www.fda.gov/cder/drug/infopage/antipsychotics/default.htm
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30.3   
Antipsychotic Agents for the Treatment of Psychosis (Hallucinations 
and Delusions) in Dementia

DRUG DAILY DOSE ADVERSE EFFECTS COMMENTS FORMULATIONS

AripiprazoleOL 5–15 mg Mild sedation, mild 
hypotension

Warning about increased 
cerebrovascular events 
in dementia, possible 
hyperglycemia

Tablet, liquid 
concentrate

ClozapineOL 12.5–200 mg Sedation, hypotension, 
anticholinergic effects, 
agranulocytosis

Weekly CBCs required, 
poorly tolerated by older 
adults, reserved for 
treatment of refractory 
cases, warning about 
hyperglycemia

Tablet, rapidly 
dissolving tablet

OlanzapineOL 2.5–10 mg Sedation, falls, gait 
disturbance

Warning about 
hyperglycemia and 
cerebrovascular events in 
residents with dementia

Tablet, rapidly 
dissolving tablet, 
IM injection

QuetiapineOL 25–200 mg Sedation, hypotension Warning about 
hyperglycemia, 
ophthalmologic exam 
recommended every 
6 months

Tablet

RisperidoneOL 0.5–2 mg Sedation, hypotension, 
EPS with doses 
> 1 mg/day

Warning about 
cerebrovascular events 
in residents with 
dementia, hyperglycemia 
warning

Tablet, rapidly 
dissolving tablet, 
liquid concen-
trate, depot IM 
injection

ZiprasidoneOL 40–160 mg Higher risk of QTc 
prolongation

Warning regarding 
increased QTc 
prolongation, possible 
hyperglycemia
Little published 
information on use 
in older adults

Capsule, IM 
injection

Note: CBCs = complete blood cell counts; EPS = extrapyramidal symptoms; IM = intramuscular; QTc = corrected QT interval.

later every day, around 10:00 or 11:00  p.m. , while keep-
ing the environment calm, comfortable, and conducive 
to sleep, into the next morning. If the sleep disturbance 
is associated with depression, suspiciousness, or delu-
sions, those conditions should be treated.   

 For primary sleep disturbances, when good sleep 
hygiene and increasing daytime activity level are not 

successful, trazodone OL  (25 to 150 mg at bedtime) or 
mirtazapine OL  (7.5 to 15 mg at bedtime) might be used. 
Benzodiazepines or antihistamines, such as diphenhy-
dramine, should be avoided, since they carry a high risk 
for falls, hip fractures, disinhibition, and cognitive dis-
turbance when prescribed for residents with dementia 
(see also Chapter 32, “Sleep Disorders”). 
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30.2  
Behavioral Management 
of Insomnia

  Establish a stable routine for going to bed and 
awakening

  Optimize sleep environment (attention to noise, 
light, temperature)

 Increase daytime activity and exercise

 Reduce or eliminate caffeine, nicotine, alcohol

  Reduce evening fl uid consumption to minimize 
nocturia

 Give activating medications early in the day

 Control nighttime pain

  Limit daytime napping to brief periods of 20 to 
30 minutes

  Use relaxation, stress management, and breathing 
techniques to promote natural sleep

 Zolpidem OL  and zaleplon OL  are short-acting non-
benzodiazepine sedative hypnotics that may be help-
ful for sleep disturbances in the older adult, although 
there have been no controlled trials for their use in 
sleep disturbances secondary to dementia. Zolpidem 
has been studied in older adults without dementia and 
appears to be effective in improving sleep onset, al-
though it does not improve sleep duration because of 
its short half-life. The recommended dose of zolpidem 
is 5 mg, as an increased risk of adverse effects appears 
to be dose related. Zaleplon has been less extensively 

studied in the older adult but appears to have similar 
properties. 

 Intermittent Aggression or Agitation 
 When disruptive behavior occurs, intermittently or epi-
sodically (i.e., once per week or less), behavioral in-
terventions focusing on identifying the antecedents of 
the behavior and avoiding the triggers are often most 
useful. Behavior modifi cation using positive reinforce-
ment of desirable behavior is helpful—and it also helps 
encourage the caregiver to focus on times when behav-
ior is not a problem. Reminiscence, validation therapy, 
aromatherapy, physical activity, and environmental 
modifi cations of light, sound, and space may all help 
promote positive behavior. Distraction techniques, ac-
tivity therapies, and exercise also show promise in re-
ducing troublesome behaviors. Physical restraint in any 
form should be avoided if at all possible. 
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 Delirium is a common and costly condition that affects 
older adults in a variety of settings. It has a rapid onset, 
fl uctuating course, and results in a constellation of 
symptoms that may include disturbance in level of con-
sciousness, attention, orientation, memory, thought pro-
cess, perceptual disturbances, and sleep–wake pattern 
disruptions. Symptoms of delirium have been confused 
with symptoms of dementia; however, the onset of de-
mentia is gradual and involves a slow, steady decline in 
cognitive function. This is quite different from the rapid 
onset and changes seen in delirium. Clinicians call deli-
rium by many different names such as  acute confusional 
state, acute mental status change, altered mental status, 
organic brain syndrome,  and  reversible dementia . 

 INCIDENCE AND OUTCOMES 

 Approximately one-third of patients aged 70 or older 
who are hospitalized on a general medical unit experi-
ence delirium; the prevalence of delirium in intensive 
care units can be as high as 80%. Approximately one-
third of older adults presenting to the emergency depart-
ment are delirious. In postacute skilled nursing facilities, 
16%–23% of new admissions meet the full criteria for 
delirium, and an additional 49% may have some symp-
toms of delirium. Prevalence of delirium among older 
adults discharged from the hospital into community set-
tings and assisted living remains unknown. 

 Although delirium is traditionally viewed as a tran-
sient phenomenon, there is growing evidence that it 
may persist for weeks to months in a substantial portion 

of affected persons. Risk factors for having a delirium 
that does not resolve in a short period of time include 
being older than 90 years of age and having preexisting 
cognitive impairment. 

 There is consistent evidence that delirium is strongly 
and independently associated with poor outcomes such 
as increased risk for death, infections, prolonged hospi-
tal length of stay, and greater need for skilled nursing 
care after the acute illness. 

 CLINICAL FEATURES AND 
CHARACTERISTICS OF DELIRIUM 

  Acute onset:  Symptoms of delirium develop quickly, 
often over a period of hours to days. Delirium can 
go undetected in older adults with dementia because 
related cognitive changes typically are assumed to be 
caused by progression of the dementing disorder. 
  Fluctuating course:  Prompt recognition of delirium is 
especially challenging and often missed in residen-
tial settings because of its varied presentation and 
fl uctuating severity of symptoms in individuals over 
time. Fluctuations in level of consciousness, cogni-
tion, speech, and behavior can be unpredictable, but 
are often worse at night. Fluctuations caused by de-
lirium may be observable during the course of a care 
interaction or over the course of a day or more. The 
resident can seem fi ne one minute and then confused 
and agitated the next. 
  Disturbance of consciousness:  Consciousness occurs 
on a continuum and is related to the level of  alertness 
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of a resident. For example, a normal level of con-
sciousness is often described as  alert,  while a resident 
who is restless, overly sensitive to stimuli and easily 
startled may be described as  hypervigilant.  A  lethargic  
resident is drowsy but easily aroused, while someone 
who is  comatose  is unarousable. 
  Inattention:  Residents with mild cases of delirium 
are particularly prone to problems with attention. 
The resident may be awake and alert but is eas-
ily distracted by stimuli occurring in her or his sur-
rounding environment. The delirious resident may 
have diffi culty keeping to a task in conversation and 
activity. Eye contact during an interview is typically 
poor. 
  Changes in language:  Speech patterns may be poorly 
organized and diffi cult to follow. The resident may 
have diffi culty fi nding the right words and may mis-
pronounce words. Speech may also become slowed, 
slurred, and/or garbled. Knowing the resident’s nor-
mal speech patterns is critical when assessing for 
changes in language due to delirium. 
  Disorientation and memory impairment:  Memory loss 
and disorientation that suddenly worsens is often found 
in residents with delirium. Registration (i.e., encoding 
that involves receiving, processing, and combining re-
ceived information) and recent memory are the most 
affected. Confabulation, or making up details, occurs 
in approximately 15% of older adults with delirium. 
There may also be a tendency to mistake someone or 
something that is unfamiliar for the familiar. 
  Disordered thought:  Judgment and insight are acutely 
affected by delirium, as a result of which residents with 
delirium will often make poor decisions and exhibit 
unsafe behaviors. The ability to problem solve and 
think abstractly is impaired, and delusions (i.e., fi xed 
false beliefs) of harm or persecution are common. 
  Perceptual impairments:  A delirious resident will mis-
perceive objects, people, and situations in the envi-
ronment. A  distortion  is a perceptual impairment that 
results in the perception that objects have changed 
or are changing in shape, position, or motion.  Illu-
sions  are misinterpretations of sensory stimuli, such 
as hearing a gun shot when a door slams.  Hallucina-
tions  are sensory experiences without sensory stimu-
lation and can be visual, auditory, tactile, gustatory, 
or olfactory. It is common for visual hallucinations 
to occur at night. Visual hallucinations can take the 
form of shapes, or light, or be more complex like peo-
ple or animals. 
  Behavioral disturbances:  Behavioral disturbances 
such as hyperactivity and verbal and physical aggres-

sion are common and may place the resident (as well 
as other residents and staff ) at risk for injury. 
  Alterations in sleep–wake patterns:  Delirium may fi rst 
appear as a fragmentation or reduction of sleep at 
night. Residents then may begin to sleep more during 
the day. The resident with delirium may wake from a 
vivid dream or nightmare and believe that the dream 
was real. 

 Underrecognition of delirium is a major problem. 
Delirium may be mistaken for dementia or another 
psychiatric disorder, such as depression. To make this 
determination, the nurse must know the resident’s 
baseline status. In the absence of baseline data, infor-
mation from family members, caregivers, or others who 
know the resident is essential. An acute change in men-
tal status from baseline is not consistent with dementia 
and suggests delirium. In addition, a rapidly fl uctuating 
course (over minutes to hours) and an abnormal level 
of consciousness are also highly suggestive of delirium. 
Depression may also be confused with hypoactive or 
quiet delirium. 

 The Confusion Assessment Method (CAM) (Table 
31.1) is a useful method to screen for the presence or 
absence of delirium in older adults. Another scale that 
may be useful in the assisted living community is the 
Delirium-O-Meter (DOM), a 12-item behavioral rating 
scale that determines delirium severity and is designed 
to be used primarily by nursing staff (Table 31.2). It is 
easy to use, takes about 3–5 minutes to administer, and 
measures the severity of both hypoactive and hyperac-
tive symptoms of delirium.   

 THE SPECTRUM OF DELIRIUM 

 The classic presentation of delirium is presumed to be 
a wildly agitated resident. However, studies demon-
strate that agitated or hyperactive delirium represents 
only 25% of all cases. More common, especially in 
older adults, is  hypoactive  or  quiet delirium , or delir-
ium with mixed features. Hypoactive delirium is less 
recognized and appropriately treated less frequently 
even than hyperactive delirium. The fl uctuating nature 
of a delirium that changes from hypo- to hyperactive 
is also challenging to diagnose because nurses, and 
other health care providers, may fail to recognize that 
lucid intervals can still be characteristic of the disorder. 
Fluctuating symptoms of delirium make it diffi cult to 
detect for providers who spend only brief periods of 
time with residents. Nurses, who have more frequent 
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functional impairment in activities of daily living, and 
high medical comorbidity are consistent risk factors. 
Male gender, sensory impairment (i.e., poor vision and 
hearing), and history of alcohol abuse have also been 
reported by some studies. Among acute precipitating 
factors, medications, especially those that are sedat-
ing or highly anticholinergic (e.g., drugs for Parkinson’s 
disease or to treat urinary incontinence), uncontrolled 
pain, low hematocrit level, bed rest, and use of certain 
indwelling devices and restraints are associated with the 
development of delirium. A useful model suggests that 
delirium is precipitated when the sum of predisposing 
and precipitating factors crosses a certain threshold. In 
such a model, the greater the predisposing factors, the 
fewer precipitating factors are required to initiate de-
lirium. This would explain why older, frail persons de-
velop delirium in the face of stressors that are much less 
severe than those that can cause delirium in younger, 
healthy persons. A mnemonic for reversible risk factors 
for delirium is presented in Table 31.3.   

 POSTOPERATIVE DELIRIUM 

 Delirium may be the most common complication after 
surgery in older adults. Incidence is 15% after elective 
noncardiac surgery, and may exceed 50% after emer-
gency procedures such as hip fracture repair. A pro-
spectively validated clinical prediction rule for delirium 
after elective noncardiac surgery described  six risk fac-
tors  that can be identifi ed preoperatively: advanced age, 
cognitive impairment, physical functional impairment, 
history of alcohol abuse, markedly abnormal serum 
chemistries, and specifi cally undergoing either intratho-
racic surgery or surgery for an aortic aneurysm. Patients 
with none of these risk factors had a 2% risk of delir-
ium; those with one or two risk factors had a 10% risk; 
those with three or more risk factors had a 50% risk. 

 In addition to baseline risk factors, postoperative 
management plays an important role in the develop-
ment of delirium. Contrary to popular belief, the peak 
incidence of delirium is not immediately upon emer-
gence from anesthesia, but on the second postopera-
tive day. The stresses of surgery and anesthesia are not 
likely to be the sole precipitants of most cases of post-
operative delirium. 

 Several studies demonstrate that the route of intra-
operative anesthesia, whether general, spinal, epidural, 
or other, has little impact on the risk of delirium. Post-
operative medication management plays a much more 
important role: benzodiazepines and certain opioids, 

31.1 
The Confusion Assessment 
Method

CONFUSION ASSESSMENT METHOD

1. Acute change in mental status and fl uctuating course
  —Is there evidence of an acute change in cognition 

from the resident’s baseline?
  —Does the abnormal behavior fl uctuate during the 

day, that is, tend to come and go, or increase and 
decrease in severity?

2. Inattention
  —Does the resident have diffi culty focusing 

attention, for example, being easily distractible, or 
having diffi culty keeping track of what is being said?

3. Disorganized thinking
  —Is the resident’s thinking disorganized or 

incoherent, for example, rambling or irrelevant 
conversation, unclear or illogical fl ow of ideas, 
or unpredictable switching from subject to subject?

4. Altered level of consciousness
  —Is the resident’s mental status anything besides 

alert, that is, vigilant (hyperalert), lethargic (drowsy, 
easily aroused), stuporous (diffi cult to arouse), 
or comatose (unarousable)?

The diagnosis of delirium requires the presence of 
features 1 and 2 and either 3 or 4

Source: http://www.hartfordign.org/uploads/File/trythis/issue13_cam.pdf.

and regular contact with residents, are often in the best 
position to document changes in alertness, cognition, 
and behavior. 

 RISK FACTORS 

 The cornerstone of management of delirium focuses 
on assessment and treatment of modifi able risk factors. 
Fortunately, research has identifi ed several consistent 
risk factors for delirium in older adults. These risk fac-
tors classify into two groups: (a) baseline factors that 
predispose individuals to delirium and (b) acute fac-
tors that precipitate delirium. Among the predisposing 
factors, advanced age, preexisting dementia, preexisting 

http://www.hartfordign.org/uploads/File/trythis/issue13_cam.pdf


188    Section III Syndromes

31.2 Delirium-O-Meter

0 1 2 3

1.  Sustained 
attention

Is able to concentrate 
for longer periods of 
time during activities/
conversation

Absent-minded, 
questions needs to be 
repeated sometimes

Easily distracted, 
questions need to 
be repeated most 
of the time

Not able to sustain 
attention at all, reacts 
to all kind of stimuli

2.  Shifting 
attention

Switches between 
topics of conversation 
or activities without 
any problem

Occasionally continues 
talking about a 
previously discussed 
topic

Much diffi culty 
shifting attention 
toward new 
activities/topics

Not at all able to 
raise attention or 
shift it toward new 
topics/activities

3.  Orientation 
(test!)

Says correct date, 
knows where he is/his 
way around, recognizes 
persons

No problems other 
than saying the exact 
date and day of 
the week

Disoriented in time 
and place, doesn’t 
fi nd his own room, 
doesn’t know where 
he is

Disoriented in time 
and place and person, 
recognizes family 
members insuffi ciently

4. Consciousness Appears wide awake 
and alert during 
the day

Distracted look, as 
if he just woke up 
and is not quite well 
awake

Clearly appears to 
be sleepy, eyes are 
shut frequently, but 
does respond

Hard to awake, 
hardly responds 
when spoken to

5. Apathy Starts conversation, 
shows interest, appears 
to be motivated to do 
something

Shows interest only 
when others invite 
him/her, but does 
not appear ‘empty’

Almost no initiative 
and shows little 
interest in others 
(appears ‘empty’)

Does not do anything, 
appears to be 
emotionally ‘empty’

6.  Hypokinesia/
psychomotor 
retardation

Normal spontaneous 
pattern of movements

Often sits inactively 
but just a little 
encouragement leads 
to activity

Little spontaneous 
movements, arms 
motionless or crossed 
before chest

No movement of 
arms or legs unless 
stimulated strongly

7. Incoherence What the resident says 
is easy to understand 
even for someone who 
does not know him 
very well

What the resident 
says is not always 
easy to understand, 
sometimes jumps 
from one topic to 
another

Clearly hard to follow, 
associative, sentences 
appear unrelated, 
sometimes stops in 
the middle of a 
sentence

Not able to express 
a coherent thought, 
unfi nished sentences, 
loose words, yells, 
moaning

8.  Fluctuations in 
functioning

No diurnal variation 
in functioning, normal 
sleep–wake cycle

Minimal fl uctuations 
(during the day or in 
sleep–wake cycle)

Moderate fl uctuations 
(during daytime or in 
sleep–wake cycle)

Very marked diurnal 
variations or severely 
disrupted sleep–wake 
cycle 

9. Restlessness Is able to sit and relax, 
work on something or 
speak with someone 
without being restless

A little bit jumpy, 
fi dgety, restless, 
rocks chair

Agitated, paces up and 
down the room, slightly 
irritated, restless arm 
movements

Extremely restless, 
irritated, plucking, 
oppositional behavior, 
pulls out catheter, 
restrictive measures 
used

(continued)
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31.3  Mnemonic for Reversible Causes of Delirium

Drugs Any new additions, increased doses, or interactions
Consider over-the-counter drugs and alcohol
Consider esp. high-risk drugs (see Table 31.6)

Electrolyte disturbances Especially dehydration, sodium imbalance
Thyroid abnormalities

Lack of drugs Withdrawals from chronically used sedatives, including 
alcohol and sleeping pills
Poorly controlled pain (lack of analgesia)

Infection Especially urinary and respiratory tract infections

Reduced sensory input Poor vision, poor hearing

Intracranial Infection, hemorrhage, stroke, tumor
Rare: consider only if new focal neurologic fi ndings, suggestive 
history, or workup otherwise negative

Urinary, fecal Urinary retention: cystocerebral syndrome
Fecal impaction

Myocardial, pulmonary Myocardial infarction, arrhythmia, exacerbation of heart failure, 
exacerbation of chronic obstructive pulmonary disease, hypoxia

31.2 Delirium-O-Meter (continued   )

0 1 2 3

10.  Delusions 
(thinking)

Thoughts are ‘in 
sync’ with reality, 
no unfounded or 
unrealistic beliefs, 
no suspiciousness or, 
distrustful attitude

Somewhat distrustful, 
suspicious, sometimes 
thinks he is put behind, 
often asks “Why 
this . . .”

Clearly suspicious, has 
unrealistic, unfounded 
or bizarre ideas, for 
example, says he lives 
in the hospital

Is extremely 
suspicious or 
convinced of bizarre 
ideas and that makes 
it very hard to redirect 
the resident

11.  Hallucinations 
(perceiving)

Perception; what he 
sees/hears/smells/
senses/tastes matches 
reality

Occasional distorted 
perception of objects, 
for example, curtains/
wallpaper motifs seen 
as little animals

Perceives persons, 
objects, smells, tastes, 
sounds or animals that 
are actually not there, 
can be redirected

Constantly perceives 
things that aren’t 
there, can not be 
redirected, is hard to 
interact with

12. Anxiety/fear Feels at ease, 
not anxious

Somewhat 
apprehensive about 
what is going on 
or what will happen

Clearly anxious, 
fearful, needs some 
reassurance

Extremely anxious, 
frightened, needs a lot 
of reassurance

Name______________________________ M/F Date of birth__________ Total score___________
Observer___________________________ Unit_____ Date_________
Circle one: day-/ evening-/nightshift
From “Delirium-O-Meter: A Nurses’ Rating Scale for Monitoring Delirium Severity in Geriatric Patients,” by J. F. M. de Jonghe, K. J. Kalisvaart, J. F. M. Timmers, 
M. G. Kat, and J. C. Jackson, 2005, International Journal of Geriatric Psychiatry, 20, pp. 1158–1166. Copyright ©2005 by John Wiley & Sons, Ltd. Reprinted 
with permission.
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especially meperidine, are strongly associated with de-
velopment of delirium. Although pain medications can 
cause delirium, adequate pain management is also im-
portant, because high levels of postoperative pain have 
also been associated with delirium. Strategies to provide 
adequate analgesia with minimal doses of opioids should 
be employed. These include the use of scheduled rather 
than as-needed dosing, patient-controlled or regional 
analgesia, and opioid-sparing analgesics such as acet-
aminophen or nonpharmacologic approaches, such as 
ice packs. Low postoperative hematocrit level (< 30%) 
is associated with postoperative delirium. Appropriate 
transfusion of high-risk patients should be considered, 
especially after elective procedures for which autologous 
blood is available, though transfusions have not yet been 
shown to reduce delirium. 

 Several studies noted that there is a high incidence 
of cognitive dysfunction in patients who have had coro-
nary artery bypass graft surgery (CABG). Although the 
exact nature and frequency of this dysfunction remains 
an area of active study, one large longitudinal study 
showed a 53% incidence of cognitive decline at hospi-
tal discharge, 36% at 6 weeks, and 24% at 6 months. 
None of the existing studies of cognitive outcomes after 
CABG explicitly assessed for delirium, thus the inter-
play between delirium and these more global measures 
of cognitive dysfunction remains unknown. 

 EVALUATION 

 All residents with newly diagnosed delirium require 
a careful history, physical examination, and targeted 
laboratory testing. Most of the treatable causes for de-
lirium lie outside the central nervous system, and these 
should be investigated fi rst. Because multiple contribut-
ing factors are often present, the workup should not be 
stopped because a single cause is identifi ed. Key steps 
in the evaluation and management of delirium are sum-
marized in Table 31.4.   

 The history should focus on the time course of the 
changes in mental status and their association with other 
symptoms or events (e.g., fever, shortness of breath, 
medication change). Inasmuch as medications are the 
most common and treatable cause of delirium, a care-
ful medication history, using the nursing administration 
sheets in the hospital or a brown-bag review (i.e., when 
the individual brings all of his or her medications in 
a brown bag to his or her health care provider) in in-
dependent living settings, is important. In the assisted 
living setting the nurse has the opportunity to evaluate 
the resident’s medications in the home setting. The resi-

dent’s use of over-the-counter drugs and alcohol should 
not be overlooked. Physical examination should include 
vital signs and oxygen saturation, and a careful general 
physical assessment that includes a mental status ex-
amination (Table 31.5), gait, and functional assessment. 
The emphasis should be on identifying acute medical 
problems or exacerbations of chronic medical problems 
that might be contributing to delirium. Most residents 
with suspected delirium will require at least a complete 
blood cell count, electrolytes, and kidney function tests. 
Urinalysis, tests for liver function, serum drug levels, 
and arterial blood gases, as well as chest radiograms, 
electrocardiogram, and appropriate cultures are helpful 
in selected situations. Brain imaging is rarely helpful, 
except in cases of head trauma or new focal neurologic 
fi ndings.   

 MANAGEMENT AND INTERVENTIONS 

 Older adults with delirium are particularly vulnerable 
to complications and poor outcomes and must be given 
special care. This requires a team effort that can, if 
possible, include the family. A multifactorial approach 
is the most successful since many factors contribute 
to delirium; thus, multiple interventions, even if indi-
vidually small, may yield marked clinical improvement 
(see Table 31.4). Failure to identify and manage delir-
ium properly may result in costly and life-threatening 
complications and long-term loss of function. 

 Modifying the risk factors that contribute to de-
lirium is critically important. Some factors, such as 
age and prior cognitive impairment, cannot be modi-
fi ed. However, even some predisposing factors, such 
as sensory impairment, may be modifi able through 
proper use of eyeglasses and hearing aids. Drugs are 
the most common reversible causes of delirium. An-
ticholinergics, H 2 -blockers, benzodiazepines, narcot-
ics, and antipsychotic medications should be replaced 
with drugs that have no central nervous system effects. 
For example, an H 2 -blocker, such as ranitidine (Zantac) 
may be replaced by antacids or proton-pump inhibitors, 
and regular dosing of 1 g of acetaminophen three times 
daily may reduce or eliminate the need for narcotic an-
algesics in many residents (see Table 31.6).   

 The delirious resident is susceptible to a wide range 
of secondary complications; careful surveillance is criti-
cal. Bowel and bladder function should be monitored 
closely, but urinary catheters, which can lead to uri-
nary tract infection, are to be avoided unless treating 
urinary retention. Bowel stimulants and stool soften-
ers can be used to prevent constipation, particularly in 
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31.4 Management of Delirium

STEP KEY ISSUES PROPOSED TREATMENT

1.  Identify and treat reversible 
contributors

Medications Reduce or eliminate offending medications, 
or substitute less psychoactive medications

Infections Treat common infections: urinary, respiratory, 
soft-tissue

Fluid balance disorders Assess and treat dehydration, heart failure, 
electrolyte disorders

Impaired CNS oxygenation Treat severe anemia (transfusion), hypoxia, 
hypotension

Severe pain Assess and treat; use local measures and 
scheduled pain regimens that minimize 
narcotic analgesics

Sensory deprivation Use eyeglasses, hearing aid, portable amplifi er

Elimination problems Assess and treat urinary retention and 
fecal impaction

2. Maintain behavioral control Behavioral interventions Teach staff appropriate interaction with 
delirious residents
Encourage family visitation

Pharmacologic interventions Only if necessary, use low-dose antipsychotics

3.  Anticipate and prevent 
or manage complications

Urinary incontinence Implement scheduled toileting program

Immobility and falls Avoid physical restraints; mobilize with 
assistance; employ physical therapy

Pressure ulcers Mobilize
Reposition immobilized resident frequently 
and monitor pressure points

Sleep disturbance Implement a nonpharmacologic sleep hygiene 
program, including a nighttime sleep protocol
Avoid sedatives

Feeding disorders Assist with feeding; use aspiration 
precautions; provide nutritional 
supplementation as necessary

4.  Restore function in 
delirious residents

Institutional environment Reduce clutter and noise (esp. at night); 
provide adequate lighting; have familiar 
objects brought from home

Ability to perform ADLs As delirium clears, match performance to capacity

Family education, support, 
and participation

Provide education about delirium, its causes, 
its reversibility, how to interact, and family’s role in 
restoration of function

Note: ADLs = activities of daily living; CNS = central nervous system.
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31.5 Components of a Mental Status Exam 

COMPONENT METHOD OF ASSESSMENT

Level of consciousness Is the resident alert, lethargic, hypervigilant, comatose? Is the resident able 
to remain engaged and focused during the interview without fl uctuation in 
attention, concentration, and level of alertness?

Appearance and behavior Is the resident clean and well groomed, or disheveled? Is the manner of dress 
appropriate for the temperature and season? Is the resident cooperative and 
engaged in the interview process, or agitated and restless? Describe the 
psychomotor behavior of the resident during the interview.

Speech and language Describe the rate, rhythm, fl uidity, spontaneity, and latency of speech.

Mood and affect Describe the resident’s mood in his own words (subjective mood) and the nurse’s 
perception of mood (observed mood). Does the resident feel like his usual self 
(vital sense)? Describe the resident’s perception of his self attitude. Are there any 
thoughts of a passive death wish or suicidal ideation?

Thought content and 
perceptions

Assess for the presence of hallucinations (sensory perceptions without a stimulus), 
illusions (misperceptions or distortions of sensory stimuli), and delusions 
(fi xed false beliefs).

Insight and judgment Is the resident aware and appreciative of his cognitive defi cits? Does the resident 
display good judgment by being able to assess a situation, weigh the facts, and 
draw an appropriate conclusion?

Cognition Use of a cognitive screening tool such as the Mini Mental State Examination 
(MMSE) is helpful when assessing: orientation, registration, calculation, recall, 
language, and visual spatial ability.

From “Mini-Mental State: A Practical Method for Grading the Cognitive State of Patients for the Clinician,” by M. Folstein, S. Folstein, and P. McHugh, 1975, Journal of 
Psychiatric Research, 2, pp. 189–198. Copyright ©1975 by Pergamon Press. Reprinted with permission. 

those who are taking narcotic analgesics. Complete bed 
rest should be avoided, as it may lead to increasing dis-
ability through muscle disuse, development of pressure 
ulcers, and atelectasis (i.e., lung collapse). Exercise and 
ambulation prevent the deconditioning often associated 
with decreased mobility. Malnutrition can be avoided 
with the use of nutritional supplements and careful at-
tention to food and fl uid intake. Some delirious resi-
dents may need cueing or hand-over-hand assistance 
with feeding. This involves guiding the resident’s hand 
to self-feed rather than feeding the resident. 

 Managing behavioral problems while ensuring both 
the comfort and safety of the resident can be challeng-
ing. Nonpharmacologic behavioral measures can help 
provide orientation and a feeling of safety for the resi-

dent. Ideally, try to normalize the resident’s environ-
ment and routine. Orienting items such as a clock (with 
a real face), calendar, window view, familiar objects, 
and meaningful photographs should be made available. 
Limit background noise. For example, take the delirious 
resident out of the dining room when another resident 
starts yelling or when the clang of trays, dishes, and 
chairs gets to be overwhelming. Get the resident’s at-
tention before trying to communicate and give simple, 
one-step directions. Residents should also be encour-
aged and cued to wear their eyeglasses and hearing 
aids. Avoid the use of physical restraints with a resident 
who is delirious. Evidence from nursing home settings 
suggests that such restraints probably do not decrease 
the rate of falls by confused ambulatory residents, and 
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31.6 Drugs to Reduce or Eliminate in the Management of Delirium

AGENT ADVERSE EFFECTS POSSIBLE SUBSTITUTES COMMENTS

Alcohol CNS sedation and 
withdrawal

If history of heavy intake, 
careful monitoring and 
benzodiazepines if 
withdrawal symptoms

Alcohol history is 
imperative

Anticholinergics 
(oxybutynin, benztropine)

Anticholinergic toxicity A lower dose, behavioral 
measures

Rare at low doses

Anticonvulsants (esp. 
primidone, phenobarbital, 
phenytoin)

CNS sedation and 
withdrawal

Alternative agent or none Toxic reactions can occur 
despite therapeutic drug 
levels

Antidepressants, esp. 
tricyclic agents 
(amitriptyline, imipramine, 
nortriptyline, desipramine) 

Anticholinergic toxicity SSRIs or other agents Tricyclics may be used as 
treatment for chronic pain

Antihistamines (including 
diphenhydramine)

Anticholinergic toxicity Nonpharmacologic protocol 
for sleep

Must take OTC 
medication history

Antiparkinsonian agents 
(levodopa-carbidopa, 
dopamine agonists, 
amantadine)

Dopaminergic toxicity A lower dose; adjusted 
dosing schedule

Usually with end-stage 
disease and high doses

Antipsychotics, esp. low-
potency anticholinergic 
agents and atypical 
agents (clozapine)

Anticholinergic toxicity; 
CNS sedation

No agents or, if necessary, 
low-dose high-potency 
agents

Increased risk of stroke and 
mortality associated with 
long-term use, primarily for 
agitation in dementia

Barbiturates CNS sedation; severe 
withdrawal syndrome

Gradual discontinuation or 
benzodiazepine

In most cases, should no 
longer be prescribed; avoid 
inadvertent or abrupt 
discontinuation

Benzodiazepines, esp. 
long-acting (including 
diazepam, fl urazepam, 
chlordiazepoxide)

CNS sedation Nonpharmacologic sleep 
management; intermediate 
agents (lorazepam)

Associated with delirium 
in medical and surgical 
residents

Benzodiazepines: ultra 
short-acting (including 
triazolam, alprazolam)

CNS sedation and 
withdrawal

Nonpharmacologic sleep 
management; intermediate 
agents (lorazepam, 
temazepam)

Associated with delirium 
in case reports and series

Chloral hydrate CNS sedation Nonpharmacologic sleep 
protocol

No better for delirium 
than benzodiazepines

(continued)
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31.6 Drugs to Reduce or Eliminate in the Management of Delirium (continued  )

AGENT ADVERSE EFFECTS POSSIBLE SUBSTITUTES COMMENTS

H2-blocking agents Possible anticholinergic 
toxicity

A lower dosage; antacids or 
proton-pump inhibitors

Most common with 
high-dose intravenous 
infusions

Non-benzodiazepine 
hypnotics (e.g., zolpidem)

CNS sedation and 
withdrawal

Nonpharmacologic sleep 
protocol

Like other sedatives, can 
cause delirium

Opioid analgesics Anticholinergic toxicity, 
CNS sedation, fecal 
impaction

Local measures and 
nonpsychoactive pain 
medications around 
the clock; opioids only 
for breakthrough and 
severe pain

Higher risk in residents 
with renal insuffi ciency; 
must titrate risks from 
drugs versus risks 
from pain

Almost any medication if 
time course is appropriate

Consider risks and 
benefi ts of all medications 
in the older adult

Note: CNS = central nervous system; OTC = over-the-counter; SSRI = selective serotonin-reuptake inhibitor.

may aggravate the underlying delirium and actually in-
crease the risk of fall-related injury. Calm reassurance 
provided by a sitter or family member is much more ef-
fective than the use of physical restraints or drugs (such 
as antipsychotics). 

 Chemical intervention may be necessary for symp-
toms such as delusions or hallucinations that are 
frightening to the resident when verbal comfort and re-
assurance are not successful. Some delirious residents 
display behavior that is dangerous to themselves or oth-
ers and cannot be calmed by providing a sitter or family 
companionship. However, the mere presence of delirium 
is not an indication for pharmacologic intervention. In-
dications for such interventions should be clearly iden-
tifi ed, documented, and constantly  reassessed. 

 When medications are used, antipsychotics are 
preferred. However, these medications must be used 
cautiously, as they may actually prolong delirium and 
may increase the risk of complications by converting 
a hyperactive, confused resident into a stuporous one 
whose risk of a fall or aspiration is increased. If an-
tipsychotic medications are used, it is very important 
to assess for akathisia (i.e., motor restlessness) that 

may be an adverse effect of high-potency antipsychotic 
medications—and can be confused with worsening de-
lirium. The treatment for akathisia is less, not more, 
antipsychotic medication. Because of extrapyramidal 
effects, haloperidol should be avoided in older adults 
with parkinsonism, and a benzodiazepine such as lora-
zepam OL  may be substituted. Low doses of atypical 
antipsychotic agents may be effective in delirium, as 
well. (The atypical antipsychotics are associated with 
increased risk of stroke and mortality, primarily in long-
term use for agitation in dementia.) As with physical 
restraints, in all cases where pharmacologic restraints 
are used, the health care team must clearly identify 
the target symptoms necessitating their use, frequently 
review the effi cacy of the sedative or antipsychotic in 
controlling the target symptoms, and assess the resi-
dent for adverse effects and complications. 

 It is important to stress to family members that de-
lirium is usually not a permanent condition but, rather, 
improves over time. Unfortunately, the persistence of 
delirium is common. Thus, when counseling families, 
it is important to point out that many cognitive defi cits 
 associated with the delirium syndrome can continue, 
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abating only weeks and even months following the 
illness. Advanced age (85 years or older), preexisting 
cognitive impairment, and severe illness are risk fac-
tors for slow recovery of cognitive function. Careful 
monitoring of mental status and provision of adequate 
functional supports during this period are necessary to 
give the resident the maximum chance of returning to 
his or her baseline level. Family members can play an 
important role in the assisted living community by pro-
viding appropriate orientation, support, and functional 
 assistance. 

 PREVENTION 

 The most effective way to manage delirium is to pre-
vent it from developing in the fi rst place. A study dem-
onstrated that a unit-based proactive multifactorial 
intervention reduced the incidence of delirium among 
older hospitalized patients age 70 or older by more than 
one-third. Six intervention components were used se-
lectively on the basis of patient-specifi c risk factors de-
termined at an admission assessment. These included 
interventions for cognitive impairment, sleep depriva-
tion, immobility, visual impairment, hearing impair-
ment, and dehydration. Among these, the most creative 
and successful intervention was a nonpharmacologic 
sleep protocol that involved trained volunteers offering 
patients warm milk, back rubs, and soothing music at 
bedtime; this intervention substantially reduced the use 
of sedative-hypnotic medication. Similar programs to 
prevent delirium should be developed and implemented 
in assisted living settings. 

 Multifactorial interventions are useful in preventing 
delirium. There are no standard guidelines or interven-
tions that have been proven to best  treat  delirium in 
institutional settings. There is a critical need for more 
research on how to optimally manage the delirious indi-
vidual and the development of novel approaches based 

on a better understanding of the pathophysiology of this 
common, debilitating, and costly syndrome. 
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 32 
 Sleep Disorders 
 Cathy A. Alessi and Ethel Mitty 

gesting that these risk factors, rather than aging per se, 
account for insomnia in the majority of those studied. 
However, some primary sleep disorders, such as sleep 
apnea and periodic limb movements in sleep, increase 
in prevalence with age. Although some studies have 
shown an increased risk of sleep complaints in women, 
others have not. Studies have shown that self-reported 
sleeping diffi culties are more common in older Black 
Americans, particularly women and those with depres-
sion and chronic illness. 

 Unfortunately, late-life insomnia is commonly a 
chronic problem. A study of older people in Britain 
found that 36% of those with insomnia at baseline re-
ported severely disrupted sleep 4 years later. Of those 
who reported the use of prescription hypnotics at base-
line, 32% were still using these agents 4 years later. An-
other study of a volunteer sample of urban women aged 
85 years and older found that all had health problems 
and sleeping diffi culties, and the majority regularly used 
alcohol, OTC sleeping medication, or both, in an effort 
to improve their sleep. Previous research has suggested 
that insomnia is a predictor of death and nursing-home 
placement in older men, but not in older women. 

 Interestingly, the prevalence of insomnia among as-
sisted living residents is similar to that reported among 
nursing home residents, that is, 70%. A study of as-
sisted living residents found that 69% reported sleep 
disturbance: 42% described symptoms of insomnia, 
and almost 37% described EDS. Residents with insom-
nia performed better on the Mini-Mental Status Exam 
(MMSE) and on physical performance than did residents 
who did not report insomnia. One of the treatments for 

 Excessive sleepiness or excessive daytime somnolence 
(EDS) is a common syndrome affecting older adults. 
The three major causes are insomnia, restless leg syn-
drome (RLS), and obstructive sleep apnea (OSA). EDS 
is associated with circadian rhythm or sleep pattern 
disorder, insomnia, medications, lifestyle factors, psy-
chological disorders, and medical illness. Many older 
adults as well as health care professionals regard day-
time sleepiness as normal for older adults and believe 
that nothing can be done about it. This misperception 
prevents appropriate evaluation and treatments—many 
of which are quite effective (see Table 32.1). 

 EPIDEMIOLOGY 

 There is a high prevalence of sleeping problems among 
older adults. The most common sleeping complaints 
among community-dwelling older adults are diffi culty 
falling asleep (37% of the sample), nighttime awaken-
ing (29%), and early morning awakening (19%). Day-
time sleepiness is also common; 20% of community-
dwelling older adults report that they are usually sleepy 
in the daytime. As a consequence of such complaints, at 
least one-half of community-dwelling older adults use 
either over-the-counter (OTC) or prescription sleeping 
medications. 

 Three large epidemiologic studies of older adults 
found an association between sleep complaints and 
risk factors for sleep disturbance (e.g., chronic illness, 
mood disturbance, less physical activity, and physical 
disability) but little association with older age, sug-



198    Section III Syndromes

 depression is sleep deprivation; some data show that 
insomnia is associated with decreased mortality. How-
ever, other data indicate that daytime sleepiness (and 
daytime nap takers) have an increased mortality rate 
over 4 years and demonstrate less robust cognitive 
performance and functionality in comparison to those 
who do not exhibit daytime sleepiness. In this study, 
insomnia was treated with hypnotics and nonsedating 
antidepressants. 

 SLEEP ARCHITECTURE 

  Sleep architecture  is a term used to describe the sleep 
cycle or stages—and wakefulness—during a single 
sleep period; it consists of rapid eye movement (REM) 
and non-REM sleep. Circadian rhythms (also known as 
biorhythms) regulate body temperature, metabolism, 
digestive processes, hormone secretion, and the qual-
ity and distribution of the stages of sleep. A circadian 
rhythm has a daily periodicity but is somewhat longer 
than 24 hours and varies between individuals. Circa-
dian rhythms are present, as well, in plants and animals 
and are independent of time cues, per se. They are, 
however, dependent on light cues for the sleep–wake 
cycle. A consistent wake-up time helps the circadian 
rhythm remain aligned with the time of day. Although 
age-related changes in circadian rhythm do not result in 

insomnia, older adults can become less responsive to 
changes in the light of day. As such, they might catnap 
in the early evening and then be unable to fall asleep or 
remain asleep when they go to bed (this is sometimes 
known as advanced sleep phase syndrome or ASPS). It 
is important to accurately describe and document the 
awake and sleep patterns of older adults who describe 
being unable to sleep or are wakeful at night. Overall, 
many older adults have decreased total sleep time and 
total sleep effi ciency. 

 Sleep Stages 
 Sleep cycles last 90 to 110 minutes and typically consist 
of one non-REM and one REM stage. REM sleep oc-
curs during the last third of total sleep. Non-REM sleep 
is associated with quality of the immune and digestive 
systems and consists of four stages: 

 Stage 1: light sleep; duration: 5–10 minutes; occurs 
between being asleep and being awake; breathing: 
slow and regular; heart rate, slightly decreased; eyes 
roll slowly back and forth. 
 Stage 2: true sleep; little muscle, eye, or body move-
ment; fragmentary thoughts and images; approxi-
mately 50% of total sleep time. 
 Stage 3: also known as delta sleep or slow wave sleep 
(SWS); very deep sleep stage; pulse and respiratory 

Bedtime Actual time that a person starts to try to fall asleep; not the same as the time when the 
person got into bed.

Sleep latency Amount of time between settling in for sleep and actually falling asleep (i.e., sleep onset).

Sleep effi ciency Entire period of time between when the lights were turned off and the person gets up for 
the fi nal time in the morning; does not necessary mean up and out of bed. Mathematically: 
the amount of time asleep divided by the amount of time in bed expressed as a percentage. 
For example, slept 6 hours; in bed 8 hours = 75% sleep effi ciency.

Number of awakenings Number of times a person wakes up after falling asleep but is able to get back to sleep.

Wake after sleep onset Sum of all wakefulness time after having fallen asleep the fi rst time.

Total sleep time Total amount of time asleep, including naps, in 24 hours. 

32.1  Sleep Terminology
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rate further decreased; sleep-walking occurs during 
this delta stage. 
 Stage 4: deepest sleep stage; usually occurs in the 
fi rst third of total sleep time; also known as dream 
sleep or S-state sleep; only a few minutes long, at 
fi rst, and then lengthens as sleeping continues. 

 Suffi cient REM sleep is associated with emotional 
well-being, memory retention, and accounts for al-
most 20% of total sleep. Studies demonstrate that 
interrupting or denying REM sleep over a prolonged 
period can cause aberrant behavior, including psycho-
sis. REM sleep is characterized by rapid eye move-
ments (hence, its name); increased heart rate and 
irregular respirations; relaxed musculature of the up-
per airway; more oxygen consumption by the brain; 
and a disappearance of body temperature regulation. 
Vivid, active, complex dreams occur during REM 
sleep, as can penile erection. Two phases of REM are 
present in every stage: 

 Tonic REM: body is virtually motionless, and there is 
increased cerebral blood fl ow. 
 Phasic REM: respiratory and cardiac rate is irregular; 
rapid eye movement is present. 

 CHANGES IN SLEEP WITH AGING 

 Circadian rhythm changes with aging are subtle and do 
not result in insomnia. However, older adults can be 
less responsive to changes in the light of day and, as 
such, will feel sleepy in the early evening, go to sleep, 
wake up around 3 or 4  A.M ., and then be unable to 
fall back asleep. Older adults have decreased sleep ef-
fi ciency (time asleep divided by time in bed), stable or 
decreased total sleep time, and increased sleep latency 
(time to fall asleep). Older adults also report an earlier 
bedtime and earlier morning awakening, more arousals 
during the night, and more daytime napping. Signifi cant 
age-related changes in sleep structure (architecture) as 
measured by polysomnography include a decrease in 
stage 3 and stage 4 sleep (the deeper stages of sleep). 
Stages 1 and 2 (the lighter stages of sleep) increase 
or remain the same. The decline in deep sleep seems 
to begin in early adulthood and progresses through-
out life. In persons over age 90 years, stages 3 and 4 
may disappear completely. Other common fi ndings in-
clude an earlier onset of REM sleep and decreased total 
REM sleep. Older adults have more equal distribution 
of REM sleep throughout the night, whereas younger 

people have longer periods of REM sleep as the night 
progresses. 

 The signifi cance of these changes in sleep is unclear. 
Most experts believe that the decreased sleep in older 
people is due to a decreased  ability  to sleep, rather than 
a decreased  need  for sleep. However, some research 
has shown that after a period of sleep deprivation older 
people show less daytime sleepiness, less evidence of 
decline in performance measures, and a quicker re-
covery of normal sleep structure than younger people. 
Older people have more sleep disturbance with jet lag 
and shift work, which may refl ect physiologic changes 
in circadian rhythm with age. In addition, it is not clear 
to what extent changes in sleep are due to changes of 
normal aging or to pathologic changes from other pro-
cesses. In studies comparing good sleepers with poor 
sleepers, poor sleepers take more medications, make 
more physician visits, and have poorer self-ratings of 
health. 

 ASSESSMENT OF SLEEP 

 The National Institutes of Health (NIH) consensus state-
ment “Treatment of Sleep Disorders of Older People” 
(NIH, 1990) suggests that clinicians (e.g., nurses) ask 
some simple questions: 

 Are you satisfi ed with your sleep? 
 How diffi cult is it for you to fall asleep? To stay 
asleep? (Ask some probing questions, depending on 
the response: Do your legs jump around? Are you in 
pain? Do you have trouble breathing at night?) 
 Does sleep or fatigue interfere with your daytime ac-
tivities? (Probe: Do you think you are waking up too 
early/not getting enough sleep?) 
 Does your bed partner or others (e.g., roommate) 
complain about your loud breathing during sleep, in-
terrupted breathing, or leg movements? 

 Similar screening questions can be quite useful 
to identify sleep complaints in the older adult. Tran-
sient sleep problems (e.g., those lasting less than 2 to 
3 weeks) are usually situational; persistent sleep prob-
lems are likely to require more detailed evaluation. 

 To obtain a careful description of the sleep com-
plaint, ask the resident to keep a  sleep log  for 5–7 days, 
recording each morning the time spent in bed, the es-
timated amount of sleep, the number of awakenings, 
the time of morning awakening, and any symptoms he 
or she recalls having had during the night. This should 
be supplemented by information from the bed partner, 
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or others who may have observed unusual symptoms 
during the night. Several validated sleep question-
naires can be used. Reports (e.g., of painful joints) 
should be followed by a careful examination of the 
affected areas. Reports of nocturia that disrupts sleep 
should be followed by evaluation for cardiac, renal, or 
prostatic disease, or diabetes mellitus. Careful mental 
status testing is also indicated. The fi ndings of the his-
tory and physical examination should guide laboratory 
testing. 

  Polysomnography  is the gold standard and is indi-
cated when the clinician suspects a primary sleep dis-
order, such as sleep apnea, periodic limb movement 
disorder, or violent or other unusual behaviors during 
sleep. Objective methods to measure sleep other than 
traditional polysomnography in a sleep laboratory have 
been developed and are being used more extensively 
in studies of sleep.  Portable monitoring systems  for use 
in the home have been developed and are used pri-
marily to screen for sleep apnea. These systems gen-
erally measure pulse oximetry, heart rate, respiration, 
and nasal airfl ow. Although they are used extensively, 
research testing the validity of these systems is ongo-
ing. Another methodology is a wrist-activity monitor, 
which estimates sleep versus wakefulness on the basis 
of the person’s wrist activity. Some studies have dem-
onstrated that the wrist monitor is sensitive enough to 
assess the effi cacy of treatment for insomnia in older 
people. 

 The Epworth Sleepiness Scale (ESS) is a valid and 
reliable instrument to assess the severity of EDS and 
whether or not additional workup is needed. The ESS 
is easy to administer and score, and is available on the 
Internet. Respondents indicate—using a Likert-type 
scale—whether they would never doze (0), had a slight 
chance of dozing (1), a moderate chance of dozing (2), 
or a high chance of dozing (3) with regard to eight, very 
simply described situations, such as: sitting and read-
ing, in a car while stopped in traffi c, sitting inactively 
at a meeting or in the theatre, and so forth. The range 
of the numerical results indicate whether or not the in-
dividual is getting enough sleep or is at risk from sleep-
lessness. This is a subjective report of sleepiness; if the 
respondent is not suffi ciently English-language literate, 
results could be inaccurate. 

 The Pittsburg Sleep Quality Index (PSQI) measures 
seven areas of sleep, including sleep quality, duration, 
and disturbances and obtains information about the 
person’s use of sleep medications, his or her ability to 
function in the daytime over the preceding 30 days, his 
or her usual bedtime, length of time to fall asleep, usual 
arising time, and the hours spent actually sleeping (that 

might be other than the hours spent in bed). Likert-type 
questions address the frequency in the past month that 
the older adult was unable to get to sleep in 30 minutes, 
woke in the middle of the night, felt too cold or too hot, 
had bad dreams, had been in pain, and so forth. As 
with the ESS, the PSQI has risks associated with lan-
guage literacy; it is a subjective report. Nevertheless, 
both assessments/scales can be used for comparative 
measurements with older adults in a variety of settings 
including community-based living as well as to track 
the effi cacy of specifi c interventions with a specifi c per-
son in a specifi c setting. (This would appear to be the 
epitome of person-centered care.) 

 A  questionnaire for sleep apnea risk , consisting of 
fi ve questions, includes the ESS score, frequency of be-
ing told that one’s snoring is disturbing others’ sleep or 
that one has stopped breathing during sleep, being over-
weight, and medical history (including hypertension, 
heart disease, excessive fatigue, and diffi culty concen-
trating or remaining awake during the day). Responding 
that all these events happen one to three times each 
week is indicative of sleep apnea risk and should lead 
to a recommendation to consult with the primary health 
care provider (physician, nurse practitioner). 

 CAUSES AND TREATMENT OF COMMON 
SLEEP DISORDERS 

 Insomnia is associated with a greater risk of falls than 
is the use of hypnotics to manage the condition itself. 
Defi ned as diffi culty in initiating or maintaining sleep, 
insomnia is usually due to psychiatric, medical, or neu-
rologic illness; EDS is usually due to a primary sleep 
disorder, such as sleep apnea. However, there is sig-
nifi cant overlap among these symptoms. In one large 
study of patients of all ages referred to sleep disorders 
centers, insomnia was found to be most commonly due 
to psychiatric illness, psychophysiologic problems, drug 
or alcohol dependence, and restless legs syndrome; 
EDS was found to be most commonly due to sleep ap-
nea, periodic limb movement disorder, or narcolepsy. 
However, patients referred to sleep centers are a select 
population, and the most common causes of excessive 
sleepiness in the community are probably chronic in-
suffi cient sleep (either voluntarily or because of work 
schedules), medical problems, or sleep-disruptive envi-
ronmental conditions. Current treatment recommenda-
tions for older adults are use of a short-acting hypnotic 
in combination with treatment(s) for the likely causes 
of insomnia (e.g., pain, depression)  and  sleep hygiene 
measures. 
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 Psychiatric Disorders and 
Psychosocial Problems 
 Many studies report that psychiatric disorders are the 
cause of sleep problems in more than half of all patients 
presenting with insomnia. Depression is a particularly 
common cause. Early morning awakening is a common 
pattern, although increased sleep latency and more 
nighttime wakefulness are also seen. However, these 
changes may not be present or may be less marked in 
depressed persons who do not seek medical care. Con-
versely, sleep disturbance in older people who are not 
currently depressed may be an important predictor of 
future depression. Treatment of depression may also 
improve the sleep abnormalities; several studies using 
electroencephalography have found that antidepressant 
medications alter sleep architecture (see Chapter 34, 
“Depression and Other Mood Disorders”). 

 Bereavement can also affect sleep. Bereavement 
without major depression is not associated with sig-
nifi cant changes in sleep measures, but people with 
bereavement and depression and those with major 
depression have identical sleep patterns. These sleep 
abnormalities improve with treatment of depression. 
Anxiety and stress can also be associated with sleep-
ing diffi culty, usually diffi culty with initiating sleep or 
perhaps early awakening. Residents may have diffi culty 
falling asleep because of excessive worrying at bedtime 
(see Chapter 35, “Anxiety Disorders”). Older adult care-
givers report more sleep complaints than do similarly 
aged noncaregivers. In one study, nearly 40% of older 
women who were family caregivers of adults with de-
mentia reported using a sleeping medication for them-
selves in the past month. 

 Drug and Alcohol Dependency 
 Drug and alcohol use account for 10% to 15% of cases 
of insomnia. Chronic use of sedatives may cause light, 
fragmented sleep. Many sleeping medications, when 
used chronically, lead to tolerance and the potential for 
increasing doses. When chronic hypnotic use is sud-
denly stopped, rebound insomnia may occur, and the 
person might start taking the medication again. 

 Alcohol abuse is often associated with lighter sleep 
of shorter duration. In addition, some persons try to 
treat their sleeping diffi culties with alcohol. Older 
adults with poor sleep should be instructed to avoid 
nighttime alcohol because although alcohol causes an 
initial drowsiness, it can impair sleep later in the night. 
Finally, it is important to remember that sedatives and 
alcohol can worsen sleep apnea; the use of these respi-

ratory depressants should be avoided in older persons 
with documented or suspected untreated sleep apnea 
(see Chapter 37, “Substance Abuse”). 

 Medical Problems 
 Treatable medical problems that may contribute to sleep 
diffi culty in older adults include pain from arthritis and 
other conditions, paresthesias, cough, dyspnea from 
cardiac or pulmonary illness, gastroesophageal refl ux, 
and nighttime urination (nocturia). In residents with 
sleeping diffi culties who describe pain at night, assess-
ment and management of the painful condition is the 
appropriate approach (see Chapter 21, “Chronic Pain 
and Persistent Pain”). Nocturia may be associated with 
sleep disorder, poorer quality of sleep, nighttime thirst, 
and increased fatigue in the daytime. 

 Sleep can be impaired by diuretics or stimulating 
agents (e.g., caffeine, sympathomimetics, and broncho-
dilators) taken near bedtime. Some antidepressants, 
antiparkinsonian agents, and antihypertensives (e.g., 
propranolol) can induce nightmares and impair sleep. 
Required medications that are sedating (e.g., sedating 
antidepressants) should be given at bedtime if  possible. 

 Sleep Apnea 
 Sleep apnea is a disorder of periodic reductions in ven-
tilation during sleep caused by pharyngeal obstruc-
tion that prevents air fl ow, lasting at least 10 seconds. 
Various terms have been used for this syndrome (e.g., 
 sleep-related breathing disorder, sleep-disordered breath-
ing ), but  sleep apnea  remains the term used by most 
clinicians. Residents with OSA usually present with ex-
cessive daytime sleepiness and are typically unaware 
of their frequent arousals at night that are associated 
with reductions in ventilation. These individuals are of-
ten obese and may have morning headache, personal-
ity changes, poor memory, confusion, and irritability. 
A bed partner may report loud snoring, cessation of 
breathing, and choking sounds during sleep. Predispos-
ing factors include normal age-related changes (e.g., di-
minished lung capacity and muscular endurance) and 
alteration in sleep architecture. 

 The reported prevalence of sleep apnea among 
older adults varies from 20% to 70%, depending on the 
population studied; prevalence increases with age. The 
most important predictor of OSA is large body mass. 
Other reported predictors identifi ed in community-
dwelling elderly adults include falling asleep at inap-
propriate times, male gender, and napping. The classic 
sleep apnea resident is the obese, sleepy snorer with 
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hypertension. Large neck circumference has also been 
reported as a marker for OSA. 

 Alcoholism is an important risk factor for OSA; 
sleep-disordered breathing is a signifi cant contributor to 
sleep disturbance in men over age 40 with a history of 
alcoholism. There appears to be an association between 
sleep apnea and dementia. One nursing home study 
found that the sleep disorder was positively correlated 
with severity of dementia in a nursing home study, but 
another study concluded that sleep-disordered breath-
ing in Alzheimer’s patients was mild and not associated 
with mental status or behavioral changes. 

 The importance of mild degrees of sleep-disordered 
breathing in elderly persons is unclear. One study 
found no association between mild or moderate sleep-
 disordered breathing and subjective sleep-wake dis-
turbance. Residents suspected of having sleep apnea 
should be referred to a sleep laboratory for evaluation 
and, if the diagnosis is documented, a trial of treatment. 
Home-based diagnostic systems are also available, but 
the validity of such systems (in comparison with poly-
somnography in a sleep laboratory) is not clear. There 
is confl icting evidence as to whether or not older adults 
as well as middle-aged adults tolerate the gold stan-
dard treatment of OSA: nasal continuous positive air-
way pressure (CPAP). Careful efforts to use devices that 
improve comfort may improve adherence with CPAP. 
Unfortunately, there may be prejudice among clinicians 
against the use of nasal CPAP in older adults, perhaps 
because they assume that the treatment will not be tol-
erated or successful in this population. Oral appliances 
are an alternative treatment in some residents. Several 
upper airway surgical approaches have also been used. 

 Periodic Limb Movements During Sleep 
and Restless Legs Syndrome 
 Periodic limb movements during sleep (PLMS) is a con-
dition of repetitive, involuntary fl exion of the leg and 
foot that occurs in non-REM sleep. Leg movements oc-
cur every 20 to 40 seconds and can last hours or even 
much of the night, and each movement may be associ-
ated with an arousal. Occurrence of PLMS increases 
with age and can be present in as much as 30% of 
community-dwelling older adults. Correlates of PLMS 
included dissatisfaction with sleep, sleeping alone, and 
reported kicking at night. Some clinicians suggest that 
the high prevalence of PLMS with age is associated with 
delayed motor and sensory latencies noted on nerve 
conduction testing. PLMS may present as diffi culty 
maintaining sleep or excessive daytime sleepiness. 
A bed partner may be aware of the leg movements, or 

these movements may remain occult until identifi ed in 
a sleep laboratory. When PLMS is associated with sleep 
complaints that are not explained by another sleep dis-
order, this is known as periodic limb movement disor-
der (PLMD). Polysomnography is required to establish 
a diagnosis of PLMD. 

 RLS is a condition of an uncontrollable urge to 
move one’s legs at night in response to a disagreeable 
sensation. The symptoms occur while the person is 
awake, and symptoms can also involve the arms. It can 
be a side effect of some medications (e.g., tricyclic an-
tidepressants, lithium, dopamine blockers) but is also 
caused by certain conditions: anemia, uremia, diabe-
tes mellitus, Parkinson’s disease, rheumatoid arthritis. 
Diagnosis is based on the individual’s description of 
symptoms and the complaint of nighttime leg discom-
fort or diffi culty in initiating sleep. Polysomnography 
is not required to make this diagnosis. There may be a 
family history of the condition and, in some cases, an 
underlying medical disorder (e.g., anemia, or renal or 
neurologic disease). Prevalence of RLS also increases 
with age; many older adults with the condition also 
have PLMS. In older adults with PLMD or RLS, dop-
aminergic agents are the initial agent of choice. An eve-
ning dose of a dopamine agonist (e.g., pramipexole OL  
or ropinirole) are commonly used for residents with 
frequent (e.g., nightly) symptoms. A nighttime dose 
of carbidopa-levodopa OL  can be used for residents who 
need medication infrequently (i.e., for as-needed use). 
Some residents may describe a shift of their symptoms 
to daytime hours with successful treatment of symp-
toms at night. There is some evidence that individuals 
with RLS and a low serum ferritin level may improve 
with iron replacement therapy. Benzodiazepines, anti-
convulsants, and narcotics have also been used for rest-
less leg syndrome but likely have more adverse effects 
in older people than do the dopaminergic agents. 

 Disturbances in the Sleep–Wake Cycle 
 Disturbances in the sleep–wake cycle may be transient, 
as in jet lag, or associated with an obvious cause (e.g., 
shift work). Some older adults have persistent distur-
bance, with either a delayed sleep phase (fall asleep 
late and awaken late) or an advanced sleep phase (fall 
asleep early and awaken early). The advanced sleep 
phase is particularly common in older adults. Some 
older adults have persistent sleep-phase disturbance, 
in which circadian rhythms and sleeping period have 
become completely desynchronized (e.g., persons 
who are always asleep during the day and awake at 
night), or sleep–wake cycles are irregular and sleep 
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habits are very disjointed. It is unclear to what degree, 
if any, changes in sleep pattern in older adults (such 
as increased daytime napping and disrupted nighttime 
sleep) are due to alterations in the circadian rhythm. 
Several studies have shown age-related decreases in 
hormonal levels and evidence of earlier circadian in-
creases in certain hormones, suggesting the existence 
of age-related alteration in circadian rhythm. Problems 
related to an advanced sleep phase may respond to ap-
propriately timed exposure to bright light (see the sec-
tion “Nonpharmacologic Interventions,” later in this 
chapter). Older adults with a signifi cant sleep-phase cy-
cle disturbance should be referred to a sleep laboratory 
for evaluation. Dementia and delirium may also cause 
sleep–wake disturbance, frequent nighttime awaken-
ings, nighttime wandering, and nighttime agitation. 

 REM Sleep Behavior Disorder 
 REM sleep behavior disorder is characterized by exces-
sive motor activities during sleep and a pathologic ab-
sence of the normal muscle atonia during REM sleep. 
Presenting symptoms are unusually vigorous sleep be-
haviors associated with vivid dreams. These behaviors 
may result in injury (to the individual or bed partner). 
The condition may be acute or chronic, and it is more 
common in older men. There may be a family predispo-
sition. Transient REM sleep behavior disorder has been 
associated with toxic-metabolic abnormalities, primarily 
drug or alcohol withdrawal or intoxication. The chronic 
form of the disorder is usually idiopathic, or associated 
with a neurologic abnormality (e.g., drug intoxication, 
vascular disease, tumor, infection, neurodegenera-
tion disorders such as Parkinson’s disease, or trauma). 
Several psychiatric medications have been associated 
with this disorder, including tricyclic antidepressants, 
monoamine oxidase inhibitors, fl uoxetine, venlafaxine, 
cholinesterase inhibitors, and other agents. Polysom-
nography is recommended to establish the diagnosis. 
Removal of the offending agent is indicated for drug-
induced REM sleep behavior disorder. Clonazepam OL  
is reported to be effective for the treatment of REM 
sleep behavior disorder, with little evidence of tolerance 
or abuse over long periods of treatment, but some resi-
dents may have adverse effects from this agent. There is 
some evidence for the use of melatonin in the treatment 
of REM sleep behavior disorder in individuals with co-
existing neurodegenerative disorders (e.g., Parkinson’s 
disease, dementia with Lewy bodies). Environmental 
safety interventions are also indicated, such as remov-
ing dangerous objects from the bedroom, putting cush-
ions on the fl oor around the bed, protecting windows, 

lowering bed height and, in some cases, putting the 
mattress on the fl oor. 

 CHANGES IN SLEEP WITH DEMENTIA 

 Most studies of sleep in dementia have focused on Alz-
heimer’s disease. Unfortunately, the baseline slowing 
of electroencephalographic activity often seen with 
dementia can cloud the distinction between sleep and 
wakefulness and between the various stages of non-
REM sleep in the sleep laboratory. Older adults with de-
mentia have more sleep disruption and arousals, lower 
sleep effi ciency, a higher percentage of stage 1 sleep, 
and decreases in stage 3 and 4 sleep than do nonde-
mented older people. Interestingly, some studies sug-
gest that older persons with dementia have less sleep 
disturbance than older depressed persons. Disturbances 
of the sleep–wake cycle are common with dementia, 
resulting in daytime sleep and nighttime wakefulness. 

 SLEEP DISTURBANCES IN THE HOSPITAL 

 Acute hospitalization is commonly cited as one of the 
stressors that can precipitate transient or short-term in-
somnia. This insomnia is likely multifactorial in origin 
and related to illness, medications, change from usual 
nighttime routines at home, and a sleep-disruptive hos-
pital environment. Sleeping medications are commonly 
prescribed in hospitalized older adults, and at least 
15% of patients who are newly prescribed a sleeping 
pill while in the hospital say that they plan to use the 
medication after discharge to home. There is little re-
search comparing the use of different sleeping medica-
tions among hospitalized older adults. Benzodiazepine 
receptor agonists are very commonly used. Given the 
increased sensitivity in older adults, smaller doses may 
be effective as well as safer. Sedating antihistamines 
(e.g., diphenhydramine) should not be used as a sleep 
aid in hospitalized older adults because of possible 
complications related to anticholinergic adverse effects 
(e.g., delirium, urinary retention, and constipation). 

 Sleep-related breathing disorders may be common 
in hospitalized adults, particularly among those with 
cardiac illness and stroke. A variety of studies report 
shorter survival among patients with heart failure with 
central sleep apnea than among heart failure patients 
without evidence of this disorder; nearly one-fourth 
of hospitalized patients (mean age 74 years) with an 
acute stroke had normal oxygen levels during the day-
time but 30 minutes or more of unexpected nocturnal  
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hypoxia; signifi cant sleep-disordered breathing in 
nearly half of patients (mean age 64 years) hospitalized 
with an acute stroke; one-third of severely obese (body 
mass index [kg/m 2 ] ≥ 35) hospitalized people had un-
explained hypoventilation (mean Pa CO  2  52 mm Hg), 
which was associated with more reported sleepiness 
and excess morbidity and mortality than was found in 
severely obese persons without hypoventilation. 

 Nonpharmacologic interventions may also be im-
portant in the acute hospital. A large study testing the 
feasibility of a nonpharmacologic sleep protocol for hos-
pitalized older patients (consisting of a back rub, warm 
drink, and relaxation tapes) administered by nurses was 
successful in reducing sedative hypnotic drug use; the 
sleep protocol was found to have a stronger association 
than sedative-hypnotic drugs with improved quality of 
sleep. 

 MANAGEMENT OF SLEEP PROBLEMS 

 The appropriate treatment of sleep problems must be 
guided by knowledge of likely causes and potential 
contributing factors. It is inappropriate to start an older 
adult complaining of persistent sleep problems on a 
sedative hypnotic agent without a careful clinical as-
sessment to identify the cause. Sedative hypnotics have 
a documented association with falls, hip fracture, and 
daytime carryover symptoms in older people. If the ini-
tial history and physical examination do not suggest a 
serious underlying cause for the sleep problem, a trial 
of improved sleep habits (sleep hygiene) is usually the 
best fi rst approach. If the older adult takes daytime naps, 
it is important to determine whether these are needed 
rest periods or are due to inactivity, boredom, or sedat-
ing medications. It is important to explain to the person 
that daytime naps will decrease nighttime sleep. 

 Short-term hypnotic therapy may be appropriate in 
conjunction with improved sleep habits in cases of tran-
sient, situational insomnia, particularly during bereave-
ment, acute hospitalization, and other periods of tem-
porary acute stress. People generally do not feel well if 
they do not sleep well. Sedative hypnotic medication 
should be prescribed in situations where it is clearly 
indicated; however, such medications should be used 
cautiously because of the complications associated with 
their long-term use (see the section “Chronic Hypnotic 
Use,” later in this chapter). Continuing use of benzodi-
azepines can lead to dependence or cognitive impair-
ment. Given the increasing debate among sleep experts 
on the risks and benefi ts of long-term use of sleeping 
medications in adults of all ages, there is good evidence 

of increased risk of confusion, falls, and fracture with 
chronic sedative use by older adults. Regardless, in 
chronic insomnia, it is imperative that the clinician ex-
clude primary sleep disorders and review medications 
and other medical conditions that may be contributory. 

  Sleep hygiene measures  can restore healthy sleep 
patterns. Several cognitive-behavioral theories, such 
as self-effi cacy theory, can frame the approach to sleep 
hygiene (see Chapter 16, “Psychosocial Aspects of Ag-
ing”). Sleep hygiene measures include the following: 

 Consistent bedtime and awakening time. 
 Using the bed only for sleeping and for (sexual) inti-
macy. Meals or snacks, watching TV, or listening to 
the radio should not be permitted in bed. (If the resi-
dent insists on having and making these choices, he 
or she needs to understand the likely impact on his or 
her sleep and wakefulness patterns.) 
 Naps should be short and, if possible, taken in the 
early rather than late afternoon. A planned nap 
should be no longer than 1 hour. 
 Encourage exposure to brightness and light (the sun!) 
during the day, especially in the early part of the day. 
Bright light therapy is used for circadian rhythm dis-
turbances, especially for what is known as delayed 
phase sleep disorder or DPSD. Treatment consists of 
timed exposure to bright light; the amount of time and 
number of lumens is based on sleep results. Exposure 
for 30–60 minutes does not appear to be harmful. 
 If unable to fall asleep after 15–20 minutes, get up 
and go to another room or space. Try to avoid watch-
ing TV because the screen is bright and stimulating. 
 Avoid caffeine or nicotine after midday; no more than 
three alcoholic drinks in one day. 
 Avoid strenuous exercise or a large meal just before 
bedtime. 

 It bears noting that excessive daytime napping 
could be a sign of boredom, social withdrawal, and de-
pression and needs to be evaluated. 

 Nonpharmacologic Interventions 
 Trials have shown that nonpharmacologic interventions 
can be quite effective in improving sleep in older adults 
(see Table 32.2 for a summary of such interventions). 
Behavioral interventions for community-dwelling older 
adults with insomnia concluded that these interventions 
produce reliable and durable therapeutic benefi ts, in-
cluding improved sleep effi ciency, sleep continuity, and 
satisfaction with sleep; treatment is also helpful in re-
ducing chronic hypnotic use. Stimulus control and sleep 
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restriction, which focus on poor sleep habits, seem to 
be especially helpful for older adults with insomnia. 

 Cognitive and educational interventions are also 
important in changing inaccurate beliefs and attitudes 

about sleep. However, relaxation-based interventions 
seem less effective for older adults. One large random-
ized trial of insomniacs with a mean age of 65 years 
compared cognitive behavior therapy (stimulus control, 

32.2 Nonpharmacologic Interventions to Improve Sleep  

INTERVENTION GOAL DESCRIPTION

Stimulus control To recondition maladaptive sleep-related 
behaviors

Resident is instructed to go to bed only 
when sleepy, not use the bed for eating 
or watching television, get out of bed if 
unable to fall asleep, return to bed only 
when sleepy, get up at the same time 
each morning, not take naps during 
the day.

Sleep restriction To improve sleep effi ciency by causing 
sleep deprivation

Resident fi rst collects a 2-week sleep 
diary to determine average total daily 
sleep time, then stays in bed only that 
duration plus 15 minutes; gets up at 
same time each morning; takes no 
naps in the daytime; gradually in-
creases time allowed in bed as sleep 
effi ciency improves.

Cognitive interventions To change misunderstandings 
and false beliefs regarding sleep

Resident’s dysfunctional beliefs and 
attitudes about sleep are identifi ed; 
resident is educated to change these 
false beliefs and attitudes, and learn 
about normal age-related changes in 
sleep and changes that are pathologic.

Relaxation techniques To recognize and relieve tension 
and anxiety

In progressive muscle relaxation, resi-
dent is taught to tense and relax each 
muscle group. In electromyographic 
biofeedback, the resident is given 
feedback regarding muscle tension and 
learns techniques to relieve it. Medita-
tion or imagery techniques are taught 
to relieve racing thoughts or anxiety.

Bright light To correct circadian rhythm causes 
of sleeping diffi culty (i.e., sleep-phase
problems)

The resident is exposed to sunlight or 
a light box. Best evidence of effectives 
is from treatment of seasonal affec-
tive disorder. Light intensity (lux) and 
duration must be established by a 
clinician. Routine eye examination is 
recommended before treatment; light 
boxes with ultraviolet exposure are to 
be avoided.
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sleep restriction, sleep hygiene, and cognitive therapy), 
pharmacotherapy (with temazepam), both cognitive 
behavioral therapy and pharmacotherapy, and placebo. 
All three active treatments were found to be effective in 
short-term follow-up in improving sleep, as indicated 
by sleep diaries and polysomnography. However, people 
reported more satisfaction with the cognitive behavioral 
therapy, and sleep improvements were found to be bet-
ter sustained over time (up to 2 years) with behavioral 
treatment. 

 Several small studies tested the effectiveness of ex-
posure to bright light (either natural sunlight or with 
commercially available light boxes) on the sleep of older 
adults with insomnia. Positive effects on sleep with light 
exposure of various intensities for various durations 
and at various times during the day were demonstrated. 
Evening exposure seems to be particularly useful in the 
older adult with an advanced sleep phase. However, 
even short durations of bright light in the morning re-
duce sleep complaints in healthy older adults. For de-
mented residents with sleep and behavior problems, 
exposure to bright morning light was associated with 
better nighttime sleep and less daytime agitation. 

 Bathing before sleep enhances the quality of sleep 
of older adults, perhaps related to changes in body tem-
perature with bathing. Moderate-intensity exercise also 
improved sleep among healthy, sedentary people age 50 
and older who reported moderate sleep complaints at 
baseline. However, strenuous exercise should not be 
performed immediately before bedtime. 

 Another study of nursing home residents with de-
mentia and behavioral problems found that a program of 
social interaction with nurses was effective in reducing 
behavioral problems and sleep–wake rhythm disorders 
in 30% of the residents. A small trial among incontinent 
nursing home residents demonstrated increased night-
time sleep and less agitation among those randomized 
to receive a combined daytime physical activity program 
plus nighttime intervention to decrease noise and light 
disruption. An enforced schedule of structured social 
and physical activity for 2 weeks in a small sample of 
assisted living residents found that those residents had 
enhanced SWS and improved performance in memory-
oriented tasks. 

 Pharmacotherapy 
 Short-acting agents are recommended for residents with 
problems initiating sleep; intermediate-acting agents are 
recommended for problems with sleep maintenance. 
Short-acting agents have lower associations with falls 
and hip fractures. However, agents with rapid elimina-

tion, in general, also produce the most pronounced re-
bound and withdrawal syndromes after discontinuation. 
 Rebound insomnia  after cessation of short-acting agents 
is dose dependent and can be reduced by tapering the 
dosage prior to discontinuing the drug. Triazolam is a 
short-acting benzodiazepine that has been associated 
with nocturnal amnesia and confusion and is generally 
not recommended for older adults. 

 Zolpidem, zaleplon, and eszopiclone are nonbenzo-
diazepine hypnotics. These agents are structurally un-
related to the benzodiazepines, but they share some of 
the pharmacologic properties of benzodiazepines and 
have been shown to interact with the central nervous 
system -aminobutyric acid (GABA) receptor complex 
at benzodiazepine (GABA-BZ) receptors. The selectiv-
ity of these newer agents to the GABA-BZ receptor may 
account for their decreased muscle-relaxant, anxiolytic, 
and anticonvulsant effects in comparison with benzo-
diazepines in some studies. Zolpidem, a nonbenzodi-
azepine imidazopyridine that has been studied in older 
adults with insomnia does not produce rebound insom-
nia, agitation, or anxiety with cessation; does not seem 
to produce impaired daytime performance on cognitive 
and psychomotor performance tests; and may have a 
therapeutic effect that outlasts the period of drug treat-
ment. Zaleplon, a nonbenzodiazepine hypnotic from 
the pyrazolopyrimidine class, has also been studied 
for short-term use by older adults with insomnia. Be-
cause of their rapid onset of action, zolpidem and zale-
plon should be taken only immediately before bedtime 
or after the resident has gone to bed and has been un-
able to fall asleep. Eszopiclone is apparently effective 
in long-term management of insomnia and was recently 
approved by the Food and Drug Administration. Guide-
lines for zolpidem or zaleplon, like benzodiazepines, 
recommend that they be used only for a short term 
(2 or 3 weeks); if used longer, these agents should be 
used no more than 2 or 3 nights per week. Concerns re-
main regarding the risks of confusion, falls, and fracture 
with chronic use of these medications in older people, 
and caution is warranted even with these newer agents. 

