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Learning objectives
 � Discuss demographics related to the geriatric population.
 � Perform a “first glance” assessment. 
 � Review the importance of providing culturally appropriate care.
 � Assess the nutritional status of the geriatric patient. 
 � Offer the geriatric patient practical suggestions for maintaining a 

healthy diet.
 � Describe the physiological responses of the elderly adult’s body to 

medications.
 � Explain how to facilitate safe management of medication regimens 

in the older adult. 
 � Initiate sexual assessment of the geriatric patient.
 � Assess the sleep patterns of the older adult.
 � Identify strategies for pain assessment in the older adult.
 � Identify pain reduction measures for the older adult.
 � Assess mental health in the elderly adult.   
 � Recognize signs and symptoms of elder abuse. 

 � Describe changes in vision, hearing and sensation that affect the 
aging adult.

 � Describe normal age-related changes in the integumentary system.
 � Identify common health problems related to the integumentary 

system in the older adult. 
 � Assess the aging adult for potential problems related to 

cardiovascular functioning. 
 � Identify lung disorders commonly found in older patients.
 � Identify important aspects of assessment of the endocrine system.
 � Explain the ways age influences hematologic function.
 � Recognize common health problems of the nervous system in the 

older adult. 
 � Review age-related issues of the genitourinary system. 
 � Assess the musculoskeletal system of the geriatric patient.
 � Recognize age-related immune system deficiencies related to the 

aging process.

Introduction
The needs of persons over the age of 65 will continue to place 
significant demands on the health care system for the foreseeable 
future. In 2009, it was estimated that nearly 13 percent of the 
population of the United States was over the age of 65.10 The number 
of adults living into late adulthood is increasing dramatically. It is 
predicted that by 2050, the number of people over the age of 60 in 
developed countries will reach 416 million. According to the World 
Health Organization, the fastest-growing segment of this population is 
persons 80 years of age and older.6

Older adults often have one or more chronic illnesses or conditions, 
such as urinary incontinence, dementia, cardiovascular disease and 
diabetes mellitus. In fact, nearly 80 percent of older adults have one 
or more chronic health problems.5 Although older adults make up the 
majority of those who use health care services, most are able to live 
independently in the community. This means, however, that nurses 
must be quite knowledgeable in the delivery of geriatric services 

in both inpatient and outpatient settings, including such services as 
preventive care, risk identification, patient education and promotion of 
maximum health and wellness.

The health care demands of a dramatically aging population require 
a workforce of nurses skilled in geriatrics. As a result, there has been 
a significant increase in the amount and depth of gerontological 
nursing content in baccalaureate schools of nursing during the past 
15 years.3 There is a corresponding need for continuing education 
on gerontological nursing for licensed professionals and nursing 
assistants. Nurses play a critical role in helping older adults to 
effectively manage health problems, create and maintain safe and 
healthy living environments, and live lives of dignity and quality.6 One 
of the most important ways nurses can do this is to perform a thorough 
assessment of their geriatric patients. Such assessments require that 
nurses be astute observers and excellent communicators. A good 
assessment begins with the nurse’s first glimpse of the patient.

Assessment at first glance
Assessment begins with your first glimpse of the patient. So many 
things can be observed in these first few moments. Start with the 
patient’s appearance. How is the patient dressed? Is the clothing 
appropriate for the time of year and the weather? Are clothes neat 
and clean? Do they fit properly? Is the patient clean? Do you smell 
any unusual odors such as urine, which may indicate incontinence 
problems, or sweat, which may indicate lack of hygiene? Are the 
patient’s hands and fingernails clean? Is there any evidence of unusual 
bruising or injury such as lacerations, scars or burn marks?

At first glance, what is the patient’s mobility status? Is he ambulating 
independently or does he require assistance? Does the patient use any 
assistive devices such as a cane or a walker? Observe the quality of his 
gait. Is balance maintained without difficulty? Are movements of all 
extremities without tremors?

How does the patient respond to the nurse’s initial greeting? Is the 
response appropriate? Does the patient speak clearly and distinctly? 
Are his facial features symmetrical? If not, what abnormalities are 
present? (For example, is one side of the face drooping or is one eyelid 
drooping?) Is the patient oriented to person, place and time? Does 
he maintain eye contact (if culturally appropriate)? Is he able to 
respond to simple questions such as “How are you feeling today?”

Does the patient wear glasses? Does he seem able to see his 
surroundings without difficulty? Can the patient hear what you are 
saying, assuming you are speaking clearly and distinctly and in a 
normal tone of voice? Does the patient wear hearing aids? 

Is the patient alone or is he accompanied by a family member or friend? 
Observe the interaction between the patient and whoever accompanies 
him. Does the patient seem comfortable with this companion? Do they 
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interact appropriately? Does the patient give any indication that he is 
intimidated by his companion?

What, briefly, is the patient’s health history? For example, is there 
a history of heart attack, stroke, diabetes, other conditions? What 
medications is the patient taking?

What is the patient’s cultural and ethnic background? Is English his 
first language? If not, how well is the patient able to communicate in 
English? Will an interpreter need to be present during the assessment 
to facilitate communication?

Remember that you need to adapt your communication to the specific 
needs of the geriatric patient. Never assume that because a patient is 
elderly that he will be unable or unwilling to participate actively in his 
health care regimen. Communicate directly with the patient whenever 
possible. Don’t bypass him or belittle him by talking to family or 

friends instead. Make sure that, if needed, he has his glasses on and 
hearing aids in place. And always let him know exactly what you are 
doing during assessment.1

Ask patients how they would like to be addressed. Ask if you may call 
them by their first names or if they would prefer to be addressed as 
Mr., Mrs., Ms. Never, ever “talk down” to an elderly patient by calling 
him or her “sweetie,” “dear,” or other such names. They are not infants 
or children and should be treated with respect. Introduce yourself by 
giving your full name and your title/role. For example, “My name is 
Andrea Burns. I am a registered nurse, and I will be taking care of you 
today.”

The “first glance” of the patient can provide a great deal of information 
about the patient’s physical, mental and emotional state. Use this first 
glance as a foundation for the detailed assessment of the geriatric 
patient. 

Cultural considerations
Cultural considerations must be incorporated into geriatric physical 
assessment. Failure to provide culturally appropriate and competent 
care can lead to lack of patient compliance, frustration and even 
hostility. Patients need and expect that their cultural perspectives will 
be respected.

The shift in minority demographics in the United States has changed 
significantly in the past 10 years. According to the United States Census 
Bureau, the 2000 census indicated that the white, non-Hispanic majority 
was 69.1 percent.9 In 2008, this percentage had decreased to 65.6 
percent.10

In May 2007, Census Bureau data suggested that one in three U. S. 
residents is a minority. In fact, it is predicted that by 2020, people of 
color will be the majority population.9

Cultural sensitivity encompasses many issues. Culture is complex and 
is made up of thoughts, values, beliefs and traditions of racial, ethnic, 
religious or social groups.9 Culture influences moral beliefs, traditions, 
communication, gender and familial roles, expressions of emotion, 
family interactions, diet, dress and beliefs about health and wellness. 
The large number of different cultures that exist in the U.S. make it 
impossible for all health care providers to have an intimate knowledge 
of all of them. Here are some suggestions to encompass cultural 
appropriateness into the assessment process:

 ● Identify the various cultural populations for which you are most 
likely to provide health care services.

 ● Familiarize yourself with appropriate cultural responses for these 
populations. For example, in Middle Eastern cultures, sexual 
segregation is often very important, and same-sex caregivers 
should be assigned whenever possible. 

 ● Investigate the availability of interpreters to facilitate 
communication if the patient has difficulty communicating in 
English.

 ● Develop written patient education materials in the most 
common languages (in addition to English) that are spoken by 
your patient populations.

 ● Remember to be sensitive to dietary practices that are important 
to cultural and religious viewpoints. 

 ● Remember that expression of emotions may vary from culture. 
Some cultures are vocal and overt about expressing fear or pain, 
while others are stoic. All expressions should be respected.

 ● Identify cultural and religious viewpoints concerning death and dying, 
life-prolonging interventions (such as feeding tubes), treatment of the 
body after death and funeral practices.9

 ● Consult appropriate resources to gather information about cultural 
perspectives. One such resource is www.ggalanti.com. This site 
offers respectful cultural profiles of various populations, resources, 
articles and related links. When using Web sites, make sure that 
they treat all cultures with respect. Be wary of and avoid sources 
that criticize or make jokes about cultures or religious practices.

The age of a person or the generation he was born into also influences 
the way health care services are perceived. For example, the 
“traditional” generation, also known as the “veterans,” are those adults 
born between 1922 and 1946 and represent the oldest members who 
access health care in this country. As a rule, these people are more 
formal in their approach to life and often preferred to be addressed as 
Mr., Mrs. or other formal titles. They generally have a strong work 
ethic and a rigid view of hierarchy and respect for authority. This may 
make it difficult for them to ask questions or participate actively in 
their health care plans because they often view health care providers as 
authority figures.13

It is important to encourage questions and facilitate active 
communication between older adults and health care professionals. 
When possible, a reliable family member or friend should accompany 
the older adult to facilitate communication when needed. 

Nutritional assessment
Nutritional assessment is much more than an evaluation of the intake of 
nutrients and the body’s ability to effectively use nutrients. It starts with 
the mouth and oral cavity and includes the patient’s ability to taste and 

smell, the body composition of the older adult, alcohol use, access to 
food and socioeconomic factors that influence nutritional status.

AssEssmENt of tHE moutH ANd orAL CAvIty
Important questions to ask
The ability to eat depends, in part, on a person’s teeth. Observe your 
patient’s teeth. Are they his own or does he wear dentures? Are dentures, 
including partial dentures, clean, and do they fit well? Are his teeth 
clean? Is there any evidence of chipped, broken or missing teeth and/or 
dentures? Additional important information that should be obtained about 
a patient’s dental habits includes:

 ● How does he take care of his teeth/dentures? Is he physically 
and mentally capable of taking care of his teeth and mouth? Teeth 
should be brushed and flossed at least twice a day. A soft-bristled 
toothbrush should be used to properly clean teeth and to avoid 
damaging gums.9

 ● How often does he visit a dentist? The geriatric patient should 
see a dentist at least annually, with the ideal time frame of 
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every six months. These visits should also include a screening 
for oral cancers such as cancer of the tongue at each visit. 

 ● Does the patient use alcohol and/or tobacco products? Explain 
to the patient that avoiding these products decreases the risk for 
oral or lung cancers.9

 ● Does the patient have bad breath? What does it smell like? 
Bad breath (halitosis) may indicate poor oral hygiene or certain 
disease processes. For example, a fruity smelling breath suggests 
hyperglycemia.

 ● Does the patient report any problems with the oral cavity, such 
as painful teeth or gums, bleeding gums, dry mouth, changes in the 
sense of taste, or problems chewing or swallowing?

 ● Does the patient complain of having a dry mouth? This is the 
most common oral problem in the elderly adult and can be due to 
mouth breathing, dehydration, oxygen therapy, various diseases, 
side effects of medication, and head and neck radiation treatments.

Assessment Tip: A frequent complication of dry mouth is the 
fungal infection oral candidiasis, more commonly known as thrush. 

Inspection
Inspect the patient’s lips, teeth, tongue, gums, soft and hard palate, 
buccal mucosa and the back of the throat. Look for any signs of cracks, 
bleeding, lesions, ulcers, swelling, induration or broken or decayed 
teeth. If the patient wears dentures, observe how they fit, whether they 
are clean, and whether there is any evidence of breakage. Look for signs 
of leukoplakia, which is a white or gray patch that may develop on the 
tongue, on the floor of the mouth or on the buccal mucosa. Leukoplakia 
is most commonly found in elderly patients and is due to irritation from 
teeth or dentures that rub against the inside of the cheeks or gums or 
chronic irritation from use of tobacco products. Leukoplakia is usually 
painless and is generally biopsied to rule out oral cancers.12 When 
inspecting the mouth and oral cavity, remain alert to signs and symptoms 
of oral cancer. These include:9

 ● A lump or thickening of the lip or in the patient’s mouth.
 ● A sore in the mouth or on the lip that does not heal.
 ● White or red patches on the gums, tongue or buccal mucosa. 
 ● Patient complains that there is always a feeling of something 

“stuck” in the throat.
 ● Swelling of the jaw or mouth that changes the way dentures fit.
 ● Pain in the ear or when chewing or swallowing.
 ● Changes in the patient’s voice.

Assessment Tip: When inspecting the mouth and oral cavity, make sure 
that extra light is available to allow good visualization of the tongue, 
buccal mucosa, lips, teeth and gums.

It is important to be aware of risk factors for the development of oral 
problems. Diseases or other factors that cause oral problems will affect 
the patient’s ability to consume food and maintain a state of proper 
nutrition. Issues and factors that increase the risk for oral problems 
include:4,9 

 ● Diseases such as cancer, HIV and AIDS, diabetes mellitus, 
stroke, dementia, renal failure and viruses such as herpes 
simplex.

 ● Deficiencies of vitamins including B6, B12, folic acid, C, K, A, and 
niacin.

 ● Changes that accompany aging, such as thinning teeth enamel, 
lines and cracks in teeth, thinner and smoother mucosa that loses 
elasticity, and a decrease production of saliva. 

Assessment Tip: After inspecting the mouth and oral cavity, palpate 
the lymph nodes in the neck. Lymph nodes should be small, smooth, 
round and painless. Tenderness may indicate infection. Enlarged, 
fixed, hard lymph nodes require further evaluation as these signs may 
indicate a serious problem, such as malignancy. At the same time, 
observe the neck for any lesions, moles or bulging areas. 

Another important risk factor for oral problems (and corresponding 
nutritional problems) is lack of money. Elderly adults living on a fixed 
and/or inadequate income may not have the money to schedule regular 
dental visits, or purchase dentures and oral hygiene products. Persons 
with financial problems should be referred to local dental practices that 
offer services at reduced rates. They should also be helped to identify 
stores where dental supplies may be purchased at minimal costs (such 
as dollar stores). 

Transportation may also be an issue. Find out whether patients have 
access to public transportation or whether they have family members 
or friends who are able to help them get to dental visits and purchase 
oral hygiene supplies. Remember that assessment of the oral cavity 
and mouth involves much more than physical assessment techniques. 
Finances, mental acuity, transportation and family/friend assistance 
play important parts in good dental hygiene.

taste assessment
After about the age of 70, adults begin to experience a reduced sense of 
taste, which is called hypogeusia. The ability to perceive the tastes of 
salt and sweet are most affected. Taste buds are located on the tongue, 
epiglottis, larynx and the first third of the esophagus.9

In addition to the normal changes of aging, many factors contribute to a 
diminished sense of taste. These include poor dental hygiene, broken teeth 
or dentures, and dry mouth. There are also quite a few medications that 
adversely affect taste. These include:9,14

 ● Antibiotics.
 ● Antidepressants.
 ● Antihypertensives.
 ● Anti-cancer drugs.
 ● Antihistamines.
 ● Decongestants.

 ● Muscle relaxants.
 ● Cholesterol-lowering drugs.
 ● Drugs used to treat Parkinson’s disease.

Assessment Tip: Not every drug in the preceding classifications 
necessarily alters taste. Be sure to determine which medications 
patients are taking and check to see whether these drugs have an 
impact on the sense of taste.

Sometimes the sense of taste can be affected by the environment in 
which a patient eats. Elderly adults who live alone may not be as 
interested in preparing meals or in eating them compared to the days 
when they prepared meals for a family and ate food with others. 
Encourage adults to eat in a comfortable, relaxed surrounding as much 
as possible and to take the time to enjoy a meal. Help patients to select 
foods that are easy to prepare, nutritious, and that they like. 

Assessing the sense of smell
Problems with the sense of smell (olfactory) are quite common (even 
more common than problems with taste) in older adults. In fact, about 
half of adults over the age of 60 experience alterations in their sense of 

smell.9 The medical term for reduced sense of smell is hyposmia.9 A lack 
of sense of smell can be dangerous. The inability to smell smoke, gas 
or spoiled food can actually lead to illness or death. If severe enough, 

Nursing.EliteCME.com  Page 3



hyposmia can reduce appetite to the point that the older adult becomes 
malnourished.9

There are a number of factors that contribute to hyposmia. These include 
age-related changes, such as reduction in the number of sensory cells, 
injury to the olfactory mucosa and alterations to the structure of the 
upper airway hypothalamus and olfactory tract.9 Other factors include 
nasal congestion, smoking and drug use.4

Sometimes nurses and physicians simply assume that a decreased sense of 
smell is due to a person’s age. But it could also be the result of damage to 

the olfactory nerve (cranial nerve I). It is important to assess the function 
of this nerve by first checking to be sure that both nostrils are patent 
and unobstructed. Then ask the patient to close his eyes. Occlude one 
nostril and place a familiar, strong-smelling substance (such as coffee, 
peppermint or orange peel) under his nose and ask him to identify it. Do 
the same thing with the other nostril. The patient should be able to identify 
each smell correctly. If olfactory nerve damage is suggested, the patient 
will need further evaluation.4 

Assessment tip: Be sure that you use scents with which the patient is 
familiar. He can’t identify a scent if he has never smelled it before. 

Body composition changes in the older adult
There are a number of changes in body composition in the older adult 
that can have an impact on nutrition and overall health. One such 
change is the loss of lean muscle mass that occurs with aging. The 
loss is due to a reduction in physical activity, hormone production and 
alterations in nutrition. If caloric intake continues at the rate consumed 
at a younger adult, the older adult will gain weight in the form of fat, 
not muscle.9

Loss of muscle mass is associated with a reduction in strength and 
endurance and an increased risk for falls. Research indicates that even 
a 10 percent loss of muscle mass is linked to increased mortality in 
older adults.9

Other body changes that directly or indirectly influence body 
composition include:4,9

 ● Loss of bone mineral density, which increases the risk for 
osteoporosis in both men and women. Loss of bone density 
increases the risk of fractures as well as the risk of falls.

 ● Decrease in both the size and number of gastric glands and 
mucous membranes, and reduction in gastric acid production, can 
lead to atrophic gastritis (irritation of the stomach due to atrophy). 
The decrease in gastric acid production results in a decrease in the 
acidity of the stomach. Since Iron and vitamin B12 need an acid 
environment for proper absorption, this lack of acidity can inhibit 
the absorption of both of these substances.9

 ● Peristalsis in the intestines slows as the adult ages. If this is 
compounded by a lack of fluid and fiber intake, lack of exercise or 
chronic illnesses, constipation can, and often does, occur.4,9

 ● Aging diminishes the thirst drive. Because of this, the fluid 
intake of older adults is often inadequate. Compounded by the 
aging kidney’s inability to efficiently concentrate urine, this lack of 
fluid intake often leads to dehydration in geriatric patients. If older 
patients experience vomiting and/or diarrhea, excessive sweating, 
or excessive urination due to diuretic therapy, they must be 
carefully monitored for signs and symptoms of dehydration. Such 
symptoms include dry skin, poor skin turgor, dark-colored urine, 
headache, dizziness, dry mucous membranes, increased heart rate 
and respirations, and confusion.9

 ● Older adults often experience vision changes that compromise 
the sense of sight. These include cataracts, macular degeneration 
and generalized deterioration of vision. Such changes can make 
it difficult, and unpleasant, for them to shop, prepare food and, at 
times, eat. Reduced vision may make it necessary for someone to 
transport elderly people to the grocery store, help them to purchase 
food and even prepare it. The nurse may need to put the older adult 
in touch with services such as Meals on Wheels and community 
groups that assist elders in these activities. Many public 
transportation companies offer elder services at reduced rates. 
Older patients need assistance to access community services that 
will help them with transportation, shopping and meal preparation/
delivery. 

Assessment tip: Older adults are often afraid of being incontinent of 
urine. Because of this fear, they may limit their fluid intake, which 
further increases the risk for dehydration. 

socioeconomic impact on nutrition
It is important that socioeconomic factors be included as part of 
the nutritional assessment of the geriatric patient. These have been 
mentioned briefly in the preceding sections, but deserve additional 
emphasis. 

Nutritional intake is closely linked to socialization. Where we eat, how 
we eat, and with whom we eat can have as much of an impact as what 
we eat. When assessing the social aspects of nutrition, consider the 
following issues:

 ● With whom does the older adult eat? If he eats with others, 
is it in a home setting or long-term care setting such as assisted 
living? If he eats with others, is the atmosphere congenial? 
For example, if the older adult is living with an adult child, 
is he made to feel welcome and a part of the family’s social 
interactions? If he eats in a long-term setting, in what type of an 
environment are meals served? Is the environment conducive to 
enjoying a meal?

 ● If the older adult lives at home, does he have easy access to 
a grocery store? Does he drive or does he depend on others 
to transport him? Is he aware of public transportation options 
for transportation and how to access them? If needed, is he 
aware of options such as Meals on Wheels and other similar 
community services?

 ● If the older adult does have access to a grocery store, is 
he physically capable of shopping and carrying bags of 

groceries or does he need help? If he needs help, who is 
available to help him? Does he have the visual acuity to read 
and understand food product labels and prices? Does he have 
the mental acuity to make appropriate food choices?

Another important aspect of nutritional assessment is the financial 
impact of food purchase:

 ● Does the older adult have enough money to purchase healthy 
foods? If not, he may purchase whatever “fits” within his budget, 
even if such foods are not recommended for his state of health. 
For example, does he purchase microwave dinners that are high 
in salt because they are cheap and easy to prepare, even though 
he is on a limited salt diet? 

 ● Does the elderly adult need help managing his money? He 
may have adequate financial resources but is unable to live 
within his budget due to uncertainty over prices or decreasing 
mental acuity. Does he have anyone to help him manage his 
money? What family or community resources are available to 
assist him with money management?

If there is not enough money to purchase food, the older adult 
needs to be referred to agencies that may be able to help or to make 
referrals. Possible sources are veterans associations, area agencies 
on aging, church groups and government assistance agencies. 

Page 4  Nursing.EliteCME.com



Assessment tip: Always include socioeconomic evaluation as part of 
physical assessment. These areas influence every aspect of health. Also 
note that women are twice as likely as men to live in poverty.9

Nutritional requirements
Nutritional requirements for older adults correlate with the physical 
changes that accompany aging. There are generally decreased caloric 
needs due to decreased physical activity. However, the need for 
vitamins and minerals does not decrease. In fact, based on food intake, 
there may actually be a need for vitamin supplements.

The U.S. Department of Agriculture (USDA) Food Pyramid is a tool 
often used by health care professionals and others to plan balanced 
diets. Nutrition faculty in the Department of Family, Youth, and 
Community Sciences, IFAS, University of Florida in Gainesville, 
Florida, have adapted the USDA’s MyPyramid in a handout titled 
“MyPyramid for Older Adults.”15

This tool is based on an 1,800-calorie diet and should be adapted to 
the individual needs of each elderly patient. It encourages older adults 
to choose foods high in fiber to avoid constipation, to drink plenty of 
fluids to maintain hydration, reduce salt intake, and use fish, nuts and 
liquid oils instead of saturated fats. Practical suggestions to remain 
active include going for walks, working in a garden, taking an exercise 
class at a community center or gym, and playing with pets.15 These 
suggestions may be helpful when working with older patients and 
teaching them about nutritional requirements. Additional examples 
(based on an 1,800-calorie diet) of good dietary habits include the 
following.15 Note that these suggestions should be adapted to the 
unique needs and health status of each patient. 

 ● Eat 6 ounces of grains per day, such as whole-grain cereals, whole 
grain breads, rice or pasta. Choose cereals fortified with vitamin B12.

 ● Eat 2½ cups of vegetables, especially dark-green and orange 
vegetables, and dried beans and peas. 

 ● Eat 1½ cups of fruit per day.
 ● Drink 3 cups of milk or other calcium-rich foods daily, such as low 

fat milk or yogurt or low fat cheeses.
 ● Eat 5 ounces of lean meat, beans and other sources of protein, such 

as low-fat meats and poultry, and include fish, eggs, beans and nuts 
as protein sources. Bake, broil or grill foods rather than fry them.

There are some vitamin requirements specific to the needs of older 
adults. These include:

 ● Vitamin D is important to maintain bone mineralization and to 
facilitate proper use of calcium in the body. Inadequate amounts 
of vitamin D have been linked to increased risk for falls in the 
elderly. If adults have limited exposure to the sun (e.g. those who 
reside in long-term care facilities without much time outside), 
they may be at increased risk for vitamin D deficiency. Good food 
sources of vitamin D include liver, milk fortified with vitamin D, 
fish such as salmon, and milk and juices fortified with vitamin D. 
If vitamin D deficiency is not corrected by diet, older adults may 
be prescribed vitamin D supplements by a physician.

 ● Calcium intake is important to help maintain or slow loss of 
bone mineral density. Older adults should have three servings of 
calcium-rich foods every day.9,15

 ● Intake of the B vitamins is very important. Vitamin B6 is 
necessary to the metabolism of protein and fat, and vitamin B12 is 
required for the process of cell division and central nervous system 
functioning. Older adults should be monitored if taking vitamin B 
supplements. Excess of vitamin B6 can result in toxic side effects 
leading to sensory neuropathy.9

Assessment tip: Older adults should not simply add vitamins to their 
diet. Any additions of vitamins, minerals or other supplements should 
be under the supervision of health care professionals. Fat-soluble 
vitamins, such as D, E, K and A are stored in the body and not 
excreted the way water-soluble vitamins are. Taking large amounts of 
fat-soluble vitamins could lead to toxic levels and adverse effects.9

Alcohol ingestion can have an impact on nutrition, especially for 
deficiencies of thiamin, riboflavin, foliate and vitamin B6 because 
alcohol can inhibit nutrient absorption, irritate the stomach and 
affect metabolism.9 In cases of significant alcohol use, alcohol may 
actually be ingested in place of or in preference to food, thus further 
compounding its negative effects. 

In summary, nutritional assessment is critical to identifying problems 
and correcting them in the older adult. The nurse must evaluate 
nutritional status carefully, taking into consideration not only the 
types and quantities of food being ingested, but the social and 
economic factors that influence nutrition as well. 

Pharmacology assessment and the geriatric patient
Mrs. Burns is 80 years old. Her physician prescribed Benicar, 20 mg 
daily, for hypertension. During a routine checkup, her blood pressure 
was still significantly elevated. When questioned, Mrs. Burns admitted 
that she only takes the Benicar four times a  
week instead of daily. She says she does this to save money and to 
“make the pills last longer.”

Mr. Lord is 70 years old, and has had epilepsy for many years and 
takes Dilantin to control his condition. He recently had a seizure, 
the first he has had in many years. During a thorough evaluation, it 
was discovered that Mr. Lord recently began to take ginseng, an herbal 
supplement, to “increase my energy. My daughter takes it and says 
it really helps her. I know it can’t hurt me because it’s ‘natural’ and 
not really medicine,” he said. What neither Mr. Lord nor his daughter 
realized is that ginseng and Dilantin interact, and that ginseng reduces 
the effectiveness of Dilantin.14,16

The preceding scenarios illustrate two common problems with 
medication adherence among the elderly. Financial concerns may 
cause an older adult to take less of his medication than prescribed in an 
attempt to, as Mrs. Burns says, “make the pills last longer.” Sometimes 
it may be difficult to make trips to the pharmacy, especially if the 

elder’s physical or mental health makes driving impossible. Seeking 
and obtaining transportation may be a problem.

Another issue that is impacting medication compliance with increasing 
frequency is that of adding herbs or other supplements to medication 
regimens without the knowledge or consent of health care providers. 
Many people believe that non-prescription agents such as aspirin, 
herbal supplements, vitamins and minerals are harmless and can 
be taken without medical supervision. They do not realize that 
these agents can interact with prescription drugs and cause adverse 
effects. They also fail to realize that these agents may be harmful by 
themselves as well. 

When conducting a pharmacologic assessment of the older adult, 
start by determining what prescription medications they are taking. 
Reconcile the list of medications, making sure you have the most current 
information. Find out how much the patient and, if appropriate, a family 
member knows about the patient’s medication regimen. Important 
questions to ask include:

 ● What are the names of the medications you are taking?
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 ● When do you take your medications? Do you take your 
medications with food or something to drink? What kinds of food 
and drinks do you take with your medication?

 ● What kinds of side effects may occur when you take your 
medicine? If side effects take place, what do you do about 
them?

 ● Do you have insurance that covers some of the cost of your 
medicine? Do you ever have trouble affording the cost of your 
medicine?

You also need to find out about other medicines your patient is 
taking. You need to ask if he takes any medicine that the doctor has 
not prescribed, such as aspirin, allergy tablets, cold medication and 
so on. Explain that non-prescription drugs and prescription drugs 
can interact and cause harmful side effects. Emphasize that he should 
not take other medicines without his physician’s approval.

It is very important to ask if the patient is taking any herbal 
preparations, vitamins, minerals or dietary supplements (including 
weight-loss products or nutritional supplements). These agents 
can cause harmful interactions with each other, alone, and with 
prescription and non-prescription drugs. 

Assessment tip: Provide simply written instructions about what 
medications the patient is taking, their actions, when and how to take 
them, common side effects and what to do if side effects occur. If 
necessary, a family member or friend should be involved to help the 
patient adhere to his medication regimen. 

After determining what medications (including non-prescription, 
vitamins, herbs, minerals and so on) the patient takes, if he knows how 
and why to take them and the possibility of side effects, consider the 

physiological alterations in the body of the older adult that impact on 
medication effectiveness.

The body’s ability to metabolize drugs and use them most 
effectively decreases with age. Here are some aging body changes 
that influence the effectiveness of medication in the geriatric 
patient.9,14

 ● Body water content: As the body ages, there is as much as a 15 
percent decrease in water content and an increase in body fat. 
The extra fat means that the effects of fat-soluble drugs may be 
increased, and the reduction in water content means that water-
soluble drugs exist in more concentrated amounts.

 ● Liver functioning: Hepatic (liver) blood flow, liver mass and 
liver metabolic activity may decrease with age. It is important 
that liver functioning be assessed if the patient is taking drugs 
that are metabolized by the liver or if taking drugs that have the 
potential to damage the liver.

 ● Renal functioning: Renal function also decreases with age, but 
this decrease varies considerably among older adults. Since the 
kidneys excrete most drugs, it is important to be aware of kidney 
functioning and remain alert to possible build-up of potentially 
toxic levels of drugs. 

 ● Gastric functioning: Aging causes a decrease in gastric motility 
and gastrointestinal absorption surface. These factors may cause 
a decrease in or delayed absorption of acidic drugs. 

 ● Vision changes: Age-related reduction in visual acuity may make 
it difficult for older adults to read drug labels, thereby increasing 
the risk for taking the wrong medication.

Assessment tip: Be sure to include socioeconomic factors when 
assessing pharmacology factors in elderly adults. 

sexual Assessment
Mr. Grimes, a 78-year-old retired construction supervisor, 
arrives at his physician’s office for a routine checkup. His 
blood pressure is unusually high, despite the fact that he was 
prescribed anti-hypertensives several months ago. When 
questioned, Mr. Grimes says he “only takes my blood pressure 
pills a couple times a week.” When asked why, he explains, 
“Since I’ve been taking those things, I can’t satisfy my wife. 
When I don’t take them too often, things are better.” Medication 
side effects can include sexual dysfunction. Such side effects 
must be discussed with patients at the time of prescription.

Sexuality and sexual functioning are life-long issues for all 
persons. Health care professionals sometimes forget or disbelieve 
that these issues are important to geriatric patients. Research shows 
that interest in sex and sexuality continues throughout the life 
span.11 Therefore, it is important that sexual assessment be part of 
the physical assessment of older adults. 

First, be aware of changes in the reproductive tract that occur with 
aging. In men, sperm production and testosterone levels decrease. 
The time needed to become aroused and to ejaculate increases, and 
the refractory period lengthens. The firmness and force of ejaculation 
decreases.9 Oral medications for erectile dysfunction, such as 
sildenafil (Viagra) and tadalafil (Cialis) are often able to compensate 
for normal age-related changes in the sexual functioning in men.11

In women, as estrogen levels decrease, the thickness, elasticity 
and lubrication of vaginal tissues decreases.9 These changes may 
cause intercourse to become painful. Women may avoid sexual 
intercourse due to such pain. The use of vaginal lubricants can help 
alleviate dryness and reduce discomfort.11

Glandular tissue in the breasts decreases, and there is an increase 
in the amount of time it takes for arousal to occur.9 The vagina 
shortens, labia atrophy and the cervix may descend into the vagina, 
which causes discomfort. Orgasms may become less intense and less 

gratifying. Additionally, post-menopausal women generally return to 
pre-arousal state more quickly than younger women.11

In addition to normal age-related changes, cardiovascular disease, 
depression and diabetes have been associated with sexual dysfunction 
and/or a decrease in libido.11 Persons with these conditions should 
receive sexual counseling as necessary.

Nurses must also be aware of medications that may cause sexual 
dysfunction. These include certain types of antihypertensives, 
selective serotonin reuptake inhibitors (SSRIs) used to treat 
depression, and beta blockers.11 When performing a pharmacologic 
as well as a sexual assessment, be sure to explain the potential for 
these types of side effects.

Sexual assessment requires that a nurse ask patients questions 
that are highly personal and intimate in nature. If a nurse is 
uncomfortable with such an assessment, she/he will most likely 
transmit this discomfort to the patient. The more confident and 
comfortable the nurse is with sexual assessment, the more at ease 
will be the patient.11 The nurse must maintain an objective, non-
judgmental attitude and conduct the assessment in a quiet, private 
area. 

One framework that may be used when conducting a sexual 
assessment is the PLISSIT model.11 (To view an online video of a 
nurse demonstrating the use of the PLISSIT model visit http://links.
lww.com/A277).

The first step in the model is P: To seek permission to begin the 
sexual assessment. Asking for permission helps to preserve the 
patient’s dignity and to allow him some control over the assessment 
process. You might begin by asking the patient, “Mr. Grimes, 
would it be all right if I asked you some questions about your 
sexual health?”11 After permission is obtained, you could proceed 
by asking, ”What kinds of changes have you noticed in your sexual 
health since you began taking your heart medication?” Make the 
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questions pertinent to your patient’s situation. If appropriate, you 
might ask the patient if he would like his sexual partner to take part 
in the discussion. Respect his response, whether it is “yes” or “no.” 

The next step is to provide limited information (LI).11 For example, 
if specific medications are linked to the patient’s sexual difficulties, 
information about medication side effects could be provided. Other 
types of limited information might include discussing normal age-
related changes in the reproductive system or the effects of certain 
diseases on sexual functioning. 

Next, offer specific suggestions (SS).11 This means that you will 
offer specific suggestions tailored to your patient’s situation. For 
example, if sexual dysfunction is related to painful intercourse 
due to vaginal dryness, you could recommend the use of vaginal 
lubricants. If problems are related to medication, referral to the 
patient’s physician or nurse practitioner for possible medication 
alterations may be indicated.

The final step in the model is intensive therapy (IT).11 Intensive 
therapy is indicated when sexual dysfunction requires more than 
nursing interventions. For example, if the patient is exhibiting 
inappropriate sexual behaviors, (e.g. exposing oneself in public) or 
has suffered from sexual abuse, intensive therapy is indicated. 

In summary, sexual assessment is important for persons of all ages. 
Sexuality and sexual functioning are important throughout the 

life span. These are highly sensitive subjects and must be handled 
objectively, with tact and discretion. A barrier to sexual assessment 
may be the discomfort of the nurse as well as the patient. Use of an 
assessment model, such as the PLISSIT model, may help to initiate 
and direct the assessment and increase the comfort of nurse, patient 
and patient’s partner.

Resources specific to the geriatric population that may be helpful to 
nurses working with older adults include the following Web sites. 
Information is offered pertaining to sexuality as well as many other 
issues that impact geriatric nursing practice.

 ● The website for the Hartford Institute for Geriatric Nursing 
provides information about best practices and geriatric 
assessment tools and models. The site may be accessed at www.
ConsultGeriRN.org. 

 ● Lippincott’s Nursing Center’s older adults section provides 
articles, tools and links to sites that specialize in information 
about geriatric care. This site may be accessed at www.
nursingcenter.com/AJNolderadults.

 ● The American Nephrology Nurses’ Association (ANNA) has 
created a new resource, Spotlight on Older Adults, which 
contains links, articles, tools and information about continuing 
education events for nurses specializing in geriatric nursing 
care. The site is accessed at www.annanurse.org/aging.

AssEssING sLEEP PAttErNs

sleep stages
A good night’s sleep is important for health and well-being. 
There are five recurring stages of sleep: four non-REM (rapid eye 
movement) stages and the REM (rapid eye movement) stage.9,17

The stages of sleep can be described as follows:9,17

 ● Stage 1: Characterized as light sleep or drowsiness, this stage lasts 
for about five to 10 minutes. If awakened, the person may feel as if 
he has not been asleep at all.

 ● Stage 2: This stage is a period of light sleep from which the person 
is easily aroused. Brain waves slow, eye movements stop, and 
heart rate and body temperature decrease. The body prepares to 
enter deep sleep. 