 Low doses of sedating antidepressants such as tra-
zodone OL  or mirtazapine OL  at bedtime may be used as a 
sleeping aid, particularly for residents with depression. 
These agents have been suggested for use as a night-
time adjuvant for sleep in depressed individuals receiv-
ing another antidepressant at therapeutic doses during 
the daytime. Other indications may be residents with a 
history of psychoactive substance use problems, failure 
with other sleeping medications, suspected untreated 
sleep apnea (where further respiratory depression is a 
concern), and fi bromyalgia (where there is some evi-
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dence for antidepressant medication treatment effect). 
However, the adverse effects of sedating antidepressants 
may limit their usefulness. 

 Chronic Hypnotic Use 
 There is strong epidemiologic evidence for increased 
morbidity and mortality associated with chronic use of 
prescription sleeping pills; however, much of this evi-
dence predates the availability of newer, nonbenzodi-
azepine hypnotics. Nightly use of prescription sleeping 
pills was associated with an increased mortality that 
is similar to the mortality hazard of smoking one to 
two packs of cigarettes per day. Tolerance to hypnot-
ics after long-term use may actually make sleep worse. 
Additional research is needed to help clarify the con-
sequences of long-term use of the newer, nonbenzodi-
azepine hypnotics in older people. 

 Several studies indicate that most prescription sleep-
ing medication use is occurring among chronic users, 
and not those with transient sleeping diffi culties. Chronic 
benzodiazepine use is greater among older adults than 
younger adults and among women more than men. The 
association between long-acting benzodiazepines and 
falls in older people has been known for some time. 

 Effective methods to help older chronic hypnotic 
users reduce or eliminate their use of these agents have 
been reported: slow reduction of dose over 2 to 6 weeks 
followed by full withdrawal was effective (over short-
term follow-up) in eliminating hypnotic use without ad-
verse effects on nighttime sleep, depressive symptoms, 
or daytime sleepiness. 

 Nonprescription Sleeping Agents 
 Nearly half of older adults report using nonprescription 
sleeping products. The most common treatments are an-
tihistamines, acetaminophen, alcohol, and melatonin. 
Sedating antihistamines (e.g., diphenhydramine) are 
common ingredients in OTC agents as well as in combi-
nation with analgesic sleeping agents that are marketed 
for nighttime use. Diphenhydramine has potent anticho-
linergic effects, and tolerance to its sedating effects devel-
ops after several weeks; it is generally not recommended 
for older adults. Side effects commonly include such 
things as dry mouth, confusion, constipation, elevated 
blood pressure, or urinary retention. Those with mild 
pain that is stopping them from falling asleep may have 
adequate improvement in sleep with a simple pain re-
liever (e.g., acetaminophen) at bedtime and thus avoid 
risking the potential side effects of OTC sleeping agents, 
or agents that have both acetaminophen and diphen-

hydramine. Many older adults utilize alcohol intake at 
night believing it helps them with sleep. Unfortunately, 
although alcohol causes some initial drowsiness, it in-
terferes with normal sleep cycles and can decrease the 
length of time that the individual actually stays asleep. 

 Evidence is mixed regarding the effectiveness of 
melatonin as a treatment for insomnia among older 
adults. There is some evidence that melatonin admin-
istration decreases sleep latency and wake time after 
sleep onset, and increases sleep effi ciency. Because of 
mixed results regarding melatonin effectiveness and the 
lack of regulatory control in the currently available mel-
atonin products, these products are generally not rec-
ommended. The exception may be for chronic hypnotic 
users, among whom there is some evidence for success 
in withdrawal of the hypnotic with concomitant use of 
melatonin. Valerian is an herbal product with mild sed-
ative action that has been marketed for insomnia. The 
mechanism of action of valerian is uncertain; because it 
contains several potentially active compounds its use is 
not recommended. 
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 Pressure ulcers are a serious and common problem for 
almost 1 million older adults. As the population ages, 
pressure ulcers will continue to be a major health care 
problem. The Surgeon General’s “Healthy People 2010” 
document identifi ed pressure ulcers as a national health 
issue for long-term care. The Centers for Medicare and 
Medicaid Services (CMS) has designated pressure ulcers 
as one of the three primary markers of quality of care in 
the long-term-care setting. Prevention and treatment of 
pressure ulcers requires the collaboration and skills of 
the entire interdisciplinary health care team. 

 EPIDEMIOLOGY 

 A pressure ulcer is defi ned as damage caused to skin 
and underlying soft tissue by unrelieved pressure when 
the tissue is compressed between a bony prominence 
and an external surface over a prolonged period of time. 
Because pressure is the major physiologic factor that 
leads to soft-tissue destruction, the term  pressure ulcer  
is most widely used and preferred over  decubitus ulcer  
or  bedsore . 

 The causes of pressure ulcers are still not fully un-
derstood; most research has been conducted in animal 
models. Three main factors are believed to play a role 
in pressure-ulcer formation:  pressure, friction  (i.e., rub-
bing against a sheet) and  shear forces  (i.e., pulling a resi-
dent up in the bed). The amount of pressure, friction, or 
shear forces needed to create a pressure ulcer depends 
on quality of the tissue, blood fl ow, amount of pressure 
applied, and moisture. Hence, for residents with poor-
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quality tissue (i.e., tissue with inadequate blood perfu-
sion), it may take less sustained pressure over a shorter 
period of time to develop a pressure ulcer. All of this is 
made worse when the skin is moist. Conversely, resi-
dents with good-quality tissue may be able to sustain 
higher loads of pressure over a longer period of time 
before an ulcer develops. Ulcers caused by shearing 
forces tend to develop deep in the tissue, whereas ulcers 
caused by friction tend to be quite superfi cial, starting 
in the most superfi cial to deeper layers of the skin. 

  Skin anatomy  consists of the epidermis (outer layer) 
and dermis (inner layer). The  epidermis  is divided into 
fi ve layers, is thin and avascular, and regenerates every 
4–6 weeks. The epidermis’s main function is protection. 
The  dermis  is the thickest layer of skin and is divided 
into two layers. It is composed of sparsely populated 
cells when compared with the epidermis. The dermis’s 
main function is to provide strength, support, blood, 
and oxygen to the skin. Major proteins found in the 
dermal layer include collagen (providing strength) and 
elastin (giving skin its recoil). They are synthesized and 
secreted by fi broblasts. The dermal-epidermal junction, 
known as the  basement membrane zone , separates the 
epidermis and dermis. Under the dermis is a layer of 
loose connective tissue, or  hypodermis,  which attaches 
the dermis to underlying structures. The hypodermis 
consists of adipose and connective tissue, blood and 
lymphatic vessels, and nerves. Its function is to provide 
blood supply to the dermis for regeneration. 

 With aging, the epidermis and basement membrane 
becomes thin. The skin becomes a less effective barrier 
against water loss and infection. Blood vessels become 
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thinner and more fragile, leading to the appearance of 
hemorrhagic spots known as  senile purpura ; skin tears 
often occur at these sites. The dermis thins by approxi-
mately 20% and is probably the biggest contributing 
factor to  paperlike skin  (i.e., tissue paper skin) in an 
older adult. Decreases in skin cells, blood vessels, nerve 
endings, and collagen lead to altered sensation, ther-
moregulation, rigidity in the blood vessels, and mois-
ture retention. Loss of subcutaneous tissue, primarily 
adipose or fat tissue, results in a loss of protection and 
insulation of the underlying tissue. These changes in 
aging skin with altered sensation and the resultant low-
ered tolerance to hypoxia may predispose the older per-
son to pressure ulcer development. 

 The incidence and prevalence of pressure ulcers var-
ies greatly, depending on the setting. In acute care, in-
cidence rates range from 0.4% to 38%. Higher rates are 
noted in intensive care units, where residents are less 
mobile and have severe systemic illnesses. The Fourth 
National Pressure Ulcer Prevalence Survey reported an 
annual hospital prevalence rate of 10.1%. In the long-
term care setting, incidence and prevalence rates range 
from 3% to 30%. Less is known about pressure ulcers 
in home care, but studies report incidence rates of 4% 
to 17% and prevalence rates of 5% to 15%. 

 The incidence of pressure ulcers not only differs by 
health care setting but also by stage of ulceration. 

  Stage I pressure ulcer (nonblanchable erythema ) is 
the most common, accounting for 47% of all pres-
sure ulcers. Nonblanchable erythema can be evalu-
ated at the bedside. Transient pressure against the 
skin causes paleness or pallor where blood fl ow to 
a specifi c area has stopped. After little more than 1 
minute, the area will blanch (become white). When 
the pressure is relieved, the area becomes reddened 
or hyperemic as blood fl ows back and revitalizes the 
area. This rush of blood back into the area is called 
reactive hyperemia, the earliest sign of tissue com-
promise and pressure-related ischemia. If the pres-
sure is prolonged, reactive hyperemia is not suffi cient 
to revitalize ischemic tissue (i.e., tissue that has not 
gotten oxygen via blood supply). In healthy tissue, 
if pressure is applied to a hyperemic area, the skin 
will blanch as blood is pushed away from the area. It 
becomes erythemic again as blood rushes back to the 
area. In compromised tissue, the hyperemic area will 
not blanch. Nonblanching erythema is a serious sign 
that tissue is not receiving adequate oxygen and nu-
trients. This is a stage I pressure ulcer and should no 
longer be referred to as reactive hyperemia. In dark-
skinned residents, reactive hyperemia can be evalu-

ated by increased darkening of the skin over bony 
prominences and palpating these areas for warmth, 
edema, induration, or hardness. 
  Stage II pressure ulcer  is partial thickness loss involv-
ing only the epidermal and dermal layers and ac-
counts for 33% of all pressure ulcers. 
  Stage III  (full-thickness skin loss involving subcu-
taneous tissue) and  Stage IV  (full thickness involv-
ing muscle, bone, tendon, or supporting structures) 
pressure ulcers comprise the remaining 20%. Sev-
eral studies note that the incidence rates of pressure 
ulcers among African Americans and Whites may 
differ; African Americans tend to have a greater in-
cidence of stage III and stage IV pressure ulcers than 
do Whites. This may be because it is more diffi cult 
to detect nonblanchable skin in dark-skinned indi-
viduals. Whether this can be attributed to structural 
skin changes, socioeconomic factors, or clinicians not 
identifying, for example, a stage I pressure ulcer in 
dark toned skin, is unknown because of the paucity 
of pressure ulcer research among minority groups in 
the United States. 

 RISK FACTORS AND 
RISK-ASSESSMENT SCALES 

 The literature abounds with lists of risk factors asso-
ciated with pressure ulcer development. However, any 
disease process that renders an older adult immobile 
for an extended period of time will increase the risk for 
pressure ulcer development.  Intrinsic  and  extrinsic fac-
tors  determine the tolerance of soft tissue to the adverse 
effects of pressure. Intrinsic risk factors are physiologic 
factors or disease states such as age, poor nutritional 
status, and decreased arteriolar blood pressure. Some 
physiologic risk factors (e.g., diabetes mellitus, cerebral 
vascular accident [CVA], arterial disease) have been 
 associated with microcirculatory impairment, thus lead-
ing to neural and endothelial compromise and increas-
ing the risk of ulceration. Extrinsic factors are external 
factors that damage the skin, for example, friction and 
shear, moisture, and urinary or fecal incontinence or 
both. Variables that appear to be predictors of pressure 
ulcer development include age 70 or older, impaired 
mobility, smoking history, low body mass index, altered 
mental status (e.g., confusion), urinary and fecal incon-
tinence, malnutrition, restraints, dehydration, depres-
sion, malignancy, diabetes mellitus, CVA, pneumonia, 
heart failure, fever, sepsis, hypotension, hypothyroid, 
kidney failure, dry and scaly skin, history of pressure 
ulcers, anemia, lymphopenia, and hypoalbuminemia. 
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 Because of the myriad risk factors associated with 
pressure ulcer development, various scales have been 
developed to quantify a person’s risk by identifying the 
presence of factors in several categories. The Braden 
Scale (Braden & Bergstrom, 2001) and the Norton Scale 
(Norton, McLaren, & Exton-Smith, 1962) are probably 
the most widely used and validated instruments for 
identifying older adults at risk for developing pressure 
ulcers. Both tools are recommended by the Agency for 
Healthcare Research and Quality (AHRQ). The Braden 
Scale has a sensitivity of 83% to 100% and a specifi city 
of 64% to 77%; the Norton Scale has a sensitivity of 
73% to 92% and a specifi city of 61% to 94%. 

 The AHRQ guidelines for preventing pressure ul-
cers recommend that bed- and chair-bound residents 
or those with impaired ability to reposition themselves 
should be assessed upon admission to a hospital or 
long-term care facility for additional factors that in-
crease the risk for developing pressure ulcers. Pressure 
ulcer risk should also be reassessed at periodic intervals 
and when there is a change in level of activity or mobil-
ity, such as with acute illness. Studies demonstrate that 
the incorporation of systematic risk-assessment tools 
signifi cantly reduces the incidence of pressure ulcers. 
To date, the Braden Scale is the only tool to be validated 
in non-White populations. Use of risk-assessment tools 
does not guarantee that all older adults at risk for pres-
sure ulcers will be identifi ed. 

 PREVENTION 

 The AHRQ-sponsored clinical practice guidelines (CPC) 
for the prevention of pressure ulcers in adults is an 
 excellent approach to evidenced-based pressure-ulcer 
prevention.  Pressure Ulcers in Adults: Prediction and 
Prevention  CPC is available from Agency for Health 
Care Policy and Research (1992). 

 Skin Care 
 There is limited evidence on the effectiveness of skin 
care in pressure ulcer prevention; most recommenda-
tions are based on expert opinion. After identifi cation 
of the older adult at risk for pressure ulcers, the goal of 
skin care is to maintain and improve tissue tolerance to 
pressure in order to prevent tissue injury. 

 All older adults at risk should have a systematic 
skin inspection at least once a day, with emphasis on 
the bony prominences, especially the heels and sacrum. 
Skin should be cleansed with warm water and a mild 
cleansing agent to minimize irritation and dryness. Ev-

ery effort should be made to minimize environmental 
factors leading to skin drying, such as low humidity 
(less than 40%) and exposure to cold. Decreased skin 
hydration can result in decreased pliability. Dry skin 
should be managed with moisturizers. Products with 
petroleum (e.g., Vaseline, Kerasol) are very effective 
over-the-counter products. 

 Contrary to what used to be taught in nursing school, 
massaging over bony prominences should be avoided. 
Previously, it was believed that this promoted circula-
tion. However, postmortem biopsies found degenerated 
tissue in those areas exposed to massage but found no 
degenerated tissue on those areas that were not mas-
saged. All efforts should be made to avoid exposing the 
skin to perspiration, wound drainage, or urine and fe-
cal incontinence. When disposable briefs are used to 
manage incontinence, the resident must be checked 
and changed frequently since perineal dermatitis and/
or cutaneous candidiasis can develop quickly. Using 
disposable underpads to control excessive moisture and 
perspiration may help wick moisture away from skin. 
Moisturizers and moisture barriers (e.g., Calmoseptine 
or CriticAid), should be used to protect the skin. After 
each incontinence episode, the perineal area should be 
cleaned gently, dried well, and have a moisture barrier 
applied. 

 Nutrition 
 Several studies identify the association between pres-
sure ulcer development and malnutrition. Ensuring an 
adequate diet to prevent malnutrition that is compatible 
with an older adult’s food preferences and the goals of 
care is a reasonable strategy to reduce the risk of ulcer 
formation. It is important to note that hydration is not 
separate from nutrition; a dehydrated or hypovolemic 
resident is also at greater risk for pressure ulcer devel-
opment. The clinician may order lab work including 
such things as protein markers, pre-albumin, and/or 
albumin in order to track dietary interventions, usually 
initiated by a licensed dietician. 

 Mechanical Loading 
 Minimizing friction and shear is important and can 
be accomplished with proper repositioning, transfer-
ring, and turning techniques. The use of lubricants 
(e.g., cornstarch and creams), protective fi lms (e.g., 
transparent fi lm dressings and skin sealants), protec-
tive dressings (e.g., hydrocolloids), and protective pad-
ding may be used to reduce the possibility of friction 
and shear. Older adults at risk for developing pressure 
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 ulcers should be repositioned at least every 1–2 hours. 
Bed-positioning devices such as pillows or foam wedges 
should be used to keep bony prominences from direct 
contact with one another (e.g., ankles rubbing against 
each other). The head of the bed should be at the low-
est degree of elevation (i.e., 30 degrees, preferably) con-
sistent with medical conditions. Lifting devices, such as 
trapezes or bed linen to move the person in bed, will 
also decrease the potential for friction and shear forces. 
Studies suggest that approximately 20% of all pressure 
ulcer development occurs at the heels and is attributed 
to the limited amount of soft tissue over the heel. See 
Exhibit 33.1 for specifi c clinical interventions to prevent 
heel pressure ulcers.   

 Older adults seated in a chair should be assessed 
for postural alignment, weight distribution, and bal-
ance. They should be taught and/or reminded to shift 
or move the area that is currently experiencing the pres-
sure (e.g., moving the hips/buttocks or the heels) ev-
ery 15 minutes. Use of doughnuts as seating cushions 

is contraindicated because they increase pressure over 
the area of contact and may actually cause pressure ul-
cers. Wheelchair/chair cushions are more appropriate. 
For example, a Roho cushion (information available at 
http://www.roho.com/) or Roho-type cushion is ap-
propriate typically for residents with a stage II to IV 
pressure ulcer who want and need to be up in a chair 
or wheelchair. An occupational therapist can provide 
consultation on appropriate seating and positioning to 
decrease pressure and prevent breakdown or exacerba-
tion of an existing wound. 

 Mobility 
 Maintaining or improving mobility is also extremely 
important. It is one of the most effective ways to de-
crease pressure on bony prominences. For bed-bound 
residents, there are benefi ts of both active and passive 
range-of-motion exercises. Those residents not confi ned 
to bed should be encouraged to move from bed to chair 
to standing to ambulating (with assistance as needed) 
in order to minimize the risk of developing pressure 
 ulcers. 

 Support Surfaces 
 Any older adult identifi ed as being at risk for devel-
oping pressure ulcers should be placed on a pressure-
reducing device of which there are two types:  static  
(foam, static air, gel or water, or a combination) and 
 dynamic  (alternating air, low air loss, or air fl uidized). 
Most static devices are less expensive than dynamic 
surfaces. Table 33.1 provides details about the various 
types of support surfaces that can guide selection for 
particular situations. Most clinical experts agree that for 
pressure ulcer prevention, the use of static devices is 
appropriate. Three conditions warrant consideration of 
a dynamic surface: 

 (1)  Bottoming-out has occurred (i.e., the static surface 
is compressed to less than 1 inch) 

 (2)  The resident is at high risk for pressure ulcers; re-
active hyperemia is noted on a bony prominence 
despite the use of a static support surface 

 (3)  Urinary or fecal incontinence is present 

 Although effective at reducing pressure, dynamic 
airfl ow beds have several potential adverse effects, 
including dehydration (especially the fl uidized beds), 
sensory deprivation, loss of muscle strength, and dif-
fi culty with mobilization. It is important to note that a 
special chuck or bed pad must be used with a dynamic 

  Assess the heels of residents at high risk for pres-
sure ulcers, daily.

  Use moisturizer on the heels once or twice a day; 
do not massage.

  Never apply hydrocolloid dressing (either single 
or extra thick) to the heels of older persons with 
reactive hyperemia (pre-stage I) as progression may 
rapidly move to stage III or IV. 

  Residents should wear cotton socks to help prevent 
friction; remove the socks at bedtime.

  Residents using wheelchairs should wear properly 
fi tting padded sneakers or shoes. Check for pressure 
points between the person’s feet/legs and the foot 
holders.

  To support heels off the bed surface: place a pillow 
vertically—not horizontally—under the resident’s 
legs. 

  Consider bilateral heel lift boots in compromised or 
acutely ill bedridden residents.

  Turn every 1–2 hours, repositioning heels.

33.1 
Prevention of Heel Pressure 
Ulcers

http://www.roho.com/
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surface to allow transport of air to the torso, where it is 
needed for incontinent residents. This is done to keep 
the area clean and dry but also to maintain the appro-
priate pressure-relieving environment. 

 MANAGEMENT 

 The AHRQ evidence-based guidelines on the manage-
ment of pressure ulcers,  Treatment of Pressure Ulcers  
(AHRQ, 1994), reviews the foundation for providing 
evidence-based pressure ulcer management. Manage-
ment consists of assessment, treatment, monitoring, 
and control of infections. 

 Assessment 
 A pressure ulcer will not heal unless underlying causes 
are identifi ed and effective interventions are imple-
mented. When a pressure ulcer has developed, sys-
tematic evaluation is necessary. Table 33.2 presents an 
approach to assessment and documentation when a 
pressure ulcer develops. There is no universal agree-
ment on a single system for classifying pressure ulcers. 
Most experts agree that the wound stage, amount of 

exudates, and resident condition/status determine the 
appropriate treatment plan. However, it bears noting 
that stage alone does not determine the seriousness of 
the ulcer. Most systems use four stages to classify ulcer-
ation. Table 33.3 describes one staging system. When 
eschar, a thick brown or black devitalized tissue, is cov-
ering the ulcer, it cannot be staged.   

 The challenge for most staging systems occurs in 
the defi nition/description of a stage I pressure ulcer. 
There is more variability in attempts to classify the fi rst 
stage of ulcer development than in any other stage. 
Most systems (i.e., AHRQ, minimum data set) defi ne 
stage I pressure ulcer as nonblanchable erythema of 
intact skin. However, it is diffi cult to blanch darkly 
pigmented skin. To address this concern, the National 
Pressure Ulcer Advisory Panel (NPUAP) revised its defi -
nition of a stage I pressure ulcer to encompass the skin 
alterations that might be seen in stage I pressure ulcers 
regardless of skin pigmentation, that is, an observable 
pressure-related alteration of intact skin whose indica-
tors, as compared with an adjacent or opposite area on 
the body, may include changes in one or more of the 
following: skin temperature (warmth or coolness), tis-
sue consistency (fi rm or boggy feel), or sensation (pain, 
itching). The NPUAP defi nition further states that the 

33.1  Support Surfaces for Persons at Risk for Pressure Ulcers

TYPE EXAMPLES
SUPPORT 
AREA

LOW
MOISTURE
RETENTION

REDUCED HEAT 
ACCUMULATION

SHEAR
REDUCTION

PRESSURE
REDUCTION

COST
PER
DAY

Static 
surfaces

Foam Yes No No No Yes Low

Standard 
mattress

No No No No No Low

Static 
fl otation—air 
or water

Yes No No Yes Yes Low

Dynamic 
surfaces

Air fl uidized Yes Yes Yes Yes Yes High

Low-air-loss Yes Yes Yes ? Yes High

Alternating air Yes No No Yes Yes Moderate

From Treatment of Pressure Ulcers. Clinical Practice Guideline No. 15 (p. 38), by N. Bergstrom, M. A. Bennett, C. E. Carlson, R. Allman, O. M. Alvarez, R. A. Frantz, 
et al., 1994, Rockville, MD: U.S. Department of Health and Human Services, Public Health Service, Agency for Health Care Policy and Research. Copyright ©1994 
by National Library of Medicine. Adapted with permission.
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EVALUATE AND DOCUMENT: CONSIDER THESE STRATEGIES:

Location  Examine high-risk sites daily.

  Develop targeted pressure-relieving strategies (e.g., positioning and repositioning, pad-
ding, seat cushions, pressure-reducing or relieving mattress and heel elevation).

  Limit shearing forces by special attention to positioning when the head of bed is el-
evated. No more than 30 degrees head elevation unless medically contraindicated.

 Lift rather than slide the resident.

  Cleanse and dry regularly if frequently incontinent. Gently clean and pat dry skin—no 
rubbing or scrubbing.

Stage   Differentiate between stage I lesions (i.e., nonblanchable erythema related to ex-
travasation of red blood cells into the interstitium) and deep tissue injuries that can 
progress to full-thickness lesions.

  Discuss with caregivers and families the possibility of signifi cant pressure ulcer devel-
opment, generally stage III or IV, when deep tissue injury is identifi ed.

Area   Record diameter for circular lesions. The longest, farthest, and deepest measurements 
in cm.

  Record lengths of largest perpendiculars for irregular lesions.

Depth   Measure depth from plane of skin, usually with q-tip and fi nger tip method.

  Probe and measure extent of undermining or depth of sinus tracts. Use clock loca-
tions. For example, 1.5 cm at 9 o’clock undermining.

Drainage   Estimate amount (scant, minimal, moderate, heavy, or saturated).

 Identify color, consistency (serous or purulence), and odor.

  Monitor hematocrit if more than minor blood loss occurs with dressing changes.

  Monitor serum albumin if volume of ulcer drainage is large.

Necrosis  Consider simple blunt debridement of small amounts of necrotic tissue.

  Involve general or plastic surgeons for extensive debridement.

  Monitor damage to healthy tissue whenever using blunt, enzymatic, or wet-to-dry 
dressings for debridement.

  Monitor use of pressure dressings (which can cause necrosis) after blunt debridement.

33.2  A Systematic Approach to the Management of Pressure Ulcers

(continued)
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EVALUATE AND DOCUMENT: CONSIDER THESE STRATEGIES:

Granulation   Identify red granulation as an indication that wound healing is occurring.

  Look for regression when other infections (e.g., urinary tract infection or pneumonia) 
occur. This is the time for greater vigilance and possible increase in interventions.

  Develop strategies to protect and enhance growth of granulation tissue (e.g., nourish-
ment, vitamins, and minerals; use of proper dressings and frequency of changing to 
ensure moist and optimal wound environment).

  Avoid damage with dressing changes. Use a skin prep or barrier to periwound to pre-
vent skin damage (e.g., maceration, dermatitis, fungal infections, denuding, etc.).

  Identify epithelial growth at edges of wound for evaluation of healing and protect with 
prep or barrier creams/ointments. 

Cellulitis   Differentiate from a thin rim of erythema surrounding most healing wounds.

  Look for tender, warm, erythematic, edematous skin particularly if there is progres-
sion.

  Consider treatment with systemic antibiotics active against gram-positive cocci.

From Geriatrics Review Syllabus: A Core Curriculum in Geriatric Medicine (4th ed., p. 155), by E. L. Cobbs, E. H. Duthie, Jr., & J. B. Murphy, 1996, Dubuque, IA: 
Kendall Hunt Publishing Company for the American Geriatrics Society. Copyright ©1996 by American Geriatrics Society. Reprinted with permission.

33.2  A Systematic Approach to the Management of Pressure Ulcers (continued  )

pressure ulcer appears as a defi ned area of persistent 
redness in lightly pigmented skin, whereas in darker 
skin tones, the pressure ulcer may appear with persis-
tent erythema, or blue or purple hues. Although this 
defi nition is cumbersome, it is the only defi nition that 
includes residents with darkly pigmented skin. 

 Treatment 
 Debridement 

 Debridement is necessary when there is necrotic (i.e., 
dead) tissue within the wound that is likely to support 
the growth of pathologic organisms that prevent heal-
ing. The four major types of debridement methods in 
the United States are: mechanical, enzymatic, autolytic, 
and sharp (Table 33.4). Biosurgery (i.e., maggot or larva 
therapy), widely used in Europe, is another potential 
debridement option. The debridement method selected 
should be on the basis of the resident ’ s health condition, 
the ulcer presentation, the presence or absence of infec-
tion, and the resident ’ s ability to tolerate the  procedure. 

 Dressings 

 Numerous types of dressings are used to treat and heal 
pressure ulcers. The use of wet-to-dry gauze has been 
discouraged by clinical experts because it is, in effect, 
a debriding technique that can damage the tissue ma-
trix and retard healing. Many experts advocate the use 
of hydrocolloid dressings, which, when compared with 
gauze, signifi cantly speed the healing process. Hydro-
colloids require fewer dressing changes (infl icting less 
trauma), block bacteria from penetrating the wound bed, 
and maintain a moist wound environment (facilitating 
increases in the growth factors needed in the healing pro-
cess). Moreover, studies demonstrate that use of hydro-
colloids, when compared with use of gauze, decreases 
direct and indirect institutional costs. It is essential to se-
lect an appropriate treatment/dressing on several factors: 
stage of the pressure ulcer, amount of wound exudate, 
potential for or actual presence of infection, and fre-
quency of dressing change (availability of staff to change 
the dressing, etc.). Table 33.5 identifi es some of the most 
common treatments and indications for their use.   
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 Surgical Repair 

 Surgical repair of a pressure ulcer is a viable option 
for stage III and stage IV pressure ulcers. Given that 
many stage III and stage IV pressure ulcers eventually 
heal over a long period of time with the use of modern 
wound-healing principles, and the rate of recurrence of 
surgically closed pressure ulcers is high, the benefi ts of 
surgery must be carefully weighed. When the surgical 
option is exercised, the most common type of surgical 
repairs are direct closure, skin grafting, skin fl aps, mus-
culocutaneous fl aps, and free fl aps. 

 Diet and Nutritional Supplements 

 The importance of diet and dietary supplements for a 
malnourished resident with a pressure ulcer is contro-
versial. Evidence to support the use of supplemental 
vitamins and minerals is equally weak. 

 New or Unproven Therapies 

 Several treatments advocated for healing pressure ul-
cers lack suffi cient data to support their various claims. 
The therapeutic effi cacy of hyperbaric oxygen, low-

Suspected deep tissue injury Purple or maroon localized area of discolored intact skin or blood-fi lled blister due 
to damage of underlying soft tissue from pressure and/or shear. The area may be 
preceded by tissue that is painful, fi rm, mushy, boggy, warmer, or cooler as compared 
to adjacent tissue. Further description: Deep tissue injury may be diffi cult to detect 
in individuals with dark skin tones. Evolution may include a thin blister over a dark 
ulcer bed. The ulcer may further evolve and become covered with eschar. Evolution 
may be rapid, exposing additional layers of tissue even with optimal treatment.

Stage I Persistent nonblanchable erythema of intact skin.a

Stage II Partial-thickness skin loss involving epidermis or dermis, or both. The ulcer is superfi -
cial and presents clinically as an abrasion, blister, or shallow crater.

Stage III Full-thickness skin loss involving damage or necrosis of subcutaneous tissue that may 
extend down to, but not through, underlying fascia.

Stage IV Full-thickness skin loss with extensive destruction, tissue necrosis, or damage to 
muscle, bone, or supporting structures (e.g., tendon or joint capsule). Undermining 
and sinus tracts may also be associated with stage IV pressure ulcers.

Unstageable    Full thickness tissue loss in which the base of the ulcer is covered by slough (yellow, 
tan, gray, green, or brown) and/or eschar (tan, brown, or black) in the ulcer bed. 
Further description: Until enough slough and/or eschar is removed to expose the base 
of the ulcer, the true depth, and therefore stage, cannot be determined. Stable (dry, 
adherent, intact without erythema, fl atulence, edema) eschar on the heels serves as 
the body’s natural (biological) cover and should not be removed.

aThe National Pressure Ulcer Advisory Panel further expands this defi nition as follows: A stage I pressure ulcer is an observable pressure-related alteration of intact 
skin whose indicators as compared to the adjacent or opposite area on the body may include changes in one or more of the following: skin temperature (warmth 
or coolness), tissue consistency (fi rm or boggy feel), and/or sensation (pain, itching). The ulcer appears as a defi ned area of persistent redness in lightly pigmented 
skin, whereas in darker skin tones, the ulcer may appear with persistent red, blue, or purple hues.
From Treatment of Pressure Ulcers. Clinical Practice Guideline No. 15 (pp. 47–49), by N. Bergstrom, M. A. Bennett, C. E. Carlson, R. Allman, O. M.   Alvarez, 
R. A. Frantz, et al., 1994, Rockville, MD: U.S. Department of Health and Human Services, Public Health Service, Agency for Health Care Policy and Research. 
Copyright ©1994 by National Library of Medicine. Adapted with permission.

33.3  Staging System for Pressure Ulcers
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 energy laser irradiation, and therapeutic ultrasound has 
not been established. However, areas of great promise 
include the use of recombinant platelet-derived growth 
factors to stimulate healing and skin equivalents that 
may heal stage III and stage IV pressure ulcers. Pre-
liminary data on the uses of electrical stimulation, vac-
uum-assisted closures, and warm-up therapy (which 
increases the basal temperature of the ulcer to promote 
healing) are promising. 

 Monitoring Healing 
 Monitoring the healing of pressure ulcers is challenging. 
Accurate measurements of a pressure ulcer can inform 
the clinician about treatment effectiveness. However, 
traditional measurements (using rulers and tracing pa-
per) produce highly variable results among raters. Re-
cently, two instruments to measure healing of pressure 
ulcers have been developed with some level of validity 
and reliability. The Pressure Sore Status Tool and the 
Pressure Ulcer Scale for Healing (PUSH) tool (National 

Pressure Ulcer Advisory Panel, 1998) are both excellent 
tools for monitoring pressure-ulcer healing. The PUSH 
tool helps categorize the ulcer with respect to surface 
area, exudate, and type of wound tissue. The nurse us-
ing this tool records a subscore for each of these ulcer 
characteristics and then adds the subscores to obtain 
the total score. A comparison of total scores measured 
over time is an indication of the ulcer’s improvement 
or deterioration. High-frequency portable ultrasound 
to measure wound healing provides three-dimensional 
measurement data and is quite effective in objectively 
monitoring healing. Moreover, because ultrasound 
is color blind, it can detect stage I pressure ulcers in 
darkly pigmented skin. 

 Reverse staging of pressure ulcers to monitor heal-
ing has generated considerable debate. Staging is appro-
priate only for defi ning the maximum anatomic depth of 
tissue damage—when the etiology is pressure. A stage 
IV pressure ulcer cannot become a stage III, stage II, 
and then stage I ulcer; reverse staging does not accu-
rately characterize what is physiologically occurring as 

33.4 Debridement Methods

TYPE DESCRIPTION ADVANTAGES, DISADVANTAGES

Mechanical Use of physical forces to remove devitalized 
tissues. Methods include wet-to-dry irrigation 
(using 19-gauge needle with 35-cc syringe), 
hydrotherapy, and dextranomer

This approach is a nonselective removal of both 
 devitalized and vitalized tissues; typically painful 
and does not provide optimal wound environment

Surgical, 
sharp

Use of scalpel, scissors, and forceps to 
remove devitalized tissue; laser 
debridement is also in this category

Quick, effective if performed by skilled professional; 
should be used when infection is suspected; pain 
management is needed

Enzymatic Use of topical debriding agent to dissolve 
the devitalized tissue (by chemical force)

Appropriate when there are no signs or symptoms of 
local infection. Does not damage surrounding skin, 
although there may be some sensitivities

Autolytic Use of dressings to allow the devitalized 
tissue to self-digest from the enzymes 
found in the ulcer fl uids (by natural force)

Recommended when the older person cannot tolerate 
other forms of debridement and when infection is 
not suspected; may take a long time to be effective

Biosurgery Use of larvae to digest devitalized tissue Quick, effective; good option when older person 
 cannot tolerate surgical debridement

From Treatment of Pressure Ulcers. Clinical Practice Guideline No. 15 (pp. 47–49), by N. Bergstrom, M. A. Bennett, C. E. Carlson, R. Allman, O. M. Alvarez, 
R. A. Frantz, et al., 1994, Rockville, MD: U.S. Department of Health and Human Services, Public Health Service, Agency for Health Care Policy and Research. 
Copyright ©1994 by National Library of Medicine. Adapted with permission.
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DRESSING INDICATIONS CONTRAINDICATIONS EXAMPLE COMMENTS

Transparent fi lm Stage I, II, simple skin tear
Protection from friction
Superfi cial scrape

Highly draining ulcers
Suspected skin infection 
or fungus

Bioclusive
Tegaderm
Op-site

Apply skin prep to  intact 
skin to protect from 
 adhesive

Foam island Stage II, III
Low to moderate exudate
Can apply as window to 
secure transparent fi lm

Excessive exudate
Dry, crusted wound

Allevyn
Lyofoam

May also use for protection 
of the wound (e.g., newly 
healed wound or open 
wounds at risk for trauma, 
like on the legs or feet)

Hydrocolloids Stage II, III
Low to moderate drainage
Good periwound skin 
 integrity
Occlusive dressing
Autolytic debridement of 
necrotic tissue

Poor skin integrity
Infected ulcers
Heel ulcers

DuoDERM
Extra thin fi lm 
DuoDERM
Tegasorb
RepliCare
Comfeel
Nu-derm

Left in place 3–5 days
Can apply as window to 
secure transparent fi lm
Can apply over alginate to 
control drainage
Must control  maceration
Apply skin prep to in-
tact skin to protect from 
 adhesive

Alginate
(seaweed)

Stage III, IV
Excessive drainage

Dry or minimally draining 
wound
Tunneling, may not 
 retrieve all
Superfi cial wounds with 
maceration

Sorbsan
Kaltostat
Algosteril
AlgiDERM

Apply dressing within 
wound borders
Requires secondary dressing
Must use skin prep or 
 barriers
Must control for  maceration

Hydrogel 

Amorphous gels Stage II, III, IV Macerated areas
Wounds with moderate 
exudate

IntraSite gel
SoloSite gel
Restore gel

Needs to be combined with 
gauze dressing
Stays moist longer than 
saline gauze
Changed once daily
Used as  alternative to 
saline gauze for  packing 
deep wounds with tunnels, 
 undermining
Reduces adherence of gauze, 
hydrofi ber or alginate to 
wound
Must control for  maceration

Gel sheet Stage II Macerated areas
Wounds with moderate to 
heavy exudate

Vigilon
Restore
Impregnated 
Gauze

Needs to be held in place 
with topper dressing, unless 
with adhesive border
Must control for maceration

(continued)

33.5  Common Dressings for Treating Pressure Ulcers
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the pressure ulcer heals. When a stage IV pressure ulcer 
has healed, it should be classifi ed as a healed stage IV 
pressure ulcer, not a stage 0. When pressure ulcers heal, 
the ulcer moves to a progressively more shallow depth; 
healing does not replace lost muscle, subcutaneous fat, 
or dermis before they re-epithelialize. Instead, pressure 
ulcers are fi lled with granulation (scar) tissue composed 
primarily of endothelial cells, fi broblasts, collagen, and 
extracellular matrix. The scar tissue’s tensile strength 
is typically less than 80% of normal, atraumatic skin. 
Thus, residents and caregivers need to continue to be 
vigilant with protection and pressure reduction at that 

area. The progress of healing can be documented only 
by describing ulcer characteristics or measuring wound 
characteristics with a validated tool. 

 Ulcer treatment/care should be evaluated for heal-
ing progress on a weekly basis. There are no standard 
healing rates for pressure ulcers. However, a wound that 
does not close within 3 months time is considered a 
chronic, nonhealing wound that requires consult with a 
certifi ed wound specialist. Most stage I pressure ulcers 
heal within 1 day to 1 week; stage II, within 5 days 
to 3 months; stage III, within 1 month to 6 months; 
and stage IV, within 6 months to 1 year. Clearly, some 

33.5  Common Dressings for Treating Pressure Ulcers (continued)

DRESSING INDICATIONS CONTRAINDICATIONS EXAMPLE COMMENTS

Gauze packing
(moistened with 
saline, wet-
moist)

Stage III, IV
Wounds with depth, 
 especially those with 
 tunnels, undermining

Highly draining ulcers
Suspected skin infection 
or fungus

2” ×2”, 4” × 4”
Fluffed Kerlix
Plain NuGauze

Must use a semipermeable 
membrane (transparent fi lm) 
to maintain moist wound 
environment or dressing is 
considered wet-dry

Silver (Ag) dress-
ings (silver with 
alginates, gels, 
charcoal)

VAC
(vacuum-assisted 
closure)

Stage II, III, IV
Malodorous wounds
High level of exudates
Wound highly suspicious 
for critical bacterial load
Periwound with signs of 
infl ammation
Slow-healing wound

Stage III, IV
Nonhealing wounds
Surgical debridement

Sensitivity to Ag products
Signs of systemic side 
effects, esp. erythema 
multiforme
Interstitial nephritis
Leukopenia
Skin necrosis
Concurrent use with 
proteolytic enzyme 
 debridement (Santyl, 
 Accuzyme)

Untreated osteomyelitis
Fistula
Bleeding
Cancer

SilvaSorb gel
Silverlon
Aquacel Ag 
Hydrofi ber 
Mepilex Ag 
Foam Acticoat

VAC

Used for infected and/or 
highly colonized wounds
Have different percentages 
of silver
Good for diabetic and PVD 
wounds

Stimulates cell growth with 
negative pressure therapy
Different levels of pressure
Different types of foams 
(moist, silver, plain)

Hydrofi bers Stage II, III, IV
Moderate exudating 
wounds

Dry or minimally draining 
wound
Tunneling, may not re-
trieve all

Aquacel
Aquacel Ag

Better for superfi cial 
wounds, as generally 
prevents less maceration to 
periwound than alginates
Requires secondary dressing
Must use skin prep or 
 barriers

From  Geriatrics at Your Fingertips .  2006–2007  (8th ed., p. 187), by D. B. Reuben, K. Herr, J. T. Pacala, J. F. Potter, B. G. Pollock, & T. P. Semla, 2006, New York: 
American Geriatrics Society. Copyright ©2006 by Rita Frantz. Reprinted with permission.
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 full-thickness pressure ulcers may never heal, depend-
ing on comorbidity. However, no clear guidelines exist to 
determine when a pressure ulcer can be truly defi ned as 
recalcitrant (never healing) or what characteristics must 
be present to predict that an ulcer will never heal. 

 Infection Control 
 All pressure ulcers become colonized with both aero-
bic (i.e., requiring oxygen to grow) and anaerobic (i.e., 
not requiring oxygen) bacteria. However, superfi cial 
swab cultures of the wounds are not helpful in deter-
mining which organism may be causing the infection. 
Therefore, routine swab cultures are not recommended. 
However, evidence suggests that quantitative tissue 
swab cultures can be used to determine the wound’s 
 bioburden.  Wound cleansing and dressing changes 
are two of the most important methods for minimiz-
ing the amount of bacterial colonization. Increasing the 
frequency of wound cleansing and dressing changes is 
an important fi rst step when purulent or foul-smelling 
drainage is observed on the ulcer. Many clinicians use 
vacuum-assisted closure (VAC) to help continuously re-
move exudates from infected wounds. In these cases, 
the foam dressing is not changed typically every 3 days, 
but daily. When ulcers are not healing or have persis-
tent exudate after 2 weeks of optimal cleansing and 
dressing changes, it is reasonable to consider the use of 
antimicrobials. 

 Topical antimicrobials can decrease the bioburden 
in pressure ulcers. Antimicrobials such as silver sulfadi-
azine and mupirocin (Bactroban) ointment can be used 
daily or every other day for 1 to 2 weeks, depending on 
exudates, with careful monitoring for sensitivities. Be-
cause prolonged use of these antimicrobials may result 
in resistant organisms, they should not be used indefi -
nitely. Silver-impregnated dressings to decrease biobur-
den are increasingly being used. Although the exact 
mechanism of how silver kills the infection remains un-
known, it is hypothesized that it stops the enzyme that 
feeds the proliferation of bacteria, viruses, and fungi. 
Dressings such as Aquacel Ag, Acticoat, Actisorb, and 
Arglaes control bacterial load and the odor caused by 
bacteria. The dressing that is selected will determine 
how the silver is delivered, percentage delivered, length 
of treatment, amount of exudate absorption, incidence 
of maceration, ease of dressing removal, and pain inten-
sity at dressing changes. It is important to select a dress-
ing that meets the resident’s needs and staff availability 
to apply the dressing. 

 Because most topical antibiotics do not penetrate 
the wound bed, they are not effective for control of in-

fections. When ulcers fail to heal despite the treatments 
described previously, it is time to consider the possi-
bility of cellulitis or osteomyelitis. Biopsy of the ulcer 
for quantitative bacterial cultures or of the underlying 
bone can be used to establish these diagnoses. An MRI 
or three-phase bone scan can also provide a defi nitive 
diagnosis of osteomyelitis. Cellulitis, osteomyelitis, bac-
teremia, and sepsis are all indications for the use of 
systemic antibiotics. 

 The use of topical antiseptics (e.g., povidone io-
dine, iodophor, sodium hypochlorite, hydrogen perox-
ide, and acetic acid) is not recommended because of 
their tissue toxicity. However, recent studies suggest 
that diluted povidone iodine (< 5%) is not cytotoxic to 
healthy granulation tissue. 

 COMPLICATIONS FROM 
PRESSURE ULCERS 

 The development of pressure ulcers can lead to several 
complications, probably the most serious of which is 
sepsis. When a pressure ulcer is present and there is 
aerobic or anaerobic bacteremia, or both, the pressure 
ulcer is most often the primary source of the infection. 
Additional complications of pressure ulcers include 
 localized infection, cellulitis, and osteomyelitis. Quite 
often, a nonhealing pressure ulcer may indicate under-
lying osteomyelitis. Mortality can also be associated 
with pressure ulcer development. Several studies re-
port the association of pressure ulcer development and 
mortality in both hospital and nursing home settings. 
In fact, mortality rate is reportedly as high as 60% for 
older adults who develop a pressure ulcer within 1 year 
of hospital discharge. Other complications of pressure 
ulcers include pain, depression, isolation, and altered 
body image. All of these complications have been asso-
ciated with decreased healing in the pressure ulcer. 

 SETTING GOALS 

 Many pressure ulcers in older adults may not be  healable 
because of acuity, other underlying medical illnesses, or 
inability to tolerate certain treatment regimens. Main-
taining quality of life and dignity at end of life should 
always take priority. Discussion with the resident (if 
possible) and/or family members regarding the inabil-
ity to heal a pressure ulcer—and that the goals of care 
have now focused on prevention of worsening of the 
wound and minimizing the risk of sepsis—may be the 
best standard of care that a clinician can provide. 
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 Mental health is a critical aspect of aging well and is 
particularly important to address in community set-
tings, such as assisted living. Some older adults have 
had lifelong mental health problems such as manic 
depression, bipolar disorders, schizophrenia, or gen-
eralized personality disorders. Aging may place some 
additional challenges on their ability to cope, and, as 

S E C T I O N  I V

Psychological

Health

such, these problems may require new and innovative 
treatment approaches. Conversely, there are some older 
adults who acquire mental health problems in old age 
including such things as depression and dementia. This 
section will review these disorders and provide appro-
priate treatment options including both pharmacologi-
cal and behavioral interventions. 
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 34 
 Depression and 
Other Mood 
Disorders
 Gary J. Kennedy and Maureen Kilby 

 Depression in older adults is a common, persistent, and 
sometimes recurrent disorder resulting from psychosocial 
stress or the physiologic effects of disease. This psycho-
logical problem can lead to disability, cognitive impair-
ment, exacerbation of medical problems, increased use 
of health care services, and increased suicide. Unfortu-
nately, the signs and symptoms of depression are easily 
missed in older adults or are assumed to be due to nor-
mal age changes. Specifi cally, these individuals do not 
present with the typical symptoms of depression, such 
as depressed mood or sadness. Sorting out the complex 
interrelationships between symptoms and signs of de-
pression caused by physical illnesses and those caused 
primarily by an affective disorder or related psychiatric 
diagnosis is challenging for health care providers. Rec-
ognition is critical so that appropriate behavioral and 
pharmacological interventions can be implemented. In 
so doing, nurses and others in assisted living communi-
ties can help older adults maintain function and quality 
of life, reduce the need for health care resources, and 
prevent further morbidity and even mortality. 

 EPIDEMIOLOGY 

 The prevalence of major depression among older 
adults actually decreases with age. Among community-

dwelling older adults, prevalence is 6.5% to 9%, but 
an additional 2% experience  dysthymia  (i.e., a chronic 
depressive disorder characterized by functional im-
pairment and at least 2 years of depressive symptoms 
that also consistently decreases with age). Major de-
pression, however, is found in 16% to 50% of older 
adults in institutional settings. The lower reported 
rate of major depression among older adults may be 
due to the challenges of diagnosing depression among 
older individuals and the fact that many cases might 
be missed. The prevalence of  subsyndromal depression  
(i.e., symptoms of depression that do not meet standard 
criteria for major clinical depression) steadily increases 
with age, however, ranging from 10% to 25% among 
community-dwelling older adults and increasing to 50% 
among those in residential long-term care. Depression 
is implicated with increased mortality and morbidity in-
cluding increased incidences of cardiovascular disease, 
weight change, functional decline, and impaired cogni-
tion. When depression is associated with other medical 
problems (e.g., hip fracture or osteoarthritis), there is 
often exacerbation of pain, poor compliance and mo-
tivation, and impaired recovery and function. Older 
adults account for 25% of all suicides; as many as 75% 
of older adults who committed suicide were suffering 
from depression. 
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 CLINICAL PRESENTATION 
AND DIAGNOSIS 

 The Geriatric Syndrome of Late-Life 
Depression
 Symptoms and criteria of major depression, listed in 
Exhibit 34.1, are drawn from the fourth edition of the 
 Diagnostic and Statistical Manual of Mental Disorders  
( DSM-IV ). There are some differences in signs and 
symptoms expressed by younger and older depressed 
patients. Older patients are more preoccupied with so-
matic symptoms and less frequently report depressed 
mood and guilty preoccupations. It is not unusual for 
an older adult with depression to express a persistent 
loss of pleasure and interest in previously enjoyable 
activities ( anhedonia ) rather than the more traditional 
symptom of sustained feelings of sadness. Thus, one 
need not exhibit depressed mood in order to meet crite-
ria for major depressive disorder.   

 Diagnosis of major depression in older adults is 
often complicated by the overlap among symptoms of 
major depression with the symptoms of physical ill-
ness. Coexisting problems such as pain, cognitive im-
pairment, chronic medical problems (arthritis, diabetes, 
heart failure), alcohol or substance abuse can compli-
cate diagnosis and treatment of major depression. Pa-
tients with serious medical illness may be preoccupied 
with thoughts about death or feel worthless because of 
concomitant disability. If symptoms of major depression 
persist following a loss (e.g., loss of a spouse, home, 
pet) then treatment should be considered. The  DSM-IV  
criteria indicate that true depressive symptoms should 
not be considered those that are directly associated with 
a medical condition or medication used to treat it. For 
example, an individual who is believed to be depressed 
secondary to new onset hypothyroidism should not be 
diagnosed with a depression. Rather, that individual 
should have the diagnosis of hypothyroidism added to 
his or her problem list. This distinction in older adults 
is extremely diffi cult to make and results in clinicians 
often diagnosing depression in situations that do not 
meet the traditional  DSM-IV  guidelines. 

 Screening for mood symptoms is an important part 
of a comprehensive assessment of all older adults re-
gardless of socioeconomic or ethnic status, although 
cultural variation may infl uence how emotional states 
are expressed. The Patient Health Questionaire-2 (Ex-
hibit 34.2) consists of two questions that assess the 
frequency of depressed mood and anhedonia during 
the preceding 2-week period. This is a useful fi rst-step 
depression screen and is easily administered in the as-
sisted living setting. If the screen is positive, it should 
be followed by additional testing and referral to the pri-
mary health care provider. Since the diagnosis of de-
pression hinges on a qualitative change from a patient’s 
normal mood state, it is essential to obtain information 
from involved family members or caregivers to deter-
mine whether or not there is evidence of a change in 
mood.   

 Bipolar Depression 
 Diagnosis of a bipolar depression requires that the 
individual exhibit a distinct period of persistently el-
evated mood lasting for 1 or more weeks and three 
additional symptoms, among which are infl ated self-
esteem or grandiosity, hypersexuality, increased activ-
ity, decreased need for sleep, pressured speech, racing 
thoughts, spending sprees or fl ight of ideas, and distract-
ibility. Grandiose or paranoid delusions may be present. 
Although the criteria for diagnosing bipolar disorder in 

34.1 DSM-IV Diagnostic Criteria 
for Major Depression

Depressed mooda

Loss of interest or pleasurea

Appetite change or weight loss

Insomnia or hypersomnia

Psychomotor agitation or retardation

Loss of energy

Feelings of worthlessness or guilt

Diffi culties with concentration or decision making

Recurrent thoughts of death or suicide

aAt least one of which must be present for a diagnosis of major 
depression.
From Diagnostic and Statistical Manual of Mental Disorders (4th ed.), 
by American Psychiatric Association, 1994, Washington, DC: Author. 
Copyright ©1994 by American Psychiatric Association. Reprinted with 
permission.
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34.2 The Patient Health Questionaire-2 (PHQ-2)

Over the past 2 weeks, how 
often have you been bothered 
by any of the following problems

Not at all Several days More than 
half the days

Nearly every 
day

1.  Little interest or pleasure 
in doing things

0 1 2 3

2.  Feeling down, depressed, 
or hopeless

0 1 2 3

From “The Patient Health Questionnaire-2: Validity of a Two-Item Depression Screener,” by K. Kroenke, R. L. Spitzer, and J. B. Williams, 2003, Medical Care, 
41(11), p. 1285. Copyright ©2003 by Lippincott Williams & Wilkins, Inc. Reprinted with permission.

younger and older patients are identical, some differ-
ences have been noted. Elderly patients with bipolar 
disorder are more likely to have a mixture of depression 
and marked irritability. In conversation, they may tend 
to go off on tangents. Hypersexuality and grandiosity 
are less common in older adults. Maniclike syndromes 
in late life are also distinguished by a greater likelihood 
of confusion, often a refl ection of an underlying cogni-
tive disturbance. 

 Depression Associated With Structural 
Brain Disease 
 Major depression is commonly associated with cogni-
tive impairment and individuals who have been diag-
nosed with Alzheimer’s disease. It is sometimes diffi cult 
to tell, however, which disease is the problem: depres-
sion can cause some memory and behavior problems 
such as impaired concentration, indecisiveness, and 
lack of motivation, which are also associated with de-
mentia. An older person with depression may report 
both memory loss and poor concentration and be un-
able to perform simple cognitive tests without being de-
mented. Conversely, residents with true dementia may 
have symptoms that imitate depression, such as loss 
of interest, apathy, psychomotor retardation (i.e., slow-
ness when doing tasks such as bathing, dressing, or 
walking), and disrupted sleep (i.e., may sleep too much 
or too little). 

 Bereavement 
 Bereavement is likely among older adults. Feelings of 
sadness, disturbed sleep, and diminished appetite are 
common among bereaved persons but are generally 
time limited and resolve within a few months. Older 
adults who experience a loss, however, are less likely to 
progress to the point of being diagnosed with a major 
depression when compared to younger individuals. Be-
reavement that has evolved into a major depression is 
characterized by morbid preoccupations with guilt or 
suicidal ideas beyond transient thoughts of joining the 
deceased that would be expected in association with 
the loss. 

 THE PROGRESSION OF DEPRESSION 

 Major depression is often a recurrent disorder in both 
younger and older adults. Generally, about one-third of 
individuals with major depression will continue to re-
main depressed over time, and another third will have 
partial recovery with residual disability (i.e., they may 
have days in which they are not willing to participate 
in routine activities, won’t eat, dress, or take medica-
tions). Patients who suffer their fi rst episode of major 
depression in later life take longer to recover. Depressed 
older adults also tend to visit health care providers more 
than nondepressed older adults. Depressed older adults 
tend not to do as well in the management of comorbid 
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chronic illness and have increased mortality from car-
diovascular disease (e.g., hypertension, atrial fi brilla-
tion, or heart failure) when compared to older adults 
who are not depressed. 

 Old age is associated with an increased risk for 
suicide, particularly among those who are depressed. 
Persons aged 65 and over represent less than 13% of 
the population but account for 25% of suicides. The 
likelihood that an attempt will be lethal (i.e., that they 
will actually kill themselves) is also higher among older 
adults when compared to young adults. The specifi c risk 
factors for late-life suicide include having some type of 
physical illness, living alone, being male, and alcohol-
ism. Older men and women tend toward violent sui-
cide, with use of fi rearms and hanging being the most 
commonly used methods. 

 TREATMENT OF DEPRESSION 

 Overview 
 Several treatment modalities are available to manage 
depression in older persons (Exhibit 34.3). Pharmaco-
logical, behavioral interventions, and psychotherapy 
are somewhat effective in mild to moderate depression 
in the outpatient geriatric population. Medications most 
commonly include selective serotonin reuptake inhibi-
tors (SSRIs) and tricyclic antidepressants (TCAs); they 
are equally effective. However, there are more side ef-
fects and risks associated with TCAs when compared to 
the SSRIs; hence, SSRIs are more commonly prescribed. 
Behavioral interventions, such as exercise and cogni-
tive behavioral therapy, are also reported to be effec-
tive. Choice of treatment(s) depends on many factors, 
including the primary disorder causing the depres-
sion, severity of symptoms, availability and practical-
ity of the various treatment modalities, and underlying 
conditions that might contraindicate a specifi c form of 
treatment (e.g., cognitive issues that may make psy-
chotherapy more diffi cult or underlying medical prob-
lems that increase the risk of medication management). 
Electroconvulsive therapy (ECT) is also effective when 
other treatment options (e.g., behavioral interventions 
and medications) are not successful.   

 The course of treatment for major depression is con-
ceptualized as: acute treatment to reverse the current 
episode, continuation treatment to prevent relapse, and 
maintenance treatment to prevent recurrence. Continua-
tion treatment to stabilize recovery involves ongoing an-
tidepressant therapy for an additional 6 to 12 months to 
reduce the possibility of relapse. Maintenance treatment 

(3 years or longer) is provided to patients with a history 
of recurrent depression. Duration of maintenance ther-
apy should be based on the frequency and severity of 
previous episodes. Recurrent episodes complicated by 
suicidal ideas or attempts warrant lifelong treatment. 

 Psychotherapy 
 Exhibit 34.3 lists the variety and characteristics of 
behavioral interventions (i.e., psychotherapies) rec-
ommended for older adults. These include cognitive-
behavioral therapy, interpersonal psychotherapy, and 
problem-solving therapy. Problem-solving therapy in-
volves working with the patient to identify practical life 
diffi culties that are causing distress and providing guid-
ance to help the patient identify solutions. The treatment 
is delivered generally in six to eight meetings spaced 1 
to 2 weeks apart. Cognitive and interpersonal psycho-
therapy are also time-limited but less highly structured. 
Psychotherapy combined with antidepressant medica-
tion is recommended for all patients with severe or sui-
cidal depression. Generally this treatment is covered by 
secondary insurers including Medicare. 

 Exercise Programs 
 A supervised physical exercise program consisting 
of walking or an aerobic exercise can reduce mild to 
moderate depression in older adults. It may be diffi cult 
to get depressed residents to participate in an exercise 
program. Persistent encouragement will show the indi-
vidual how much you care about him or her and may 
ultimately get him or her to start a class or an activity. 
Reinforcing this behavior and providing continued en-
couragement to adhere to the class or activity can be 
very effective. In some individuals, however, treatment 
with an antidepressant medication may be needed be-
fore he or she will even consider attending the class or 
engaging in, for example, a walking program. 

 Choice of Antidepressants: First 
Considerations 
 Among the many antidepressant medications that cli-
nicians can use, the choice of agent depends on the 
patient’s comorbid medical conditions, the side ef-
fect profi le of the antidepressant, and the individual’s 
sensitivity to these effects. Potential interactions with 
other medications have to be considered. Complaints 
of sleep disturbance, anxiety, or psychomotor retarda-
tion will direct the practitioner toward agents that are, 
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34.3 Behavioral Interventions for Depression in Older Adults

THERAPY DISTINGUISHING CHARACTERISTICS

Short-term psychodynamic Problem focused
Transference not examined

Life review, reminiscence Recall of personal history to master one’s present and future

Supportive Meant to maintain present level of function or symptom control

Dementia caregiver counseling Focused on the caregiver role and activities
Combines elements of cognitive-behavioral, problem-solving, and interpersonal 
therapy

Bereavement therapy Restructuring (not restoration) the experience of the lost loved one though 
review of both positive and negative aspects of the relationship

Behavioral Educational, pragmatic
Directed at reducing negative and increasing positive experiences

Dialectical-behavioral therapy Focused on reduction of counterproductive behaviors
Emphasis on acceptance of affect and the inevitability of confl ict

Cognitive-behavioral therapy Active time limited therapy that aims to change individuals’ thinking and 
behavior that infl uence their depression
Based on the assumption that irrational thoughts and beliefs, overgeneraliza-
tion of negative events, a pessimistic outlook on life, a tendency to focus on 
problems and failures, and negative self-assessment, as well as other cognitive 
distortions, promote the development of psychological problems, especially 
depression. Focus is to help the resident identify and understand how these 
cognitive distortions affect his or her life
Interventions thus focus on helping the individual reinterpret his or her 
situation

Problem-solving therapy Problem-solving therapy shifts the focus of therapy from the individual to the 
social context in which he or she lives (e.g., family, institution)
This approach differs from other therapies by emphasizing the social context, 
or social situation, of human problems
The therapist approaches each problem with techniques specifi c to the 
situation. The goals of this therapy are to solve problems, achieve goals, 
and change the patient’s behavior. Examples of interventions would involve 
having the resident call someone for dinner if the depression was associated 
with loneliness.

Interpersonal therapy Interpersonal therapy focuses on the interactions between people and the 
development of a person’s psychiatric symptoms. Interpersonal therapists focus 
on the functional role of depression rather than its cause. The focus is more on 
the symptoms of depression than the causes. For example, the therapist would 
work with the individual to have him or her attend a class, go to the dining 
room, or visit with friends
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respectively, more sedative or more activating. Sertra-
line and citalopram are often preferred because adverse 
effects and drug interactions are less likely than with 
some other SSRIs, such as fl uoxetine and paroxetine. It 
is important for nurses to understand the utility of these 
medications as well as their potential side effects. 

 Selective Serotonin Reuptake Inhibitors 

 Information about commonly used SSRIs is shown in 
Table 34.1. Although SSRIs are generally free of severe 
side effects, a small proportion of older adult patients 
develop hyponatremia (i.e., low blood sodium levels). 

34.1 Selective Serotonin-Reuptake Inhibitors for Older Adults

GENERIC
(TRADE) NAME

INITIAL
DOSAGE

FINAL
DOSAGE

SEDATIVE 
POTENTIAL

PRECAUTIONS ADVANTAGES

Citalopram 
(Celexa)

10 mg A.M. 20–40 mg A.M. Low Side effects include 
nausea, tremor, 
dizziness, sweating, 
agitation

Few drug interac-
tions, well tolerated

Escitalopram 
(Lexapro)

10 mg A.M. 10–20 mg A.M. Low Nausea, tremor, 
dizziness, sweating, 
agitation

May have fewer side 
effects than citalo-
pram, well tolerated

Fluoxetine 
(Prozac)

10 mg A.M. 20–40 mg A.M. Low Nausea, tremor, 
dizziness, sweating, 
agitation, prolonged 
half-life, insomnia, 
drug interactions

Liquid preparation 
available

Fluvoxamine 
(Luvox)

50 mg or less 50–300 mg
Divide dose
>100 mg

Mild Headache, nausea, 
dizziness, sleep 
disturbance, 
abnormal ejaculation

Effective for OCD 
treatment

Paroxetine 
(Paxil)

10 mg hs 20–40 mg hs Low Nausea, tremor, 
dizziness, sweating, 
agitation, drug 
interactions, 
anticholinergic effects

Mild sedative effect

Sertraline 
(Zoloft)

25 mg A.M. 100–200 mg A.M. Low Nausea, tremor, 
dizziness, sweating, 
agitation

Few drug 
interactions, well 
tolerated

Note: hs = hora somni (at bedtime); OCD = obsessive-compulsive disorder.

This can result in some confusion, and, if the sodium 
level drops low enough (below 112), it can cause sei-
zures and death. Some individuals are unable to tolerate 
SSRIs because of individual responses to the medications 
including such things as anxiety, sleep disturbances, or 
agitation. Decreased sexual desire commonly occurs 
with all SSRIs; inquiring about sexual function and de-
sire is an important part of monitoring residents. SSRIs 
may cause either weight loss or weight gain. Long-term 
use, particularly, seems to result in weight gain. As with 
all medications, there is the potential for the SSRIs to 
interact with other drugs the individual may be taking 
on a regular basis.   
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 SSRIs are considered particularly safe for older 
adults, however, because unlike the TCAs they do not 
cause orthostatic hypotension (i.e., a 20 mm drop in 
either systolic or diastolic blood pressure when the in-
dividual comes to a standing position), arrhythmias, or 
marked sedation. 

  Serotonin syndrome  is a specifi c drug reaction ex-
perienced by older adults on SSRIs. It results from over-
stimulation of the serotonin receptors in the brain when 
SSRIs are used in combination with certain medications 
(see Exhibit 34.4). Symptoms include hyperactivity, el-
evated heart rate, mental confusion, agitation, shiver-
ing, sweating, uncoordination, seizures, and diarrhea. 
If these signs and symptoms are noted in a resident who 
is on an SSRI, they should be immediately reported to 
the individual’s primary health care provider.   

 Older adults can experience a withdrawal syndrome 
following immediate discontinuation of an SSRI. Symp-
toms include lightheadedness, insomnia, agitation, 
nausea, headache, and sensory disturbances. Mood 
disturbance may also occur. A resident who abruptly 
stops taking the SSRI for any reason (e.g., prescription 
was not fi lled in a timely fashion; didn’t think he/she 
needed it; etc.), should be monitored for symptoms of 
withdrawal. It is altogether possible that the withdrawal 
symptoms appear fi rst—that is, before the reason for 
not taking the SSRI is known! 

34.4  
Drugs That May Induce 
Serotonin Syndrome When 
Taken With an Antidepressant

Ecstasy

Cocaine

Lithium

St John’s wort (herbal antidepressant)

Diethylproprion

Dextromethorphan (found in cough suppressants)

Buspar

Selgene

Tegretol, carbium, carbamazepine

Pethidine, fortral, tramadol

Triptans-naramig, imigran, zomig

Phentermine, fenfl uramine

Tryptophan

 Tricyclic Antidepressants 

 The TCAs nortriptyline and desipramine are the most 
appropriate for use in older adults. See Table 34.2 for a 
detailed summary of dosing, formulations, precautions, 
and advantages of these agents. They are effective in 
the most severe forms of depression but are associated 
with anticholinergic side effects that result in any num-
ber of symptoms including confusion, dizziness, dry 
mouth, urinary retention, and constipation (see Chap-
ter 20, “Pharmacotherapy”). As noted previously, TCAs 
are associated with the risk of cardiac problems includ-
ing heart block.   

 Other Antidepressants 

 Other antidepressants, including stimulants, are listed 
in Table 34.3 with information regarding dosing, for-
mulations, precautions, and advantages. Bupropion is 
generally safe, free of sexual side effects, and well tol-
erated when used at recommended doses. There is an 
increased risk of seizure, however, particularly at higher 
dosages. Bupropion does tend to be activating (i.e., may 
cause insomnia as well) and thus should be given in the 
morning.   

 Venlafaxine is effective in the management of de-
pression and anxiety, although it may result in hyper-
tension when used at high dosages. Duloxetine is a new 
antidepressant medication that has been approved for 
the treatment of both depression and management of 
pain due to peripheral neuropathy (i.e., a condition of 
the nervous system that usually begins in the hands 
and/or feet with symptoms of numbness, tingling, and 
burning). Mirtazapine, another antidepressant, has se-
dating side effects thus are generally given as a single 
bedtime dose to individuals who have depression and 
diffi culty sleeping. This drug is also associated with in-
creased appetite and weight gain. 

 The group of antidepressants referred to as mono-
amine oxidase inhibitors (MAOIs) are older antide-
pressants that are generally not used unless all other 
treatment options are not effective. This group of medi-
cations can result in orthostatic hypotension. In addi-
tion, the individual has to avoid eating foods rich in 
tyramine (e.g., cheeses, wine) because of the danger of 
precipitating a life-threatening hypertensive crisis. The 
combined use of MAOIs with an SSRI or meperidine can 
cause a fatal serotonin syndrome associated with de-
lirium and hyperthermia and thus should be avoided. 
Last, methylphenidate and other stimulants have been 
used to treat major depression to reverse the apathy (the 
absence of emotion or energy noted in many individuals 
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34.2 Tricyclic Antidepressants Commonly Used for Depression in Older Adults

GENERIC
(TRADE) NAME

INITIAL
DOSAGE

FINAL
DOSAGE

SEDATIVE 
POTENTIAL

PRECAUTIONS ADVANTAGES

Desipramine 
(Norpramin)

10–25 mg hs 25–150 mg hs Low May be fatal in 
overdose
May exacerbate 
glaucoma, 
anticholinergic 
effects

Therapeutic plasma 
level 115–200 ng/mL
May have stimulant 
properties

Nortriptyline 
(Pamelor, 
Aventyl)

10–25 mg hs 25–100 mg hs Moderate Lower fi nal dose
May be fatal in 
overdose
May exacerbate 
glaucoma, 
anticholinergic 
effects

Therapeutic window 
for plasma levels of 
50–150 ng/mL 

Note: hs = hora somni (at bedtime).

34.3 Other Antidepressants, Including Stimulants, for Older Adults

GENERIC
(TRADE) NAME

INITIAL
DOSAGE

FINAL
DOSAGE

SEDATIVE 
POTENTIAL PRECAUTIONS ADVANTAGES

Other antidepressants

Bupropion 
(Wellbutrin SR)

SR: 75 mg qd SR: 150–
300 mg qd

Low Dopaminergic, nor-
adrenergic, agitation, 
insomnia, seizures
Dose should be 
divided

May help apathetic 
depression
Sustained-release 
form available

Duloxetine 
(Cymbalta)

20 mg 30–60 mg Low Drug interactions 
(CYP 1A2, 2D6 
substrate)

Equally SSRI and 
SNRI, narrow dose 
range
FDA approved for 
neuropathic pain

Hypericum 
perforatum, 
or St. John’s 
wort

300 mg bid 900 mg tid Low Use standardized, 
freeze-dried extract, 
0.3% hypericin
Drug interactions with 
other antidepressants

Low side effect 
profi le, OTC

(continued)
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34.3 Other Antidepressants, Including Stimulants, for Older Adults (continued   )

GENERIC
(TRADE) NAME

INITIAL
DOSAGE

FINAL
DOSAGE

SEDATIVE 
POTENTIAL PRECAUTIONS ADVANTAGES

Mirtazapine 
(Remeron, 
Sol-tabs)

7.5 mg hs 15–45 mg 
hs

Moderate Prolonged half-life, 
renal clearance
Dry mouth, weight 
gain 
Serotonergic and 
noradrenergic

Sedative effects may 
improve sleep

Trazodone 
(Desyrel)

25–50 mg hs 100–200 mg 
hs

High Very sedative For sleep 
disturbance

Venlafaxine 
(Effexor, 
Effexor XR)

37.5 mg bid
XR: 75 mg qd

75–225 mg 
qd

Low Headache, nausea, 
vomiting
Hypertension, 
withdrawal 
syndrome

Fewer drug 
interactions
Extended-release 
preparation avail-
able, may be more 
effective than SSRIs

Stimulants

Methylphenidate 
(Ritalin)

5 mg A.M. 20 mg bid Low Side effects include 
anorexia, insomnia
Daytime use only

Quick results
For frail and 
apathetic 
patients

Modafi nil 
(Provigil)

200 mg A.M. 400 mg 
A.M.

Low Little used in 
elderly patients

Once-daily 
dosing, reverses 
daytime sedation 
sometimes observed 
with SSRIs

Note: bid = bis in die (twice a day); FDA = U.S. Food and Drug Administration; hs = hora somni (at bedtime); OTC = over-the-counter; qd = quaque die (every 
day); SR = sustained release; SNRI = serotonin norepinephrine reuptake inhibitor; SSRI = selective serotonin reuptake inhibitor; tid = ter in die (three times a 
day); XR = extended release.

with depression). Benzodiazepines may also be useful 
for treating the anxiety and sleep disturbance associated 
with a major depression. Careful monitoring is needed 
to watch for changes in memory, gait, and increased 
sleeping when using these drugs. 

 MANAGEMENT OF BIPOLAR DISORDER 

 Most persons with bipolar disorder have been previ-
ously diagnosed during adulthood and often receive 

long-term treatment with an antimanic medication. 
Many medications are effective for this type of depres-
sion. Lithium carbonate is highly effective for the acute 
and maintenance treatment of classical manic epi-
sodes. Older individuals, particularly those who have 
been treated with lithium for many years, may develop 
side effects that include a tremor, diarrhea, pseudo-
parkinsonism (Parkinson’s disease symptoms that are 
due to medications) or hypothyroid disorders. Antisei-
zure medications such as valproic acid (Valproate, di-
valproex) and carbamazepine have been approved for 
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the treatment of bipolar disorder. These are generally 
used at low dosages in older adults and are well toler-
ated. Likewise, antipsychotic medications can be used 
to treat the mania associated with manic depression. 
Monitoring residents on these medications should in-
clude observations for weight gain, confusion, sleepi-
ness, and changes in physical function (e.g., decreased 
ability to walk). 

 Electroconvulsive Therapy for the 
Treatment of Depression 
 In some individuals, behavioral and medication man-
agement of depression is not effective. In these cases, 
ECT may be effective. Usually done on an outpatient 
basis, ECT can continue at intervals over time (e.g., 
starting with several times weekly and then once a 
month, indefi nitely). There are generally no immedi-
ate side effects with treatment, although, particularly 

if the resident undergoes repeated treatment over time, 
there may be evidence of confusion or worsening of an 
underlying dementia. 
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 Older adults suffer from the entire range of anxiety 
disorders. The published literature on anxiety in older 
adults, however, is relatively sparse. As a result, some 
characterizations and treatment strategies described in 
this chapter are based on research carried out in younger 
populations but have been modifi ed and take into ac-
count the physiologic and psychological differences 
between older and younger adults. The challenges to 
proper assessment of geriatric anxiety include medi-
cal comorbidity, the diffi culty of differentiating anxiety 
from depression, false high scores on anxiety rating 
scales resulting from overemphasis of cardiac and re-
spiratory problems, and the tendency of older adults to 
resist psychiatric evaluation. 

 Anxiety assessment begins with an interview to 
assess the course and nature of symptoms, as well as 
assessment of the older adult’s mental status and so-
cial support. Although discrete anxiety disorders such 
as panic disorders are less prevalent among older than 
among younger adults, anxiety as a symptom is a com-
mon problem. The ability to recognize and effectively 
treat anxiety in older adults is important, given the de-
bilitating effects that an unhealthy level of anxiety can 
have in this population. 

 CLASSES OF ANXIETY DISORDERS 

 The types of anxiety disorders as currently defi ned in the 
fourth edition of the  Diagnostic and Statistical Manual 
of Mental Disorders  ( DSM-IV ) are listed in Table 35.1.   

 Panic Disorder 
 Panic attacks are acute, discrete episodes of intense 
anxiety that are a reaction to some perceived threat 
(e.g., emotional, environmental). The term  panic attack  
is used when a person experiences an intense and acute 
reaction to an internal or external cue lasting from a few 
minutes to a half hour. Physiologic symptoms may in-
clude trembling, rapid heart rate, sweating, shortness of 
breath, chest pain, dizziness, nausea, and the sense that 
one is somehow detached from one’s surroundings. For 
example, a resident might have a fear of being trapped 
on an elevator and report feeling dizzy and nauseated 
when entering one. Another might report high levels of 
acute anxiety at the mere sight of elevator doors. Some-
times, symptoms can be severe enough that a resident 
feels like he or she might be dying. A clinically signifi -
cant degree of panic symptoms exists if a review of the 
resident’s history reveals that recurrent and unpredict-
able panic attacks have occurred for at least 1 month 
and time is being spent in worried anticipation of pos-
sible reoccurrence.  Agoraphobia  is a persistent fear of 
situations that result in a panic attack, as when a resi-
dent reports remaining at home or in the assisted liv-
ing community (ALC) in order to avoid a panic attack. 
Comparison of young and older adults with panic dis-
order indicates that age of onset can affect the clinical 
presentation. Individuals with late-onset panic disorder 
(i.e., at or after age 55) report fewer panic symptoms 
and less avoidance, and they score lower on somati-
zation measures than do those with early-onset panic 
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35.1 
 Types of Anxiety Disorders 
Defi ned in DSM-IV

Panic disorder without agoraphobia 

Panic disorder with agoraphobia 

Agoraphobia without history of panic disorder

Specifi c phobias

 Animal type
 Natural environment type
 Blood-injection-injury type
 Situational type
 Other type

Social phobia

Obsessive-compulsive disorder

Posttraumatic stress disorder

Acute stress disorder

Generalized anxiety disorder

Anxiety disorder due to a general medical condition

Substance-induced anxiety disorder

Anxiety disorder not otherwise specifi ed

disorder. Also, earlier-onset panic disorder more com-
monly persists into old age. 