 ● Stages 3 and 4: These stages are known as slow-wave or delta sleep. 
Sleep is deep, with Stage 4 being more intense than Stage 

Stages one through four comprise the period of non-REM sleep 
and last from 90 to 120 minutes. Each stage lasts from five to 15 
minutes.9,17

REM sleep is characterized by rapid respiration, increased 
heart rate and blood pressure, increased brain activity, rapid eye 
movements and temporary paralysis of limbs. REM sleep is also 
referred to as dream sleep because dreaming takes place during this 
stage. It is believed that REM sleep is necessary for psychological 
restoration, learning, memory and concentration during the 
day. This stage occurs in cycles about every 90 to 120 minutes 
following the first four stages.9,17 The percentage of time spent 
in REM sleep is greatest during infancy and early childhood and 
decreases during adolescence and young adulthood with greater 
increases occurring in old age.17 

sleep assessment in the older adult
A common mistaken belief is that the need for sleep decreases 
with age. In fact, the elderly adult needs about the same amount of 
sleep as he did as a young person and in middle age.9 The majority 
of older adults need between six and 10 hours of sleep each night. 
Research shows that less than four or more than eight hours of sleep 
is associated with mortality rates that are higher than those of persons 
sleeping eight hours.9

When asking the older adult about his sleep patterns, try to avoid “yes” 
and “no” questions, because these usually do not elicit enough helpful 
information. For example, if you ask, “Do you have trouble sleeping?” 
Many older adults will simply say “no.” Here are some suggestions for 
phrasing questions when assessing sleep patterns.

 ● “What time do you usually go to bed?” “What time do you 
usually get up?” The answers to these questions will give you an 
idea whether the patient goes to bed and gets up at about the same 
time each day. A regular bedtime and awakening time is associated 
with better sleep patterns. 

 ● “How many times do you wake up during the night?” “What 
causes you to wake up?” This is better than asking the patient 
whether he sleeps through the night. It requires the older adult to 

think about his answer. He may assume it’s normal to wake up 
frequently during the night. If he does, this may indicate a health 
problem. 

 ● “How many times do you wake up to go to the bathroom 
during the night?” The answer to this question can indicate 
various problems, such as incontinence, enlarged prostate in men 
or anxiety.

 ● “What kinds of things help you to sleep at night?” What kinds 
of things prevent you from sleeping at night?” The answers to 
these questions may provide you with clues to specific physical or 
mental health problems. For example, a patient may tell you that 
some nights he wakes up gasping for air or coughing, indicating a 
possible cardiovascular or nervous system problem.

 ● “How many naps do you take during the day?” “How long do 
you nap?” Frequent naps or lengthy naps can disrupt a person’s 
nighttime sleep patterns.

The preceding questions are a good baseline for questioning older 
patients about their sleep. Become familiar with some of the more 
common sleep problems and how they impact the elderly patient’s 
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ability to obtain a good night’s sleep. It is estimated that about 5 
million older adults in the United States have a serious sleep disorder.9 
Some of the more common problems include the following issues:

 ● Anxiety and depression. These issues can interfere with a person’s 
ability to fall asleep and/or stay asleep. 

 ● Substance abuse. Abuse of alcohol, prescription drugs and/or illegal 
drugs can profoundly disrupt a person’s sleep patterns. 

 ● Excessive intake of caffeine. Excessive intake of caffeine, especially 
in the evening, can prevent a person from falling asleep or staying 
asleep.

 ● Pain. Older adults may deal with chronic pain issues. Pain may be 
due to arthritis, cancer, nervous system disorders, and so on. Elderly 
patients who are in physical discomfort take longer to fall asleep, stay 
asleep or find a comfortable sleeping position. 

 ● Cardiovascular disease and respiratory disease. These types of 
diseases may cause orthopnea and shortness of breath. Asking the 
patient “How many pillows do you sleep on at night” gives you an 
indication that he needs to sit up or be propped up to sleep without 
having difficulty breathing.

 ● Dementia. Older persons with dementia experience more sleep 
problems than other older persons. Sleep is often fragmented, and 
nighttime wandering may occur.9

 ● Urinary issues. Frequency, nocturia and urgency commonly occur in 
older adults and increase with age. Older men may experience benign 
prostatic hypertrophy, which prevents the bladder from emptying 

completely and often causes the sensation of constantly feeling the 
urge to void. These issues are compounded by the decreased bladder 
capacity of the elderly.9

 ● Sleep apnea. Sleep apnea is an intermittent, temporary pause in 
breathing during sleep. This can occur many times throughout 
the night and lasts about 10 seconds each time it occurs. These 
interruptions in breathing can lead to hypoxia. Research shows 
that older adults who suffer from these kinds of hypoxic episodes 
are more likely to experience sudden death, stroke, angina and 
exacerbating hypertension.9 Patients and their sleeping partners 
should be questioned about the occurrence of the signs and 
symptoms of sleep apnea, which include heavy, loud snoring; 
choking, coughing or struggling to breathe while sleeping; extreme 
sleepiness during the day, headaches in the morning and trouble 
concentrating.9

 ● Medications. A number of medications can interfere with sleep 
patterns. When providing pharmacology patient education as 
well as assessing sleep and rest, be sure to familiarize yourself 
with medications that may disturb a patient’s sleep. Some 
drugs commonly associated with sleep interference include 
decongestants, antihistamines, beta-blockers and beta-agonists.9,14

Assessment tip: Some antidepressants, such as Elavil and Sinequan, 
can have sedating effects and should be taken in the evening. But 
antidepressants such as Zoloft and Paxil have stimulating effects and 
should be taken in the morning.9

Pain assessment
Pain assessment should be part of the assessment of all geriatric patients. 
Older adults often live with chronic illnesses and disorders that cause 
varying degrees of pain. They may also experience more acute types of 
pain that follow trauma or surgery. 

Research shows that about 25 percent-50 percent of older adults who 
live in the community suffer from some type of pain. That percentage 
increases to 45 percent-80 percent for older adults who live in long-
term care facilities. Research also indicates that older adults are often 
undertreated for both acute and chronic pain, and some live with 
untreated pain every day of their lives.9

Why is pain undertreated? Some reasons include:2,9

 ● Some health care professionals may be unaware of the prevalence 
of pain in the older population or may think that some degree of 
pain is “normal” in the geriatric population.

 ● Failure of older adults to report pain. They may believe that pain 
is a “normal” part of the aging process and that nothing can be 
done to alleviate it. Some older adults may believe that taking 
pain medication is a sign of weakness or are afraid of becoming 
dependant on pain relief medications.

 ● It is difficult to assess pain in patients who have difficulty 
communicating, such as those persons suffering from various 
forms of dementia or following a disorder that affects 
communication, such as stroke.

Assessment tip: Some older adults may not believe that they have 
pain, but may admit to discomfort or other unpleasant sensations. 
When assessing for pain, do not only ask a patient, “Do you have any 
pain?” Also ask whether they have any discomfort, aching or soreness.

Pain may be either chronic or acute. Acute pain is due to surgery, 
medical procedures, injury or trauma.9 It is often self-limiting with 
appropriate treatment of the underlying cause. However, some acute 
pain may become chronic. For example, a back injury may initially 
cause acute pain, but damage may be severe enough to cause lingering 
effects. 

Chronic pain is “ongoing” pain that is treated but not self-limiting. 
It may be related to disease processes such as cancer, neurological 
disorders, degenerative diseases, arthritis, osteoporosis and vascular 

disease. Older adults (or any adult for that matter) who suffer from 
chronic pain need a thorough pain treatment plan that not only 
addresses pain relief but the social and emotional consequences of 
living with such pain as well. 

Assessment tip: Persons living with chronic pain should also be 
assessed for depression. Chronic pain can limit mobility, social 
interaction, interfere with performance of activities of daily living and 
interfere with sleep and rest.9

There are a number of pain assessment techniques in use. Some 
require the use of numeric pain rating scales while others rely on 
pictures that illustrate various degrees of pain. Important issues for 
the nurse to address when conducting a pain assessment include the 
following.

 ● Ask the patient to describe the pain, aching, or soreness he 
is experiencing. For example is the pain sharp or dull? Is it 
constant or intermittent? Is it burning or “squeezing?” Does it 
cause any lack of sensation? Does it cause tingling, numbness, 
or “pins and needles” feelings? Does the pain stay in one spot 
or does it radiate?

 ● When does the pain occur? Is it worse at specific times during 
the day or at night? If so, what is the patient doing or what is 
happening in his environment when the pain becomes worse?

 ● What makes the pain better or less uncomfortable?
 ● What makes the pain feel worse?
 ● Are there any other symptoms that occur with the pain, such as 

nausea or vomiting? 
 ● Does the patient take any medications for his pain? What are 

they and how often does he take them? How well do these 
medications work to control your pain? Be sure to ask about 
ALL medications including prescription, over-the-counter, 
herbal preparations, minerals, vitamins and other supplements. 
Remember that some patients don’t consider items such as 
herbal preparations, minerals, vitamins and over-the-counter 
drugs as “medicine.” Are the medications causing any side 
effects?

 ● Does the patient do anything specific to alleviate his pain (in 
addition to medication)? Some patients may drink alcohol 
or take other drugs (including illegal drugs) to relieve pain. 
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Others may use remedies such as warm milk to induce sleep, 
relaxation tapes, meditation or prayer. How successful are 
these interventions? 

 ● What does pain mean to the patient from a cultural and/or religious 
viewpoint? For example, some patients may believe that pain is 
punishment for misdeeds. Some cultures value stoicism when 
confronting pain while others are quite emotionally vocal about 
expressing pain. Remember to remain objective and respectful of 
a patient’s cultural and religious beliefs about pain and how it is 
dealt with.

Many patients may be able to participate in completing pain 
assessment scales. A numeric pain rating scale generally consists of 
a scale of 0-10 with 0 indicating no pain and 10 indicating the worst 
possible pain. The degree of pain worsens as the numbers increase.9 
This type of scale requires that the patient be able to understand your 
explanation of the scale, correlate his pain to a numeric value, and 
communicate this correlation to you. 

A verbal descriptor scale is one that requires the patient to describe his 
pain from “no pain,” to “mild,” “moderate,” “severe,” or “as bad as the 
pain could be.”9 This requires that the patient be able to understand 
the descriptive terms used and be able to correlate the terms with his 
pain, and describe his pain using the given terms without the benefit of 
visual cues.

A pictorial scale such as the Faces Pain Scale requires that the patient 
select a visual depiction of pain. For example, the patient is asked 
to look at a number of different faces that range from a face with an 
expression of calm or contentment to faces that look increasingly 
uncomfortable. The patient chooses the face with the expression that 
best “fits” his current pain experience.9 This scale does not require 
the patient to express himself using specific descriptive terms or to 
understand specific descriptive terms.

Assessment tip: A family member, friend or reliable caretaker should 
be involved in the pain assessment if patients are unable or reluctant to 
communicate their pain experience.

But what about patients who are unable to understand verbal or 
visual communications, such as the patient suffering from dementia? 
Researchers are working to develop valid and reliable pain assessment 
tools for use with patients suffering from dementia. One such tool is 
the Pain Assessment in Advanced Dementia (PAINAD) scale, which 
relies on direct observation of five behavioral indicators of pain.2 

An overview of the five behaviors used to assess pain includes.2
 ● Breathing (does not include mechanical ventilation): Ranges 

from a score of 0 for normal breathing, a score of 1 for occasional 
labored breathing or short periods of hyperventilation, to a 
maximum score of 2 for noisy, labored breathing and prolonged 
periods of hyperventilation.

 ● Negative vocalization: Ranges from a score of 0 for none, a score 
of 1 for occasional moaning or groaning, to a maximum score of 2 
for loud moaning or groaning, crying, or calling out.

 ● Facial expressions: Ranges from a score of 0 for no expression 
or an expression of calm or smiling, a score of 1 for frowning 
or expressions of sadness, to a maximum score of 2 for facial 
grimacing, frowning, scowling, etc. 

 ● Body language: Ranges from a score of 0 for a relaxed body 
posture, a score of 1 for tenseness, fidgeting, or, if ambulatory, 
distressed pacing, to a maximum score of 2 for rigid body posture, 
clenched fists, pushing or striking out, and/or pulling knees up 
towards chest.

 ● Consolability: Ranges from a score of 0 for needing no 
consolation, a score of 1 to the need for reassurance by touch or 
tone of voice, to a maximum score of 2 for being inconsolable.

Scores for each category are totaled with scores ranging from a 
minimum total of 0 to a maximum total of 10. The higher the total 
number, the more severe the pain. The Harford Institute for Geriatric 
Nursing Web site offers a detailed explanation of the scale and may 
be accessed at www.ConsultGeriRn.org. Specific information about 
the use of the scale may also be found in the publications of the 
American Medical Directors Association.18

A comprehensive pain management treatment plan is important for 
anyone dealing with pain. A number of complementary and alternative 
therapies are being used with increasing frequency. These include 
acupuncture, herbal supplements, massage therapy, chiropractic care, 
Yoga, meditation, relaxation therapy, biofeedback, and, in some 
cases where not prohibited, exercise. Any and all complementary and 
alternative therapies should be initiated and maintained only under the 
supervision of the patient’s primary health care provider.

Most patients dealing with pain participate in some type of medication 
regimen. Be aware of and help the patient and family prepare for and deal 
with some common side effects of analgesics.

 ● Some analgesics, particularly opioid analgesics, slow the intestinal 
tract and can lead to constipation. Stool softeners, adequate fluid 
intake, and fruit and vegetable intake should help to alleviate the 
problem of constipation.9,14

 ● Nausea and vomiting are also fairly common side effects, and 
an antiemetic may be prescribed for these types of adverse 
occurrences. Some analgesics cause drowsiness and sedation, 
and patients should be cautioned against activities that require 
alertness. In severe pain, morphine may be administered, and 
pruritis is often associated with its administration. Antihistamines 
are effective in combating pruritis, but may also cause sedation as 
a side effect.9,14

In summary, a thorough pain assessment must be conducted as part 
of a thorough geriatric assessment. Remember that pain is often 
undertreated in this population, particularly in those elderly adults 
who cannot or will not communicate about their pain. Patients with 
dementia are at significant risk for having their pain undertreated.

Involve family, friends and caretakers as part of the pain assessment 
process as well as its treatment. Many of these individuals (including 
the patients themselves as well as some health care professionals) 
may hold the mistaken belief that pain is simply part of the aging 
process and must, to some degree, be tolerated. Help to educate all of 
these individuals, including colleagues, about the need for adequate 
assessment and treatment of pain.

Remain alert to the complications of under-treating pain, including 
depression and social isolation. Also be sure to monitor and to teach 
the patient about the side effects of medications used to alleviate pain 
and how to reduce or eliminate such adverse occurrences.

Use a variety of pain assessment techniques including verbal 
discussion and the use of valid and reliable pain assessment tools. 
Remain sensitive to the issue of culture and religion and how they 
influence the expression of pain and compliance with treatment 
options.

Finally, remember to involve the patient, family and caregivers in pain 
assessment and management. Often the key to success in managing 
pain is the cooperation of the patient and of those with whom he is 
most involved.

Assessing mental health
Mental health and well-being is as important to the older adult as it 
is to any other population. Unfortunately, some mental health issues, 

such as depression and anxiety, may be overlooked in elderly adults. 
The signs and symptoms of these and other mental health problems 
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may be mistakenly attributed to the aging process or dementia, and as 
a result, a thorough assessment is not done. In fact, only about half of 
older adults with mental health problems actually receive appropriate 
mental health services.19

Assessment tip: When assessing mental health, be sure to evaluate 
the patient for mental disturbances related to medication side effects. 
Sometimes adverse occurrences are related to alterations in mental 
status.

Some health care professionals may hold the mistaken belief that 
older adults suffer from mental health problems more than younger 
adults. Actually, older adults demonstrate fewer diagnosable 

psychiatric disorders than younger persons with the exception of 
cognitive problems such as Alzheimer’s disease, which show age-
related increases.9 Some experts bemoan the fact that many health 
care professionals are more concerned about a broken bone than a 
“broken spirit.”7

The geriatric population can experience a number of mental health 
problems, just as younger persons do. Although some problems 
may develop in old age, others may have begun earlier in life 
(e.g. depression, obsessive-compulsive disorder). Let’s look at the 
normal aging changes that influence mental health and cognition 
and review some mental health and cognition problems and how 
they can be identified in the older adult. 

Normal age-related changes in mental health and cognition
An older adult’s mental health and cognition stay comparatively stable. 
The alterations that do take place are usually not dramatic enough to 
cause major problems with activities of daily living. Serious changes 
and abrupt loss of cognition usually indicate a physical or mental 
disorder such as Alzheimer’s disease or stroke.9 Some normal age-
related changes in mental health and cognition include the following.9

 ● The speed with which information is processed decreases with 
age. This means that older adults take a longer time to learn new 
information and require that information be repeated.

 ● The ability to deal with multiple tasks slows.
 ● The capability with which the older adult can maintain attention 

and ignore unimportant information decreases with age. 
 ● The use of language is maintained, but word finding and naming 

ability decreases with age.
 ● The ability to use abstract thought and demonstrate mental 

flexibility are associated with some decline as a person ages. 
 ● The ability to acquire practical experience and wisdom continues 

until the end of life.

Grief and bereavement
Geriatric patients generally must deal with the loss of loved ones, 
including spouses, siblings, parents and others. Grief is considered 
to be a normal response to such losses within a two-year period. 
Grief that lasts longer than two years is considered to be pathological. 
However, the length of grief varies with cultural norms. The American 
Psychological Association’s standard of care concerning grief in the 

older adult encourages the health care professional not to focus on 
time, but on the way grief is presented. Profound depression, extensive 
guilt, overwhelming senses of loss, preoccupation with death, difficulty 
performing activities of daily living and social incapacitation 
indicate pathological grief and require medical intervention.9

depression
While the prevalence of major depression declines with age, symptoms 
of depression increase. Eight to 20 percent of older adults living in the 
community and up to 37 percent in primary care settings experience 
depressive symptoms.19 Depressive symptoms are often associated 
with chronic illness and pain.9

Older adults suffering from depression often report numerous 
somatic complaints, including chronic pain. They may not consider 
themselves depressed and focus on physical rather than mental 
symptoms.9 

Assessment tip: Older people may feel that it is a sign of weakness to 
report feelings of depression. They may believe it is more “acceptable” 
to have a physical illness, thus the focus on physical complaints. Your 
first clue to depression in older adults may be the reporting of somatic 
complaints.

A number of tools for the assessment of geriatric depression are 
available. One such tool is the Geriatric Depression Scale, which 
consists of 30 questions (a shortened 15-question version may also 
be used) that can be answered with “yes” or “no.” 9 Examples of 
questions include:9

 ● Are you basically satisfied with your life?
 ● Do you feel full of energy?
 ● Do you feel happy most of the time?
 ● Do you think that most people are better off than you are?

Criteria for major depression as noted in the Diagnostic and Statistical 
Manual of Mental Disorders-IV-TR20 include:

 ● Depressed mood or loss of interest or feelings of loss of pleasure.

 ● Symptoms must last for at least two consecutive weeks and 
indicate a change from previous mood and functioning.

 ● At least five of the following: depressed mood, changes in sleep 
patterns, reduced feelings of interest or pleasure, feelings of 
guilt or worthlessness, loss of energy or fatigue, inability to 
concentrate, changes in weight or appetite, psychomotor agitation 
or retardation, and suicidal thoughts.

The incidence of depression is twice as high in older women than in 
older men. Some of the possible reasons for this difference is that older 
women are more likely to experience loneliness, financial problems 
and a reduction in independence cause by functional disabilities.9

Assessment tip: Depression is a major risk factor for suicide. Adults 
age 65 and older have the highest suicide rates of all age groups. 
Suicide is highest among caucasians, followed by Asians, Hispanics 
and non-Hispanic blacks. Older adults suffering from alcoholism 
have a greater risk for suicide as well. Nurses must not only assess for 
depression but for suicidal ideation!9 

When evaluating elderly patients for depression, be sure to check 
on the potential for depressive side effects of certain medications. 
Medications that can cause depression include:21

 ● Antihypertensives, such as reserpine.
 ● Hormonal replacement therapy, including estrogen and 

progesterone.
 ● Cardiac agents, such as digitalis.
 ● Analgesics, such as codeine.
 ● Anti-anxiety agents, including diazepam.
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dementia
Dementia is a syndrome that leads to a decline in multiple cognitive 
abilities. The presenting signs and symptoms range from mild 
cognitive impairment to complete incapacitation. 

Dementia is both chronic and terminal, because the syndrome 
progresses to causing the patient to become completely dependent in 
all aspects of activities of daily living. There is no consistent course, 
and the rapidity with which the disease will progress cannot be 
predicted.9

According to the Diagnostic and Statistical Manual of Psychiatric 
Disorders – Text Revision (4th edition 20, the diagnostic criteria must 
include both a decline in memory and at least one of the following:

 ● The ability to understand spoken or written language and to 
generate understandable speech.

 ● The ability to recognize or identify objects (assuming such 
ability is not impaired by other disease processes).

 ● The ability to perform motor activities (assuming such activities 
are not impaired by other disease processes).

 ● The ability to think abstractly, make appropriate judgments, and 
plan and execute complex tasks. 

 ● The decline in cognitive ability must be of a severity to interfere 
with normal activities of daily living.

There are a number of types of dementia, with the most common being 
Alzheimer’s disease (AD). It is responsible for about 50 percent to 
70 percent of cases and has a subtle onset. The exact etiology of AD 
is unknown, but researchers believe that genetic and environmental 
components may play a role in its development.9

There are three stages of dementia: mild, moderate, and severe. Six 
aspects of cognition are evaluated to determine staging. These six 
aspects are memory, orientation, judgment and problem solving, 
community affairs, home and hobbies, and personal care. Diagnosis is 
based on assessment of these aspects because there is not a definitive 
diagnostic study or studies that can confirm diagnosis.9 

Treatment is aimed at slowing the progression of the dementia and 
improving cognitive function. Medications such as Namenda and Exelon 
are currently used to treat cognitive impairment. Alternative therapies, 
such as ingestion of ginkgo biloba and various vitamins and minerals, 
are under investigation.9

Assessing for elder abuse
Mrs. Dash is an 80-year-old female who lives with her daughter, 
son-in-law and three grandchildren. She was recently hospitalized 
for a total hip replacement and infection of the surgical wound. 
After discharge, she returned to her daughter’s home. A visiting 
nurse arrives this morning to assess Mrs. Dash’s wound and 
perform a dressing change. Mrs. Dash lives in a self-contained 
apartment attached to the main house via a short hallway. Her 
daughter provides Mrs. Dash with housecleaning services and 
brings her meals three times a day. Mrs. Dash’s apartment is 
spotlessly clean. Mrs. Dash is dressed in a clean housedress, and 
is wearing make-up and jewelry. She does not make eye contact 
with the visiting nurse and has a sad expression on her face. Her 
daughter is present and interacts with the visiting nurse, asking 
if her mother is “healing.” She does not interact with Mrs. Dash. 
One of the grandchildren stops in to ask for a ride to a sports 
event. The grandchild does not interact with Mrs. Dash, but rolls 

her eyes and mutters something about “that old woman is more 
trouble than it’s worth.” Mrs. Dash’s daughter prepares to leave 
and casually says, “So long, Mom,” and leaves without looking 
back. Mrs. Dash looks at the visiting nurse and says sadly, “They 
take care of me, but no one really cares about me. There is no 
love. They don’t like me.” Mrs. Dash is suffering from emotional 
neglect, sometimes characterized as a form of elder abuse.

When nurses hear the term “elder abuse,” they often picture an older 
adult who is bruised, in poor physical condition and may be dressed 
in dirty clothing. But there are many forms of abuse, not all of them 
readily apparent. Elder abuse can take place in any setting: the 
patient’s home, an acute-care hospital or long-term care facility. It 
occurs among all socioeconomic groups. As nurses, we must be aware 
of the various types of abuse and how to protect the elderly adult from 
the effects of abuse.

Physical abuse
Physical abuse is defined as the use of physical force to intentionally 
inflict physical injury or pain. Actions such as hitting, pushing or 
shaking are forms of physical abuse.9

Signs of physical abuse include bruising, fractures, abrasions, 
lacerations and cuts. But it can be difficult to distinguish accidental 
injury from physical abuse. The elderly adult’s skin contains only 
small amounts of subcutaneous fat, and blood vessels are thin and 
fragile.22 This makes the older person susceptible to accidental 
bruising, which can be difficult to distinguish from physical abuse. 
However, research shows that 90 percent of accidental bruising occurs 
on the extremities. Accidental bruises rarely, if ever, occur on the neck, 
ears, genitals, buttocks or soles of the feet.22

Low bone density and the existence of osteoporosis place the elderly at 
high risk for fractures. To date, no particular pattern of abuse fractures 

has been identified.22 The location, frequency and health history of 
the older adult with fractures must be evaluated to identify suspected 
abuse. 

When evaluating abrasions, lacerations and cuts, it is important 
to describe them accurately. Many nurses refer to any wound as a 
laceration. When documenting these kinds of trauma, it is important to 
be accurate.22

 ● Abrasion: A scraping injury that can occur if the elder is pulled or 
dragged across a surface (e.g. a carpet) that abrades the skin.22

 ● Laceration: Full-thickness splitting open of the skin with ragged 
edges that occurs when the individual is traumatized by blunt 
force.22

 ● Cut: An incision made by a sharp object that has smooth, clean 
edges.22

sexual abuse
Sexual abuse is defined as any type of nonconsensual sexual 
intimacy.9 Examples include rape, molestation, sexual harassment, 
unwanted touching, sodomy, coerced nudity and nonconsensual 
explicit sexual photography. Signs and symptoms of sexual abuse 
include:9,22

 ● Bruises around the genital area and/or breasts.

 ● Unexplained vaginal or anal bleeding.
 ● Unexplained occurrence of venereal disease or genital infections.
 ● Torn, stained or bloody undergarments. 
 ● Elder’s verbal report of sexual abuse.
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Emotional or psychological abuse
Emotional or psychological abuse is defined as infliction of distress, 
anguish or sadness via verbal and/or non-verbal acts.9 Examples of 
elder emotional or psychological abuse include yelling, threatening, 
swearing, name calling, insults, intimidation and humiliation. Other 
forms of emotional abuse include isolating the older adult from family 
and friends, preventing him from pursuing his regular social activities 

(e.g. attending church, visiting a senior citizen’s center), isolating 
him from others in the home, and/or giving the older adult the “silent 
treatment” and not providing any affection.23

Signs and symptoms of emotional or psychological abuse include 
sadness, emotional upset or agitation, withdrawal and verbal reporting 
of emotional abusive behaviors.9,22,23

Neglect
Neglect is defined as the failure to fulfill or refusal to fulfill obligations to 
an elder such as safety, shelter, affection, food, water, clothing, hygiene, 
medicine or comfort.9,22,23 Neglect may be on the part of a spouse, family 
member, friend or caregiver. Additionally, the elderly adult may also 
initiate self-neglect, which occurs when the elder himself disregards such 

needs as hygiene, food, safety and so on, because of mental or physical 
impairments or because he chooses not to take care of himself.9,22,23

Signs and symptoms of neglect include malnutrition, dehydration, 
poor personal hygiene, untreated health problems, unsanitary or 
unsafe living conditions, history of being left alone or choosing to 
be alone, and reports of being neglected.22,23

Abandonment
Abandonment is the desertion of an elderly person by someone who 
is responsible for providing care to the elder or who has physical 
custody of the elder.9,23 In such cases, the elder is simply deserted 
or abandoned at a hospital (e.g. emergency department), long-term 

care facility, shopping center or other public location.9 In addition 
to being abandoned, the elderly adult may also exhibit signs and 
symptoms of other types of abuse.

financial or material abuse
Financial or material abuse is defined as illegal or improper use 
of an older adult’s money, property or other assets. The person 
committing this abuse does so for personal or monetary gain 
or benefit.9 Examples of this type of abuse include unexplained 

disappearance of personal items, unusual withdrawals of money 
from savings or checking accounts, or changes in property 
ownership. As a result of financial losses, elders may not be able to 
pay bills or buy food and medicine.

risk factors for elder abuse
Elder abuse can occur within all socioeconomic, cultural and 
intellectual groups. However, research shows that certain 
characteristics surface most commonly among abuse victims.These 
include:9,23

 ● Sex: Women are more likely to be victims of elder abuse than men.
 ● Age: Victims of elder abuse are likely to be more than 75 years of 

age.
 ● History of violence: Victims of elder abuse are more likely to be 

prior victims of abuse, such as child abuse or spousal or intimate 
partner abuse. If the elder abuse victim was himself an abuser (e.g. 
abused his children), he is more likely to be a victim of elder abuse 
committed by those he abused in the past.

 ● Functional status: Elders whose physical and/or mental status is 
impaired are more likely to be abused.

 ● Poor social network: Elders who have fewer than three significant 
others are more likely to suffer abuse.

 ● Economic status: Elders who are poor are more likely to be 
abused.

 ● Education: Older adults who have less than an eighth-grade 
education are more likely to be abused.

 ● Minorities: Members of minority groups have statistically higher 
rates of elder abuse.

Characteristics of abusers
Some common characteristics of abusers include the following.9,23

 ● Sex: Abusers are more likely to be men.
 ● Substance abuse: Abusers are more likely to have a history of 

substance abuse, including alcohol abuse.
 ● Mental health: Abusers are more likely to suffer from mental 

illness.
 ● Family status: Elders are more likely to be abused by members of 

their own families.

 ● Social network: Abusers have a poor social network and are more 
likely to be dependent on the elder for financial or shelter or other 
needs.

 ● Caregiver stress: Caregivers who are overwhelmed by the burden 
of caring for the older adult may end up abusing the person for 
whom they are caring. 

 ● Cycle of family violence: Caregivers may have been abused by 
the elder they are now abusing.

screening for elder abuse
Evaluate signs and symptoms that may indicate abuse. Monitor 
those who provide care for elderly adults. Do they show signs and 
symptoms of stress and difficulty coping? Is there a history of abuse 
in the elder or caregiver’s family? 

There are a number of elder assessment screening tools available for 
use. The Hartford Institute for Geriatric Nursing recommends the 
Elder Assessment Instrument (EAI) as a screening tool in the clinical 

setting.9 This is a 40-item tool used to determine whether the elderly 
patient needs to be referred for suspected elder abuse.9 

Elders are often reluctant to report abuse. They may be afraid of 
retaliation by the abuser. They may believe that they have done 
something to deserve the abuse or feel guilty about being an abuser 
themselves at some point in their lives. Abused elders may also be 
reluctant to report abuse if they are dependent on the abuser for care, 
shelter or financial help. 
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Assessment tip: The elder and the suspected abuser should be 
interviewed separately. This may reveal inconsistencies in reported 
histories or explanations of signs and symptoms of abuse. If the 
suspected abuser refuses to allow separate interviews, the suspicion 
of abuse increases.8,9

Nurses must be aware of local elder abuse/mistreatment reporting 
laws. Many states have mandatory reporting laws, and health care 
professionals must report suspected cases of elder abuse.9 Know 
your organization’s policies and procedures regarding the reporting 

of elder abuse, and familiarize yourself with contact information 
for local departments on aging and adult protective services. For 
state reporting numbers, visit the National Center on Elder Abuse 
Web site at www.ncea.aoa.gov or call the Eldercare Locator at 
1-800-677-1116. 

Assessment tip: You don’t need to prove that abuse is occurring. You 
do need to report your suspicions. The experts in abuse will follow up 
to investigate your suspicions.

ovErvIEw of AssEssmENt of Body systEms
Basic physical assessment techniques, such as inspection, palpation 
and percussion, are similar for all age groups. This overview of the 

assessment of body systems focuses on those issues that are particular 
to the geriatric population.

vIsIoN, HEArING ANd touCH

vision
The first step in assessing the vision of an older adult is observation. 
Elderly persons who have stained clothing, poorly combed hair or 
excessive or poorly applied makeup may have vision impairment.9 A 
Snellen chart may be used to assess visual acuity, or you may ask the 
patient to read from a newspaper or other printed material with various 
size prints.

Assessment tip: Be sure that the patient is wearing his glasses or 
contact lens when assessing vision. Assess vision with and without 
corrective lenses. It is estimated that 92 percent of persons over 70 
wear glasses, 18 percent also use a magnifying glass for close work, 
and 14 percent of persons 70-74 have difficulty seeing even with 
corrective lenses. Thirty-two percent of persons over 85 have trouble 
seeing even with corrective lenses.9 

There are a number of normal age-related changes pertaining to the 
appearance of the eye and vision. These include the following issues.4,9

 ● The eyebrows gray and thin, as do the eyelashes. Skin around 
the eye wrinkles as subcutaneous tissue atrophies. Orbital fat 
decreases, giving the eyes a sunken appearance, and eyelids sag.

 ● The eye becomes less sensitive to feelings of pain and discomfort. 
This can cause the patient to be unaware of infections or injuries 
to the eye.

 ● The lenses thicken and harden, which reduces accommodation 
and brings a decrease in near-vision (presbyopia). The lens begins 
to appear “yellowish” and rather opaque. Visual acuity starts to 
decrease starting about the age of 50. This decrease becomes more 
rapid after the age of 70. 

 ● The eye begins to lose its ability to adapt to changing degrees of 
light. Thus, as the adult ages, he needs more light to see objects in 
shadow or in dim light. 

 ● The eye’s ability to adapt to a darkened room decreases with age. 
It takes more time for the eye to accommodate to darkness.

 ● The elder’s pupils become sluggish as the pupils decrease in size 
and become less responsive with age.

Assessment tip: As always, include medication evaluation as part 
of your assessment. Some drugs, such as Tamoxifen and thiazide 
diuretics, can interfere with vision.9,14

There are several visual problems that are commonly seen in the older 
adult. Nurses must be aware of these problems and their signs and 
symptoms so that appropriate referrals may be made.

 ● Cataracts: Cataracts are the most common causes of correctable 
vision loss.24 A cataract is an opacity of the lens that develops 
gradually without pain. It decreases the amount of light able to reach 
the retina, thus inhibiting vision. The patient experiences painless, 
gradual blurring and loss of vision; may see halos around objects; 
and have difficulty distinguishing colors. The pupil of the eye appears 
hazy. Cataracts are the leading cause of blindness in the world. 
Surgery is the treatment of choice, and prognosis is usually good. Risk 
factors include increased age, diabetes, eye trauma, long-term use of 
corticosteroid medications, smoking and alcohol use, and Caucasian 
race.4,9,24

 ● Glaucoma: This is a group of disorders characterized by an increase 
in intraocular pressure (IOP) that can damage the optic nerve. 
Untreated glaucoma can lead to peripheral vision loss and blindness. 
Its onset can be slow and insidious (chronic open-angle glaucoma) 
or abrupt (angle-closure glaucoma), which is a medical emergency. 
Treatment includes medications and/or laser therapy. Risk factors 
include IOP; being older than 60 years of age; a family history of 
the disease; personal history of hypertension, diabetes, myopia, or 
migraines; and African-American ancestry.4,9,24

 ● Age-related macular degeneration (ARMD): ARMD is the 
leading cause of blindness in persons over the age of 65. It is the 
atrophy of the macular region of the retina. The dry form of ARMD 
is characterized by retinal pigment degeneration and is slow and 
progressive and associated with a mild vision loss. The wet form 
involves the leakage of blood or serum from blood vessels beneath the 
retina. It is not as common as the dry form but is responsible for the 
majority of severe vision loss associated with ARMD. The primary 
symptom is a change in central vision, such as distortion of straight 
lines or bland areas that appear in the center of printed pages. There is 
no treatment for the dry form, but the wet form may be treated with 
laser treatments or injections.4,9,24

 ● Diabetic retinopathy: This is a microvascular disease of the 
eye associated with diabetes. The ocular microvascular system 
is damaged, and transport of oxygen and nutrients to the eye is 
inhibited. Patients experience a gradual vision loss. Treatment 
consists of laser therapy.9

Hearing
Hearing loss is quite common in the elder patient. It is estimated that 
more than 30 percent of older persons between 65 and 74 have some 
degree of hearing loss. This percentage increases to 66 percent in 
persons over 75. In addition to age, risk factors for hearing loss include 

smoking, history of middle ear infections, tumors, the buildup of ear 
wax and long-term exposure to loud noises.9

Normal aging changes that influence hearing include:9

 ● The skin of the external ear wrinkles and sags.
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 ● Cerumen is drier and harder and tends to accumulate in the ear 
more than in younger adults.

 ● Loss of nerves and sensory organs associated with hearing.

Assessment tip: When assessing hearing, be sure to assess for the 
presence of excessive ear wax, which may hinder hearing.

Hearing is assessed in the same ways as with other adult age groups. 
The use of a tuning fork and covering one ear and whispering two-
syllable words toward the uncovered ear are two of the ways to assess 
hearing. 

Assessment tip: As with all assessment evaluations, be sure to review 
the patient’s medications to determine whether any of them may affect 
hearing.