 Phobic Disorders 
 Phobias include several distinct disorders, categorized 
as  specifi c phobia  and  social phobia . A specifi c phobia 
involves a distinct trigger, such as a specifi c person, ani-
mal, place, object, event, or situation that causes anxi-
ety. Typically, the anxiety level increases instantly when 
the feared trigger is encountered. Interestingly, the suf-
ferer is able to identify this fear as unrealistic and unsup-
ported, even though the fear and physiologic responses 
persist. Specifi c phobias often involve a great amount of 
anticipatory anxiety (i.e., thoughts of just the possibility 
of encountering the feared stimulus); avoidance behav-
iors are likely. The consequence of such a clinical profi le 
is that the older adult experiences a variety of personal 

diffi culties as a result of the anxiety. These behaviors 
interfere with daily routines and relationships and de-
crease the person’s opportunities to experience pleasur-
able situations (for fear that a trigger might be present). 
The anxiety experienced by the older individual may 
also contribute to secondary symptoms, such as frustra-
tion, hopelessness, and a sense that one lacks control in 
one’s life. The level of anxiety or fear usually varies as 
a function of both the degree of proximity to the phobic 
stimuli and the degree to which escape is perceived to 
be limited. Examples of common phobias include fear 
of specifi c animals, closed spaces, fl ying, or heights. 
Phobic disorders tend to be chronic and persist into old 
age. However, fear of falling is a specifi c phobia that is 
increasingly recognized to have an onset in later life. 

 Persons with social phobia suffer from fears that 
they will behave in a manner that is inept or embarrass-
ing. Commonly, the fear is that of trembling, blushing, 
or sweating profusely in social situations. Again, as with 
specifi c phobias, social phobia is often accompanied with 
a signifi cant degree of anticipatory anxiety or avoidance, 
or both. Though systematic studies of this disorder in 
elderly persons are lacking, epidemiologic data indicate 
that this disorder is chronic and persistent in old age. 

 Obsessive-Compulsive Disorder 
 Obsessive-compulsive disorder involves persistent 
thoughts (i.e., obsessions) and behaviors (i.e., compul-
sions) performed in an effort to decrease the anxiety 
experienced as a result of the thoughts. Obsessions 
are thoughts or ideas that come to a person’s mind, 
commonly while completing a specifi c task or during 
a particular type of situation. For example, a resident 
may wash his hands repeatedly, for hours at a time, af-
ter shaking a stranger’s hand; the unwanted thought is 
that he may have exposed himself to a serious disease. 
The act of washing in this example is the compulsion. 
Obsessive-compulsive disorder is chronic and often dis-
abling. Depression and other symptoms of anxiety may 
also be present in addition to the obsessive-compulsive 
symptoms. A new occurrence of obsessive-compul-
sive disorder in late life is unlikely. More commonly, 
symptoms of obsessions occur along with a depressive 
syndrome or early dementia. For example, obsessions 
about paying bills on time may occur in the context of 
diffi culty in estimating time and planning. 

 Posttraumatic Stress Disorder 
 The distinctive feature of posttraumatic stress disorder is 
that the person has experienced, either as a witness or a 
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victim, a traumatic event to which he or she has reacted 
with feelings of fear and helplessness. Examples of such 
events include those that involve actual or threatened 
death or serious injury, other threats to one’s integrity, 
witnessing an event that involves death or serious in-
jury of another, or even hearing about death or serious 
injury to a family member or close associate. Com-
monly observed symptoms include the re-experiencing 
of the traumatic event, avoidance (both cognitively and 
behaviorally) of stimuli associated with the event, psy-
chological numbing, and increased physiologic arousal. 
Symptoms of hyperarousal include diffi culty falling or 
staying asleep, hypervigilance, and exaggerated startle 
response. Disorders often found to occur with posttrau-
matic stress disorder include depression, panic disorder, 
and substance-use disorders. Symptoms must be pres-
ent for at least 1 month and cause clinically signifi cant 
distress or impairment in social, occupational, or other 
important areas of functioning. 

 Generalized Anxiety Disorder 
 The distinctive symptoms of generalized anxiety disor-
der include feeling easily tired and experiencing other 
physical symptoms, such as muscle tension, having 
trouble sleeping through the night, diffi culty concen-
trating on a task, and feeling irritable or on edge. These 
symptoms need to have occurred for at least 6 months 
and must be accompanied by the sense that one can-
not control the feelings of anxiety. In addition, these 
feelings of intense worry must be a result of more than 
one stressor. For example, intense worry over fi nancial 
matters or a medical illness alone, even with all the as-
sociated symptoms, in and of itself does not qualify a 
person for a diagnosis of generalized anxiety disorder. 
Because many older adults with this disorder also pre-
sent with features of depression, the clinician may try to 
distinguish between the two diagnoses. Commonly the 
overlap is suffi ciently extensive to preclude this distinc-
tion, as described later in the following section. 

 COMORBIDITY 

 Mixed Anxiety and Depression 
 Mixed anxiety and depression is a presentation that is 
included in the  DSM-IV  “Criteria for Further Study.” 
The essential features of this proposed disorder are dys-
phoric mood (i.e., feeling sad or depressed) for at least 
1 month and at least four specifi c anxious or depres-
sive symptoms, such as irritability, worry, sleep distur-

bance, anticipating the worst, concentration or memory 
diffi culties, and hopelessness. Clinicians working with 
older adults have long observed the signifi cant overlap 
in symptoms of anxiety and depression. 

 Anxiety and Agitation in Dementia 
 Residents with dementia, living in ALCs or other long-
term-care institutions, commonly display behaviors de-
scribed as agitation. Agitation takes the form of verbal 
or motor activity that is either appropriate behavior but 
repeated frequently or inappropriate behavior that sug-
gests lack of judgment. As many as 85% of dementia 
patients eventually develop disruptive, agitated behav-
ior at some point during the course of their disease. 
Early identifi cation of triggers, including environmental 
stimuli, medication side effects, and uncommunicated 
internal needs, can result in effective treatment and re-
lief for caregivers. See Chapter 30, “Behavior Problems 
in Dementia,” and Chapter 14, “Resident Assessment 
and Service Plan Construction,” for details on diagnos-
ing and managing disruptive, agitated behavior. 

 Anxiety and Medical Disorders 
 It is common to encounter residents with comorbid 
anxiety and medical disorders. This could be due to a 
longstanding anxiety disorder that coincidentally occurs 
alongside a medical illness, or there could be interplay 
between the two. Some conditions are exacerbated by 
anxiety, such as the common cold or infl uenza; oth-
ers are precipitated by high levels of anxiety, such as 
angina pectoris or myocardial infarction. Other medical 
illnesses that commonly accompany an anxiety disorder 
include cardiovascular illnesses, pulmonary disorders, 
hyperthyroidism, and drug side effects (e.g., thyroid hor-
mone replacements, antipsychotics, caffeine, theophyl-
line, selective serotonin reuptake inhibitors [SSRIs]) or 
interactions. Given the complicated clinical picture that 
results when anxiety and medical disorders coexist, a 
thorough assessment, including a clinical history, is im-
perative before treatment begins. 

 PHARMACOLOGIC MANAGEMENT 

 Numerous compounds have been used over the years 
as anti-anxiety agents: alcohol, barbiturates, antihis-
tamines, benzodiazepines, antipsychotic medications, 
and β-blockers. Although empirical studies of the use 
of anxiolytics in treating older adults are lacking, the 
effi cacy of these medications is inferred from clinical 
practice with younger adults, and their use is  modifi ed 
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35.2 Treatment Strategies for Anxiety Disorders in Older Adults

DISORDER FIRST-LINE TREATMENTS SECOND-LINE TREATMENTS

Panic disorder with or 
 without agoraphobia

SSRIs,a SNRIs,a CBT Newer antidepressants, benzodiazepinesb

Social phobia

 Generalized SSRIsa or phenelzineOL plus CBT Benzodiazepinesb

 Specifi c β-blockers plus CBT Buspirone

Simple (specifi c) phobia CBT or benzodiazepinesb β-blockers

Obsessive-compulsive disorder SSRIsa plus CBT Clomipramine, combination pharmacotherapy

Posttraumatic stress disorder SSRIsa or SNRIsa CBT, newer antidepressants

Generalized anxiety disorder SNRIs,a SSRIs,a CBT TCAs, benzodiazepines,b newer 
 antidepressants

Anxiety and medical disorders Identify and treat underlying cause, 
use SSRIsa or SNRIsa in primary 
anxiety disorder

Benzodiazepinesb

Mixed anxiety depression SSRIsa or SNRIsa Buspirone, benzodiazepines,b CBT

Anxiety and agitation in dementia Atypical antipsychoticsOL or trazodoneOL Benzodiazepines,b anticonvulsants

Note: CBT = cognitive-behavioral therapy;  OL  = off label, not approved by the U.S. Food and Drug Administration for this use; SNRIs = serotonin norepinephrine 
reuptake inhibitors (e.g., venlafaxine); SSRIs = selective serotonin reuptake inhibitors (e.g., sertraline); TCAs = tricyclic antidepressants.
a Not all SSRIs and SNRIs are approved for anxiety disorders or all types of anxiety disorders. For example, the SSRI escitalopram is not approved for anxiety; nor is the 
SNRI duloxetine. 
b Preferably, benzodiazepines with a short half-life and no active metabolites (e.g., lorazepam).

by age-appropriate dosing. A brief description of the 
various classes of compounds currently favored as anxi-
olytics follows. Table 35.2 summarizes the treatment 
strategies for anxiety disorders in older adults.   

 Antidepressants 
 Antidepressants are effi cacious in the treatment of 
panic disorder, obsessive-compulsive disorder, general-
ized anxiety disorder, and posttraumatic stress disorder. 
Given their relatively favorable side effect profi le, the 
SSRIs or serotonin norepinephrine reuptake inhibi-
tors (SNRIs) (e.g., venlafaxine) should be considered 
the drugs of choice for these disorders. Furthermore, 

SSRIs should also be considered treatments of choice 
for treating mixed anxiety and depression. SNRIs, such 
as venlafaxine, should be considered as alternatives 
for those individuals who do not respond to SSRIs or 
who develop adverse effects. The SNRIs affect two neu-
rotransmitter systems—serotonin and norepinephrine—
and may be effective when a previous trial of an SSRI 
has failed. Case reports, open-label trials, and, more re-
cently, controlled trials of serotonergic antidepressants 
like trazodone and SSRIs suggest a modest degree of 
effi cacy in the management of anxiety and agitation in 
dementia, particularly when residents are not psychotic 
and comorbid depression is a strong possibility (see 
also Chapter 30, “Behavior Problems in Dementia”). 
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 Benzodiazepines 
 Since the 1980s, benzodiazepines have been the most 
commonly prescribed anxiolytics for both young and 
older adults, but their use is now discouraged. When 
anxiety symptoms are severe, benzodiazepines with a 
short half-life, such as lorazepam and oxazepam, are 
preferable in treating older adults because they are 
metabolized by direct conjugation, a process relatively 
unaffected by aging. However, it is preferable to limit 
the use of even short-acting benzodiazepines to less 
than 6 months because long-term use is fraught with 
multiple complications, such as motor incoordination 
and falls, cognitive impairment, depression, and the 
potential for abuse and dependence. 

 Buspirone, Antihistamines, and Atypical 
Antipsychotics
 Several studies suggest that buspirone, an anxiolytic 
medication with some serotonin-agonist properties, is 
effective in the treatment of individuals with general-
ized anxiety disorder, although clinical experience is 
less positive. Buspirone appears to be a safer choice 
than benzodiazepines for residents taking several other 
medications or needing to be treated for longer periods 
of time. One drawback of buspirone is the amount of 
time required to see a clinical response (approximately 
4 weeks). This suggests that concomitant use of a short-
acting benzodiazepine in the initial stage of treatment 
would be useful for some residents. Buspirone may also 
be effi cacious in reducing symptoms of anxiety and agi-
tation in residents with dementia. Antihistamines such 
as hydroxyzine and diphenhydramine OL  are sometimes 
used to manage mild anxiety, but there are few data 
that demonstrate effi cacy, and the anticholinergic prop-
erties of these agents can cause serious problems, such 
as sedation and confusion. To manage severe anxiety 
and agitation associated with dementia that has not 
responded to other forms of treatment, atypical an-
tipsychotics, such as risperidone OL , olanzapine OL , and 
quetiapine OL , may be used. The antipsychotics are more 
effective in the presence of an underlying psychosis. 
Clinicians must use caution when prescribing antipsy-
chotics given their side effect profi le and the increased 
risk of death from cerebrovascular complications when 
given to older adults with dementia. 

 PSYCHOLOGICAL MANAGEMENT 

 Although pharmacotherapy is commonly the fi rst-line 
treatment for late-life anxiety disorders, psychologi-
cal treatments are often adequate, either alone or in 
combination with medication. Techniques generally 
fall into three categories: relaxation training, cogni-
tive restructuring, and exposure with response preven-
tion. Relaxation training can be employed with the use 
of music, visual imagery, aromatherapy, or instruc-
tion in relaxation techniques. Cognitive restructuring 
helps the older adult identify triggers and stimuli that 
maintain anxiety and helps him or her to slowly gain 
more control over the effect of such stimuli and de-
velop a range of coping strategies and tools. Exposure 
with response prevention is particularly effective with 
both panic disorder and obsessive-compulsive disorder. 
Treatment typically includes a combination of behav-
ioral approaches. Success depends on appropriateness 
of the older adult for psychotherapy; his or her support 
system, intellectual functioning, and motivation level; 
the degree of coordination of care with medical profes-
sionals; and the nature of the disorder. 
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 Personality disorders are defi ned by the presence of 
chronic and pervasive patterns of infl exible and mal-
adaptive inner experiences and behaviors. These pat-
terns lead to signifi cant disruptions in several spheres 
of function, including cognitive perception and inter-
pretation, emotional expression, interpersonal relations, 
and impulse control. People with personality disorders 
are often distinguished by repeated episodes of disrup-
tive or noxious behaviors, and as a result they often are 
perceived negatively. Descriptive terms applied to those 
with personality disorders include “diffi cult,” “dra-
matic,” and “overbearing,” to name just a few. The de-
velopmental roots of personality disorders are believed 
to lie in childhood and adolescence, but their features 
can present clinically at any age. These features repre-
sent the infl uence of both genetic and environmental 
factors. 

 The  Diagnostic and Statistical Manual of Mental Dis-
orders, Text Revision  ( DSM-IV-TR ) describes 10 personal-
ity disorders, grouped into three broad clusters based 
on common phenomenology. Depressive and passive-
aggressive personality disorders are two additional cat-
egories but are considered provisional since they lack 
the empirical support of the other 10 diagnoses. Brief 
defi nitions and late-life features of all 12 personality dis-
orders are provided in Table 36.1.   

 Many older adults with personality disorders can 
easily become overwhelmed by age-associated losses 

and stresses, largely because they lack appropriate 
coping skills and the personal, social, or fi nancial re-
sources to buffer their losses. In particular, admission 
to a hospital or long-term care setting poses a unique 
stress on all older adults with personality disorders in 
late life. The loss of a familiar environment, personal 
items, privacy, and control over one’s schedule can lead 
to a sense of disorganization and displacement. Confl ict 
in an assisted living (AL) setting begins when residents 
with personality disorders try to cope with the stresses 
imposed by the new environment; this exaggerates 
their maladaptive behaviors. For example, an obsessive-
compulsive person may attempt to maintain a sense of 
control by demanding rigid adherence to schedules and 
rules of hygiene. Dependent residents may feel helpless 
and panicked if they feel they are not receiving suffi -
cient attention to their needs, and they may respond 
with clinging behaviors and excessive questions or re-
quests for assistance. Paranoid, antisocial, and border-
line personality disorder individuals (see Table 36.1) 
may repeatedly refuse to cooperate with treatment 
plans or facility rules. 

 EPIDEMIOLOGY 

 Prevalence rates of personality disorders among com-
munity-residing older adults range from 5% to 10%, a 
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36.1 Features of Personality Disorders

CLUSTER, DISORDER GENERAL FEATURESa FEATURES SPECIFIC TO OLDER ADULTS 

Cluster A: Odd or eccentric behaviors

Paranoid Pervasive suspiciousness of the motives of 
others, which often leads to irritability and 
hostility

Episodes of paranoid psychosis, agitation, and 
assaultiveness

Schizoid Disinterest in social relationships, coupled with 
isolative and sometimes odd behaviors

Poor, strained, or absent relationships with 
caregivers

Schizotypal Characteristic appearance, behaviors, and 
beliefs that are strange, unusual, or 
inappropriate

Beliefs that may become delusional and that may 
lead to confl icts with others; relationships with 
caregivers that may be strained or absent

Cluster B: Dramatic, emotional, or erratic behaviors

Antisocial Poor regard for social norms and laws; lack of 
conscience and empathy for others; frequent 
reckless and criminal behaviors

Frequent remission of antisocial behaviors with 
less aggression and impulsivity

Borderline Impaired control of emotional expression and 
impulses associated with unstable interpersonal 
relations, poor self-identity, and self-injurious 
behaviors

Persistent emotional lability and unstable 
relationships, but fewer self-injurious and 
impulsive behaviors

Histrionic Excessive emotionality and attention-seeking 
behaviors, sometimes appearing overly 
seductive or provocative

Behaviors that may become excessively 
disinhibited and disorganized, appearing manic

Narcissistic Pervasive sense of entitlement, grandiosity, and 
arrogance, coupled with lack of empathy

May present as hostile, full of rage, paranoid, or 
depressed

Cluster C: Anxious or fearful behaviors

Avoidant Excessive sensitivity to rejection and social 
scrutiny; social demeanor that may be timid 
and inhibited

Social contacts that may be extremely limited, 
providing for inadequate support

Dependent Excessive dependence on others to help make 
decisions and provide support

Commonly, comorbid depression; clinical 
appearance often with demanding or clinging 
behaviors if dependency needs not met

Obsessive-compulsive Pervasive preoccupation with orderliness and 
cleanliness; a perfectionist, rigid, and 
controlling approach that may become more 
infl exible and indecisive under stress

Obsessive-compulsive traits that may become 
exaggerated in efforts to maintain control over 
somatic and environmental changes

(continued)

242     Section IV Psychological Health



Chapter 36 Personality and Somatoform Disorders       243

36.1 Features of Personality Disorders (continued   )

CLUSTER, DISORDER GENERAL FEATURESa FEATURES SPECIFIC TO OLDER ADULTS

Provisional personality disorders

Passive-aggressive Pervasive pattern of passive resistance to 
demands and authority, such as through 
procrastination; attitudes toward others and 
responsibilities that are often critical and 
resentful

No clear changes in late life

Depressive Outlook on life that is pervasively gloomy and 
pessimistic; excessively guilt prone with poor 
self-esteem

Commonly seen with comorbid depression in 
late life

aFrom Diagnostic and Statistical Manual of Mental Disorders (4th ed., text revision), by American Psychiatric Association, 2000, Washington, DC: Author. Copy-
right ©2000 by American Psychiatric Association. Reprinted with permission.

slightly lower range than the 10% to 18% prevalence 
estimates for community-residing persons of all ages. 
In institutional settings, prevalence rates in combina-
tion with comorbid depression are much higher, rang-
ing from 10% to over 50%, depending on the method 
of diagnosis. The most common personality disorders in 
late life are dependent, obsessive-compulsive, and para-
noid. Although most research has demonstrated fewer 
diagnoses in older age groups, it is unclear whether this 
represents an actual difference in prevalence or merely 
refl ects the fact that it is more diffi cult to make a diag-
nosis in older adults. 

 CHALLENGES IN ASSESSMENT 
AND DIAGNOSIS 

 Establishing a diagnosis of personality disorder in the 
older adult can be especially challenging because it 
requires a detailed, longitudinal psychiatric and psy-
chosocial history. Residents and their informants are 
not always able to provide suffi cient history, especially 
when it may span 50 years or more. History may be dis-
torted by recall bias (i.e., the tendency to present more 
socially desirable traits) or memory impairment. Com-
mon personality disorders are described in Table 36.1. 
Schizotypal and paranoid persons may be reluctant to 
engage in clinical interviews and share personal history; 

antisocial and narcissistic persons who lack insight into 
their problems may refuse to divulge relevant experi-
ences. Records often do not provide suffi cient informa-
tion to determine prior personality dynamics. Remote 
diagnoses from previous decades cannot be easily cor-
related with current ones because the diagnostic criteria 
for personality disorders have changed signifi cantly in 
the past 50 years. Given all these limitations, clinicians 
often are reluctant to make a diagnosis or to make judg-
ments based on insuffi cient information. 

 A further diagnostic challenge is the need to isolate 
lifelong personality characteristics from a multitude of 
comorbid problems. Acute and chronic episodes of major 
depression, psychosis, and other major psychiatric dis-
orders can considerably distort personality features. In 
addition, current diagnostic nomenclature might handi-
cap late-life diagnosis since it is not age adjusted; many 
criteria fail to apply in late life. In addition to the many 
barriers to diagnosis of personality disorders in older 
adults, the uninformed clinician may assume that all 
older adults have disruptive personality features as a 
normal function of age. 

 ASSESSMENT AND DIAGNOSIS 

 Not every older person with prominent or troubling per-
sonality features has a personality disorder. Those who 



demonstrate rigid and maladaptive personality traits, 
but without the pervasiveness or severity as repre-
sented by  DSM-IV-TR  criteria (see Table 36.1), are better 
described as suffering from  personality dysfunction  or 
an  adjustment disorder . An adjustment disorder might 
best characterize previously healthy and well-adjusted 
persons who demonstrate acute changes in personal-
ity as a result of severe stresses. For example, physical 
pain and disability can lead to dependent or avoidant 
behaviors that resemble those seen in personality dis-
orders but without the pervasive pattern and degree of 
maladaptiveness. There is also considerable overlap 
between symptoms of major psychiatric disorders and 
those of personality disorders; without longitudinal his-
tory, it can be diffi cult to distinguish between them. 
For example, the odd thinking and unusual perceptual 
experiences seen in psychotic disorders may resemble 
behaviors seen in schizotypal personality disorder. Di-
agnosis of a personality disorder becomes more certain 
when seemingly acute behaviors emerge as enduring 
and pervasive personality traits. This diagnostic process 
depends on the opportunity to observe a person over 
time and in multiple settings or situations. 

 Personality disorders as described in  DSM-IV-TR  
must also be differentiated from the diagnosis of  person-
ality change  due to a specifi c medical condition, such 
as dementia, traumatic brain injury, or some seizure 
disorders. When personality change is a direct result of 
brain damage, it has classically been described within 
the context of an organic personality disorder, although 
this term is no longer used in  DSM  nomenclature. Most 
often, personality changes with an organic source in-
volve impairments in executive functioning, consisting 
of poor impulse control, poor planning, and greater vul-
nerability to irritability or agitation. Along these lines, 
Alzheimer’s disease and other dementias are often as-
sociated with personality changes, including apathy, 
egocentricity, and impulsivity. Frontal lobe brain injury 
may result in a disinhibited impulsive syndrome, or, 
conversely, an apathetic syndrome may result. 

 Long-Term Course 
 Personality disorders generally follow one of four pos-
sible courses: (a) they continue unchanged, (b) evolve 
into a different form or major psychiatric disorder (e.g., 
depression), (c) improve, or (d) remit. Few disorders 
have actually been studied over time, and rarely into late 
life. Several studies suggest that personality disorders 
may enter a period of relative quiescence in middle age, 
with fewer and less intense symptoms and increased 
adaptation. However, this period may precede their re-

emergence in late life. Other researchers propose that 
personality disorders characterized by emotional and 
behavioral lability, including antisocial, borderline, his-
trionic, narcissistic, and dependent behaviors, tend to 
improve over time, although individuals remain vulner-
able to depression. Paranoid, schizoid, schizotypal, and 
obsessive-compulsive personality disorders are thought 
to either remain stable or to worsen in late life. 

 Only antisocial and borderline personality disor-
ders have been looked at longitudinally, and both show 
symptom improvement and even remission into middle 
and later life for a signifi cant percentage of adults. At 
the same time, there can be persistent psychopathology 
that is not recognized within the context of existing an-
tisocial or borderline diagnostic criteria. In other words, 
longstanding personality dynamics may manifest in 
new behaviors. For example, those with antisocial per-
sonality disorders demonstrate less aggressiveness, 
violence, and criminal acts as they age, but they still 
have antisocial tendencies expressed through substance 
abuse, disregard for safety, and noncompliance with in-
stitutional rules. Older borderline residents display less 
impulsivity, self-mutilation, and risk-taking, but more 
age-appropriate symptoms, such as the use of multiple 
medications and nonadherence with treatment and fa-
cility rules. 

 TREATMENT 

 The treatment of personality disorders in older adults 
is complicated and often has limited success. Given the 
chronic and pervasive nature of personality disorders, 
the overall goal of treatment is not to cure the disorder 
but to decrease the frequency and intensity of disruptive 
behaviors. The fi rst step should always be to clarify the 
diagnosis and then to identify recent stressors that may 
account for the current presentation. This will guide the 
selection of  realistic target symptoms  and therapeutic 
approaches and will allow a treatment team to antici-
pate future stressors. Treatment of personality disorders 
in older adults uses the same basic approaches as with 
younger adults, but clinicians must incorporate a much 
broader understanding of the impact of age-related 
stressors and comorbid disorders. Psychotherapy has 
been used to treat personality disorders in older adults. 
However, there may be more limitations on time and in-
tensity of therapy, and as a result treatment must focus 
more on short-term, cognitive-behavioral, and pharma-
cologic approaches. 

 In outpatient settings such as an assisted living 
community (ALC), clinicians have limited control over 
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a person’s environment and must therefore rely on one-
to-one interventions if the individual is willing to par-
ticipate in this type of treatment. Table 36.2 suggests 
therapeutic approaches that clinicians can employ with 
various personality disorders. AL and nursing home set-
tings are opportunities for intervention. A staff meeting 
or case conference often provides the best forum to dis-
cuss disruptive persons and to coordinate a consistent 
treatment plan. Disruptive behaviors can sometimes be 
traced to particular activities or staff interactions that 
can be adapted as part of an overall treatment strategy. 
Sometimes, disengagement from residents reduces the 
intensity of disruptive interactions. In other situations, 
continuity of staffi ng and routinization of daily sched-
ules is critical. In all situations, a treatment plan should 
be well documented and conveyed to the resident and 
family, as well as to all involved staff and caregivers. 
All plans must provide appropriate limits to ensure 
the safety of residents and staff. A written contract, 
signed by all parties, may be needed with nonadher-
ent residents in order to eliminate misinterpretation and 
confusion. Although it is important to involve family 
members in the treatment plan, clinicians must rec-
ognize that residents with personality disorders often 
have confl ictual relationships with their families. Atten-
tion should also be given to individual staff members 
who must work with residents displaying challenging 
behavior. Staff need opportunities to vent feelings of 
anxiety and frustration, and to feel acknowledged and 
supported by administration.   

 No reported studies look specifi cally at pharmaco-
logic strategies for personality disorders in older adults; 
clinicians must instead extrapolate from guidelines used 
for younger persons. Psychotropic medications can be 
targeted at a particular personality disorder, specifi c 
symptoms or symptom clusters, or comorbid depres-
sion, anxiety, or psychosis. The goal is not to cure the 
disorder but to reduce the frequency and intensity of 
targeted symptoms. Antidepressant medication may be 
helpful for the target symptoms of depression and anxi-
ety found in most personality disorders. Mood stabiliz-
ers (e.g., lithium carbonate OL  and divalproex sodium OL ) 
and antipsychotic medications reduce mood lability 
and impulsivity in borderline adults, and they may be 
useful with similar symptoms in antisocial personality 
disorder. Anti-anxiety agents are commonly used for 
transient agitation seen in borderline, antisocial, nar-
cissistic, and paranoid disorders, and they may reduce 
social anxiety and panic in avoidant and dependent 
residents. Antidepressants are used commonly to treat 
the symptoms associated with obsessive-compulsive 
disorders (Table 36.1). Antipsychotic agents can treat 

the transient psychosis, agitation, and impulsivity seen 
in dramatic cluster and paranoid disorders, as well as 
the borderline psychosis and paranoia seen in odd clus-
ter disorders (see Table 36.2). 

 Psychotropic medications are sometimes used as 
adjuncts to psychotherapy. In older adults, however, 
multiple medications, personality disorders, and the as-
sociated symptoms should be avoided in general, and 
particularly when there is a history of nonadherence, 
confusion, or impulsivity. Attention must be given to 
potential interactions with multiple other medications 
used to treat medical disorders. 

 SOMATOFORM DISORDERS 

 Somatoform disorders encompass a heterogeneous 
group of seven diagnoses that have in common the pres-
ence of physical symptoms or complaints without ob-
jective organic causes, and are strongly associated with 
psychological factors. Clinical characteristics of each 
diagnosis are summarized in Exhibit 36.1. These dis-
orders are especially relevant to geriatric care because 
affected older adults are seen in all health care settings. 
However, somatoform disorders in older adults have 
not been well studied; research has usually focused on 
select diagnoses, such as hypochondriasis, in limited or 
biased samples.   

 Research also has looked at somatic symptom re-
porting rather than at specifi c diagnoses. Prevalence 
rate is not strongly associated with age, although there 
is weak evidence for a slight increase in hypochon-
driasis with age. Increased somatic preoccupation and 
symptoms are, however, associated with depression in 
late life. In addition to depression, increased somatic 
preoccupation is associated with the presence of the 
personality trait of  neuroticism . Somatoform disorders 
are found more commonly in women and in lower so-
cioeconomic groups. 

 Clinical Characteristics and Causes 
 It is important to understand that somatoform disorders 
do not represent intentional, conscious attempts by 
older adults to present factitious (i.e., contrived, made 
up) physical symptoms. Somatoform symptoms are ex-
perienced by the affected person as real physical pain 
and discomfort, usually without insight into associated 
psychological factors. Somatoform disorders do not rep-
resent delusional thinking as found in psychotic states, 
and they differ from psychosomatic disorders that are 
characterized by actual disease states with presumed 



36.2 Therapeutic Strategies for Personality Disorders in Late Life

CLUSTER A—PARANOID, SCHIZOID, SCHIZOTYPAL PERSONALITY DISORDERS

 Always assess for and treat comorbid psychosis.

  Do not force social interactions, but offer support and problem-solving assistance in a professional 
and consistent manner.

  Do not challenge paranoid ideation; instead, solicit and empathize with emotional responses 
to the inner turmoil and fear of paranoid states.

CLUSTER B—ANTISOCIAL, BORDERLINE, HISTRIONIC, AND NARCISSISTIC PERSONALITY DISORDERS

 Assess for and treat underlying mood lability, depression, anxiety, and substance abuse.

  Adopt a consistent, structured, and predictable approach with strict boundaries to contain 
disruptive behaviors.

  Adopt a team approach with all involved clinicians to devise a common plan; avoid staff 
splits between supporters and detractors of the resident.

  Use written behavioral contracts and authority fi gures when necessary to address 
recurrent disruptive behaviors.

  Do not personalize belligerent behaviors directed toward staff members; instead, provide opportunities 
for staff to ventilate frustration and negative thoughts and emotions with professional colleagues.

CLUSTER C—AVOIDANT, DEPENDENT, AND OBSESSIVE-COMPULSIVE PERSONALITY DISORDERS

 Assess for and treat underlying anxiety, panic, and depression.

 Provide regularly scheduled clinical contacts rather than on an as-needed basis.

  When possible, provide case managers to solicit the needs of avoidant residents 
and to provide extra reassurance and attention to the needs of dependent 
and obsessive-compulsive residents.

DEPRESSIVE AND PASSIVE-AGGRESSIVE PERSONALITY DISORDERS

  Differentiate between the depressive and negative attitudes and the actual symptoms 
of major depression. Provide appropriate and adequate antidepressant treatment.

  Avoid becoming too pessimistic or burnt-out with attempts at providing care; 
shift focus to a supportive and nonjudgmental therapeutic relationship, 
with minimal expectations as to outcome.

  Encourage individual psychotherapy to identify underlying emotions 
and to redirect negative attitudes toward more constructive activities.
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36.1 Clinical Characteristics of Somatoform Disorders

SOMATIZATION DISORDER

Multiple physical complaints in excess of what would be expected, given history and examination, prior to the age 
of 30 and lasting several years; complaints not fully explained by medical workup; must include four different sites 
of pain, two gastrointestinal symptoms, one sexual symptom, one pseudoneurologic symptom (not pain).

UNDIFFERENTIATED SOMATOFORM DISORDER

One or more physical complaints, lasting at least 6 months, that cannot be fully explained by appropriate 
medical workup and that result in considerable social, occupational, or functional impairment.

CONVERSION DISORDER

One or more motor or sensory defi cits that cannot be fully explained by appropriate medical 
workup and that appear to be causally related to psychological factors.

PAIN DISORDER

Pain is the major focus of clinical presentation, and psychological factors are believed to be playing 
a critical role in the onset, severity, exacerbation, and maintenance of the pain.

HYPOCHONDRIASIS

A preoccupation with fears of having a serious illness, based on misinterpretation of bodily 
symptoms and resistant to appropriate medical evaluation and reassurance.

BODY DYSMORPHIC DISORDER

Preoccupation with an imagined defect in appearance. If there is an actual physical defect, this 
preoccupation greatly exceeds what would be expected.

SOMATOFORM DISORDER, NOT OTHERWISE SPECIFIED

The presence of somatoform symptoms that do not meet the criteria for other categories.

From Diagnostic and Statistical Manual of Mental Disorders (4th ed., text revision), by American Psychiatric Association, 2000, Washington, DC: Author. Copyright 
©2000 by American Psychiatric Association. Reprinted with permission.

psychological triggers. Rather, somatoform disorders 
represent a complex interaction between mind and brain 
in which an affected person is unknowingly expressing 
psychological stress or confl ict through the body. It is 
not surprising, then, that depression and anxiety are 
associated with increased somatic expressions. In late 

life, somatoform disorders, in particular hypochondria-
sis, may be a way for a person to express anxiety and 
the attempt to cope with accumulating fears and losses. 
These may include fears of abandonment by family and 
caregivers, loss of beauty, libido, and strength, fi nan-
cial setbacks, loss of independence, loss of social role 



(e.g., through retirement, loss of spouse, change in resi-
dence), and loneliness. The psychological distress and 
anxiety over such losses may be less threatening and 
more controllable when shifted to somatic complaints 
or symptoms. In turn, the adoption of a sick role might 
be reinforced by increased social contacts and support. 

 Causes of somatoform disorders are usually mul-
tifactorial and often are rooted in early developmental 
experiences and personality traits. Psychodynamic ap-
proaches suggest that these disorders result from uncon-
scious confl ict in which intolerable impulses or affects are 
expressed through more tolerable somatic symptoms or 
complaints. One reason for this may be that the affected 
individual is unable to identify and express emotional 
states; the body becomes the mode of expression. 

 Although psychodynamic explanations can apply 
across the life span, these confl icts often begin early in 
life, perhaps accounting for the relatively young age of 
onset for most somatoform disorders. In late life, psy-
chological confl icts that results in signifi cant depression 
and anxiety are for the most part the same confl icts that 
can lead to somatization. In addition, the presence of so 
many comorbid medical problems and the use of mul-
tiple medications may provide readily available somatic 
symptoms around which psychological confl ict can 
center. In long-term care, residents are faced with many 
overwhelming losses; their own bodies often serve as 
the last bastion of control. Somatic preoccupation thus 
serves as a means of coping with stress, even though it 
is maladaptive and can result in excessive and unneces-
sary disability. 

 Treatment 
 Persons with somatoform disorder usually present with 
what appears to be legitimate somatic complaints with 
an unknown physical cause. It is only after repeated but 
fruitless workups, multiple and persistent complaints 
and requests, and sometimes angry and inappropriate 
reactions to treatment that clinicians begin to suspect a 
somatoform disorder. It is important for the health care 
professional to remember that from the resident’s per-
spective, the symptoms and complaints are quite real 
and disturbing. It is never wise to challenge the resident 
or to suggest that the symptoms are all in his or her 
mind, even after a workup has made it obvious that 
psychological factors are involved. The typical response 
to such a diagnostic pronouncement is that the resident 
will seek additional opinions and medical tests that in 
turn can perpetuate a cycle of somatization that never 
addresses the underlying issues. 

 Therapeutically, staff working with the resident 
should attempt to foster an ongoing, supportive, consis-
tent, and professional relationship with the affected resi-
dent. Such a relationship will reassure as well as protect 
the resident from excessive and unnecessary medical 
visits and procedures. The ALC staff should focus on 
responding to the resident’s complaints, perhaps with 
periodic but regularly scheduled appointments, and to 
set limits on workup and treatment in a fi rm but empa-
thetic manner. This can be diffi cult to do when residents 
become demanding and consume excessive amounts of 
staff time. However, AL staff must endeavor to remain 
professional and not personalize the situation or feel 
that they are failing the resident. Overall, the role of the 
ALC staff is to focus on symptom reduction and rehabil-
itation and not to attempt to force the resident to have 
insight into the potential psychological nature of his or 
her symptoms. It would be hazardous to prematurely 
diagnose a somatoform disorder when there might ac-
tually be an underlying medical problem that has not 
been properly diagnosed. For example, disorders such 
as multiple sclerosis and systemic lupus commonly 
have complex presentations that elude initial diagnostic 
workup. Moreover, many somatoform disorders coexist 
with actual disease states; for example, many persons 
with pseudoseizures also have an actual seizure disor-
der. At the same time, it is important for the primary 
care clinician to set limits on what medical care can 
offer, and to make appropriate referrals to specialists 
and mental health clinicians. 

 The mental health clinician can play an active role 
in addressing the somatoform disorder. Unfortunately, 
no particular treatment for any somatoform disorder has 
been found to have good effi cacy, and most disorders 
tend to be lifelong. As a result, the goal of treatment is 
not to cure but to control symptoms. The mental health 
clinician fi rst forms a therapeutic alliance based on 
empathetic listening and acknowledgment of physical 
discomfort, without trivializing the somatic complaints. 
Sometimes, an offer to review all available medical rec-
ords can be a tangible way of conveying one’s serious-
ness to the resident. Underlying anxiety and depression 
must be identifi ed and treated with psychotherapy and, 
when necessary, antidepressant or anti-anxiety medica-
tions, or both. Cognitive-behavioral therapy focuses on 
identifying distorted thought patterns and anxiety, and 
replacing them with more realistic and adaptive strate-
gies. A mental health professional may assist in deter-
mining whether cognitive-behavioral therapy may be of 
benefi t. In many cases, however, the supportive nature 
of regular visits to a primary care provider may be suf-
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fi cient to meet the needs of residents with somatoform 
disorders as well as other personality disorders. 
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 37 
 Substance Abuse 
 David W. Oslin and Ethel Mitty 

 The abuse and misuse of alcohol, psychoactive medica-
tions, illicit drugs, and nicotine have become signifi cant 
public health concerns for the growing population of 
older adults. Substance abuse and dependence among 
older adults is common and renders them particularly 
vulnerable to the cognitive and physical effects of these 
substances. Typically, substance abuse problems are 
thought to occur only in those persons who use sub-
stances in high quantities and at regular intervals. 
Among older adults, however, negative health conse-
quences have been demonstrated at consumption levels 
previously thought of as light to moderate, and certainly 
not in the amounts usually associated with a diagnosis 
of substance dependence. It is estimated that 4.4 mil-
lion older adults will need substance abuse treatment 
in 2020; an increase from 1.7 million in 2001. A growing 
number of effective treatments lead not only to reduc-
tions in substance abuse but also to improvement in 
general health. Taken together, both the risks and the 
emergence of new treatments underscore the need to 
identify problems and provide appropriate treatment 
for those older adults suffering from the effects of sub-
stance misuse. 

 DEFINITIONS OF SUBSTANCE ABUSE 

 The fi rst step in effective intervention is having valid 
criteria to determine which older adults would benefi t 
from reducing or eliminating their substance abuse. 
Dependency is a maladaptive behavior.  Substance de-
pendence  is defi ned as any use that imparts signifi cant 

disability and warrants treatment.  Tolerance  is embed-
ded in substance dependency and is defi ned as: 

 Signifi cant diminished effect from the same amount 
of the substance; 
 Marked increase in need for the substance to achieve 
the desired effect (or intoxication); 
 Desire to reduce substance use or lack of success in 
controlling it; 
 Spending inordinate time and effort to obtain the 
substance or recover from its effect(s); 
 Avoiding social or recreational activities because of 
substance misuse; and 
 Continuing use even though aware of its negative 
consequences on physical and/or mental health. 

 Many older adults are not recognized as having 
problems related to their substance use, partly because 
the diagnostic criteria are diffi cult to interpret and apply 
consistently to older adults and, perhaps due to ageism, 
the  why bother  attitude of clinicians. It is a hidden epi-
demic: many older adults drink at home by themselves; 
thus, they are less likely than younger drinkers to be ar-
rested, get into arguments, or have diffi culties at work. 
Moreover, because many of the diseases caused or af-
fected by substance misuse (e.g., hypertension, stroke, 
peptic ulcer disease) are common disorders in late life, 
clinicians may overlook the effects of substance use on 
the older patient who presents with these conditions. As 
such, older problem drinkers are less likely to be identi-
fi ed and referred for treatment than are their younger 
counterparts. 
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 Given the diffi culties assessing older adults for 
substance dependence, many experts advocate screen-
ing to identify those at risk for problem behaviors or 
who have at-risk or problem use.  At-risk use  is any use 
of a substance at a quantity or frequency greater than 
a recommended level often determined empirically on 
the basis of association with signifi cant disability. The 
recommended upper limit of alcohol consumption for 
older adults is no more than seven standard drinks 
per week with no more than two episodes of binge 
drinking (i.e., four or more drinks in one day) during 
a 3-month period.  Problem substance use  is the con-
sumption of any amount of an abusable substance that 
results in at least one problem related to this use, for 
example, use of benzodiazepines by a person with an 
unsteady gait. 

 On the other end of the spectrum,  abstinence  refers 
to drinking no alcohol in the previous 12 months. Ap-
proximately 60% to 70% of older adults are abstinent. 
It is useful to ascertain why alcohol is not used; some 
individuals are abstinent because of a previous history 
of alcohol problems. For this reason, it is particularly 
important to obtain a history of both current and past 
use. Some are abstinent because of recent illness; oth-
ers have lifelong patterns of low-risk use or abstinence. 
Older adults with a previous history of alcohol prob-
lems may require preventive monitoring to determine 
if any new stresses could exacerbate an old pattern. In 
addition, a previous history of at-risk drinking or alco-
hol dependence increases the risk for developing other 
mental health problems in late life, such as depressive 
disorders or cognitive problems, and may limit treat-
ment response because of brain damage. 

  Low-risk or moderate use  of alcohol falls within the 
recommended guidelines for consumption and is not 
associated with problems. Older adults in this category 
are also able to employ reasonable limits on alcohol 
consumption, that is, they do not drink when driving a 
motor vehicle or boat, or when using contraindicated 
medications. It is important to note, however, that 
a change in physical health or in prescription medi-
cations may elevate even low-risk use to a problem 
level. 

 The most practical method for identifying persons 
who could benefi t from intervention is to determine 
the quantity and frequency of their use of abusable 
substances. This method has advantages over formal 
diagnostic interviews because of its brevity, easily inter-
pretable results, and absence of stigmatizing language, 
such as “addiction,” “alcoholism,” “alcoholic,” or “alco-
hol dependence.” 

 MAGNITUDE OF THE PROBLEM 

 Drug Use 
 Little is known about the epidemiology of substance-
use disorders, other than alcoholism, in the older adult 
population. It is generally held that older drug addicts 
are only younger addicts grown old and that few older 
adults initiate drug use in their later years. A commu-
nity-based study reported lifetime prevalence rates of 
drug abuse and dependence of 0.12% for elderly men 
and 0.06% for elderly women. The lifetime history of 
illicit drug use is 2.88% for men and 0.66% for women. 
No active cases were reported in either gender. In con-
trast, a more recent study of an elder-specifi c drug pro-
gram in a veteran population found that one-quarter 
had either a primary drug problem or concurrent drug 
and alcohol problems. This study may be a refl ection 
of the growing number of older adults who used drugs 
in the 1960s—a time of expanded drug experimenta-
tion in the United States and during the Vietnam War 
(1965–1973). The recent increase in hepatitis C among 
those age 60 and over may refl ect both a history of in-
travenous drug use as well as increased risk of nosoco-
mial infection with advanced age. Studies are needed to 
determine the prevalence and incidence of substance-
use disorders involving nicotine, caffeine, benzodiaz-
epines, marijuana, and opiates in later life. 

 Medication Use 
 Perhaps a unique problem among older adults is the 
misuse or inappropriate use of prescription and over-the-
counter (OTC) medications. This problem includes the 
misuse of substances such as sedatives, hypnotics, nar-
cotic and nonnarcotic analgesics, diet aids, and decon-
gestants. Community surveys report that 60% of older 
adults take an analgesic, 22% take a central nervous 
system medication, and 11% take a benzodiazepine on 
a regular basis. Many medications used by older adults 
have the potential for inducing tolerance, withdrawal 
syndromes, and harmful medical consequences, such 
as cognitive changes, kidney disease, falls, and liver 
disease. In spite of a growing body of literature describ-
ing increases in morbidity and mortality associated with 
misuse of prescription and nonprescription medications, 
it is not considered a disorder by the  Diagnostic and Sta-
tistical Manual of Mental Disorders  ( DSM-IV ). 

 Medication use by all older adults needs to be moni-
tored carefully to avoid potentially hazardous combina-
tions of drugs, medications with a high risk for adverse 
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effects, and ineffective or unnecessary medications (see 
Chapter 20, “Pharmacotherapy”). A practical approach 
is to reevaluate the older adult’s medications every 3 to 
6 months. Maintenance treatment should be continued 
only for those patients with specifi c target symptoms 
and a documented response to the treatment. The treat-
ment regimen for those patients without a response or 
partial response needs reevaluation. 

 Alcohol Use 
 Alcohol abuse, defi ned clinically and also known as 
heavy drinking, is present in approximately 0.2% to 
4% of the older adult population. Community-based 
epidemiologic studies describe the extent and nature of 
alcohol use in the older population by reporting per-
centages of abstainers, daily drinkers, and heavy drink-
ers: abstainers, 31% to 58%; daily drinkers, 10% to 
22%. Heavy drinking, defi ned as a minimum of 12 to 
21 drinks per week, is present in 3% to 9% of the older 
population. 

 Longitudinally designed community studies pro-
vide valuable insight regarding the natural course of 
drinking patterns among older adults. Most of the lit-
erature on drinking indicates that although older adults 
are likely to decrease the quantity of alcohol consumed 
on a given day, the frequency of use or pattern of use 
changes very little over time. 

 About two-thirds of elderly alcoholic patients 
started drinking at a young age; late-onset drinking ac-
counts for the remaining one-third of older adults who 
abuse alcohol. Late-onset drinkers tend to have a higher 
level of education and income than those who started 
drinking at a younger age. Stressful life events, such 
as bereavement or retirement, may trigger late-onset 
drinking in some, but not all, persons. 

 Cultural and Demographic Factors 

 Numerous studies indicate that the prevalence of alco-
hol use and alcohol-related problems is much higher 
for older men than for older women. Among younger 
adults, however, the ratio of male to female drinkers has 
changed since the 1980s: more women than men pre-
sent for alcoholism treatment. These changes are likely 
to be refl ected in the next generation of older women. 
Similar patterns by gender are seen with illicit drug use, 
except that benzodiazepines are much more commonly 
used by older women than by older men. 

 Conclusions from the few studies addressing differ-
ences among various ethnic groups are less clear. Vary-

ing with the study, older Black and Hispanic Americans 
consume amounts of alcohol similar to or lower than 
the amounts consumed by older White Americans. More 
relevant risk factors for alcohol consumption among 
older adults, rather than race or ethnicity, are increased 
leisure time and higher disposable income. 

 Clinical Settings 

 The prevalence rate for alcohol problems among hos-
pitalized older adults and those living in retirement 
 communities is substantially higher than for community-
dwellers. A survey among residents of a Veterans Af-
fairs nursing home found that 35% of those interviewed 
had a lifetime diagnosis of alcohol abuse. 

 RISKS AND BENEFITS OF 
SUBSTANCE USE 

 Benefi ts of Alcohol Consumption 
 Moderate alcohol consumption among otherwise 
healthy older adults has been promoted in the clinical 
and lay press as having signifi cant benefi cial effects, 
especially with regard to cardiovascular disease and 
mortality. Alcohol in moderate amounts may promote 
relaxation and reduce social anxiety. However, although 
there are benefi ts from moderate drinking, the practice 
is not recommended for older adults who currently do 
not drink. There is no evidence to support a therapeu-
tic effect of alcohol for heart disease or any other con-
dition in persons who previously did not drink. Many 
older adults do not drink because of past problems with 
drinking (personal, family), the cost of drinking, and 
the adverse effects of intoxication. 

 Excess Physical Disability 
 Substance abuse has clear and profound effects on the 
health and well-being of older adults. They are prone to 
the toxic effects of substances on many different organ 
systems because of both age-related changes and in as-
sociation with other illnesses common in late life. The 
social and economic impact is also tremendous. Sub-
stance abuse has adverse effects on self-esteem, cop-
ing skills, and interpersonal relationships, which may 
be compounded by losses that are common in the late 
stages of life. 

 Levels of alcohol consumption above seven drinks 
per week, so called at-risk drinking, are associated with 
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a number of health problems, including increased risk 
of stroke caused by bleeding, impaired driving skills, 
and increased rate of injuries (e.g., falls and fractures). 
The risk of breast cancer in women who consume three 
to nine drinks per week increases by approximately 
50% over that of women who have fewer than three 
drinks per week. Alcohol is also known to interfere 
with the metabolism of many medications, including 
OTCs as well as prescribed medications (e.g., digoxin, 
warfarin), and potentiates harmful interactions with 
psychoactive medications (e.g., benzodiazepines and 
antidepressants). 

 Older adults who consume more than an average 
of four drinks per day or whose drinking has led to a 
diagnosis of alcohol dependence are at greatest risk for 
excess physical disability and physical illness related to 
the drinking. The most common problems associated 
with alcohol dependence are alcoholic liver disease, 
chronic obstructive pulmonary disease, peptic ulcer dis-
ease, and psoriasis. Unexplained multisystem disease is 
justifi cation to probe more closely for alcohol misuse. 
With smoking, the risks are much clearer, including in-
creased rates of pulmonary disease, especially cancer. 
Research is beginning to demonstrate that the disability 
associated with substance abuse is reversible. 

 Mental Health Problems 
 Substance abuse can be a signifi cant factor in the course 
and prognosis of nearly all mental health problems of 
late life. Alcohol, benzodiazepine, opioid, and cigarette 
use are all associated with mood disturbances. Persons 
with both alcoholism and depression tend to be at in-
creased risk of suicide and more socially dysfunctional 
behavior than nondepressed persons with alcoholism. 

 The complex role of alcoholism in the development 
of Alzheimer’s disease is not fully understood, but alco-
holism is believed to be associated with dementia. The 
criteria for alcohol-related dementia are: 

 Clinically evident dementia at least 60 days after last 
alcohol exposure; 
 A history of signifi cant use of alcohol for at least 5 
years, that is, at least 35 drinks per week for men and 
28 per week for women; and 
 Signifi cant use of alcohol within 3 years of the onset 
of cognitive defi cits. 

 Clinical features supporting the diagnosis of alcohol-
related dementia include end-organ damage (e.g., liver 
disease), cognitive stabilization or improvement after 
abstinence, and evidence of cerebellar atrophy (i.e., 

shrinking in the size of the brain) in brain imaging. More 
research is needed to understand the potential benefi ts 
of long-term abstinence from alcohol in terms of the ef-
fect this will have on mood and memory. 

 IDENTIFICATION AND ASSESSMENT 
OF SUBSTANCE ABUSE 

 Older adults suspected of being substance misusers 
may present with nontraditional signs of substance 
abuse. Some older adults may be unable to tolerate 
even normal amounts of alcohol; some may have nega-
tive effects even with limited use; and others, especially 
late-onset alcoholics, may never develop physiologi-
cal dependency. Almost 40% of older adults at risk for 
substance abuse do not self-identify. Nontraditional 
approaches are needed, for example, educating friends 
and families about substance abuse to sensitize them 
to clues that are not seen by clinicians and health care 
providers. The assisted living nurse can say something 
like, “I am concerned about you; I am wondering if al-
cohol (your daily martini) might be why your diabe-
tes is not responding to diet and medications.” Clinical 
examination is the most valuable tool for identifying 
substance-use problems: observing for conjunctival 
injection (i.e., bloodshot eyes), hand tremor, and ab-
normal skin vascularization (i.e., increased visibility of 
veins on the face, nose particularly), among other signs. 
Screening questionnaires for alcohol abuse can also be 
used. There are two commonly used self-administered 
questionnaires to screen for alcohol misuse: the Michi-
gan Alcoholism Screening Test (MAST) and the CAGE 
(see Chapter 19, “Prevention”). The CAGE identifi es a 
lifetime problem (i.e., of alcohol abuse), not a current 
one. It can be modifi ed to use as a screen for other 
substances although it is less effective in screening fe-
male older adults than male older adults. The MAST is 
very sensitive for identifying individuals with alcohol 
problems 

 Another tool, the Alcohol Use Disorders Identifi ca-
tion Test (AUDIT) is reportedly useful in identifying al-
cohol misuse among ethnic minority older adults. The 
American Geriatrics Society (n.d.) guideline, S ubstance 
Abuse Among Older Adults,  addresses screening rec-
ommendations for older adults and age-related physi-
ologic changes that may occur with late-life alcoholism. 
Medications that may interact adversely with alcohol 
are outlined, and chronic conditions that may be trig-
gered or worsened by alcohol use are noted. To assist 
the clinician in early detection, the risk factors for al-
coholism in late life are summarized; guidelines for in-
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quiring about alcoholism and specifi c laboratory values 
that may be abnormal are also provided. Different risk 
levels are outlined, as are defi nitions for abuse and de-
pendence and various interpersonal and pharmacologic 
intervention strategies. 

 Biologic markers, specifi cally blood tests, of sub-
stance use can be useful in managing patients with 
known substance-use disorders but are less valuable 
in detecting illness. These markers include -glutamyl 
transferase, mean corpuscular volume, and transfer-
rin. Blood work results that show macrocytic anemia 
(large red blood cells), thrombocytopenia (low plate-
lets), and elevated -glutamyl transferase (liver function 
tests) should raise concerns about the possibility of 
substance abuse. Urine drug screens are an effective 
method for screening for or identifying illicit drug use 
as well as prescription drug use. 

 TREATMENT 

 Older adults with a substance-use problem often pre-
sent with a variety of treatment needs. It is important 
to have an array of services that can be tailored to in-
dividual needs and that have the fl exibility to adapt to 
changing needs over time. Older adults can success-
fully be treated for substance misuse and abuse. The 
spectrum of interventions can range from prevention 
and education, for those who are abstinent or low-risk 
drinkers, to minimal advice or brief structured inter-
ventions, for at-risk or problem drinkers, to formalized 
alcoholism treatment, for those who meet criteria for 
abuse or dependence. The array of formal treatment op-
tions includes psychotherapy, education, rehabilitative 
and residential care, and psychopharmacologic agents. 
An example of the necessity to tailor care is the contrast 
between the at-risk drinker or benzodiazepine user and 
the severely dependent patient. It is unlikely that the at-
risk user will need the intensity of services required for 
the severely dependent patient. Indeed, requiring the 
at-risk drinker to accept a set of rigorous services may 
be more detrimental than helpful. 

 Dependency on medications such as benzodiaz-
epines is managed by tapering the dosage until the 
drug can be stopped and at the same time providing 
supportive counseling via groups, psychosocial sup-
port, and 12-step programs. The physical symptoms 
of withdrawal from narcotics can be controlled when 
necessary with oral clonidine. Assuring that the patient 
enters a long-term treatment program increases the like-
lihood of long-term success. For smoking cessation, it 
is important to prepare the person for quitting by dis-

cussing management strategies before quitting, setting 
a quit date, and implementing a monitoring plan to 
maintain success. 

 Detoxifi cation and Stabilization 
 The initial assessment of any substance abuser should 
include an assessment of the person’s potential to suf-
fer acute withdrawal. Patients with severe symptoms of 
dependency or withdrawal potential and those with sig-
nifi cant medical or psychiatric comorbidity may require 
inpatient hospitalization for acute stabilization prior to 
implementing an outpatient management strategy; for 
example, severe withdrawal from alcohol use can be 
life threatening.  Detoxifi cation  is achieved by placing 
the patient on the minimum amount of drug that sup-
presses withdrawal symptoms and then decreasing the 
dosage. 

 It is not unusual for older adults who are substance 
abusers to go through withdrawal. Alcohol withdrawal, 
for example, can occur when an older person goes to 
the hospital following an acute event or accident. Early 
symptoms include tachycardia (i.e., increased heart 
rate), sweating, tremulousness, and hypertension and 
this may progress to delirium, psychosis, and seizures. 
It is helpful to give benzodiazepines such as loraze-
pam OL  to help prevent or manage these symptoms. 

 Traditionally, outpatient substance abuse treatment 
has been reserved for clinics that specialize in sub-
stance abuse. This model is inadequate for addressing 
the broader public health demand; a variety of clini-
cians and clinical settings need to be involved. This is 
particularly important for older adults who frequently 
seek medical services but rarely seek specialized addic-
tion services. The traditional addiction clinic is focused 
on supportive group psychotherapy and encouragement 
to attend regular self-help group meetings such as Al-
coholics Anonymous, Alcoholics Victorious, Rational 
Recovery, or Narcotics Anonymous. 

 For older adults, peer-specifi c group activities are 
more effective than mixed-age group activities. Outpa-
tient rehabilitation, in addition to focusing on active 
addiction issues, needs to address time management 
because abstinence reduces the time spent in main-
taining the substance-use disorder. Management of this 
time—often the greater part of the person’s day—is 
critical for treatment success. However, abstinence is 
not the only positive outcome of treatment; patients 
should be praised for making progress in cutting down 
on use as well as stopping use. This may be particu-
larly relevant for medication misuse such as benzo-
diazepines, as it may be more diffi cult to eliminate 
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their use. The Consensus Panel of the Mental Health 
Technical Assistance Center Substance Abuse and 
Mental Health Services Administration recommended 
that male older adults with drinking problems should 
be limited to one alcoholic drink per day (two, for a 
special occasion). The amount of daily alcohol for a 
woman is lower. 

 The risks of adverse events (e.g., falls) with benzodi-
azepines are greater with higher doses and medications 
with a longer half-life such as diazepam or clonaze-
pam. The Consensus Panel recommended that insom-
nia treatment with benzodiazepines should be limited 
to 4 months and that medications that last for shorter 
periods of time be used. A stepped approach should be 
used so that individuals are weaned to shorter-acting 
benzodiazepines if they are on longer-acting medica-
tions. Continued attempts should be made to wean the 
individual of the benzodiazepine; social services and 
fi nancial support are helpful to stabilize the resident in 
early recovery. 

 Brief Interventions 
 Low-intensity, brief interventions can be cost-effective 
as an initial approach for at-risk and problem drinkers 
in primary care settings. Brief alcohol intervention to 
reduce hazardous drinking by older adults that used ad-
vice protocols demonstrated that protocols are accept-
able to and effective for this population. 

 Pharmacotherapy 
 The use of medications to support abstinence may be 
of benefi t, but it is not well studied. Small-scale studies 
demonstrate that naltrexone is well tolerated and effi ca-
cious in older adults. Studies are ongoing with using 
various antidepressants, including the selective sero-
tonin reuptake inhibitors. Some of the general princi-
ples used in treating younger patients should be applied 
to older drinkers as well. For example, benzodiazepines 
are important in the treatment of alcohol detoxifi cation, 
but they have no clinical place in maintaining long-term 
abstinence because of their abuse potential and the po-
tential for fostering further alcohol or benzodiazepine 
abuse. Disulfi ram may benefi t some well-motivated pa-
tients, but cardiac and hepatic disease limits the use of 
this agent by the older adult who abuses alcohol. The 
use of methadone maintenance has proven effi cacy in 

opioid dependence. Older patients can be initiated and 
maintained on methadone, following the same princi-
ples of use as for younger patients. Comorbid medical 
and psychiatric disorders must be identifi ed and prop-
erly treated, and may necessitate the need for referral 
to, or consultation with, a psychiatrist with expertise 
in these areas. Buprenorphine and buprenorphine with 
naloxone are approved for outpatient treatment of opi-
oid dependence. However, given the complexity of treat-
ment of this condition, systematic training, practice, 
monitoring, regulation, and evaluation are necessary in 
a multidisciplinary treatment setting to optimize out-
comes. Guidelines for developing treatment programs 
using buprenorphine are available on the Web site of 
the Substance Abuse and Mental Health Services Ad-
ministration (U.S. Department of Health and Human 
Services, 2004). 

 Establishing abstinence from nicotine follows the 
same principles as that from other addicting substances. 
Initially, pharmacologic substitution with either nico-
tine gum or patch is followed by a gradual decrease in 
dosage. Several trials demonstrate that antidepressant 
medications improve rates of continued abstinence, but 
only bupropion has been approved for this purpose by 
the U.S. Food and Drug Administration. As with other 
abstinence regimens, psychotherapy plus pharmaco-
therapy is better than pharmacotherapy alone (see also 
Chapter 40, “Respiratory Diseases and Disorders”). 
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S E C T I O N  V

Diseases

and

Disorders

Unfortunately, the risk of acquiring just about any med-
ical problem increases with age, and the majority of 
older adults in assisted living communities have mul-
tiple comorbid conditions (e.g., cancer, hypertension, 
arthritis). Chronic diseases can result in a diminished 
quality of life and greatly increased personal and public 
health care costs. Much of the acute exacerbations of 
chronic illnesses, the associated disability, and death 
can be avoided through good care and aggressive moni-
toring. In addition to general healthy lifestyle behaviors, 
such as regular physical activity, smoking cessation, 

moderate alcohol use, and a low fat, low sodium diet, 
specifi c interventions are helpful for each medical prob-
lem. This section, which covers each body system (car-
diac, musculoskeletal, etc.) reviews the most common 
medical problems and how to evaluate the resident for 
evidence of these problems and manage them. The in-
formation provided will help the nurse working with 
the resident to know when a problem requires immedi-
ate medical attention and when the sign or symptom 
is a chronic problem associated with the underlying 
diagnosis.
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38
Dermatologic
Diseases and 
Disorders
Sumaira Z. Aasi and Barbara Resnick

Skin disease increases with aging and sun exposure. 
Dermatologic (skin) care of the older adult requires 
awareness of the normal age-related changes that occur 
in the skin as well as the cumulative impact of ultravio-
let (UV) radiation exposure. In addition, it is important 
to be familiar with the common skin diseases such as 
cancers, infl ammatory diseases, and infections often 
seen in older adults.

AGING AND PHOTOAGING

Skin is composed of the epidermis, dermis, basement 
membrane zone (the area between the epidermis and 
dermis that serves to hold the two together), and the 
subcutaneous fat. In normal young skin the epidermis 
is close to the dermis. Over time, there is a decrease in 
the contact or closeness between the epidermis and der-
mis, thus making it more diffi cult to transfer nutrients 
to all the layers of the skin. There is also a change with 
age in the barrier function of the skin because fewer 
lipids (i.e., fats) are present in the top layer of the skin, 
leading to dryness and roughness. One small open area 
in the skin from this dryness puts the older adult at risk 
for infection. With age it takes longer for new epidermal 
cells to regenerate; thus, wound healing is slower. Col-
lagen and elastin are proteins that constitute most of 
the skin and keep it strong and stretchable. Although 

not visible, the dermis has less collagen and elastin 
with age. The decrease in these proteins contributes to 
the sagging and wrinkling of the skin that is visible.

Changes in hair in the older adult include graying 
due to changes in follicular melanocytes (cells respon-
sible for the color of skin and hair) and thinning due to 
changes in how hair grows over time.

Photoaging refers to the effects of UV exposure on 
skin. The depth of penetration of UV light depends on 
the wavelength; shorter wavelengths are more damag-
ing to the skin. Ultraviolet B (UVB; 290 to 320 nm) ra-
diation causes most of the acute and chronic damage. 
Ultraviolet A (UVA; 320 to 400 nm) also plays an im-
portant role because it makes up more of the sunlight 
that reaches the earth’s surface and has greater depth of 
penetration into the skin.

Photodamaged skin, or skin damaged from the sun, 
appears wrinkled, coarse, or rough, and has mottled 
pigmentation (i.e., blotches of darkened areas). Also 
commonly found due to photodamage are seborrheic 
keratoses, which are noncancerous growths of the outer 
layer of skin that vary in color from light tan to black, 
size range, and have a pasted-on or stuck-on appear-
ance). In addition, freckles, hypopigmentation (areas 
where the color has faded), and telangiectasias (dilated 
or easily visible blood vessels on the skin) can all occur 
from photodamage as can skin cancers. Prevention of 
photodamage involves the use of broad-spectrum sun-
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screens that protect against both UVB and UVA radiation 
as well as avoidance of direct sunlight and use of protec-
tive clothing, hats, and sunglasses (see Figure 38.1).

SEBORRHEIC DERMATITIS

Seborrheic dermatitis is a common chronic dermatitis 
(i.e., infl ammation of the skin) characterized by red-
ness and greasy-looking scales in areas rich in seba-
ceous glands (i.e., small glands in the skin that secrete 
an oily matter called sebum to lubricate the skin) such 
as at the hairline (i.e., scalp), on the forehead, and 
around the nose. Seborrheic dermatitis is frequently 
seen in those individuals with neurological problems 
such as Parkinson’s disease and more commonly in 
males than females.

Although the cause of seborrheic dermatitis is un-
clear, it is thought that the normal yeast that lives on 
the skin (Malassezia furfur) may cause this infl amma-
tion of the skin. It is impossible to cure; symptoms are 
controlled with treatment: medicated shampoos that act 
against yeast, including selenium sulfi de, ketoconazole, 
and various tar shampoos. In cases of signifi cant in-
fl ammation, mild topical corticosteroids such as hydro-

cortisone 1% to 2% can be applied to the skin. Once 
the dermatitis is under control, the medicated sham-
poos are used for maintenance.

ROSACEA

Rosacea is a chronic infl ammatory skin disease that 
results in a tendency to blush or fl ush easily, develop 
bumps or pus-fi lled pimples on the face, have dry skin, 
burning and itching of the eyes, and cause small visible 
blood vessels to become prominent, eventually causing 
rhinophyma or bumps on the nose. This is a common 
condition in fair-skinned persons and affects young to 
middle-aged as well as older adults. The fl ushing that 
occurs can be brought on by sunlight exposure, alcohol, 
hot beverages, and drugs that cause vasodilatation or 
widening of the veins. Medications such as oral niacin 
(for hyperlipidemia) and topical steroids can often in-
duce or worsen rosacea.

Like seborrheic dermatitis, there is no cure for ro-
sacea; treatment is chronic. Individuals with rosacea 
should avoid skin irritants or strong soaps and cleans-
ers, should reduce sun exposure, and regularly apply 
sunscreens. Oral antibiotics such as tetracylines (doxy-

Figure 38.1 Anatomy of the skin.
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cycline, minocycline) and erythromycin are used to 
treat the moderate to severe papular-pustular rosacea. 
Topical agents such as azelaic acid cream, erythromy-
cin, clindamycin, and metronidazole can be used for 
mild rosacea or as maintenance once the oral antibi-
otics are discontinued. Severe rosacea can be treated 
with oral isotretinoin and in some cases surgical in-
tervention may be needed to scrape off the areas of 
rosacea.

XEROSIS

Xerosis, or dryness of the skin, occurs commonly in 
older adults because of the reduced water content and 
barrier function of the aging epidermis. It is worsened 
by environmental factors, such as decreased humidity 
from cold weather or central heating, irritation by hot 
water, and too frequent washing with harsh soaps and 
cleansers. Skin fi ndings are often more pronounced on 
the legs. Varying with the severity of the dryness, xe-
rosis can present as rough, itchy skin or as scales that 
give the skin a dry, cracked appearance. Therefore, it is 
helpful to encourage the older adult to use tepid water 
when bathing and to apply skin lubricants immediately 
after bathing. Moisturizing agents containing lactic acid 
or -hydroxy acids can reduce the roughness and scali-
ness. When irritation or infl ammation is a prominent 
fi nding, short-term use of mild topical corticosteroids 
provides relief.

NEURODERMATITIS

Neurodermatitis is a nonspecifi c term used to refer to 
chronic, itchy conditions of unclear cause. It is most 
common in adults over the age of 60. The skin generally 
has signs of chronic scratching, such as hyperpigmen-
tation or darkening and lichenifi cation (i.e., leathery 
thickness) along with redness and scaling. Treatment 
consists of topical corticosteroids, as well as behavior 
modifi cation to try and reduce the scratching.

STASIS DERMATITIS

Stasis dermatitis is skin irritation on the lower extremi-
ties, generally related to circulatory problems such 
as chronic venous insuffi ciency (i.e., changes in the 
valves of the vein that result in blood pooling in the 
lower legs and not returning to the heart to be recircu-

lated). It is often accompanied by intense itching and 
swelling around the ankles. Venous ulcers, especially 
on the shins or above the ankles, can develop spon-
taneously just because of the poor circulation in the 
lower extremities. Support stockings and exercise of 
the calf muscles to improve venous return are recom-
mended. Walking and pumping (fl exing the ankle as 
if pushing on a gas pedal) the feet are helpful. Topi-
cal treatment to relieve the itching should include cor-
ticosteroids and emollients. Eucerin, for example, is 
recommended as a good emollient; it moisturizes with 
petroleum and mineral oil. The cream version can be 
rather greasy; the lotion is less so. Petroleum jelly is a 
low cost alternative.

Sensitization to ingredients in topical medications 
and emollients, including topical antibiotics, is common. 
A new lotion or treatment should be tested before the 
resident uses it liberally. Testing can be done by placing 
the lotion or treatment on a small area of the skin over a 
24-hour period to give the skin some time to react.

VENOUS AND ARTERIAL ULCERS

An ulcer is a wound with loss of epidermal and dermal 
layers, in contrast to an erosion, which is loss of the 
epidermal layer only. Chronic leg wounds are defi ned 
as open wounds that fail to heal within a period of 6 
weeks. Venous disease causes 72% of leg ulcers, 22% 
have a mixed arterial and venous etiology, and only 6% 
are due to pure arterial disease. Table 38.1 differentiates 
between venous and arterial ulcers with regard to com-
mon location, drainage differences, and shape.

In addition to direct treatment of the ulcers, the 
older adult should be encouraged to make some life-
style changes to prevent worsening of the ulcer or un-
derlying condition and to promote wound healing. For 
arterial ulcers, exercise, diet low in cholesterol, smok-
ing cessation, weight loss, and better diabetic control 
should be encouraged. These activities will likewise 
help vascular ulcers in addition to the use of knee or 
thigh-high support hose, elevation of the legs when 
possible, and avoidance of foods and medications that 
can cause fl uid retention (e.g., salt and medication that 
cause sodium retention or swelling such as nonsteroidal 
anti-infl ammatory medications, anti-epileptic agents, or 
calcium channel blockers). Wounds that persist and do 
not heal for months may benefi t from further evalua-
tion by wound experts or surgeons. (For information on 
pressure ulcers, see Chapter 33.)
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38.1 Differentiation Between Venous and Arterial Ulcers

VENOUS ULCERS ARTERIAL ULCERS

Comorbid conditions Varicose veins
Venous insuffi ciency

Peripheral artery disease 
with poor circulation.
Intermittent claudication 
(i.e., pain in the calf 
when walking or at rest)

Location Generally over the shin or 
above the ankle

Over the toes, foot, heel, or ankle

Shape Irregular in shape Punched out circular shape

Wound appearance Often covered with slough 
(yellow tissue)

Often covered with slough 
but also may be necrotic 
(black, hard tissue)

Pain Usually without pain Painful 

Swelling Usually swelling up to the 
ankle or above

No swelling

Treatment Compression to decrease the swelling. 
Occlusive dressings with absorbent 
properties to manage the drainage 
and debride slough

Dressings or ointments to debride 
slough or necrotic tissue

INTERTRIGO

Intertrigo is an infl ammation (i.e., rash) of the body 
folds (adjacent areas of skin). An intertrigo usually de-
velops from the chafi ng of warm, moist skin in the areas 
of the inner thighs and genitalia, the armpits, under the 
breasts, the underside of the belly, behind the ears, and 
the web spaces between the toes and fi ngers. It usually 
appears red and raw-looking, and may also itch, ooze, 
and be painful. Intertrigos occur more often among over-
weight individuals, those with diabetes, those restricted 
to bed rest or diaper use, and those who use medical 
devices, like artifi cial limbs, that trap moisture against 
the skin. Once the irritation occurs, it is not unusual for 
the individual to develop a secondary candidal or mixed 
bacterial colonization. Frequent airing of the area, at-
tempts to keep the area dry and clean, and use of topical 
antifungal powders and creams, such as 2% miconazole 
powder or nystatin cream or Goldbond Powder constitute 
the treatment. Occasionally, a very mild topical corticos-

teroid such as 1% to 2% hydrocortisone is needed for a 
short period to reduce infl ammation and irritation (see 
also the section “Candidiasis” later in this chapter).

BULLOUS PEMPHIGOID

This is a chronic autoimmune blistering disorder char-
acterized by large tense blisters on normal or erythema-
tous skin. They are usually fi lled with clear fl uid but on 
occasion may be bloody. These blisters can be found 
anywhere on the body. Though it may last for months to 
years, bullous pemphigoid is often a self-limited disease. 
The blisters heal without scar formation. Treatment de-
pends on severity. When the lesions are together in one 
place such as just on the leg, they may be treated with 
topical corticosteroids. More extensive disease can be 
treated with oral corticosteroids, especially for control 
of acute fl are-ups. Because of the adverse effects of cor-
ticosteroids, particularly in older adults, local treatment 
is usually tried fi rst.
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PRURITUS

Pruritus, or itching, is a very common skin complaint. 
Among older adults, pruritus can be very severe at 
times, compromising quality of life. Although xerosis is 
the most common cause of pruritus in the older adult, 
systemic diseases such as kidney disease, chronic liver 
disease, thyroid disease, anemia, cancers, or drug side 
effects must also be considered. Generalized pruritus 
can also be associated with pervasive anxiety disorder, 
depression, and even psychosis.

Treatment depends on the underlying cause; 
symptomatic relief can often be achieved with topi-
cal corticosteroids, emollients, or menthol in calamine 
preparations. Oral antihistamines such as Benadryl 
should be used with caution in older adults as they may 
cause confusion, dry mouth, and urinary and bowel 
problems.

PSORIASIS

Psoriasis affects 2% of the population and generally 
is fi rst noted in individuals in their mid-20s and then 
again when they are 50 to 60 years of age. There is a ge-
netic predisposition. Psoriasis is a chronic skin disease 
characterized by scaling and infl ammation that results 
in patches of thick, red skin covered with silvery scales. 
These patches, sometimes referred to as plaques, usu-
ally itch and/or burn. Psoriasis most often occurs on 
the elbows, knees, scalp, lower back, face, palms, and 
soles of the feet, but it can affect any skin site. The 
disease may also affect the fi ngernails, toenails, and the 
soft tissues inside the mouth and genitalia. About 15% 
of people with psoriasis have joint infl ammation that 
produces arthritis symptoms, a condition called psori-
atic arthritis.

Treatment generally involves topical ointments such 
as corticosteroids, vitamin D derivatives (calcipotriene), 
topical retinoids (tazarotene), salicylic acid, or tar com-
pounds. Some of these treatments may be irritating or 
messy to apply. Older adults who do not improve with 
topical treatments may be candidates for options such 
as phototherapy (i.e., light therapy) or immunosuppres-
sive agents.

HERPES ZOSTER (SHINGLES)

More than two-thirds of reported cases of herpes zoster 
occur in persons aged 50 years and older. Individuals 

with herpes zoster are contagious (mostly by direct 
contact with the blisters) to those who lack immu-
nity but are less contagious to those individuals who 
had varicella (i.e., chicken pox) virus earlier in their 
lives. Symptoms can include pain, burning, paresthesia 
(i.e., numbness), tenderness, pruritus, or hyperesthe-
sia (i.e., increased sensation or sensitivity of the skin) 
for several days before the rash appears. This pain will 
be around the affected dermatone (i.e., the area of the 
skin supplied by nerve fi bers originating from a single 
dorsal nerve root. Shingles will affect just one side of 
the body.