Tinnitus is a common problem in older adults. It is a ringing sound 
in the ear and can happen with or without accompanying hearing 
loss. The problem may be self-limiting or chronic. Tricyclic 
antidepressants may be prescribed as part of the treatment as well as 
relaxation techniques, biofeedback and counseling to deal with the 
discomfort.9 

touch
The sense of touch or physical sensation decreases with age. This 
is because nerve impulses are conducted at a slower rate in the 
elderly. There is also a reduction in the function of peripheral nerves. 
Medications used to calm or sedate may also contribute to a decrease 
in the sense of touch.9

These physiological changes lead to a decreased ability to perceive 
pain and temperature, which, in turn, can increase the risk for injury. 
For example, the older adult may not perceive the temperature of water 
in the bathtub or shower to be too hot, increasing the risk for burns. If 
the sense of pain is diminished, the elderly patient may not be aware 
that he has injured himself after falling or other types of blunt trauma.

The sense of touch is also important in conveying affection, and in some 
cultures, to communication in general. A loss of physical sensation may 
be detrimental emotionally as well as physically. 

Assessment tip: Some diseases, such as diabetes mellitus, can cause 
peripheral neuropathies that add to the loss of the sensation of touch.9

One of the simplest ways to assess touch is to use a wisp of cotton. 
Patients close their eyes and are asked to indicate when they feel the 
sensation of touch. The nurse touches parts of the body, such as the 
face, the arms, the legs and the back. Additional techniques are to 
touch various areas of the body with a pin alternating with a wisp of 
cotton. The patient is asked to say whether he feels a sharp sensation 
(when touched with a pin) or dull (with the cotton wisp).9,24 

Some nurses find it helpful to use objects of various sensations, such 
as sand paper, a piece of silk or fur and ask the patient if he feels a 
rough or a soft sensation. Tubes of hot and cold water may be placed 
against the patient’s skin as he is asked to state whether he feels a 
cold or a hot object.9,24

Assessment tip: Teach older adults to examine their skin, especially 
over bony prominences, the soles of their feet and between fingers and 
toes for open or broken areas of skin. Because of the decrease in the 
sensation of touch, open areas may not be noticed until they are severe 
and/or infected.

the integumentary system
The integument, or the skin, is the body’s largest organ and consists of 
three layers: the epidermis, the dermis and subcutaneous layers. The 
epidermis is the outermost layer of the skin and has up to five layers 
(depending on the specific part of the body). The dermis is the second 
layer of the skin, is made up of connective tissue, has an abundant blood 
supply, and lymph and neurosensory receptors. It supports and nourishes 
the dermis. The subcutaneous layer lies below the dermis, attaches to 
muscles and gives shape to the body and provides a protective cushion 
for bones and internal organs. There are also a number of accessory 
structures that are part of the integumentary system. These are the hair, 
nails, sebaceous glands (which produce sebum for skin lubrication) and 
eccrine glands that produce sweat.4,9

The skin is very important to health and wellness. It is responsible for:9

 ● Regulation of body temperature.
 ● Regulation of body fluids.
 ● Provision of a barrier to infection and promotion of the immune 

system.
 ● Production of vitamin D synthesis.
 ● Provision of sensory reception.

There are a number of age-related changes that affect how the 
integumentary system functions. Nurses need to be aware of these 
changes not only for their impact on physical health, but on self-
perception and self-esteem as well.

 ● Thickness and elasticity: Both decrease with age, which leads to 
the appearance of wrinkles and causes the skin to sag, especially the 
skin of the face, neck and upper arms. Smoking is associated with an 
increase in wrinkling of the skin.9

 ● The epidermis: The epidermis thins, and moisture is lost. The skin 
begins to have a dry and rough appearance. The rate of cell growth 
is decreased, which leads to an increased risk for infection. This 
decrease combined with a lack of moisture makes the skin more 
susceptible to damage. Liver or “age” spots appear and the number 

of moles and freckles may increase. The cosmetic aspects of these 
changes may have a negative impact on the older adult’s self-image 
and self-esteem.4,9

 ● The dermis: Beginning in a person’s 30s, the dermis begins to 
decrease in thickness and effectiveness. The connective tissue 
decreases in function, which causes a loss of skin turgor that 
progresses with age. The capillaries thin, which leads to bruising. 
There is an accompanying reduction in sensation that increases the 
risk for injuries such as burns, infections and pressure sores.4,9

 ● Subcutaneous layer of skin: This layer increases in some parts 
of the body and decreases in others, resulting in changes in fat 
distribution. It thins in the face, neck, hands and lower legs. With 
age, fat distribution becomes more pronounced in the abdomen 
and thighs in women, and in the abdomen in men.9

 ● Hair and nails: The color of the hair becomes gray or white and 
becomes thin. There is a loss of axillary and pubic hair, and alopecia, 
or baldness, appears. Men generally experience more obvious loss of 
hair from the head than do women. Balding may have a significant 
impact on self-esteem. Women may also begin to experience the 
growth of facial hair on their faces. Nails become dull, and yellow or 
gray. They become thick and break or split easily.4,9

 ● Damage from sun exposure: Persons who spend a lot of time in 
the sun, whether because of their occupations or simply from their 
desire to acquire a deep, dark tan, are at risk for a number of health 
problems, particularly skin cancer. It is estimated that more than 
90 percent of skin cancers are related to exposure to the sun. The 
cumulative effects of years of sun exposure increase the amount of 
age-related changes, such as wrinkles and freckles, and often make 
people appear older than they really are. Damage done by the sun 
is not reversible.9

Assessment tip: Some drugs increase a person’s sensitivity 
to sunlight. Some examples are antibiotics, antihistamines, 
antidepressants and antiarrhythmics. As always, educate patients 

Page 14  Nursing.EliteCME.com



about the risk for sun sensitivity if they are on medications that 
increase this problem.9

Skin cancer is a common problem among older adults. It is important 
that nurses recognize potentially malignant lesions and initiate 
appropriate follow-up and treatment. Skin cancer is the most common 
type of cancer in the United States. Its effects range from mild, easily 
curable lesions, to devastating, life-threatening malignancies.

Basal cell carcinomas: Basal cell cancer is the most common type 
of skin cancer in Caucasians. It is primarily due to sun exposure.9 
Fortunately, if diagnosed early, basal cell cancer has a cure rate of 95 
percent.24 When assessing the patient’s skin, be alert to the presence of 
basal cell cancers. This type of skin cancer can occur on any exposed 
surface of the skin, but is most common on the face, head, neck, nose, 
and ears.9

There are three types of basal cell cancers. They are:24

 ● Noduloulcerative lesions: Usually found on the face, these lesions 
are small, smooth, ink and translucent papules. As they grow, 
their centers become depressed with firm, elevated borders. They 
seldom metastasize, but if untreated they can become infected or 
lead to hemorrhage if they move into large blood vessels. 

 ● Superficial basal cell lesions: Commonly found on the chest 
and back, these cancers are oval or irregular in shape, lightly 
pigmented and have clearly defined, slightly elevated threadlike 
borders. They look scaly and may be mistaken for psoriasis or 
eczema. These lesions are associated with ingestion or exposure to 
arsenic-containing substances. 

 ● Sclerosing basal cell lesions: These lesions are waxy, yellow to 
white plaques and do not have clearly defined borders. They are 
most often found on the head and neck and appear in patches.

Report suspicious lesions for medical follow-up. Diagnosis is based 
on appearance and biopsy. Treatment involves careful excision and 
possibly chemotherapy and/or radiation, depending on the extent of the 
lesion.24

Squamous cell cancer is the second most common type of skin 
cancer in Caucasians and the most common type of skin cancer in 
persons with dark skin.9 It is an invasive tumor that has the potential 
to metastasize. Clues to the existence of squamous cell cancer are 
changes in existing skin lesions (e.g. moles, warts) or the appearance 
of a new lesion that ulcerates and fails to heal. This type of skin 
cancer, if diagnosed and treated early, has a high cure rate. But if it 
spreads, it can lead to disability or death.24

Squamous cell cancer often develops on the face, ears and dorsa of the 
hands and forearms. Risk factors for this type of skin cancer include 
sun overexposure or overexposure to X-rays, radiation therapy, chronic 
irritation of the skin, and ingestion of arsenic-containing substances. It 
is most commonly found in fair-skinned white men older than 60 years 
of age.24 

Diagnosis is based on appearance and biopsy. Treatment includes 
excision, and if the tumor is extensive, radiation therapy, or possibly 
chemotherapy.

Malignant melanoma is the most serious of all skin cancers and is 
responsible for more than 75 percent of all deaths due to skin cancers. 
Melanoma lesions may grow from an existing mole or appear as a new 
lesion. In appearance, melanoma lesions grow and become brown, 
black or multicolored. They develop nodules or plaques with irregular 
black outlines. Melanomas may crust or bleed and are usually larger 
than 6 mm in diameter.9

Appearance and biopsy confirm diagnosis. These lesions are treated 
with surgical resection that may include removal of the lymph nodes. 
Chemotherapy may also be part of the treatment plan, depending on 
the size and extent of the lesion.24

Part of your assessment should include patient education regarding 
the prevention of skin cancers. Advise patients to avoid exposure 
to the sun, especially between the hours of 10 a.m. and 4 p.m. 
Sunscreen should be used year-round, and clothing should cover 
the arms and legs when spending time in the sun. A broad-brimmed 
hat should be worn to protect the face and scalp. Patients should 
perform regular skin checks to monitor the appearance of new 
lesions or changes in old ones. Be sure to explain the potential 
for photosensitivity that some medications can cause. Encourage 
that patient to have an adequate intake of vitamin D, because this 
vitamin may actually lower the risk of certain cancers.24

Older adults are also susceptible to skin breakdown and skin 
infections. Because of the fragility of the elderly person’s skin 
and decreasing sensation, older adults are at high risk for skin 
breakdown. A slight cut may go unnoticed until it becomes 
infected. Sitting or sleeping for long periods of time in one position 
may lead to redness and even breakdown of the skin over bony 
prominences. Persons who rely on wheelchairs for their mobility 
are at particular risk for skin breakdown over the sacrum and 
gluteal areas.

Teach patients how to prevent or reduce their risk for skin 
breakdown. Here are some points to include in your teaching.

 ● Eat a nutritious diet. Proper nutrition helps all body systems 
to maintain a healthy balance.

 ● Encourage adequate hydration. Older adults dehydrate easily 
and need adequate amounts of fluid. Discourage excessive 
intake of caffeine and alcohol. 

 ● Avoid sitting or lying in one position for extended periods. 
Change positions frequently. If using a wheelchair for mobility, 
change your position by lifting the weight off the buttocks 
several times every hour. 

 ● Massage bony prominences such as the heels, hips and 
elbows. Use moisturizing lotion. Use gentle motions. Vigorous 
massage may bruise or tear the skin. Avoid lotions with large 
amounts of perfume because these can further dry the skin. 

 ● Examine the skin for reddened areas, cuts, abrasions, and 
lacerations. Seek medical attention for such areas that fail to 
heal, bleed, swell, become red and warm to the touch, or drain 
pus or foul-smelling discharge.

 ● Avoid having bath or shower water too hot. Older persons’ 
skin burns easily.

 ● Examine the skin for changes in moles, lesions, and freckles. 
Note any newly developing moles, lesions or freckles. 

 ● Avoid wearing clothing that is too tight or rubs or irritates 
the skin. This can lead to skin breakdown.

 ● Avoid wearing shoes that are too tight or too loose. Tight 
shoes can damage the skin. If shoes are too loose, they may rub 
up and down with walking, which can also cause skin irritation. 

 ● Avoid wearing jewelry or watches that rub and irritate the 
skin.

Assessment tip: Help elders to identify a family member, close 
friend or caregiver to help perform skin examination and skin 
care as needed. It may not be possible to examine the entire body 
without help.

The cosmetic skin changes due to aging may cause a negative 
change in body image in the older adult. Monitor older adults for 
signs of depression or unrelieved stress and anxiety related to 
appearance. Never assume that because a patient is “old,” he may 
not be concerned about his physical appearance. Remember that 
pride in appearance is a life-long trait and should be considered 
when working with patients of all ages. 
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the cardiovascular system
Cardiovascular disease is the No. 1 cause of death in the United States. 
Nurses, when assessing the geriatric patient’s cardiovascular system, 
should not only be alert to normal aging changes and pathology, 
but also to opportunities to teach patients ways to enhance their 
cardiovascular health throughout the life span.

Mr. Lewis is 80 years old. He is hypertensive, has an elevated 
cholesterol, and suffered a moderately significant myocardial 
infarction one year ago. He takes his medication on schedule 
but does not follow his recommended low-fat, low-cholesterol 
diet. Mr. Lewis arrives at his physician’s office for a routine 
check-up. His nurse performs the initial assessment and reviews 
his lab work, which indicates his cholesterol is still higher than 
normal, even though he takes his medication as prescribed. 
Mr. Lewis explains: “I eat bacon and eggs every morning. I’m 
not supposed to, but I’ve eaten bacon and eggs every morning 
for 60 years and I’m not changing now. Those egg substitutes 

are terrible!” Should the nurse re-emphasize the importance of 
eliminating his morning breakfast eggs as recommended by the 
dietician? Or is there a compromise that can be reached with 
her geriatric patient?

This scenario illustrates one of the challenges of geriatric nursing 
practice. The nurse knows the clinical importance of adhering to 
his diet. But sometimes a compromise must be reached. As part of 
cardiovascular assessment (and patient education), the nurse must 
be able to work with, not in opposition to, her patient’s pursuit of 
health and wellness. Mr. Lewis may not be willing to eliminate eggs 
from his diet, but would he be willing to reduce the number of times 
a week he eats eggs? How much input has he had in his plan of care? 
What options has he been offered? Remember that the patient is the 
most important partner in the establishment of, and adherence to, an 
effective treatment plan. 

Age-related changes in the cardiovascular system
It can be challenging to distinguish between disease pathology and 
normal aging changes in the cardiovascular system. A decrease in 
cardiac tolerance may be due to disease or simply an effect of the 
aging process. 

However, age does not necessarily equate with cardiac health. A 
middle-aged person who eats a diet high in saturated fat, smokes 
and leads a sedentary lifestyle may very well have poorer cardiac 
functioning than an elderly person who has maintained an active 
lifestyle, exercises and eats a “heart healthy” diet. Here are some 
normal cardiovascular changes that are associated with aging.4,9

 ● Heart valves lose elasticity and stiffen, thus decreasing cardiac 
conductivity.

 ● Left ventricular wall thickens.
 ● Increased potential for postural hypotension.
 ● Increased risk for arrhythmias. 
 ● Arterial elasticity decreases, which increases the risk for systolic 

hypertension and left ventricular hypertrophy. 
 ● Increased risk for “silent” heart attack.
 ● Decreased blood perfusion to vital organs and the periphery of the 

body. This is due to arterial “stiffening,” and may make it difficult 
to palpate some peripheral pulses. 

 ● Veins thicken, allowing for increased valvular reflux (backflow 
of blood) and increasing the risk for varicosities and dependency 
edema after sitting or standing for long periods of time. 

 ● Decreased cardiac ability to handle stressful activities, such as 
shoveling snow.

Assessment tip: You may hear bruits (swishing or blowing sounds) 
over arteries such as the carotid arteries in elderly patients who have 
atherosclerosis. Pay special attention to this finding because there is a 
high incidence of stroke associated with bruits.4

Although the preceding normal aging changes must be acknowledged, 
nurses should not expect older adults to experience a debilitated 
cardiac system because of aging alone. By remaining physically 
active, not smoking, maintaining a normal weight, eating a healthy 
diet, and controlling blood pressure and cholesterol, geriatric patients 
can lead healthy lives and maintain a healthy cardiac status. However, 
chest pain, abnormal fatigue and significant sleep disturbances are not 
normal and may indicate cardiac pathology. Let’s review some of the 
more common cardiac problems seen in elderly persons: hypertension 
and myocardial infarction (heart attack). 

Hypertension
About 25 percent of American adults have hypertension. Untreated, 
high blood pressure can lead to stroke, heart attack, blindness and renal 
dysfunction. It increases the workload of the heart, which can lead to 
heart failure and pulmonary edema.24

The National Institutes classify blood pressure based on stages as 
follows.4,24

Systolic Diastolic Stage
<120 mm Hg <80 mm Hg Normal

120-139 mm Hg Or 80 to 89 mm Hg Pre-hypertension
140 to 159 mm Hg Or 90 to 99 mm Hg Hypertension 

Stage 1
>160 mm Hg Or > 100 mm Hg Hypertension 

Stage 2

Assessment tip: A systolic blood pressure greater than 140 mm Hg 
is a more significant cardiovascular disease risk factor than diastolic 
blood pressure. 

If blood pressure readings indicate hypertension, make sure that the 
cuff size is appropriate for the patient’s arm circumference and that 
the cuff is properly applied. Check blood pressure in standing, sitting 
and supine positions. Ask the patient whether he drank beverages 
containing caffeine or if he is stressed or emotionally upset, which 
can cause an elevated reading. Do not initiate treatment based on one 
reading, especially if dietary or emotional factors influence readings.4,24

Patient education for older adults should include these items:24

 ● Maintain a healthy weight. 
 ● Reduce salt intake.
 ● Stop or do not start smoking.
 ● Initiate a medically approved exercise program.
 ● Increase potassium, especially if taking potassium-depleting 

diuretics. Fruits and vegetables are good sources of potassium.
 ● Reduce stress. A consult concerning methods of relieving stress 

(counseling, relaxation techniques, etc.) may be necessary.

Assessment tip: Remember that the patient must be a partner in 
developing treatment regimens! His cooperation is essential if 
treatment and patient education are to be effective. 
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Heart attack
Most nurses are aware of the signs and symptoms of heart attack. 
Many patients are aware of them as well. Most clinicians and even 
laypersons think of crushing, substernal chest pain; jaw pain; pain 
that radiates to the left arm, neck, jaw or shoulder; sweating; nausea; 
vomiting; and some respiratory discomfort as typical presenting 

symptoms.24 However, these typical symptoms may not be present. 
In fact, women often present with atypical symptoms. Let’s review 
the atypical symptoms as part of the assessment process because such 
signs and symptoms may not be as familiar as the typical symptoms.

women and heart attack
After a woman experiences menopause, she is at as much risk as men. 
Women are typically older than men when they present with symptoms 
of cardiovascular disease. This is because, prior to menopause, 
estrogen seems to offer some protection against cardiovascular disease. 
Therefore, the earliest presenting age of symptoms is generally older, 
but this depends on the age of the woman when she experienced 
menopause.

One in four women die of heart disease in the United States. (One in 30 
die of breast cancer). Twenty-three percent of women die within one 
year after having their first heart attack, and within six years of having a 
heart attack, approximately 46 percent of women become disabled with 
heart failure. About 66 percent of women who have heart attacks fail to 
make full recoveries.9

These statistics illustrate how important it is for older women to be 
assessed for heart disease. Part of this assessment is to identify those 
atypical symptoms of heart attack in women, who are more likely to 
experience:9,24,25

 ● Indigestion or “gas-like” pain.
 ● Feelings of “tightness” in chest.
 ● Fullness or pressure in the chest.
 ● Discomfort in the back, neck, stomach or jaw.
 ● Dizziness.