Ten percent to 15% of cases of herpes zoster occur 
around the eye; these individuals should be referred to 
an ophthalmologist to evaluate the resident for poten-
tial damage to the eye and altered vision. Pain is the 
chief complaint; it can precede, occur with the rash, 
and/or persist after the rash. Pain that persists or ap-
pears after the rash has healed or at 30 days after onset 
of rash is called post-herpetic neuralgia. Age is the most 
signifi cant risk factor; post-herpetic neuralgia occurs in 
70% of zoster patients age 70 and older and can be dif-
fi cult to treat.

Classically, shingles start as small blisters on a red 
base, with new blisters continuing to form over a pe-
riod of three to fi ve days. The blisters follow the path 
of individual nerves that comes out of the spinal cord 
(called a dermatomal pattern). They will only be pres-
ent on one side of the body (e.g., the right side of the 
face). The entire path of the nerve may be involved or 
there may be areas with blisters and areas without blis-
ters. The vesicles, or blisters, initially start with clear 
fl uid and then over 24 hours become pus fi lled, then 
burst, and eventually crust over in 7 to 10 days. The 
entire course, however, may take three to four weeks 
from start to fi nish. Treatment in all residents should 
be initiated early, within 72 hours of the onset of rash. 
Antiviral medications such as acyclovir or famciclovir 
are often prescribed for 7 to 10 days. Early treatment 
halts progression of disease, increases the rate of clear-
ance of virus from the blisters, decreases the incidence 
of spread in the individual to other skin areas, and may 
decrease pain and the incidence of post-herpetic neu-
ralgia. Other treatments are for comfort and include the 
use of pain medication if needed, dressing changes to 
the open blisters, wet compresses, and topical antibiot-
ics such as bacitracin to treat secondary bacterial in-
fections in the blisters if this occurs. Long-term pain 
management may be needed as indicated for those with 
post-herpetic neuralgia (see Chapter 21, “Chronic Pain 
and Persistent Pain”).
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CANDIDIASIS

Factors that contribute to intertrigo also predispose a 
person to candidiasis or fungal infection. Candidiasis 
is similar to intertrigo except that there generally are 
small pustules along the edges of the area of redness 
and irritation. Candida pustules can also occur on the 
back of bedridden residents and on other areas prone to 
moisture. Oral candidiasis or thrush may also develop 
in older adults who use corticosteroid inhalers for pul-
monary problems, are on antibiotics or immunosup-
pressive medications (e.g., prednisone) or among those 
with diabetes mellitus. Treatment resembles that for 
intertrigo: keep the moist areas dry, improve hygiene, 
and treat with topical or oral anticandidal agents such 
as nystatin or ketoconazole.

SCABIES

Scabies is an infestation with the human mite Sarcop-
tes scabiei that spreads by person-to-person contact 
and thus can occur in residents in assisted living set-
tings. An adult female mite becomes fertilized on the 
skin and burrows into the top superfi cial layer, where 
she lays eggs. The clinical manifestations occur days 
to weeks later when the person develops a hypersen-
sitivity reaction to the mite saliva and excretions. In-
fested people complain of severe pruritus, especially of 
the hands, armpits, genitalia, and peri-umbilical region. 
Clinically, erythematous papules (i.e., circumscribed, 
solid elevation with no visible fl uid) and linear burrows 
(i.e., crooked, raised lines) are observed. Itchiness and 
scratching can be severe to the point of causing bleed-
ing. Diagnosis is confi rmed by a dermatologist by scrap-
ing a suspected lesion and fi nding mite excreta, eggs, 
or, rarely, the mite itself, under the microscope

An outbreak of scabies should be reported when 
a facility experiences two or more concurrent cases of 
scabies affecting residents and/or staff members. Two 
or more consecutive cases of scabies occurring within 
4 to 6 weeks of each other should also be considered to 
be an outbreak. A person is considered to be no longer 
able to spread the scabies 24 hours after start of effec-
tive therapy. The time between contact with the mite 
and the appearance of the symptoms of the pruritic rash 
varies. Symptoms can occur 1 to 4 days following mite 
infestation. The infested individual may be asymptom-
atic yet able to transmit the mite to others. After infes-
tation occurs, the mite deposits eggs under the skin of 
the human host. After larvae hatch from the eggs, they 

travel to the surface of the skin. Transmission can occur 
as early as 2 weeks after the original infestation of the 
individual. While scabies is readily transmissible with 
skin to skin contact, the mite can only survive in the en-
vironment for 48 hours without a human host. The bed-
ding and clothing of an infested individual may contain 
viable mites, but exposure to a human host must occur 
within a short period of time for transmission to occur.

In general, vacuuming and general cleanliness 
should provide adequate environmental control. Fu-
migation is not necessary; furniture should not be 
discarded. Clothing or bedding that were used by an 
infested individual during the 7 days before effective 
treatment should be laundered and dried with the hot 
cycle or dry cleaned. Items that cannot be laundered or 
dry cleaned should be placed in a plastic bag and sealed 
for 7 days to allow time for mites and eggs to die. Dur-
ing an identifi ed scabies outbreak, staff members who 
have been providing care to an identifi ed case should 
not be rotated to other resident care units until 24 hours 
after completion of the staff member’s scabicidal treat-
ment. The resident should also be isolated from other 
residents for 24 hours.

Treatment, often initiated when there is strong 
clinical suspicion of infestation, involves eradicating 
the mite, decreasing the pruritus, and treating any con-
tacts. Topical permethrin 5% is most commonly used. 
It is applied from the neck to the toes and rinsed off 
after 8 to 12 hours. This treatment should be repeated 
in 1 week to prevent development of resistance. Persons 
who may have been exposed should also be treated. 
Topical corticosteroids may help to reduce pruritus, but 
it is important to reassure residents that the itching may 
persist for weeks or months after the mite infestation is 
removed.

LOUSE INFESTATIONS

Lice can infest the body (pediculosis corporis), scalp 
(pediculosis capitis), or pubic hair (pediculosis pubis). 
With pediculosis corporis or capitis, lice are spread from 
person to person through physical contact or fomites. 
Pediculosis pubis is usually spread by sexual contact. 
In all cases, the complaint is of pruritus of the involved 
areas, and there can be secondary infection. In cases of 
pediculosis corporis, the lice feed on the body but live 
on clothing, where they lay eggs, often near the seams. 
In cases of pediculosis capitis, the lice lay eggs on the 
hair, close to the scalp. The eggs (or nits) are visible 
as white specks stuck on the hair. Treatment involves 
killing the lice and larvae, treating close contacts, and 
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treating the secondary infection. Pyrethrin or its deriva-
tives (permethrin) can be used as single 10-minute topi-
cal treatment for the infected person as well as those 
who have been exposed. Ideally a second treatment 
should be done 7 to 10 days after the fi rst treatment to 
kill newly hatched lice. Combs, brushes, hats, clothing, 
bedding, and towels (bath, linen) must be washed with 
hot water. Combing the lice out of the hair regularly is 
useful. Treatment is ongoing until no further lice are 
visible in the hair.

BENIGN GROWTHS

Seborrheic Keratoses
Seborrheic keratoses, as described previously, are very 
common benign growths that present as tan to gray or 
black waxy or warty papules and plaques. They com-
monly occur on the trunk and extremities but can be 
found anywhere on the body. There is no need to re-
move these growths although they may bother the resi-
dent and thus he or she may request surgical removal.

Cherry Angiomas
Cherry angiomas are round to oval, bright red, dome-
shaped papules ranging in size from less than 1 mm 
to several millimeters. They are benign but can bleed 
when picked at or irritated. There is no need to remove 
these lesions.

Actinic Keratoses
Actinic keratoses (also known as solar keratoses) are 
lesions caused by chronic UV radiation. They are con-
sidered premalignant growths, precursors of squamous 
cell cancer. The lesion is generally irregular in shape, 
occasionally scaly, red and either raised (papules) or 
not raised (macules) on sun exposed areas such as the 
face, ears, hands and arms. Actinic keratoses are often 
treated to prevent progression to squamous cell carci-
noma. They respond to a variety of treatments, such 
as cryotherapy with liquid nitrogen (freezing), topical 
agents such as chemical acids like 5-fl uorouracil, or sur-
gical removal. Although cryotherapy treatment for 10 
to 15 seconds is very effective, it can be somewhat un-
comfortable and can cause pigmentary changes. When 
several lesions are present in an area, treatment that the 
older adult can perform independently may be recom-
mended using topical 5-fl uorouracil. Treated lesions can 
appear red and some discomfort might occur.

BASAL CELL CARCINOMA

Basal cell cancer is the most common cancer in the 
United States. As with other skin cancers, fair-skinned 
persons with chronic sun exposure are at risk. Most 
commonly a basal cell cancer appears as waxy papules 
with overlying telangiectasias. Some basal cell carcino-
mas have an open area in the middle and what is best 
described as rolled edges. These growths may or may 
not be dark in color. Treatment of basal cell carcinoma 
is surgical excision. Some basal cell carcinomas, par-
ticularly those located in cosmetically important areas, 
those that are nodular or morpheaform, and those that 
are recurrent should be excised by use of Mohs micro-
graphic surgery to ensure adequate excision and tissue 
sparing. Like squamous cell carcinomas, basal cell car-
cinomas occurring in poor surgical candidates can also 
be treated with ablative methods, such as cryosurgery, 
radiation, and curettage with electrodessication.

SQUAMOUS CELL CARCINOMA

Squamous cell carcinoma is the second most common 
form of skin cancer. It affects people in mid- to late-life 
and occurs most commonly on sun-exposed areas. This 
carcinoma causes local tissue destruction if not treated. 
They have a low risk (but greater risk than basal cell car-
cinomas) to spread, known as metastasis. These growths 
present as chronic red papules with scaling, crusting, or 
ulceration. The person may tell you that the area simply 
won’t heal. Treatment consists of surgical excision.

MELANOMA

The incidence of melanoma continues to increase; it af-
fects all adult age groups. Risk factors for melanoma 
include very fair skin type, family history, and sunlight 
exposure, particularly intermittent blistering sunburns 
in childhood. Melanomas are usually asymptomatic; 
thus, regular skin examinations and early recognition 
are key for favorable prognosis. A new pigmented skin 
lesion or a change in the color, size, surface, or borders 
of a preexisting mole should be suspected for melanoma 
and biopsied. A useful mnemonic is ABCD: Asymmetry, 
Borders, Color, Diameter. Treatment consists of surgi-
cal excision and, depending on depth, may also involve 
sentinel node mapping and biopsy, lymph node dissec-
tion, or adjuvant therapy. Sentinel lymph node map-
ping is a method of determining whether the cancer has 
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metastasized (spread) beyond the primary tumor and 
into the lymph system.
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The oral structures are used to initiate food intake, pro-
duce speech, and protect the digestive tract. Dysfunc-
tion and disease in the mouth can profoundly affect 
an older adult’s overall health and social functioning. 
Evidence suggests a link between periodontal disease, 
diabetes, heart disease, and other systemic diseases in 
older individuals. Findings prevalent in older adults 
(e.g., decay, missing teeth, periodontal disease, and sal-
ivary hypofunction) are not normal; professional dental 
care should be provided.

AGING OF THE TEETH

Most age-related changes in teeth are subtle (see Table 
39.1) but become signifi cant in the presence of environ-
mental factors or disease.

Moreover, older adults seem to be less sensitive to 
sensations in their mouth that might drive them to see 
a dentist. More likely, older adults come to the dentist 
complaining of food caught in carious lesions (i.e., cavi-
ties) or soft-tissue lacerations caused by fractured teeth 
rather than by pain from the dental disease itself. This 
might be explained by the diminished pulp space com-
monly seen among older adults.

The nerves and blood vessels of the tooth are lo-
cated in the pulp; these nerves are responsible for the 
sensations that are felt in the tooth. The dentin layer 
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of the tooth covers the pulp; it consists of tubules that 
communicate with the outside of the tooth as they pass 
through the enamel or outermost layer. Over time, odon-
toblastic cells within the pulp continue to generate 
dentin, thereby reducing the number and diameter of 
dentinal tubules. These processes decrease the commu-
nication between the nerves and the outside of the tooth 
as a result of which the older adult is less sensitive to 
stimuli in the oral cavity or abutting the teeth, such as 
temperature. Other changes in the teeth are staining, 
chipping, and cracking.

DENTAL DECAY

Dental caries, or tooth decay, occurs when oral bacte-
ria break down enamel and dentin, the outer layers of 
the tooth. This can occur throughout life. Recurrent car-
ies is decay that occurs in areas that were previously 
treated (i.e., a previous fi lling or crown).

Older adults usually have more restored teeth 
(that are usually older and more extensive) and thus 
are more likely to have recurrent caries than younger 
adults. In addition, older adults tend to have more car-
ies of the root surfaces because gingival, or gum, re-
cession decreases the amount of gum tissue over the 
tooth, thereby leaving a larger area of tooth exposed to 
breakdown from bacteria. Caries generally do not result 
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39.1 
Summary of Common Oral Health Changes Associated 
with Aging and Nursing Interventions

ORAL CAVITY
COMPONENT

COMMON
CHANGES NURSING INTERVENTIONS

Teeth Plaque and calculus (hard yellowish 
deposit on teeth that is composed of 
mineral salts, food, and other debris 
that has hardened over time).

On admission, ask resident when he or she last 
saw a dentist; urge dental visits every 6 months. 

Older adults with decreased vision, use of their 
hands, or fl exibility of the upper extremity may 
need help with care of the teeth and mouth.

Routine brushing with toothpaste or rinses 
 containing fl uoride and plaque removal properties; 
fl ossing; gently brush tongue and roof of mouth 
after breakfast and before bedtime.

Limit sticky foods (e.g., cakes).

Teeth darken with aging, appearing 
 yellow gray.

Diminished tooth sensitivity;  diminished 
susceptibility to effects of bacterial 
metabolites; increased tooth fragility 
leading to brittle, cracked, or chipped 
teeth. 

Use over-the-counter whiteners as stain removers. 
If ineffective, urge dental visits at least every 6 
months for stain removal.

Teach independent older adults or nurses of 
 dependent older adults to check their mouths for 
asymptomatic dental problems during regular 
mouth care (after breakfast and before bedtime). 
Urge dental visits every 6 months.

Normal age changes that result in 
increasing risk of asymptomatic dental 
problems including dental caries 
 (cavities).

As above.

Edentulism (total 
tooth loss)

Total tooth loss related to poor 
 socioeconomic status, poor oral 
hygiene, dental caries, periodontal 
 diseases, oral cancer.

Routine brushing and fl ossing of teeth and/
or brushing tongue and roof of mouth (in cases 
in which there are not teeth); conduct regular 
 inspections of mouth; urge regular dental visits 
every 6 months.

Dentures improve speech and shape of face but 
may not improve chewing and eating. Clean 
 dentures after each meal and soak in  disinfectant 
several times per week; remove dentures for 
 several hours each day, usually during sleep.

Inspect mouth for poorly fi tting dentures. Refer to 
dentist for adjustment or replacement.

Implants may be helpful as they can be used to 
attach dentures.

(continued)
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39.1 
Summary of Common Oral Health Changes Associated 
with Aging and Nursing Interventions (continued )

ORAL CAVITY
COMPONENT

COMMON
CHANGES NURSING INTERVENTIONS

Gingiva (gum) 
and part of the 
 periodontium

Gingival recession (receding gum) 
exposes the roots and results in exposed 
nerves thus increasing sensitivity to 
extreme food and liquid temperatures; 
increased susceptibility to dental 
caries. Gingival recession is caused by 
too much pressure on the handle of the 
tooth brush, pushing the gum backward 
from the teeth. Some medications can 
cause this as well. 

When brushing their teeth, teach older adults 
to lighten their grip on the handle of their tooth 
brushes and use soft bristle tooth brushes.

Refer to dentist for periodontal disease screening.

Oral mucosa Thinner, less hydrated; less elastic; 
slower healing and subject to more 
injuries; increased risk of infection. 

Oral screenings for open areas and any other 
abnormalities by older adults or care provider after 
breakfast and bedtime tooth brushing. 

Periodontium (consists 
of the tissues that 
surround and support 
the teeth, including 
the gum) 

Buildup of plaque and tartar may 
lead to bleeding gums, less sup-
port  surrounding teeth, malposition, 
 loosening of teeth with eventual loss 
of teeth; bone and gum recession 
resulting in loose teeth and increased 
 susceptibility to dental caries. Smoking 
and poor oral hygiene increase the risk.

Assess if older adult is a smoker and inspect mouth 
at admission and periodically.

Attention to oral hygiene. More frequent dental 
recalls.

Orofacial musculature Atrophy or wasting of the muscles of 
the face and mouth result in slower 
chewing and increase risk of choking.

Urge older adults to cut their foods into smaller 
pieces and take extra time to chew completely 
before swallowing.

Xerostomia Subjective feeling of dry mouth (not 
a normal part of aging) related mostly 
to medications (see text examples). 
Also, blocked salivary ducts, systemic 
 disorders are causes.

With a dry mouth, there is an 
 increased risk of dry and irritated 
soft tissues in the mouth, sores on 
the tongue,  decreased antimicrobial 
activity,  diminished moistures,  caries, 
 periodontal disease, fungal  infection, 
burning pain, and diffi culty with 
 chewing and swallowing, taste changes, 
dental caries, and diffi culty in wearing 
dentures.

Suggest to prescriber that medications that 
 contribute to feeling of dry mouth be decreased, 
discontinued, or substituted, if possible.

Increase attention to oral hygiene and  limited 
sugar in the diet; drink extra fl uids (if not 
 contraindicated); recommend saliva substitutes, 
oral lubricants, xylitol gum, and sugarless candy.

Screened and treated by dentist; daily  application 
of fl uoride in the form of PrevDent, 1% to 2% 
acidulated fl uoride gel or .5% neutral sodium 
fl uoride gel.

(continued)
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ORAL CAVITY
COMPONENT

COMMON
CHANGES NURSING INTERVENTIONS

Oral lesions: Cancer Early stage, often asymptomatic, but 
varies; appears as painless red, white 
(leukoplakia represents malignant or 
premalignant < 10% of the time), or 
mixed red and white (erythroplakia) 
areas of the oral mucosa that may be 
ulcerated or indurated; advanced stage 
symptomatic; increased risk with age, 
tobacco, and alcohol use; peaks around 
65–74, but 10 years earlier among 
 African Americans. 

Early diagnosis is critical to survival.

Teach older adult the risk of oral cancer especially 
with smoking and alcohol use.

Look underneath the tongue, back and fl oor of the 
mouth, and lips. If the lesions do not disappear in 
14 days or increase in size, refer to dentists who 
specialize in oral pathology.

Oral cancer screening annually by dentist.

Oral lesions: HIV 
infection related

Oral lesions occur along the gum line. 
Oral (mucosal) ulcers are usually the 
earliest sign of HIV infection.

Hairy leukoplakia and oral candidiasis 
correlate with low CD4 counts; hairy 
leukoplakia starts out as corrugated 
white lesions along the lateral border of 
the tongue and buccal mucosa.

Kaposi sarcoma starts early as 
 asymptomatic small purple/red macule 
(i.e., a fl at lesion). It later increases in 
size, becomes more raised, painful, and 
prone to ulceration.

Refer resident to dentist or oral pathologist.

39.1 
Summary of Common Oral Health Changes Associated 
with Aging and Nursing Interventions (continued )

in pain in older adults and therefore may become ad-
vanced before discovery, often resulting in destruction 
of the tooth (i.e., inability to preserve it).

Advanced caries commonly results in necrosis (dead 
tissue) of the remaining pulp, which usually leads to 
an acute or chronic dental abscess. Even if these infec-
tions do not cause pain, they should not be ignored 
because the bacteria can spread to other parts of the 
body, causing infections in joint replacements or in the 
fl uid around the heart.

The risk factors for dental caries are the same at any 
age. Older adults, however, tend to be at greater risk for 
developing caries because they tend to have poor oral 
hygiene related to decreased visual acuity, impaired 
manual dexterity, decreased upper-extremity fl exibility, 

decreased saliva, diets with high levels of concentrated 
sweets (cake, cookies, candy), limited lifelong exposure 
to fl uoride, and fewer dental visits, overall. Less than 
one-third of older adults have annual dental visits, and 
half have not seen a dentist in 5 years.

Prevention of caries requires daily oral hygiene with 
a fl uoride toothpaste, fl ossing, mouth rinse, limited sugar 
intake, and regular dental examinations. Treatment of 
dental caries includes topical high-potency fl uoride for 
remineralization (i.e., strengthening of the tooth), removal 
of the caries and replacement of removed tooth struc-
ture with fi llings or crowns. A useful preventive strategy 
 includes regular use of the topical antiseptic agent chlor-
hexidine gluconate, which is available as a .12% mint fl a-
vored oral rinse. Twice daily rinses reduce gingivitis (i.e., 
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infl ammation of the gums) and activation of bacteria that 
cause caries. When caries involves the dental pulp (i.e., 
the nerves of the tooth), root canal treatment becomes 
necessary, which in turn usually requires reinforcement 
of the remaining tooth structure with a crown.

DISEASES OF THE PERIODONTIUM

The most common form of periodontal disease is gin-
givitis: an infl ammatory reaction of the gums to plaque 
(i.e., bacteria buildup) in the mouth, presenting as 
swelling of the gums and light bleeding on brushing. 
Gingivitis develops more rapidly in older adults than 
in younger adults. Fortunately, the changes that occur 
with gingivitis are rapidly reversible following removal 
of the plaque deposited on the teeth. If the infl amma-
tory process is not treated it will progress to periodonti-
tis: destruction of the hard and soft tissues around the 
teeth (periodontium) that can ultimately result in loss 
of teeth. In addition to age and poor oral health, smok-
ing increases the risk of periodontitis.

The prevention and control of periodontal disease 
revolves around daily oral care: tooth brushing and 
fl ossing to remove bacterial plaque on the teeth, brush-
ing of the tongue, and regular dental evaluations (every 
6 to 12 months). Once periodontal disease has been dis-
covered and is being treated, it is important to see the 
dentist every 3–4 months for regular cleanings. Topical 
antibiotics (chlorhexidine, tetracycline) and systemic 
antibiotics (minocycline, metronidazole) are increas-
ingly used to treat periodontal disease.

EDENTULISM (ABSENCE OF TEETH)

Advanced age was once considered synonymous with 
the need for false teeth; this stereotype is fading. Never-
theless, removal of one or more teeth in an older adult 
is common. It may be easier and less costly for the 
older adult to have a loose, painful tooth removed than 
to undergo expensive and lengthy restorative dental 
 treatment.

There are unique problems, however, associated 
with being edentulous. Functionally, the teeth aid in 
mastication (chewing) and enunciation (speaking). 
Aesthetically, the teeth support the lips and cheeks and 
keep the nose and chin at a fi xed distance apart from 
each other. Facial appearance is dramatically changed 
when all teeth are gone because of the lack of tissue 
support and diminished vertical height in the lower 

half of the face. Chewing ability is severely compro-
mised, yet the impact on nutritional intake is diffi cult 
to characterize. A longitudinal study using diet diaries 
demonstrated a relationship between loss of teeth and 
 increased carbohydrate intake, decreased protein intake, 
and diminished intake of selected micronutrients.

Removable dentures to replace all or some lost teeth 
can aid in speech and restore the shape of the face. It 
is less certain that dentures restore the ability to chew. 
The data indicate that dentures restore, on average, 
only about 15% of the chewing ability associated with 
natural dentition. The range of foods regularly eaten 
by denture wearers is signifi cantly restricted in com-
parison with the dietary range of persons with natural 
teeth. Denture wearers also have to chew more times 
before they swallow food, and they swallow their food 
in larger particles (i.e., boluses). Older adults who hope 
that dentures will restore oral intake in cases of mal-
nutrition or unexplained weight loss are usually disap-
pointed. Those who hope for a more socially acceptable 
appearance, clearer speech, and modest improvement 
in chewing comfort and range of dietary choices are 
more likely to be satisfi ed with dentures, however.

Dentures often are a considerable source of discom-
fort, dysfunction, and embarrassment for older people. 
They should be kept clean by removing and cleaning 
them after meals, and soaking them in a commercial dis-
infectant several times each week; they should be out of 
the mouth several hours each day. The best time is during 
sleep, when there is less salivation. Saliva helps to keep 
bacteria from growing. Therefore, during the night, with 
less saliva, there is a risk of greater bacterial growth than 
would occur during the day. Fractured or broken den-
tures, as well as denture looseness or soreness, should be 
brought to a dentist’s attention without delay. However, 
since neither dental services nor dentures are currently 
covered by Medicare and fewer than 10% of older Ameri-
cans have private dental insurance, many older adults 
continue to use inadequate or even damaging dentures. 
(Some states’ Medicaid programs cover dentures, includ-
ing replacement dentures if lost or damaged.)

Another more recent treatment for edentulism is 
dental implants. Dental implants are a titanium fi xture 
that is surgically placed in the bone of the jaw (alveolar 
bone). It usually takes 4–6 months for the implant to 
grow into the bone and become stable. Dental implant 
treatment is a long, protracted process, is expensive, 
not Medicare covered, and variably covered by dental 
insurance plans. Implants have been used to restore 
single missing teeth or as attachments on which to snap 
dentures. As opposed to the 15% masticatory function 
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restored with dentures, implants used with dentures 
(overdentures) restore 60% to 80% chewing func-
tion. Implants, unlike dentures, are only removable by 
a dentist.

SALIVARY FUNCTION IN AGING

Saliva is critical for protecting the tissues of the oral 
cavity and maintaining tissue function in speech, mas-
tication, swallowing, and taste perception. It helps to 
control the environment of the mouth (the acidity) and 
contains a wide spectrum of antimicrobial factors, lu-
bricates the oral surfaces, and keeps the taste pores 
open and working. Saliva also has remineralization 
properties helpful in preventing decay. Complaints of 
xerostomia (i.e., a subjective feeling of a dry mouth) 
are very common among older adults. Leading causes 
are commonly prescribed drugs that happen to have 
this adverse effect (i.e., anticholinergic drugs such as 
tricyclic antidepressants, opioids, antihistamines, and 
anti-arrhythmic agents, sedatives, tranquilizers, antihy-
pertensives, and antiparkinsonian drugs).

Untreated xerostomia predisposes the individual to 
dry tissue of the mouth that can crack and bleed, fi s-
sures on the tongue, decreased antimicrobial activity, di-
minished lubrication, caries, periodontal disease, fungal 
infections, burning pain, and diffi culty with mastication 
and swallowing. Treatment may include saliva substi-
tutes, oral lubricants, and/or xylitol gum and candy 
(sugar free gum and candy), which provide symptom 
relief but do not have the protective properties of saliva. 
Daily application of fl uoride in the form of PrevDent, 
1% to 2% acidulated fl uoride gel, or .5% neutral sodium 
fl uoride gel can also help with xerostomia. Residents 
should be told that they are at increased risk for oral 
disease and should particularly try to limit sugar in their 
diet and optimize their daily oral hygiene  practices.

MEDICATIONS

In addition to the medications predisposing the older 
adult to xerostomia, older adults take other meds that 
compromise dental health (see Table 39.2).

Residents with a history of stroke might be taking 
blood thinners such as Coumadin, warfarin, and Plavix. 
These meds require special titration if residents are in 
need of dental surgery such as extractions, periodontal 
surgery, or implants. A side effect of bisphosphonates, 
often taken by residents with osteoporosis or with weak-
ened bone structure, includes osteonecrosis (i.e., death 

of the bone) of the jaw—often precipitated by surgery 
or severe infection in the oral cavity. While this can oc-
cur in other parts of the body, the jaw has a high rate 
of bone breakdown, providing a greater opportunity for 
osteonecrosis to occur. It is very important to send a list 
of the resident’s medications with him or her when go-
ing to the dentist.

ORAL MUCOSAL PROBLEMS

Squamous cell cancer accounts for 96% of oral and 
oropharyngeal malignancies (see Table 39.1). Oral can-
cer is strongly linked with the use of tobacco, particu-
larly cigarettes. Lip cancer has a strong correlation with 
pipe and cigar smoking. Alcohol enhances the effects of 
tobacco and thus increases the risk of cancer when both 
drugs are used regularly.

Early oral malignancies appear as painless red, 
white, or mixed red and white areas in the mouth that 
may be ulcerated. Red and mixed lesions (termed eryth-
roplakia) should be biopsied immediately. White lesions 
(leukoplakia) are malignant or premalignant less than 
10% of the time and generally can just be monitored to 
see if they disappear in approximately 14 days.

Other warning signs of oral cancers include soreness 
or lump in the throat, diffi culty chewing, diffi culty swal-
lowing or moving the jaw or tongue, hoarseness, swell-
ing of the jaw, numbness of the tongue or mouth, or 
ear pain. The treatment of localized oral squamous cell 
carcinoma is generally surgical, although large but local-
ized tumors can be managed with radioactive implants.

Oral candidiasis, a fungal infection of the mouth, 
presents as diffuse erythema (i.e., redness), cracking at 
the corners of the mouth, curdlike white patches, or 
erythema in denture areas. It can cause taste dysfunc-
tion, burning, itching, and pain. Older adults are par-
ticularly susceptible to candidiasis because of denture 
use, salivary hypofunction, the prevalence of diabetes 
mellitus, and the use of antibiotics for pulmonary and 
urologic diseases. Residents who use inhaled cortico-
steroids (e.g., Spiriva) also are at higher risk and should 
be instructed to rinse out their mouths after using the 
inhaler. Management involves, fi rst, excluding the cause 
of the disease (if possible), followed by administration 
of topical or systemic antifungal agents and optimal oral 
and denture hygiene.

Burning mouth syndrome is a chronic oral-facial 
pain disorder usually without other clinical signs. It 
typically affects women age 50 or over, with a par-
ticularly high attack rate among Asian Americans and 
 Native Americans. The pain most commonly affects the 
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GUSTATION

Acyclovir Enalapril Pentoxifylline

Allopurinol Ethacrynic acid Phenytoin

Amiloride Ethambutol Procainamide

Amitriptyline Fenoprofen Prochlorperazine

Amphotericin B Gemfi brozil Promethazine

Ampicillin Hydrochlorothiazide Propafenone

Baclofen Imipramine Propranolol

Buspirone Labetalol Ritonavir

Captopril Levamisole Saquinavir

Chlorpheniramine Lomefl oxacin Sulfamethoxazole

Desipramine Mexiletine Sulindac

Doxepin Nabumetone Terfenadine

Dexamethasone Nelfi navir Tetracyclines

Diclofenac Ofl oxacin Trifl uoperazine

Dicyclomine Nifedipine Zidovudine

Diltiazem Pentamidine

OLFACTION

Amitriptyline Enalapril Pentamidine 

Amphetamine Flunisolide Pirbuterol

Beclomethasone  
dipropionate

Flurbiprofen Propafenone

Cocaine Hydromorphone Tocainide

Codeine Levamisole Zalcitabine

Dexamethasone Morphine

39.2 
Drugs That Cause Problems With Gustation (Taste), 
Olfaction (Smell), and Xerostomia (Dry Mouth)

(continued)
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39.2 
Drugs That Cause Problems With Gustation (Taste), 
Olfaction (Smell), and Xerostomia (Dry Mouth) (continued )

XEROSTOMIA (DRY MOUTH)

Anti-arrhythmic Anticholinergics Antidepressants

Antihistamines Antihypertensives Antiparkinsonian

Multiple drug 
interactions

Opioids Sedatives

GUSTATORY DYSFUNCTION

 Oral causes

  Burning mouth syndrome

  Candidiasis

  Laceration

  Malignancy

  Salivary hypofunction

  Therapeutic irradiation of head

  Thermal or chemical burn

 Other causes

  Alzheimer’s disease, other neurodegenerative disorders

  Central nervous system tumor

  Endocrinopathies (e.g., diabetes mellitus, Cushing’s syndrome, adrenocortical insuffi ciency, hypothyroidism)

  Head trauma

  Nutritional defi ciencies (vitamin B12, zinc)

  Psychiatric disorder

  Stroke

(continued)

39.3  Nonpharmacologic Causes of Taste and Smell Problems in Older Adults
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OLFACTORY DYSFUNCTION

 Upper aerodigestive and respiratory causes

  Dental infection

  Periodontal disease

  Poor oral hygiene, including poor denture hygiene

  Sinusitis

  Tobacco smoking or use of nasal snuff

  Tumor of airway or sinus

  Upper respiratory infection (bacterial or viral)

 Other causes

  Alzheimer’s disease, other neurodegenerative disorders

  Central nervous system tumor

  Exposure to volatile or particulate toxins

  Head trauma

  Nutritional defi ciencies (niacin, zinc)

  Psychiatric disorder

  Stroke

39.3  Nonpharmacologic Causes of Taste and Smell Problems in Older Adults (continued  )

lips, tongue, and palate (i.e., roof of the mouth). Mul-
tiple causes have been suggested, including xerostomia, 
denture use, candidiasis, nutritional defi ciencies, and 
psychiatric disorders. Treatment is generally based on 
identifying the underlying cause and implementing a 
specifi c treatment to relieve the symptoms. For exam-
ple, if candidiasis seems to be the cause, this is treated 
with antifungal medications.

TASTE PERCEPTION

The sense of taste might be more accurately termed 
fl avor—that is, the full range of sensations that accom-

pany eating, including temperature, texture, sound, and 
smell in addition to the perception of sweet, salt, sour, 
and bitter. Flavor perception is prone to impairment 
in the older adult because of changes in smell, sensa-
tions in the mouth, saliva production, and the presence 
of dentures, which present physical and temperature 
barriers to the food the individual is trying to taste. 
Flavor- enhancement strategies have positive effects 
on both food preference and caloric intake among frail 
older adults. The subjective perception of saltiness and 
sweetness decreases with age and may result in the in-
creasing use of salt or eating particularly salty or sweet 
foods. There are many causes for the loss of taste (see 
Table 39.3). Some drugs have no primary effect on taste 
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but cause diminished saliva fl ow that causes impaired 
taste perception.

RESOURCES
Angular chelitis in adults: Condition, treatment, and pictures—an 

overview. (2008). Retrieved October 30, 2008, from http://
www.visualdxhealth.com/adult/angularCheilitisPerleche.
htm

Detecting oral cancer: A guide for health care professionals. 
(2009). Retrieved October 31, 2008, from http://www.nidcr.
nih.gov/OralHealth/Topics/OralCancer/DetectingOralCancer.
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 Respiratory Diseases 
and Disorders 
 E. Wesley Ely and Barbara Resnick 

 Normal changes that occur with aging in pulmonary 
function are a decrease in the size of the airways and 
decrease in the older adult’s ability to expand his or 
her lungs because of kyphoscoliosis (i.e., curvature 
of the spine and other bony changes). Pulmonary 
function tests reveal a decline of forced vital capac-
ity (i.e., total amount of air forced out of the lungs) 
and forced expiratory volume (i.e., total amount of air 
forced out of the lungs in a 1-second period). Table 
40.1 describes various pulmonary function tests and 
anticipated results in older adults without pulmonary 
disease.   

 COMMON RESPIRATORY SYMPTOMS 
AND COMPLAINTS 

 Older adults may not report feeling short of breath be-
cause they think this is a normal symptom associated 
with aging. It is also commonly associated with being 
deconditioned, or in poor physical condition, because 
of lack of exercise and physical activity. These indi-
viduals adjust their activity level to compensate for the 
changes in their pulmonary function. Evaluation may 
indicate abnormalities such as asthma, emphysema, 
or pulmonary fi brosis, or a combination of these dis-
orders. 

 Dyspnea 
 Dyspnea, a subjective sensation of feeling short of 
breath, becomes prominent in lung diseases such as 
chronic obstructive pulmonary disease (COPD) and 
pulmonary fi brosis. Importantly, the level of dyspnea 
is the best predictor of quality of life, yet it does not 
correlate with either oxygenation or pulmonary func-
tion tests. A resident who complains of dyspnea needs 
evaluation, especially if this is new in onset or worse 
than the resident’s baseline. If possible,  pulse oximetry  
should be done to determine if the individual has suf-
fi cient oxygen; levels of 90 or above are considered nor-
mal. In addition, counting respirations at rest—and with 
activity—will further help determine if the symptom 
of dyspnea is indicative of an acute medical problem. 
Respirations greater than 20 (per minute) when sitting 
should be reported to the resident’s primary health care 
provider. However, respirations in the 35 to 45 range 
during physical activity can be considered a normal re-
sponse to exertion. Common causes of dyspnea in older 
adults include COPD, cardiac disease, asthma, intersti-
tial lung disease, and deconditioning. 

 Chronic Cough 
 Fortunately, most people can be reassured that chronic 
cough, though particularly annoying, usually has a 
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benign cause. By far, the most common causes of 
chronic cough are postnasal drip, asthma, and gastro-
esophageal refl ux. These three diagnoses account for 
over 90% of the causes identifi ed in most series. As 
such, a reasonable approach to the treatment of chronic 
cough is empiric treatment for these conditions. Not 
infrequently, a combination of these conditions may 
be causative and require treatment for multiple causes 
when single therapies are ineffective. Less common yet 
important diagnostic considerations of cough in older 
adults include drug effects (e.g., angiotensin-converting 
enzyme inhibitors), heart failure, chronic cough after 
viral upper respiratory tract infection or secondary bac-
terial infections, recurrent aspiration, or cancer. 

 Wheezing 
 Wheezing is generally believed to be due to asthma 
when noted in younger individuals. In older adults, 

however, there can be many other causes of wheezing: 
postnasal drip, heart failure, pulmonary edema, or air-
way hyperresponsiveness as a result of chronic bron-
chitis. 

 MAJOR PULMONARY DISEASES 
IN OLDER PERSONS 

 Asthma 
 After childhood, there is a second peak in the preva-
lence of asthma after age of 65: 5% to 10% of older 
adults are diagnosed with adult-onset asthma. The rate 
of death from asthma among older adults has increased 
and now accounts for up to 45% of all asthma deaths. 
Treatment of asthma in older adults may be challeng-
ing because of their diffi culty with peak expiratory fl ow 
monitoring and correct activation of the metered-dose 

40.1  Description of Pulmonary Function Tests and Results

ABBREVIATION NAME DESCRIPTION

FVC Forced vital capacity The total amount of air that can be forcibly 
blown out after full inspiration; measured 
in liters.

FEV1 Forced expiratory volume in 
1 second

The amount of air that can be forcibly blown 
out in one second; measured in liters. Along 
with FVC, this test is considered one of the 
primary indicators of lung function.

FEV1/FVC FEV1% The ratio of FEV1 to FVC. In healthy adults 
it should be approximately 75%–80%.

PEF Peak expiratory fl ow The speed of the air moving out of the lungs 
at the beginning of the expiration; measured 
in liters per second.

FET Forced expiratory time A measurement, in seconds, of the duration 
of the expiration. 

TV Tidal volume The specifi c volume of air that is drawn into 
and then expelled out of the lungs.

MVV Maximum voluntary ventilation The maximum amount of air that can be 
inhaled and exhaled in one minute; measured 
in liters/minute.
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inhaler. Neurologic, muscular, and arthritic diseases in 
older adults can also lead to suboptimal timing and are 
a barrier to the coordination needed for correct use of 
inhalers. 

 Inhaled corticosteroids (or other controller drugs 
such as leukotriene receptor antagonists) represent the 
mainstay of therapy in older adults. Prescribing the low-
est effective dose and regular rinsing of the mouth after 
use of the inhaler can help prevent fungal infections. 
Inhaled short-acting beta ( )-agonists are used to re-
lieve symptoms of shortness of breath on an as-needed 
basis. 

 Chronic Obstructive Pulmonary 
Disease
 Approximately 15 million people in the United States 
have COPD; it is the fourth most common cause of 
death after heart disease, cancer, and stroke. Prevalence 
and mortality rate from COPD is increasing, especially 
among older adults. Wheezing is commonly associated 
with COPD, as is a barrel-shaped chest. Pulmonary 
function test results indicate a forced expiratory time of 
greater than 9 seconds. 

 Daily drug therapy for COPD consists of a -agonist, 
ipratropium bromide or tiotropium, or both drugs in 
combination. For more severe disease, long-acting 
-agonists are added. For example, salmeterol, used 

with a combined albuterol and ipratropium bromide 
metered-dose inhaler, can achieve improved adherence 
and long-term control by reducing the number of in-
halers by one (i.e., the resident will use only the long-
acting inhaler and the combination short-acting inhaler 
rather than three inhalers). 

 It is not generally recommended that treatment in-
cludes oral steroids. They may, however, be used during 
acute events such as when the resident has an upper 
respiratory infection superimposed on the COPD. There 
is generally no benefi t to keeping the person on steroids 
for longer than 14 days. It is estimated, however, that 
possibly 5% to 10% of individuals benefi t from long-
term use of corticosteroids. There are signifi cant risks, 
however, with prolonged use, including peptic ulcer dis-
ease, hypertension, cataracts, diabetes mellitus, osteo-
porosis, psychosis, seizures, poor wound healing, and 
infections. 

 Most individuals with COPD have a history of smok-
ing; many may still be smoking. Smoking cessation at 
any age slows the decline in lung disease. Encouraging 
either a decrease or complete cessation of smoking is 
useful even for the oldest-old person (see Chapter 19, 

“Prevention”). Residents with COPD should be en-
couraged to engage in physical activity to build their 
lung capacity and the effi ciency of their cardiovascular 
system. 

 Pulmonary Fibrosis 
 Pulmonary fi brosis involves scarring of the lung, caused 
by environmental factors such as smoking, genetic fac-
tors, autoimmune disease (e.g., rheumatoid arthritis), 
and/or certain medications (e.g., amiodorone). The air 
sacs (i.e., alveoli) of the lungs gradually become re-
placed by fi brotic tissue. When the scarring occurs, the 
tissue becomes thicker, causing an irreversible loss of 
the tissue’s ability to transfer oxygen into the blood-
stream. Incidence of pulmonary fi brosis is increasing 
in older adults. Residents with pulmonary fi brosis may 
complain of dyspnea (often unrecognized because of a 
decrease in the activity level on the part of the resident) 
and cough.  Clubbing,  a thickening of the fl esh under 
the toenails and fi ngernails, is often present. The nail 
curves downward, similar to the shape of the round 
part of an upside-down spoon. Treatment, which may 
include oral steroids, is generally based on the resi-
dent’s symptoms. 

 Pulmonary Thromboembolism 
 The incidence of pulmonary thromboembolism in-
creases in older adults. Age-specifi c risk factors include 
hypercoagulability (i.e., increased ability to develop 
a blood clot due to increases in clotting factors in the 
blood), a diagnosis of cancer, decreased mobility (due 
to stroke, heart failure, or arthritis), blood vessel injury 
(due to trauma such as a needle stick), or varicosities. 
Symptoms include low-grade fever, evidence or com-
plaint of dyspnea, chest pain particularly when breath-
ing in, confusion, slight elevation in white blood cell 
count, anxiety, and a sense of impending death. When 
a clot is identifi ed, treatment focuses around anticoagu-
lation; this can be done in the assisted living commu-
nity if there are professional health care staff available 
to facilitate management and oversight of treatment. 
Anticoagulation therapy (warfarin) should continue for 
at least 6 months. (For information on pneumonia, see 
Chapter 41, “Infectious Diseases”; for information on 
lung cancer, see Chapter 51, “Oncology.”) 
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 Infection is the major cause of mortality in 40% of those 
age 65 years and older. It is also a signifi cant cause of 
morbidity in older adults, often exacerbating underlying 
illness or leading to hospitalization. Further, because of 
their increased susceptibility to infection, older adults 
are likely to succumb to resistant infections. This chap-
ter explores the biological, cultural, and societal factors 
that infl uence susceptibility to infection, the presenta-
tion of disease, and the management of infections in 
older adults. 

 PREDISPOSITION TO INFECTION 

 Fundamental alterations in the immune response occur 
with aging in large measure because of comorbidities but 
also because of age-related declines in immunity, a phe-
nomenon known as  immune senescence  (Table 41.1). The 
main features of immune senescence are depressed T-
cell responses and T-cell–macrophage interactions. Clini-
cally, this results in a delayed hypersensitivity response 
and a decreased response to infectious organisms. 

 Although age itself infl uences immune function, 
comorbidities have the greatest impact on immune 
function. For example, reduced skin integrity and di-
minished cough or gag refl exes are normal age-related 
changes and decrease older adults’ ability to fi ght infec-
tion. If the older individual also has chronic obstructive 
pulmonary disease, in which there is decreased ability 
to clear infectious particles and to destroy them at the 
alveolar areas (i.e., air sacs in the lungs), the risk of 
getting a lower respiratory tract infection will be even 
greater in comparison to older adults with age changes 

alone. Comorbid diseases also indirectly complicate in-
fections in elderly persons. For example, community-
acquired pneumonia in otherwise healthy people under 
age 50 is typically treated on an outpatient basis and 
rarely causes mortality. In an older adult, however, 
community-acquired pneumonia in addition to multiple 
comorbid conditions, such as stroke or Parkinson’s dis-
ease and congestive heart failure, increase the morbid-
ity and mortality associated with the pneumonia. 

 A major infl uence on immune function in the older 
person is nutritional status. Global (protein and calorie) 
undernutrition is present in approximately 11% of older 
adults. Even mildly undernourished older adults (i.e., 
those with a serum albumin of 3.0 to 3.5 g/dL) have 
evidence of immune compromise. Nutritional interven-
tions may boost immune function in some older adults, 
but this remains controversial. 

 Institutional/residential settings (e.g., assisted liv-
ing communities) or group housing settings place older 
adults at increased risk for disease such as infl uenza. 
Widespread antibiotic use also increases the risk for 
acquiring diseases caused by resistant organisms such 
as methicillin-resistant  Staphylococcus aureus  (MSRA), 
vancomycin-resistant enterococci, and multiple resis-
tant gram-negative rods. 

 RECOGNITION OF INFECTIONS 
IN OLDER ADULTS 

 Presentation 
 Older adults commonly present without the typical signs 
and symptoms of an acute infection. Fever, the most 
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readily recognized feature of infection, may be absent 
in 30% to 50% of older adults with serious infections. 
The cause of impaired febrile responses in older adults 
is not well understood, although it is believed to be due 
to the body’s reduced ability to regulate temperature at 
an older age. 

 Because of the altered febrile response to infection, 
fever in older adults can be redefi ned as a temperature 
> 2°F (1.1°C) over baseline (if a baseline is available) 
or, perhaps more practically, an oral temperature > 99°F 
(37.2°C) or a rectal temperature > 99.5°F (37.5°C) on 
repeated measures. 

 In addition to the absence of fever, other common 
atypical presentations of infection in older adults in-
clude decline in baseline functional status (i.e., bathing, 
dressing, or walking), confusion, falling, or exhibiting 
behavior change (e.g., less engaged in daily activities). 
There may be a subsequent decline in appetite and de-
creased food and fl uid intake, as well as exacerbation of 
underlying illness (e.g., atrial fi brillation). 

 Antibiotic Management 
 Drug distribution, metabolism, excretion, and interac-
tions may be altered with age. Aging in the absence of 
any comorbid disease is associated with reduction in 
renal function. As such, reduction in antibiotic dose may 
be required. It bears noting that antibiotic interactions 
can occur with many medications commonly prescribed 
for older adults. Digoxin, warfarin, oral hypoglycemic 
agents, theophylline, antacids, lipid- lowering agents, 
and antihypertensive medications can have signifi cant 
interactions with commonly prescribed antibiotics. 
Drug concentrations can increase (e.g., as occurs with 
an increase in digoxin concentrations when digoxin is 
taken with macrolides, tetracyclines, and trimethoprim) 
or decrease (e.g., such as occurs when some fl uoro-
quinolones are taken with antacids) with concomitant 
drug administration. Atrophic gastritis (i.e., chronic in-
fl ammation in the stomach lining that decreases acid 
production and other enzymes needed for digestion), a 

AREA OF CHANGE COMMENT

Skin, mucous  membranes Skin thins and dries with aging

Function of  neutrophils Decreased adherence to  foreign particles and  decreased  destruction of these particles

Thymic hormones Decrease in ability to fi ght  infection

T cells A decrease in their ability to fi ght infection with a shift from naive to memory 
 subtypes

Natural killer cells Number increases, but function declines

Proliferative  responses

IL-2, IL-2 receptor Decrease in number, thus  decreasing ability to fi ght  infection

IL-4, IL-6, IL-10 Increase in these infl ammatory markers and decreased ability to fi ght infection 

IFN- Increase in these infl ammatory markers and decreased ability to fi ght infection

PGE2 Increase in these infl ammatory markers and decreased ability to fi ght infection

Autoimmunity Increase in autoimmunity occurs with autoantibodies common, but of unclear 
 signifi cance

  41.1   Changes That Cause a Decrease in Immune Function With Aging (Immune  Senescence) 
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common problem in older adults, and use of H 2  blockers 
(e.g., Zantac) or proton-pump inhibitors (e.g., Prevacid) 
can reduce the absorption of some antibiotics, such as 
ketoconazole or itraconazole. Adherence to prescribed 
regimens may be limited as a consequence of poor cog-
nitive function, impaired hearing or vision, multiple 
medications, and fi nancial constraints. Minimum crite-
ria for the appropriate initiation of antimicrobial therapy 
is shown in Table 41.2. 

 INFECTIOUS SYNDROMES 

 Bacteremia and Sepsis 
 Bacteremia is the presence of bacteria in the blood, 
normally a sterile environment. Detection of bacteria 
in the blood (most commonly with blood cultures) is 
always abnormal. Bacteria can enter the bloodstream 
and cause bacteremia associated with infections (e.g., 
pneumonia), during surgery, or when the individual has 

a catheter or intravenous line. Older adults with bacter-
emia are less likely than their younger counterparts to 
have chills or sweating, and fever is commonly absent. 
Management of bacteremia requires intravenous ad-
ministration of appropriate antibiotics. 

 Pneumonia 
 Older adults account for more than 50% of all pneumo-
nia cases; pneumonia mortality is more than three to fi ve 
times that of young adults. Comorbidity, being 85 years 
of age and older, a decline in function (e.g.,  inability to 
independently perform activities of daily living), body 
temperature of < 36.1°C, hypotension (< 90 mm Hg 
systolic), or tachycardia (i.e., heart rate of > 110 beats per 
minute) are all predictors of mortality in community-
 acquired pneumonia of older adults. 

 Aspiration, defi ned as the inhalation of either 
oropharyngeal or gastric contents into the lower airway, 
is a common cause of pneumonia among older adults. 
Inhalation of these contents can lead to  aspiration 

  41.2  Suggested Minimum Criteria for Initiation of Antibiotic Therapy 

CONDITION MINIMUM CRITERIA

Urinary tract infection, without catheter Fever and one of the following: new or worsening urgency, frequency, 
 suprapubic pain, blood in the urine, incontinence

Urinary tract infection, with catheter Fever or one of the following: new-onset delirium or shaking chills

Skin and soft-tissue infection Fever or one of the following: redness, tenderness, warmth, new 
or increasing swelling of affected site

Respiratory infection   Fever > 102°F (38.9°C) and one of the following: respiratory rate > 25, 
productive cough

  Fever > 100°F and < 102°F; and one of the following: respiratory rate > 25, 
pulse > 100, rigors, new-onset delirium

  Afebrile with COPD; and new or increased cough with purulent sputum
  Afebrile without COPD and new or increased cough and either respiratory 
rate > 25 or new-onset delirium

Fever without source of infection   At least one of the following: new-onset delirium, shaking chills 
  Antibiotics might be started as a diagnostic test and then discontinued 
in 3–5 days if no improvement 

  Note : COPD = chronic obstructive pulmonary disease. 
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 pneumonia and might be seen or reported with the fol-
lowing signs and symptoms: 

 Cough 
 Fever or chills 
 Malaise, myalgias (muscle achiness) 
 Shortness of breath, dyspnea on exertion 
 Pleuritic chest pain (sharp pain usually on one side 
of the chest) 
 Putrid expectoration 
 Nonspecifi c symptoms including headache, nausea/
vomiting, anorexia, weight loss 

 Treatment requires the use of antibiotics. 
 Prevention of pneumonia in older adults is chal-

lenging and requires a multipronged approach. Immu-
nization with a pneumonia vaccine (see Chapter 19, 
“Prevention”), smoking cessation, swallowing evalu-
ation, and management of all other chronic medical 
problems are important preventive interventions. 

 Infl uenza 
 Infl uenza causes approximately 40,000 deaths annually 
in the United States, nearly all of them among the older 
adult population. Primary symptoms of infl uenza are: 
fever, chills, headache, muscle aches, dizziness, loss 
of appetite, and tiredness. Symptoms may also include 
sweating, sore throat, dry cough, runny nose, burning 
eyes, nausea, and weakness. Symptoms usually appear 
1 to 4 days after exposure to the virus through droplets 
in the air or direct contact of bodily fl uids (saliva, mu-
cous) from an infected individual. Overall, symptoms 
are similar to those of the common cold. However, 
they tend to develop quickly and are often more severe 
than the typical sneezing and congestion of the com-
mon cold. Fever rises quickly and can reach 104 degrees 
Fahrenheit. Although the fever may subside after 2 or 
3 days, the resident may be exhausted for days. Infl u-
enza almost never causes symptoms in the stomach 
and intestines. The illness that some call stomach fl u is 
not infl uenza, but a different virus. Infl uenza vaccine is 
60% to 80% effi cacious in older adults for preventing 
severe disease, hospitalization, and death. 

 For those who do get infl uenza, several drugs are 
available for treatment or prophylaxis following expo-
sure to infl uenza. M2 inhibitors (e.g., amantadine and 
rimantadine) are effective in treatment and prevention 
but can cause many side effects in older adults; they 
are not generally used. Neuraminidase inhibitors (e.g., 
zanamivir and oseltamivir) are safer treatment options 
for older adults. Treatment of infl uenza is most effective 
if initiated within 24 hours of symptom onset. 

 Urinary Tract Infection 
 Urinary tract infection (UTI) is among the most com-
mon infections in older adults and is particularly preva-
lent among older adults with indwelling catheters. 

 Asymptomatic Bacteruria 

 Many older adults have asymptomatic bacteruria (i.e., 
bacteria in the urine), and numerous studies suggest 
that there is no clinical benefi t for treatment of this con-
dition. Rather, treatment is associated with signifi cant 
adverse effects, expense, and the potential for devel-
opment of resistant organisms. Thus, no treatment is 
recommended. Unfortunately, it is sometimes diffi cult 
to determine what is symptomatic. The presentation of 
infection can be quite subtle in older adults. Change in 
functional (or mental) status often prompts the collec-
tion of a urine specimen even in the absence of fever, 
dysuria, or other typical clinical features. It may be 
helpful to simply observe these individuals for a few 
days rather than expose them to a course of (unneces-
sary) antibiotic therapy. 

 Symptomatic Urinary Tract Infection 

 Symptomatic bacteruria involving infection in the lower 
urinary tract (i.e., every part of the urinary system ex-
cept the kidneys) is characterized by dysuria, frequency, 
and urgency. These infections require therapy the length 
and type of treatment of which may vary, based on the 
type of bacteria noted in the urine and allergies or in-
tolerable side effects to antibiotics on the part of the 
resident. A 3-day course of antibiotics is suffi cient for 
symptomatic bacteruria of the lower urinary tract. 

 Upper UTIs (i.e., those that include the kidney) are 
generally characterized by fever, chills, nausea, and 
fl ank pain. These infections typically require more pro-
longed therapy lasting 7 to 21 days. Urine cultures and 
sensitivities are done to guide antimicrobial therapy. 
Prophylactic antibiotics to prevent recurrent UTIs in 
older women are not recommended because of the high 
incidence of the development of resistant organisms. In-
travaginal or systemic estrogen replacement and/or the 
daily intake of at least 300 mL of cranberry juice may be 
helpful in prevention of infections in older women. 

 Urinary Tract Infection in Men 

 UTIs are generally less common in men. When they 
do occur, it is usually because of a backup of urine in 
the bladder (i.e., urinary retention) due to an enlarged 
prostate, or impaired emptying due to autonomic neu-
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ropathy. Autonomic neuropathy is a type of peripheral 
neuropathy that affects involuntary body functions 
(e.g., bladder function, heart rate, blood pressure) by 
interrupting signals from the brain. Treatment involves 
antibiotics and monitoring to be sure the individual is 
emptying his bladder adequately (see Chapter 26, “Uri-
nary Incontinence”). 

 Tuberculosis 
 Worldwide, approximately 1.7 billion persons are in-
fected with  Mycobacterium tuberculosis  (MTB); the 
number is 16 million in the United States. Adults age 65 
and older account for one-fourth of all active tubercu-
losis cases in the United States. The current incidence 
of MTB in older adults is due to exposure in the early 
1900s, when it was estimated that 80% of all persons 
were infected with MTB by the age of 30. Most active 
cases of tuberculosis in older adults are due to reactiva-
tion of the disease. 

 As with most other infections in older adults, tuber-
culosis may not present in classic fashion (i.e., cough, 
sputum, fever, night sweats, weight loss). Rather, the 
person may complain of fatigue and anorexia, or show 
a decline in function, or have a low-grade fever. It is 
possible for the older adult to have extrapulmonary dis-
ease, which is evidence of MTB in another organ of the 
body (e.g., the brain, bones, or bladder). Diagnosis of 
active disease usually requires isolation of the organism 
from sputum, urine, or some other clinical specimen. 

 The most confusing aspect of MTB is interpretation 
of the purifi ed protein derivative (PPD) skin test results. 
In all populations,  induration  (i.e., a hard, red, raised 
area) of ≥ 15 mm 48 to 72 hours after placement of a 
5-tuberculin-unit PPD indicates a positive test. Indura-
tion ≥ 10 mm is considered  a positive test in assisted liv-
ing residents , recent converters (previous PPD < 5 mm), 
immigrants from countries with a high number of cases 
of MTB, underserved populations in the United States 
(e.g., homeless persons, Black Americans, Hispanic 
Americans, and Native Americans), and persons with 
specifi c risk factors (e.g., gastrectomy; > 10% below 
ideal body weight; chronic kidney failure; diabetes mel-
litus; or immune suppression, including that caused by 
corticosteroids or malignancy). In residents infected 
with human immunodefi ciency virus (HIV), those with 
a history of close contact with persons with active MTB, 
and those with chest radiographs consistent with MTB, 
≥ 5 mm induration is considered a positive PPD test. 

 In assisted living settings, it is important to use a 
 two-step procedure  for PPD testing. Two-step testing re-
quires retesting of residents within 2 weeks of initial 
testing. If the second skin test results in ≥ 10 mm of 

induration or the increase in the size of the induration 
from the fi rst to the second skin test is ≥ 6 mm, the resi-
dent is considered PPD positive. Treatment of MTB typ-
ically involves four-drug therapy (isoniazid, rifampin, 
pyrazinamide, and ethambutol or streptomycin). 

 Infective Endocarditis 
 Infective endocarditis is an infl ammation of the inner 
layer of the heart, the endocardium (i.e., the tissue that 
lines the chambers of the heart), and the heart valves. 
Diagnosis is often diffi cult in the older adult as fever and 
leukocytosis (i.e., elevated white count) are less com-
mon in older adults than in younger individuals. The 
practice of giving antibiotics prior to a dental procedure 
is no longer recommended  except  for individuals with 
cardiac conditions associated with the highest risk of 
adverse outcomes resulting from bacterial endocarditis, 
including prosthetic cardiac valve, previous endocardi-
tis, or congenital heart disease. Antibiotic prophylaxis is 
 not  recommended for the following dental procedures 
or events: routine anesthetic injections (i.e., injections 
of novocaine) through noninfected tissue, taking dental 
radiographs, placement of removable prosthodontic or 
orthodontic appliances, adjustment of orthodontic ap-
pliances, or routine cleaning. Antibiotic prophylaxis is 
not recommended for individuals undergoing gastroin-
testinal or genitourinary procedures. 

 Prosthetic Device Infections 
 Permanent implantable prosthetic devices are common 
in older adults. Prosthetic joints, cardiac pacemakers, ar-
tifi cial heart valves, intraocular lens implants, vascular 
grafts, penile prostheses, and a variety of other devices 
are more often placed in older than in younger adults. 
Prosthetic device infections are usually separated into 
early versus late infection because the causative agents 
differ signifi cantly. Early prosthetic device infection 
(PDI), most commonly defi ned as occurring less than 
60 days after device implantation, is primarily due to 
contamination at the time of implantation or events as-
sociated with the acute hospitalization (such as occult 
bacteremias due to intravenous catheters). Late PDI is 
usually caused by bacteria from the skin, respiratory, 
gastrointestinal, or genitourinary tracks. Treatment in-
cludes antibiotics and in some situations removal of the 
hardware. 

 Bone and Joint Infections 
 Bone and joint infections, in the absence of prosthe-
ses, can also occur in older adults. Infection in the joint 
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occurs most commonly when individuals have rheu-
matoid or osteoarthritis, or gout. Treatment usually in-
volves antibiotics, although in some situations surgery 
is needed. Infection of the bone (i.e., osteomyelitis) can 
occur from a pressure ulcer or following a surgical inter-
vention. Treatment often involves intravenous antibiot-
ics to reach the site of the infection. 

 HIV Infection and AIDS 
 HIV infection in older adults was initially limited to 
those who had received blood transfusions for surgi-
cal procedures. However, increasing numbers of older 
Americans with HIV have acquired their infection via 
sexual activity. Older adults constitute approximately 
10% of all new diagnoses of acquired immunodefi -
ciency syndrome (AIDS) in the United States. Nonspe-
cifi c symptoms such as forgetfulness, anorexia, weight 
loss, and recurrent pneumonia are often dismissed as 
age-related, and HIV testing can be delayed. Untreated 
HIV infection in older adults tends to pursue a more 
rapid downhill course, perhaps because of impaired T-
cell replacement mechanisms with advanced age and 
the impact of additional comorbidities. Older adults 
are treated in the same way as younger individuals: 
with highly active antiretroviral therapy (HAART). HIV 
prevention should be discussed with residents, specifi -
cally focusing on safe sexual practices and increasing 
awareness of the benefi ts of testing and effective HIV 
therapy. 

 Gastrointestinal Infections 
 Gastrointestinal infections are common among older 
adults. Diverticulitis (i.e., infl ammation or infection of 
a diverticula or pouch of the bowel), appendicitis (i.e., 
infection of the appendix), and cholecystitis (i.e., infec-
tion of the gallbladder) can all occur and present with 
fever, elevated white blood cell counts, or any signifi -
cant symptoms other than a mild change in appetite, 
constipation, or fatigue in older adults. It is important 
to be aware of the possibility of these infections among 
older adults presenting with these vague symptoms. 

 Infectious diarrhea, specifi cally,  Clostridium dif-
fi cile  (i.e., C. Diff) commonly occurs in older adults. 
C. diffi cile is a bacterium that causes frequent, watery, 
foul-smelling stools. Recent treatment with an anti-
biotic increases the risk for C. diffi cile, although this 
infection can occur simply by passing it from one per-
son to the next via the hands of a health care provider. 
Standard treatment for C. diffi cile is metronidazole 
(Flagyl); oral vancomycin (Vancocin) is used when the 

symptoms and evidence of infection persist following a 
course of treatment.  Probiotics  are organisms, such as 
bacteria and yeast, that help restore a healthy balance 
to the intestinal tract. They are found in yogurt or in a 
pill form and should be encouraged for all those who 
have C. diffi cile or are at risk for acquiring this infec-
tion (also see Chapter 45, “Gastrointestinal Diseases 
and  Disorders”). 

 Methicillin-Resistant Staph Aureus 
 Methicillin-resistant  Staphylococcus aureus  (MRSA) 
is a strain of staphylococcus resistant to the broad-
spectrum antibiotics commonly used to treat it. Older 
adults and people with weakened immune systems are 
at most risk for MRSA that can be contracted either in 
the hospital or in the community. Staph skin infections, 
including MRSA, generally start as small red bumps that 
resemble pimples or boils. These can quickly turn into 
deep, painful abscesses that may even require surgi-
cal draining. Sometimes, the bacteria remain confi ned 
to the skin. But they can also penetrate into the body, 
causing potentially life-threatening infections in bones, 
joints, surgical wounds, the bloodstream, heart valves, 
and lungs. These infections are generally treated with a 
course of antibiotics. 

 Individuals can either be carriers of MRSA or have 
active disease. A  carrier  is someone who does not have 
symptoms of MRSA (i.e., evidence of an affected area 
with drainage) but has the bacteria living on his or her 
skin, in his or her nose, bladder, or other areas within 
the body. This is referred to as an infection that is  colo-
nized.  In many cases it is possible for a carrier to be de-
clared clear of the MRSA virus. A resident may become 
free of bacteria by washing daily with chlorhexidin 
(over-the-counter products include Betasept, Calgon 
Vesta, Dyna-Hex, Hibiclens, Hibistat, Spectrum-4) and 
applying bacitracin ointment into the nostrils with a 
q-tip for a period of 6 to 8 weeks or longer. 

 Prevention of the spread of MRSA is particularly 
important in assisted living communities. At present, 
there is no clear guideline whether or not to use contact 
isolation (i.e., resident is isolated in a room; staff wear 
gloves, gowns, and masks as per universal precautions). 
The Centers for Disease Control (CDC) recommend the 
use of standard precautions to prevent the spread of 
infections in health care settings.  Standard precautions  
combine the major features of universal precautions 
(UP) and body substance isolation (BSI) and are based 
on the principle that all blood, body fl uids, secretions, 
and excretions except sweat, nonintact skin, and mu-
cous membranes may contain  transmissible infectious 
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agents. Standard precautions include a group of infec-
tion prevention practices that apply to all persons, re-
gardless of suspected or confi rmed infection status, in 
any setting in which health care is delivered. These in-
clude: hand hygiene; use of gloves, gown, mask, eye 
protection, or face shield, depending on the anticipated 
exposure; and safe injection practices. Also, equipment 
or items in the resident’s environment likely to have 
been contaminated with infectious body fl uids must 
be handled in a manner to prevent transmission of 
infectious agents (e.g., wear gloves for direct contact, 
contain heavily soiled equipment, properly clean and 
disinfect or sterilize reusable equipment before use on 
another resident). The application of standard precau-
tions during resident care is determined by the nature 
of the interaction and the extent of anticipated blood, 
body fl uid, or pathogen exposure. 
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 42 
 Cardiovascular 
Diseases and 
Disorders
 Wilbert S. Aronow and Yael Sollins 

 The incidence of coronary vascular disease (CVD) is ap-
proximately 40% per 1,000 person-years in men and 
22% in women, with the incidence being particularly 
high among racial and ethnic minorities. The conse-
quences of CVD in these individuals are signifi cant 
and include hypertension, stroke, myocardial infarc-
tion (MI), peripheral vascular disease, atrial fi brillation, 
and congestive heart failure. The estimated cost of CVD 
was $393.5 billion in 2005, nearly $175 billion more 
than cancer or HIV infections. Control of CVD risk fac-
tors is fundamental in reducing the incidence of CVD 
and in preventing adverse clinical outcomes such as 
stroke, long-term morbidity, and premature cardiovas-
cular death. Prevention strategies include engaging in 
regular exercise, achieving and maintaining a desirable 
weight, eating a heart-healthy diet, smoking cessation, 
and adhering to medication management recommenda-
tions for hypertension, hyperlipidemia, diabetes, atrial 
fi brillation, and valvular heart disease. 

 AGE-RELATED CARDIOVASCULAR 
CHANGES

 No changes should be noted in the older adult’s ejec-
tion fraction (i.e., the portion of blood that is pumped 
out of a fi lled ventricle as a result of a heartbeat), stroke 
volume (i.e., the amount of blood pumped out with a 

contraction of the ventricle), or the cardiac output (i.e., 
the amount of blood pumped out of the heart in 1 min-
ute) (see Table 42.1).   

 Epidemiology 
 Coronary artery disease (CAD) is the most common 
cause of death in persons age 65 years and older. Au-
topsy fi ndings indicate that 70% of persons older than 
70 years have CAD with ≥ 50% atherosclerotic obstruc-
tion or blockage of one or more coronary arteries. More 
than 30% of older adults have clinical manifestations 
of CAD such as a prior stroke, poor circulation of the 
lower extremities, or heart damage from an MI. The 
prevalence of CAD among 1,802 community-dwelling 
persons (mean age = 80 years) was approximately the 
same for Whites, African Americans, Hispanics/Latinos, 
and Asian Americans: 60% of persons hospitalized with 
acute MI are age 65 years and older. The prevalence of 
CAD and the incidence of new coronary events are simi-
lar among men and women aged 75 years and older, but 
it is higher among men younger than 75. Eighty-three 
percent of MIs in women occur after menopause. Women 
are less likely than men to survive the initial MI. 

 Risk Factors 
 Modifi able risk factors for CAD in older adults include 
cessation of cigarette smoking, treatment of hyperlipi-
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42.1  Changes That Occur in the 
Cardiovascular System 
With Age

AREA OF CHANGE CHANGES

Structural heart 
changes

Myocardial cells decrease 
in size
Decreased distensibility of 
the aortic artery
Decreased tone of the 
arteries
Increased weight/size of the 
heart
Increased size of the 
myocardial cells
Increased thickness of the 
left ventricle wall and size 
of the left atrium
Increased stiffness of the 
arteries
Increased elastin levels, 
making it more diffi cult for 
the vessels to expand

Functional changes Decreased diastolic pres-
sure during the initial fi lling 
of the ventricles when the 
heart contracts
Decreased fi lling of the 
heart chambers 
Decreased response to stim-
ulation, so the heart is not 
as quick to have an increase 
in heart rate when working 
hard (e.g., exercising)

demia, treatment of hypertension, ingestion of a diet 
low in saturated fat and cholesterol, maintenance of 
ideal body weight, and regular physical activity. These 
personal and medically guided actions will reduce CAD 
and new coronary events. If hypertension is present, the 
goal is to lower the blood pressure to < 140/90 mm Hg. 
If CAD is present and the serum low-density lipoprotein 
cholesterol (LDL-C) is > 125 mg/dL, even if follow-
ing the American Heart Association (AHA) step II diet, 
then lipid-lowering drug therapy (preferably statins) is 
recommended. 

 Treatment recommendations for the management of 
hyperlipidemia by the Adult Treatment Panel III (ATP-
III) of the National Cholesterol Education Program 
(NCEP) include the following: 

 Cholesterol: <200 
 High density lipoprotein (HDL): >60 
 LDL-C: < 100 
 Triglycerides: < 150 

 In high-risk persons, treatment should be aggres-
sive: recommended LDL-C treatment goal should be 
<100 mg/dL and ideally drop to <70 mg/dL. For mod-
erately high-risk persons (2+ risk factors and 10-year 
risk of 10% to 20%), the recommended LDL-C goal 
should at least be <130 mg/dL. 

 Signs and Symptoms of CAD 
 In older persons,  myocardial ischemia  (defi ned as im-
paired oxygen return to the heart due to poor blood 
fl ow from blocked arteries) caused by CAD is more 
commonly manifested by  dyspnea on exertion  than by 
chest pain typical of  angina pectoris . In older persons, 
angina pectoris can present as back or shoulder pain or 
as burning epigastric pain. Substernal (below the ster-
num) anginal pain is less common in older adults. An-
gina pectoris pain in older adults can be less severe and 
of shorter duration than presentation in a younger in-
dividual. Myocardial ischemia can cause clinical heart 
failure (HF ) and acute pulmonary edema. HF generally 
is associated with increased shortness of breath due to 
fl uid accumulation throughout the body (legs, lungs, 
abdomen, face). 

 Symptoms of an acute MI in older adults may vary 
and range from 19% to 66% of individuals presenting 
with chest pain, 20% to 59% with dyspnea, 15% to 
33% with neurologic symptoms, and 0% to 19% with 
gastrointestinal symptoms. Other symptoms associated 
with acute MI in older adults include peripheral gan-
grene, increased claudication (cramping in the calves 
with activity), palpitations, kidney failure, weakness, 
pulmonary embolism, restlessness, sweating, and sud-
den death. Older adults with acute MI are more likely 
than younger persons to die from the MI and to have 
pulmonary edema, HF, left ventricular (LV) systolic 
dysfunction (impaired pumping of the LV), cardiogenic 
shock, conduction disturbances requiring insertion of a 
pacemaker, atrial fi brillation (AF ), or atrial fl utter. 

 Diagnostic Testing 
 Coronary angiography is the gold standard for detecting 
CAD and determining its severity. Resting electrocardi-
ography (ECG) may be used to diagnose MI or ischemia, 
whether silent or symptomatic, in older adults. Exercise 
stress testing can also be useful in the diagnosis as well 
as prognosis of CAD. An older adult who is unable to 



Chapter 42 Cardiovascular Diseases and Disorders      291

perform exercise stress testing because of musculoskel-
etal disorders or pulmonary disease can have a stress 
test using intravenous dipyridamole-thallium imaging. 
Echocardiography can be useful for identifi cation of 
changes in the function of the heart muscle, acute myo-
cardial ischemia, complications due to acute MI, blood 
clots, heart enlargement, and associated valvular heart 
disease. 

 Management 
 Clinical management decisions are based on research 
and clinician experience/expertise. Residents need to 
understand the logic or rationale of the clinical deci-
sions, to the extent possible, to help them adhere to the 
treatment regimen. 

 Stable Angina Pectoris 
 The fi rst step is management of reversible factors that 
can aggravate angina pectoris and myocardial ischemia: 
anemia, infection, obesity, hyperthyroidism, uncon-
trolled hypertension, arrhythmias such as AF with a 
rapid ventricular rate, and severe valvular aortic steno-
sis. Smoking should be stopped. Treatment of hyperten-
sion and hyperlipidemia can be initiated. An exercise 
program will improve exercise tolerance. Aspirin 160 to 
325 mg daily decreases the incidence of MI, stroke, and 
vascular death. 

 Blockers are effective anti-anginal agents and are 
the drug of choice to prevent myocardial ischemia. 
They reduce MI, sudden coronary death, and mortal-
ity, and should be given to all persons with CAD for 
whom -blockers are not contraindicated, for exam-
ple, those with HF (except for -blockers specifi cally 
indicated for HF ) or bradycardia (heart rate of less 
than 60). 

 Nitrates relieve and prevent angina pectoris. Ni-
troglycerin administered as a 0.3 to 0.6 mg sublingual 
tablet or as a 0.4 mg sublingual spray is the drug most 
commonly used to relieve an acute anginal attack. 
Long-acting nitrates help prevent recurrent episodes 
of angina. A 12- to 14-hour nitrate-free interval every 
24 hours is necessary to avoid nitrate tolerance, as indi-
viduals build up a tolerance to nitrates and they thus be-
come less effective when used for long periods of time. 
Persistent angina that is interfering with quality of life, 
despite treatment with multiple medications (nitrates, 
-blockers, and calcium channel blockers), might require 

coronary artery bypass graft (CABG) surgery or percuta-
neous transluminal coronary angioplasty (PTCA). 

 Acute Myocardial Infarction 
 As soon as acute MI is suspected, aspirin should be 
administered (160 mg to 325 mg daily) and continued 
indefi nitely. The fi rst dose of aspirin should be chewed. 
Clopidogrel 75 mg daily may be used for persons unable 
to tolerate aspirin. Treatment (in the hospital) is then 
initiated with a -blocker and additional medications 
depending on the person’s symptoms and comorbid 
medical problems. In some situations, such as if the 
ischemia lasts for at least 30 minutes and is repetitive, 
reperfusion therapy with either thrombolytic therapy or 
PTCA may be recommended. 

 Treatment After Myocardial Infarction 
 Every attempt to control coronary risk factors must be 
made after the MI. Aspirin 160 to 325 mg daily should 
be administered indefi nitely as should -blockers if not 
contraindicated. Angiotensin-converting enzyme (ACE) 
inhibitors are recommended during and after acute MI. 
ACE inhibitors reduce MI size and permanent damage to 
the ventricles, both of which have a benefi cial effect on 
morbidity and mortality. ACE inhibitors are also recom-
mended for use indefi nitely in older adults after an MI 
unless there are specifi c contraindications to their use, 
such as angioedema, which is swelling in the deep lay-
ers of the skin, renal artery stenosis, and previous allergy 
to ACE inhibitors. Calcium channel blockers (e.g., ve-
rapamil) should not be used after MI unless other medi-
cations do not resolve the persistent angina pectoris. 

 Coronary Revascularization After 
Myocardial Infarction 
 The benefi ts of revascularization, specifi cally CABG sur-
gery, which involves using blood vessels from another 
part of the body to bypass clogged heart arteries, focus 
on improving length and quality of life. For example, 
the individual will have less chest pain and shortness of 
breath associated with activity. 