 ● Shortness of breath.
 ● Nausea.
 ● Cold sweat.
 ● Unexplained feelings of weakness and extreme fatigue.
 ● Pain or discomfort between the shoulder blades.
 ● Sense of impending doom.

Women may also experience the typical symptoms the same as men. 
But their atypical symptoms are just as significant as those experienced 
by men. It is imperative that nurses teach their female patients about 
the symptoms women are likely to experience when having a heart 
attack. If they do not recognize signs and symptoms indicating a 
medical emergency, they may delay or refuse to seek help. In fact, 
findings from recent research show that women wait an average of 22 
minutes longer than men to seek help when having a heart attack.9 This 
delay can cause serious complications, including death. The sooner 
treatment is initiated, the better are the chances of reducing damage to 
the heart and resulting complications.

In summary, cardiac status in older adults does not necessarily 
deteriorate enough to adversely affect health and well-being. Leading 
a “heart-healthy” life can promote cardiac wellness throughout the life 
span. 

the respiratory system
As with the cardiovascular system, it can be difficult to distinguish 
normal age-related changes from pathology in the older person’s 
respiratory system. The following changes in lung physiology and 
structure occur with normal aging and can influence the effectiveness 
of respirations.9

 ● Decrease in lung elasticity, reducing the ability of the lungs to 
recoil.

 ● Decreased airway clearance, cough reflex and laryngeal reflex.
 ● Chest muscles are decreased in strength; chest wall stiffens.
 ● Ciliary action decreases, which increases the risk of respiratory 

infection as well as aspiration.
 ● Decreased ability of the lungs to respond to elevated levels of 

carbon dioxide.
 ● Immune system antibody production decreases, thus increasing 

susceptibility to lung infections.

Assessment tip: Smoking contributes to all forms of lung disease. 
Help patients to quit smoking. Be aware of smoking cessation 
programs that patients can access.

Here are some patient education items to help patients avoid or reduce 
the risk for lung disease.9,24

 ● Stop smoking! 
 ● Avoid contact with family and friends if they are ill.
 ● Wash hands frequently. Carry antibacterial hand wash and use it 

when in public. 
 ● Receive the pneumonia vaccine if not contraindicated.
 ● Drink plenty of fluids to maintain hydration and keep lung 

secretions moist.
 ● Take 10 deep breaths every hour to expand lungs.

Let’s look at some lung diseases that are often found in older patients 
and treatment issues impacted by age. 

Pneumonia
Pneumonia, an acute infection of the lungs, is among the leading 
causes of death in the United States.24 Prognosis is usually good for 
persons with normal lung function. However, age-related changes 
in the respiratory system can make it difficult for elderly patients to 
recover.

Currently the vaccination for pneumonia is recommended for all 
individuals aged 65 and older and for all adults who are dealing with 
chronic illnesses or have suppressed immune systems. The vaccine is 
about 80 percent effective, but effectiveness does decrease over time.9

Patients who are immobile after surgery, have limited mobility due to 
physical deterioration or who lead sedentary lifestyles are at risk for 
lung disease. Encourage patients to change position, become and stay 
ambulatory, and take frequent deep breaths. As always help patients 
access smoking cessation programs if they smoke!

Assessment tip: A word about influenza. Encourage elderly patients to 
be vaccinated against the flu annually. They may think that it is not a 
serious illness, but it can be fatal, especially in those of advanced age!

Chronic obstructive pulmonary disease
Chronic obstructive pulmonary disease (COPD) is chronic airway 
obstruction that is the result of emphysema, chronic bronchitis, 

asthma or any combination of these diseases.24 Smoking is probably 
responsible for more than 90 percent of diagnosed cases of COPD.9 
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Other contributing factors include chronic respiratory infections, air 
pollution and inflamed lung tissues.24

COPD also compromises cardiac function, placing strain on the right 
ventricle, which is responsible for pumping blood into the lungs.9 
Older patients are particularly vulnerable to compromised cardiac 
function as a result of COPD. 

The earliest clue to the presence of COPD is an early morning cough 
that produces clear sputum. Periods of wheezing may occur if the 
patient has a “cold.” As the disease progresses, shortness of breath 
develops and becomes progressively worse.9,24 The usual progression 
of COPD looks like this:9

 ● There are usually no symptoms within the first 10 years after the 
patient starts to smoke.

 ● At about 10 years after starting to smoke, the patient develops a 
chronic cough that produces a clear sputum.

 ● At the age of 40 or 50, the patient begins to exhibit dyspnea.
 ● At about the age of 50, patients begin to be vulnerable to 

respiratory infections with progressively longer recovery times.
 ● As COPD progresses, shortness of breath occurs with the most 

minor activities, such as making a bed.

Assessment tip: Elderly patients who suffer from COPD often have 
calluses on their elbows. This is the result of leaning over tables to 
stretch out their upper body so that more air can enter and leave the 
lungs during respiration.9,24 Be alert for this sign. Watch for signs that 
your patient is attempting to stretch out his torso to facilitate breathing. 

Lung cancer
Lung cancer is the most common cause of cancer deaths in men and 
women. The most current available statistics show that in 2004, lung 
cancer was responsible for more deaths than breast cancer, prostate 
cancer and colon cancer combined.9,24 Once more predominant in men, 
lung cancer rates in women are rapidly increasing as the incidence of 
female smokers increases.

Lung cancer is largely preventable.24 Smoking is the biggest risk 
factor for developing the disease. The pollutants in tobacco smoke 
cause progressive lung cell degeneration. Lung cancer is about 10 

times more common in smokers than non-smokers, and 80 percent of 
patients with lung cancer are smokers.24 

Symptoms of lung cancer mimic symptoms of other lung diseases. 
Chronic cough, shortness of breath, coughing up blood, fatigue, 
weight loss and frequent lung infections are common symptoms.9,24 
Older patients may undergo surgical removal of the tumor, part of the 
lung, or the entire lung depending on the extent of the tumor and the 
patient’s general condition. Radiation and chemotherapy may also be 
necessary.9,24

Pulmonary embolism
Pulmonary embolism is not a disease but a complication of primarily 
hospitalized patients. It occurs when part of the pulmonary arterial 
bed is obstructed by a dislodged thrombus, an air bubble, or tissue 
fragment of lipids.9,24 Pulmonary embolism results in about 100,000 
deaths every year and is the third leading cause of death in the United 
States.9 Symptoms of pulmonary embolism include rapid respirations, 
dyspnea, chest pain, hypoxia, decreased cardiac output and possibly 
shock.9,24 

Risk factors for pulmonary embolism include immobility, surgery, 
obesity, clotting disorders, dehydration, atherosclerotic changes in the 
elderly person’s circulatory system and atrial fibrillation.9 Many of 

these risk factors are found in the elderly population as part of normal 
aging changes. Teach your patients how to avoid this complication, 
especially if you know they are facing upcoming surgery.

 ● Teach and facilitate the patient’s ability to perform active range of 
motion exercises.

 ● If the patient is unable to perform active range of motion, teach 
caregivers how to perform passive range of motion exercises.

 ● Facilitate the administration of low-dose anticoagulant therapy.
 ● Implement compression stockings as appropriate.
 ● Encourage early postoperative ambulation.
 ● Teach patients to change position and move lower extremities 

frequently

smoking cessation
Since smoking cessation is so critical to the prevention of and reducing 
the effects of lung disease, it is worthwhile to spend some time 
discussing ways to facilitate the process. 

Some older adults (and some health care professionals as well) may 
believe that if they have smoked most of their lives, it will do no good 
to stop now. This is not true! The effects of smoking can actually begin 
to reverse themselves. If older adults stop smoking, their risk of heart 
attack, stroke and cancer goes down. Circulation improves and so does 
lung function. Eliminating tobacco products can also help to keep 
diseases such as COPD and bronchitis from getting worse.9

Some older adults may think that they are more likely to return 
to smoking after they have quit. In fact, research shows that older 
smokers are much more likely than younger smokers to stay away 
from tobacco products. Older smokers also seem to know more about 
the health benefits of quitting smoking.9

How can you help older patients to stop smoking? Here are some 
suggestions.

 ● Involve the patient’s family, friends and/or caregivers. It is not 
easy to quit smoking, and the support of significant others in the 
patients’ lives can be a big help.

 ● Find out if the patient lives with or has frequent contact with 
people who smoke. It is very difficult to stay away from tobacco 

products if constantly in the company of others who are smoking. 
If possible, the patient may be able to avoid the company of others 
who smoke.

 ● Consult with the patient’s physician or nurse practitioner about 
prescription and non-prescription aids for smoking cessation.

 ● Keep an objective, non-judgmental attitude. Stopping smoking is 
difficult, and feeling that nurses and other health care professionals 
disapprove of them or their behaviors only makes the process 
more difficult. Patients need encouragement and support to stop 
smoking.

 ● Find out about reputable smoking cessation programs in the 
community and on the Internet. Support groups can be very 
helpful. Many older adults often explore the Internet and seek 
out health information online. There are many excellent health 
resources on the Web. However, there are also many fraudulent, 
inaccurate sources of information. Familiarize yourself with 
websites that are good sources of information and support for 
those trying to quit smoking. Older adults who have limited access 
to transportation or who have limited mobility may rely on the 
Internet for information and communication with others. Be able 
to guide them towards reliable online sources of smoking cessation 
programs.
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the endocrine system
The endocrine system is responsible for managing the body’s 
metabolic functioning. The endocrine glands manufacture and release 
hormones that trigger cellular responses and actions.9 

Normal age-related changes in the endocrine system include:9,24

 ● Decreased pancreatic secretion of insulin.
 ● Decreased body sensitivity to insulin, which causes changes in 

blood glucose levels.

 ● The peripheral tissues of the body become resistant to insulin. This 
resistance is especially evident in persons who are obese.

 ● Changes in thyroid function that can cause systemic problems.

The normal age-related changes in the endocrine system most 
predominantly affect the body’s use of insulin and the ability of the 
thyroid to function. Therefore, let’s look at the effects of diabetes 
mellitus and thyroid malfunction.

diabetes mellitus
Diabetes mellitus (DM) is quite prevalent, and its incidence is 
increasing in people who are over the age of 65. This increase 
is especially evident in persons who belong to racial and ethnic 
minorities.9

Type 1 DM is usually an autoimmune disease and most often affects 
children and young adults. Type 2 DM most often begins as insulin 
resistance because of changes in the endocrine system and is linked 
to old age, family history and obesity. The incidence of type 2 DM is 
increasing in the geriatric population.9,24

Risk factors for DM 2 include the following factors:9,24

 ● Over 45 years of age: risk increases with age.
 ● Obesity. 
 ● Inactive lifestyle.
 ● Hypertension.
 ● Family history of DM.
 ● Elevated cholesterol.
 ● Persons of African American, Hispanic, Pacific Islander, Asian 

American, and Native American origin.
 ● Impaired glucose tolerance.

Signs and symptoms include fatigue, polyuria dehydration, thirst, poor 
skin turgor, dry mucous membranes and unexplained weight loss.24 
Older patients with DM may most often exhibit the following.9,24

 ● Excessive thirst: This is a cardinal symptom. However, older 
adults may not report excessive thirst because the thirst mechanism 
functions less effectively in older adults than in younger adults.

 ● Excessive hunger.
 ● Blurred vision.
 ● Vaginal infections. 
 ● Frequent urinary tract infections in women. 
 ● Skin infections.
 ● Difficulty healing.

Assessment tip: To help prevent urinary tract infections, encourage 
older patients to drink cranberry juice, which is believed to stop bacteria 
from sticking to the lining of the bladder.9

The treatment regimen for DM in older adults is similar to that of 
younger adults. There are a few issues that deserve special emphasis in 
the older population, however. These include the following:9,24

 ● Meticulous foot care: The older person must be taught (or his 
caregiver taught) to examine his feet for any open areas, cracks or 

evidence of compromised skin integrity. Feet should be washed 
and carefully dried every day. Special attention should be given 
to the areas between the toes, which are harder to keep dry. Socks 
should be changed daily and be kept clean and dry. Referral to 
a podiatrist is appropriate. Older persons with DM should not 
cut their own toenails because of the risk of cutting the skin of 
the feet, thus increasing the risk of infection and should visit a 
podiatrist regularly to have their toenails cut and feet evaluated. 
Shoes should be fit by someone who is familiar with the problems 
of DM. If cost is an issue, refer patients for financial counseling. 
Nurses should be aware of podiatrists in the community who make 
special arrangements for older persons in financial difficulty. Teach 
the patient never to walk barefoot. 

 ● Checking blood glucose: Evaluate the older adult’s ability to perform 
blood glucose monitoring and evaluate the results. As necessary, teach 
other family members or caregivers to perform this task. 

 ● Medications: Teach patients, families and/or caregivers about the 
medications the patient is taking and the potential for side effects. 

 ● Diet: The dietician should be involved in helping the patient 
understand dietary implications. If the patient is unable to adhere 
to dietary restrictions, programs such as Meals on Wheels may be 
initiated. 

 ● Signs and symptoms: Teach patients, family members and 
caregivers the signs of hyperglycemia and hypoglycemia and what 
to do in the event of occurrences. 

 ● Blood pressure: Help the patient to adhere to blood pressure 
management regimen. If he is not hypertensive, teach him ways to 
avoid developing high blood pressure. 

 ● Exercise: In conjunction with the patient’s physician, physical 
therapy and others, nurses must help the patient to design an 
exercise program appropriate for his state of health and wellness.

Management of DM is a lifelong endeavor. The nurse must help the 
patient, family and caregivers to adapt to the lifestyle modifications 
necessary for the maintenance (or achievement) of a maximum state 
of health and well-being. The elderly patient may have difficulty 
adjusting to some aspects of the ongoing nature of DM management. 
Physical limitations may prevent him from performing foot care 
or administering insulin, if needed. Nurses need to make sure that 
the patient has adequate resources and support systems to help him 
manage his care. 

thyroid problems
The incidence of thyroid disorders increases with age. As a person 
ages, the thyroid slowly loses its ability to function and begins to 
atrophy. It becomes more nodular, and the occurrence of thyroid 
nodules and hypothyroidism increases significantly with age. The 
thyroid antibody levels rise with age, which makes it difficult to 
determine whether such elevation is pathological or part of the aging 
process. Hyperthyroidism rates are similar for younger persons and 
older adults, but the disease may produce less obvious symptoms 
in the elderly, making diagnosis problematic. The incidence of 
hypothyroidism is quite a bit higher in women compared to men in 

all age groups, and is higher in the elderly who live in long-term care 
facilities than older persons who live in the community.9

Some important points about hyperthyroidism in the older adult 
are:9,24

 ● Hyperthyroidism is harder to diagnosis in the elderly compared 
to younger people because older adults present fewer signs and 
symptoms. Additionally, their symptoms may be different than 
those of younger persons. 

 ● The predominant symptoms of hyperthyroidism in older people 
are rapid heart rate, weight loss, fatigues, apathy, changes in sleep 
patterns, mood changes, changes in bowel movements, visual 
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disturbances and weakness. The thyroid is usually not enlarged 
nor is it easy to palpate. By contrast, the predominant symptoms 
in younger persons are nervousness, anxiety, heat intolerance, 
sweating and an enlarged thyroid.

 ● About 27 percent of older persons who have hyperthyroidism 
present with some type of cardiac symptoms such as atrial 
fibrillation, chest pain, angina and even heart failure. These 
symptoms may be mistaken for active cardiac disease, and the actual 
cause, hyperthyroidism, may be overlooked or not even considered.

Nurses need to be aware of conditions, such as hyperthyroidism, that 
mimic other conditions common in the elderly population. Treatment 
of hyperthyroidism in older adults generally consists of ingesting 
radioactive sodium iodide instead of surgery. If treatment results in 
hypothyroidism, thyroid replacement therapy is intitiated.9,24

Hypothyroidism is rather common. Here are some points about 
hypothyroidism in the elderly population.9,24

 ● The older person who is diagnosed with hypothyroidism is 
typically a female over the age of 50. 

 ● Older persons who have hypothyroidism present with fewer 
symptoms than do younger people. Generally, their symptoms are 
rather non-specific and can be attributed to a variety of other health 
problems.

 ● The symptoms of hypothyroidism most often noted in older 
people include mental deterioration, new patterns of incontinence, 
reduction in mobility and difficulty coping.

 ● Untreated hypothyroidism may lead to hypertension and 
hyperlipidemia, both of which are common in the elderly 
population. A life-threatening complication of untreated 

hypothyroidism is myxedema coma, a life-threatening medical 
emergency. In myxedema coma, mental confusion deteriorates 
to stupor and coma and significant electrolyte imbalances. 
Emergency intensive care hospitalization is required if this 
potentially lethal complication develops.

The goal of treatment of hypothyroidism in the older adult is to alleviate 
symptoms and return the thyroid-stimulating hormone (TSH) to normal 
levels. However, TSH replacement must be done with caution because 
an increase in levels may trigger significant cardiac problems.9

In summary, thyroid problems in the older patient are often difficult to 
diagnose. Presenting signs and symptoms may be subtle and mimic a 
variety of diseases and disorders commonly found in this population. 
It is important to rule out conditions such as heart disease and to 
determine whether two or more problems co-exist simultaneously.

Unfortunately, because of the vagueness of clinical presentation, 
thyroid disorders are often overlooked in the elderly patient. Nurses 
have excellent opportunities to serve as advocates for patients and to 
remain aware of the possibility of thyroid disease when they perform 
geriatric assessment. If thyroid disease is suspected, nurses should 
advocate for laboratory assessment of thyroid hormone levels. 

Some of the nurse’s responsibilities include the provision of careful 
patient education. Patients will most likely be on some type of 
medication for the remainder of their lives. They need to understand 
the importance of taking their medication as prescribed. They 
also need to be aware of the signs and symptoms of hyper- and 
hypothyroidism. Patient education efforts should focus on disease 
management and adherence to treatment regiments. 

the hematologic system
The main function of the hematologic system is the ability of the 
circulating blood to transport oxygen and nutrients to the body’s 
internal organs and peripheral tissues and to remove carbon dioxide 
and waste products.9

There are a number of age-related changes that occur in the 
hematologic system. These include the following:4,9,24

 ● As the body ages, the bone marrow’s ability to manufacture red 
blood cells (RBC) swiftly in the event of blood loss or disease 
slows. This does not usually have a major impact on health and 
wellness unless the blood loss or disease process is extensive.

 ● Hemoglobin and hematocrit values are slightly decreased, but 
should remain within normal ranges.

 ● There is a reduction in the number of stem cells.
 ● There is a decreased production of intrinsic factor, which can 

trigger pernicious anemia.

 ● Cellular immunity decreases.
 ● The functional ability of the lymphocytes decreases.

The most common hematologic disorder is anemia. Although common 
in older adults, anemia is not a normal age-related change, contrary 
to what some health care professionals may believe. Anemia is a sign 
of disease, and if it occurs, it cannot be successfully treated until the 
underlying cause is addressed.9,24

Anemia exists when there is an inadequate amount of hemoglobin 
to meet the body’s needs. It is defined as a reduction in the number 
of circulating RBCs. This reduction can be due to loss of blood, an 
abnormally high rate of RBC destruction, or an inadequate or impaired 
production of RBCs.9

There are several types of anemia. Some of those most commonly 
found in elderly patients are as follows:

Pernicious anemia 
Pernicious anemia is characterized by a decreased gastric production 
of hydrochloric acid and a deficiency of intrinsic factor.24 Factors 
that contribute to this problem are small bowel disease, infection, 
excessive use of antacids, overgrowth of intestinal bacteria and a 
strict vegetarian diet.9 The incidence of pernicious anemia increases 
with age. As people age, the body’s ability to absorb vitamin B12 
diminishes. This vitamin is necessary for RBC growth.24

Signs and symptoms of pernicious anemia include:24

 ● Cardinal signs of weakness, sore tongue, and numbness and 
tingling of the extremities.

 ● Lips, gums and tongue seem to be bloodless.
 ● Patients are quite vulnerable to infections.
 ● The sclera and skin may be jaundiced.
 ● GI symptoms may include nausea, vomiting, weight loss, 

diarrhea, flatulence and constipation. The tongue may become 
inflamed, and the gums may bleed.

 ● Neurologic symptoms: Weakness, poor coordination, ataxia, 
dizziness and loss of bowel and bladder control.

 ● Cardiovascular symptoms: Reduced hemoglobin levels, 
decreased cardiac output, rapid heart rate and arrhythmias. 

 ● Musculoskeletal symptoms: Scissors gait may develop as a late 
sign if pernicious anemia goes untreated.

Pernicious anemia is treated with a high dose of parenteral vitamin 
B12 replacement therapy. This triggers rapid regeneration of RBCs. 
After hemoglobin levels return to normal and the patient’s condition 
stabilizes, vitamin B12 can be administered monthly at maintenance 
level doses. Since the patient must continue to receive vitamin B12 
injections for the rest of his life, he, a family member, or caregiver 
should learn to administer the injections.24
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Folic acid deficiency anemia
Folic acid deficiency anemia is a common, slowly progressive anemia 
seen in not only the elderly but in infants, adolescents, pregnant and 
lactating women, alcoholics, and people with cancer or intestinal 
diseases. Folic acid deficiency may be due to poor diet, impaired 
absorption, and prolonged use of certain medications such as 
anticonvulsants and estrogens.24

Assessment tip: Older adults living alone or who are impaired 
physically and mentally may lack essential nutrients in their diets. 
Remember that part of nutritional assessment should include screening 
for anemia.

Typical symptoms of folic acid deficiency anemia include fatigue, 
shortness of breath, fainting, irritability, nausea, anorexia and 
headache. Treatment consists of the administration of folic acid 
supplements and correction of underlying causes. Supplements may be 
given orally or parenterally.9,24

Assessment tip: Teach elderly patients about foods that are high in 
folic acid to help prevent folic acid deficiency anemia. Such foods 
include liver, orange juice, whole grains, beans, nuts and dark green 
leafy vegetables.9

Hemolytic anemia
Hemolytic anemia is due to the premature destruction of RBCs 
(hemolysis). The body attempts to compensate for this destruction 
by increasing production of immature RBCs in the bone marrow. 
Hemolytic anemia becomes more common with aging. Infections, 
malignancies, trauma burns and exposure to toxic substances can 
cause this type of anemia. Drugs associated with its development 
include ibuprofen, aspirin, acetaminophen, insulin, some antibiotics 
and sulfonamides.9,14

The focus of treatment is folic acid supplements, because folic 
acid is depleted with increased bone marrow production of RBCs. 
Correction of underlying causes must also be accomplished. In 
addition to supplement administration, the patient’s diet should be 
rich in foods high in folic acid such as beans, nuts, whole grains and 
green leafy vegetables.9

malignancies of the hematologic system
Malignancies of the hematologic system are associated with 
overproduction of lymphoid and myeloid cells linked with bone 
marrow failure. They are characterized by the accrual of large numbers 

of white blood cells (WBC) in the bone marrow, liver, spleen, lymph 
nodes and central nervous system.9

Acute leukemia
Acute leukemia is a proliferation of the precursors of WBCs in bone 
marrow or lymph tissue. They accumulate in bone marrow, body tissues 
and peripheral blood. With treatment, children between the ages of 2 and 
8 have the best chance of survival (about 50 percent). Adults, however, 
generally survive about only about one year after diagnosis, even with 
treatment.24

Onset in children is quite dramatic. In older adults, the onset is more 
gradual, with presenting symptoms of weakness, pallor and acute 

confusion. The liver, spleen and lymph nodes are found to be enlarged 
upon palpation. Persons of advanced age have a poor prognosis. 
Treatment involves the administration of various combinations of 
drugs to inhibit WBC production. Bone marrow transplant is rarely 
initiated in persons over the age of 65. Infections are a leading cause 
of death in older patients, who, even with treatment, relapse within one 
year.9

Chronic lymphocytic leukemia
Chronic lymphocytic leukemia (CLL) is a progressive disease that is 
common in the elderly. It is characterized by uncontrollable spread of 
abnormal lymphocytes in blood, bone marrow and lymphoid tissue. 
Almost all patients diagnosed with CLL are over the age of 50.24

Typical symptoms include fever, fatigue, malaise and lymph node 
enlargement. As the disease reaches advanced stages, fatigue, weight 

loss, bone pain and liver or spleen enlargement become apparent. 
Treatment consists of chemotherapy and radiation. Curiously enough, 
early treatment is not associated with increased survival. Thus, 
treatment is not initiated in older persons until they manifest weight 
loss, night sweats, fever or enlarged lymph nodes.9

Lymphomas
Hodgkin’s disease is a malignancy of the lymphoid tissue 
characterized by painless, progressive enlargement of lymph nodes, 
spleen and other lymphoid tissue. This disease is most common in 
young adults, but its incidence peaks in two age groups: persons 
who are between 15 and 35 and people over 50.24

It is believed that there is a viral connection associated with the 
development of Hodgkin’s disease, with the Epstein-Barr virus as the 
focus of attention. Risk factors include a family history of infectious 
mononucleosis and an immune system that is compromised.24

Symptoms include painlessly enlarged lymph nodes, persistent fever, 
night sweats, fatigue, weight loss, pruritis and anemia. The disease is 
treated with radiation, chemotherapy, or both and depends on the stage 
of the disease. Older adults usually receive chemotherapy for six to 
eight months.9,24

Non-Hodgkin’s lymphoma is a malignancy of lymphoid tissue but 
is not diagnosed as Hodgkin’s disease. It is more systemic in nature 
than Hodgkin’s disease, and prognosis is usually poorer. Normal 
lymphoid tissue is replaced by cancerous cells. This compromises the 
immune system and leads to infections.9,24

The first symptoms of the disease are usually swelling of the lymph 
glands, enlarged tonsils and adenoids, and painless, rubbery nodes in the 
cervical supraclavicular areas. Fatigue, malaise, weight loss, fever and 
night sweats may also be present.24

The cause of non-Hodgkin’s lymphoma is unknown, but a viral link 
is suspected. Persons with impaired immune system abnormalities 
or those taking phenytoin seem to be at increased risk to develop 
the disease.9 Treatment includes chemotherapy and, in localized 
cases, radiation. Another option is the administration of monoclonal 
antibodies, specifically rituximab.24
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Both types of lymphoma may be curable, depending on the stage of the 
malignancy, with radiation and aggressive chemotherapy. However, 
older adults may not be able to tolerate such intense treatment. The 
geriatric patient may need assistance with activities of daily living as 
he undergoes treatment for the disease, which may take six months or 
longer.9

Patients should also take every precaution to avoid infection. They 
should avoid crowds, and family members and friends who are ill, 
even with minor infections such as colds, should not come into contact 
with the patient. 

the nervous system
The nervous system consists of two systems: the central nervous 
system and the peripheral nervous system. The central nervous system 
consists of the brain and the spinal cord. It is responsible for the 
integration of all nervous system activities.9

Parts of the brain include the cerebrum, the brain stem, the cerebellum, 
the limbic system and the reticular activating system (RAS).4 The 
cerebrum contains the nerve center that controls intelligence and 
motor and sensory function. The brain stem serves as the relay center 
for messages between the various parts of the nervous system. The 
cerebellum is responsible for maintaining muscle control, balance and 
coordination. The limbic system initiates the basic human drives such as 
hunger, emotional and sexual arousal and aggression. The RAS assesses 
all incoming sensory information and sends it to the appropriate areas 
of the brain for interpretation. It is also imperative for maintaining 
consciousness.4,9

The brain is divided into the right and left hemispheres, which 
are further divided into four lobes: frontal, temporal, parietal and 
occipital.9 It is important to know the functions of the various lobes 
because damage to one or more locations affect various body system 
functions. 

 ● The frontal lobe is responsible for personality, judgment, abstract 
reasoning, some aspects of language (Broca’s area), motor 
function, problem solving, reasoning and memory.4,9

 ● The temporal lobe is responsible for language comprehension 
(Wernicke’s area), some memory recall and hearing.4,9

 ● The parietal lobe integrates sensory information such as 
temperature and taste. It also interprets, size, shape, texture and 
distance.4,9

 ● The occipital lobe interprets visual stimuli.4,9

The spinal cord reaches from the first cervical vertebrae to the lower 
border of the first lumbar vertebrae. The spinal cord is the major 
pathway for messages that travel back and forth between the brain and 
the body’s peripheral areas.4

The peripheral nervous system is composed of the cranial nerves, spinal 
nerves, the somatic and autonomic nervous system, and the reflex arc. 
There are 12 pairs of cranial nerves that transmit motor and/or sensory 
communications between the brain or brain stem and the head and neck.4 
There are 31 pairs of spinal nerves that transmit messages to and from 
various regions of the body.4,9 The somatic nervous system functions as 
the link between the brain via the spinal cord to muscles and sensory 
receptors. The autonomic nervous system is responsible for maintaining 
homeostasis.9

It can be a challenge to differentiate between normal aging changes of the 
central nervous system and pathology. The impact of aging on the nervous 
system varies quite a bit among elderly adults. Experts recommend that 
health care professionals “not treat normal aging changes as disease. A 
common myth is that cognitive decline is inevitable.”9 There are some 
age-related changes in memory and attention, but older adults retain the 
ability to learn new things and live independently as long as neurological 
disease and pathologies do not occur.9

Here are some normal age-related changes of the nervous system.4,9

 ● Decrease in size and weight of the brain.
 ● Decrease in number of neurons.
 ● Decrease in short-term memory. 
 ● Decrease in blood flow to the brain.
 ● Decrease in coordination.
 ● Decrease or absence of deep tendon reflexes.
 ● Decrease in responses and movements.
 ● Increase in pain threshold.
 ● Increase in incidence of physiologic tremor.
 ● Decreased reaction time.
 ● Sleep disturbances become more common, including insomnia and 

loss of REM sleep.
 ● Incidence of mood disorders and depression increase.

Normal age-related changes may mimic pathological changes. Here 
are some common diseases of the nervous system seen in elderly 
persons.

Parkinson’s disease
Parkinson’s disease is a chronic, progressive disease characterized 
by progressive muscle rigidity, involuntary tremor, akinesia and 
dementia. Complications include aspiration pneumonia, infection, injury 
from falls, urinary tract infections and compromised skin integrity. 
Parkinson’s disease in found in two out of every 1,000 people. It usually 
develops after the age of 50, but can occur in children and young 
adults.24

The cause of Parkinson’s disease is not known, but research suggests 
that exposure to environmental toxins or genetic predisposition may play 
significant parts in its development. Studies of the pathophysiology of 
the disease show that a dopamine deficiency inhibits the affected brain 
cells from functioning normally.23 There are no definitive diagnostic 
tests. Diagnosis depends on age, history and presenting signs and 

symptoms.4,9 Nursing assessment may be critical to the diagnosis of this 
and other diseases that occur in the elderly adult. 

There is no cure for Parkinson’s disease. Treatment focuses on 
symptom relief and maximizing function for as long as possible. 
Drug therapy generally includes levodopa, a dopamine replacement; 
physical therapy; and in very severe cases, stereotactic neurosurgery or 
the controversial treatment of fetal cell transplantation.24

Assessment tip: Dosages of anti-Parkinson drugs may need to be 
decreased in elderly patients because of inability to tolerate higher 
doses of such medications. Patients must be taught to recognize 
medication side effects, such as orthostatic hypotension, irregular 
heartbeats, anxiety or confusion.24

transient ischemic attack (tIA) or “mini-stroke”
Mrs. Stephens is 80 years old, She lives with her husband, who is 
81 and dealing with prostate cancer. During an appointment with 
his oncologist, Mr. Stephens tells the nurse practitioner that he is 
worried about his wife. He says, “I think there might be something 

wrong with my wife. Sometimes she acts like she doesn’t know 
what’s going on. Her speech gets really funny, and she can hardly 
walk. It only lasts for a few minutes, and then she is OK. But I 
don’t think this is good.”
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Mr. Stephens is right to be concerned about his wife. Transient 
ischemic attack (TIA), often referred to as a “mini-stroke,” is a 
neurologic deficit caused by microemboli that temporarily interrupt 
blood flow in the cerebral circulation. This interruption causes 
symptoms that correlate with the area of the brain affected and may 
include double vision, slurring speech, trouble walking, falling 
and dizziness. The effects last from seconds to hours and resolve 

spontaneously. There is not permanent damage from TIAs, but their 
occurrence is considered to be a warning sign of impending stroke. 
Incidence increases significantly after the age of 50 and is greatest 
among men and African-Americans.9,24

The occurrence of TIAs indicates a need for meticulous assessment 
and actions to prevent the occurrence of stroke. 

Cerebrovascular accident (stroke)
Stroke is an abrupt impairment of cerebral circulation. This 
impairment interrupts the flow of oxygen to the brain, which can cause 
serious damage to brain tissue. Depending on the location and extent 
of damage, the patient can be left with serious disabilities that may 
affect all aspects of daily living.24

There are three major types of stroke.9,24

 ● Thrombosis: The most common cause in middle-aged and elderly 
adults, thrombosis causes ischemia in brain tissue affected by 
diminished circulation.

 ● Embolism: The second most common cause of stroke, embolism 
is due to the occlusion of a blood vessel by a fragmented clot, 
tumor, fat, or air. 

 ● Hemorrhage: The third most common cause of stroke, 
hemorrhage is due to a sudden rupture of a cerebral artery.

Signs and symptoms depend on the location of the stroke and may 
include speech impediments, paralysis or weakness of the extremities, 
disorientation, vision disturbances, headaches, vomiting and coma.24

The sooner the patient receives emergency medical intervention, 
the better the chances for survival. Emergency administration of 
medications includes:24

 ● Tissue plasminogen activator to dissolve clots in non-hemorrhagic 
stroke. It must be administered within three hours of symptom 
onset. 

 ● The antiplatelet drug ticlopidine may be effective in preventing 
stroke and in reducing the risk for future strokes in patients who 
have already suffered one.

 ● Corticosteroids may be administered to reduce cerebral edema and 
anticonvulsants given to prevent seizures.

Patients will need long-term follow-up and rehabilitation. 

Measures to reduce the risk for stroke include:24

 ● Participate in a regular exercise program.
 ● Stop smoking.
 ● Monitor blood pressure and take anti-hypertensives as ordered.
 ● Reduce salt intake.
 ● Reduce the intake of saturated fats.
 ● Eat at least two servings of fish per week.
 ● Eat five or more servings of fruit and vegetables every day.
 ● Eat six or more servings of grain products every day.

seizures disorders
Seizures occur when there is an acute, abnormal release of electrical 
activity in the brain. Seizures may be partial or focal or generalized. 
Focal seizures include a brief change in level of consciousness 
characterized by a blank stare, rolling of the eyes and/or a brief 
change in level of consciousness. Generalized seizures can include 
muscular jerks of the extremities or entire body, incontinence, 
difficulty breathing, apnea and loss of consciousness.9,24

The nurse should assess when and how often seizures occur and 
what occurs during seizures. Some adults may have had seizures for 

many years due to problems such as epilepsy. They may also develop 
epilepsy in old age. Adults over 75 are twice as likely to develop new-
onset epilepsy than all adult age groups less than 65 years of age.24

Nurses should find out what, if anything, triggers seizures and what 
treatment measures are in place to control the occurrence of seizures. 
Patient education should stress the importance of adherence to 
treatment regimens and how to avoid injury in the event of seizures. 
Family members and caregivers must be involved in patient education 
as well.

the gastrointestinal system
The gastrointestinal system undergoes quite a few changes with aging. 
These changes can have significant impact on a person’s nutritional 
status and general health and well-being. The gastrointestinal (GI) 
system is responsible for digestion, absorption, secretion and motility.9

Normal age-related changes in the GI system include:9

 ● Decrease in salivary secretion and the number of taste buds.
 ● Decreased esophageal mobility.
 ● Decreased size and weight of the liver.
 ● Decreased rate of fat, mineral and vitamin absorption.

 ● Tooth enamel and dentin erode.
 ● Increased incidence of gastroesophageal reflux.
 ● Increased incidence of constipation.
 ● Delay in gastric mobility and emptying.

Assessment tip: Many medications can add to the age-related changes 
in the GI system. These include antidepressants, antihistamines, 
antihypertensives, calcium channel blockers, diuretics and laxatives.9,14

These changes contribute to a number of common age-related 
disorders in the geriatric patient. 

dysphagia
Dysphagia is the most common esophageal problem in older adults.9 
It is characterized by trouble with any part of the mechanism of 
swallowing foods or liquids. This problem inhibits adequate nutritional 
intake and can adversely affect the older adult’s health and well-being.

When assessing swallowing, the nurse should be aware of factors than 
increase the risk of dysphagia.4,9

 ● Reports of dysphagia from patients, families, or caregivers.
 ● Observation of drooling or dribbling.

 ● Observation that patient has trouble controlling food or liquids in 
the mouth.