 DYSLIPIDEMIA 

 Double-blind, randomized controlled studies conclu-
sively demonstrate an absolute reduction in cardio-
vascular mortality and morbidity in older adults with 
dyslipidemia treated with statins compared to persons 
younger than 65 years of age. In older adults with prior 
MI and a serum LDL-C of ≥ 125 mg/dL, statins reduce 
new coronary events in persons age 60 to 100 years and 



292    Section V Diseases and Disorders

new stroke in persons age 60 to 90 years. Older adults 
in whom the serum LDL-C was reduced to < 90 mg/dL 
had the greatest reduction in new coronary events and 
in stroke. See Table 42.2 and Table 42.3 for treatment 
indications and drug regimens regarding dyslipidemia.   

 HEART FAILURE: EPIDEMIOLOGY 
AND ETIOLOGY 

 HF is the most common cause of hospitalization and 
rehospitalization in older adults. The prevalence and 
incidence of HF increase with age. CAD, hypertension, 
valvular heart disease, and cardiomyopathies are the 
most common causes of HF in older adults. 

 Not only do older adults experience an age-related 
decrease in heart function, they are more likely to have 

LV diastolic dysfunction because of hypertension, myo-
cardial ischemia due to CAD, valvular aortic stenosis, 
hypertrophic cardiomyopathy, and other cardiac disor-
ders. The prevalence of an abnormal LV ejection frac-
tion associated with HF increases with age and is higher 
in older women than in older men. The LV ejection frac-
tion is measured by echocardiography and helps deter-
mine the most appropriate therapy for HF. An ejection 
fraction of ≥ 50% is considered normal. 

 Signs and Symptoms of Heart Failure 
 Dyspnea is the most common symptom of HF and may 
progress from exertional dyspnea to dyspnea at rest, 
and to the development of acute pulmonary edema. Pul-
monary congestion from fl uid in the lungs may cause 
coughing and wheezing. Decreased cardiac output can 

42.2 Treatment Indications for Dyslipidemia

RISK CATEGORY CONDITIONS LDL-CHOLESTEROL 
GOAL

INITIATE NONPHAR-
MACOLOGIC
MANAGEMENT

CONSIDER
DRUG THERAPY 

Low 0–1 risk factora < 160 mg/dL ≥ 160 mg/dL ≥ 190 mg/dL; 
optional: 
160–189 mg/dL

Moderate 2+ risk factors; 
10-year CAD risk 
< 10%

< 130 mg/dL ≥ 130 mg/dL ≥ 160 mg/dL

Moderately high 2+ risk factors; 
10-year CAD risk 
10%–20%

< 130 mg/dL ≥ 130 mg/dL ≥ 130 mg/dL; 
optional: 
100–129 mg/dL

High CVD, DM, or 
10-year CAD risk 
> 20%

< 100 mg/dL ≥ 100 mg/dL ≥ 100 mg/dL

Very high DM + CVD; acute 
coronary syndrome; 
multiple severe or 
poorly controlled 
risk factors

< 70 mg/dL; 
optional: 
< 70 mg/dL

≥ 100 mg/dL ≥ 100 mg/dL; 
optional: 
70–99 mg/dL

Note: CAD = coronary artery disease; CVD = cardiovascular disease; DM = diabetes mellitus; HDL = high-density lipoprotein; LDL = low-density lipoprotein. 
CVD is signifi ed by CAD, angina, peripheral artery disease, transient ischemic attack, stroke, abdominal aortic aneurysm, or 10-year CAD risk > 20%.
aRisk factors are cigarette smoking, hypertension, HDL < 40 mg/dL, family history of premature CAD, male age >– 45 year, female age >– 55 year.
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42.3 Drug Regimens for Dyslipidemia

CONDITION DRUG DOSAGE FORMULATIONS

Elevated LDL, 
normal TG

Statin (HMG-CoA 
reductase inhibitor):

Atorvastatin 10–80 mg qd T: 10, 20, 40, 80

Fluvastatin 20–80 mg qd in P.M., 
max 80 mg

C: 20, 40; T: ER 80

Lovastatin 10–40 mg qd in P.M. 
or bid

T: 10, 20, 40

Pravastatin 10–40 mg qd T: 10, 20, 40, 80

Rosuvastatin 10–40 mg qd T: 5, 10, 20, 40

Simvastatin 5–80 mg qd in P.M. T: 5, 10, 20, 40, 80

Elevated TG 
(> 500 mg/dL)

Fenofi brate 54–160 mg qd T: 54, 160

Gemfi brozil 300–600 mg po bid T: 600

Combined elevated 
LDL, low HDL, 
elevated TG

Fenofi brate, gemfi brozil, 
or HMG-CoA if TG 
< 300 mg/dL

As above As above

Alternative for 
any of above

Niacin 100 mg tid to start; 
increase to 500–1000 mg 
tid; ER 150 mg qhs to start, 
increase to 2,000 mg qhs 
as needed

T: 25, 50, 100, 250, 500, 
ER 150, 250, 500, 750, 
1,000; C: TR 125, 250, 
400, 500

Elevated LDL or 
combined with 
inadequate response 
to one agent

Lovastatin/niacin 
combination

20 mg/500 mg qhs to 
start; increase to 40 mg/
2,000 mg as needed

T: 20/500, 20/750, 20/
1,000

Colesevelam Monotherapy: 1,850 mg 
po bid; combination 
therapy: 2,500–3,750 mg/
d in single or divided 
doses

T: 625

Ezetimibe 10 mg qd T: 10

Ezetimibe/simvastatina 
combination

1 tab qd T: 10/10, 10/20, 10/40, 
10/80

Note: bid = twice a day; C = capsule; d = day; ER = extended release; HDL = high-density lipoprotein; HMG-CoA = 3-hydroxy-3-methyl-glutaryl-CoA; 
LDL = low-density lipoprotein; max = maximum; po = by mouth; qd = once a day; qhs = each bedtime; T = tablet; TG = triglycerides; tid = three 
times a day; TR = trace.
aSafety guidelines: Measure liver function tests at baseline and at 3 months, then periodically. Watch for statin-induced myopathy (muscle pain).
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cause weakness, a feeling of heaviness in the limbs, 
nocturia, oliguria, confusion, insomnia, headache, anx-
iety, memory impairment, bad dreams or nightmares, 
and, rarely, psychotic manifestations. Increased fl uid in 
the liver can occur and may cause epigastric or right 
upper quadrant heaviness or a dull ache, a sense of full-
ness after eating, anorexia, nausea, and vomiting. Right 
ventricular failure causes edema that fi rst occurs in the 
dependent parts of the body. Chest x-ray for residents 
with suspected HF will show pulmonary vascular con-
gestion in those with LV failure. 

 Management 
 Precipitating causes of HF, such as excess sodium inges-
tion (e.g., pickles, potato chips), myocardial ischemia, 
infection, anemia, fever, hypoxia, tachyarrhythmias, bra-
dyarrhythmias, hyperthyroidism, hypothyroidism, and 
obesity must be identifi ed and treated. Sodium intake 
should be decreased to between 1,500 and 2,400 mg/
day, equal to about 1 teaspoon of salt. The Dietary Ap-
proaches to Stop Hypertension (DASH) eating plan is 
commonly recommended as the ideal approach to man-
age cardiovascular risk. This diet consists of fruits, vege-
tables, whole grains, low-fat dairy products, poultry, and 
fi sh. Drugs known to precipitate or aggravate HF, such 
as nonsteroidal anti-infl ammatory drugs (NSAID), cal-
cium channel blockers, and most antiarrhythmic drugs, 
should be stopped. It is critical, therefore, to check with 
residents to be sure they are not taking over-the-counter 
pain medications (e.g., NSAIDS). 

 Persons with HF who are dyspneic at rest or at a 
low activity/exertion level may benefi t from a formal 
cardiac rehabilitation program. Disease management 
strategies, either self- or nurse-directed, are effective at 
reducing rehospitalization rates among older adults with 
HF. Frequent weighing, careful attention to symptoms, 

and adjustment of diuretic dosing are components of 
HF disease management. A weight gain of more than 2 
pounds in a single day should be reported to the resi-
dent’s primary health care provider. ACE inhibitors im-
prove symptoms, quality of life, and exercise tolerance. 
They decrease mortality and hospitalization for HF as-
sociated with abnormal LV ejection fraction and should 
be administered unless there are specifi c contraindica-
tions to their use. 

 Residents on an ACE inhibitor should be monitored 
for orthostatic hypotension (Exhibit 42.1), although it 
is only necessary to inform the primary health care pro-
vider if there are complaints of dizziness. It is impor-
tant, also, to monitor the estimated glomerular fi ltration 
rate (GFR) because ACE inhibitors can impair kidney 
function. Contraindications to use of ACE inhibitors are 
symptomatic hypotension, progressive azotemia (i.e., a 
higher than normal blood level of urea or other nitrogen-
containing compounds in the blood), facial swelling, 
hyperkalemia (i.e., elevated potassium levels), intoler-
able dry cough, and rash. For those who cannot tolerate 
an ACE inhibitor, a drug from the group referred to as 
angiotensin II type 1 receptor antagonists can be tried.   

 As previously noted, continuous administration 
of -blockers after MI reduces mortality, sudden car-
diac death, and recurrent MI, especially in older adults. 
These benefi ts are even more marked in persons with a 
history of HF. -blockers are benefi cial in the treatment 
of HF associated with normal LV ejection fraction by: 

 Reducing the heart rate to < 90 beats per minute, 
thereby increasing the time the LV has to fi ll and in-
creasing the volume of blood that is pumped through-
out the body 
 Decreasing myocardial ischemia 
 Reducing elevated blood pressure 
 Preventing further enlargement of the heart 

42.1 Evaluating Residents for Orthostatic Hypotension

Step I. Have the patient lie supine for 5 minutes.

Step II. Take the resting blood pressure and heart rate.

Step III. Have the person come to stand and obtain a blood pressure and heart rate after standing for 1 minute and then 
again at 3 minutes after coming to stand.

Patients unable to stand may be assessed while sitting upright. 
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 The increase in heart rate, and thus stress on the 
heart muscle, that occurs with exercise can also be pre-
vented with modest doses of -blockers, especially in 
older adults. 

 Diuretics are also used in the treatment of HF. Mild 
HF can be treated with a thiazide diuretic. However, 
a thiazide diuretic is ineffective if the estimated GFR 
is < 30 mL per minute (estimated GFR is calculated 
based on the individual’s blood urea nitrogen and crea-
tinine level and provided on the lab printout). Older 
adults with moderate or severe HF should be treated 
with a loop diuretic (e.g., furosemide), so named be-
cause of where it works in the kidney. Those with se-
vere HF or concomitant renal insuffi ciency may need 
metolazone in addition to the loop diuretic. Aldoster-
one antagonist diuretics can be used in older adults 
who have a normal estimated GFR and a normal serum 
potassium. The minimum effective dose of diuretic 
should be given. Digoxin may also be used in the treat-
ment of older adults with HF, particularly if they have 
a supraventricular tachyarrhythmias such as AF. Con-
versely, calcium channel blockers such as nifedipine, 
diltiazem, and verapamil exacerbate HF in older adults 
with HF and abnormal LV ejection fraction and should 
be avoided. 

 Prevention of Acute Heart Failure 
 The number-one cause of acute HF is fl uid retention, 
usually associated with increased sodium intake or re-
tention. Residents should be encouraged to adhere to a 
low-sodium diet of no more than 2,400 mg/day. Daily 
weights are advisable; the primary care clinician should 
be notifi ed immediately if there is a gain of more than 
 2 pounds in 1 day. Over-the-counter drugs to avoid 
that can exacerbate sodium and fl uid retention include 
sodium-based antacids, high-dose aspirin, NSAIDs, gin-
seng (germanium), ginkgo, echinacea, and deconges-
tants. Black licorice candy has the same negative effect. 

 VALVULAR HEART DISEASE 

 Valvular Aortic Stenosis 
 Valvular aortic stenosis (AS) in older adults is usually 
due to stiffening, scarring, and calcifi cation of the valve 
leafl ets. Angina pectoris, syncope or near syncope, and 
HF are the three classic manifestations of severe AS. 
Echocardiography is used to diagnose AS and determine 
severity. Surgical intervention is an option for individu-
als with symptoms such as exertional syncope. Balloon 

aortic valvuloplasty is an alternative for those who are 
not candidates for aortic valve surgery. 

 Aortic Regurgitation 
 Acute aortic regurgitation (AR) in older adults results in 
the heart being unable to keep up with the demand for 
blood; fl uids can back up in the body and cause short-
ness of breath. Aortic regurgitation may be due to in-
fective endocarditis, rheumatic fever, aortic dissection, 
trauma following prosthetic valve surgery, or rupture of 
the sinus of Valsalva. It causes sudden severe HF. Pro-
phylactic antibiotics should be used to prevent bacterial 
endocarditis in older adults with chronic AR, according 
to American Heart Association guidelines (available at 
http://www.amhrt.org). 

 Mitral Regurgitation 
 Causes of mitral regurgitation (MR) include CAD, mitral 
valve prolapse, and rheumatic heart disease. Symptoms 
associated with severe MR are primarily those of HF, es-
pecially dyspnea. Echocardiography is used to diagnose 
the presence and monitor the severity of MR. 

 Mitral Stenosis 
 The most common causes of mitral stenosis (MS) are 
rheumatic fever and endocarditis. Generally, early in the 
disease process, there are no symptoms and the older 
individual may only know he has MS because he has 
a diastolic murmur. In later stages of the disease, there 
may be shortness of breath, dizziness, or chest pain. 
Echocardiography is used to diagnose the presence and 
severity of MS. Long-term oral warfarin therapy is used 
to reduce the risk of thromboembolic events (blood 
clots). Treatment options also include balloon valvulo-
plasty or surgery. 

 ARRHYTHMIAS 

 Ventricular Arrhythmias 
 The presence of three or more consecutive premature 
ventricular complexes (PVCs) on an ECG constitutes 
ventricular tachycardia (VT), which is considered sus-
tained if it lasts ≥ 30 seconds and nonsustained if it 
lasts < 30 seconds. Nonsustained VT and simple ven-
tricular arrhythmias (VAs), defi ned as those that are not 
frequent, are generally not treated with antiarrhythmic 

http://www.amhrt.org
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drugs but with -blockers if there are no contraindica-
tions. Alternatively, automatic implantable cardioverter-
defi brillators (AICDs) are used in older adults who are 
willing to undergo this type of intervention. In help-
ing a resident make a decision about whether or not 
to have an AICD inserted, consider the pros and cons, 
benefi ts, burdens, and/or risks. While the AICD may be 
life-prolonging, it can result in some discomfort when 
triggered. 

 Atrial Fibrillation 
 AF is the most common type of arrhythmia in adults; 
it is more common as people age. Cardiac conditions 
associated with the development of AF are hyperten-
sion, rheumatic mitral valve disease, CAD, and HF. 
Noncardiac causes include hyperthyroidism, hypoxic 
pulmonary conditions, surgery, and alcohol intoxica-
tion. People with AF may have an irregular heart rate 
(i.e., the heart may beat quickly, slow down, and then 
speed up again), palpitations and lightheadedness, or 
more vague symptoms, such as malaise; they are also 
at increased risk for thromboembolic disease/events. 
Treatment of AF in older adults with HF requires evalu-
ation of their heart rate and rhythm and prevention of 
a clot. Medications, such as -blockers, are commonly 
used to slow the heart rate, and anticoagulation (warfa-
rin) is initiated if not contraindicated or refused by the 
resident/family. Some residents may undergo electrical 
cardioversion to restore their heart rhythm to normal. 
Generally, AF can be easily managed by slowing the 
heart rate with medications such as calcium channel 
blockers or -blockers; this does not require hospital-
ization. For the majority of older adults, the AF will 
change back to normal sinus rhythm on its own. These 
individuals are treated with medications, however, to 
help prevent the AF from frequently recurring. 

 Bradyarrhythmias 
 Numerous drugs can cause bradyarrhythmias (i.e., a 
slow heart rate of less than 60 beats per minute) and 
conduction disturbances. Individuals who are in good 
physical condition (e.g., runners) may have normally 
slow heart rates even as low as 40. It is important, 
therefore, to get a good history and baseline heart rate 
on residents at the time of move-in. Hyperkalemia, hy-
pokalemia, hypothyroidism, and hypoxia can cause ab-
normalities in conduction. Bradyarrhythmias can cause 
dyspnea, weakness, fatigue, falls, angina pectoris, HF, 
episodic pulmonary edema, dizziness, faintness, slurred 
speech, personality changes, paresis, and convulsions 

in older adults. For disorders that cannot be reversed, 
such as sick sinus syndrome (i.e., when the heart fl uc-
tuates between going too fast and too slow), or a block-
age in the conduction system, a permanent pacemaker 
can be implanted. 

 PERIPHERAL ARTERIAL DISEASE 

 Aneurysms and Dissections 
 Aneurysms (i.e., a localized widening of an artery or 
vein) and dissections (i.e., a tear in the aorta) are pri-
marily disorders of older adults. Aneurysms most com-
monly occur in the abdominal aorta, thoracic aorta, 
popliteal arteries, and iliac arteries, and they are usually 
atherosclerotic. Symptomatic aneurysms are medical 
emergencies that require immediate surgery. Symptoms 
may include the following: 

 Sudden and severe pain, or an unusual pulsing sen-
sation over the involved blood vessel can indicate an 
aneurysm. 
 Pain in the abdomen or lower back extending into the 
groin and legs can indicate an abdominal aneurysm. 
 Chest pain, hoarseness, persistent coughing, and dif-
fi culty swallowing can indicate a thoracic aneurysm. 
 Throbbing sensation or lump directly behind the knee 
can indicate an aneurysm in this area. 
 Severe headache may indicate a dissecting (ruptur-
ing) aneurysm in the head. 

 Occlusive Peripheral Vascular Disease 
 The prevalence of occlusive peripheral vascular disease 
(PVD) increases with age. Signifi cant independent risk 
factors for symptomatic PVD in older men and women 
are age, cigarette smoking, hypertension, diabetes mel-
litus, and a high serum LDL-C and low serum HDL 
cholesterol. Persons with diabetes mellitus commonly 
have more distal and diffuse atherosclerosis. Athero-
sclerotic vascular disease affecting the lower extremi-
ties may cause asymptomatic arterial insuffi ciency or 
symptomatic disease including intermittent claudica-
tion (i.e., cramping or pain in the calves when walking) 
or pain at rest, ulceration, and gangrene. Only one-half 
of older adults with documented PVD are symptomatic 
(unable to walk far or fast enough). However, ischemic 
muscle symptoms might not occur because of comor-
bidities such as arthritis or pulmonary disease. Atypical 
symptoms might not be recognized as intermittent clau-
dication, or there may be suffi cient collateral arterial 
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channels to tolerate arterial obstruction. Hence, there 
are no symptoms. 

 The diagnosis of PVD is usually made by a thor-
ough history and physical examination. Asymptomatic 
arterial insuffi ciency can be identifi ed by a low ankle-
brachial index (ABI), determined by dividing the systolic 
blood pressure measured at the ankle by that obtained 
in the brachial artery of the arm on the same side of the 
body. Lower extremity arterial disease is defi ned as an 
ABI < 0.9. Medical therapy for PVD includes cessation 
of cigarette smoking and treatment of other risk factors, 
such as high cholesterol. Exercise therapy is the most 
effective medical treatment for intermittent claudica-
tion. Aspirin therapy or the use of clopidogrel is often 
recommended, as this can delay the progression of PVD 
and will reduce the incidence of stroke, MI, or vascular 
death. Surgical interventions may be an option for very 
severe disease. Properly fi tted shoes, daily foot wash-
ing, and keeping the skin moist with topical emollients 
to prevent cracks and fi ssures (places for bacterial infec-
tion) may prevent the infections. Careless nail clipping 
or injury from walking barefoot must be avoided. Fun-
gal infection of the feet must be treated. Socks should 
be wool or other thick fabrics. Padding or shoe inserts 
may be used to prevent pressure ulcers. When a foot 
wound develops, specialized foot gear, including casts, 
boots, and ankle foot orthoses, are helpful in relieving 
pressure on the wound. 

 VENOUS DISORDERS 

 Chronic deep venous insuffi ciency is common in older 
adults and presents with the following: edema of the 
lower extremities, pigmentation changes (spotty) or 
darkening in the color of the leg, or irregular shaped 

ulcers on the lower extremities (particularly above the 
ankle) that drain serosanguinous fl uid. Treatment con-
sists of limb elevation, any type of supportive stockings, 
and exercise to increase muscle tone. 
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 Hypertension affects approximately 50 million indi-
viduals in the United States and approximately 1 bil-
lion individuals worldwide. As the population ages, the 
prevalence of hypertension will increase even further 
unless broad and effective preventive measures are 
implemented. Recent data from the Framingham Heart 
Study suggest that individuals who are normotensive 
at 55 years of age have a 90% lifetime risk for devel-
oping hypertension, and less than 40% of older adults 
are adequately controlled. The relationship between 
blood pressure (BP) and risk of cardiovascular disease 
events is continuous, consistent, and independent of 
other risk factors. The higher the individual’s BP, the 
greater the risk of myocardial infarction, heart failure, 
stroke, and/or kidney disease. For individuals aged 40 
to 70 years, each increment of 20 mm Hg in systolic BP 
or 10 mm Hg in diastolic BP doubles the risk of car-
diovascular disease across a BP range from 115/75 to 
185/115 mm Hg. Fortunately, there are many effective 
interventions, behavioral and pharmacologic, that can 
manage BP. Appreciating these treatments and helping 
residents weigh the pros and the cons of treatments is 
an important component to nursing care in assisted liv-
ing  communities. 

 EPIDEMIOLOGY AND PHYSIOLOGY 

 BP, particularly systolic pressure, increases with increas-
ing age. The risk associated with hypertension does 
not decline with age, and the criteria that defi ne hy-
pertension, outlined in the Seventh Report of the Joint 
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 National Committee on Prevention, Detection, Evalua-
tion, and Treatment of High Blood Pressure (JNC 7; see 
Table 43.1), are not age adjusted. Epidemiologic studies, 
including the National Health and Nutrition Examina-
tion surveys, suggest that the prevalence of hyperten-
sion in persons age 65 years and older is between 50% 
and 70%; it is highest among older Black Americans. 
Among the older hypertensive population, the preva-
lence rate is higher for women, particularly for those 
above the age of 75 years. Since the early 1900s, the 
use of antihypertensive medications has increased, as 
a result of which the prevalence rates of elevated BP, 
left ventricular hypertrophy (i.e., enlarged ventricle or 
chamber of the heart), and cardiovascular and stroke 
mortality have all declined. However, these trends have 
not occurred among the older population; BP remains 
poorly controlled in many older adults despite treat-
ment for hypertension. 

 Many of the physiologic changes that occur with 
aging contribute to the increase in BP, but lifestyle fac-
tors such as obesity and physical inactivity, and the 
presence of comorbid diseases, are also important 
contributors. Several physiologic changes combine to 
increase peripheral vascular resistance—resistance to 
the fl ow of blood in the arterial vessels—which is the 
physiological cause of what is referred to as hyperten-
sion. Arterial stiffness provides the best explanation for 
the relatively greater increase in systolic pressure and 
the increase in pulse pressure (i.e., the difference be-
tween systolic and diastolic pressure) observed with ag-
ing. Several mechanisms contribute to arterial stiffness. 
Reduced sensitivity of the barorefl ex, the mechanism 
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that controls the ability of the body to adjust the BP to 
changes in position such as lying to standing, might be 
related to decreased arterial distensibility. Alterations 
in kidney function as well as sodium balance further 
contribute to the increased incidence of hypertension 
with age. Approximately two-thirds of older hyperten-
sive persons have sodium-sensitive hypertension, that 
is, high BP that improves with low sodium intake (see 
Figure 43.1).   

 CLINICAL EVALUATION 

 Accurate measurement of BP is the most critical aspect 
of the diagnosis of hypertension in the older adult. Be-
cause variability in BP increases with age, the diagno-
sis should be made by using the average of several BP 
readings taken on each of three visits. Ambulatory BP 
monitoring (i.e., BP monitoring done over a 24-hour pe-
riod) may be necessary for residents with extreme BP 
variability or possible white-coat hypertension. 

 Once an elevated BP is noted, it is helpful to explore 
any factors that might be contributing to the high read-
ing. Medication side effects, poor adherence to hyperten-
sive treatment, high salt intake, pain, anxiety, or stress 
are some examples of immediate causes of elevated BP. 
The residents should also be monitored for evidence of 
target organ damage, disease noted secondary to the 
high BP such as damage to the heart, brain, eyes, and 
kidney. Although most older adults have essential hy-
pertension (i.e., hypertension that occurs without any 
specifi c medical problem), secondary hypertension is 
also possible. Secondary hypertension is present when 
the high BP is a result of (i.e., secondary to) another 
condition, such as kidney disease or tumors (e.g., pheo-
chromocytoma and paraganglioma). Regardless of age, 

it is useful to explore with the resident’s lifestyle fac-
tors that could be adjusted to improve the resident’s BP, 
such as smoking history, dietary intake of sodium and 
fat, alcohol intake, and level of usual physical activity 
(see also Chapter 18, “Physical Activity,” and Chapter 
19, “Prevention”). 

 TREATMENT 

 Based on results of several randomized placebo- controlled 
clinical trials, and meta-analyses of more than 40 ran-
domized clinical trials of antihypertensive therapy, the 
overwhelming consensus among clinical experts is that 
treatment of hypertension in older adults is safe and ef-
fective in reducing cardiovascular (e.g., chronic heart 
failure) and cerebrovascular (e.g., stroke) morbidity and 
mortality. The treatment effect was largest in men, in 
those age 70 and over, and in those who had pulse pres-
sures of greater than 40 mm Hg when at rest.  Pulse pres-
sure  is the change in BP seen during a contraction of the 
heart. This is calculated by subtracting the diastolic pres-
sure (the bottom number when obtaining a BP reading) 
from the systolic pressure (the top number). The resting 
pulse pressure in healthy adults is about 40 mm Hg. 

 It is important to balance the benefi cial effects of 
antihypertensive therapy with the potential impact on 
the person’s functional status and quality of life. A 
treatment approach that is not likely to produce adverse 
effects and targets a reduction in systolic BP to 135 to 
140 mm Hg and diastolic BP to 85 to 90 mm Hg should 
be developed. For individuals with type 2 diabetes, 
a systolic BP goal of less than 130 mm Hg is recom-
mended. For persons with markedly elevated systolic 
BP, an intermediate target, such as 160 mm Hg, may be 
an appropriate initial goal. 

43.1 Classifi cation of Blood-Pressure Levels From the Joint National 
Committee on Prevention, Detection, Evaluation, and Treatment 
of High Blood Pressure

CATEGORY SYSTOLIC (MM HG) DIASTOLIC (MM HG)

Normal < 120 and < 80

Prehypertension 120–139 or 80–89

Hypertension

 Stage 1 140–159 or 90–99

 Stage 2 > 160 or > 100
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 Lifestyle Modifi cation 
 Nonpharmacologic therapy may be effective for older 
adults with stage 1 hypertension (140 to 159 mm Hg 
systolic or 90 to 99 mm Hg diastolic BP) and is particu-
larly important as it may help to decrease the amount 
of medication needed. Lifestyle modifi cations that tar-
get the typical characteristics of the older hypertensive 
person—overweight, sedentary, and salt-sensitive—are 
likely to be effective (see also Chapter 18, “Physical Ac-
tivity,” and Chapter 19, “Prevention”). 

 Pharmacologic Treatment 
 The approach to pharmacologic management of the 
older hypertensive person is generally based on the 
JNC 7 guideline. The prescribed drug might be selected 

based on other comorbid conditions (e.g., diabetes mel-
litus, coronary artery disease or history of myocardial 
infarction, heart failure, prostatism), racial and ethnic 
background, and, of course, the person’s tolerance to 
treatment. 

 Guidelines suggest that for simple, uncomplicated 
hypertension, the initial antihypertensive drug of choice 
is a low-dose thiazide-type diuretic. Most residents will 
not reach their systolic BP goal on a single medication; 
JNC 7 recommends considering starting individuals 
on two drugs if the initial BP is more than 20 mm Hg 
above the target level. The second drug added is gen-
erally an angiotensin-converting enzyme (ACE) inhibi-
tor. Beyond these general recommendations for initial 
therapy, there is no universally accepted approach to 
choosing  alternative agents or combination therapies; 
these decisions should be made on an individual basis 

      Figure 43.1  Anatomy of the heart .
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that considers the advantages and disadvantages of the 
drug together with the resident’s comorbidities. Given 
the many choices of antihypertensive medications avail-
able, it is best to avoid the centrally acting agents (e.g., 
clonidine, methyldopa), as these agents are more likely 
to cause orthostatic hypotension. 

 Diuretics 

 Therapy with low-dose thiazide-type diuretics (e.g., 
hydrochlorothiazide ≤ 25 mg daily, or the equivalent) 
improves BP safely and with few adverse effects. Im-
portantly, these medications are low cost and only need 
to be taken once a day. Although there is a risk of hy-
pokalemia (i.e., low potassium), hyperuricemia (i.e., 
elevation in uric acid, which can cause gout), hypona-
tremia (i.e., low sodium), and glucose intolerance (i.e., 
increased blood sugar), these problems are less likely to 
occur if the medication is used in low dosages. 

 Angiotensin-Converting Enzyme Inhibitors 

 ACE inhibitors are effective in lowering BP in older 
hypertensive adults. Drugs in this class are generally 
well-tolerated (with the exception of cough during ACE 
inhibitor therapy), and they do not adversely affect the 
central nervous system (e.g., cause changes in memory 
or wakefulness) or metabolic profi le (e.g., alter electro-
lytes such as potassium or sodium). In addition, this 
type of medication is particularly benefi cial for older 
adults who have diabetes mellitus or evidence of heart 
disease. 

 Angiotensin-Receptor Blockers (ARBs) 

 There is no reason to start initial treatment for hyper-
tension with an ARB unless the person is unable to tol-
erate ACE inhibitor therapy. 

 Calcium Channel Antagonists (CCAs) 

 Although CCAs are not recommended as fi rst-line 
therapy, they may be considered as second-line drugs, 
generally in combination with a thiazide-type diuretic. 
These drugs reduce peripheral vascular resistance but 
can cause unpleasant side effects such as constipation 
and swelling of the feet. 

� -Receptor Antagonists 

 -receptor antagonists are recommended in the JNC 7 
report as another option for second-line drug therapy. 

These drugs are less effective alone than therapy with a 
low-dose thiazide diuretic in terms of reducing BP and 
preventing cardiovascular events, stroke, and death. 
In addition, -blockers are more likely to be discon-
tinued because of adverse effects such as symptoms 
of dizziness or swelling of the feet. Because of their 
effectiveness in the management of symptomatic cor-
onary artery disease, in secondary prevention follow-
ing myocardial infarction, and in certain heart failure 
conditions, -receptor antagonists are often used to 
treat BP when the older individual has these comorbid 
 conditions. 

�-Receptor Antagonists 

 Although these medications are effective in reducing BP 
in older adults, they are more likely to cause side effects 
such as postural hypotension and increase the risk of 
acute heart failure. -receptor antagonist therapy, usu-
ally in combination with another drug, might be consid-
ered for treating older hypertensive men with prostatism, 
because these drugs have been shown to be effi cacious 
in improving obstructive urinary  symptoms. 

 MONITORING OF BLOOD PRESSURE 

 Frequency of follow-up visits to the primary health care 
provider and frequency of BP measurement should re-
fl ect the resident’s degree of BP elevation, with closer 
follow-up for those with more severe hypertension 
(i.e., systolic BP greater than 180 mm Hg). With the 
exception of hypertensive emergencies (see the follow-
ing  section), attempts to reduce the individual’s BP too 
rapidly are unnecessary and likely deleterious. For most 
residents, an interval of 1 to 2 months is appropriate 
between visits to the health care provider to determine 
the need for dose adjustment. No more than weekly 
BP monitoring at the assisted living community is suf-
fi cient, unless there are concerns about adverse drug 
effects such as orthostatic hypotension. 

 The older adult’s adherence to the antihypertensive 
medication regimen is particularly important for the 
primary health care provider to know, prior to changing 
any medication (dose or type). If possible, send the BP 
record with the resident and the list of  all  medications 
and any relevant information about lack of adherence 
(e.g., refusal to take the medication; timely refi ll by a 
resident who is self-administrating). It is also helpful to 
inform the primary health care provider about lifestyle 
activities, including smoking, drinking, exercise, use of 
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any herbal products or over-the-counter medications. 
Increased alcohol intake or use of nonsteroidal anti-
infl ammatory drugs such as Aleve, for example, may 
worsen BP control. 

 SPECIAL CONSIDERATIONS 

 Hypertensive Emergencies 
and Urgencies 
 Elevated BP in the absence of signs or symptoms of 
target-organ damage (e.g., heart attack or stroke) does 
not constitute a hypertensive emergency or urgency. A 
rapid and overly aggressive reduction in BP in a resi-
dent with incidentally discovered elevated BP is poten-
tially harmful and may produce complications, such as 
coronary or cerebral hypoperfusion syndromes (i.e., de-
creased blood fl ow to the brain or the heart). 

 Examples of true hypertensive  emergencies  in older 
adults include hypertensive encephalopathy (i.e., the 
occurrence of neurologic symptoms such as change in 
cognition or function due to neurological causes), acute 
heart failure with pulmonary edema, dissecting aortic 
aneurysm (i.e., a tear or burst in the aortic artery caus-
ing massive bleeding), and unstable angina (i.e., chest 
pain). These residents need to be sent to the acute care 
hospital. Even in these situations, BP should not be 
lowered more than 25% within the fi rst 2 hours, with 
a goal of achieving 160/100 mm Hg gradually over the 
fi rst 6 hours of therapy. 

 Hypertensive  urgencies , situations in which BP 
should be lowered within 24 hours to prevent the risk 
of target-organ damage, are more common than true 
emergencies. Most can be managed with oral admin-
istration of antihypertensive medications to achieve a 
gradual BP reduction. 

 Special Considerations in 
Hypertension Measurement 
and Management 
 There are many challenges to obtaining an accurate 
sense of the individual’s BP; it can change markedly 
throughout the course of the day. In general, BP appears 
to be highest in the morning before breakfast. Postpran-
dial (i.e., after eating) hypotension is common among 
older adults and likely affects about one-third of these 
individuals. This occurs because blood is diverted to the 
stomach to digest food and thus blood fl ow to the rest 
of the body is decreased and overall BP goes down. 

 It is not well-known if there is a signifi cant advan-
tage to the treatment of hypertension with antihyper-
tensive therapy in old-old individuals (i.e., those greater 
than 90 years of age), especially if the person has to 
endure drug side effects. Even a recommendation that 
is seemingly benign—to eat a low sodium diet—can 
cause a decrease in appetite and weight loss that can 
result in other clinical problems such as protein-energy 
malnutrition. In all situations it is critical to work with 
the resident, his or her primary health care provider, 
and family or proxy as appropriate to weigh the benefi ts 
and risks of treatment of hypertension. 
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 Although there are some normal age-related changes 
in the endocrine system, the major endocrine changes 
occur during times of physical and emotional stress. For 
example, fasting blood glucose levels change very little 
with normal aging, increasing 1 to 2 mg per dL per de-
cade of life. In contrast, infection or use of certain medi-
cations such as corticosteroids may result in a marked 
increase in the glucose level of an older adult. In some 
cases, a loss of function in one aspect of the endocrine 
system may be compensated for by another system in 
the body: reduction in testicular testosterone produc-
tion in older men may be partially compensated for by 
an increase of pituitary luteinizing hormone secretion 
by the brain. This stimulates testosterone production in 
the testes and decreases breakdown and destruction of 
the testosterone that is available. 

 As with diseases in other organ systems, endocrine 
disorders in older adults often present with nonspecifi c 
or atypical symptoms and signs. Diabetes mellitus, for ex-
ample, may present with increased thirst, hunger, and uri-
nary frequency. Rather, the older adult with a high blood 
sugar may be confused, depressed, or apathetic. Diagno-
sis of the most common endocrinopathies (i.e., problems 
with the endocrine system) in older adults, such as hyper-
parathyroidism, diabetes mellitus, hypothyroidism, and 
hyperthyroidism, are generally discovered as a result of 
abnormalities found on routine laboratory screening. 

 THYROID DISORDERS 

 Thyroid function is based on a feedback system involv-
ing the pituitary gland, found in the brain, and the thy-
roid gland, found in the neck. The thyroid gland is under 
the control of the pituitary gland, a small gland the size 
of a peanut at the base of the brain. The function of the 
thyroid gland is to take iodine, found in many foods, and 
convert it into thyroid hormones: thyroxine (T4) and tri-
iodothyronine (T3). Thyroid cells are the only cells in 
the body that can absorb iodine. These cells combine 
iodine and the amino acid tyrosine to make T3 and T4, 
which are then released into the bloodstream and trans-
ported throughout the body where they control metabo-
lism (i.e., conversion of oxygen and calories to energy). 
Every cell in the body depends on thyroid hormones for 
regulation of their metabolism. The normal thyroid gland 
produces about 80% T4 and about 20% T3; however, T3 
possesses about four times the hormone strength as T4. 
When the level of thyroid hormones (T3 and T4) drops 
too low, the pituitary gland produces thyrotropin or thy-
roid stimulating hormone (TSH), which stimulates the 
thyroid gland to produce more hormones. The pituitary 
senses the thyroid hormone production and responds by 
decreasing its TSH production. 

 One can imagine the thyroid gland as a heating sys-
tem and the pituitary gland as the thermostat. Thyroid 
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hormones are like heat. When the heat gets back to 
the thermostat, it turns the thermostat off. As the room 
cools (i.e., the thyroid hormone levels drop), the ther-
mostat turns back on (TSH increases) and the furnace 
produces more heat (thyroid hormones). The hormone 
secreted by one gland is sensed and responded to by 
the other; a balance is maintained. Low levels (less than 
5 units) of TSH are suffi cient to keep the normal thyroid 
gland functioning properly. When the thyroid gland be-
comes ineffi cient, such as in early hypothyroidism, the 
TSH becomes elevated (greater than 5 units). The rise 
in TSH represents the pituitary gland’s response to a 
drop in circulating thyroid hormone and is the fi rst in-
dication of thyroid gland failure. 

 Thyroid function is generally unchanged or mini-
mally changed in healthy older adults. Certain medica-
tions, however, can cause thyroid disease. Amiodorone, 
used to treat cardiac arrhythmias, for example, can 
cause either hypo- or hyperthyroidism. 

 Nonspecifi c, atypical, or asymptomatic presenta-
tions of thyroid disease are common in older adults and 
can be detected by laboratory testing. Thyroid disease 
is so common in older adults it is generally routinely 
checked for on an annual basis by lab tests. However, 
treatment of thyroid disease may not affect any symp-
toms experienced by the older individual. 

 Hypothyroidism 
 Underactive thyroid gland is common in older adults, 
affecting 2% to 14% of the older population. Mild hypo-
thyroidism causes underproduction of thyroid hormone 
and increases TSH secretion (remember, TSH increases 
to make the thyroid gland produce more thyroid hor-
mone). As in younger people, most cases of hypothy-
roidism in older adults are due to autoimmune disease: 
the body’s immune system functions abnormally and 
attacks the thyroid gland. Other causes include drugs 
that depress thyroid function and decreased activity of 
the pituitary gland. Hypothyroidism is more common in 
older women but can be seen in either gender. 

 Symptoms of hypothyroidism are often atypical in 
older adults (See Table 44.1). Some clinical features of 
hypothyroidism (e.g., dry skin, decreased skin turgor, 
slowed mentation, weakness, constipation, anemia, hy-
ponatremia, arthritis, paresthesias, gait disturbances) 
may misleadingly suggest other diseases. Furthermore, 
these symptoms usually have a slow onset and a slow 
rate of progression. In addition, older patients with 
mild hypothyroidism who develop serious nonthyroi-
dal illness may rapidly become severely hypothyroid. 
Cognitively impaired older adults with hypothyroidism 

rarely recover normal cognitive function with thyroid 
replacement. Those without underlying cognitive im-
pairment may, however, show an improvement in cog-
nition, functional status, and mood with treatment of 
the hypothyroidism. 

 Thyroid replacement usually starts at a low dosage 
(e.g., 25 μg per day) in older adults, increasing the dose 
every 4 to 6 weeks until TSH levels normalize. The goal 
is to reduce or eliminate symptoms of hypothyroidism. 
Giving too much thyroid replacement too quickly can 

TYPICAL SYMPTOMS OTHER OR TYPICAL SYMPTOMS

Fatigue Decreased sweating

Weight gain or 
extreme thinness

Chest pain

Decreased tolerance 
for cold

Coarse or slow-growing hair

Coarse skin, dry, 
 decreased skin turgor

Anemia

Deepened or hoarse 
voice

Fluid retention, especially 
around the eyes

Constipation Dull facial expression and 
droopy eyelids

Mental impairment—
slow mentation

Placidity or nervousness

Depressed mood Sleepiness or insomnia

Slow, rapid or 
irregular heartbeat

Decreased tolerance for 
medication

Diffuse edema Gait disturbance

Numbness and tingling 
of hands and feet

Muscle weakness

Alternation in hearing, 
taste, and smell

  44.1  Symptoms of Hypothyroidism 
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cause cardiac symptoms, such as increased heart rate, 
angina or congestive heart failure. Over replacement of 
thyroid hormone should be avoided because it can alter 
bone turnover (i.e., breakdown of bone) and contribute 
to osteoporosis as well as worsen heart disease. With 
correction of the hypothyroid state, the body will once 
again work at optimal effi ciency. The clearance rate of 
medications such as anticonvulsants, digoxin, and opi-
ate analgesic agents may improve and might require a 
change in the dosage of those medications. 

 Hyperthyroidism (Thyrotoxicosis) 
 Hyperthyroidism develops in 0.5% to 2.3% of older 
people; 15% to 25% of all cases of thyrotoxicosis 
occur in adults age 60 and over. In the United States, 
most cases in older adults are due to Graves’ disease, 
which occurs when the immune system mistakenly at-
tacks the thyroid gland and causes it to overproduce 
the hormone thyroxine. Hyperthyroidism often presents 
with vague, atypical, or nonspecifi c symptoms in older 
adults (Table 44.2). 

 Older persons may present with apathetic thyro-
toxicosis. This presentation of hyperthyroidism is quite 
different from the typical hyperactive presentation of 
thyroid disease seen in younger individuals (increased 
activity, inability to sleep, increased heart rate, anxi-
ety). The older adult with apathetic thyrotoxicosis pre-
sents with depression, inactivity, lethargy, or withdrawn 
behavior, often in association with symptoms such as 
weight loss, muscle weakness, or cardiac symptoms 
(e.g., increased heart rate, fatigue, dizziness). Older in-
dividuals who experience an increased heart rate due 
to hyperthyroidism are at risk for developing atrial fi -
brillation (i.e., an irregular heart rhythm that generally 
is rapid with a pulse rate greater than 120 beats per 
minute). Hyperthyroidism can also contribute to osteo-
porosis as it increases bone turnover. 

 Nodular Thyroid Disease 
and Thyroid Cancer 
 The incidence of multinodular goiter increases with 
aging: approximately 90% of women age 70 and over, 
and 60% of men age 80 and over, have thyroid nod-
ules. The highest incidence of goiter is seen in indi-
viduals with an iodine-defi cient diet. Most goiters are 
nonpalpable. 

 Solitary thyroid nodules are more likely to be malig-
nant in people over 60 years of age, especially men. Any 
new solitary nodule or an enlargement of an existing 
nodule needs to be evaluated. 

 DISORDERS OF PARATHYROID AND 
CALCIUM METABOLISM 

 Important changes occur with aging in several systems 
that regulate calcium levels in the body. This can have 
an impact on bone breakdown, cause a reduction in 
bone mass, and, in some cases, lead to osteoporosis. 

Feeling warm or hot all the time

Tremors

Sweating

Itching skin or urticaria

Pounding, rapid, irregular heartbeat

Atypical chest pain

Weight loss, despite overeating

Marked anxiety and restlessness

Sleeplessness

Fatigue and weakness

Protruding eyes and double vision

Diarrhea

Hair loss

Heart failure

Constipation

Muscle atrophy or weakness

Nausea and vomiting

Febrile illness

  44.2   Symptoms of Hyperthyroidism 

  Note : Bold items more common in older adults. 
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 Hyperparathyroidism 
 Hyperparathyroidism is overactivity of the parathyroid 
glands resulting in excess production of parathyroid hor-
mone (PTH), which regulates and helps to maintain cal-
cium and phosphate levels. Overactivity of one or more 
of the parathyroid glands causes high calcium levels 
(i.e., hypercalcemia) and low levels of phosphate in the 
blood. Most people with hyperparathyroidism have no 
symptoms. Of those who present with symptoms, they 
are commonly associated with the effects of an increased 
calcium level. Calcium is involved in nervous system 
function. Thus, most symptoms of parathyroid disease 
are neurological in origin, the most common symptoms 
being fatigue, tiredness, or lack of energy. Other very 
common symptoms include memory problems, depres-
sion, problems with concentration, and problems sleep-
ing. Other manifestations usually involve the kidney 
(i.e., renal calculi or stones) and the skeletal system 
(bone pain due to the development of osteoporosis). 

 Vitamin D Defi ciency 
 Calcium and vitamin D are needed to make bone. Di-
etary calcium intake is inadequate in older adults be-
cause of decreased absorption of calcium. In addition, 
vitamin D defi ciency is common in older adults because 
of decreased sunlight exposure associated with lifestyle 
changes (e.g., advisement to stay out of the sun) and a 
decrease in the skin’s ability to produce vitamin D. Low 
calcium and vitamin D levels result in weaker bones 
and risk of fractures. Furthermore, vitamin D defi ciency 
is associated with muscle weakness and may contribute 
to fall risk in some older adults. 

 Adequate dietary calcium and vitamin D supple-
mentation may reverse age-related hyperparathyroid-
ism, increase bone mineral density, and reduce falls and 
osteoporotic fracture rates, although the effectiveness of 
vitamin D alone in preventing osteoporotic fractures is 
unclear. For many older people, an elemental calcium 
intake of at least 1,000 to 1,500 mg per day is desirable, 
together with at least 400 IU of vitamin D per day. Some 
older adults are unable to take daily oral supplements; 
they may benefi t from 50,000 IU of oral vitamin D every 
month. 

 Hypercalcemia 
 Primary hyperparathyroidism and malignancy are the 
most common causes of hypercalcemia (i.e., increase 
in serum calcium level) in older adults. Generally, there 
are no symptoms of hypercalcemia, but some individu-

als may complain of fatigue, depression, increased 
thirst and urination, muscle weakness, anorexia (i.e., 
diminished appetite), nausea, vomiting, and abdominal 
pain. These individuals may have changes in memory 
and behavior, as well. 

 Paget’s Disease of Bone 
 Paget’s disease is characterized by localized areas of 
increased bone remodeling and growth of bone. This 
bone, however, is not good, strong bone; there is in-
creased risk of fracture. Prevalence of Paget’s disease 
increases with age and affects 2% to 5% of people age 
50 years and over. The most commonly affected sites are 
the pelvis, spine, femur, tibia, and skull. Although Pag-
et’s disease is usually asymptomatic, when it is symp-
tomatic, pain is the most common presenting symptom, 
either localized to the affected bones or resulting from 
secondary osteoarthritic changes, often in the hips, 
knees, and vertebrae. When bone deformities occur, the 
long bones of the lower extremities are usually affected, 
often with bowing (i.e., bending into the shape of a 
bow) of the involved extremity. Skull involvement may 
result in pressure on the eighth cranial nerve and sen-
sorineural hearing loss. Treatment is not usually neces-
sary for asymptomatic disease, unless there is concern 
for hearing loss from skull involvement, nerve root or 
spinal cord compression from vertebral involvement, or 
hip fracture from femoral neck involvement. Bisphos-
phonates (see Chapter 29, “Osteoporosis”) suppress the 
accelerated bone turnover and bone remodeling that is 
characteristic of this disease. Therefore, this group of 
drugs is the best treatment option for individuals with 
Paget’s disease. 

 HORMONAL REGULATION OF WATER 
AND ELECTROLYTE BALANCE 

 Unlike young adults, older adults are predisposed to 
having too much or too little water in the body, and/
or low levels of sodium (i.e.,  hyponatremia ) .  This is 
due to an increase in antidiuretic hormone (ADH), 
which is released from the pituitary gland and acts on 
the kidneys to increase their reabsorption of water into 
the blood and causes impaired kidney function, heart 
failure, hypothyroidism, and diuretic use. These con-
ditions predispose the older adult to hyponatremia by 
impairing the body’s ability to conserve or retain water. 
Some medications (e.g., chemotherapeutic agents, nar-
cotics, antiseizure medication, antianxiety medications, 
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antidepressants such as the selective serotonin reuptake 
inhibitors [SSRIs], sulfonylureas) cause the pituitary 
gland to release an excessive amount of ADH, resulting 
in a syndrome of inappropriate antidiuretic hormone 
(SIADH). Any of these problems, therefore, predispose 
older adults to insuffi cient amounts of water by reduc-
ing the ability of the kidneys to conserve sodium or to 
concentrate urine (and, therefore, retain the maximal 
amount of water in the body). 

 The signs and symptoms of insuffi cient amounts of 
fl uid in the body (i.e., dehydration) can vary, with some 
individuals having no signs or symptoms and others 
having multiple observable problems and complaints. 
Specifi cally, symptoms can include postural hypoten-
sion (see Chapter 24, “Dizziness”), increased heart rate, 
weight loss of 3 to 5 pounds in only 1 to 2 days, de-
creased urine output or very dark urine, confusion, or 
change in behavior. For example, a resident may have 
low body fl uid because of poor intake coupled with a 
period of diarrhea from a drug side effect or change 
in diet. Treatment in these situations would include in-
creasing fl uid intake. 

 Older adults are also at risk for  hyperkalemia  (i.e., 
elevated serum potassium), especially those with dia-
betes mellitus or kidney disease. Some medications, 
specifi cally angiotensin-converting enzyme inhibi-
tors, nonsteroidal anti-infl ammatory drugs, -blocking 
agents, and diuretics with aldosterone-antagonist prop-
erties (e.g., aldactone) contribute to hyperkalemia. 
Symptoms are usually described as numbness and 
weakness of the extremities. This condition is usually 
picked up on routine lab chemistries.  Hypokalemia  also 
commonly occurs in older adults and is likely due to 
diuretics, which can cause an excessive loss of potas-
sium, or to vomiting or excessive diarrhea. 

 DISORDERS OF THE ADRENAL CORTEX 

 The adrenal cortex produces three hormones: gluco-
corticoids (e.g., cortisol, which has anti-infl ammatory 
properties), mineralocorticoids (e.g., aldosterone, which 
controls blood pressure), and androgens (e.g., testoster-
one). Over- or underproduction of these hormones can 
have an impact on the older adult. 

 Hypoadrenocorticism or Adrenal 
Failure or Addison’s Disease 
 Basal serum cortisol levels, controlled by the adrenal 
cortex, do not change with aging. Chronic glucocorti-
coid therapy (i.e., treatment with steroids) is the most 

common cause of adrenal failure in older adults, be-
cause the adrenal gland does not have to make corti-
sone when it is given via a pill. Other possible causes of 
adrenal failure include tuberculosis, cancer, or bleeding 
in the adrenal gland from anticoagulation. In addition, 
Addison’s disease, a primary cause of adrenal failure, 
affects about 1 in 100,000 people. Most cases of Ad-
dison’s Disease are caused by the gradual destruction 
of the adrenal cortex (i.e., the outer layer of the adrenal 
glands) by the body’s own immune system. About 70% 
of these cases are caused by autoimmune disorders in 
which the immune system makes antibodies that attack 
the body’s own tissues or organs and slowly destroy 
them. Adrenal insuffi ciency occurs when at least 90% 
of the adrenal cortex has been destroyed. Older adults 
with chronic adrenal insuffi ciency may present with 
nonspecifi c symptoms such as anorexia, weight loss, or 
impaired functional status; hyperkalemia may not be 
present initially. 

 Hyperadrenocorticism (Cushing’s 
Syndrome) or Excessive Amounts 
of Glucocorticoids 
 The use of oral glucocorticoids for asthma or pain man-
agement associated with infl ammation of the bones or 
muscles is the most common cause of Cushing’s syn-
drome (i.e., excessive amounts of glucocorticoids) in 
older adults. Adverse effects can include psychiatric 
and cognitive symptoms, osteoporosis, myopathy (i.e., 
muscle weakness), and elevated blood glucose. It is im-
portant to closely monitor these individuals for weight 
gain, fl uid retention, infections, diabetes, thinning of 
the skin, and weakening of the bone. 

 Diabetes 
 Diabetes mellitus is a metabolic disease characterized by 
 hyperglycemi a (i.e., high blood sugar) due to abnormali-
ties in insulin secretion, insulin action, or both. Estimates 
of the prevalence of diabetes among individuals 65 years 
of age and older range between 15% and 20%. The 
prevalence of diabetes mellitus is higher among Black 
and Hispanic people in comparison to White  persons. 

 PATHOPHYSIOLOGY OF DIABETES 
IN OLDER ADULTS 

 Diabetes is basically a disease of the pancreas. The Amer-
ican Diabetes Association classifi es diabetes mellitus 



310    Section V Diseases and Disorders

affecting older adults into three types: type 1, the re-
sult of an absolute defi ciency in insulin secretion due 
to autoimmune destruction of the beta ( ) cells of the 
pancreas (the body destroys the  cells); type 2, due 
to tissue resistance to insulin action and relative insu-
lin defi ciency (the most common among older adults); 
and a third category reserved for other specifi c types of 
diabetes such as those due to injury to the pancreas or 
diseases that cause the body to be unable to use insulin 
correctly. Beta cells are a type of cell in the pancreas 
that make and release insulin, a hormone that controls 
the level of glucose in the blood. There is a baseline 
level of insulin maintained by the pancreas, but it can 
respond quickly to spikes in blood glucose by releas-
ing stored insulin while simultaneously producing more 
from the  cells. The response time is fairly quick, tak-
ing approximately 10 minutes. 

 Most older adults with type 2 diabetes have had 
years of high blood glucose, insulin resistance, and gen-
erally have the  metabolic syndrome,  a group of meta-
bolic risk factors that include the following: 

 Abdominal obesity: excessive fat tissue in and around 
the abdomen; 
 Atherogenic dyslipidemia: blood fat disorders includ-
ing high triglycerides, low high-density lipoprotein 
cholesterol and high low-density lipoprotein choles-
terol, all of which result in blockages in the walls of 
the arteries; 
 Elevated blood pressure; 
 Insulin resistance or glucose intolerance: the body is 
unable to properly use insulin or blood sugar; 
 Prothrombotic state: an increased tendency to de-
velop blood clots in major arteries or veins; and 
 A proinfl ammatory state: increased proteins in the 
blood that cause infl ammation in various parts of the 
body and result in such things as weight loss and 
muscle wasting and weakening. 

 Reasons for the increased prevalence of type 2 dia-
betes among older adults are not fully known. There 
appears to be an interaction among several factors, in-
cluding genetics, lifestyle, and aging infl uences. Obe-
sity and decreased physical activity, common among 
older adults, contribute to impairment in insulin action. 
In addition, some medications commonly used by older 
adults (e.g., diuretics, estrogen, sympathomimetics, 
glucocorticoids, niacin, olanzapine) can alter carbohy-
drate metabolism and increase glucose levels. Illnesses, 
such as infections, myocardial infarction, and stroke, 
and stress on the body, such as undergoing a surgical 
procedure, can cause hyperglycemia. 

 The prolonged impact of hyperglycemia from dia-
betes leads to changes in the tissues and organs of the 
body including the kidneys, heart and vascular system, 
and the central nervous system. 

 DIABETES DIAGNOSIS AND EVALUATION 

 The current American Diabetes Association diagnostic 
criteria for diabetes mellitus do not include any adjust-
ments that are based on age. There are three ways to 
establish the diagnosis of diabetes mellitus as shown in 
Table 44.3. 

 In clinical practice, the presence of two fasting glu-
cose levels of ≥ 126 mg/dL is the most common method 
of diagnosis. Older adults with a fasting blood glucose 
from 110 to 125 mg/dL are defi ned as having  impaired 
fasting glucose  (IFG), a condition associated with in-
creased risk for diabetes development. Some older 
adults have isolated postchallenge (i.e., after eating) 
hyperglycemia (IPH) but do not have high fasting blood 
glucoses. It has been demonstrated repeatedly that in 
people with glucose intolerance, progression to type 2 
diabetes can be prevented by medications and lifestyle 
changes. 

 MANAGEMENT 

 General Principles of 
Diabetes Management 
 The resident’s primary health care provider should 
work with him or her, and the caregivers, to develop 

I. Symptoms of polyuria, polydipsia, and unex-
plained weight loss plus a casual plasma glucose 
concentration of ≥ 200 mg/dL (11.1 mmol/L). Casual 
is defi ned as any time of day without regard to time 
since last meal.

II. Plasma glucose concentration after an 8-hour fast 
of ≥ 126 mg/dL (7.0 mmol/L).

III. Plasma glucose concentration of ≥ 200 mg/dL 
(11.1 mmol/L) measured 2 hours after ingestion of 
75 g of glucose in 300 mL of water administered 
after an overnight fast.

  44.3   Criteria for the Diagnosis 
of Diabetes Mellitus 
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goals for diabetes management that ideally consist of 
the following: 

 Control of the hyperglycemia and its symptoms 
 Management of the associated risks for vascular dis-
ease (i.e., coronary disease or heart disease, cerebro-
vascular disease or stroke, and peripheral vascular 
disease including decreased sensation, burning, or 
pain in the feet), vision changes, and kidney disease 
 Evaluation and treatment of diabetes complications 
(e.g., foot ulcers, skin infections, bladder infections, 
hyper- and hypoglycemia) 

 Another consideration in treating older diabetic 
adults is life expectancy and the time needed for clinical 
benefi t from a specifi c intervention. Clinical trials have 
demonstrated that approximately 8 years are needed 
before the benefi ts of glycemic control are refl ected in 
a reduction in vascular complications such as diabetic 
retinopathy or kidney disease, but only 2 to 3 years are 
required to see benefi ts from better control of blood 
pressure and lipids. It is important to remember that 
the median remaining life expectancy for a 70-year-old 
woman is 14 years—plenty of time for the development 
of diabetes complications. Therefore, for a newly diag-
nosed person in her or his early 70s, diabetes manage-

ment is no different from that of younger people. In all 
cases, resident preferences and quality of life must be 
considered. 

 Management of Hyperglycemia 
 There are many options for drug therapy in older adults 
with type 2 diabetes who have no preferred treatment 
plans. Treatment may include any of the classes of 
drugs shown in Tables 44.4 and 44.5, used alone or in 
combination. Oral treatment may be suffi cient for some 
individuals, while others may be best controlled with 
insulin administration. The assisted living nurse may 
want to recommend the use of an insulin pen, for exam-
ple, if this will optimize the resident’s and/or nursing 
assistant’s ability to administer insulin when needed. 
Ongoing management of blood sugars should certainly 
be considered and implemented, although there are no 
clear guidelines as to how often fi nger sticks should be 
checked. Individuals on insulin will need more regular 
testing, whereas those who are stable on oral treatments 
can be tested less frequently. It is important to establish 
a realistic plan with which the resident is comfortable, 
that the nursing staff can implement, and in which the 
level of oversight is such that episodes of hyper- or hy-
poglycemia can be prevented. 

  44.4   Noninsulin Agents for Treating Diabetes Mellitus 

DRUG DOSAGE HOW THE DRUG WORKS

Oral agents

Second-generation sulfonylureas

Glimepiride (Amaryl) 4–8 mg daily, begin 1–2 mg Increases insulin production

Glipizide (generic or Glucotrol) 2.5–40 mg daily in a single 
or divided dose

Increases insulin production

(Glucotrol XL) 5–20 mg daily Increases insulin production

Glyburide (generic or Dia eta, 
Micronase)

1.25–20 mg daily in a single 
or divided dose 

Increases insulin production

Micronized glyburide (Glynase) 1.5–12 mg daily Increases insulin production

(continued)
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DRUG DOSAGE HOW THE DRUG WORKS

-Glucosidase inhibitors

Acarbose (Precose) 50–100 mg tid, just before meals; 
start with 25 mg

Delays glucose absorption

Miglitol (Glyset) 25–100 mg tid, with 1st bite 
of meal; start with 25 mg qd

Delays glucose absorption

Biguanides

Metformin (Glucophage) 500–2550 mg divided Decreases liver production of glucose 

(Glucophage XR) 1500–2000 mg qd Decreases liver production of glucose

Meglitinides

Nateglinide (Starlix) 60–120 mg tid Increases insulin secretion 

Repaglinide (Prandin) 0.5 mg bid–qid if HbA1c < 8% 
or previously untreated
1–2 mg bid–qid if HbA1c ≥ 8% 
or previously treated

Increases insulin secretion 

Thiazolidinediones

Pioglitazone (Actos) 15 or 30 mg qd; max 45 mg/d 
as monotherapy, 30 mg/d in 
combination therapy

Reduces the cells resistance to insulin 
so increases the use of insulin in the 
body 

Rosiglitazone (Avandia) 4 mg qd–bid Reduces the cells resistance to insulin 
so increases the use of insulin in the 
body

Combination drugs

Glipizide and metformin 
(METAGLIP)

2.5/250 once; 20/2,000 in two 
divided doses

Increases insulin production and 
decreases liver production of glucose

Glyburide and metformin 
(Glucovance)

1.25/250 mg initially if previously 
untreated; 2.5/500 mg or 5/500 mg 
bid with meals; max 20/2,000/d

Increases insulin production and 
decreases liver production of glucose

Rosiglitazone and metformin 
(Avandamet)

4/1,000–8/2,000 in two divided 
doses

Reduces the cell’s resistance to insulin 
so increases the use of insulin in the 
body and decreases liver production of 
glucose

  44.4   Noninsulin Agents for Treating Diabetes Mellitus (continued ) 

(continued)
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 Management of Hypoglycemia 
 If the resident complains of being, or is observed to be, 
shaky, nervous, tired, sweaty, cold, hungry, confused, 
lightheaded, irritable, or impatient, he or she should be 
checked for hypoglycemia. If the blood sugar is greater 
than 70 mg/dl, it is unlikely that blood sugar level is 
the cause of the symptoms. There are some individuals, 
however, who become accustomed to having relatively 
high blood sugars (in the 200 range), and these indi-
viduals may feel symptomatic when their blood sugars 
drop into the low 100s. 

 If the resident is symptomatic and the blood sugar 
is less than 70 mg/dl, they should be directed to quickly 
eat or drink 15 grams of carbohydrate, such as 1/2 cup 
of fruit juice (e.g., orange, cranberry), 1–2 teaspoons of 
sugar or honey, 1/2 cup of regular soda, 5–6 pieces of 
hard candy, glucose gel or tablets (take the amount 
noted on the package to total 15 grams of carbohydrate), 
or 1 cup of milk. For individuals with some swallowing 
diffi culty or who are unwilling or unable to eat or drink 
at the time, the nurse, nursing assistant, or other care-
giver can be taught to squeeze decorative cake frost-
ing between the gum and the cheek. This will dissolve 
and get absorbed into the bloodstream within minutes. 

The resident’s blood sugar should be checked again in 
15 minutes. If it is still below 70 mg/dl, the resident 
should eat another 15 grams of carbohydrate. For emer-
gency situations in which the resident is nonresponsive 
with a low blood sugar, a glucagon kit should be avail-
able in the facility and staff should be trained on the 
use of this kit. The kit includes a prefi lled syringe of 
glucagon for easy oral administration. 

 DIABETES EDUCATION AND 
SELF-MANAGEMENT SUPPORT 

 Diabetes self-management and support must cover 
several areas. It is extremely important that the older 
adults, and all caregivers, be educated about hypo- and 
hyperglycemia, including precipitating factors, preven-
tion, symptoms (Table 44.6), monitoring, treatment, and 
when to notify the primary health care provider. Diet 
and physical activity remain important components of 
the initial and ongoing management of residents with 
diabetes. Specifi c dietary recommendations must be 
tailored for each individual and include assessment 
of cholesterol intake and weight management. Physi-
cal activity programs should also be individualized. 

  44.4   Noninsulin Agents for Treating Diabetes Mellitus (continued  ) 

DRUG DOSAGE HOW THE DRUG WORKS

Injectable Agents

Exenatide (Byetta) 5–10 µg SC bid Incretin mimetic, which means that 
when food is eaten and there is an 
increase in glucose, the drug causes an 
increase in the release of insulin. This 
has the advantage of very low risk of 
hypoglycemia since it only works when 
the blood sugar is elevated

Pramlintide (Symlin) 60 µg SC before meals Amylin analogue that decreases the 
liver’s release of glucagons and slows 
the emptying of the stomach, which 
decreases appetite

  Note : qid = four times a day; qd = every day; SC = subcutaneous; tid = three times a day. 
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  44.6  Signs and Symptoms of
Hyper- and Hypoglycemia 

HYPOGLYCEMIA HYPERGLYCEMIA 

Confusion High levels of sugar in 
the urine

Abnormal behavior 
( functional changes)

Frequent urination

Both confusion and 
 abnormal behavior

Increased thirst

Visual disturbances 
(double vision and 
blurred vision) 

Confusion

Seizures Dry mouth

Loss of consciousness

Heart palpitations 

Tremor

Anxiety

Sweating

Hunger

The resident should be assessed regularly for level of 
physical activity and informed about the benefi ts of ex-
ercise and available resources for becoming more active 
(http://www.easyforyou.info). 

 Ongoing education is needed for older adults and 
their caregivers with regard to any changes in manage-
ment, particularly if new medications are started. Finger 
sticks to monitor glucose levels are needed to prevent 
and manage episodes of hypo- or hyperglycemia. Edu-
cation should also include risk factors and methods to 
prevent and manage infections (fungal and bladder in-
fections, in particular), foot ulcers, foot numbness, vi-
sual changes, and the other associated complications of 
diabetes such as cognitive impairment, hyponatremia, 
or urinary frequency. 

PREPARATIONS ONSET PEAK DURATION

Insulin lispro 
(Humalog)

15 min 0.5–1.5 h 6–8 h

Insulin (e.g., 
Humulin, 
Novolin)

 Regular 0.5–1 h 2–3 h 8–12 h

  Neutral 
Protamine 
Hagedorn 
or NPH

1–1.5 h 4–12 h 24 h

Insulin aspart 
(NovoLog)

30 min 1–3 h 3–5 h

Long-acting 
(Ultralente)

4–8 h 16–18 h > 36 h

Insulin Glargine 
(Lantus)

1–2 h — 24 h

Insulin, zinc 
(Lente)

1–2.5 h 8–12 h 18–24 h

Isophane 
insulin and 
regular insulin 
inj. (Novolin 
70/30)

30 min 2–12 h 24 h

  44.5   Insulin Preparations 
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 The structure and function of the gastrointestinal tract 
are affected both by physiologic changes of aging and 
by the effects of accumulating disorders involving many 
body systems. In association with age, there are changes 
in connective tissue that limit the elasticity of the gut 
and additional alterations in the nerves and muscles of 
the gut that impair motility. Some disease states, like 
atherosclerosis and diabetes mellitus, can adversely 
infl uence gastrointestinal function and lead to symp-
toms and complications. Gastrointestinal problems may 
quickly compromise the older adult’s ability to maintain 
adequate nutrition and hydration and can cause fatigue, 
weakness, weight loss, and decreased quality of life. 

 ESOPHAGUS 

 Gastroesophageal Refl ux Disease (GERD) 
 GERD is a chronic symptom of mucosal damage pro-
duced by the abnormal refl ux of gastric contents into the 
esophagus. Highly specifi c symptoms for GERD include 
heartburn, regurgitation, or both, that occur often after 
meals, are aggravated by lying down or bending for-
ward at the waist, and are relieved by antacids. Among 
persons age 65 and over, symptoms of heartburn or acid 
regurgitation occur at least weekly in 20% of the popu-
lation and at least monthly in 59% of the population. 

 In more than 80% of older adults, GERD is caused 
by transient inappropriate lower esophageal sphincter 
relaxation that leads to acid refl ux into the esophagus. 
Some persons may have reduced lower esophageal 
sphincter tone that permits refl ux when intra-abdominal  
pressure rises. Sliding hiatal hernia occurs in about 
30% of older adults age 50 years or over and may con-
tribute to acid refl ux and regurgitation. Poor esophageal 
peristalsis (i.e., movement that allows passage of food, 
fl uid, and gas) leads to delayed clearance of the refl ux-
ate and increased exposure of the esophagus to ab-
dominal acid. Older adults who take medications with 
anticholinergic properties (e.g., Benadryl, oxybutinin) 
generally have reduced salivary secretions. Salivary se-
cretions are important, as these secretions protect the 
lining of the esophagus from refl uxed acid, which can 
damage the esophageal tissue. 

 Older adults with mild symptoms of regurgitation 
should be treated with acid-suppressing drugs to decrease 
the risk of damage to the esophageal tissue. If symptoms 
are not relieved by treatment, then further evaluation by 
the primary health care provider is recommended. The 
presence of anemia, dysphagia, gastrointestinal bleed-
ing, recurrent vomiting, and weight loss suggests compli-
cated GERD. Older adults with these signs and symptoms 
should be referred to their primary health care provider 
because the next step will generally be endoscopy to ob-
serve for tissue damage in the esophagus. 
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 A group of drugs called proton-pump inhibitors are 
the treatment of choice for older adults with GERD. 
Some of these medications (e.g., omeprazole; Prilosec 
OTC) are currently available over-the-counter. These 
drugs heal esophagitis in 85% of cases and eradicate 
heartburn and regurgitation in 80% of cases. In com-
parison, H 2  antagonists (e.g., ranitidine) ameliorate 
symptoms and heal esophagitis in only 60% of cases. 
For the dysphagic older adult, various formulations 
of proton-pump inhibitors, such as orally disintegrat-
ing tablets, are available. Generally, therapy is contin-
ued for at least 8 weeks. After this period, the resident 
is given a trial period off medication to determine if 
symptoms reoccur. Recurrence is common after therapy 
is stopped, and lifelong therapy is usually needed. It 
should be recognized, however, that ongoing treatment 
with these medication is not without risk. Gastric acid-
ity normally protects the individual against ingested 
pathogens that can cause pneumonia; therefore, sup-
pression of the acid increases the risk of pneumonia. 

 Drug-Induced Esophageal Injury 
 Decreased esophageal peristaltic clearance, common 
among older adults, may be associated with pill reten-
tion, as a result of which esophageal injury can occur 
because of prolonged contact of the caustic contents of 
the medication with the esophageal mucosa. Given that 
salivation and swallowing are markedly reduced dur-
ing sleep, pill intake immediately before going to sleep 
and without adequate fl uid can increase risk of pill 
retention and injury. Taking medications with at least 
8 fl uid ounces of water helps dissolve tablets or cap-
sules and may reduce the risk of injury or gastroin-
testinal complaints. Those with medication-induced 
esophageal injury complain of sudden painful swallow-
ing (odynophagia) to a degree that even swallowing sa-
liva is diffi cult. 

 Tetracyclines, particularly doxycycline, are the most 
common antibiotics that induce esophagitis. Aspirin 
and all of the nonsteroidal anti-infl ammatory drugs 
(NSAIDs) can also damage the esophagus. Other of-
fenders include potassium chloride, quinidine, iron, and 
alendronate (an agent increasingly used for treatment 
of osteoporosis in older adults). Alendronate should be 
used cautiously in residents with esophageal dysfunc-
tion. It must be taken on an empty stomach with at 
least 8 ounces of water that should be consumed with 
the medication to minimize the risk of the tablet getting 
stuck in the esophagus and causing damage. In addi-
tion, residents should stand or sit upright for at least 
30 minutes after taking the alendronate to facilitate 

drug absorption; the resident should not eat during this 
30 minute interval. 

 Esophageal Cancer: Endoscopic 
Palliation 
 Esophageal cancer is commonly diagnosed at an ad-
vanced, incurable stage in older adults who are, there-
fore, not candidates for resection of the tumor. These 
residents are plagued by symptoms of esophageal ob-
struction or fi stula formation, dysphagia, aspiration, 
and weight loss. In such instances, palliative treatments 
can sometimes be done such as laser therapy or a single 
stent placement into the esophagus to open the esopha-
gus and facilitate swallowing. 

 STOMACH 

 Dyspepsia 
 Dyspepsia implies chronic or recurrent pain or discom-
fort in the upper abdomen. Major causes of dyspepsia 
are gastric or duodenal ulcers, gastroesophageal refl ux, 
and gastric cancer. Endoscopy may or may not show 
evidence of refl ux. 

 Because the incidence of gastric cancer increases 
with age, upper endoscopy should be considered in 
older adults presenting with new onset of dyspepsia. 
Treatment is targeted at the underlying diagnosis. For 
residents with evidence of an ulcer and documented  H. 
pylori  infection at the site of the ulcer, a trial of  H. pylori  
therapy should heal the ulcer and decrease the likeli-
hood that the ulcer will reoccur. For most older adults 
with functional (or nonulcer) dyspepsia, reassurance 
and a course of medication that decreases the secretion 
of acid (either H 2 -receptor antagonists or proton-pump 
inhibitors) is usually recommended. 

 Medication-Induced Gastric 
Complications 
 The risk of ulcers and their complications is three times 
greater among NSAID users than in nonusers. For those 
age 60 or over, the relative risk increases even more, to 
fi vefold. Older adults with NSAID-induced ulcers tend 
to present with anemia, bleeding, or perforation with-
out the warning symptoms of dyspepsia or abdominal 
pain. When NSAIDs are used, even if these are COX-2 
inhibitors, the individual should also take a proton-
pump inhibitor. 
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 Peptic Ulcer Disease 
 In the United States,  H. pylori  infection is responsible 
for about 80% of duodenal ulcers and approximately 
60% of gastric ulcers. The majority of older adults with 
ulcers complain of dyspepsia, although bleeding, ane-
mia, and acute abdominal pain may also occur. Typi-
cally, the diagnosis of peptic ulcer is made by upper 
gastrointestinal endoscopy. 

 Biliary Disease 
 Gallstones primarily form in the gallbladder and may 
obstruct the cystic or common bile duct, causing bil-
iary pain, cholecystitis, and cholangitis. When stones 
obstruct the gallbladder, pancreatitis may occur. Biliary 
pain is characterized as acute, severe upper abdominal 
pain, usually in the epigastrium or right upper quad-
rant; it may last for more than 1 hour. Pain may radi-
ate to the back or scapula and is often associated with 
restlessness, nausea, or vomiting. Episodes are typically 
separated by several weeks. Postprandial epigastric full-
ness (i.e., a sense of fullness in the mid-upper stomach 
after eating), fatty food intolerance, and regurgitation 
are nonspecifi c symptoms and may or may not be due 
to gallstones. In older adults who complain of biliary 
pain but have had a cholecystectomy, it is possible that 
they have a retained common bile duct and a stone 
could be embedded within this area. 

 COLON 

 Constipation 
 Chronic constipation, stool evacuation less than three 
times per week, affects about 30% of adults age 65 years 
or older and is more common among women. Some 
older adults may complain of straining at defecation or 
a sense of incomplete defecation despite a daily bowel 
evacuation. A more objective diagnosis of constipation 
is based on colonic transit times, which is the time it 
takes for the passage of stool through the colon. Normal 
transit time is about 6 hours in the small intestine and 
36 to 72 hours in the large intestine. 

 Older adults are at risk for constipation because 
of normal age-related changes that result in decreased 
sensation of the need to defecate and a slowing of the 
motility of the gastrointestinal tract. Nerves in the rec-
tum become less receptive and less able to distinguish 
between fl atus, solid, or liquid matter exiting from the 
anus. Other factors contributing to constipation include 

comorbid conditions such as endocrine/metabolic dis-
eases, myopathic conditions, neurologic disease, psy-
chological conditions, and functional impairments. 
Medications commonly administered to older adults 
can also cause or contribute to constipation, such as 
analgesics, antacids, antidepressants, antihistamines, 
antihypertensives, anticholinergics, antiparkinsonism 
drugs, iron salts, NSAIDs, sedatives, and opiates. Lastly, 
poor mobility, low-fi ber diets, and dehydration also in-
crease the risk for constipation. 

 Most individuals with constipation have  colonic iner-
tia , defi ned as the delayed passage of radiopaque markers 
(or stool) through the colon.  Outlet delay , when the stool 
passes normally through to the rectum but then remains 
there, is another cause of constipation. This is typically 
seen in older females with weak pelvic muscles. 

 Treatment of Constipation 
 In addition to the impact on quality of life, chronic con-
stipation can lead to fecal impaction, and subsequent 
urinary and fecal incontinence. Treatment is a resident-
sensitive mix of nonpharmacological and pharmaco-
logical measures. 

 Nonpharmacological Methods 

 Lifestyle interventions that specifi cally address diet, 
fl uid intake, and activity may be helpful in preventing 
constipation in older adults. Increased dietary fi ber, 
with a goal of consuming 24 grams of fi ber per day, can 
improve  propulsion time , increase the rate of passage of 
stool through the colon, and help produce stools that 
are softer and easier to expel. Adequate hydration and 
exercise to optimize bowel function may also be help-
ful. These interventions will not, however, be suffi cient 
to treat constipation once it occurs (i.e., water and ex-
ercise will not provide the bowel stimulation needed to 
cause evacuation once constipation is present). 

 A comprehensive review of current prescribed medi-
cations can also be done to determine if there are medi-
cations that are likely to be contributing to constipation. 
If possible, it may be helpful to replace a constipating 
medication with one that is less-constipating, or at least 
reducing the dose. Lastly, encouraging the resident to 
recognize and respond to the urge to defecate rather 
than ignore it will help in preventing constipation. 

 Pharmacological Methods 

 Pharmacological treatment of constipation involves lax-
atives that are divided into the following classes:  bulk 
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laxatives, stool softeners, osmotic laxatives,  and  stimu-
lant laxatives  (see Table 45.1). Bulk laxatives are organic 
polymers that absorb water from the intestinal lumen to 
improve stool bulk and soften stool consistency. These 
agents take several days to work. It is critical that the 
individual drink suffi cient amounts of fl uid to avoid me-
chanical obstruction. Laxatives will not be useful if the 
resident has a slow transit time that is causing the con-
stipation or anorectal dysfunction thus making it diffi cult 
for him or her to eliminate stool once it is in the rectum.   

  Stool softeners  lower intestinal surface tension that 
permits water to enter the bowel more readily. These 
agents may have some role in the prevention of constipa-

tion, but they are not effective as a treatment once con-
stipation has occurred.  Saline/osmotic laxatives  contain 
poorly absorbed molecules that pull fl uid into the colon 
from the blood stream (e.g., milk of magnesia). Newer 
saline/osmotic laxatives are the polyethylene glycols 
(PEGs) such as lactulose that appear to be safe and ef-
fective although they tend to cause signifi cant gas pro-
duction.  Stimulant laxatives  increase intestinal motility 
and secretion of water into the bowel, usually produc-
ing bowel movements within hours. These agents tend 
to be associated with abdominal discomfort, electrolyte 
imbalances, cramping, hepatotoxicity (liver damage), 
and allergic reactions. 

45.1 Descriptions of the Different Laxatives Used for Constipation

DRUG CLASS/DRUG MECHANISM OF ACTION ADVERSE EFFECTS DOSAGE

Bulk-forming
Psyllium

Increases water 
and water-absorbent 
properties of stool

Flatulence, abdominal 
cramps, rarely allergic 
reaction

10–20 g in evening 
with 1.4 dL of water

Osmotic laxatives
Milk of Magnesia

Produces osmotic 
gradient and retains fl uid 
in colonic lumen leading 
to improved propulsion

Flatulence, 
hypermagnesemia in 
residents with renal 
failure, hypokalemia

2.25–4.5 tbsp in the 
 morning with 2 dL 
liquid

Lactulose Produces osmotic gradient 
and colonic water retention

Flatulence, abdominal 
cramps, hypokalemia

10–30 mL daily to BID

Polyethylene glycol Binds and retains water 
in the colonic lumen

Abdominal pain; rarely 
fl atulence

10–3 g daily to BID

Chloride channel 
activator

Enhances intestinal fl uid 
secretion and may restore 
mucosal barrier function

Nausea, abdominal 
discomfort, headache

24 mcg po BID

Stimulant laxatives
Anthraquinones 
(senna, cascara)

Induces active secretion of 
water and electrolytes; 
myenteric plexus stimulation 

Abdominal cramps, 
hypokalemia

12–30 mg daily

Bisacodyl Direct stimulation of 
small intestine and 
colonic peristalsis

Abdominal cramps, 
fl atulence, rectal burning

5–10 mg at night 
up to three times 
per week

Phosphate enema Rectal distension 
stimulates evacuation

Anorectal irritation; 
hyperphosphatemia 
in chronic renal failure

When needed

Note: BID = twice a day; po = by mouth.
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 For older adults with normal colonic transit time, 
fl uids, dietary fi ber, and bulk laxatives, such as psyl-
lium seed or calcium polycarbophil, are effective in 
maintaining bowel function so that constipation does 
not occur. Management of older adults with slow-transit 
constipation generally will require a daily osmotic laxa-
tive such as sorbitol, lactulose, or a polyethylene glycol 
solution. Individuals with anorectal dysfunction may 
need a stimulant laxative to evacuate the stool from the 
rectum. When fecal impaction occurs, the colon should 
be evacuated with enemas or polyethylene glycol elec-
trolyte solution until cleansing is complete. Recurrence 
of fecal impaction should be avoided by establishing an 
appropriate diet, fl uid, activity, and laxative plan. 

 Fecal Incontinence 
 Fecal incontinence, defi ned as recurrent uncontrolled 
passage of fecal material for at least 1 month, affects 
quality of life and can lead to social isolation. It may 
be minor, with inadvertent passage of fl atus or soiling 
of underwear with liquid stool, or it may be major, 
with involuntary leakage of feces. Fecal incontinence 
affects 2% to 7% of adults, most of whom are older 
adults. 

 Fecal continence depends on many factors, such 
as physical and mental function, stool consistency, co-
lonic transit, rectal strength, internal and external anal 
sphincter function, as well as anorectal sensation and 
refl exes. Normal defecation is a complex process that 
starts with entry of stool into the rectum that leads to 
refl ex relaxation of the internal anal sphincter so that 
the stool can pass. Decreased anal sphincter tone can 
result from trauma (e.g., vaginal deliveries, anal sur-
gery, radiation) or neurologic disorders (e.g., spinal 
cord injury or a secondary effect of diabetes mellitus) 
and result in being unable to tighten the sphincter and 
control the passage of stool. 

  Impaction  is a common cause of fecal incontinence 
in older adults. The history and physical examination 
often provide clues to the cause of fecal incontinence. 
Asking about recent bowel activity, exploring symptoms 
of fullness, examination of the abdomen to see if it is 
hard, distended, and/or uncomfortable when palpated, 
and doing a rectal exam to see if there is stool in the 
rectum help identify evidence of impaction. In the event 
of impaction, or evidence of a large amount of stool in 
the rectum, enemata are likely needed (possibly given 
daily over a few days to fully evacuate the bowel). Fol-
lowing an impaction, work with the resident and his or 
her primary health care provider to establish a bowel 
regimen that will avoid future impactions. 

 Management of fecal incontinence should focus on 
trying to reduce how often the individual passes stool 
and making the stool consistency easier to manage. If 
the person tends to have frequent, loose stools, an an-
tidiarrheal drug, such as loperamide, may be an effec-
tive way in which to decrease episodes of incontinence. 
A bulking agent, such as methylcellulose, can help fi rm 
the stool and make management easier for the resident 
and caregiver. Residents with incontinence related to 
cognitive impairment or physical debility may benefi t 
from a regular defecation program. Such a program 
would include six to eight, 8-ounce glasses of fl uid daily, 
regular physical activity as per resident ability, and, as 
needed, an appropriate laxative based on assessment of 
the resident’s bowel patterns and stool consistency. 

 Diverticular Disease 
 Diverticular disease is very common in older adults 
and means that the individual has developed small 
pouches in the lining of the colon (i.e., large intestine) 
that bulge outward through weak spots. Each pouch is 
called a diverticulum; multiple pouches are called di-
verticula. The condition of having diverticula is called 
diverticulosis. When the pouches become infl amed, 
the condition is called diverticulitis. Most older adults 
with diverticular disease have no symptoms, although 
20% will develop diverticulitis, and 10% may develop 
bleeding from the diverticula. The mere presence of di-
verticulosis does not require specifi c therapy. However, 
these individuals are encouraged to eat a diet high in 
fi ber, as this may reduce the risk of developing diver-
ticulitis or bleeding. 

 Some older adults with diverticulosis may complain 
of nonspecifi c abdominal cramping, bloating, fl atu-
lence, and irregular bowel habits. Diverticular bleeding 
is usually painless and self-limited; it rarely coexists 
with acute diverticulitis. Diverticulitis usually presents 
with left lower quadrant pain and a low-grade fever; 
nausea, vomiting, constipation, diarrhea, and dysuria 
or frequency may occur. If the resident has left lower 
abdomen tenderness or some distension, the primary 
health care provider should be contacted. Mild diver-
ticulitis is usually treated with clear liquids and oral 
antibiotics. 

 Irritable Bowel Syndrome 
 Irritable bowel syndrome (IBS) is a functional gastro-
intestinal disorder characterized by abdominal pain, 
bloating, and either constipation or diarrhea, or both. 
Although psychosocial factors are commonly involved 
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in IBS, they are not known to have a causative role. 
These signs and symptoms are  not  indicative of IBS: 
weight loss, fi rst onset of symptoms after age 50, noc-
turnal diarrhea, rectal bleeding or obstruction, anemia, 
an elevated white blood count, abnormal blood chemis-
tries, positive fecal cultures for infection. Treatment usu-
ally focuses on managing the symptoms and includes 
medications to prevent or decrease colon spasms, an-
tidiarrheals, and/or fi ber supplements. 

 Gastrointestinal Bleeding 
 Older adults commonly have a positive stool test for 
occult blood or are diagnosed with unexplained iron-
defi ciency anemia. Although colorectal cancer is a lead-
ing concern, many other causes, such as esophagitis, 
peptic ulcers, esophageal and gastric malignancies, in-
testinal or colonic angiodysplasia, benign colon polyps, 
infl ammatory bowel disease, or hemorrhoids may be 
the cause. Unfortunately, the stool test can result in a 
false-positive: the test was positive but not really indic-
ative of any serious fi nding. Given the high incidence 
of bowel cancer in older adults, however, the primary 
health care provider, resident, and family/proxy can 
then explore further testing to determine the cause of 
the bleeding and next steps. 

Clostridium Diffi cile  Infection 
and Pseudomembranous Colitis 
  C. diffi cile  infection is generally precipitated by the 
use of antibiotics, such as cephalosporins, penicillins, 
or clindamycin, but it can also be passed from one 
resident to the next. Clinically it presents with watery, 
foul-smelling  diarrhea, crampy abdominal pain, fever, 
abdominal tenderness and distention, and an elevated 
white blood cell count. The diagnosis is best made 
by sending a stool specimen for culture so that  C. dif-
fi cile  cytotoxins can be identifi ed. Antibiotic treatment 
is needed and usually is with metronidazole 250 mg 
orally every 6 hours for 10 days; it is effective in 85% 
of cases. If this does not eliminate the infection—based 
on the resident being pain free and without diarrhea—
vancomycin (125 mg every 6 hours) is used. Relapses 
may occur in up to 20% of cases and require additional 
treatment. With multiple recurrences of  C. diffi cile , van-
comycin taper regimens are recommended. Prevention 
of transmission of  C. diffi cile  is critical and includes 
good hand washing between residents. It is critically 
important to educate all staff and families that alcohol-
based cleaners will not kill  C. diffi cile . Hand washing 

with soap and water, however, is effective and should be 
stressed (also see Chapter 41, “Infectious Diseases”). 

 Colonic Polyps and Colon Cancer 
 A colonic polyp is a small clump of cells that form on 
the colon lining. Although the great majority of colon 
polyps are harmless, some may become cancerous over 
time. The risk of developing colonic polyps is greater 
among those who are 50 years of age or older, male, 
overweight, a smoker, eat a high-fat, low-fi ber diet, 
or have a personal or family history of colon polyps 
or colon cancer. Polyps are usually asymptomatic, but 
they may bleed or predispose the individual to cancer. 
Detection and removal of polyps decreases the risk of 
developing colorectal cancer. 

 Colorectal cancer is the third leading cancer in the 
United States and the second leading cause of cancer 
death. The risk of colorectal cancer increases dramati-
cally with age, with more than 90% of cases occurring 
in people over age 50. Signs and symptoms indicative 
of colon cancer include a positive stool for occult blood, 
abdominal pain, altered bowel function, or pencil-thin 
stools. When any of these signs or symptoms are pres-
ent, the primary health care provider will generally 
refer the individual for a colonoscopy. Residents may 
need help with the preparation for the colonoscopy. The 
goal of colonoscopy preparation is to eliminate all fecal 
matter from the colon so that the physician conducting 
the colonoscopy will have a clear view. There are sev-
eral ways to achieve this: a clear liquid diet the day be-
fore the colonoscopy; a laxative such as Golytely (also 
called Colyte, or Nulytely), phospho-soda, or sodium 
phosphate tablets (Osmo-Prep and Visicol). On the day 
of the test, in addition to having nothing by mouth (i.e., 
NPO), a Dulcolax suppository or Fleets enema might 
also be administered. 
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 Most older women generally do not seek regular gyne-
cologic care as they no longer need to have Pap tests 
done, and may not be actively engaged in sexual activ-
ity and do not need birth control. They may, however, 
have problems associated with their gynecological sys-
tem and/or sexual disorders that need to be evaluated 
and managed to improve their overall health and qual-
ity of life. 

 HISTORY AND PHYSICAL 
EXAMINATION 

 Older women should be asked about gynecologic-
 related issues including involuntary loss of urine or 
feces, sexual behavior patterns, potential exposure to 
sexually transmitted diseases, and use of alternative 
medical treatments (e.g., for sexual drive or vaginal 
dryness). The history related to sexual activity is the 
most important part of the evaluation of sexual func-
tion; careful questioning can detect problems that the 
individual might not otherwise volunteer. It is important 
to provide a comfortable atmosphere and privacy. Ask 
the woman about her interest in sexual activity (i.e., 
sex drive), dyspareunia (i.e., painful sexual activity) if 
she is sexually active, lack of vaginal lubrication, and 
any negative experiences such as current negative or 
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abusive interactions with a spouse or signifi cant other 
(particularly if she is a caregiver or in a dependent situ-
ation receiving care). 

 Nongynecologic medical problems that can have 
signifi cant gynecologic effects should be noted. For 
example, women who have had breast cancer therapy 
may have severe vaginal atrophy (i.e., thinning and in-
fl ammation of the vaginal walls due to a decline in es-
trogen). Women with signifi cant osteoporosis and cur-
vature of the spine may be more likely to have genital 
prolapse, which occurs when the pelvic organs (uterus, 
bladder, rectum) slip down from their normal position 
and either protrude into or press against the wall of the 
vagina. Previous obstetrical events may have damaged 
the pelvic fl oor causing urinary incontinence and geni-
tal prolapse. History taking should also include inquiry 
about abdominal distention (a sign of ovarian cancer) 
and abnormal vaginal discharge or bleeding (signs of 
endometrial, cervical, or vaginal cancer), and a history 
of estrogen use. Positioning of the woman to ideally vi-
sualize the vaginal area may be a challenge. To examine 
the woman in bed, which is often the most practical, 
position her on an inverted bedpan placed under the 
sacrum in order to elevate the pelvis. As an alternative 
position the woman can be positioned in the left lateral 
decubitus position: the woman lies on her left side, with 
knees fl exed. 
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 A simple pelvic examination of an older woman in-
cludes the following: 

 Examination of the vulva for abnormal pigmentation, 
erythema, or raised lesions. 
 Evidence of atrophy: vaginal dryness, pale vaginal 
mucosa. This is easily seen just by looking at the in-
side of the lips of the vagina. 
 Instruct the woman to perform the Valsalva maneu-
ver to evaluate for pelvic organ prolapse and urinary 
incontinence: take a deep breath and then forcibly 
exhale against pursed lips or a closed airway. Ob-
serve if tissues protrude from the vaginal opening or 
if there is leakage of urine (see Chapter 26, “Urinary 
Incontinence”). 

 Older women are at risk for ovarian cancer and 
should be seen by their primary health care provider if 
there are any signs of this problem: abdominal disten-
sion or pain, urinary retention. Normally, the ovaries 
become smaller with age; a referral can further exam-
ine the woman and determine if there are abnormal 
changes. Further testing usually involves abdominal or 
pelvic ultrasound. 

 TREATMENT OF MENOPAUSAL 
SYMPTOMS

 Estrogen is labeled by the U.S. Food and Drug Ad-
ministration (FDA) for the treatment of menopausal 
symptoms, urogenital dryness, and for prevention of 
osteoporosis. Although there are many benefi ts to es-
trogen use, there are risks as well. 

 The average age of menopause is 51 among White 
women living in the United States. With a life expec-
tancy of 78 years, the average woman is postmenopausal 
one-third of her life. Many women and their health care 
providers choose to treat or prevent the side effects of 
estrogen defi ciency in menopause, although the popu-
larity of this therapy is waning in response to the recent 
fi ndings of the Women’s Health Initiative (WHI) trial, 
which showed that the risk of stroke and breast cancer 
are greater among those who take estrogen. Vasomotor 
symptoms or hot fl ashes are the most common symp-
tom of menopause, occurring in up to 80% of perimeno-
pausal women. Symptoms persist beyond 5 years in 25% 
of women and are lifelong in a small minority. Although 
the cause of the vasomotor response remains unknown, 
vasomotor symptoms are usually relieved with estrogen 
treatment. When estrogen is contraindicated (history 
of breast cancer) or not tolerated because of swelling 

(most commonly of the feet and hands), breast tender-
ness, or weight gain, then antidepressant medications 
such as selective serotonin reuptake inhibitors or pro-
gestins can be used. Herbal remedies such as yams and 
black cohosh have also been tried, although there is 
little evidence to support their use. Some individuals 
fi nd some benefi t from phytoestrogens—an estrogenlike 
substance found in some plants and plant products. The 
chemical structure of these natural products, such as 
soy, resemble the body’s estrogen and allows them to 
weakly bind to an estrogen receptor, potentially block-
ing excess estrogen, or, when estrogen is low, quieting 
the system’s need for estrogen. 

 TREATMENT OF UROGENITAL 
SYMPTOMS

 Urogenital Atrophy 
 Urogenital atrophy occurs in all postmenopausal women. 
The cells of the vagina depend on estrogen stimulation, 
but there is less available following menopause. Conse-
quently, these tissues become dry, pale, smoother, and 
thinner; there may be infl ammation and tenderness due 
to these changes. The changes are readily reversed with 
the administration of local (topical) estrogen: one half 
an applicator (1 to 2 g) of intravaginal use of estrogen 
cream, as infrequently as two nights per week, provides 
topical estrogen therapy with minimal (if any) absorp-
tion into the body. Alternatively, an estrogen ring may 
be used (3 months per ring) or vaginal tablets used 
twice weekly. Estrogen cream is also an excellent lubri-
cant for use during intercourse or for pessary insertion 
(see the section “Pessaries” later in this chapter). 

 Vaginal Infection and Infl ammation 
 Postmenopausal women are susceptible to a broad 
range of vaginal infections. Fungal infections are com-
mon, particularly in diabetic and obese older women 
who have chronic moisture and irritation in the vaginal 
area. The resident or caregiver may notice an odorless, 
white cheeselike drainage from the vagina; the labia may 
be red; pain and burning with urination or any sexual 
activity might be reported. Fungal infections are easily 
treated with oral, intravaginal, and topical antifungal 
agents that are now sold over-the-counter. The woman 
will likely need help to insert a vaginal applicator or 
suppository. If she is willing to try and learn to do this 
independently, instruct her to do this while standing 
with a wide-based stance and holding on with one hand 
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to the bathroom sink or grab bar. Alternatively, lying on 
her back with her knees fl exed may also facilitate in-
sertion. Vaginal infections common in reproductive- age 
women such as trichomonas and  Gardnerella  vaginosis 
are less common in elderly women. It is likely that this 
is because of the higher vaginal pH of older women. 
The presence of Gardnerella vaginosis is noted by com-
plaint of gray, yellow, or white drainage with a fi shy 
odor, pain, burning, irritation, and redness. It is treated 
with an oral antibiotic. 

 DISORDERS OF THE VULVA 

 With aging, the skin of the vulva loses elasticity; the 
underlying fat and connective tissues undergo degen-
eration resulting in loss of collagen and thinning of the 
epithelial layer. Consequently, postmenopausal women 
who are not on estrogen therapy are predisposed to a 
variety of dermatologic disorders and symptoms. Vul-
var skin irritation occurs from a variety of agents and 
causes burning, itching, and edema; vulvar excoriation 
can result from scratching an infl amed vulva. Hygiene 
products used for urinary or fecal incontinence may lead 
to chemical dermatitis, as does urine itself. Treatment 
of incontinence is important to solving this problem. 
Local (topical) corticosteroids such as hydrocortisone 
1% ointment applied daily, sitz baths, or routine wash-
ing with warm soapy water and drying the area well 
can help alleviate vulvar irritation. Any growth (e.g., 
warts) noted on the vulva should be noted and the pri-
mary health care provider informed. 

 DISORDERS OF PELVIC FLOOR SUPPORT 

 Child bearing, constipation, chronic coughing, and 
heavy lifting increase intra-abdominal pressure and can 
cause progressive weakening of the connective tissue 
and muscular supports of the genital organs, thus lead-
ing to  genital prolapse.  Common symptoms of prolapse 
include pelvic pressure (pressure in the lower abdo-
men), lower back pain, urinary or fecal incontinence, 
diffi culty with rectal emptying, or a palpable mass. Vag-
inal prolapse can include  rectocele,  protrusion of rectum 
against the posterior vaginal wall, or  cystocele,  descent 
(i.e., dropping down) of the anterior vaginal wall.  Ure-
throcele,  which is when part of the urethra protrudes 
into the anterior wall of the vagina, can occur with a 
cystocele. These conditions are visible by asking the 
woman to bear down or cough while standing or lying 
on her back. It is important to check whether or not 

any of these conditions have been previously evaluated. 
Treatment generally starts with Kegel’s exercises to 
strengthen the pelvic fl oor musculature (see Chapter 26, 
“Urinary Incontinence”). Alternatively, a pessary can 
be used to hold in place or prevent the prolapse from 
occurring. 

 Treatments 
 Pessaries 

 Pessaries are commonly used in an effort to delay or 
avoid surgery. Their use in older women may be indi-
cated in order to provide comfort and restore bladder 
function when comorbid illness makes surgery unde-
sirable or untenable. Pessaries are made from rubber, 
plastic, or silicone and come in a variety of shapes and 
sizes: doughnuts, rings, cubes, infl atable balls, and 
foldable models. They are usually fi t by a gynecologist; 
follow-up care will vary. Most older women will either 
have this done by the gynecologist on a regular basis or 
require some nursing care to help with pessary changes 
and cleaning. All women with pessaries should be in-
structed to report any unusual discharge, bleeding, or 
discomfort, and any changes in bladder or bowel func-
tion. All users should have a pelvic examination once 
or twice a year. If discomfort is present or the device 
becomes uncomfortable, a different size or type should 
be tried. 

 Surgery for Prolapse 

 Surgical treatment of vaginal prolapse can be classifi ed 
as either reconstructive or obliterative. Reconstructive 
procedures are designed to restore normal anatomy, 
whereas obliterative procedures result in closure, or 
sewing up, of the vaginal canal. The decision to do an 
obliterative procedure should be made carefully as it 
would mean no sexual interactions that included penile 
penetration. 

 POSTMENOPAUSAL VAGINAL BLEEDING 

 Postmenopausal bleeding, defi ned as bleeding after 
1 year of amenorrhea (i.e., no menses), occurs in a sig-
nifi cant number of older women. Hormone replacement 
with estrogen or other medications such as selective 
estrogen receptor modulating agents (e.g., tamoxifen), 
aromatase (Arimidex), or progesterone drugs (Megace) 
are common causes of postmenopausal vaginal bleeding. 
Stopping these medications can resolve the  bleeding. The 
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woman should be evaluated, as well, for signs of tissue 
trauma such as open sores from scratching, or irritation 
of clothing, or from a pessary. If no immediate cause of 
the bleeding is noted, further evaluation is needed. 

 FEMALE SEXUALITY 

 Age-Associated Changes 
 Many factors are important in the sexual responsive-
ness of older women, including changes that occur with 
menopause, cultural expectations, relationship prob-
lems, previous sexual experiences, chronic illnesses, 
and depression. In the United States, women live about 
29 years after menopause and outlive their spouses by 
an average of 8 years. Although the frequency of in-
tercourse decreases with aging, sexuality remains im-
portant for some older women. Lack of sexual activity 
among women may be because they have no partner. 
For women with partners, lack of sexual activity is re-
portedly due the woman’s disinterest in intercourse 
(43%), the man’s disinterest (24%), or the man’s ill-
ness or erectile dysfunction (29%). 

 The female sexual response cycle changes with ag-
ing; many of the changes are thought to be due to a de-
cline in serum estrogen concentration after menopause. 
During the excitement phase, the clitoris may require 
longer direct stimulation; genital engorgement (i.e., in-
creased blood fl ow to the vagina and labia) is reduced. 
Decreased blood fl ow during the excitement phase con-
tributes to the reduced vaginal lubrication that occurs 
with aging, although with increased foreplay and gentle 
stimulation, lubrication is usually adequate for inter-
course. During orgasm, fewer and weaker contractions 
occur, although older women can still achieve multiple 
orgasms. 

 Female Sexual Dysfunction 
 For the most part, menopause is accompanied by de-
creased sexual function and decreased sexual interest. 
In addition, there is an increase in urogenital symptoms 
such as urinary urgency, dysuria, frequency, urinary 
incontinence, vaginal itching, vaginal dryness, and 
painful intercourse. Dyspareunia, defi ned as pain with 
intercourse, can be due to physical or psychological fac-
tors, or a combination of the two. The most common 
cause of dyspareunia is atrophic vaginitis due to estro-
gen defi ciency. Other causes include localized vaginal 
infections, bladder infections, pelvic tumors, excessive 
penile thrusting, or improper angle of penile entry. 

 Estrogen replacement can improve vaginal lubrica-
tion and sense of well-being with regard to pleasurable 
sexual activity, but it has little effect on libido (i.e., sex 
drive that is thought to be dependent on testosterone, 
even in women, rather than on estrogen). The ovaries 
and adrenal glands are the main sources of androgens 
in women. It is possible that there is a female androgen 
defi ciency syndrome, with impaired sexual function, 
loss of energy, depression, and serum total testosterone 
concentrations in the lower end of normal for women 
(< 15 ng/dL), but there is no well-substantiated evi-
dence or defi nition. 

 Older women commonly have multiple medical 
problems that may also affect sexual desire. Women 
with diabetes mellitus report decreased libido and lu-
brication, and longer time to reach orgasm. Rheumatic 
diseases affect sexuality because of functional disabil-
ity. After mastectomy for breast cancer, 20% to 40% 
of women experience sexual dysfunction, possibly be-
cause of disruption of body image, marital and family 
problems, spousal reaction, therapy for the cancer, or 
the psychological impact of a breast cancer diagnosis. 
Some drugs can adversely affect sexual function, in-
cluding antihistamines, antihypertensives, antidepres-
sants, antipsychotics, antiestrogens, central nervous 
system stimulants, narcotics, alcohol, and anticholin-
ergic drugs. 

 Psychosocial factors have an important role in sex-
ual dysfunction. Women commonly marry men older 
than themselves and live longer than men. Conse-
quently, heterosexual older women are likely to spend 
the last years of their lives alone. Even when a partner 
is available, he might have erectile dysfunction. Finally, 
lack of privacy may be a problem when the older couple 
live in a community with caregivers coming in and out 
of the room. 

 Treatment 
 Dyspareunia due to atrophic vaginitis and decreased 
lubrication responds well to topical or systemic estro-
gen therapy. However, it is important to explain to the 
woman that complete restoration of vaginal tissue func-
tion may take up to 2 years. If the resident is not a 
candidate for or does not want to use estrogen, water-
soluble vaginal lubricants (e.g., Replens, Astroglide, 
K-Y Jelly) are benefi cial. Importantly, local stimulation 
through regular intercourse helps maintain a healthy 
vaginal mucosa. Longer foreplay allows more time for 
vaginal lubrication, just as older men often need lon-
ger and more direct stimulation to achieve an adequate 
erection. Decreased libido may respond to testosterone, 
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but no androgen preparation is approved by the FDA 
for female sexual desire disorders. There has been some 
use of sildenafi l (Viagra) for female sexual dysfunction, 
although the results are confl icting. The older woman 
should also receive education about male sexual aging 
in addition to female sexual aging. Otherwise, she might 
mistakenly attribute her partner’s diminished erection 
and need for more genital stimulation to her own in-
ability to arouse her partner. Other psychological issues, 
including depression, history of sexual abuse, and re-
lationship problems, should be addressed and treated 
in coordination with the woman’s primary health care 
provider. 

 MALE SEXUALITY 

 Age-Associated Changes 
 As men age their sex interests and activities likewise 
change. The frequency of sexual intercourse and the 
prevalence of engaging in any sexual activity decreases. 
Among men 60 to 70 years old, 50% to 80% engage in 
any sexual activity, a prevalence rate that declines to 
15% to 25% among those age 80 years and older. How-
ever, sexual interest often persists despite decreased ac-
tivity. The man’s level of sexual activity, interest, and 
enjoyment in younger years often determines his sexual 
behavior with aging. Factors contributing to a man’s 
decreased sexual activity include poor health, social is-
sues, partner availability, decreased libido, and erectile 
dysfunction. 

 Aging is associated not only with changes in sexual 
behavior but also with changes in the stages of sexual 
response. During the excitement phase, there is a delay 
in erection, decreased response by the scrotal sac, and 
loss of testicular elevation. Orgasm is diminished in du-
ration and intensity, with decreased quantity and force 
of seminal fl uid emission. During the resolution phase, 
there is rapid detumescence (i.e., decrease in the swell-
ing of the penis) and testicular descent. The refractory 
period between erections is also prolonged. 

 Erectile Dysfunction 
 Erectile dysfunction is the inability to achieve or main-
tain an erection adequate for sexual intercourse. The 
prevalence of erectile dysfunction increases with age; 
by age 70, 67% of men have erectile dysfunction. The 
causes of sexual dysfunction in men are summarized in 
Table 46.1.   

 The most common cause of erectile dysfunction 
in older men is vascular disease. The risk for vascular 
erectile dysfunction increases with traditional vascular 
risk factors such as diabetes mellitus, hypertension, hy-
perlipidemia, Parkinson’s disease, stroke, and smoking. 
The second most common cause of erectile dysfunction 
in older men is neurologic disease. Disorders that af-
fect nerve innervation to the penis prevent vasodilation 
(i.e., widening of the blood vessels in the penis), nec-
essary for an erection to occur. In patients with spinal 
cord injury, the extent of erectile dysfunction largely 
depends on the completeness and level of the spinal 
injury; those who have complete lesions or injury to the 
sacral spinal cord are more likely to have loss of erectile 
function. Surgical procedures such as a radical prosta-
tectomy commonly disrupt the nerve innervation to the 
penis, resulting in postoperative erectile dysfunction. 

 Many commonly used medications are associated 
with erectile dysfunction. Medications with anticholin-
ergic effects, such as antidepressants, antipsychotics, 
and antihistamines, may cause erectile dysfunction by 
blocking parasympathetic-mediated penile artery vaso-
dilatation and trabecular smooth muscle relaxation. 

 Almost all antihypertensive agents have been as-
sociated with erectile dysfunction; of these, β-blockers, 
clonidine, and thiazide diuretics have higher incidence 
rates. One reason for the dysfunction may be that the 
medication lowers the blood pressure below the critical 
threshold needed to maintain suffi cient blood fl ow for 
penile erection, especially in those men who already 
have penile arterial disease. Over-the-counter medica-
tions such as cimetidine and ranitidine may also cause 
erectile dysfunction. 

 The prevalence of psychogenic erectile dysfunc-
tion correlates inversely with age, actually being less 
of a problem in older men when compared to younger 
men. Common causes of psychogenic erectile dysfunc-
tion include relationship confl icts, performance anxiety, 
childhood sexual abuse, and fear of sexually transmit-
ted diseases. Older men, however, may have widower’s 
syndrome, in which the man involved in a new rela-
tionship feels guilt as a defense against subconscious 
unfaithfulness to his deceased spouse. 

 The role of androgens in erection is unclear. Over-
all, testosterone appears to play a minor role in erectile 
function and a larger role in libido. Hyperthyroidism, 
hypothyroidism, and hyperprolactinemia have been as-
sociated with erectile dysfunction. Prolactin is a pep-
tide hormone produced by the anterior pituitary gland 
primarily associated with lactation (i.e., making breast 
milk). However, less than 5% of erectile dysfunction is 
caused by endocrine abnormalities. 
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CAUSES (IN DESCENDING ORDER 
OF PREVALENCE) CHARACTERISTICS

Vascular disease  Gradual onset

  Vascular risk factors: diabetes mellitus, hypertension, hyperlipidemia, 
tobacco use

Neurologic disease (e.g., spinal cord 
injury, autonomic dysfunction, surgical 
procedures)

 Gradual onset

  Neurologic risk factors: diabetes mellitus, history of pelvic injury,  surgery 
or irradiation, spinal injury or surgery, Parkinson’s disease, multiple 
 sclerosis, or alcoholism

Medications (e.g., anticholinergics, 
antihypertensives, cimetidine, 
 antidepressants)

 Sudden onset

  Lack of sleep-associated erections or lack of erections with masturbation

  Association of starting the new medication with sexual dysfunction

Psychogenic (e.g., relationship 
 confl icts, performance anxiety, 
 childhood sexual abuse, fear of 
 sexually transmitted diseases, 
 widower’s syndrome)

 Sudden onset

  Sleep-associated erections or erections with masturbation 
continue to occur

Hypogonadism  Gradual onset

  Decreased libido more than erectile dysfunction

  Small testes, gynecomastia (enlarged breasts)

  Low serum testosterone levels

Endocrine (e.g., hypothyroidism, hy-
perthyroidism)

  Rare, < 5% of cases of erectile dysfunction

 Treatment of Erectile Dysfunction 
 Multiple effective therapeutic options are now avail-
able for the treatment of erectile dysfunction. Treatment 
should be individualized and based on cause, personal 
preference, partner issues, cost, and practicality of the 
treatment. 

 Medication therapy for erectile dysfunction consists 
of sildenafi l, vardenafi l, or tadalafi l—all of which are 
phosphodiesterase inhibitors that help to increase the 
penile response to sexual stimulation. They are effec-
tive in improving the rigidity and duration of erection. 

The drugs should be taken 1 hour before sexual activity 
and will not have any effect until sexual stimulation 
occurs. All three of these agents are contraindicated if 
the man is on a nitrate drug, since the combination can 
produce fatal hypotension. Injection of vasoactive drugs 
such as papaverine, phentolamine, and alprostadil into 
the penis are also effective in producing erections ad-
equate for sexual activity. Potential side effects are 
bruising, ecchymoses or hematoma, local pain, fi brosis 
from repeated injections, and priapism (i.e., persistent 
erection). Testosterone supplementation increases li-
bido and may improve erectile dysfunction in men with 

46.1  Causes of Sexual Dysfunction in Older Men
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true defi ciencies in testosterone. It is available as an 
intramuscular injection (testosterone enanthate or cy-
pionate) or topical transdermal patch and gel. Possible 
side effects associated with testosterone include poly-
cythemia, increase in prostate size, gynecomastia, and 
fl uid retention. 

 An external device, such as vacuum tumescence, is 
another effective treatment for erectile dysfunction. The 
apparatus consists of a plastic cylinder with an open 
end into which the penis is inserted. A vacuum device 
attached to the cylinder creates negative pressure within 
the cylinder, and blood fl ows into the penis to produce 
penile rigidity. A penile constriction ring placed at the 
base of the penis then traps the blood in the corpora 
cavernosa to maintain an erection for about 30 min-
utes. The vacuum device is effective for psychogenic, 
neurogenic, and venogenic erectile dysfunction, but it 
requires manual dexterity. Local pain, swelling, bruis-
ing, coolness of the penile tip, and painful ejaculation 
are potential side effects. It is important to remove the 
constriction ring after 30 minutes. Surgical implantation 
of a penile prosthesis is another therapeutic option but 
mechanical failure, infection, device erosion, and fi bro-
sis are possible complications. 

 Inappropriate Sexual Behavior 
 Unfortunately, it is possible that the sexual behavior ex-
hibited by an assisted living community resident may 
be inappropriate. Individuals with Alzheimer’s disease 
or some type of cognitive impairment (associated with 
head trauma, delirium, or other types of dementias) 
may experience sharply increased sexual interest (in 
7%–25% of men) or acting out, known as hypersexu-
ality. Problem behaviors commonly seen include jeal-
ous accusations that a spouse is having an affair, sexual 
overtures to a nonspouse, or masturbation in public. 
These behaviors are more commonly seen in elderly 
men than women. Generally the behaviors are believed 
to be due to changes in the frontal lobe, temporolimbic 
system, striatum, and the hypothalamus. The behaviors 
are commonly grouped as sex talk, sexual acts, and im-
plied sexual acts. 

 Sex talk, the most common of the behaviors, is the 
use of inappropriate language, usually not consistent 
with the individual previously. Sexual acts include such 
behaviors as touching, grabbing, exposing oneself, or 
masturbating in public or excessively in private. Im-
plied sexual acts involve inappropriate reading of por-
nographic materials or requesting or demanding inap-
propriate care for the purpose of genital stimulation 
(e.g., cleaning the penis, rectal examinations). 

 Behavioral Interventions 
 The fi rst approach to management should be a behav-
ioral intervention. As shown in Exhibit 46.1, these in-
clude such activities as avoiding embarrassing or yelling 
at the individual, attempting to redirect the inappropri-
ate behavior, and ultimately avoiding any situations that 
stimulate the inappropriate behavior. For some older 
adults, bathing creates an opportunity for inappropriate 
sexual activity such as touching the caregiver inappro-
priately or making inappropriate comments. Bathing by 
a same-sex caregiver may help in these situations. Al-
ternatively, certain clothes may facilitate inappropriate 
behaviors. For example, clothing in which a male can 
easily access his penis to masturbate in public places 
should be avoided. Ongoing education of all caregiv-
ers and family can help to manage the situation and 
avoid discomfort on the part of the resident, family, or 
caregivers.   

 When behavioral interventions are not effective, 
more aggressive interventions, including medication 
management, may be needed. Urgent intervention is 
needed if the person becomes physically aggressive or 

1.  Avoid becoming angry at, arguing with, or 
 embarrassing the person.

2.  Approach the resident with a gentle and calm 
demeanor. 

3.  Seek a reason for the behavior; it is possible the 
individual is removing clothes because he or she is 
tired, warm, or uncomfortable.  

4.  Gently inform the individual that the behavior 
where he or she is sitting is inappropriate and best 
done in a private area; help him or her get to that 
private area.

5.  Distract or redirect the individual toward another 
activity such as eating.

6.  Increase the level of appropriate physical contact:  
hugging, stroking the hair, massage.  

7. Provide clothing that is diffi cult to remove easily.

8. Avoid activities that seem to initiate the behaviors.

46.1 
 Behavioral Management of 
Inappropriate Sexual Behavior
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violent. Have a plan of action in place that indicates 
whom to call for help (e.g., family members, friends, 
or the police). Major concerns include avoiding any 
sexual exploitation and abuse or assault on staff or an-
other resident, especially if that person is unable to give 
meaningful consent to participation in a sexual act with 
another individual. 

 Pharmacological Interventions 
 The goal of a  stepped approach  to medication manage-
ment of inappropriate sexual behavior is to use drugs 
that may eliminate not only the inappropriate behavior 
but other associated symptoms or disease states. In situ-
ations of inappropriate sexual behavior when there is 
evidence of cognitive impairment, the fi rst line of ther-
apy recommended is a cholinesterase inhibitor with me-
mantine. These drugs may help the behavior as well as 
the underlying cognitive problems. If this treatment is 
ineffective, and there is evidence of hypersexuality and 
psychotic behavior, an antipsychotic medication may 
be useful. If there is hypersexuality with manic or im-
pulsive behavior, a mood stabilizer anticonvulsant will 
be helpful. In the event that the individual exhibited 
inappropriate sexual behavior and is also depressed, 
then the fi rst line of treatment may more appropriately 
include a selective serotonin reuptake inhibitor. These 
drugs are also helpful if the individual has some obses-

sive/compulsive behaviors as well. Alternatively, other 
antidepressants such as trazadone may be effective. In 
situations in which the individual does not respond to 
these treatments, alternative options include drugs such 
as cimetidine, normally used for the treatment of indi-
gestion; it is effective for inappropriate sexual behavior 
because of its antiandrogen effects. Pindolol, a cardiac 
medication, may help reduce inappropriate sexual be-
havior by decreasing adrenergic drive, thus decreasing 
agitation, aggression, and all inappropriate behaviors. 
When all other treatment options fail, hormonal agents 
can be initiated that result in chemical castration and 
thus a decrease in testosterone and subsequent behav-
iors and sexual abilities. These medications are not with-
out side effects and residents should be treated with the 
lowest possible dose to ensure the necessary response. 

 RESOURCES 
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 With advancing age, the prevalence of prostate diseases 
increases dramatically. The three most common condi-
tions are benign prostatic hypertrophy (BPH), prostate 
cancer, and prostatitis. Self-reported prostate disease af-
fects about 3 million Americans. BPH develops in over 
half the men age 65 years and older and affects the 
overwhelming majority of men after age 85 years. Pros-
tate cancer is the second leading cause of cancer death. 
However, many men have asymptomatic or low-grade 
tumors that cause few or no health problems and are 
not the direct cause of death. The prevalence of prosta-
titis is similar to that of ischemic heart disease or diabe-
tes mellitus in men. 

 BENIGN PROSTATIC HYPERPLASIA 

 Epidemiology 
 BPH is a noncancerous enlargement of the epithelial and 
fi bromuscular tissues of the prostate gland. Epithelial 
tissues comprise 20% to 30% of prostate volume and 
contribute to the seminal fl uid. Fibromuscular tissue 
comprises 70% to 80% of the prostate and is responsi-
ble for expressing prostatic fl uid during ejaculation. Age 
and long-term androgen (e.g., testosterone) stimulation 
cause the development of BPH. Microscopic appearance 
of BPH may occur as early as age 30, is present in 50% 
of men by age 60, and is in 90% of men by age 85. 
In half of these cases, microscopic BPH develops into 

palpable macroscopic BPH. Of those with macroscopic 
BPH, only half develop into clinically signifi cant disease 
(i.e., symptoms) that is brought to medical attention. 
BPH is one of the most common conditions in aging 
men; in the United States it accounts for more than 1.7 
million offi ce visits and 250,000 surgical procedures 
 annually. 

 Prostatism or Lower Urinary 
Tract Symptoms 
 Given that the symptoms of BPH are nonspecifi c, other 
diseases can produce identical symptoms. BPH blocks 
urine fl ow and results in lower urinary tract symptoms 
including irritation such as frequency, urgency, nocturia, 
hesitancy, intermittency, weak stream, and incomplete 
emptying. Symptom severity is not related to prostate 
size, urine fl ow rates, or postvoid residual volume. The 
primary effect of symptoms is on quality of life related 
to urinary incontinence, although complications such 
as recurrent urinary tract infection, bladder stones, uri-
nary retention, chronic renal insuffi ciency, and hematu-
ria can develop. 

 Treatment Approaches 
 BPH therapy is patient-dependent and driven by the im-
pact of symptoms on the resident’s quality of life. All 
residents should be educated regarding lifestyle modi-
fi cation: fl uid adjustments (e.g., avoid caffeine) and 
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avoidance of medications (especially anticholinergics) 
that aggravate symptoms. Residents with mild to mod-
erate symptoms may be satisfi ed with lifestyle modifi -
cation only rather than more aggressive intervention. 
Medication is usually the fi rst approach. Indications for 
surgical treatment include resident’s preference, dissat-
isfaction with medication, and persistent urinary reten-
tion, as well as renal damage, bladder stones, recurrent 
urinary tract infections, or hematuria  if  these are clearly 
due to prostatic obstruction. 

 Medical Treatment 
 The two main pharmacologic approaches are -
adrenergic antagonists and 5-alpha reductase inhibitors. 

-adrenergic antagonists, or -blockers, are directed at 
the dynamic component of urethral obstruction. Smooth 
muscle of the prostate and bladder neck has a resting 
tone mediated by -adrenergic innervation. -blockers 
relax the smooth muscle in the hyperplastic prostate tis-
sue, prostate capsule, and bladder neck, thus decreasing 
resistance to urinary fl ow. The most common adverse 
effects of  1  agents are dizziness, mild asthenia (fatigue 
or weakness), and headaches. Postural hypotension oc-
curs infrequently and can be minimized by careful dose 
titration. 

 The enzyme 5-alpha reductase is required for the 
conversion of the hormone testosterone to the more ac-
tive dihydrotestosterone. Finasteride is an inhibitor of 
this enzyme and reduces tissue levels of dihydrotestos-
terone, thus reducing prostate gland size. Improvements 
in symptoms and urine fl ow rates may not be evident 
for up to 6 months. Finasteride is most effective in men 
with larger prostates (i.e., > 40 g, about the size of a 
plum). When used together over years, the combina-
tion of -adrenergic antagonists with 5-alpha reductase 
inhibitors is safe and can reduce the clinical progression 
of BPH better than either agent alone. Benefi ts include 
lower risk of urinary retention, urinary incontinence, 
renal insuffi ciency, and recurrent bladder infections. 
A number of trials consistently demonstrate that the 
herbal preparation  Serenoa repens,  or saw palmetto, 
improves urinary symptoms and fl ow measures in men 
with BPH similar to those associated with fi nasteride 
treatment and with fewer reported adverse effects. 

 Surgical Treatment 
 Surgical management includes transurethral resec-
tion of the prostate (i.e., going through the urethra), 
transurethral incision of the prostate, prostatectomy, 
transurethral vaporization of the prostate, and device 

insertion such as stent placement. Surgical approaches 
offer the best chance for symptom improvement but 
also have the highest rates of complications. The ben-
efi ts of surgical treatments are generally considered 
equivalent, but complication rates differ. Transure-
thral resection of the prostate is the standard of care 
to which other BPH treatments are compared and has 
an 80% likelihood of successful outcome in properly 
selected residents. Usually performed under spinal 
anesthesia, a transurethral resection of the prostate 
involves the passage of an endoscope through the ure-
thra to remove surgically the inner portion of the pros-
tate. Long-term complications may include retrograde 
ejaculation (ejaculation back into the bladder), ure-
thral stricture, bladder neck contracture, incontinence, 
and impotence. Transurethral incision of the prostate 
is an endoscopic procedure via the urethra to make 
one to two cuts in the prostate and prostate capsule, 
relieving urethral constriction. 

 PROSTATE CANCER 

 Incidence and Epidemiology 
 Cancer of the prostate is the most common noncutane-
ous cancer and the second leading cause of cancer deaths 
among men in the United States. It was estimated that 
in 2005, 232,090 men would be diagnosed and 30,350 
men would die from prostate cancer. The incidence in-
creases with age and is rare in men younger than 40 
years. Incidence varies according to race, with African 
Americans having the highest risk worldwide.   Among 
Black men, cancer of the prostate occurs at an earlier 
age, has a higher mortality rate, and tends to be at a 
more advanced stage of disease at time of diagnosis. 
Family history is a contributing risk factor. Men with 
one fi rst-degree relative (the parents, brothers, sisters, 
or children of an individual) affected have more than 
a twofold increased risk; with two fi rst-degree relatives 
affected, there is more than an eightfold increased risk. 
Androgens are necessary for prostate cancer pathogen-
esis; the disease does not occur in men castrated before 
puberty. Diets high in total fat consumption are associ-
ated with increased risk. The association between cancer 
of the prostate and early onset of sexual activity, sexu-
ally transmitted disease, or vasectomy is inconclusive. 

 Symptoms 
 The majority of residents, especially those with early-
stage potentially curable disease, are asymptomatic. 
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When the cancer spreads to other areas of the body, 
symptoms such as bone pain are reported. Extension of 
disease to adjacent nerves may cause impotence and pel-
vic pain. Spread to lymph nodes (particularly the nodes 
in the groin) may cause a blockage in the urethra. Leg 
edema may develop from lymphatic obstruction. Metas-
tasis to the bone may cause severe local pain, anemia, 
pathologic fractures, and spinal cord  compression. 

 Screening Controversy 
 The benefi t of early detection and the best approach to 
treatment of prostate cancer are controversial. At the 
heart of the screening debate is the fact that no direct 
evidence exists to show that early detection decreases 
prostate cancer mortality rates. The majority of men 
with prostate cancer die with the disease, not from it. 
The well-recognized burden of progressive cancer of 
the prostate is the impetus for early detection and man-
agement. The American Urological Association and the 
American Cancer Society recommend annual screening 
by the  prostate-specifi c antigen  (PSA) test and digital 
rectal exam (DRE) beginning at age 50 for men with 
at least a 10-year life expectancy and earlier (age 40) 
for men at high risk (Black men, fi rst-degree relative 
affected). Groups that use explicit criteria to develop 
evidence-based practice guidelines (e.g., U.S. Preven-
tive Services Task Force, American College of Physi-
cians, and Canadian Task Force on the Periodic Health 
Examination) recommend against routine PSA screen-
ing for cancer of the prostate. Guidelines of all these 
clinical groups agree, however, that the controversy sur-
rounding screening should be discussed with residents 
in order to achieve individualized, informed courses of 
action. The effectiveness of PSA screening is particu-
larly questionable in elderly men (i.e., > 65). 

 Screening and Diagnostic Tests 
 DRE is done to palpate the prostate gland, particularly 
the posterior surfaces of the lateral lobes, where can-
cer most often begins. Cancer characteristically is hard, 
nodular, and irregular. The value of DRE is that it can 
detect some cancers in men with a normal PSA level. 
However, DRE is inherently inaccurate because parts of 
the prostate gland cannot be reached, or clinicians may 
think they feel an abnormality when it is not actually a 
cancer. Despite its limitations, DRE remains important 
for screening and staging. 

 The serum PSA test is not specifi c for cancer of the 
prostate. PSA elevations occur in benign conditions of 
the prostate, namely, BPH and prostatitis, and following 

ejaculation and prostatic massage (e.g., after a prostate 
exam). The sensitivity of the PSA test is also imper-
fect. Declines in PSA values have been associated with 
acute hospitalization and use of medications such as 
fi nasteride and saw palmetto. Normal PSA levels are 
found in 30% to 40% of men with cancer confi ned to 
the prostate (false-negative tests). Abnormal DRE or 
PSA tests lead to further testing, which usually involves 
a transrectal ultrasound–guided biopsy of the prostate 
for pathologic diagnosis. The Gleason grading system is 
then used to evaluate the extent of cancer involvement: 
range is from 1, or well differentiated, to 5, poorly dif-
ferentiated. Well-differentiated tumors have a favorable 
prognosis; poorly differentiated tumors have an unfa-
vorable prognosis. Most clinically detected tumors are 
moderately differentiated. 

 Common Management Interventions 
for Localized Prostate Cancer 
 Three approaches to localized prostate cancer are rou-
tinely recommended: watchful waiting, radical pros-
tatectomy, and radiation therapy. Watchful waiting 
(also called  expectant  or  conservative management  or 
 surveillance ) is the approach offered most commonly 
to men with less than a 10-year life expectancy, who 
have signifi cant medical comorbidities, or whose tumor 
is small and well to moderately differentiated. Because 
most men with cancer of the prostate are asymptom-
atic, watchful waiting spares these men the burden of 
unnecessary treatment. 

 Radical prostatectomy is surgical removal of the 
entire prostate gland and the seminal vesicles. It can 
be performed through a perineal incision near the rec-
tum or with a retropubic (lower abdominal) incision. 
The major sequelae associated with this treatment are 
urinary incontinence and erectile dysfunction. Men fol-
lowing radical prostatectomy are more likely to experi-
ence stress incontinence, with symptoms ranging from 
occasional leakage to no urinary control. Bladder neck 
contractures also occur and cause urinary retention. 
Both sexual dysfunction and urinary symptoms have 
a negative impact on quality of life. This treatment is 
generally offered to men with locally confi ned disease, 
with greater than a 10-year life expectancy, and without 
contraindications to surgical intervention. 

 Radiation therapy, the third option, is provided 
through external beam radiation or through implanta-
tion of radioactive sources (known as  brachytherapy ). 
Pelvic lymph nodes can be radiated as well. Proctitis 
and urethritis are common acute side effects associated 
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with radiation. Chronic complications include erectile 
dysfunction, urinary incontinence, and chronic procti-
tis. The incidence of urinary stress incontinence after 
radiation therapy is signifi cantly less than with surgery, 
but the presence of irritative voiding dysfunction is 
greater. Bowel dysfunction commonly occurs after ra-
diation and includes diarrhea, rectal urgency, and fecal 
soiling. 

 Management of Locally 
Advanced Prostate Cancer 
 Locally advanced prostate cancer extends deeper into 
the prostate tissue and includes the seminal vesicle. 
Radiation therapy and medication that will result in 
androgen deprivation is the recommended treatment. 
Unfortunately, androgen deprivation therapy can cause 
signifi cant negative impact on quality-of-life: loss of 
stamina, increased fatigue, hot fl ashes, diminished 
muscle mass, and premature osteoporosis. Men should 
therefore be given the choice if they want to start an-
drogen deprivation treatment or watch and wait for 
symptoms and evidence of recurrent disease following 
radiation without androgen deprivation. 

 Management of Advanced Disease 
 Advanced disease is treated with androgen ablation and 
symptom-specifi c approaches, such as direct radiation 
therapy to painful bone metastasis. Androgen ablation 
aims to eliminate all testosterone by orchiectomy (i.e., re-
moval of the testes) or use of luteinizing hormone- releasing 
hormone (LHRH) agonists with anti- androgens. 

 PROSTATITIS 

 Etiology 
 Prostatitis is an infl ammatory condition of the prostate 
that may indicate acute bacterial, chronic bacterial, or 
nonbacterial causes. The most common sources of acute 
or chronic infection are urine backup in the urethra, an 
indwelling Foley catheter, or spread of bacteria from the 

rectum. More than 80% of patients with prostatitis have 
no identifi able infectious agent. 

 Diagnosis 
 Acute bacterial prostatitis is characterized by fever, 
chills, dysuria, and a tense or boggy, extremely tender 
prostate. Because bacteremia (the spread of the bacteria 
into the blood system) may result from manipulation 
of the infl amed gland, minimal rectal examination is 
indicated. A urine specimen is generally used to help 
providers make this diagnosis. 

 Treatment 
 Acute bacterial prostatitis is treated with antibiotics. 
Antibiotics are less effective for chronic bacterial pros-
tatitis because of poor penetration of the prostate by 
most of these drugs. Prolonged therapy of 6 to 16 weeks 
is common. 
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 Musculoskeletal complaints are among the most com-
mon reasons that older adults have pain and seek the 
help of a health care provider. Among those age 65 and 
older, osteoarthritis (OA) is the most prevalent articular 
disease. Nearly 70% of those age 70 and older have ra-
diographic evidence of OA; almost half of these people 
develop symptoms. The back, weight-bearing joints 
such as the knees and the hips, and foot problems lead 
to some of the most distressing symptoms and disabling 
conditions affecting older adults. 

 MUSCULOSKELETAL DISEASE 

 True joint disease (i.e.,  arthritis ) is characterized by 
symptoms and physical examination fi ndings local-
ized to the joints. A resident’s history of joint swell-
ing is strong evidence from the outset that true joint 
involvement is present. History of pain in a joint with 
motion or weight bearing is suggestive of arthritis. Al-
ternatively, musculoskeletal symptoms may include 
problems in the surrounding muscles, nerves, and even 
general metabolism of the individual. These more in-
volved disorders include chronic postural strain, acute 
muscular and ligamentous strain, bursitis, fi bromyalgia, 
and neuropathies. Pain complaints in these disorders 
often involve anatomic regions, such as the shoulder 
area, or a whole extremity, and rarely include a history 

of joint swelling; the resident commonly cannot clearly 
indicate which joint is involved. 

 When symptoms of pain and fatigue are generalized 
and not specifi cally focused on an individual joint, it is 
important to explore if there are any signs or symptoms 
of infl ammation. In the infl ammatory disorders there 
may also be a rash, fever, stomatitis (i.e., sore mouth), 
dysphagia (i.e., diffi culty swallowing), Raynaud’s phe-
nomenon (poor circulation in the hands that causes 
pain or tingling), or true muscle weakness. All of these 
fi ndings suggest that there may be some type of auto-
immune disorder. The absence of such symptoms make 
generalized conditions such as fi bromyalgia or regional 
conditions such as chronic postural strain more likely. 

 The Role of Exercise in Treatment 
 Regardless of the underlying cause of the musculoskel-
etal problem, exercise is the most appropriate interven-
tion. Exercise helps preserve muscle and bone mass, 
reverses the increased fat-to-muscle ratio associated 
with aging, and preserves physical function. The spe-
cifi c amount of exercise needed to achieve the desired 
benefi t varies based on individual goals and capabili-
ties. Combined guidelines from the American College 
of Sports Medicine, the Centers for Disease Control and 
Prevention (CDC), and the National Institutes of Health 
(NIH) generally recommend that older adults engage in 
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30 minutes of physical activity most days of the week. 
This activity should incorporate aerobic activity (i.e., 
walking, dancing, swimming, biking), resistance train-
ing (lifting weights or using resistive exercise bands), 
and fl exibility training. Exercises can be done individu-
ally or in a group setting depending on the individual’s 
preference, cognitive ability, and motivational level. 

 Given the many benefi ts of physical activity and the 
relatively low risk of serious adverse events associated 
with low- and moderate-intensity physical activity, a 
consensus group from the American Heart Association 
and the American College of Cardiology (Berg, 2004) 
no longer recommends routine stress testing for those 
initiating a physical activity. For sedentary older peo-
ple who are asymptomatic, low-intensity physical ac-
tivity can be safely initiated regardless of whether or 
not an older adult has had a recent medical evaluation. 
Screening of some type, however, is recommended for 
older adults to help assure them of the safety of exer-
cise and to provide direction as to the appropriate exer-
cise program in which to engage. The EASY screening 
tool (http://www.easyforyou.info) can be used by the 
older adult’s primary health care provider to identify 
the appropriate physical activity program given under-
lying chronic medical problems. This tool consists of six 
simple questions that, depending on responses, identify 
appropriate exercise programs (see Chapter 18, “Physi-
cal Activity”). 

 SOFT-TISSUE RHEUMATISM 

 The variety and number of conditions that present with 
musculoskeletal symptoms is impressive. This section 
describes some of these common problems, their pre-
sentation, and how they are managed in older adults. 

 Fibromyalgia 
 Fibromyalgia is a generalized pain syndrome that oc-
curs at nearly all ages; prevalence rates of 2% to 10% 
are similar around the world, independent of nation-
ality or ethnicity and cultural factors. Although there 
is no known underlying cause of this disease, the uni-
form worldwide incidence is so high that it is believed 
to be a true clinical problem. The average age of onset 
is around 45 years and affl icts adults well into their 80s; 
most sufferers are female. Research indicates that the 
distress experienced by fi bromyalgia patients dimin-
ishes with advancing age, suggesting that management 
in older adults may be less challenging. Mainstays of 
treatment have changed little in recent years. Aerobic 

exercise is recommended, as are analgesics (see Chap-
ter 21, “Chronic Pain and Persistent Pain”). 

 Rotator Cuff Disease 
 The shoulder rotator cuff is formed by tendons that hold 
the humeral head and humerus in place and allow this 
joint to work in a circular motion. Individuals with this 
condition might not be able to recall a specifi c event 
that contributed or caused the rotator cuff disease. 
Some may recall a recent fall or an episode in which the 
shoulder was used such as pulling on a rope or lifting a 
heavy object. Unfortunately, damage to the rotator cuff 
can occur just from changes in the bones associated 
with chronic arthritis and poor circulation to the ten-
dons and shoulder joint. Complete loss of the rotator 
cuff makes it particularly diffi cult to raise the arm to 
the side (i.e., abduction). Partial tear in a ligament that 
holds the shoulder (head of the humerus) in place may 
elicit pain when the resident is asked to raise the arm 
above the head or to try and comb hair or brush teeth. 
Treatment should include avoidance of activities that 
cause acute pain but should encourage continued use 
of the shoulder in routine daily activities such as reach-
ing things on a shelf. Lack of use can result in decline 
in functional movement of the shoulder joint and ulti-
mately cause the individual even more pain. Surgery is 
usually an intervention of last resort in the treatment of 
rotator cuff disorder (see Figure 48.1).   

 Frozen Shoulder Syndrome 
(Adhesive Capsulitis) 
 Frozen shoulder is an acute process that involves in-
fl ammation of the shoulder joint. The condition can 
follow other shoulder disorders or injury and usually in-
volves just one side. Complaints include shoulder pain 
and tenderness and severely restricted range of mo-
tion, both active (i.e., the resident moves the shoulder/
arm independently) or passive (i.e., an assistant tries 
to move the shoulder/arm). Early intervention with ag-
gressive range-of-motion exercises combined with pain 
medication, particularly anti-infl ammatory agents, are 
important to preserve future shoulder motion and re-
duce infl ammation. Adhesive capsulitis usually follows 
a course of several months that includes three phases: 
freezing, frozen, and thawing. With timely treatment, 
the outcome should be good, but physical therapy needs 
to extend well beyond the thawing phase so that the in-
dividual continues to work on moving the shoulder and 
regaining function. 

http://www.easyforyou.info
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 Olecranon Bursitis 
 The olecranon bursa is the elbow and the sac around it 
that allows for lubrication and movement of the joint. 
Enlargement with marked swelling due to an accumu-
lation of fl uid with or without infl ammation and sur-
rounding cellulitis (i.e., skin infection) is common in 
older adults. Infection of the bursa is also common, 
usually with staphylococci. Antibiotic treatment is often 
needed; the course of recovery can be long, with fre-
quent relapses and infl ammation of the elbow. Alter-
natively, noninfectious olecranon bursitis can be due 
to trauma. This can occur, for example, in older adults 
who lean on their elbows while sitting in a wheelchair. 
Counseling, education, and repositioning (with pad-
ding) are important to avoid the activity that causes the 
infl ammation to prevent further trauma. 

 Carpal Tunnel Syndrome 
 Carpal tunnel syndrome occurs when the median nerve, 
which runs from the forearm into the hand, becomes 
pressed or squeezed at the wrist. The median nerve 
controls sensations to the palm side of the thumb and 
fi ngers (although not the little fi nger), as well as im-
pulses to some small muscles in the hand that allow 
the fi ngers and thumb to move. The carpal tunnel—a 
narrow, rigid passageway of ligament and bones at the 
base of the hand—houses the median nerve and ten-
dons. Sometimes, thickening from irritated tendons or 
other swelling narrows the tunnel and causes the me-
dian nerve to be compressed. Entrapment of the me-
dian nerve where it passes through the carpal tunnel of 
the wrist is one of the most common nerve-entrapment 
syndromes in older adults. The most common cause is 

Figure 48.1 Anatomy of the shoulder.
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repetitive trauma. Individuals with carpal tunnel syn-
drome commonly complain of nighttime hand pain, tin-
gling, and numbness that can radiate up the arm. Pain 
during the day, even with radiation proximally to the 
shoulder, is occasionally reported. Evaluation should 
include activities in the resident’s day that could ex-
acerbate carpal tunnel disease. A cock-up wrist splint 
provides some support for the wrist; worn at night, it 
can lessen symptoms. Surgical release of the ligament 
can relieve symptoms when other conservative mea-
sures fail. 

 Popliteal Cyst (Baker Cyst) 
 A popliteal cyst may develop at any age. Knee arthritis is 
generally believed to be the underlying cause. A symp-
tomatic cyst can present with knee pain and pressure 
in the posterior aspect of the knee. In addition to pain, 
the cyst can become a space-occupying growth and can 
prevent deep venous return from the lower leg, caus-
ing swelling in the entire leg. A popliteal cyst can rup-
ture spontaneously or with exertion. The result can be 
dramatic: acute pain, swelling, warmth, and erythema 
(redness) of the lower leg that mimics all the signs of 
deep-vein thrombosis (i.e., blood clot). In a few days 
bruising may be noticed in the lower leg and above the 
ankle. Treatment in older adults usually focuses on pain 
management and control of the underlying arthritis. 
Local injections with a steroid may be used to decrease 
infl ammation (see Chapter 21, “Chronic Pain and Per-
sistent Pain,” for management). 

 JOINT DISEASE 

 Osteoarthritis 
 OA is the most common joint disease among older 
adults and is the major cause of knee, hip, and back 
pain. It is not, by defi nition, infl ammatory, although in-
fl ammation can occur from an accumulation of fl uid 
around the joint. In OA there are progressive changes in 
the bone such that eventually there is boney prolifera-
tion or overgrowth visible on X-rays as boney enlarge-
ment of the joints of the hand. Pain and reduced joint 
motion are also the hallmarks of OA, with associated 
wasting of the muscles around the bones. The presence 
of OA in weight-bearing joints is associated with gait 
abnormalities and increases the risk for falling and in-
jury. Disability can be profound. 

 Once diagnosed, a wide variety of treatment mo-
dalities can be used to treat osteoarthritis. Treatment 

can be separated into three different categories: non-
pharmacological, pharmacological, and surgical. Non-
pharmacological interventions include weight loss, 
physical therapy to strengthen surrounding muscles, 
and exercise programs to maintain strength and func-
tion. Braces and neoprene sleeves can reduce pain and 
improve function. A neoprene sleeve is a soft pull-on 
support that provides compression around the joint and 
helps improve circulation and decrease infl ammation. 

 Early interventions to strengthen atrophied muscles 
related to the diseased joint and improve joint motion 
are critical. This includes referral to a physical thera-
pist for evaluation and design of a set of exercises the 
resident can do daily at home or participation in exer-
cise programs for older adults with arthritis (see http://
www.easyforyou.info). With OA of the weight-bearing 
joints, especially the knees, an ongoing walking exercise 
program may result in progressive functional improve-
ment and reduction in pain rather than the often feared 
inevitable deterioration of the affected joints. Weight 
reduction can help reduce pain and improve function, 
especially if the lumbar spine or weight-bearing joints 
are involved. 

 Pharmacological management is targeted toward 
symptomatic relief and includes use of analgesics, non-
steroidal anti-infl ammatory drugs (NSAIDs), intraocu-
lar steroid injections (i.e., steroid injections into the 
joint), and viscosupplementation (i.e., lubrication in-
jected directly into the joint). In addition, colchicine, 
topical NSAIDs, acupuncture, and nutraceuticals (i.e., 
extracts of foods claimed to have a medicinal effect on 
human health) have also been used effectively. The 
most common nutraceuticals include glucosamine and 
chondroitin; support for their effectiveness in pain 
management and reducing joint space narrowing at 
dosages of 1,500 mg/day of glucosamine and 800 mg/
day of chondroitin are reported. Arthroscopic interven-
tions, surgical interventions done in an outpatient sur-
gical setting, are primarily recommended for situations 
in which there is known infl ammation and when other 
noninvasive interventions have failed. Likewise, joint 
replacement should be reserved for individuals with 
severe symptomatic disease who do not respond to 
more conservative interventions. Optimal management 
often involves the use of multiple treatment modalities, 
and the best combination of treatments will vary from 
person to person. 

 Recommendations about which analgesics to use 
for OA have changed over the past decade. Research 
shows that acetaminophen is often as effective as any 
of the NSAIDs or opioids. Signifi cant gastrointestinal 
and renal toxicity can be associated with NSAID use in 

http://www.easyforyou.info
http://www.easyforyou.info
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older adults. The American College of Rheumatology 
and the American Geriatrics Society recommend that 
acetaminophen should be the fi rst analgesic chosen in 
treating OA. Clinical studies suggest an emerging con-
sensus that NSAIDs may be slightly more effective in 
treating OA of the knee, especially when analgesia is 
still required after 3 to 6 months of treatment. 

 If acetaminophen is initially ineffective, nonacety-
lated salicylates such as salsalate or magnesium choline 
salicylate, which have lower gastrointestinal toxicity 
than most older NSAIDs, can be given. The selective 
cyclooxygenase-2 enzyme (COX-2) inhibitors are more 
expensive and have the same risk of unwanted renal ef-
fects as the NSAIDs. They may also be associated with 
increased risk of myocardial infarction. The COX-2 in-
hibitors are further discussed in the section “Rheuma-
toid Arthritis” later in the chapter. Hyaluronic acid is a 
major component of the synovial fl uid and lubricates 
the joint. An injection of hyaluronic acid given once a 
week for three weeks can relieve knee pain for up to 6 
months. 

 Gout 
 Gout is perhaps the oldest recognized form of arthritis. 
It often presents as acute pain usually of the fi rst meta-
tarsal phalangeal joint, mid-foot, or ankle. With subse-
quent attacks, the knee, elbow, or wrist can be involved. 
Later in the course of untreated disease, attacks tend to 
be less intense, last longer, and may feature simultane-
ous involvement of more than one joint. In addition, 
chronic low-grade infl ammation in multiple joints ap-
pears and tophi (i.e., deposits of uric acid under the 
skin on hands and other surfaces) develop. 

 Treatment consists of two different phases: manage-
ment of the acute problem and then long-term manage-
ment to prevent gout attacks. The acute episode is best 
managed with a short course of an NSAID. The choice 
of the NSAID is not critical, as the risk of gastrointesti-
nal toxicity is less likely to emerge during the 10 to 21 
days needed for an acute attack to respond. Drugs such 
as allopurinol or probenecid, which can acutely lower 
uric acid levels, should not be used in the management 
of acute gout, as lowering of uric acid level during the 
acute stage will intensify and prolong an acute gout at-
tack. Once the acute attack is resolved, attention turns 
to correcting the underlying problem of high uric acid 
levels that caused the attack. Urate accumulation in 
body tissues can be due to uric acid overproduction in 
the body, reduced kidney elimination, or a combination 
of both. Drugs, for example, probenecid, that promote 
renal uric acid excretion can correct hyperuricemia (i.e., 

high uric acid levels) in young adults who have normal 
kidney function. In older adults, reduced kidney func-
tion makes these drugs less effective. The most effective 
treatment for uric acid reduction, colchicine, can also be 
effective for prevention of gout in older adults, although 
it should be used cautiously in residents with liver and 
kidney disease and commonly causes diarrhea. 

 INFLAMMATORY DISORDERS 

 Polymyalgia Rheumatica 
 Polymyalgia rheumatica (PMR) is a distinct syndrome 
that occurs in older adults, as early as age 50 but pre-
dominantly after age 60. Onset tends to be insidious, with 
corresponding delays in diagnosis. The classic symptom 
of PMR is stiffness and aching pain upon arising in the 
morning often around the hips or shoulders. Erythrocyte 
sedimentation rate (ESR) is so often markedly elevated 
that a high ESR is one of the essential diagnostic cri-
teria. The syndrome may be accompanied by fatigue, 
low-grade fever, weight loss, and variable expression 
of synovitis of proximal joints of the upper, more than 
the lower, extremities. Recent studies of PMR have con-
fi rmed the presence of synovitis identical to that seen in 
rheumatoid arthritis (RA), with synovial thickening, ef-
fusions, and lymphocytic synovial infi ltration. Progres-
sion of PMR can lead to chronic polyarthritis that fulfi lls 
criteria for RA. Of more immediate clinical importance is 
the common coexistence of PMR with giant cell arteritis 
(GCA), a more serious, potentially life-threatening dis-
ease. (This relationship is discussed in the next section.) 
Treatment of uncomplicated PMR with corticosteroids 
is associated with signifi cant iatrogenic long-term mor-
bidity, including diabetes mellitus, osteoporotic fracture, 
muscle atrophy, hypertension, glaucoma, acceleration 
of cataracts and skin atrophy. The cause of PMR is un-
known. Studies for infectious agents responsible for 
triggering the syndrome have been inconclusive. Type 
II HLA gene associations have been found, but associa-
tions differ from those for RA. 

 The standard treatment of PMR is oral prednisone 
beginning at 15 mg daily. Dramatic improvement is so 
likely that some clinicians have suggested that low-dose 
corticosteroid responsiveness confi rms the diagnosis of 
PMR. Normalization of the ESR corresponds to initial 
symptomatic improvement. Prednisone dose can be ta-
pered over succeeding months on the basis of control of 
symptoms. Running a course of 2 to 3 years, many indi-
viduals are able to discontinue prednisone treatment for 
PMR by that time. Unfortunately, mean time to the fi rst 
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adverse event on corticosteroid therapy for PMR is about 
1.6 years. Occasionally individuals with PMR respond to 
NSAIDs. Though long-term prednisone has signifi cant 
toxicity, prednisone may be safer than NSAIDs in older 
adults, provided the prednisone dose can be minimized 
and parallel efforts are made to protect bone mass. A 
randomized clinical trial of methylprednisolone acetate, 
at a dosage of 120 mg intramuscular every 3 to 4 weeks, 
controlled PMR with fewer fractures, less weight gain, 
and lower cumulative dose than a daily oral prednisone 
regimen. 

 Giant Cell Arteritis 
 GCA is the most common form of  vasculitis  to affect 
older adults. This form of vasculitis predominantly 
affects proximal branches of the aorta. Therefore, in-
fl ammatory and ischemic manifestations are primarily 
seen in the head and upper extremities. Occasionally, 
gross infl ammation with tender, nodular swelling and 
erythema of the temporal arteries can be seen. In the 
absence of gross fi ndings, symptoms of temporal head-
ache, jaw and tongue claudication (pain in the jaw and 
tongue when chewing or talking), and sudden vision 
loss may be reported. Diagnosis can be confi rmed by bi-
opsy of a temporal artery, thus the often-used synonym, 
 temporal arteritis . The American College of Rheuma-
tology criteria for the diagnosis of GCA are available 
on their Web site (American College of Rheumatology, 
2009). Recognition of GCA is often preceded by several 
months of a nonspecifi c systemic illness that includes 
weight loss, fever, and muscle aching that is indistin-
guishable from PMR. This condition can also present 
with sudden blindness with no prior systemic illness or 
with upper-extremity limb claudication. Other manifes-
tations can include stroke, ischemic necrosis of tongue 
or scalp, or, rarely, myocardial infarction. Aortic aneu-
rysm, predominantly thoracic, is a late manifestation 
of GCA even when GCA was previously appropriately 
treated. The incidence of aneurysm in GCA is about 
10%, with thoracic and abdominal aneurysm discovery 
5.9 and 2.5 years, respectively, after GCA diagnosis. 

 The cause of GCA is unknown. Infectious agents 
have long been suspected, but none has yet been con-
fi rmed as causative. Recent studies of biopsy material 
revealed the presence of parvovirus B19 DNA. In an-
other study, serum IgM antibodies (i.e., implying recent 
infection or re-infection) against type I parainfl uenza 
virus was well correlated with biopsy-positive GCA. 

 The diagnosis of GCA may require a high index of 
suspicion combined with the fi nding of an otherwise un-
explained elevated ESR above 40 mm/hour. Combined 

elevation of ESR and C-reactive protein is more specifi c 
(97%) than elevated ESR alone for biopsy- positive GCA. 
Because of the risk of sudden blindness, most clinicians 
start high-dose oral prednisone as soon as the possibil-
ity of GCA is seriously considered, and then proceed to 
biopsy. Administration of prednisone does not change 
arterial histology for weeks. Diagnosis can sometimes 
even be established or reestablished after a few years of 
prednisone treatment. Arterial involvement is patchy, 
and diagnostic histological changes can be missed by 
biopsy. This oversight can be minimized by biopsy of 
the symptomatic side and by obtaining a several centi-
meters length of artery. Multiple longitudinal sections 
as well as cross-sections of artery are examined by a 
pathologist. Yet, on occasion, biopsies are negative in 
cases where suspicion remains high. Biopsy of the op-
posite side is recommended by some clinicians. How-
ever, in a study of bilateral temporal artery biopsy in 
150 patients suspected of GCA, results from the two 
sides agreed in 97% of cases. 

 Since 25% of cases of GCA are associated with 
PMR, there is a longstanding controversy as to which 
individual with PMR should undergo temporal artery 
biopsy. There are no clear data to guide decision mak-
ing in this situation. One reasonable criterion would be 
to obtain temporal artery biopsies in cases of PMR in 
which there are symptoms or physical fi ndings sugges-
tive of arteritis (i.e., temporal headache; visual changes; 
tongue, jaw, or limb claudication; neck or chest pain; 
or neurological changes suggestive of central nervous 
system ischemia). The temporal artery can also be in-
volved with other forms of systemic vasculitis. Vascu-
litides other than GCA should be considered whenever 
the temporal artery biopsy shows necrotizing vasculitis 
but an absence of giant cells. 

 Treatment of GCA requires high-dose prednisone 
initially. No other treatment has been so clearly proven 
to be effective. Clinicians differ on the defi nition of high 
dose, with some recommending starting dosages as high 
as 120 mg daily. There are no data that show dosages 
above 40 mg daily to be more effective. Older adults are 
highly susceptible to corticosteroid toxicity, and toxicity 
increases markedly with total dose. The use of higher 
doses should be individualized and considered when 
there is resistance to initial treatment or disease is un-
usually severe. Response is confi rmed when ESR falls 
rapidly over the fi rst month of therapy. Tapering of the 
steroid should begin at the rate of 10% to 20% of the 
total dose per month as soon as the ESR is normalized. 
Published studies of methotrexate as a steroid-sparing 
agent have not consistently proven methotrexate to be 
effective. 
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 Rheumatoid Arthritis 
 Late-onset RA appears to be clinically different from 
the same disease with onset earlier in life. The con-
dition in the older adult is more likely to be of rapid 
onset, involve fewer and more proximal joints, and to 
be rheumatoid-factor negative. Nodules are less likely, 
and joint destruction may be less severe. Overall prog-
nosis may be better than with earlier-onset, seroposi-
tive, nodular, erosive disease. Nevertheless, RA is a 
chronic disease that persists indefi nitely, with high risk 
for progressive joint damage and functional impair-
ment. Recent reviews confi rm that late-onset RA is still 
a serious disease. Signs and symptoms of RA are listed 
in Exhibit 48.1.   

 Treatment is almost always indicated; therapeutic 
options have increased since 1998 with the introduc-
tion of a variety of entirely new drugs for the manage-
ment of RA. In more severe cases, consultation with a 
rheumatologist is indicated. NSAIDs are often recom-
mended as fi rst-line medications for symptom control 

in RA. The older nonselective NSAIDs, such as ibu-
profen, naproxen, diclofenac, and several others, non-
specifi cally inhibit both cyclooxygenase isoenzymes. 
Celecoxib was approved in late 1998 as the fi rst of a 
new class of NSAIDs, the selective COX-2 inhibitors. Ro-
fecoxib was approved in mid-1999 for OA and pain and 
more recently for RA. Valdecoxib was the third COX-2 
inhibitor to become available for RA and was approved 
for marketing in late 2001. 

 The hope for the selective COX-2 inhibitors was that 
they would be substantially free of antiplatelet effects, 
gastric toxicity, and renal toxicity. Clinical studies have 
confi rmed that the incidence of serious gastric toxicity 
was about half that of nonselective COX NSAIDs. How-
ever, if COX-2 inhibitors are used concomitantly with 
mini-dose aspirin, the risk of gastric toxicity becomes 
similar to that of older NSAIDs. Renal toxicity, unfor-
tunately, has proved to be as serious with the COX-2 
inhibitors as with older NSAIDs. 

 In 2004, reports emerged that there was an increased 
risk of myocardial infarction during the fi rst 6 weeks 
after starting rofecoxib. Subsequent studies of rofe-
coxib for prevention of adenomatous polyps confi rmed 
an increased risk of stroke and myocardial infarction 
with long-term use of rofecoxib versus placebo. These 
reports led to the withdrawal of rofecoxib from the mar-
ket in late 2004. Valdecoxib was voluntarily withdrawn 
from the market by the manufacturer in early 2005. 
Celecoxib is still marketed. The mechanism of increased 
cardiovascular adverse effects from COX-2 inhibitors is 
uncertain. Lack of inhibition of platelet function could 
be a partial explanation, as older NSAIDs at least revers-
ibly inhibit platelet aggregation. 

 As such, NSAIDs can no longer be considered 
fi rst-line therapy for arthritis or other chronic, painful 
conditions. Alternatives to old NSAIDs and selective 
COX-2 inhibitors might include the relatively selective 
COX-2 inhibitors: nabumetone, etodolac, and meloxi-
cam. Nabumetone and etodolac were introduced prior 
to celecoxib, and meloxicam was introduced in 2004. 
These three agents have generally lower serious gas-
tric adverse effects than older NSAIDs and have less 
renal toxicity than either older NSAIDs or the selective 
COX-2 inhibitors. At this time, they are not known to 
cause an increased risk of stroke and myocardial in-
farction with long-term use. Therapy with a low-dose 
corticosteroid such as prednisone may be a preferable 
option, provided doses can be limited to 5 mg daily 
and precautions are taken to preserve bone density. The 
nonacetylated salicylate, salsalate, has minimal gastric 
mucosal toxicity yet has preserved anti-infl ammatory 
activity. 

48.1 
Signs and Symptoms of 
Rheumatoid Arthritis

 Morning stiffness for at least 6 weeks

  Arthritis of three or more joint areas for at 
least 6 weeks

  Arthritis of the hand joints for at least 
6 weeks

 Symmetric arthritis for at least 6 weeks

 Subcutaneous rheumatoid nodules 

  Elevated serum rheumatoid factor and/or 
sedimentation rate 

  X-rays that show erosions or breakdown of 
the bone and joint infl ammation and deformities

  Symmetrical (both right and left side of the body) 
infl ammation of the small joints of the hands, 
wrists, feet, and knees

  Fatigue, lack of appetite, low-grade fever 
are present when there is active disease
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 RA is a lifelong systemic disease associated with 
progressive joint and extra-articular organ involvement 
that leads to functional decline and shortened longev-
ity. Mere symptomatic treatment is no longer consid-
ered appropriate. Disease-modifying drugs should be 
considered for treating all cases of RA. Longitudinal 
studies confi rm the preservation of function when 
disease-modifying drugs are instituted early and main-
tained over the long term. 

 Parenteral gold, penicillamine, azathioprine, and 
cyclophosphamide use has markedly declined in the 
past decade because of the availability of safer effective 
drugs. Methotrexate has been approved for use in RA for 
more than a decade and is the disease-modifying agent 
of choice. However, when given daily, methotrexate can 
cause hepatic injury, with cirrhosis and end-stage liver 
failure. Low-dose, weekly, treatment with methotrexate 
dramatically reduced the risk of hepatic toxicity, and 
ethanol intake must be completely avoided. Methotrex-
ate can be used in combination with other immunosup-
pressive agents to yield proven additive or synergistic 
benefi t. Since 1991, more than 100 cases of lympho-
proliferative disease have been reported in patients with 
RA who are under treatment with methotrexate. Usu-
ally, the lesion is extranodal non-Hodgkin’s lymphoma; 
remission is often seen when methotrexate is stopped. 
At least one population-defi ned study did not fi nd ex-
cess cancer in RA patients treated with methotrexate 
in comparison with RA patients who never received 
methotrexate. 

 Randomized controlled studies confi rm that mino-
cycline 100 mg twice daily is effective in treating RA 
with minimal toxicity. Minocycline OL  would be a good 
choice for mild disease or when there is a need to start 
therapy even when the initial phase of diagnostic uncer-
tainty has not passed. Similarly, hydroxychloroquine is 
well tolerated and does not require blood-test monitor-
ing for toxicity. When dosages are limited to 5 mg/kg/
day, the risk of retinal toxicity is very low. Weekly oral 
methotrexate is well tolerated by the older adult and 
can be added if hydroxychloroquine alone is ineffec-
tive. Sulfasalazine (only the enteric coated tablets are 
approved for RA) is more effective than hydroxychlo-
roquine but requires divided daily dosing, has a high 
incidence of gastrointestinal intolerance, and cannot be 
given in the presence of sulfa allergy. 

 Cyclosporine is approved for use in severe RA alone 
or in combination with methotrexate. Toxicity remains 
a concern; the role of cyclosporine in treating RA is 
still evolving. Lefl unomide, approved in 1998, is the 
fi rst disease-modifying antirheumatic drug introduced 
for over a decade and is the fi rst such drug approved 

both for symptomatic improvement of RA and to pre-
vent radiographic progression in joint damage. It has 
relatively fast onset of action (about 4 weeks) in com-
parison with older disease-modifying drugs. Etanercept 
was approved in late 1998 for use in treating RA that 
had failed at least one other disease-modifying agent. 
Etanercept is a tumor necrosis factor receptor blocker 
produced by recombinant DNA techniques. It is given 
in twice-weekly subcutaneous injections and is expen-
sive. Clinical benefi t is seen within 1 to 12 weeks, and 
it must be given indefi nitely to maintain benefi t. The 
major risk of etanercept is the development of serious 
granulomatous infections (see discussion of infl iximab 
in the following paragraph). Headache is a common, 
less severe adverse effect. 

 Infl iximab was approved in late 1999 in combina-
tion with methotrexate for treatment of RA. This drug 
is a monoclonal antibody that prevents interaction of 
tumor necrosis factor alpha with its receptor. It must 
be given by intravenous infusion. Clinical trials show 
marked initial response to a single infusion, but contin-
ued response to bimonthly infusions requires concomi-
tant administration of oral methotrexate. Both etanercept 
(0.07%) and infl iximab (0.24%) are associated with an 
increased incidence of granulomatous infections with 
organisms such as tuberculosis, atypical mycobacte-
rium, yeast, listeria, and nocardia. Other adverse effects 
associated with infl iximab include systemic postinfu-
sion reactions of fever, chills, headache, chest pain, and 
dyspnea. Antibody formation is common but reduced 
by the concurrent use of methotrexate. 

 Adalimumab was approved in 2002. It is simi-
lar to infl iximab except that this therapeutic antibody 
is entirely human. It is given by subcutaneous injec-
tion every other week and does not require concomi-
tant methotrexate therapy. Serious infections similar 
to those seen with infl iximab have been reported, but 
data about relative incidence are not available. Anak-
inra was introduced in 2001 as a recombinant form of 
the human interleukin-1 receptor antagonist IL-1Ra. It 
is administered as daily subcutaneous injections. Treat-
ment can continue as long as the individual is respond-
ing positively in terms of symptom control and is not 
having side effects. Infections during anakinra therapy 
are mostly bacterial respiratory tract infections with no 
opportunistic infections. 

 Systemic Lupus Erythematosus (SLE) 
 Thought of as a disease in younger women with a 
higher prevalence among Black women, SLE can pre-
sent in later life. It is a multisystem disorder with a wide 
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variety of presentations and predominant organ system 
involvement at any age. Diagnosis with high specifi c-
ity is confi rmed when any 4 or more of 11 criteria are 
documented singly or together at any time during the 
person’s life (for a detailed description of the American 
College of Rheumatology criteria, see American College 
of Rheumatology, 2009). Criteria include malar rash, 
photosensitivity, stomatitis, nonerosive arthritis, serosi-
tis (i.e., pleurisy or pericarditis), seizure, nephropathy 
(i.e., urinary casts or heavy proteinuria), cytopenias 
(i.e., leukopenia, hemolytic anemia, or thrombocytope-
nia), positive antinuclear antibody, and any one of other 
immunologic abnormalities (i.e., anti-double stranded 
DNA, anti-SM, or false positive test for syphilis). Fever, 
Raynaud’s phenomenon, alopecia, migraine, antiphos-
pholipid syndrome, and Sjögren’s syndrome (see the 
section “Sjögren’s Syndrome and Sjögren’s Disease”) 
are also often seen in SLE. 

 It is not surprising that patterns of organ involve-
ment in SLE are different in older adults. Numerous 
studies suggest that late-onset SLE affects women and 
men more equally (3:1 in older adults versus 10:1 in 
young adults); relatively more White than Black older 
adults are affected. Late-onset SLE is less likely to 
present with rash, arthritis, Raynaud’s phenomenon, 
nephropathy, and the involvement of the central ner-
vous system and more likely to present with serositis, 
Sjögren’s syndrome, and positive rheumatoid factor. 
In older adults, SLE onset may be more insidious, in-
volve fewer organ systems, and have fewer relapses. As 
nephropathy and central nervous system involvement 
are related to mortality in younger women, late-onset 
lupus has been sometimes thought of as a milder dis-
ease. Despite the impression of milder disease in older 
adults, immunosuppressive and cytotoxic medications 
are required as often in managing late-onset SLE. 

 Hormonal factors may be partly responsible for 
the differences between early- and late-onset SLE. Es-
trogens are suspected of being an aggravating factor in 
young women. Studies of the administration of post-
menopausal estrogen for 2 years or more in women are 
associated with a fi vefold increase in SLE risk. The in-
creased risk is somewhat lower if estrogen is combined 
with a progestational agent. In a population-based 
study, SLE in women was found to be associated with a 
doubled overall incidence of cancer. 

 Treatment of SLE in older adults is similar to treat-
ment given in early-onset disease. Corticosteroids are less 
well tolerated by the older adult and should be reserved 
as much as possible for organ- or life-threatening SLE 
fl are-ups. Hydroxychloroquine is of benefi t in SLE skin 
involvement and in reducing the overall number of dis-

ease relapses in younger adults. Hydroxychloroquine is 
well tolerated and has few serious adverse effects in dos-
ages of 5 mg/kg/day or less. Dapsone, azathioprine, and 
weekly oral methotrexate are used by some clinicians as 
alternatives to corticosteroids or as corticosteroid-sparing 
agents. Monthly intravenous pulse cyclophosphamide is 
reserved for severe or life-threatening disease. 

 Sjögren’s Syndrome and Sjögren’s Disease 
 Sjögren’s syndrome with xerostomia and keratoconjunc-
tivitis sicca has been long recognized as occasionally 
complicating RA. The incidence of Sjögren’s syndrome 
in other connective-tissue diseases is also increased. Dry 
eye and dry mouth (i.e., sicca) symptoms without con-
fi rmation of Sjögren’s syndrome occur in almost 40% 
of older adults who do not have a connective-tissue dis-
ease; these symptoms are undoubtedly contributed to by 
many of the medications often prescribed to older adults. 
The treatment of sicca symptoms and uncomplicated 
Sjögren’s syndrome is targeted to the sufferer’s com-
plaints and includes artifi cial tears, artifi cial saliva, and 
ophthalmologic and dental preventive care. Pilocarpine 
5 mg three times a day can help stimulate saliva fl ow. 

 Sjögren’s disease (SD) is a systemic, multiorgan 
chronic disease that features lymphocytic infi ltration of 
exocrine glands throughout the body, including lacrimal, 
salivary, respiratory tree, intestinal tract, pancreatic, he-
patic, renal, and vaginal glands. In addition, cutaneous 
vasculitis and central nervous system involvement are 
often seen. The involvement of salivary and lacrimal 
glands is responsible for the sicca symptoms seen in 
Sjögren’s syndrome that are associated with other con-
nective-tissue diseases. The peak onset of SD is in mid-
life to early late life. 

 There is no single diagnostic test for SD. Unex-
plained interstitial lung disease, renal impairment, 
hepatic dysfunction, esophageal dysfunction, mal-
absorption, or central nervous system disease resem-
bling multiple sclerosis should raise the suspicion of 
SD. Antinuclear, anti-SSA, and anti-SSB antibodies are 
usually present. Rheumatoid factor and a variety of au-
toantibodies against gastric parietal cells, mitochondria, 
smooth muscle, and thyroid are often seen. An ophthal-
mologic examination can confi rm the presence of kera-
toconjunctivitis, and biopsy of a lip or lacrimal gland 
can confi rm the presence of characteristic lymphocytic 
infi ltration. Biopsy of a rash can verify the presence of 
cutaneous vasculitis. 

 Symptomatic and preventive treatment is indi-
cated for sicca symptoms, as previously described. Trial 
therapy with hydroxychloroquine may help stabilize 
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disease activity, as in SLE. Dapsone may be effective 
for  cutaneous vasculitis. Corticosteroids and other cyto-
toxic drugs should be reserved for organ- or life-threat-
ening disease. 

 Polymyositis and Dermatomyositis 
 Polymyositis (PM) is a heterogeneous group of infl am-
matory diseases of striated muscle that are not unique 
to older adults; however, late-onset PM is evaluated 
and treated somewhat differently in older adults. The 
onset of PM is often insidious. The cardinal symptom 
is muscle weakness, most marked in proximal mus-
cle groups. Muscle tenderness is usually not promi-
nent. Exercise tolerance is reduced, and an inability 
to perform simple tasks such as reaching above the 
head or ascending stairs may be present. Other sys-
tem involvement is common in PM and reminiscent 
of other connective-tissue diseases, including rash, 
arthritis, esophageal dysmotility, and Raynaud’s phe-
nomenon. Cardiac involvement is not rare and usu-
ally presents with dysrhythmias. Rash may involve the 
eyelids (heliotrope) or the nose and malar areas, or 
be more generalized. Rash with dorsal thickening over 
the interphalangeal joints (i.e., Gottron’s papules) are 
distinctly different from the dorsal phalangeal rash of 
systemic lupus that spares the interphalangeal joints. 
When rash is present, PM is referred to as dermato-
myositis (DM). 

 In contrast to childhood PM, adult-onset PM affects 
women more often than men, and Blacks more often 
than Whites. Also, esophageal involvement and respira-
tory failure complicated with bacterial pneumonia are 
more likely in older PM adults. Up to 50% of cases of 
late-onset PM, and especially DM, are associated with 
underlying malignancy. No one cancer type seems 
most strongly associated: colon, lung, breast, prostate, 
uterus, and ovary are all well represented with PM and 
DM. Ovarian cancer is the most commonly associated 
gynecologic cancer underlying PM and DM. Mortality in 
adult PM and DM is usually associated with esophageal 

disease, respiratory failure with bacterial pneumonia, 
and malignancy. 

 Serum levels of muscle enzymes are usually mark-
edly elevated in PM. Electromyography reveals changes 
consistent with myositis, provided that the affected 
muscle is tested. Paraspinal muscle involvement is typi-
cal and should be included in the muscles tested. Di-
agnosis is confi rmed with muscle biopsy that reveals 
infl ammatory cellular infi ltrates. The diagnosis of PM 
or DM in older adults also entails a search for under-
lying malignancy. Minimum evaluation would include 
chest radiography and colon examination. In women, 
a pelvic examination and imaging plus mammography 
is recommended; in men, a prostate examination and 
prostate-specifi c antigen testing is recommended. Ther-
apy is generally directed at the infl ammatory process 
itself. Corticosteroids are almost always the fi rst drug 
of choice. 
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 The number of disorders that affect the nervous system 
increases rapidly with advancing age. The goal of the 
nurse is to assess baseline status and be sensitive to 
changes in neurological function. 

 CEREBROVASCULAR DISEASE 

 Ischemic Stroke 
 Stroke is a leading cause of disability and death among 
older adults. The incidence of stroke increases with 
advancing age, approximately doubling with each de-
cade after 60 years of age. Overall, men are at higher 
risk of stroke until age 84, when women become at 
higher risk. 

 Hypertension is the most prevalent risk factor for 
stroke; its treatment results in a substantial reduction in 
risk of stroke. Treatment of isolated systolic hyperten-
sion in older adults reduces the risk of stroke by nearly 
40% (see Chapter 43, “Hypertension”). Heart disease 
is also an important risk factor for stroke, including 
atherosclerotic coronary heart disease, left ventricular 
hypertrophy, valvular heart disease, valve replacement, 
and valvular and nonvalvular atrial fi brillation (see 
Chapter 42, “Cardiovascular Diseases and Disorders”). 
Cigarette smoking independently increases the risk of 
stroke as much as threefold. The incidence of stroke 
declines signifi cantly even after 2 years of cessation of 

smoking; after 5 years, the level of risk returns to that of 
nonsmokers. Elevated blood lipids and alcohol use are 
also important risk factors for stroke (see Chapter 37, 
“Substance Abuse”). 

 Signs and symptoms of stroke include sudden 
weakness and/or loss of sensation or movement on 
one side of the body (typically), confusion, diffi culty 
speaking and/or swallowing, visual changes, and bal-
ance changes and can progress to a complete lack of 
responsiveness. The nurse should assess the onset and 
duration of symptoms. Initial examination of a person 
with signs and symptoms of stroke should focus on 
vital signs, level of consciousness, orientation, ability to 
speak and understand language, facial paresis, muscle 
strength, and coordination. 

 In contrast to a stroke, a  transient ischemic attack  
(TIA) typically lasts several minutes to several hours, with 
all symptoms resolving within 24 hours. This temporary 
disruption in blood fl ow in the brain causes slurred or 
garbled speech or diffi culty understanding others, sud-
den blindness in one or both eyes or double vision, diz-
ziness, loss of balance, or loss of coordination. Testing 
to determine if the episode was a stroke or TIA may be 
based on symptoms and progression of the problem. To 
make a defi nite diagnosis, the resident will generally un-
dergo computed tomography (CT) and/or magnetic reso-
nance imagery (MRI) tests among others. Treatment will 
depend on the extent of brain damage, location in the 
brain, and the underlying cause of the stroke. 
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 Aspirin is the mainstay of antiplatelet therapy for 
atherosclerotic stroke prevention (i.e., prevention of 
the progressive narrowing and hardening of the arteries 
over time). Aspirin, which is low in cost and generally 
well tolerated in low dosages, prevents the accumula-
tion of plaque in the arteries and thereby prevents the 
narrowing that causes blockages. Many clinicians rou-
tinely prescribe 81 to 325 mg per day; however, even 
the lower dosage (i.e., baby aspirin) may cause gastro-
intestinal irritation and blood loss. Clopidogrel 75 mg 
once daily is an alternative for individuals who can-
not tolerate aspirin. Warfarin is reserved for primary 
or secondary stroke prevention when the individual 
is at risk for developing a blood clot from underlying 
problems such as atrial fi brillation or severe valvular 
disease. 

 Intracerebral Hemorrhage 
(Acute Bleed) 
 Intracerebral hemorrhage accounts for 15% to 20% 
of all strokes. Approximately 80% occur between 
the ages of 40 and 70. A racial distribution suggests 
that Black Americans and Asian Americans may be at 
slightly higher risk than White Americans. The most 
common risk factor for intracerebral hemorrhage is 
hypertension, present in 75% to 80% of the cases. Ex-
cessive use of alcohol is also associated with a higher 
incidence. 

 The signs and symptoms of an intracerebral bleed 
may include a sudden headache, often during activity. 
However, headache may be mild or absent in the older 
person. Loss of consciousness is common, often within 
a few seconds or minutes. Nausea, vomiting, delirium, 
and seizure may be part of the presentation. Neuro-
logic changes are usually sudden and progressive. The 
observed physical fi ndings are based on where the 
bleeding is occurring. When located in the left side of 
the brain, paralysis will occur on the right side of the 
body. Bleeding in the posterior fossa causes cerebellar 
or brain stem defi cits (e.g., decreased movement of the 
eye, labored breathing, pinpoint pupils, coma). Large 
hemorrhages can be fatal within a few days in about 
49% of older adults. For some survivors, consciousness 
may return and the neurologic defi cits will gradually 
diminish as the blood is reabsorbed. 

 STROKE PREVENTION 

 Stroke prevention includes control of risk factors 
through diet and exercise and adherence to medications 
for hypertension, hyperlipidemia, diabetes, and atrial 

fi brillation. Before and after a stroke, smoking cessa-
tion should be encouraged, and drinking alcohol should 
be limited to moderate intake. Moderate drinking is de-
fi ned as not more than one standard drink per day: one 
12-ounce can of beer; one 5-ounce glass of wine; or a 
mixed drink containing 1.5 ounces of 80-proof spirits. 

 STROKE MANAGEMENT 

 Optimize the physical function and independence of 
the individual via participation in therapy and exer-
cise activities as appropriate. 
 Prevent falls: Encourage participation in physical 
therapy, occupational therapy, and speech language 
pathology; evaluate and optimize the resident’s abil-
ity to manage in his or her environment. 
 Manage complications following stroke; control con-
stipation; manage urinary incontinence or retention; 
prevent contractures and skin breakdown; continu-
ally evaluate and optimize environmental safety; fol-
low swallowing precautions, as necessary. 
 Stroke support group: depression may occur in post-
stroke individuals because of some loss of indepen-
dence and usual quality of life. 

 SUBDURAL HEMATOMA 

 A subdural hematoma is the collection of blood between 
the dura and the arachnoid and is usually due to head 
trauma (that can be mild, particularly in older adults). 

 Perhaps most relevant for older adults is  chronic 
subdural hematoma,  the symptoms of which are head-
ache, slight or severe impairment in cognition, and 
hemiparesis. Some older adults may have seizures, and 
focal neurologic signs (e.g., weakness, sensory loss, 
and change in sensation) may be present. 

 Treatment of the hematoma varies depending on 
whether or not any symptoms are present. If symp-
tomatic, and particularly if the individual’s condition 
is worsening, then surgical removal of the hematoma 
may be attempted. If asymptomatic, or if the resident’s 
condition is improving, then it is likely that the resident 
will just be monitored for any further changes. 

 HEADACHES 

 Prevalence of headaches diminishes with age; only 2% 
of all sufferers of an initial migraine are over 50 years of 
age. A resident who complains of a headache, however, 
should be carefully evaluated for the following: com-
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plaints of severe pain described as the worst headache 
ever, onset of pain with exertion or cough, associated 
loss of balance, sensory loss, unequal or nonreactive 
pupils, and neck rigidity. These symptoms are cause 
to contact the primary care clinician for immediate 
 evaluation. 

 Many commonly used medications can cause dull, 
diffuse, and nondescript headaches. These include va-
sodilators (e.g., nitrates), antihypertensives (e.g., re-
serpine, atenolol, and methyldopa), antiparkinsonian 
agents, and stimulants (e.g., Ritalin). 

 One cause of headache commonly found among 
older adults is  giant cell (temporal) arteritis . Pain may 
be centered at the temporal or occipital areas of the 
brain. The person may complain of visual changes, 
generalized aching, and may have a low-grade fever. 
Diagnosis is made by biopsy of the artery. Prompt 
evaluation is necessary to prevent the development of 
blindness, as the infl ammation can spread to the optic 
nerve. 

 MOVEMENT DISORDERS 

 A movement disorder may be defi ned simply as abnor-
mal involuntary movements. These movements are not 
the result of weakness or sensory defi cits; they are the 
result of dysfunction of the basal ganglia or the extrapy-
ramidal motor system. 

 Parkinson’s Disease 
 Parkinson’s disease is a progressive neurodegenerative 
disease in which cell death in the substantia nigra con-
sequently reduces dopamine levels in the brain. This 
results in a constellation of signs, including tremor at 
rest, bradykinesia (i.e., slowness of movement), rigid-
ity, and postural instability or poor balance with a ten-
dency to retropulse (i.e., lean backwards). Incidence of 
Parkinson’s disease increases dramatically with age and 
is likely due to the combined effects of genetic and en-
vironmental factors (e.g., pesticides). 

 The clinical fi ndings include tremor, usually in 
one hand but sometimes in both, classically involv-
ing the fi ngers in a pill-rolling motion. The tremor is 
present at rest and usually decreases with active, pur-
poseful movement (e.g., picking up a glass). Muscular 
rigidity with stiff, jerky movement is noted when at-
tempting to move the individual’s elbow, for example, 
through range of motion.  Bradykinesia  refers to slow-
ness in initiating movement.  Freezing  is a term used to 
describe the sudden interruption of movement noted 
in persons with Parkinson’s disease, especially if they 

come to a challenging area in the environment such 
as a doorway. The person’s face can become mask-
like, may lack expression, and have diminished eye 
blinking. Mood abnormalities, usually depression or 
anxiety, are common, as are cognitive impairment and 
dementia. 

 Nonpharmacological Treatment 
and Symptom Management 

 Treatment programs must be individualized. Nonphar-
macologic therapy includes a regular exercise program. 
Attention to symptoms associated with the disease, or 
treatment of the disease, includes such things as manag-
ing the constipation (see Chapter 45, “Gastrointestinal 
Diseases and Disorders”), orthostatic hypotension (see 
Chapter 42, “Cardiovascular Diseases and Disorders”; 
Chapter 24, “Dizziness”), and insomnia (see Chapter 32, 
“Sleep Disorders”). 

 Pharmacological Treatment 

 See Table 49.1 for an overview of medication used in 
treatment of Parkinson’s disease. Levodopa (in the form 
of levodopa/carbidopa) provides the most improvement 
in the motor manifestations of Parkinson’s disease. Spe-
cifi cally, levodopa helps alleviate the symptoms of bra-
dykinesia and rigidity. It is less successful in treating 
tremor and problems with balance, and it does not pre-
vent progression of the disease. After 2 to 5 years, more 
than 50% of individuals with Parkinson’s disease expe-
rience an unpredictable phenomenon referred to as an 
on-off effect, making it diffi cult to anticipate when they 
will freeze. Increasing the dosage of the levodopa may 
help, but this increases the risk of major side effects 
including involuntary movements (called dyskinesias) 
such as twitching, nodding, and jerking, sudden psy-
chosis and hallucinations, nausea, abdominal cramp-
ing, orthostatic hypotension, and confusion.   

 Surgical options are increasingly being utilized for 
Parkinson’s disease patients with symptoms that are 
uncontrollable by medical therapies. Depending on a 
resident’s most troubling symptoms, brain stimulators 
or stereotactic lesioning may be considered. Generally, 
the morbidity of these procedures is low among indi-
viduals in otherwise fair to good health who do not 
have dementia. 

 Chorea 
 Choreiform movements, known as  senile chorea , some-
times occur as an isolated symptom in persons 60 years 
and older. Involuntary complex movements of the face, 
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mouth, and tongue may occur alone or with unilateral 
or bilateral limb movements. Neither mental distur-
bance nor family history of Huntington’s chorea is as-
sociated with senile chorea. Chorea can be treated with 
medications. 

 Essential Tremor 
 Essential tremor is the most common form of abnormal 
tremor. It is an action tremor that is present when the 

limbs are in active use (e.g., while writing or holding 
a cup). The tremor most commonly involves the arms, 
head, and voice. Other areas of the body may include 
the chin, tongue, and legs. The tremor is often slightly 
worse in one arm than in the other. Functionally, the 
tremor may interfere with many daily activities, such as 
eating, writing, or fastening buttons. Stress or anxiety 
can exacerbate the tremor. 

 The prevalence of essential tremor increases with 
advancing age, affecting as many as 1% to 5% of per-

49.1 Overview of Medications Used to Treat Parkinson’s Disease

DRUG DESCRIPTION

Levodopa-carbidopa (Sinemet) Converted by nerve cells into dopamine, the neurotransmitter 
that is defi cient in Parkinson’s disease. Carbidopa allows more 
levodopa to get to the brain by preventing it from being 
metabolized (i.e., broken down) elsewhere in the body.

Selegiline (e.g., deprenyl, eldepryl) Selegiline given with levodopa enhances and prolongs 
the response.

Amantadine (Symmetrel) An antiviral drug that also reduces the symptoms of Parkinson’s 
disease. It is often used in combination with levodopa or 
anticholinergics. After several months, its effectiveness wears 
off in one-third to one-half of the patients taking it.

Anticholinergics (e.g., Benadryl, Artane, 
and Cogentine)

Help control the symptoms of tremor and rigidity. While 
effective, these drugs can have side effects such as dry mouth, 
blurred vision, urinary retention, and constipation that limit 
their use in older adults.

Dopamine agonists, for example, bromocriptine, 
(Pergolide); apomorphine (Apokyn); bromocriptine 
(Parlodel); pergolide (Permax); pramipexole 
(Mirapex); popinirole (Requip)

These drugs enter the brain directly at the dopamine 
receptor sites. They are less effective than levodopa and are 
often prescribed in conjunction with Sinemet to prolong the 
duration of action of each dose of levodopa. They may also 
reduce the involuntary movements associated with levodopa.

COMT (catechol-0-methyl-transterase) inhibitors: 
Comtan

COMT inhibitors block the COMT enzyme, which results 
in greater and more sustained availability of the prescribed 
levodopa/carbidopa.

Propargylamine monoamine oxidase type B 
(MAO-B) inhibitors: rasagiline (Azilect) and Zydis 
Selegiline (Zelapar)

Use of these drugs is associated with less functional decline 
over time. Rasagiline is useful as an adjunctive agent when 
added to levodopa to reduce off time in advanced Parkinson’s 
disease. 
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sons age 60 years and older. There is likely a familial 
component to this disorder. Main indications for treat-
ment are embarrassment and disability; diffi culty per-
forming certain tasks (e.g., eating and writing). Initial 
therapy includes -blocking agents (e.g., propranolol, 
atenolol OL ), primidone OL , phenobarbital OL , diazepam OL , 
and newer agents, including gabapentin OL  and cloza-
pine OL . Response to these agents is variable (i.e., some 
individual’s experience moderate improvement, whereas 
others experience none), and the tremor is rarely elimi-
nated. Some patients with severe, medically refractory 
tremor may undergo deep brain (thalamic) stimulator 
surgery that is effective in controlling the tremor. 

 Prevention 

 Prevention of the negative outcomes of movement dis-
orders lies in preventing injury, usually from falling. 

 Many older adults benefi t from a course of physical 
therapy aimed at restoring their confi dence in walk-
ing and maintaining balance. 
 Physical and occupational therapists can teach sim-
ple tricks to manage unpredictable and disabling epi-
sodes and can help select an appropriate size, weight, 
and type of cane or walker. 
 An occupational therapist home visit can advise 
about the appropriate placement of wall rails, grab 
bars, and other assistive devices to reduce the pos-
sibility of falling. 
 Maintenance of adequate hydration will help avoid 
aggravating postural hypotension. 

 EPILEPSY 

 A seizure is a paroxysmal excessive or hypersynchro-
nous cerebral neuronal discharge, or both, that results 
in a transient change in motor function, sensation, 
or mental state. Recurrent seizures are the defi ning 
feature of epilepsy. Seizures are broadly classifi ed as 
 partial  or  generalized.  Partial seizures are subdivided 
on the basis of whether or not the seizure is associ-
ated with impairment of consciousness. Simple par-
tial seizures do not impair consciousness and most 
often are associated with rhythmic motor twitching 
(e.g., twitching of the face). Complex partial seizures 
are associated with alterations of consciousness and 
amnesia for the event. Automatisms (i.e., motor or 
verbal behaviors repeated inappropriately) and other 
motor manifestations may occur with complex partial 
seizures. Verbal automatisms range from simple vo-

calizations, such as moaning, to swearing inappropri-
ately and repeatedly. 

 Generalized seizures in older adults are almost in-
variably convulsive (i.e., grand mal). Common causes 
of generalized seizures include vascular disease, space-
occupying lesions, brain trauma, alcohol withdrawal, 
and neurodegenerative diseases. When describing a 
seizure, focus on the movements during the seizure, 
any loss or change of consciousness, and the person’s 
actions during and after the episode (e.g., thrashing his 
or her arms and legs, complaining of severe headache, 
and/or falling asleep after the event). This information 
can be helpful to the primary health care provider in 
making a diagnosis or managing the seizure disorder. 
Each state has laws regarding seizure disorder and driv-
ing; this is a crucial area of counseling for the older 
adult with a seizure disorder. 

 Treatment of epilepsy involves the use of antiepi-
leptic drugs (AEDs). Older adults may be particularly 
sensitive to the side effects of these drugs. For example, 
AEDs may intensify an underlying dementia or exacer-
bate mild cognitive decline. There are a variety of AEDs; 
most must be started slowly and the dose increased 
gradually. Reduction in seizure frequency and severity 
and the onset of side effects are monitored to determine 
if the person is on the correct dosage. Description and 
documentation and report of any seizure activity ob-
served in the resident is critically important. 

 During a seizure: assist the resident to a safe posi-
tion (i.e., lying on a comfortable surface) and prevent 
trauma (e.g., prevention of biting the tongue or hitting 
limbs on hard surfaces). 

 MOTOR NEURON DISEASE 

 Amyotrophic lateral sclerosis (ALS) is a neurodegenera-
tive condition involving both upper and lower motor 
neuron cell bodies; it is characterized clinically by pro-
gressive weakness and wasting of skeletal muscles, and 
can eventually cause respiratory failure. Incidence in-
creases with age but plateaus in the 60s. Older adults 
with ALS commonly present with gait disturbance, falls, 
foot drop, weakness in grip, dysphagia, or dysarthria. 
Prognosis is poor; treatment is mostly supportive; aver-
age survival is 2 to 3 years. 

 MYELOPATHY 

 Myelopathy means that there is something wrong with 
the spinal cord. The person will complain of diffi culty 
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walking because of generalized weakness or problems 
with balance and coordination. Myelopathy occurs 
commonly in older adults and is generally due to spinal 
stenosis, a progressive narrowing of the spinal canal. 
Bone spurs and arthritic changes reduce the space avail-
able for the spinal cord within the spinal canal. The 
bone spurs may begin to press on the spinal cord and 
the nerve roots; this pressure interferes with how the 
nerves function normally. 

 Many people with myelopathy will begin to have 
diffi culty with things that require a fair amount of 
coordination, such as walking up and down stairs or 
fastening buttons. MRIs can provide diagnostic proof. 
Treatment is generally conservative and involves op-
timizing function, managing pain, and protecting the 
joint (e.g., a cervical collar). 

 RADICULOPATHY 

 Radiculopathy results from compression of a spinal root 
as it exits the spinal cord. In the spaces between the 
vertebrae, sensory nerves (i.e., nerves conducting sen-
sory information toward the brain) and motor nerves 
(i.e., nerves conducting commands from the brain to 
muscles) connect to the spinal cord. Smaller, separate 
nerve bundles, called the roots of the nerve, are located 
at that entry/exit point. Damage to the spinal nerve 
roots can lead to pain, numbness, weakness, and par-
esthesia (i.e., abnormal sensations that occur without 
any cause). 

 Pain may be in the cervical (neck), thoracic (mid-
dle back), and lumbar (lower back) areas of the spine. 
Lumbar radiculopathy is also known as  sciatica . Radic-
ulopathy is different from myelopathy. Myelopathy in-
volves pathological changes in, or functional problems 
with, the spinal cord itself, rather than the nerve roots. 
Radiculopathy is problems with the nerve roots and can 
result in pain, altered refl exes, weakness, and nerve-
conduction abnormalities (i.e., impaired transmission 
of messages between the nerves and the muscles). 

 PERIPHERAL NEUROPATHY 

 The prevalence of peripheral neuropathy in older adults 
is estimated to be as high as 20%. In its most common 
form, it causes pain and numbness in hands and feet. 
The pain is typically described as tingling or burning, 
while the loss of sensation is often compared to the feel-
ing of wearing a thin stocking or glove. 

 The most common cause of peripheral neuropathy 
is diabetes. Other common causes are medications (e.g., 
amiodarone, colchicine, phenytoin, lithium, vincristine, 
isoniazid), alcohol abuse, and nutritional defi ciencies 
(e.g., vitamins B 6  and B 12  defi ciency, as well as defi -
ciencies of thiamine, folate, and niacin), renal disease 
(i.e., uremia), monoclonal gammopathy (e.g., multiple 
myeloma), and neoplasm (e.g., infi ltration of peripheral 
nerves by malignant cells, paraneoplastic syndromes 
associated with oat cell carcinoma of the lung, breast 
cancer, ovarian cancer, renal cell carcinoma, and pros-
tate cancer). 

 Peripheral neuropathy usually begins in the feet 
with complaints of numbness and tingling, and may 
then spread from the feet to the hands and then up the 
legs and arms. There may also be sharp burning pain, 
extreme sensitivity to touch, lack of coordination, and 
muscle weakness or paralysis. 

 Treatment depends on the cause, ranging from 
withdrawal of the causative agent (e.g., alcohol, medi-
cations) to nutritional supplementation (for nutri-
tional defi ciency) or treatment of the primary cancer 
(neoplastic neuropathy). There is some evidence that 
optimizing glucose control may lessen the severity of 
diabetic neuropathy. Treatment of neuropathic pain 
includes the use of tricyclic antidepressants, anticon-
vulsant medications (e.g., carbamazepine OL , gaba-
pentin OL ), and selective serotonin reuptake inhibitors. 
Topical agents include capsaicin cream and local anes-
thetic medications. 

 RESTLESS LEGS SYNDROME 

 Although classifi ed as a neurologic disease, restless leg 
syndrome (RLS) is covered in Chapter 32, “Sleep Dis-
orders.” 
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Hematopoiesis is the formation of blood cellular com-
ponents. All cellular blood components are derived 
from hematopoietic stem cells (HSCs). Approximately 
1011–1012 new blood cells are produced daily. HSCs re-
side in the bone marrow and have the unique ability to 
give rise to all of the different mature blood cell types 
(e.g., red blood cells [RBCs], white blood cells, and 
platelets). In a healthy person, a red blood cell survives 
90 to 120 days (on average) in the circulation; therefore, 
about 1% of red blood cells break down each day. The 
spleen (part of the reticulo-endothelial system) is the 
main organ that removes old and damaged RBCs from 
circulation. In healthy individuals, the breakdown and 
removal of RBCs from circulation is matched by the pro-
duction of new RBCs in the bone marrow. With age, the 
body does not respond as quickly to stresses of blood 
loss or infection. That is, the body cannot as quickly 
or as effi ciently make new red blood cells or increase 
the number of white blood cells to respond to infection 
when compared to a younger individual. In addition, 
hematological diseases are more common with age.

ANEMIA

Anemia is the most common age-related hematologic 
abnormality occurring in both men and women. In the 
general adult population, the annual incidence of ane-
mia is estimated to be 1% to 2%. In comparison, the 
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incidence of anemia among older adults (> 65 years 
of age) is four- to sixfold higher. Using World Health 
Organization criteria, anemia is present if hemoglobin 
concentrations drop below 12 g/dL (7.5 mmol/L) in 
women or below 13 g/dL (8.1 mmol/L) in men. In sev-
eral studies, the prevalence rate of anemia before age 
80 is 8% to 10% in women and 12% to 14% in men. In 
the over-80 cohort, the prevalence of anemia is 12% to 
16% in women and 18% to 22% in men.

Presentation of Anemia
The presence of multiple chronic illnesses in older adults 
often makes it diffi cult to evaluate anemia. Health care 
providers often do not assess older adults for anemia, 
mistakenly believing that anemia is a consequence of 
the aging process rather than of disease. Anemia may 
develop slowly, with few specifi c symptoms or signs 
appearing until late in the course of the illness. Many 
symptoms of anemia mimic those of other conditions 
(e.g., functional decline, increase in cognitive problems, 
increase in falls, worsening heart disease). Caregivers 
and health care providers sometimes assume that non-
specifi c symptoms such as fatigue, weakness, and lack 
of stamina are normal signs of aging. Table 50.1 provides 
an overview of the signs and symptoms of anemia.

Not uncommonly, older adults adjust to the symp-
toms of anemia and do not complain. However, it is 
important to identify and treat anemia to prevent the 
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development of complications associated with anemia 
(Exhibit 50.1). Treatment may, in fact, improve the 
function and quality of life of the resident.

The various types of anemia seen in older adults are 
summarized in Table 50.2. The diagnosis is always made 
by checking a blood count. Table 50.3 provides an over-
view of the blood indices used to evaluate for anemia.

Iron Defi ciency Anemia
Iron is the only nutrient that limits the rate of erythro-
poiesis (i.e., the process by which red blood cells are 

made in the bone marrow) and is the most common 
cause of anemia in older adults. It is diagnosed by lab 
data reporting decreased serum iron and reduced trans-
ferrin saturation (i.e., serum iron divided by the total 
iron-binding capacity, or TIBC, expressed as a percent-
age). The ferritin level (i.e., indication of iron stores in 
the body) will be low (less than 100 ng/mL). Nutritional 
iron defi ciency is very rare in older adults as the body 
tends to conserve iron, and stores of iron may actually 
improve with age. When unexplained iron defi ciency 
does occur, it is almost exclusively due to blood loss 
from the gastrointestinal tract. Other common causes 

MILD ANEMIA MODERATE ANEMIA SEVERE ANEMIA

  Bleeding gums Increased heart rate Angina

Complaints of being tired 
all the time

Mild fatigue Exercise intolerance

Complaints of chest pain Palpitation Palpitations

Complaints of dizziness Shortness of breath 
on exertion

Severe fatigue

Decreased ability to 
participate in exercises

Shortness of breath 
at rest

Decreased activity level

Decreased appetite

Functional decline

Increase in falls

Increased confusion

Increased irritability

Jaundice

Labored breathing, 
especially with exertion

Pale or cool skin

Sleep problems

50.1 Signs and Symptoms of Anemia
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of blood loss, however, can be from multiple falls and 
hematomas (bruises), blood loss from the bladder that 
occurs chronically and just accumulates over time, or 
after any type of surgical procedure.

Anemia of Chronic Disease
The pathophysiology of anemia of chronic disease is 
complex. It is due to the inability of the body to free up 
the iron that is stored in the body so that it can be used 
to make red blood cells. As a consequence, serum iron 
falls and, as with blood-loss anemia, there is inadequate 
iron supply for erythropoiesis. In contrast to blood-loss 
anemia, in which iron stores are absent, in anemia of 
chronic disease the iron stores are normal or increased. 
Laboratory results show a low serum iron, low trans-
ferrin saturation, and normal to increased iron stores 
(ferritin > 100 ng/mL). The term anemia of chronic 
disease is often used to explain an anemia associated 
with some other major disease process such as cancer, 
collagen vascular disorders, rheumatoid arthritis, and 
infl ammatory bowel disease.

Anemia of Chronic Kidney 
Disease (CKD)
Erythropoiten, together with iron, is needed to develop 
red blood cells. Anemia associated with CKD is due 
to decreased erythropoiten production in the kidney. 
Typically, erythropoiten is recommended for hemoglo-
bin levels below 12 g/dL. Blood counts and iron levels 
should be monitored regularly. It is particularly im-
portant to make sure the individual has suffi cient iron 

when starting and being treated with an erythropoiten 
or red blood cells cannot be made.

Aplastic Anemia (Bone Marrow Failure)
Bone marrow failure is generally associated with sup-
pression of all marrow elements, red blood cells, white 
blood cells, and platelets. Common causes include 
drugs, an autoimmune disorder, or a cancer. Testing is 
necessary to hopefully treat the underlying cause of the 
aplastic anemia.

Vitamin B12 and Folate Defi ciency
Vitamin B12 and folate defi ciency increases among older 
adults. Low blood levels of both B12 and folate are also 
accompanied by increased levels of homocysteine and 
methylmalonic acid (MMA). Therefore older adults with 
low normal (< 350 pg/mL) B12 levels may also need to 
have the level of MMA or homocysteine checked to fur-
ther evaluate the individual for B12 defi ciency. If MMA 
or homocysteine level is elevated, it is an indication that 
there is a true B12 defi ciency, even though the resident 
may not have any symptoms at this time.

Vitamin B12 defi ciency, also know as pernicious ane-
mia, is due to decreased absorption of vitamin B12 in the 
stomach. Often this is due to an age associated decrease 
in intrinsic factor, needed to facilitate the absorption of 
B12. In these situations the B12 is replaced, either via high 
dosages of oral supplement or through injections. Folate 
defi ciency of suffi cient severity to cause anemia in older 
adults is less common and is usually associated with 
long-term and/or excessive alcohol use. Replacement of 
folate can be easily done with oral supplements.

The Myelodysplastic Syndromes
The myelodysplastic syndromes (MDS) are a group of 
disorders characterized by impairment in the body’s abil-
ity to make red blood cells at the level of the bone mar-
row. Individuals with MDS usually have a macrocytic 
anemia and a reduced white blood cell count. Platelets 
are generally normal or increased. Treatment of MDS in 
the older adult tends to be supportive with monitoring 
of the progression of the anemia and changes in the 
white blood cell count.

Hemolytic Anemia
The causes of hemolytic anemia in older adults are gen-
erally due to a lymphoproliferative disorder (such as non-
Hodgkin’s lymphoma or chronic lymphocytic leukemia), 

Increased mortality

Cardiac complications (congestive heart failure, left 
ventricular hypertrophy, myocardial infarction) 

Cognitive impairment 

Depression 

Falls 

Functional impairment 

50.1 
 Complications Associated With 
Anemia
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50.2 Physiologic Classifi cation of Anemia

HYPOPROLIFERATIVE (RESIDENT 
DOESN’T MAKE ENOUGH 
BLOOD CELLS)

HEMOLYTIC (RESIDENT DESTROYS HIS OR HER 
OWN RED BLOOD CELLS)

Iron-defi cient anemia (microcytic 
anemia)

Caused by an autoimmune disorder

Diseases in the bone marrow where 
blood cells are made (normocytic 
anemia) 

Caused by medications or toxins in the 
environment

Disease in the kidney where 
erythropoietin is made

Vitamin B12 defi ciency (macrocytic 
anemia)

Folate defi ciency (macrocytic anemia)

Key defi nitions: Microcytic anemia: Blood cells viewed under the microscope are pale (hypochromic) and abnormally 
small (microcytic). Macrocytic anemia: Blood cells viewed under the microscope are abnormally large (macrocytic).

HEMATOLOGY TESTS NORMAL RESULTS

Hematocrit (Hct) 40%–52% (male)

37%–46% (female)

Hemoglobin (Hgb) 13.2–16.2 gm/dL (male)

12.0–15.2 gm/dL (female)

Red blood cell count (RBC) 4.3–6.2 � 106/µL (male)

3.8–5.5 � 106/µL (female)

3.8–5.5 � 106/µL (infant/child)

White blood cell count (WBC) 4.1–10.9 � 103/µL

Platelet count (Plt) 140–450 � 103/µL

RBC mean cell volume (MCV) 82–102 fL (male)

78–101 fL (female)

50.3 Normal Laboratory Values for Tests for Anemia

(continued)
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collagen vascular disease, or drug ingestion. Corticoster-
oids and splenectomy are usually effective treatments.

PLATELETS AND COAGULATION

Platelet count does not change with aging, but concen-
trations of a large number of coagulation enzymes (i.e., 
enzymes needed to facilitate development of blood 
clots) increase with age. Consequently, it is believed 
that older adults have increased hypercoagulability (i.e., 
they develop blood clots more readily than do younger 
individuals when in bed or sitting for extended periods 
of time). Evidence of bleeding under the skin is not un-
common in older adults. Unexplained bruises, repeated 
nosebleeds, gastrointestinal losses, or excessive blood 
loss during surgery or following dental extraction are 
common presentations. In these individuals, it may be 
recommended that platelet counts be evaluated. Throm-
bocytopenia, or a platelet count of less than 150,000 ml, 
can occur, although it is not certain how low the plate-
let count must be before there is evidence of bleeding. 

HEMATOLOGY TESTS NORMAL RESULTS

Reticulocyte 0.5%–1.5% (adult)

Iron studies

Total serum iron (TSI) 76–198 µg/dL (male)

26–170 µg/dL (female)

Total iron-binding capacity (TIBC) 262–474 µg/dL

Transferrin 204–360 mg/dL

Ferritin 18–250 ng/mL (male)

12–160 ng/mL (female)

50.3 Normal Laboratory Values for Tests for Anemia (continued  )

Common causes of thrombocytopenia include decreased 
production of platelets in the bone marrow, disorders 
of the spleen, and increased destruction of platelets as 
they are circulating. Decreased production of platelets 
occurs in older adults with leukemia or other bone mar-
row problems, or this may be due to drugs that suppress 
platelet production. Increased destruction of platelets is 
due to autoimmune disorders. Treatment of thrombocy-
topenia depends on the cause.
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Prevalence studies indicate that cancer is primarily a 
burden for geriatric populations. In fact, the median age 
for cancer in the United States is 70 years. Although 
cancer has long been recognized as a disease of older 
adults, emphasis on geriatric issues and cancer is a re-
cent development.

Three questions form the underpinnings of this 
new emphasis.

 Why are tumors more common in older adults?
 Is there a difference in tumor aggressiveness with ad-
vancing age?
 Should treatment be different for the older adult?

Experimental data and clinical experience indicate 
that tumors are not resistant to treatment by virtue of 
age alone. However, age is associated with slight reduc-
tions in certain organ functions, and these defi ciencies 
in physiologic reserve might be magnifi ed by comorbid 
conditions. Cancer treatments, especially chemother-
apy, may therefore be associated with an increase in 
adverse events. Hence, treatment should be tailored to 
the individual, taking into consideration potential in-
creased toxicities and balancing this with expectations 
of survival in the context of comorbidities.

The National Cancer Institute’s Surveillance, Epide-
miology and End Results (SEER) data reveal that more 
than 50% of all cancers are diagnosed in older adults 
age 65 years and older, and this older adult population 
incurs more than 60% of all cancer deaths. The data 

also reveal important trends. Whereas between 1968 
and 1985 cancer mortality decreased 23% in individuals 
younger than 55 years (primarily refl ecting advances in 
the therapy of acute leukemias, Hodgkin’s disease, non-
Hodgkin’s lymphomas, and testicular cancers), cancer 
mortality for those age 55 years and older increased by 
17%. Thus, the older population is faced with an in-
creasingly prevalent disease for which modern thera-
pies have not improved overall survival. There is much 
to learn about providing optimal management of cancer 
in older adults, but an emphasis on disease prevention 
and screening remains a logical priority.

CANCER BIOLOGY AND AGING

Explaining the Increased Prevalence 
of Cancer With Age
The four most frequently occurring cancers in adults 
over age 50 are prostate, breast, lung, and colorectal. 
There are at least three reasons for the increased preva-
lence of cancer with age. First, cancers are thought to 
develop over a long period, perhaps decades. This is 
best exemplifi ed by the current understanding of colon 
cancer, which has been shown to develop because of an 
accumulation of several damaging genetic events occur-
ring over time. These events, also known as mutations, 
are changes in DNA that are caused by carcinogens. If 
mutations are acquired at a constant rate, older people 
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are more likely to live long enough to develop the 8 to 10 
genetic lesions that it takes to develop a malignancy.

A second reason for the greater prevalence of can-
cer with advancing age is that DNA repair mechanisms 
are thought to decline with age. As a consequence, 
cells may accumulate damage. Normally, a dividing cell 
pauses in G1 (i.e., the gap following mitosis [M] and be-
fore DNA replication [S]) and in G2 (i.e., the gap follow-
ing S, or DNA replication and before M, mitosis) to take 
inventory and repair any damage before proceeding to 
the next phase. These are the G1 and G2 checkpoints. 
Older cells may fail to detect or repair damage and fail 
to control DNA replication accurately. This leads to an-
euploidy and to uncontrolled proliferation. In younger 
people, these aberrations may trigger the death of the 
cell; in older people, the errors may be tolerated and fail 
to signal cell death. Cells without functioning check-
points are vulnerable to loss of growth control.

A third contribution to increased cancer incidence 
in older people may be a decline in the function of the 
immune system, particularly in cellular immunity. A 
number of fi ndings suggest that the immune system 
can recognize and control certain cancers. A decline in 
immune function may lead to the emergence of a can-
cer in an older person that was controlled when that 
person was younger. However, no direct link currently 
exists between the decline in immune function and the 
increase in cancer incidence in older adults.

The Different Characteristics 
of Cancer With Age
A long-held but incompletely documented clinical 
dogma holds that cancers in older adults are less ag-
gressive or slower growing. However, epidemiologic 
data from tumor registries or large clinical trials do 
not support this notion. Such data may be confounded 
by geriatric problems that shorten survival indepen-
dently of the cancer (e.g., comorbidity, multiple medi-
cations, physician or family bias regarding diagnosis 
and treatment in elderly persons, and age-associated 
life stresses). These factors may counter any primary 
infl uence that aging might have on tumor aggressive-
ness. There is experimental support, however, for the 
contention that there is reduced tumor aggressiveness 
with age. Despite this data, it remains diffi cult to know 
in any given individual whether the course of the dis-
ease will be characterized by an indolent or aggres-
sive pattern of growth. Additional study is necessary 
to document age-associated differences in tumor cell 
biology.

Ethnic Differences in Cancer 
Incidence and Mortality
As the demographics of the U.S. population change, ad-
ditional information is needed on incidence and natu-
ral history differences in cancers occurring in different 
ethnic and racial groups. The U.S. Census Bureau esti-
mates that by 2050, Hispanic Americans will account 
for nearly 25% of the population, and Black Americans, 
Asian Americans, and Native Americans will combine 
to total another 25%. Overall, Black Americans have 
the highest cancer incidence and mortality rates; it 
is 10% higher than among White Americans, 50% to 
60% higher than among Hispanic Americans and Asian 
Americans, and more than twice as high as among Na-
tive Americans. The cancer death rate for Black Ameri-
cans is about 30% higher than for White Americans 
and more than twice as high as for Hispanic Americans, 
Asian Americans, and Native Americans. From 1992 to 
1998, 5-year survival for all cancers was 64% for White 
Americans and 53% for Black Americans.

Factors contributing to the ethnic differences are 
not defi ned. However, certain data suggest that when 
the quality of the health care delivered to White and 
Black Americans is similar, disease outcomes in the two 
groups are comparable. Specifi c incidence, diagnosis, 
and survival data for common cancers in different eth-
nic groups are provided in Table 51.1 and Table 51.2.

PRINCIPLES OF CANCER 
MANAGEMENT

Current forms of cancer treatment include surgery, radi-
ation, cytotoxic chemotherapy, hormone manipulation, 
and biologic therapy. Age alone does not preclude any 
of these approaches, but because of normal changes 
with age in certain organs and also age-associated con-
ditions (i.e., comorbidities), special considerations are 
warranted.

Randomized clinical trials are the most reliable 
methodology to study medical intervention; treatment 
decisions are best founded on the results of such work. 
However, despite efforts from the cooperative oncology 
groups, individuals entered into trials are by and large 
younger and presumably healthier than the typical geri-
atric person with the same disorder. Furthermore, com-
mon end points of these trials are length of survival (for 
therapeutic interventions) or disease-specifi c deaths 
(for prevention studies), and these end points are not 
always the most appropriate outcomes for older adults 
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(because of their inherently limited life expectancies on 
the basis of age alone).

Clinical researchers are beginning to address issues 
of geriatric oncology. More geriatrics-oriented trials 
focus more on symptom reduction and quality-of-life 
outcomes than on life expectancy. Surveys indicate that 
older adults, when fully informed, most often choose 
life-extending treatments, even at the risk of toxicity. It 
is the physician and the resident’s family that are most 
focused on quality-of-life issues. For the most part, tu-
mors are not more resistant to treatment in older adults. 

It is also commonly appreciated that acute toxicities 
(e.g., nausea, vomiting, hair loss) are less prominent 
in older adults. Thus, although quality of life remains 
a primary treatment consideration, efforts at extending 
life should not be denied older adults on the basis of 
their age alone.

Cancer Screening
Screening is designed to detect disease in asymptom-
atic individuals with the hope that early-stage disease 

WHITE AMERICANS BLACK AMERICANS HISPANIC AMERICANS ASIAN AMERICANS

SITE MALE FEMALE MALE FEMALE MALE FEMALE MALE FEMALE

All 555.9 431.8 696.8 406.3 419.3 312.2 392.0 306.9

Breast — 140.8 — 121.7 — 89.8 — 97.2

Colon 64.1 46.2 72.4 56.2 49.8 32.9 57.2 38.8

Lung 79.4 51.9 120.4 54.8 46.1 24.4 62.1 28.4

Prostate 164.3 — 272.1 — 137.2 — 100.0 —

51.1  Ethnic and Racial Differences in Cancer Incidence

51.2 Racial Differences in Cancer Diagnosis and Survival

ADVANCED DISEASE AT DIAGNOSIS (%) 5-YEAR SURVIVAL (%)

SITE WHITE AMERICANS BLACK AMERICANS WHITE AMERICANS BLACK AMERICANS

Breast 33 43 88 74

Colon 19 24 63 53

Lung 38 40 15 12

Head and neck 55 73 60 36

Bladder 21 35 83 64

Endometrial 22 39 86 60
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is more readily curable. Screening for colon cancer, cer-
vical cancer, and probably breast cancer saves lives. 
Controlled prospective randomized trials are the only 
method of documenting the value of screening. The 
study populations must be followed for many years to 
document the cancer cause-specifi c survival advantage 
to the screened group.

A screening test is evaluated on the basis of its ca-
pacity to distinguish people with disease from those 
without disease. Screening is of greatest value when 
the disease being sought is common in the population 
being screened and the test being used is highly spe-
cifi c. The use of weakly specifi c tests in populations 
with low disease prevalence does not save lives. In some 
instances, more harm is done through morbidities and 
mortality associated with the diagnostic evaluation of 
positive screening tests than the good associated with 
early detection of cancer. Current screening guidelines 
essentially indicate that women 65 years of age, par-
ticularly if sexually inactive and if they have had prior 
negative testing, do not need to continue to have Pap 
tests. Screening for breast, bowel, and prostate cancers 
continue to vary based on the organization establishing 
the guidelines. The general recommendation is to take 
a life expectancy approach such that those with a 5- to 
10-year life expectancy may not benefi t from screening. 
Given the range of recommendations and the fact that, 
regardless of age, screening is a reimbursable service for 
older individuals, an individualized approach should be 
taken. Residents and/or their licensed authorized repre-
sentatives should be given information as to the benefi t 
and potential risks to screening.

Chemotherapy
Older adults, in light of normal age changes and chronic 
illnesses, may be at increased risk of toxicity associated 
with chemotherapy (see Table 51.3). Toxicities include 
such things as worsening of renal function and myelo-
suppression (e.g., anemia, low white counts, and low 
platelet counts). It is important for purposes of comfort 
and reassurance that the resident, family, and staff are 
familiar with the expected side effects of chemothera-
peutic agents. Contact with the oncologist to gain this 
information is an appropriate nursing intervention.

Hormonal Therapy
Hormonal treatment is effective in cancers of the breast, 
prostate, and endometrium. Tamoxifen, a selective es-
trogen receptor modulator, has antagonistic and partial 

agonistic effects. It is a useful therapy in adjuvant treat-
ment of breast cancer and also has estrogenlike positive 
effects on cardiovascular risk factors and bone disease. 
Other more selective drugs in this category, such as ral-
oxifene, are in clinical testing. Although inactive as a 
single agent, tamoxifen is synergistic with chemotherapy 
in the management of malignant melanoma. Currently 
used hormonal agents are listed in Table 51.4. Most of 
these are well tolerated by older persons and commonly 
are the treatment of choice in this age group.

Biologic Therapy
Modulation of immune response is a particularly at-
tractive option in treating the older adult whose natural 
defenses against cancer may be impaired by immune 
senescence. Only a limited number of options are clini-
cally available, and these are clearly inadequate to re-
store a normal immune response in the older person. 
Recombinant -interferon at moderate doses (e.g., 3 
million units, three times weekly) is reasonably well 
tolerated by individuals of all ages. At higher doses, 

-interferon causes myelodepression, severe fatigue, 
fl ulike illness, malaise, fever, neuropathy, and abnor-
malities of liver enzymes. There are reports of delirium, 
depression, and dementia following -interferon use in 
persons aged 65 and older. This is particularly important 
because interferon is an effective therapy for chronic 
myeloid leukemia, hairy cell leukemia, and multiple 
myeloma—hematologic malignancies that occur more 
commonly among older adults.

Interleukin-2 is used to treat metastatic melanoma 
and renal cancer. It can produce severe dose-related tox-
icity, including capillary leak syndrome, hypotension, 
adult respiratory distress syndrome, cardiac arrhyth-
mias, peripheral edema, renal failure (i.e., prerenal), 
cholestatic liver dysfunction, skin rashes, and thrombo-
cytopenia. These complications tend to appear gradu-
ally in less severe form; generally, individuals do not 
suddenly deteriorate. The toxicities reverse completely 
within a few days of stopping the drug. Among clini-
cians, the impression is that interleukin-2 toxicities are 
less severe and develop later in older adults.

Monoclonal antibodies directed against CD20 (ritux-
imab) are useful to treat B-cell lymphomas and work 
against HER-2/neu (trastuzumab) to treat breast cancer. 
In most individuals, the antibodies are given just be-
fore combination chemotherapy; the antibodies appear 
to augment the response to the drugs. These human-
ized antibodies generally have mild toxicities. Residents 
may develop hypotension or shortness of breath with 
the fi rst infusion because of the release of antibodies 



Chapter 51 Oncology     359

and antigens. Symptoms clear when the infusion rate 
is slowed down, and such symptoms rarely recur. Other 
antibodies against cancers are in development.

Radiation Therapy
Radiation therapy provides palliation for virtually all 
cancers, and it may be part of a treatment plan for lym-
phomas and cancers of the prostate, bladder, cervix, 

esophagus, breast, and head and neck area. Since the 
early 1960s, the trend has been to use radiation ther-
apy as an alternative to surgery in poor surgical can-
didates, mainly older adults age 65 and older, with the 
implied expectation that such an approach is less toxic. 
Side effects include fatigue, mucositis (i.e., sores and 
 infl ammation in the mouth), thinning of the skin, cough 
and hoarseness, breast pain and swelling, dysuria, hot 
fl ashes, and diarrhea.

51.3 Chemotherapy Issues in Geriatric Oncology

ISSUE COMMENTS

General Comorbidities and multiple medications add complexity

Pharmacokinetic changes Progressive delay in elimination of renally excreted drugs, due to a reduction in 
glomerular fi ltration rate, may account, in part, for more severe toxicity

Pharmacodynamic changes Possible enhanced resistance with age to antitumor agents
Increased expression of the multidrug resistance gene has been reported in some 
older adults
Other proteins that result in drug effl ux have been shown to have prognostic 
importance, but age-associated changes have not been described
Increased tumor hypoxia with age has been observed in a marine model

Toxicity Mucositis, cardiotoxicity, and peripheral and central neurotoxicity become more 
common and more severe with aging
Cardiotoxicity is a complication of anthracyclines and anthraquinone, mitomycin C, 
and high-dose cyclophosphamide; the incidence of cardiotoxicity also increases with 
age
Peripheral neurotoxicity with vincristine is more common and more severe in older 
adults
The incidence of cerebellar toxicity from high-dose cytosine arabinoside increases 
with age

Myelotoxicity Chemotherapy-related myelotoxicity may become more severe and more prolonged 
with aging, but moderately toxic treatment regimens, such as CMF (cyclophos-
phamide, methotrexate, fl uorouracil), cisplatin and fl uorouracil, and cisplatin and 
etoposide are tolerated by many older adults aged 70 and older without life-
threatening neutropenia or thrombocytopenia
Infections are markedly increased among older acute leukemia adults undergoing 
intensive induction treatment. In these cases, it is possible that the disease itself, 
rather than an age-associated change in marrow reserve, is responsible for the 
depletion of hematopoietic stem cells

Recent advances Granulocyte colony-stimulating factor and granulocyte-macrophage colony-
stimulating factor have reduced the incidence of neutropenic infections in patients 
receiving intensive treatment; effectiveness does not appear to be diminished with 
advanced patient age
Certain new drugs or new formulations may be particularly suitable to the older 
adult, for example, oral etoposide and fl udarabine, gemcitabine, vinorelbine, 
capecitabine, paclitaxel protein-bound particles, and liposomal doxorubicin
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Surgery
Concerns related to cancer surgery in the older adult 
are safety and rehabilitative potential. Several reports 
indicate that age itself is not a risk factor for elective 
cancer surgery, but the length of hospital stay and the 
time to full recovery become more prolonged with older 
adults (i.e., > 75).

Advances in anesthesia and surgery have benefi ted 
the older adult. Included among these are new endo-
scopic procedures that provide valuable palliation for 
the many tumors of the gastrointestinal tract, and the 
more widespread use of spinal anesthesia for major 
abdominal interventions, with a substantial decline in 
perioperative complications and mortality. More wide-
spread use of laparoscopic surgical techniques and 
application of laser and photodynamic therapy is also 
broadening the surgical armamentarium and providing 
more older adults with potential palliation and cure.

The trend to manage cancer without deforming 
surgery may preclude the need for complex rehabilita-
tion and may be of special value for older adults. Organ 
preservation without compromising treatment outcome 
is a reality for cancers of the anus and of the larynx, and 
is being studied for cancers of the oropharynx, esopha-
gus, bladder, and vulva. Also, initial chemotherapy be-
fore primary surgery is effective in patients with large 

primary breast and lung cancers. Such an approach 
results in less extensive and potentially more curative 
surgical procedures.

Quality-of-Life Issues
Several studies have determined that perception of 
quality of life is highly subjective. Early assessments 
of quality of life focused on functional status and free-
dom from pain, but these factors, although important, 
are inadequate to evaluate far-reaching consequences 
of serious disease in all domains of life. There are many 
assessment tools used to evaluate quality of life in older 
adults, but there is no specifi c gold standard. It may be 
best to explore with the individual resident what is im-
portant to him or her, what he or she values, to help the 
resident determine how the cancer and treatment can 
be best managed to optimize quality of life.

SPECIFIC CANCERS

Many cancers, including breast, lung, colorectal, pros-
tate, cervical, and pancreatic peak in incidence among 
older adults. Older adults do not survive long with can-
cer, with deaths occurring within the fi rst 30 months 
of diagnosis. This is particularly true among those 85 

SITE HORMONAL AGENTS

Breast Antiestrogens: tamoxifen, toremifene

Progestational agents: medroxyprogesterone acetate

Aromatase inhibitors: aminoglutethimide, letrozole, anastrozole, 
 exemestane

Prostate Luteinizing hormone analogs: goserelin, leuprolide

Estrogens: diethylstilbestrol

Antiandrogens: fl utamide, bicalutamide

Endometrium Progestational agents

Antiestrogens

51.4  Hormonal Agents Commonly Used in Treating Cancer
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years of age and older. Older adults with cancer deserve 
special considerations, and care and treatment must 
be individualized based on underlying comorbidities 
and the specifi c risks and benefi ts to treatment for the 
 individual.

Breast Cancer
Breast cancer is one of the most prevalent cancers 
among older women. Fortunately, however, the course 
of the disease is more indolent (i.e., slower in progres-
sion) in older individuals. This is because of the higher 
prevalence of a well-differentiated hormone-receptor 
rich, slowly proliferating tumor and the relative lack of 
estrogen noted in older versus younger women. Contro-
versy surrounds several critical issues in the manage-
ment of this most common malignancy in older women. 
These issues include the following.

Postoperative Irradiation Following 
Lumpectomy

Although irradiation following lumpectomy is safe in 
women aged 65 and older, it may be a source of signifi -
cant inconvenience. The value of postoperative irradia-
tion has been questioned because the local recurrence 
rate of breast cancer may decrease with age, and the in-
convenience of daily radiation treatment protocols may 
outweigh the limited benefi ts for some.

Need for Axillary Lymphadenectomy 
(Lymph Node Removal)

Given the benefi ts, regardless of if there is any spread of 
the cancer to the lymph nodes, of adjuvant tamoxifen in 
all postmenopausal women with estrogen-receptor posi-
tive breast cancer, removal of the lymph node in the ax-
illa (under the arm) may add unnecessary morbidity for 
the older woman. This is particularly true if the proce-
dure requires general anesthesia. However, proponents of 
lymphadenectomy claim that the procedure not only has 
a staging function but may also improve the curability of 
breast cancer or reduce the duration of tamoxifen treat-
ment. Axillary dissection has generally been replaced by 
biopsy of the sentinel node, the fi rst lymph node drain-
ing the area of the breast that harbors the cancer.

Adjuvant Hormonal Treatment

Many studies have established that adjuvant treatment 
for breast cancer with tamoxifen for at least 2 years pro-

longs both the disease-free survival and the overall sur-
vival of postmenopausal women. The benefi ts and risks 
of more prolonged treatment, especially for women 
over 70, are still controversial. Aromatase inhibitors 
were initially licensed as second-line hormonal treat-
ment for patients who have progressed on tamoxifen. 
Increasingly, however, these drugs are recommended 
as fi rst-line treatment in postmenopausal women with 
early-stage breast cancer that is hormone-receptor-pos-
itive, estrogen-receptor-positive, progesterone-receptor-
positive, or both.

Initial Management of Metastatic 
Breast Cancer

Women age 65 and older with metastatic, hormone re-
ceptor-positive breast cancer are likely to have effective 
palliation with hormonal therapy, such as tamoxifen. 
Hormonal and chemotherapeutic treatments benefi t 
older adults with hormone receptor–poor tumors. Che-
motherapy is safe and effective in this group of older 
adults, as well.

Lung Cancer
Lung cancer is becoming increasingly common in older 
women for reasons that are not completely understood. 
The increase may in part be due to more widespread 
smoking among women. In addition, some data sug-
gest that women are at greater risk of developing lung 
cancer per unit of tobacco exposure. Lung cancer cur-
rently is the leading cause of cancer death in men and 
women. Early recognition and surgical resection re-
main the best chance for cure. For patients with lesions 
in a location that precludes surgery, localized radiation 
may result in improving outcomes. Chemotherapy also 
produces clinical responses and provides effective pal-
liation for some individuals with metastatic disease. 
New chemotherapeutic agents, such as vinorelbine and 
gemcitabine, and more established agents such as pac-
litaxel or docetaxel used in lower-dose weekly sched-
ules, are effective treatments for older adults with lung 
cancer.

Colon Cancer
Two-thirds of colon cancer cases occur in persons age 
65 years and over. With advancing age, there is greater 
likelihood of right-sided lesions and presentations with 
anemia rather than pain. Colonoscopy is the mainstay 
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of diagnosis, primarily because it enables the gastro-
enterologist to directly visualize and biopsy the large 
colon and part of the small colon. Surgical excision may 
be adequate for lesions confi ned to the colon, but if 
extension to regional nodes is observed, postoperative 
adjuvant chemotherapy (usually 5-fl uorouracil plus leu-
covorin) reduces recurrence by 40% to 50%. Survival 
of patients with disease metastatic to liver or other or-
gans remains poor, despite the availability of some new 
drug options.

Prostate Cancer
See Chapter 47, “Prostate Diseases and Disorders.”

Hematologic Malignancies
Leukemias

Acute myeloid leukemia (AML) following myelodys-
plastic syndromes (i.e., changes in the bone marrow 
that cause alterations in the development of red blood 
cells) usually progresses quite slowly and does not re-
quire aggressive treatment.

Chronic Lymphocytic Leukemia

Chronic lymphocytic leukemia (CLL) is the most com-
mon form of leukemia in the Western world; about 
12,500 cases are diagnosed each year in the United 
States. Median age at diagnosis is 61 years. The diag-
nosis is most often made incidentally when a periph-
eral white blood cell count reveals leukocytosis with 
a small lymphocyte count above 4,000/μL. Treatment 
is generally withheld until it is required to control a 
life-threatening or symptomatic complication such as 
infection and bone marrow failure. About 25% of pa-
tients will develop autoimmune anemia (i.e., they will 
destroy their own red blood cells) or thrombocytopenia 
some time in the course of the disease. Autoimmune 
mechanisms can be treated with glucocorticoids (e.g., 
prednisone) or splenectomy. Once anemia or thrombo-
cytopenia develop as a consequence of marrow failure, 
median survival is about 18 months.

Non-Hodgkin’s Lymphoma

The prognosis of low- and intermediate-grade non-
Hodgkin’s lymphoma worsens with age, but the expla-
nation remains unclear. Treatment of older persons with 
intermediate-grade large cell lymphoma is controversial. 
As many as 30% of such patients obtain a durable com-

plete remission with standard treatment (CHOP regi-
men, which includes cyclophosphamide, doxorubicin, 
vincristine, and prednisone). Administration of lower-
than-normal doses results in a poorer outcome.

Hodgkin’s Disease

Hodgkin’s disease, although generally believed to be 
more common in young adults, has a curious peak in 
incidence rates for those late in life. Aggressive chemo-
therapy (e.g., doxorubicin, bleomycin, vinblastine, dac-
arbazine) is an effective treatment.

Multiple Myeloma

Multiple myeloma is diagnosed in about 14,400 people 
each year in the United States. Median age at diagnosis 
is 68 years; it is rare in people younger than 40 years. 
Black Americans have twice the incidence of White 
Americans. Classic signs and symptoms of myeloma 
include changes in the blood count, lytic bone lesions 
(e.g., fractures that are due to cancer in the bone), and 
a serum or urine electrophoresis that shows monoclo-
nal gammopathy (i.e., higher-than-normal level of a 
protein called M protein in the blood). Patients with 
myeloma require treatment when the lytic bone le-
sions become symptomatic or progressive, infections 
are recurrent, or serum paraprotein increases. Standard 
treatment consists of oral chemotherapy, bisphospho-
nates (e.g., alendronate) to decrease bone breakdown, 
medications to build red blood cell counts such as 
erythropoietins, radiation, and pain management as 
needed.

PRINCIPLES OF MANAGEMENT

Both the incidence and prevalence of cancer increase 
with age; older adults more often present with ad-
vanced-stage disease. Screening the older population for 
common cancers (such as colon, breast, and prostate) 
before they experience symptoms are likely to discover 
earlier and more curable lesions. As with screening, res-
idents should be provided with information about the 
pros and cons of treatment and participate in making 
decisions around treatment choices.

See also Chapter 38, “Dermatologic Diseases and 
Disorders,” for the diagnosis and treatment of skin can-
cers, Chapter 22, “Chronic Pain and Persistent Pain,” 
and Chapter 17, “The Continuum of Care,” for discus-
sion of palliative and end-of-life care.
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 Web Site Resources for the Care of Older Adults 

Appendix

MISSION/GOAL ORGANIZATION/RESOURCE WEB ADDRESS

Public policy and information Administration on Aging http://www.aoa.gov/

Elder abuse and mistreatment Adult Protective Services http://www.apsnetwork.
org

Locate a Medicare certifi ed home 
health agency

AgeNet Eldercare Network (public 
service of Administration on Aging)

http://www.eldercare.org

Alzheimer’s disease (dementia) Alzheimer’s Association http://www.alz.org/

Assisted living nursing: information, 
certifi cation, state chapters

American Assisted Living Nurses 
Association (AALNA)

http://www.alnursing.org

Pain management American Academy of Pain Medicine http://www.painmed.org

Not-for-profi t long-term care 
provider association

American Association of Homes 
and Services for the Aging

http://www.aahsa.org

Advocacy and information AARP http://www.aarp.org/

Information regarding advance 
directives, wills, elder law, 
and so forth

American Bar Association http://www.abanet.org
http://www.abanet.org/
publiced/practical/
healthcare_directives.html

Guidelines for anticoagulation American College of Chest Physicians, 
2008 Guidelines

http://www.arixtra.com/
chestphysicians.html 

Diabetes information American Diabetes Association http://www.diabetes.org

Interdisciplinary educational 
resources and guidelines 

American Geriatrics Society http://www.americangeri
atrics.org/

For-profi t long-term care provider 
association

American Health Care Association http://www.ahca.org/

(continued)
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Web Site Resources for the Care of Older Adults (continued   )

MISSION/GOAL ORGANIZATION/RESOURCE WEB ADDRESS

Educational material for residents 
and families; support groups; 
research promotion

American Insomnia Association (AIA) http://www.american
insomniaassociation.org

Standards of practice American Nurses Association http://www.nursingworld.
org/MainMenu/ThePractic
ofProfessionalNursing/
EthicsStandards/
CodeofEthics.aspx

Information about macular 
degeneration

American Macular Degeneration 
Foundation

www.macular.org/

Guide to assessing and counseling 
older drivers

The Physician’s Guide to Assessing 
and Counseling Older Drivers
American Medical Association

http://www.ama-assn.org/
ama/pub/category/10791.
html.

Interdisciplinary clinical and policy 
information about long-term care 
(nursing homes and assisted living)

American Medical Directors 
Association

http://www.amda.com/

Pain management American Pain Society http://www.ampainsoc.org/

Educational material for residents 
and families; support groups; 
research promotion; advice for 
traveling with continuous positive 
airway pressure (CPAP)

American Sleep Apnea Association. http://www.sleepapnea.org.

Interdisciplinary resources on aging 
issues focused on community-
dwelling older adults

American Society on Aging http://www.asaging.org

Ethics American Society for Bioethics 
and Humanities

http://www.asbh.org

Medication management policy and 
clinical practice

American Society of Consultant 
Pharmacists

http://www.ascp.com/

Exercise and physical therapy 
information and resources

American Association of Physical 
Therapy

http://www.aapt.com/

Questions and answers Americans With Disabilities Act http://www.ada.gov

Description of arthritis and treatment 
options

Arthritis Foundation http://www.arthritis.org/

Inpatient and outpatient rehab 
facility accreditation

Commission on Accreditation of 
Rehabilitation Facilities (CARF)

http://www.carf.org

(continued)

http://www.americaninsomniaassociation.org
http://www.americaninsomniaassociation.org
http://www.nursingworld.org/MainMenu/ThePracticofProfessionalNursing/EthicsStandards/CodeofEthics.aspx
http://www.nursingworld.org/MainMenu/ThePracticofProfessionalNursing/EthicsStandards/CodeofEthics.aspx
http://www.nursingworld.org/MainMenu/ThePracticofProfessionalNursing/EthicsStandards/CodeofEthics.aspx
http://www.nursingworld.org/MainMenu/ThePracticofProfessionalNursing/EthicsStandards/CodeofEthics.aspx
http://www.nursingworld.org/MainMenu/ThePracticofProfessionalNursing/EthicsStandards/CodeofEthics.aspx
www.macular.org/
http://www.ama-assn.org/ama/pub/category/10791.html
http://www.ama-assn.org/ama/pub/category/10791.html
http://www.ama-assn.org/ama/pub/category/10791.html
http://www.amda.com/
http://www.ampainsoc.org/
http://www.sleepapnea.org
http://www.asaging.org
http://www.asbh.org
http://www.ascp.com/
http://www.aapt.com/
http://www.ada.gov
http://www.arthritis.org/
http://www.carf.org


Appendix     367

Web Site Resources for the Care of Older Adults (continued   )

MISSION/GOAL ORGANIZATION/RESOURCE WEB ADDRESS

Prophylaxis (e.g., immunization) 
and management of infectious 
disease

Centers for Disease Control and 
Prevention (CDC)

http://www.cdc.gov/

Nationally relevant information
about assisted living

Center for Excellence in Assisted 
Living

http://www.theceal.com 

Resources for assessment and 
management of older adults across 
all settings

ConsultGeriRN http://www.hartfordign.
org/Resources/clinical/

Eldercare locator: a public service 
of the Administration on Aging

Eldercare Organization http://www.eldercare.org

Clinical and practice information 
across all settings 

Gerontological Advanced Practice 
Nurses Association

http://www.ncgnp.org/

Interdisciplinary information focused 
on policy, social, and clinical issues 
in aging

Gerontological Society of America http://www.geron.org/

Quality improvement; culture of 
safety

Institute for Healthcare Improvement http://www.ihi.org

Standards of care; survey; 
accreditation

Joint Commission (formerly Joint 
Commission for Accreditation of 
Healthcare Organizations [JCAHO])

http://www.jointcommis
sion.org

Medicare information Medicare http://www.medicare.gov/

Links to different data fi elds and 
reports for Nursing Home information

Medicare http://www.medicare.gov/
NHCompare/home.asp

Activities for people with dementia Meet Me at the Moma
Museum of Modern Art

http://www.moma.org/
education/alzheimers.html

Bowel and bladder information 
and guidelines 

National Association for Continence http://www.nafc.org/

To locate a Medicare certifi ed home 
health care agency

National Association for Home Care http://www.nahc.org

Aging resources National Association of Area Agencies 
on Aging

http://www.n4a.org

Nursing administration across all 
settings

National Association of Directors of 
Nursing Administration

http://www.nadona.org/

Information National Center for Creative Aging 
(NCCA)

http://www.creativeaging.
org

(continued)
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Web Site Resources for the Care of Older Adults (continued   )

MISSION/GOAL ORGANIZATION/RESOURCE WEB ADDRESS

Trade organization and information National Center for Assisted Living http://www.ncal.org/

Includes a chat room as well as 
education resources and so forth

National Center for Sleep Disorders 
Research (NIH)
Restless Legs Syndrome Foundation

http://www.rls.org.

The basics: major types of elder 
abuse

National Center on Elder Abuse http://www.elderabuse
center.org.

Nurse practice acts; explanations of 
delegation, license revocation, and 
so forth

National Council of State Boards of 
Nursing

http://www.ncsbn.org

Nonprofessional caregiving advice, 
policy, and so forth.

National Family Caregivers 
Association

http://www.nfcares.org

Geriatric nursing resources for all 
nurses 

National Gerontological Nurses 
Association

http://www.ngna.org/

Basics of Older Americans Act National Health Policy Forum http://www.nhpf.org/
pdfs_basics/Basics_Older
AmericansAct_04-21-08.pdf

Nursing home ratings for providers 
and consumers

Nursing Home Compare http://www.medicare.gov/
nhcompare/home.asp

Hospice: end of life philosophy and 
management; locate a certifi ed 
hospice provider

National Hospice and Palliative Care 
Association

http://www.nhpco.org

Aging resources for patients and 
providers 

National Institute on Aging http://www.nih.gov/nia

For sleep information, assessment 
tools, treatment, and so forth

National Institutes of Health (NIH) 
National Heart, Lung, and Blood 
Institute

http://www.nhlbi.nih/
gov/health/public/sleep/
index/htm

For workplace rights National Labor Relations Board http://www.nlrb.gov/
Workplace_Rights

Information Society for Creative Aging http://www.s4ca.org

Elder mistreatment Try This http://www.hartfordign.org

Assessment tools Try This: and How to Try This Series
Assessment Tools on the Care of 
Older Adults

http://www.hartfordign.
org/Resources/Try_This_
Series/

(continued)

http://www.ncal.org/
http://www.rls.org
http://www.elderabusecenter.org
http://www.elderabusecenter.org
http://www.ncsbn.org
http://www.nfcares.org
http://www.ngna.org/
http://www.nhpf.org/pdfs_basics/Basics_OlderAmericansAct_04-21-08.pdf
http://www.nhpf.org/pdfs_basics/Basics_OlderAmericansAct_04-21-08.pdf
http://www.nhpf.org/pdfs_basics/Basics_OlderAmericansAct_04-21-08.pdf
http://www.medicare.gov/nhcompare/home.asp
http://www.medicare.gov/nhcompare/home.asp
http://www.nhpco.org
http://www.nih.gov/nia
http://www.nhlbi.nih/gov/health/public/sleep/index/htm
http://www.nhlbi.nih/gov/health/public/sleep/index/htm
http://www.nhlbi.nih/gov/health/public/sleep/index/htm
http://www.nlrb.gov/Workplace_Rights
http://www.nlrb.gov/Workplace_Rights
http://www.s4ca.org
http://www.hartfordign.org
http://www.hartfordign.org/Resources/Try_This_Series/
http://www.hartfordign.org/Resources/Try_This_Series/
http://www.hartfordign.org/Resources/Try_This_Series/
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Web Site Resources for the Care of Older Adults (continued   )

MISSION/GOAL ORGANIZATION/RESOURCE WEB ADDRESS

Information regarding sleep Pittsburg Sleep Quality Index (PSQI)
Try This 6.1

http://www.hartfordign.org

Sleep scale Epworth Sleepiness Scale (ESS)
Try This 6.2

http://www.hartfordign.org.

Questionnaire for sleep apnea risk University of Maryland Medical Center
Sleep Disorders Center

http://http://www.umm.
edu/sleep/apnea_risk.htm

Locate a Medicare certifi ed home 
health agency

Visiting Nurses Association
National Association for Home Care
Eldercare Locator

http://www.vnaa.org
http://www.nahc.org
http://www.edlerdcare.org

http://www.hartfordign.org
http://www.hartfordign.org
http://www.umm.edu/sleep/apnea_risk.htm
http://www.umm.edu/sleep/apnea_risk.htm
http://www.vnaa.org
http://www.nahc.org
http://www.edlerdcare.org
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 AAA.  See  Area Agency on Aging 
 AACN.  See  American Association of Colleges 

of Nursing 
 Absorption, of medications, 111–112 
 Accreditation, for ALCs, 23–24 
 Acculturation, 82 
 ACE inhibitors.  See  Angiotensin-converting 

enzyme inhibitors 
 Acetaminophen, 123 

 for OA, 337 
 Acquired Immune Defi ciency Syndrome (AIDS), 286 
 Actinic keratoses, 265 
 Activities of daily living (ADL), 5 
 Acute myeloid leukemia (AML), 362 
 AD.  See  Advance directive 
 ADA.  See  Americans with Disabilities Act 
 Adaptation model, for AL nursing, 27 
 Addison’s disease, 309 
 ADEs.  See  Adverse drug events 
 ADL.  See  Activities of daily living 
 Admission agreements, 24–26 

 admission and retention criteria in, 24–25 
 Adrenal cortex disorders, 309 

 hypoadrenocorticism, 309 
 Adult Protective Services (APS), 5 
 Advance directive (AD), 12–13 

 cultural aspects of, 83 
 DNR orders, 13 
 DPAHC, 12 
 LW, 12 
 oral, 12 
 POLST v., 12–13 

 Advance practice nurse (APN), 92 
 Adverse drug events (ADEs), 114–115 

 common drug-drug effects, 114 
 medications associated with, 115 
 risk factors for, 114 

 Aerobic activity, 96–97 
 AF.  See  Atrial fi brillation 
 Age Discrimination in Employment Act, 62 
 Age-related macular degeneration (ARMD), 130 
 Aggression.  See also  Intermittent aggression 

 with delirium, 186 

 Aging 
 blood production and, 353 
 cancer prevalence and, 355–356 
 cardiovascular changes and, 289–290, 294 
 creative, 87 
 education level and, as infl uence on effects 

of, 3–4 
 EM and, 5–6 
 female sexuality and, 324 
 functional disabilities as result of, 5 
 health trends and, 4–5 
 male sexuality and, 325–326 
 oral health and, 268–270 
 osteoporosis and, 167–168 
 pharmacodynamics and, 113 
 salivary function and, 272 
 skin resilience and, 209–210, 259–260 
 sleep and, loss of, 199 
 socioeconomic status and, infl uence on, 3–4 
 successful, 85, 87 
 swallowing and, 143–144 
 of teeth, 267 

 Aging, life expectancy and, 3–6 
 demographics for, 3 
 education level and, 3–4 
 EM as infl uence on, 5–6 
 functional disability and, 5 
 health literacy and, 4 
 health trends and, 4–5 
 race and, 3 
 self-reported health status and, 5 
 socioeconomic status and, 3–4 

 Aging, pharmacotherapy and, 111–113 
 pharmacodynamics and, 113 
 pharmacokinetics and, 111–113 

 Aging, psychosocial aspects of, 85–87 
 coping strategies, 86–87 
 with loss and grief, 85–86 
 mediators in, 85 
 moderators as part of, 85 
 role shift as part of, 86 
 stressors in, 85 

 Aging-in-place, in ALCs, 7, 25 

Index



372    Index

 Agitation, dementia and, 175–176 
 with anxiety disorders, 237 
 behavior modifi cation and, 183 

 Agoraphobia, 235 
 AIDS.  See  Acquired Immune Defi ciency Syndrome 
 Alcohol use 

 benefi ts of, 253 
 in clinical settings, 253 
 cultural and demographic factors for, 253 
 screening for, 105–106 
 sleep disorders from, 201 
 as substance abuse, 253 

 ALCs.  See  Assisted living communities 
 AL nursing.  See  Assisted living nursing 
� -receptor antagonists, 302 
 ALS.  See  Amyotrophic lateral sclerosis 
 ALW.  See  Assisted Living Workforce, staffi ng 

guidelines under 
 American Assisted Living Nurses Association, 8 
 American Association of Colleges of Nursing (AACN), 42 
 American Geriatrics Society, 7, 94, 337 
 American Nurses Association (ANA), 8 
 Americans with Disabilities Act (ADA), 62 
 AML.  See  Acute myeloid leukemia 
 Amyotrophic lateral sclerosis (ALS), 347 
 ANA.  See  American Nurses Association 
 Androgens, osteoporosis and, 168 
 Anemia, 349–353 

 aplastic, 351 
 of chronic disease, 351 
 of CKD, 351 
 complications from, 351 
 from folate defi ciency, 351 
 hemolytic, 351, 353 
 from iron defi ciency, 350–351 
 lab values for, 352–353 
 MDS and, 351 
 physiologic classifi cation of, 352 
 symptoms of, 349–350 
 from Vitamin B 

12  defi ciency, 351 
 Aneurysms, 296 
 Angiotensin-converting enzyme (ACE) inhibitors, 302 
 Angiotensin-receptor blockers (ARBs), 302 
 Antibiotic therapy 

 for infectious diseases, management of, 282–283 
 initiation criteria for, 283 

 Anticholinergic side effects, 115–116 
 Antidepressants, 228, 230–233 

 for anxiety disorders, 238 
 MAOIs, 231–233 
 SSRIs, 230–231 
 tricyclic, 231–232 

 Antipsychotics, 239 
 Anxiety disorders, 235–239.  See also  Bipolar disorder 

 with agitation in dementia, 237 
 antidepressants for, 238 

 antipsychotics for, 239 
 benzodiazepines for, 239 
 classes of, 235–237 
 comorbidity with, 237 
 with depression, 237 
 generalized, 237 
 OCD, 236 
 panic disorder, 235–236 
 pharmacotherapy for, 237–239 
 phobias, 236 
 psychological management of, 239 
 PTSD, 236–237 
 treatment strategies for, 238 

 Aortic regurgitation (AR), 295 
 Aortic stenosis (AS), 295 
 Aplastic anemia, 351 
 APN.  See  Advance practice nurse 
 APS.  See  Adult Protective Services 
 Aquinas, Thomas, 124 
 AR.  See  Aortic regurgitation 
 ARBs.  See  Angiotensin-receptor blockers 
 Area Agency on Aging (AAA), 11 
 ARMD.  See  Age-related macular degeneration 
 Arrhythmias, 295–296 

 AF, 296 
 bradyarrhythmias, 296 
 ventricular, 295–296 

 Arterial ulcers, 261–262 
 venous v., 262 

 AS.  See  Aortic stenosis 
 Aspiration 

 dysphagia and, 144–145 
 pneumonia and, 145 

 Aspirin, for ischemic stroke, 344 
 Assertiveness, 34 
 Assisted living 

 federal and state regulations for, 14–15 
 under Medicaid, 19–20 
 mission statement for, 14 
 models of, 13–14 
 philosophy of, 13–14 
 principles of, 7 
 service plan construction for, 76–79 
 strategic planning for, 14 

 Assisted living communities (ALCs). 
 See also  Continuing care retirement 
community 

 accreditation for, 23–24 
 admission agreements for, 24–26 
 aging-in-place, 7, 25 
 average length of stay in, 7 
 budgeting and fi nancing for, 55–58 
 change in, 38 
 complexity of care in, 7 
 confl ict resolution in, 38–40 
 consumer choice for, 23–24 
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 in consumer market, 21–24 
 dementia care in, 60 
 disclosure requirements for, 15 
 under HIPAA, 11 
 labor relations in, 61–63 
 malpractice insurance for, 60–61 
 medication management in, 51–54 
 NRA for, 25–26 
 nurses in, 22–23 
 pre-placement and admission evaluation for, 22 
 problem management in, 37–38 
 QI, 65–66 
 quality parameters for, 23 
 resident assessment in, 73–76 
 satisfaction feedback for, 24 
 staff development in, 43–45 
 staffi ng assignments for, 47–48 
 staff training for, 45 
 standardized admission assessment for, 15 
 table of organization within, 29–30 
 vaccination policies in, 5 

  Assisted Living National Patient Safety Goals  (Joint 
Commission), 23 

 Assisted living (AL) nursing 
 in ALCs, image of, 22–23 
 autonomy in, 28–29 
 complexity of care in, 7 
 context of, 6–7 
 culture and climate of, 30 
 delegation of responsibilities in, 48 
 direct/indirect care with, 47 
 empowerment in, 28–29 
 ethical practice model for, 35 
 federal and state regulations for, 14–15 
 holistic assessment in, 73–74 
 home v. room as concept for, 6 
 leadership and, 31–33 
 LPN/LVN standards and, 8 
 malpractice in, 59–60 
 manuals for, 28 
 marketing of, 21–22 
 models for, 27–28 
 NCSBN guidelines for, 48–49 
 negligence in, 59–60 
 NPA for, 59–61 
 organizational theory for, 28–30 
 participatory management theory for, 29 
 philosophy of, 6 
 PNP model for, 35 
 pre-placement and admission evaluations by, 22 
 principles of, 7–8 
 professional misconduct in, 59–60 
 resident assessment and, 73 
 resident independence and, 6–7 
 scope of, 7–8 
 staff development for, 43–45 

 standards of practice in, 7–8 
 transformational leadership in, 32 

 Assisted living (AL) residents, written materials for, 4 
 Assisted Living Workforce, staffi ng guidelines 

under, 47–50 
 for nurses, 47 

 Assistive listening devices, 137–138 
 hearing aids, 137–138 

 Asthma, 278–279 
 Asymptomatic bacteruria, 284 
 Atrial fi brillation (AF), 296 
 Authoritarian leadership, 31 
 Autocratic leadership, 31 
 Autonomy, in AL nursing, 28–29 

 Background checks, 47 
 Bacteremia, 283 
 Baker cyst, 336 
 Balanced Budget Act, 55 
 Balance training, 96–97 

 falls and fractures with, 98 
 Basal cell carcinoma, 265 
 Benign positional vertigo (BPV), 139 

 management of, 141 
 Benign prostatic hyperplasia (BPH), 329–330 

 epidemiology of, 329 
 pharmacotherapy for, 330 
 surgery for, 330 
 symptoms of, 329 
 treatment for, 329–330 

 Benzodiazepines, 239 
 Bereavement, depression from, 227 
� -receptor antagonists, 302 
 Biliary disease, 317 
 Biologic therapy, 358–359 
 Bipolar depression, 226–227 
 Bipolar disorder, 233–234 
 Bisphosphonates 

 administration instructions for, 172 
 for osteoporosis, 170, 172 

 Bladder diary, 150 
 Bladder outlet obstruction, 152 
 Bladder retraining, 150 
 Blanchard, K., 33 
 Blanket orders, 94 
 Blood pressure, monitoring of, 302–303 
 BMD.  See  Bone mineral density 
 Bone 

 BMD, 167, 169–170 
 infections in, 285–286 
 loss of, 167–168 
 Paget’s disease, 308 
 remodeling, 167–168 

 Bone mineral density (BMD), 167, 169–170 
 BPH.  See  Benign prostatic hyperplasia 
 BPV.  See  Benign positional vertigo 
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 Bradyarrhythmias, 296 
 Brain disease, depression from, 227 
 Breast cancer, 360–361 

 hormonal therapy for, 361 
 lymph node removal for, 361 
 metastatic, 361 
 radiation therapy, after lumpectomy, 361 

 Budgeting, for ALCs, 55–58 
 capital in, 56–57 
 cost centers in, 56 
 FTE in, 58 
 master staffi ng and, 57–58 
 material management and, 58 
 operation costs in, 56–57 
 opportunity costs in, 55 
 PCS and, 55–56 
 plans, 55 
 processes in, 56 
 salaries as part of, 56–57 

 Budgeting plans, 55 
 Budget processes, 56 
 Bullous pemphigoid, 262 
 Bureaucratic leadership, 32 
 Burning mouth syndrome, 272, 275 

 CAD.  See  Coronary artery disease 
 Calcitonin, 172–173 
 Calcium channel agonists (CCAs), 302 
 Calcium defi ciency, 168, 170–171 

 diet for, 171 
 CAM.  See  Confusion Assessment Method 
 Cancer 

 aging and, 355–356 
 AML, 362 
 basal cell carcinoma, 265 
 biologic therapy for, 358–359 
 breast, 360–361 
 chemotherapy for, 358–359 
 CLL, 362 
 colon, 320, 361 
 esophageal, 316 
 ethnic factors for, 356–357 
 Hodgkin’s disease, 362 
 hormonal therapy for, 358, 360 
 lung, 361 
 management principles for, 356–360, 362 
 multiple myeloma, 362 
 non-Hodgkin’s lymphoma, 362 
 in prostate, 330–332 
 quality of life issue with, 360 
 race as factor for, 357 
 radiation therapy for, 359 
 screening tests for, 106, 357–358 
 squamous cell, 265, 272 
 surgery for, 359–360 
 thyroid, 307 

 Candidiasis, 264 
 oral, 272 

 Capacity, for decision-making, 75–76 
 elements of, 76 
 standards for, 76 

 Capital budgets, 56–57 
 Capitation, 19 
 Cardiovascular diseases and disorders, 289–297. 

 See also  Arrhythmias; Coronary artery 
disease; Heart failure; Myocardial infarction, 
acute; Peripheral artery disease; Valvular 
heart disease 

 acute MI, 291 
 aging and, 289–290, 294 
 CAD, 289–290 
 CVD, 289 
 dyslipidemia, 291–293 
 heart failure, 292, 294–295 
 incidence rates for, 289 
 peripheral artery disease, 296–297 
 stable angina pectoris, 291 
 valvular heart disease, 295 
 venous disorders, 297 

 Care plan, 76–77.  See also  Continuum of care; 
Service plans 

 cultural aspects of, 81–83 
 Caries, oral diseases from, 267, 270–271 
 Carpal tunnel syndrome, 335–336 
 Case-based learning, 44 
 Cataracts, 129 
 Catastrophic reaction, with dementia, 177 
 Catheters, for UI, 152 
 Cavities.  See  Caries, oral diseases from 
 CCAL.  See  Consumer Consortium in Assisted Living 
 CCAs.  See  Calcium channel agonists 
 CCRC.  See  Continuing care retirement community 
 Centenarians, in U.S., 3 
 Cerebrovascular disease, 343–345 

 intracerebral hemorrhage, 344–345 
 stroke and, 343–344 
 TIA, 343 

 Change, 38 
 Chemotherapy, 358–359 
 Cherry angiomas, 265 
 Chorea, 346 
 Chronic cough, 277–278 
 Chronic disease management, physical activity and, 95–96 
 Chronic kidney disease (CKD), 351 
 Chronic lymphocytic leukemia (CLL), 362 
 Chronic obstructive pulmonary disease (COPD), 277, 279 
 Chronic pain, 119–125 

 assessment of, 119–120 
 in cognitively impaired persons, 120–121 
 fundamental approaches to, 120–121 
 myofascial, 121 
 nonopioid medications for, 124–125 
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 opioids for, in older adults, 123–124 
 pharmacotherapy for, 121–124 
 syndromes of, 120 
 treatment for, 120–125 

 Civic engagement, 87 
 Civil Rights Act, 62 
 CKD.  See  Chronic kidney disease 
 Claims-made coverage, 60 
 CLL.  See  Chronic lymphocytic leukemia 
  Clostridium diffi cile  infection, 320 
 Coagulation disorders, 353 
 Cochlea, 135 
 Cochlear implants, 138 
 Cognition, in ALC resident assessment, 75–76 

 MMSE for, 75 
 Cognitively impaired persons, chronic pain in, 120–121 

 vision and, 121 
 Colon cancer, 320, 361 
 Colon disorders, 317–320 

 cancer, 320 
 constipation, 317–319 
 diverticular disease, 319 
 fecal incontinence, 319 
 IBS, 319–320 
 polyps, 320 

 Communication, 33–35 
 assertiveness and, 34 
 feedback as part of, 33 
 through memos, 33 

 Competence 
 for cultural aspects of care, 81 
 of nurses, 42 

 Compression of morbidity, 5 
 Conductive hearing impairment, 136 
 Confl ict resolution, 38–40 

 confrontation as part of, 38 
 types of, 38–39 

 Confusion Assessment Method (CAM), 186–187 
 Connection, in concept of home, 6 
 Consensus voting, in problem management, 39 
 Conservators, 13 
 Constipation, 317–319 

 laxatives for, 318–319 
 pharmacotherapy for, 317–319 
 treatment of, 317–319 

 Consumer Consortium in Assisted Living (CCAL), 
47–48 

 Consumer markets, ALCs in, 21–24 
 accreditation in, 23–24 
 for AL nurses, 21–22 
 choice in, 23–24 
 market research for, 21 
 niche development in, 21 
 promotion in, 21 
 satisfaction feedback in, 24 
 success markers in, 21 

 Continuing care retirement community (CCRC), 90 
 Continuing quality improvement (CQI), 65 
 Continuum of care, 89–94 

 in CCRC, 90 
 in home health care, 89–90 
 in hospices, 92–93 
 in nursing homes, 90–92 
 transitions within, 94 

 Control groups, 68 
 COPD.  See  Chronic obstructive pulmonary disease 
 Coping mechanisms, 85 
 Coping strategies, 86–87 

 HBM model, 86 
 LoC model, 86 
 self-effi cacy theory, 86 
 social cognitive theory, 86–87 
 social involvement, 86–87 

 Coronary artery disease (CAD), 289–290 
 diagnostic testing for, 290–291 
 epidemiology of, 289 
 management of, 291 
 myocardial ischemia, 290 
 risk factors for, 289–290 
 symptoms of, 290 

 Coronary vascular disease (CVD), 289 
 Cost centers, 56 
 Counseling, 106–107 

 for dental care, 106 
 dietary, 106–107 
 for smoking cessation, 106 

 CQI.  See  Continuing quality improvement 
 Creative aging, 87 
 Cultural aspects of care, 81–83 

 acculturation in, 82 
 with ADs, 83 
 approach to death as part of, 83 
 competence for, 81 
 ethnocentrism and, 81 
 medication and, 82–83 
 notions of health and illness in, 82 
 pain management and, 82–83 
 race as factor in, 81 
 truth telling and, 82 

 Cultural sensitivity 
 preferred terms for, 82 
 in service plans, 77 

 Culture change movement, 29 
 Cushing’s disease, 309 
 CVD.  See  Coronary vascular disease 

 DBE.  See  Doctrine of double effect 
 Death 

 cultural aspects of, in care, 83 
 under hospice care, 93 

 Debridement, 215, 217 
 Decision-making capacity, 75–76 



 Delegation, of staffi ng responsibilities, 48–49 
 NCSBN guidelines for, 48–49 
 under NPA, 48 

 Delirium, 185–195 
 assessment for, 188–189 
 CAM for, 186–187 
 characteristics of, 185–186 
 clinical features of, 185–186 
 evaluation of, 190 
 incidences of, 185 
 interventions for, 190, 192 
 management of, 190–192 
 medications for, 193–194 
 memory loss from, 186 
 mental status exams for, 192 
 outcomes for, 185 
 postoperative, 187, 190 
 prevention of, 195 
 reversible causes of, mnemonic for, 189 
 risk factors for, 185, 187 
 spectrum of, 186–187 
 treatment for, 193–195 
 underrecognition of, 186 

 Delusions, 180–182 
 medications for, 182 

 Dementia, 175–183 
 agitation and, 175–176, 183 
 in ALCs, care for, 60 
 anxiety disorders with, 237 
 assessment for, 176–177 
 behavioral interventions for, 178 
 catastrophic reaction with, 177 
 clinical features of, 175–176 
 DLB, 177 
 FAST scale for, 93 
 frontotemporal, 177 
 hallucinations in, 180–181 
 intermittent aggression and, 183 
 manic behaviors and, 180 
 mood disturbances, 178, 180 
 pharmacotherapy for, 179–180 
 psychosis in, 180–181 
 sleep disturbances from, 181–183, 203 
 symptoms of, 175 
 treatment for, 177–183 

 Dementia with Lewy bodies (DLB), 177 
 Democratic leadership, 32 
 Dental care, 106 
 Dental implants, 271–272 
 Dentures, 271 
 Depression, 225–234 

 antidepressants for, 228, 230–233 
 with anxiety disorders, 237 
 behavioral interventions for, 229 
 from bereavement, 227 
 bipolar, 226–227 

 diagnosis of, 226–227 
 dysthymia and, 225 
 ECT for, 234 
 epidemiology of, 225 
 late-life, 226–227 
 PHQ-2 for, 227 
 physical exercise as treatment for, 228 
 prevalence of, 225 
 progression of, 227–228 
 psychotherapy for, 228 
 SSRIs for, 230–231 
 from structural brain disease, 227 
 subsyndromal, 225 
 treatment of, 228–233 

 Dermatitis.  See  Neurodermatitis; Seborrheic dermatitis; 
Stasis dermatitis 

 Dermatologic diseases and disorders, 259–266 
 arterial ulcers, 261–262 
 basal cell carcinoma, 265 
 from benign growths, 265 
 bullous pemphigoid, 262 
 candidiasis, 264 
 herpes zoster, 263 
 intertrigo, 262 
 from louse infestations, 264–265 
 melanoma, 265–266 
 neurodermatitis, 261 
 pruritus, 263 
 psoriasis, 263 
 rosacea, 260–261 
 scabies, 264 
 seborrheic dermatitis, 260 
 squamous cell carcinoma, 265 
 stasis dermatitis, 261 
 venous ulcers, 261–262 
 xerosis, 261 

 Detoxifi cation, 255–256 
 Detrusor overactivity (DO), 148–149 
 Detrusor underactivity, 149 

 treatment for, 152 
 Diabetes, 309–314 

 diagnosis criteria for, 310 
 evaluation of, 310 
 hyperglycemia and, 311 
 Hypoglycemia, 313 
 insulin preparations for, 314 
 management of, 310–311 
 noninsulin agents for, 311–313 
 pathophysiology of, 309–310 
 self-management of, 313–314 

  Diagnostic and Statistical Manual of Mental Disorders 
(Fourth Edition)  

 anxiety disorders in, 235–236 
 depression in, 226 
 personality disorders in, 241, 244 

 Dietary counseling, 106–107 
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 Direct care, 47 
 in nursing homes, 90 

 Disabilities 
 functional, from aging, 5 
 preclinical, in ALC resident assessment, 74–75 
 from substance abuse, 253–254 

 Discharge triggers, in admission and retention 
criteria, 25 

 Discipline 
 as feedback, 45 
 progressive, 45 

 Disclosure requirements, for ALCs, 15 
 with resident assessment, 73 

 Disequilibrium, 139–141 
 management of, 141 

 Dissections, 296 
 Distribution, of medications in body, 112 
 Diuretics, 302 
 Diverticular disease, 319 
 Dizziness, 139–142 

 classifi cation of, 139–140 
 disequilibrium and, 139–140 
 evaluation of, 140–141 
 lightheadedness and, 140 
 management of, 141 
 medical history of, 140 
 Ménière’s disease and, 141 
 nonvertiginous, 139–140 
 physical examination for, 140–141 
 presyncope and, 139 
 prevalence of, 139 
 prevention of, 141–142 
 prognosis for, 140 
 vertigo, 139 

 DLB.  See  Dementia with Lewy bodies 
 DNR.  See  Do-not-resuscitate order 
 DO.  See  Detrusor overactivity 
 Doctrine of double effect (DBE), 124 
 Do-not-resuscitate (DNR) order, 13 
 Double-blind studies, 69 
 DPAHC.  See  Durable power of attorney for 

health care 
 Dressings, for pressure ulcers, 215, 218–219 
 Drug dependency 

 sleep disorders from, 201 
 as substance abuse, 252 

 Drug-disease interactions, 115–116 
 anticholinergic side effects from, 115–116 

 Drugs.  See  Prescription drugs 
  DSM-IV .  See Diagnostic and Statistical Manual 

of Mental Disorders  
 Durable power of attorney for health care (DPAHC), 12 
 Dyslipidemia, 291–293 

 treatment for, 292–293 
 Dyspareunia, 324–325 
 Dyspepsia, 316 

 Dysphagia, 143–146.  See also  Swallowing 
 aspiration and, 144–145 
 assessment of, 145 
 stages, 144 
 symptoms of, 144 

 Dyspnea, 277 
 Dysthymia, 225 

 Ear, anatomy of, 135 
 ECT.  See  Electroconvulsive therapy (ECT), for depression 
 Edentulism, 271–272 

 dental implants for, 271–272 
 dentures for, 271 

 EDS.  See  Excessive daytime somnolence 
 Education level, aging and, 3–4 
 Elder mistreatment (EM) 

 aging and, 5–6 
 APS for, 5 
 assessment tools for, 5–6 

 Electroconvulsive therapy (ECT), for depression, 234 
 Elimination, of medications, 112–113 
 EM.  See  Elder mistreatment 
 Employment interviews, 34–35 
 Empowerment, in AL nursing, 28–29 
 Endocrine disorders, 305–314 

 hormonal regulation and, 308–309 
 of parathyroid, 307–308 
 of thyroid, 305–307 

 Environmental affordance, 76 
 Environmental hazards, prevention of, 107 
 EOH scale.  See  Experience of Home scale 
 Epilepsy, 347 
 Epworth Sleepiness Scale (ESS), 200 
 Erectile dysfunction, 325–327 

 causes of, 325–326 
 defi nition of, 325 
 treatment of, 326–327 

 ERT.  See  Estrogen replacement therapy 
 Esophageal cancer, 316 
 Esophageal injury, 316 
 ESS.  See  Epworth Sleepiness Scale 
 Essential tremor, 346–347 

 prevention of, 347 
 Estrogen defi ciency, 168 
 Estrogen replacement therapy (ERT), 173 
 Ethical nursing practice model, 35 
 Ethnocentrism, 81 
 Evaluations, for pre-placement and admission, 22 

 nurses’ role in, 22 
 Excessive daytime somnolence (EDS), 197 
 Executive function, in ALC resident assessment, 75–76 
 Exercise 

 for depression, as treatment therapy, 228 
 Kegel, for stress incontinence, 151 
 for musculoskeletal disease, 333–334 
 for osteoporosis, 170 
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 Experience of Home (EOH) scale, 6 
 Expert testimony, 60 
 Eyes, anatomy of, 131 

 Falls, 98, 159–165 
 causes of, 159–160 
 diagnostic approach to, 160, 162 
 evaluation of, 161–164 
 injuries from, 159 
 medical history of, 160 
 morbidity from, 159 
 physical examination after, 162 
 prevalence of, 159 
 prevention of, 107, 162, 165 
 risk assessment/factors for, 160–161 
 treatment after, 162 

 FANCAPES tool, for ALC resident assessment, 78 
 FAST scale.  See  Functional Assessment Staging scale 
 Feedback 

 in communication, 33 
 discipline as, 45 
 with staff development, 45 

 Feeding, nutritional status and, 145–146 
 Female sexuality, 324–325 

 aging and, 324 
 dysfunction in, 324 
 dyspareunia and, 324–325 

 Fibromyalgia, 334 
 Financing.  See  Budgeting, for ALCs 
 Fisher, R., 39 
  Five Rights of Delegation  (NCSBN), 48–49 
 Flexibility training, 96 
 FOCUS-PDCA model, 65 
 Folate defi ciency, 351 
 Fractures, 98 

 from osteoporosis, management of, 173–174 
 FRAX algorithm, 170 
 Frontotemporal dementia, 177 
 Frozen shoulder syndrome, 334 
 FTE.  See  Full-time equivalence 
 Full continuum, in admission and retention criteria, 25 
 Full-time equivalence (FTE), 58 
 Functional Assessment Staging (FAST) scale, 93 
 Functional illiteracy.  See  Illiteracy, functional 
 Functional status, 74 

 GAGE screening test, 106 
 Gait impairment, 153–158 

 abnormality descriptions, 154–155 
 age-associated diseases and, 153 
 assessment of, 156–158 
 contributing conditions for, 153, 156 
 epidemiology of, 153 
 interventions for reduction of, 158 
 medical history and, 157 
 physical examination for, 157–158 

 Gait patterns, 155–157 
 aspects of, 157 

 Gallstones, 317 
 Gastroesophageal refl ux disease (GERD), 315–316 

 causes of, 315 
 Gastrointestinal diseases and disorders, 315–320 

 bleeding and, 320 
  C. diffi cile  infection, 320 
 of colon, 317–320 
 of esophagus, 315–316 
 of stomach, 316–317 

 Gastrointestinal infections, 286 
 GCA.  See  Giant cell arteritis 
 Generalized anxiety disorder, 237 
 GERD.  See  Gastroesophageal refl ux disease 
  Getting to Yes  (Fisher/Ury), 39 
 Giant cell arteritis (GCA), 338 
 Gingivitis, 271 
 Glaucoma, 130, 132 
 Gout, 337 
 Government support programs.  See  Medicaid; 

Medicare; Social Security; Supplemental 
Security Income 

 Grief, 85–86 
 Grievances, 61–62 
 Guardians, 13 
 Gynecologic diseases and disorders, 321–325 

 medical history of, 321 
 pelvic fl oor support, 323 
 physical examination for, 322 
 postmenopausal vaginal bleeding, 323–324 
 urogenital atrophy, 322 
 vaginal infection and infl ammation, 322–323 
 of vulva, 323 

 Hallucinations, 180–182 
 medications for, 182 

 Hazardous substance management program, 66 
 HBM.  See  Health belief model 
 HCBS.  See  Home and community-based 

services waiver 
 Headaches, 345 
 Health belief model (HBM), 86 
 Health care model, assisted living, 14 
 Health Insurance Portability and Accountability 

Act (HIPAA), 12 
 Health literacy, 4 

 plain language for, 4 
 TOHLA, 4 
 written materials for, 4 

 Health maintenance organizations (HMOs) 
 capitation in, 19 
 under Medicare, 19 

 Health trends, aging and, 4–5 
 Hearing aids, 137–138 
 Hearing Handicap Inventory for the Elderly, 136 
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 Hearing impairment, 105, 135–138 
 as age-related, 135 
 assistive listening devices for, 137–138 
 cochlear implants, 138 
 conductive, 136 
 evaluation of, 136 
 interventions for, 137–138 
 presbycusis, 136 
 risk factors for, 135–136 
 sensorineural, 136 
 types of, 136 

 Heart, anatomy of, 301 
 Heart failure, 292, 294–295 

 management of, 294–295 
 prevention of, 295 

 Heel pressure ulcers, 212 
 Hematologic diseases and disorders, 349–353. 

 See also  Anemia 
 cancers, 362 
 coagulation disorders, 353 
 platelets in, 353 

 Hemolytic anemia, 351, 353 
 Herpes zoster, 263 
 HIPAA.  See  Health Insurance Portability and 

Accountability Act 
 HIV.  See  Human immunodefi ciency virus 
 HMB.  See  Hospice Medicare Benefi t 
 HMOs.  See  Health maintenance organizations 
 Hodgkin’s disease, 362 
 Holistic nursing assessment, 73–74 
 Home, as concept, 6 

 connection and, 6 
 separation and, 6 

 Home and community-based services (HCBS) 
waiver, 19 

 Home health care, 89–90 
 Hormonal regulation, 308–309 
 Hormonal therapy, 358, 360 

 for breast cancer, 361 
 Hospice care 

 in continuum of care, 92–93 
 for dying patients, 93 
 HMB and, 17–18 
 slow medicine v., 93 

 Hospice Medicare Benefi t (HMB), 17–18 
 RNs under, 18 

 Hospitality model, assisted living, 13 
 Hospitals 

 nursing homes and, resident transition to, 91 
 sleep disorders in, 203–204 

 Housing model, assisted living, 13–14 
 Human immunodefi ciency virus (HIV), 286 
 Hybrid model, assisted living, 13 
 Hypercalcemia, 308 
 Hyperglycemia, 311 

 symptoms of, 314 

 Hyperparathyroidism, 308 
 secondary, 168 

 Hypertension, 299–303 
 ACE inhibitors for, 302 
� -receptor antagonists for, 302 
 ARBs for, 302 
 �-receptor antagonists for, 302 
 blood pressure monitoring for, 302–303 
 CCAs for, 302 
 classifi cation of, 300 
 clinical evaluation of, 300 
 diuretics for, 302 
 emergencies with, 303 
 epidemiology of, 299–300 
 incidence rates for, 299 
 ischemic stroke and, as factor in, 343 
 lifestyle modifi cation for, 301 
 pharmacotherapy for, 301–302 
 physiology of, 299–300 
 race as factor for, 299 
 screening tests for, 103, 105 
 special considerations for, 303 
 treatment for, 300–302 
 urgencies with, 303 

 Hyperthyroidism, 307 
 Hypoactive delirium, 186 
 Hypoadrenocorticism, 309 
 Hypoglycemia, 313 

 symptoms of, 314 
 Hypothyroidism, 306–307 

 symptoms of, 306 

 IADL.  See  Instrumental activities of daily living 
 IBS.  See  Irritable bowel syndrome 
 ICPs.  See  Infection control plans 
 Illiteracy, functional, 4 
 Immune senescence, 281–282 
 Immunizations, 107–109 

 for infl uenza, 107–108 
 pneumococcal vaccinations, 108–109 
 tetanus vaccinations, 109 

 Inappropriate sexual behavior, in males, 327–328 
 behavioral management of, 327–328 
 pharmacotherapy for, 328 

 Incontinence, fecal, 319 
 Independence, of AL residents, 6–7 
 Indirect care, 47 
 Infection control plans (ICPs), 66 
 Infectious diseases, 281–287 

 antibiotic management for, 282–283 
 bacteremia, 283 
 in bone, 285–286 
 comorbidities for, 281 
 gastrointestinal, 286 
 HIV/AIDS, 286 
 immune senescence and, 281–282 
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Infectious diseases (continued )
 infective endocarditis, 285 
 infl uenza, 284 
 in joints, 285–286 
 mortality rates for, 281 
 MRSA, 286–287 
 pneumonia, 283–284 
 predisposition to, 281 
 from prosthetic devices, 285 
 sepsis, 283 
 symptoms of, 281–283 
 tuberculosis, 285 
 UTIs, 284–285 

 Infective endocarditis, 285 
 Infl ammatory disorders, in musculoskeletal system, 

337–342 
 GCA, 338 
 PM, 342 
 PMR, 337–338 
 RA, 339–340 
 Sjögren’s syndrome/disease, 341–342 
 SLE, 340–341 

 Infl ation factors, 57 
 Infl uenza, 284 

 vaccines for, 107–108 
 Informed consent, 67–68 

 MMSE and, 68 
 Injuries 

 from falls, 159 
 prevention of, 107 

 Insomnia, 200.  See also  Sleep disturbances, from 
dementia 

 behavioral management of, 183 
 late-life, 197 

 Instrumental activities of daily living (IADL), 5 
 Insulin, 314 
 Insurance 

 intermediaries, 17 
 for malpractice, 60–61 
 under Medicare, 17–18 

 Intermediaries, 17 
 Intermittent aggression, 183 
 Intertrigo, 262 
 Interventions, for substance abuse, 256 
 Interviews.  See  Employment interviews 
 Intracerebral hemorrhage, 344–345 
 Inventory control, 58 
 Iron defi ciency, 350–351 
 Irritable bowel syndrome (IBS), 319–320 
 Ischemic stroke.  See  Stroke 

 Job descriptions, for ALCs, 41–42 
 classifi cations for, 42 

 Job satisfaction, 62–63 
 Johnson, S., 33 

 Joint diseases, 336–337 
 gout, 337 
 OA, 336–337 

 Joint infections, 285–286 

 Kegel exercises, for stress incontinence, 151 
 Kidney function, 112–113 

 Labor-Management Relations Act, 61 
 Labor relations, 61–63 

 grievances and, 61–62 
 job satisfaction and, 62–63 
 strikes as result of, 62 
 work stoppages and, 62 

 Laissez-faire leadership, 32 
 Late-life insomnia, 197 
 Laxatives, 318–319 
 Leadership, 31–33.  See also  Management style 

 employment interviews for positions of, 34–35 
 in PNP model, 35 
 transformational nursing, 32 
 types of, 31–32 

 Learning contract, 44 
 Legal issues.  See  Malpractice; Nurse Practice Act; 

Professional misconduct 
 Lesson plans, 44 
 Level of licensure, in admission and retention 

criteria, 25 
 Liability, 60 
 Licensed practical nurse (LPN), 8 

 NPA for, 42 
 Licensed vocational nurse (LVN), 8 
 Life expectancy.  See  aging, life expectancy and 
 Lightheadedness, 140 
 Literacy, 4.  See also  Health literacy 
 Liver, metabolism of medications in, 112–113 
 Living will (LW), 12 
 LoC model.  See  Locus of control model 
 Locus of control (LoC) model, 86 
 Loss, 85–86 
 Louse infestations, 264–265 
 Lung cancer, 361 
 LW.  See  Living will 

 MA.  See  Medicare Advantage 
 Majority voting, in problem management, 39 
 Males.  See also  Prostate diseases 

and disorders 
 osteoporosis in, 168 
 sexuality in, 325–328 
 UTIs in, 284–285 

 Male sexuality, 325–328 
 aging and, 325–326 
 erectile dysfunction and, 325–327 
 inappropriate sexual behavior and, 327–328 



Index     381

 Malpractice, 59–61 
 criteria for, 60 
 insurance for, 60–61 

 Malpractice insurance, 60–61 
 claims-made coverage in, 60 
 SOAP model in, 60–61 

 Management style, 32–35.  See also  Leadership 
 communication in, 33–35 
 ethical nursing practice model and, 35 
 “one-minute,” 33 
 PNP model and, 35 
 types of, 32 

 Manic behaviors, 180 
 mood stabilizers for, 181 

 Manuals, for AL nursing, 28 
 Market research, for ALCs, 21 

 positioning in, 21 
 Material management, 58 

 inventory control in, 58 
 MDS.  See  Minimum Data Set; Myelodysplastic 

syndromes 
 Mechanical loading, 211–212 
 Medicaid, 19–20 

 assisted living under, 19–20 
 defi nition of, 19 
 HCBS waiver for, 19 
 PACE under, 20 
 SSI and, 11 

 Medical disorders, anxiety disorders with, 237 
 Medicare, 11, 17–19 

 defi nition of, 17 
 HMB, 17–18 
 HMOs under, 19 
 MA as part of, 18 
 medical insurance under, 17–18 
 Medigap supplemental insurance under, 18–19 
 prescription drugs under, 18 
 prospective payment system under, 17 

 Medicare Advantage (MA), 18 
 Medicare Prescription Drug, Improvement and 

Modernization Act, 18 
 Medication-induced gastric complications, 316 
 Medication management, 51–54 

 cultural aspects for, 82–83 
 delegation of, 118 
 resident evaluation for, 117–118 
 rights of, 53 
 self-administration in, 51–53 
 treatment errors in, 53–54 
 by unlicensed assistive personnel, 53 

 Medications 
 absorption of, aging and, 111–112 
 ADEs and, 115 
 antidepressants, 228, 230–233, 238 
 for bipolar disorder, 233–234 

 for delirium, 193–194 
 for delusions, 182 
 for dementia, 179–180 
 distribution of, in body, 112 
 for hallucinations, 182 
 hearing impairment and, 136 
 hypnotics, 207 
 for manic behaviors, 181 
 metabolism of, 112 
 nonadherence to, 116–117 
 nonopioids, 124–125 
 nonprescription sleeping agents, 207 
 for older adults, prescription principles for, 

116–117, 125 
 opioids, 123–124 
 oral diseases from use of, 272–274 
 for Parkinson’s disease, 344 
 reconciliation of, 94 
 for sleep disorders, 206–207 
 substance abuse of, 252–253 
 UI infl uence by, 148 
 for urge urinary incontinence, 151 
 xerostomia from, 274 

 Medigap supplemental insurance, 18–19 
 Melanoma, 265–266 
 Memory loss, from delirium, 186 
 Memos, 33 
 Ménière’s disease, 139 

 management of, 141 
 Menopausal symptoms, 322 

 estrogen and, 322 
 treatment of, 322 

 Mental capacity.  See  Capacity, for decision-making 
 Mental status exams, for delirium, 192 
 Mentors, 44–45 
 Meta-analysis, 68 
 Metabolic disorders.  See  Diabetes 
 Metabolism, of medications, 112 
 Methicillin-resistant  Staphylococcus aureus  

(MRSA), 286–287 
 MI.  See  Myocardial infarction, acute 
 Mini-Mental Status Examination (MMSE), 52 

 for cognition, 75 
 informed consent and, 68 

 Minimum Data Set (MDS), 55 
 Mission statement, 14 
 Mitral regurgitation (MR), 295 
 Mitral stenosis (MS), 295 
 Mixed pain, 120 
 MMSE.  See  Mini-Mental Status Examination 
 MOAIs.  See  Monoamine oxidase inhibitors 
 Mobility, pressure ulcers and, 212 
 Monoamine oxidase inhibitors (MOAIs), 

231–233 
 Monthly expenditure report, 57 
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 Mood disorders.  See  Bipolar depression; Bipolar 
disorder; Depression 

 Mood disturbances, 178, 180 
 Motor neuron disease, 347 
 Move-in packets, 22 
 Movement.  See  Gait impairment 
 Movement disorders, 346–347 

 chorea, 346 
 essential tremor, 346–347 
 Parkinson’s disease, 344, 346 

 MR.  See  Mitral regurgitation 
 MRSA.  See  Methicillin-resistant  Staphylococcus 

aureus  
 MS.  See  Mitral stenosis 
 Multiple myeloma, 362 
 Musculoskeletal diseases and disorders, 333–342.  

See also  Infl ammatory disorders, in 
musculoskeletal system 

 carpal tunnel syndrome, 335–336 
 exercise in management of, 333–334 
 fi bromyalgia, 334 
 frozen shoulder syndrome, 334 
 infl ammatory disorders, 337–342 
 in joints, 336–337 
 olecranon bursitis, 335 
 popliteal cyst, 336 
 rotator cuff disease, 334 
 soft-tissue rheumatism, 334–336 

 Myelodysplastic syndromes (MDS), 351 
 Myelopathy, 347–348 
 Myocardial infarction, acute, 291 

 coronary revascularization after, 291 
 treatment after, 291 

 Myocardial ischemia, 290 
 Myofascial pain, 121 

 National Council of State Boards of Nursing 
(NCSBN), 48–49 

 for NPA, 59 
 National Labor Relations Act, 61 
 Near Vision Test, 132–133 
 Negative feedback, 45 
 Negligence, 59–60 

 criteria for, 60 
 Negotiated risk agreement (NRA), 25–26 
 Neurodermatitis, 261 
 Neurologic disease and disorders, 343–348.  

See also  Cerebrovascular disease; 
Movement disorders 

 epilepsy, 347 
 headaches and, 345 
 motor neuron disease, 347 
 myelopathy, 347–348 
 peripheral neuropathy, 348 
 radiculopathy, 348 
 RLS, 197, 202, 348 

 stroke, 343–344 
 subdural hematomas, 345 

 Neuropathic pain, 120 
 911 calls, 78–79 
 Nociceptive pain, 120 
 Nodular thyroid disease, 307 
 Nonadherence, to medications, 116–117 
 Non-Hodgkin’s lymphoma, 362 
 Nonopioids, 124–125 
 Nonprescription medications.  See  Sleeping agents, 

nonprescription 
 Nonsteroidal anti-infl ammatory drugs (NSAIDs), 121 
 Nonvertiginous dizziness, 139–140 
 Normal micturition, 147 
 NPA.  See  Nurse Practice Act 
 NRA.  See  Negotiated risk agreement 
 NSAIDs.  See  Nonsteroidal anti-infl ammatory drugs 
 Nurse Practice Act (NPA), 42, 59–61 

 delegation under, 48 
 NCSBN guidelines for, 59 
 as social contract, 59 
 state board for, 59 

 Nurses.  See also  Assisted living nursing 
 ALC resident assessment by, 73 
 ALW staffi ng guidelines for, 47 
 APN, 92 
 competence of, 42 
 interventions, for vision impairment, 133 
 NCSBN guidelines for, 48–49 
 in nursing homes, as part of staff, 92 
 research for, 66–69 
 school affi liations for, 69–70 
 vision impairment assessment by, 131–133 

 Nursing diagnosis model, for AL nursing, 
27–28 

 Nursing homes 
 continuum of care in, 90–92 
 demographics for, 91 
 direct care in, 90 
 EOH scale for, 6 
 hospitalization and, 91 
 interdisciplinary teams in, 92 
 MDS in, 55 
 nurses as staff in, 92 
 under OBRA, 92 
 resident characteristics in, 91 
 RUG and, 55 
 SCUs in, 91 
 staffi ng for, 92 

 Nursing schools, 69–70 
 clinical campus for, 69 

 Nutrition, 143–146 
 dysphagia and, 143 
 feeding and, 145–146 
 pressure ulcers and, 211, 216 
 swallowing and, 143–145 



Index     383

 OA.  See  Osteoarthritis 
 OAA.  See  Older Americans Act 
 Obesity 

 physical activity and, 98 
 screening tests for, 103 

 OBRA.  See  Omnibus Budget Reconciliation Act 
 Obsessive-compulsive disorder (OCD), 236 
 Obstructive sleep apnea (OSA), 197 

 risk factors for, 202 
 Occlusive peripheral vascular disease, 296–297 
 Occurrence policy, 60 
 OCD.  See  Obsessive-compulsive disorder 
 Older adults 

 non-benefi cial services, 109 
 opioid medications for, 123–124 
 prescribing medications for, principles of, 

116–117, 125 
 preventive care for, 109 

 Older Americans Act (OAA), 11–12, 87 
 Olecranon bursitis, 335 
 Omnibus Budget Reconciliation Act (OBRA), 12 

 nursing homes under, 92 
 Oncology, 355–362.  See also  Cancer 

 aging and cancer biology, 355–356 
 hematologic malignancies, 362 

  The One Minute Manager  (Blanchard/Johnson), 33 
 Operating budgets, 56–57 

 infl ation factors in, 57 
 salaries as part of, 56–57 

 Opioid medications 
 adverse effects of, 124 
 DBE and, 124 
 in older adults, 123–124 

 Opportunity costs, 55 
 Oral advance directive, 12 
 Oral candidiasis, 272 
 Oral diseases and disorders, 267–276 

 burning mouth syndrome, 272, 275 
 candidiasis, 272 
 caries and, 267, 270–271 
 dental decay and, 267, 270–271 
 edentulism and, 271–272 
 gingivitis, 271 
 medications’ infl uence on, 272–274 
 mucosal problems, 272, 275 
 of periodontium, 271 
 squamous cell cancer, 272 
 for taste and smell, 274–276 
 xerostomia, 272 

 Oral health 
 aging and, 268–270 
 medications’ infl uence on, 272 

 Organizational theory 
 for AL nursing, 28–30 
 autonomy in, 28–29 
 table of organization in, 29–30 

 theory X in, 28 
 theory Y in, 28 
 theory Z in, 28 

 OSA.  See  Obstructive sleep apnea 
 Osteoarthritis (OA), 336–337 

 pharmacotherapy for, 336–337 
 Osteoporosis, 167–174 

 aging and, 167–168 
 BMD measurement and, 167, 169–170 
 bone remodeling and, 167–168 
 calcium defi ciency and, 168, 170–171 
 causes of, 168–170 
 defi nition of, 167 
 epidemiology of, 167 
 from estrogen defi ciency, 168 
 exercise for, 170 
 fractures from, management of, 173–174 
 FRAX algorithm and, 170 
 lifestyle modifi cations for, 169 
 in men, 168 
 pathogenesis of, 168 
 pharmacotherapy for, 170–173 
 physical activity and, 98 
 prevention of, 170 
 risk factors for, 168 
 screening tests for, 105–106 
 from secondary hyperparathyroidism, 168 
 treatment for, 170–173 
 Vitamin D and, 170 
 in women, 168 
 working with residents with, 173 

 Overfl ow urinary incontinence, 149 
 detrusor underactivity, 149 

 Over the counter medications.  See  Sleeping agents, 
nonprescription 

 PACE.  See  Program for All-Inclusive Care 
 Paget’s disease of bone, 308 
 Pain management.  See also  Chronic pain 

 cultural aspects of care in, 82–83 
 Pain syndromes, 120 
 Panic disorder, 235–236 

 agoraphobia and, 235 
 Parathyroid disorders, 307–308 

 hypercalcemia, 308 
 hyperparathyroidism, 308 
 Paget’s disease of bone, 308 
 Vitamin D defi ciency, 308 

 Parathyroid hormone (PTH), 173 
 Pareto principle, 49 
 Parkinson’s disease, 344, 346 

 medications for, 344 
 nonpharmacological treatment for, 346 
 pharmacotherapy for, 346 
 symptom management for, 346 

 Participatory leadership, 32 
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 Participatory management theory, for AL nursing, 29 
 shared governance in, 29 

 Paternalistic leadership, 31 
 Patient classifi cation system (PCS), 55–56 
 Patient Health Questionnaire-2 (PHQ-2), 227 
 Patient Self-Determination Act (PSDA), 12–13 

 AD guidelines under, 12 
 key terms, 13 

 PCAs.  See  Personal care assistants 
 PCS.  See  Patient classifi cation system 
 PDCA.  See  Planning a change, Doing it, Checking 

the effects of the change, and Acting on 
what was learned 

 Pelvic fl oor support disorders, 323 
 treatment for, 323 

 Peptic ulcer disease, 317 
 Performance evaluation, for AL staffi ng, 42–43 

 rating scales in, 43 
 Periodic limb movement disorder (PLMD), 202 
 Periodic limb movements during sleep (PLMS), 202 
 Peripheral artery disease, 296–297 

 aneurysms, 296 
 dissections, 296 
 occlusive, 296–297 

 Peripheral neuropathy, 348 
 Personal care assistants (PCAs), 38 

 job description for, 41 
 Personality disorders, 241–245 

 assessment for, 243–244 
 diagnosis of, 241, 243–244 
 epidemiology for, 241, 243 
 features of, 242–243 
 long-term course for, 244 
 treatment for, 244–246 

 Pessaries, 323 
 Pharmacodynamics, aging and, 111–113 
 Pharmacokinetics, aging and, 111–113 

 absorption and, 111–112 
 distribution and, 112 
 elimination and, 112–113 
 metabolism and, 112 

 Pharmacotherapy, 111–118 
 ADEs with, 114–115 
 for anxiety disorders, 237–239 
 for BPH, 330 
 for chronic pain, 121–124 
 for constipation, 317–319 
 for dementia, 179–180 
 drug-disease interactions and, 115–116 
 for hypertension, 301–302 
 for inappropriate sexual behavior, in males, 328 
 for manic behaviors, 181 
 medication management and, resident evaluation for, 

117–118 
 nonadherence to medications and, 116–117 
 for OA, 336–337 

 with opioids, in older adults, 123–124 
 for osteoporosis, 170–173 
 for Parkinson’s disease, 346 
 pharmacodynamics and, aging and, 113 
 pharmacokinetics and, aging and, 111–113 
 prescription optimization, 113–114 
 for RA, 339–340 
 for sleep disorders, 206–207 
 for substance abuse, 256 

 Phobic disorders, 236 
 agoraphobia, 236 

 Photoaging, of skin, 259–260 
 Photodamage, to skin, 259–260 
 PHQ-2.  See  Patient Health Questionnaire-2 
 Physical activity, 95–100 

 aerobic, 96–97 
 balance training, 96–97 
 defi nition of, 95 
 fl exibility training, 96 
 low fi tness adults and, 97–98 
 motivation for, 99–100 
 obesity and, 98 
 for older adults, 97–98 
 preventive care through, 107 
 preventive health effects of, 95 
 promotion of, 98–100 
 recommended amounts of, 96–97 
 resistance training, 96–97 
 risks of, 98 
 self-effi cacy theory for, 99 
 therapeutic effects of, in chronic disease 

management, 95–96 
 Physician order for life-sustaining treatment 

(POLST), 12–13 
 Pittsburgh Sleep Quality Index (PSQI), 200 
 Plain language, 4 
 Planning a change, Doing it, Checking the effects 

of the change, and Acting on what was 
learned (PDCA), 65 

 Platelets, 353 
 PLMD.  See  Periodic limb movement disorder 
 PLMS.  See  Periodic limb movements during sleep 
 PM.  See  Polymyositis 
 PMR.  See  Polymyalgia rheumatica 
 Pneumonia, 283–284 

 aspiration and, 145 
 vaccines for, 108–109 

 PNP model.  See  Professional Nursing Practice model 
 POA.  See  Power of attorney 
 POLST.  See  Physician order for life-sustaining 

treatment 
 Polymyalgia rheumatica (PMR), 337–338 

 treatment for, 337–338 
 Polymyositis (PM), 342 
 Polysomnography, 200 
 Popliteal cyst, 336 
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 Postoperative delirium, 187, 190 
 Posttraumatic stress disorder (PTSD), 236–237 
 Power of attorney (POA), 13 
 Preceptors, 44–45 
 Preclinical disability, 74–75 
 Pre-placement and admission.  See  Evaluations, 

for pre-placement and admission 
 Presbycusis hearing loss, 136 
 Presbyopia, 129 
 Prescribing medications, principles of, 116–117 
 Prescription drugs.  See also  Opioid medications 

 dosage optimization, 113–114 
 under Medicare, 18 
 overprescribing factors for, 113 
 self-administration of, by residents, 51–52 

 Pressure ulcers, 209–220 
 assessment scales for, 210–211, 213, 215 
 care goals with, 220 
 causative factors for, 209 
 complications from, 220 
 debridement for, 215, 217 
 defi nition of, 209 
 dressings for, 215, 218–219 
 epidemiology of, 209–210 
 heel, 212 
 infection control for, 220 
 management of, 213–215 
 mechanical loading and, 211–212 
 mobility and, 212 
 monitoring healing for, 217, 219–220 
 nutrition and, 211, 216 
 prevention of, 211–213 
 risk factors for, 210–211 
 skin care and, 211 
 stages of, 210 
 staging system for, 216 
 support surfaces and, 212–213 
 surgical repair for, 216 
 treatment for, 215–217 
 unproven therapies for, 216–217 

 Presyncope, 139 
 Preventive care, 103–109 

 counseling and, 106–107 
 evidence-based services for, 104–105 
 through immunizations, 107–109 
 for injuries, 107 
 for older adults, 109 
 through physical activity, 107 
 safety-related skills and, 107 
 screening tests as, 103–106 

 PRN medications.  See  Pro re nata medications 
 Problem-based learning.  See  Case-based learning 
 Problem management, 37–38 

 alternatives in, 37 
 assessment of, 40 
 with change, 38 

 confl ict resolution and, 38–40 
 problem identifi cation/solving in, 37 
 steps in, 37–38 
 voting and, 39 

 Professional misconduct, 59–60 
 Professional Nursing Practice (PNP) model, 35 
 Program for All-Inclusive Care (PACE), 20 
 Progressive discipline, 45 
 Promotion, for ALCs, 21 
 Pro re nata (PRN) medications, 52 
 Prospective payment system, 17 
 Prostate cancer, 330–332 

 advanced, 332 
 diagnostic tests for, 331 
 epidemiology of, 330 
 incidence rates for, 330 
 interventions for, 331–332 
 locally advanced, 332 
 radiation therapy for, 331–332 
 screening for, 331 
 surgical treatment for, 331 
 symptoms of, 330–331 

 Prostate diseases and disorders, 329–332 
 BPH, 329–330 
 cancers, 330–332 
 prostatitis, 332 

 Prostatitis, 332 
 Prosthetic devices, infections from, 285 
 Pruritus, 263 
 PSDA.  See  Patient Self-Determination Act 
 Psoriasis, 263 
 PSQI.  See  Pittsburgh Sleep Quality Index 
 Psychosis, medications for, 182.  See also  

Delusions; Hallucinations 
 Psychosocial assessment, 75 
 Psychotherapy 

 for anxiety disorders, 239 
 for depression, 228 

 PTH.  See  Parathyroid hormone 
 PTSD.  See  Posttraumatic stress disorder 
 Pulmonary diseases, 278–279 

 asthma, 278–279 
 COPD, 277, 279 
 fi brosis, 279 
 thromboembolisms, 279 

 Pulmonary fi brosis, 279 
 Pulmonary thromboembolism, 279
 
 QI.  See  Quality improvement 
 Quality improvement (QI), 65–66 

 FOCUS-PDCA model for, 65 
 hazardous substance management program and, 66 
 indicators for, 66 
 outcomes for, 66 
 standards of, 65–66 
 thresholds for, 66 
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 Quality of life, 75 
 with cancer, 360 

 Quiet delirium, 186 

 RA.  See  Rheumatoid arthritis 
 Race 

 aging and life expectancy by, 3 
 cancer and, 357 
 in cultural aspects of care, 81 
 hypertension and, 299 

 Radiation therapy, 359 
 for breast cancer, 361 

 Radiation therapy, for prostate cancer, 331–332 
 Radiculopathy, 348 
 Random design, 68–69 
 Rapid eye movement (REM), 198–199 

 sleep behavior disorder with, 203 
 Registered nurses (RNs) 

 under HMB, 18 
 NPA for, 42 

 REM.  See  Rapid eye movement 
 REM sleep behavior disorder, 203 
 Research, 66–69 

 components of proposal for, 67 
 disease frequency measures in, 69 
 informed consent and, 67–68 
 low risk-high burden ratio in, 67 
 for nurses, 66–69 
 risk levels in, 67 
 terminology for, 68–69 

 Resident assessment, in ALCs, 73–76 
 cognition and, 75–76 
 decision-making capacity in, 75–76 
 disclosure requirements with, 73 
 environmental affordances in, 76 
 executive function and, 75–76 
 FANCAPES tool for, 78 
 functional status and, 74 
 goals of, 73 
 by nurses, 73 
 preclinical disability and, 74–75 
 psychosocial, 75 
 quality of life in, 75 
 SPICES tool for, 74 
 transparency in, 73 

 Resistance training, 96–97 
 Resource utilization groups (RUG), 55 
 Respiratory diseases and disorders, 277–279.  See also  

Pulmonary diseases 
 chronic cough, 277–278 
 COPD, 277 
 dyspnea, 277 
 symptoms of, 277 
 testing for, 278 
 wheezing, 278 

 Restless leg syndrome (RLS), 197, 202, 348 

 Rheumatoid arthritis (RA), 339–340 
 pharmacotherapy for, 339–340 
 symptoms of, 340 
 treatment for, 339–340 

 Risk management (RM), 66 
 in service plans, 77–78 

 RLS.  See  Restless leg syndrome 
 RM.  See  Risk management 
 RNs.  See  Registered nurses 
 Role models, 44–45 
 Role shift, 86 
 Rosacea, 260–261 
 Rotator cuff disease, 334 
 RUG.  See  Resource utilization groups 

 Safety-related skills, 107–108 
 resources for, 108 

 Salaries, 56–57 
 Salivary function, 272 

 xerostomia and, 272 
 Sarcopenia, 97 

 swallowing impairment and, 144 
 Scabies, 264 
 Screening tests, 103–106 

 for alcoholism, 105 
 for cancer, 106, 357–358 
 GAGE, 106 
 for hearing defi cits, 105 
 for hypertension, 103, 105 
 for obesity, 103 
 for osteoporosis, 105–106 
 for prostate cancer, 331 
 USPSTF and, 105 
 for vision defi cits, 105 

 SCUs.  See  Special care units 
 Seborrheic dermatitis, 260 
 Seborrheic keratoses, 265 
 Secondary hyperparathyroidism, 168 
 Selective estrogen receptor modulators, 172 
 Selective serotonin reuptake inhibitors (SSRIs), 

230–231 
 serotonin syndrome from, 231 

 Self-administration of medication, by residents, 51–53 
 assessment tools for, 52–53 
 criteria for, 52 
 MMSE scores for, 52 
 of PRN medications, 52 
 state regulations for, 51–52 
 by unlicensed assistive personnel, 53 

 Self-care model, for AL nursing, 27 
 Self-Determination, 13 
 Self-direction, of AL residents, 7 
 Self-effi cacy theory, 86 

 for physical activity, 99 
 Self-reported health status, aging and, 5 
 Sensorineural hearing loss, 136 
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 Separation, in concept of home, 6 
 Sepsis, 283 
 Serotonin syndrome, 231 
 Service plans, 76–79 

 as collaborative, 77 
 cultural sensitivity in, 77 
 911 calls under, for condition change, 78–79 
 risk control under, 77–78 
 typical needs in, 77 

 Sexuality.  See  Female sexuality; Male sexuality 
 Shared governance, 29 
 Shingles.  See  Herpes zoster 
 Shoulder, anatomy of, 335 
 Sjögren’s syndrome/disease, 341–342 
 Skin, 209–210.  See also  Dermatologic diseases 

and disorders 
 aging and, 209–210, 259–260 
 anatomy of, 209, 259–260 
 photoaging of, 259–260 
 photodamage to, 259–260 

 Skin cancer.  See  Basal cell carcinoma; Melanoma; 
Squamous cell carcinoma 

 Skin care, pressure ulcers and, 211 
 SLE.  See  Systemic lupus erythematosus 
 Sleep 

 aging and, 199 
 architecture of, 198–199 
 assessment of, 199–200 
 polysomnography for, 200 
 PSQI for, 200 
 stages of, 198–199 
 terminology for, 198 

 Sleep apnea, 201–202 
 OSA, 197 

 Sleep architecture, 198–199 
 REM in, 198–199 

 Sleep disorders, 197–207.  See also  Insomnia 
 causes of, 200–203 
 chronic hypnotic use for, 207 
 from dementia, 181–183, 203 
 from disturbances in sleep-wake cycle, 202–203 
 from drug and alcohol dependency, 201 
 epidemiology of, 197–198 
 in hospitals, 203–204 
 management of, 204–207 
 from medical conditions, 201 
 nonpharmacological interventions for, 204–206 
 nonprescription sleeping agents for, 207 
 pharmacotherapy for, 206–207 
 PLMS and, 202 
 from psychiatric/psychosocial problems, 201 
 REM sleep behavior disorder and, 203 
 from RLS, 197 
 RLS and, 197, 202 
 sleep apnea, 201–202 

 Sleep disturbances, from dementia, 181–183 

 Sleeping agents, nonprescription, 207 
 Slow medicine, hospice care v., 93 
 Smoking 

 counseling for cessation of, 106 
 hearing impairment and, 136 

 Snellen Eye Chart, 132 
 SOAP format.  See  Subjective observation assessment 

plan format 
 Social cognitive theory, 86–87 
 Social phobias, 236 
 Social Security.  See also  Medicaid; Medicare 

 SSI v., 11 
 Society for Creative Aging, 87 
 Socioeconomic status, aging and, 3–4 
 Soft-tissue rheumatism, 334–336 
 Somatoform disorders, 245–249 

 causes of, 245, 247–248 
 characteristics of, 245, 247–248 
 treatment for, 248–249 

 Special care units (SCUs), 91 
 Specifi c phobias, 236 
 SPICES tool, for ALC resident assessment, 74 

 in 911 calls, 78 
 Squamous cell carcinoma 

 dermatologic diseases and, 265 
 oral diseases and, 272 

 SSI.  See  Supplemental Security Income 
 SSRIs.  See  Selective serotonin reuptake inhibitors 
 Stable angina pectoris, 291 
 Staff development 

 in ALCs, 43–45 
 for AL nursing, 43–45 
 budgeting and, 57–58 
 education as part of, 45 
 feedback with, 45 
 FTE and, 58 
 job descriptions in, 41–42 
 mentors and, 44–45 
 orientation as part of, 43 
 performance evaluation and, 42–43 
 role models and, 44–45 

 Staffi ng assignments, 47–48 
 background checks before, 47 
 CCAL recommendations for, 47–48 
 delegation of responsibilities and, 48–49 
 for nursing homes, 92 
 time management and, 49–50 

 Stasis dermatitis, 261 
 State boards, for NPA, 59 
 Stomach disorders, 316–317 
 Stool softeners, 318 
 Stress incontinence, 149 

 Kegel exercises for, 151 
 treatment for, 151–152 
 in women, 151 

 Stressors, 85 



388    Index

 Strikes, 62 
 Stroke, 343–344 

 aspirin treatment for, 344 
 hypertension as factor for, 343 
 intracerebral hemorrhage and, 344–345 
 management after, 345 
 prevention of, 345 
 symptoms of, 343 

 Subdural hematomas, 345 
 Subjective observation assessment plan (SOAP) 

format, 44 
 in malpractice insurance, 60–61 

 Substance abuse, 251–256.  See also  Alcohol use; 
Drug dependency 

 of alcohol, 253 
 assessment of, 254–255 
 benefi ts of, 253–254 
 defi nition of, 251–252 
 detoxifi cation from, 255–256 
 identifi cation of, 254–255 
 interventions for, 256 
 of medications, 252–253 
 mental health problems and, 254 
 of nonmedicinal drugs, 252 
 pharmacotherapy for, 256 
 physical disability from, 253–254 
 risks of, 253–254 
 stabilization after, 255–256 
 treatment of, 255–256 

 Subsyndromal depression, 225 
 Successful aging, 85, 87 
 Suffering, 82–83 
 Supplemental Security Income (SSI), 11.  

See also  Medicaid 
 Social Security v., 11 

 Support surfaces, pressure ulcers and, 212–213 
 Swallowing 

 aging and, 143–144 
 nutritution and, 143–145 
 sarcopenia and, 144 
 stages of, 143 
 therapy for, 145 

 Systemic lupus erythematosus (SLE), 340–341 
 symptoms of, 341 
 treatment of, 341 

 Taft-Hartley Act, 61 
 Tai Chi, as physical activity, 97 
 Tandem gait, 156 
 Taste and smell disorders, 274–276 

 nonpharmacological causes of, 274–275 
 Technocratic leadership, 32 
 Teeth 

 aging of, 267 
 anatomy of, 267 
 decay of, 267, 270–271 
 edentulism and, 271–272 

 Test of Health Literacy in Adults (TOHLA), 4 
 Tetanus vaccinations, 109 
 Theory X, 28 
 Theory Y, 28 
 Theory Z, 28 
 Thyroid cancer, 307 
 Thyroid disorders, 305–307 

 hyperthyroidism, 307 
 hypothyroidism, 306–307 
 nodular thyroid disease, 307 
 thyroid cancer, 307 

 TIA.  See  Transient ischemic attack 
 Time management, 49–50 

 Pareto principle in, 49 
 prioritizing in, 49 

 TOHLA.  See  Test of Health Literacy in Adults 
 Training 

 for ALC staffi ng, 45 
 school affi liations and, 69–70 

 Transformational nursing leadership, 32 
 Transient ischemic attack (TIA), 343 
 Transitional care, 94 

 medication reconciliation as part of, 94 
 Treatment errors, 53–54 
 Tricyclic antidepressants, 231–232 
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