 ● Facial drooping or facial paralysis.
 ● Changes in mental acuity that affect eating.
 ● Slurred speech.
 ● Coughing.
 ● Pocketing food in mouth.
 ● Changes in voice quality (e.g. weak voice, hoarse voice) when eating.
 ● Existence of neurologic problems and/or muscle disorders.
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Underlying causes, such as tumors, dementia, neurologic diseases and 
so on, should be identified and corrected or treated. Here are some tips 
to help reduce dysphagia.9,24

 ● Be sure that the patient is seated comfortably in an upright 
position.

 ● Encourage a calm, pleasant atmosphere during meals.
 ● Avoid extensive conversation. Allow patient to concentrate on 

eating and swallowing.
 ● Plan meals with patient’s food preferences in mind.

Constipation
Constipation affects up to 20 percent of older adults in the community 
and between 50 percent and 75 percent of those living in long-term care 
facilities.9 Factors that contribute to constipation in the elderly include 
lack of adequate fluid intake, lack of adequate fiber in the diet, and side 
effects of medications.

Here are some tips to reduce constipation:4,9

 ● If constipation is due to medications, consult with physician or 
nurse practitioner about possible changes in medication regimen.

 ● Increase fluid intake unless contraindicated.

 ● Increase fiber intake.
 ● Increase whole grain, fruits and vegetables intake.
 ● Participate in exercise as tolerated.
 ● Add stool softeners or laxatives under medical supervision.

Assessment tip: Patients need to be evaluated for possible serious 
cause of constipation, such as impaction or bowel obstruction. Be 
alert to additional symptoms, such as severe abdominal pain, nausea 
and vomiting, which may indicate bowel obstruction, or a lump or 
thickening in the lower abdomen, indicating a growth or tumor.

fecal incontinence and diarrhea
When evaluating diarrhea, determine the quality of diarrhea. For 
example, are the stools loose but formed, or watery? Is the diarrhea 
accompanied by cramps, frequency and/or urgency? How many times 
a day does diarrhea occur? 

Diarrhea may be due to viral, bacterial or parasitic infection; 
medications; tumors; or stress. Treatment measures include identifying 
and correcting underlying causes and medications to relieve 
symptoms.

Fecal incontinence may accompany diarrhea or exist with normal 
quality bowel movements. It may be due to cognitive impairment, 
tumors or muscle weakness. Correction of underlying causes is 
necessary, and a bowel-training program is often indicated. 

Assessment tip: Bloody stools or passage of blood is a medical 
emergency and requires immediate evaluation and intervention!

Gastroesophageal reflux disease
Gastroesophageal reflux disease (GERD) is the backflow of gastric 
and/or duodenal contents into the esophagus. GERD is due to 
problems with deficient pressure of the lower esophagus, Symptoms 
range from none at all to heartburn of varying degrees of severity, and 
pain that radiates to the neck, jaws and arms. The patient may awaken 
during the night with coughing and a mouthful of saliva.24

Many patients, and even health care professionals, may believe that 
these symptoms are trivial and unlikely to indicate a serious health 
problem. In reality, GERD may be responsible for 1,700 deaths 
annually in the United States.9 Complications include esophageal 
ulcer, hemorrhage, esophageal stricture, hoarseness, esophagitis and 
inflammation of the esophagus that can predispose the patient to the 
development of adenocarcinoma.9

Certain medications and substances can increase the risk of GERD. 
These include antichoinergics, caffeine and alcohol, nicotine, beta 
blockers, potassium supplements, and non-steroidal anti-inflammatory 
agents.9,14

Treatment of GERD focuses on relief and control of symptoms and 
promotion of esophageal healing.9 Lifestyle changes are the first line 
of treatment and include the following:9,24

 ● Diet: Avoid caffeine, chocolate, spicy foods, carbonated beverages, 
orange juice, tomato juice, alcohol and other beverages that 
stimulate the production of gastric acid. Reduce fat content in diet.

 ● Positioning: Avoid lying down for at least two hours after eating. 
Sleep with the head of the bed elevated six to eight inches. Avoid 
lying on right side, which encourages reflux.

 ● Weight: Achieve or maintain normal weight.
 ● Tobacco products: Avoid use of tobacco products.
 ● Stress: Participate in stress reduction efforts.
 ● Alcohol: Reduce or avoid the intake of alcohol.
 ● Medications: Ask about possible alterations in medical regimen.
 ● Clothing: Avoid clothing that fits tightly.
 ● Exercise: Do not exercise within one hour after meals.
 ● Hydration: Drink six to eight ounces of water with medications.

If lifestyle changes do not control GERD, medications may be 
necessary. These include:14,24

 ● Promotility agents that improve lower esophageal sphincter tone 
and stimulate upper GI motility.

 ● Proton pump inhibitors and histamine receptor antagonists to 
reduce gastric acidity.

 ● Over-the-counter antacids, which may reduce symptoms but may 
cause side effects such as diarrhea, constipation and acid-base 
disturbances. 

In severe cases, surgery may be necessary to control symptoms, 
prevent complications and stop hemorrhage. 

Assessment tip: Stress the importance of lifestyle changes as the first 
line of treatment for GERD. Such changes are also helpful to promote 
overall health and, if effective, can reduce or eliminate the need for 
medications and/or surgery. 

Peptic ulcers
It is estimated that 10 percent of adults in the United States have 
peptic ulcer disease. Hospitalization, morbidity and mortality rates for 
peptic ulcer disease are higher in older adults as compared to younger 
persons.9

Peptic ulcers are defined as circumscribed lesions in the mucus 
membrane and can be located in the lower esophagus, stomach, 

pylorus, duodenum, or jejunum. Most peptic ulcers (about 80 percent) 
are located in the duodenum. Gastric ulcers are most common 
in middle-aged and elderly men. Risk factors for peptic ulcer 
development include chronic use of nonsteroidal anti-inflammatory 
drugs, alcohol and tobacco products.24
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Ulcer development is caused by infection with Helicobacter pylori 
and pathologic hypersecretory disorders. Gastric acid is believed to 
contribute to the development of infection.24

Assessment tip: Blood type seems to influence peptic ulcer 
development. Gastric ulcers are more common in people with type A 
blood, and duodenal ulcers are more common in people with type O 
blood.24

Signs and symptoms include heartburn and indigestion, bloating, 
abdominal distention, and nausea. Specific symptoms are as follows. 

Duodenal ulcers cause heartburn, localized mid-epigastric pain that 
is relieved with eating, weight gain because patients eat to relieve 
pain, and an unusual sensation of hot water bubbling at the back of 
the throat. Gastric ulcers cause heartburn and indigestion, pain with 
eating since food causes the gastric wall to stretch, thus causing pain, 
and feelings of fullness and bloating.24

Treatment includes antibiotic therapy, analgesics and drugs to reduce 
gastric acid production.24 

Colorectal cancer
Colorectal cancer is the most common cancer that develops after 
the age of 65.9 Early diagnosis and treatment is associated with 
improvement in survival. Routine colonoscopies are the best 
diagnostic tool for early diagnosis.

Signs and symptoms may not appear until the disease is advanced. 
They include overt or covert bleeding; change in quality and/or 
quantity of bowel movements; black, tarry stools; cramps; urgent need 
to defecate when first getting up in the morning; feelings of fullness or 
incomplete evacuation of stool; and blood or mucus in the stool.9,24

Treatment depends on the extent of the tumor and the stage of the 
disease. It can include simple removal of the tumor, removal of part 
of the intestine, radiation and/or chemotherapy. A colostomy may be 
needed. This could be temporary or permanent.24

Assessment tip: Elderly adults may assume that symptoms of 
colorectal cancer are due to aging changes and not report them. 
Educate patients, families and caregivers about the signs and 
symptoms of this type of cancer and the importance of appropriate 
preventive screening. 

the genitourinary system
The genitourinary system is composed of the kidneys, ureters, bladder, 
and urethra, and the reproductive organs. Since this system is so 
broad in scope, this section concentrates on those issues most closely 
associated with the aging process.

Age-related changes associated with kidneys, ureters, bladder and 
urethra include the following:4,9

 ● Nighttime production of urine increases and ability to concentrate 
urine decreases.

 ● Blood flow to the kidneys decreases.
 ● Glomerular filtration rate decreases.
 ● Bladder capacity is decreased. 
 ● Bladder contractility increases.
 ● Risk of overflow incontinence and urinary retention increases in 

men.
 ● Detrusor becomes unstable in women, causing an increased 

potential for incontinence.
 ● Prostate increases in size in men.
 ● Half-life of drugs is prolonged due to a reduction in renal function.

Assessment tip: Assess for signs of drug toxicity due to changes in 
excretion ability of the kidneys.9

Common age-related problems of the kidneys and related structures 
include the following:9,24

Urinary incontinence
Urinary incontinence affects over 13 million adults.9 It is of 
considerable concern to older adults, who are often ashamed 
and embarrassed by the problem. They may not seek help for 
this problem because they assume it is a normal part of the 
aging process. Be sure to assess the older patient for urinary 
incontinence, because this is a problem that can be treated, reduced, 
and sometimes eliminated.

There are several types of urinary incontinence.9

 ● Stress incontinence occurs when urine is involuntary expelled 
when a person laughs or coughs. The muscles of the pelvic floor 
or urethral sphincter are not strong enough to control the loss of 
urine. 

 ● Overflow incontinence occurs when the bladder muscles stretch 
beyond their ability to contract or when the urethra is blocked. 

 ● Urge incontinence occurs when there are strong, unexpected 
contractions of the bladder muscles and the internal sphincter 
cannot hold the urine in the bladder.

 ● Functional incontinence is due to a cause not associated with 
the urinary system. For example, the older adult may not be able 
to get to a bathroom in time to avoid incontinence or he may 
be physically unable to reach a bathroom by himself. Another 
example is that of the adult whose cognition is impaired and who 
does not recognize the need to void.

Treatment interventions include bladder training. Bladder training 
involves training the bladder to hold gradually increasing amounts 
of urine by extending the time between trips to the bathroom. 
Pelvic floor exercises, also referred to as Kegel exercises, may 
also be helpful. These exercises involve tightening the bladder 
muscles and releasing them in patterns of 15. A general exercise 
program may also help to strengthen appropriate muscles. Bladder 
irritants such as spicy foods, carbonated beverages, caffeine, and 
alcohol, may be avoided.9 There are also a number of protective 
undergarments that can be worn to protect clothing, stop odor and 
decrease embarrassment. 

Urinary tract infections
Older adults are especially vulnerable to urinary tract infections 
(UTI). UTIs in older adults are often asymptomatic. Antibiotic 
therapy may be prescribed, although, in some asymptomatic cases, 
no treatment may be initiated.9 

Assessment tip: In elderly adults, the most common symptoms of UTI 
are often lethargy and changes in mental status.24

Tips to prevent UTIs include:24

 ● Maintain adequate hydration. Cranberry juice may have some 
properties that fight infections.

 ● Void promptly when the urge to urinate occurs. Don’t wait a long 
time between voiding.

 ● Wipe from front to back after going to the bathroom.
 ● Avoid using products such as douches and perfumes and scented 

powders over the genital areas as these can irritate the urethra.

Benign prostatic hyperplasia
Benign prostatic hyperplasia (BPH) affects about half of men between 
51 and 60 years of age and 90 percent of men over 80.9 Signs and 
symptoms include decreased urinary stream and force, feeling of 
incomplete bladder emptying, frequency and urgency, dribbling, 
incontinence, difficulty initiating voiding, and, at times, hematuria.24
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The only effective treatment is surgical removal of the prostate tissue. 
Such tissue is always biopsied to rule out malignancy.

Malignancies
Bladder cancer is fairly common in older adults, with men nearly four 
times as likely as women to develop this malignancy. Symptoms are 
similar to UTI. The first symptom is often painless hematuria.24 As with 
other cancers, treatment depends on the stage of the disease and its exact 
location. Chemotherapy, surgery and radiation may be part of treatment 
plan.

The incidence of prostate cancer in men is even higher than that of 
bladder cancer.9 Symptoms are usually not evident until the disease is 
advanced. That is why it is so important to have a prostate examination 
as part of the annual physical exam. Symptoms include lower back 
pain, difficulty initiating urination, dribbling, retention of urine, and 
hematuria.24 Radiation is used to treat locally invasive lesions. Surgery 
and hormone therapy also may be used in conjunction with radiation 
therapy.24

Issues related to reproductive organs
Age-related changes in the reproductive system include:9

 ● Decreased libido.
 ● Breast tissue atrophies.
 ● Diminished ejaculation in men and the need for more time and 

stimulation to reach arousal.
 ● Increased incidence of erectile dysfunction in men.
 ● Drastically decreased estrogen levels in women, which leads to 

vaginal dryness and possibly painful sexual intercourse.

 ● Increase in facial hair in women.
 ● Increased length of time for arousal in women.

These changes do not prevent older adults from having a satisfying sex 
life. It is important to assess sexuality as part of physical assessment. 
For more detailed information about sexual assessment and 
interventions see the section on Sexual assessment presented earlier in 
this education program. 

Common gynecological malignancies in older women
Uterine, breast and ovarian malignancies are more common in older 
women than in younger women. Uterine cancer is the most common 
gynecological cancer in older women.9 The most common symptom is 
bleeding from the vagina after menopause. Other signs and symptoms 
include weight loss and pain, but these do not appear until the disease 
is advanced.24

Treatment includes surgery, which is generally a total abdominal 
hysterectomy. Hormonal therapy, radiation therapy and chemotherapy 
in various combinations are generally part of the treatment regimen.24

Seventy-five percent of ovarian cancer cases occur in women over 
55. Unfortunately, prognosis is often poor, especially in older women. 
There is no screening test at this time. However, the CA-125 blood test 
for tumor markers does exist. It is not recommended as a screening 
tool because there are no data to support the hope that such screening 
would decrease mortality.9

Ovarian cancer is the leading cause of gynecological deaths in the 
United States.24 Symptoms are generally vague and include abdominal 
discomfort, dyspepsia, feeling of being bloated, urinary frequency, 
abdominal distention and weight loss.9,24

Treatment includes removal of the uterus, ovaries, fallopian tubes 
and omentum. Aggressive therapy is usually indicated, including 
chemotherapy and sometimes radiation.24

According to the American Cancer Society, breast cancer affects 
approximately one in every 14 women over 60 years old. Risk factors 
include: age, family history of breast cancer, early menarche and late 
menopause, ingestion of hormonal contraceptives, use of hormonal 
replacement therapy for more than five years, never having been 
pregnant, had first pregnancy after the age of 30, personal history of 
breast cancer, regular use of alcohol, history of ovarian cancer and 
exposure to low-level ionizing radiation.9,24

Recent controversy over screening recommendations from various 
health care groups has led to some confusion about the value of 
screening. In general, recommendations include yearly mammograms 
for women over the age of 40, monthly self-breast examination, and 
yearly breast examination by a health care professional.9 There is some 
question about the value of mammography for the very old woman. 
Screening techniques and their value should be discussed with the 
woman’s health care provider.

Treatment of breast cancer includes a variety of options based on 
the stage of the disease. For localized tumors without metastasis, 
lumpectomy and radiation are often the treatments of choice.24 
However, a growing number of women are choosing to have 
mastectomies to avoid the need for adjunct therapy and to decrease the 
chances of recurrence. Some women with unilateral breast cancer and 
some with a strong family history or the presence of genetic markers 
are choosing to have bilateral mastectomies to reduce their risk for 
developing the disease in the unaffected breast or to prevent the 
occurrence of the disease at all. Radiation and/or chemotherapy may 
also be part of the treatment regimen. Treatment options should be 
discussed at length with the woman’s health care team. Ultimately, she 
must make the choice (e.g. lumpectomy, mastectomy or even refusal 
to have surgery) herself. It is important that health care providers 
maintain an objective attitude. Breast cancer triggers not only fear 
of death but also the fear of disfigurement. Women are usually quite 
concerned with the cosmetic effects of breast cancer treatment. 
Reconstruction options should be presented to women undergoing 
mastectomy.

Assessment tip: Lymphedema is a potential complication of lymph 
node removal. The patient must be taught to exercise her arm(s) 
and hand(s) to avoid the development of this potentially debilitating 
complication.

the musculoskeletal system
The musculoskeletal system includes the bones, muscles, ligaments, 
bursae and joints. The bones or skeleton provides the forma and 
support of the body. Muscles move the various body parts. Joints, the 
areas where two bones are attached, provide stability and facilitate 
mobility.9

Changes in the musculoskeletal system may have adverse effects on 
mobility and decrease the independence of older adults. Normal age-
related changes include:4,9

 ● Decreased range of motion of some joints.

 ● Loss of bone mass. 
 ● Loss of height.
 ● Joint degeneration. 
 ● Arthritic changes of the joints.
 ● Problems maintaining balance.
 ● Problems with the feet, such as corns, bunions and calluses.
 ● Muscles atrophy.
 ● Bones become stiffer and brittle.

These changes increase the risk of the following problems.
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osteoporosis
Osteoporosis is a metabolic bone disorder and is the most common 
metabolic disease, affecting half of all women during their lifetimes. 
Although its occurrence is higher in women, men are also affected by 
the disease.9,24

Osteoporosis occurs when the rate of bone resorption increases 
while the rate of bone formation decreases, leading to a loss of bone 
mass. The exact cause is unknown, but prolonged negative calcium 
imbalance is probably a contributing factor. The most common 
presenting symptom is back pain. A loss of height is common, and the 
risk of fractures and falls is high.24

There is no cure for osteoporosis. The goals of treatment are to slow 
or prevent loss of bone, avoid fractures and reduce pain. Calcium and 
vitamin D supplements may also be recommended.9,24

Assistive devices such as walkers or canes may be used to provide 
stability when walking. Patients should be taught safety precautions 
and measures to avoid falls. 

There are steps that can be taken to reduce the risk of osteoporosis. 
These steps may also be part of the treatment regimen for the 
disease. These steps include:24

 ● Ingest adequate amounts of calcium and vitamin D. 
Postmenopausal women and all women and men over the 

age of 65 should ingest 1,500 mg of calcium and at least 800 
international units of vitamin D on a daily basis. Vitamin D is 
necessary for the absorption of calcium and enhances muscle 
strength. Some older adults may understand the need for calcium 
supplements but fail to realize the need for vitamin D. Patient 
education should include an explanation of the need for adequate 
amounts of calcium as well as vitamin D on a daily basis.

 ● Alcohol intake should be limited. Having more than two 
alcoholic drinks per day may decrease the formation of bone. 
Alcohol may also adversely affect the body’s ability to absorb 
calcium.

 ● Limit the intake of caffeine. No more than two to three cups of 
beverages containing caffeine should be consumed per day. Some 
patients may assume that caffeinated beverages means “coffee.” 
They should be taught that chocolate, colas and teas also contain 
caffeine. 

 ● Participate in an appropriate exercise program. Exercise helps 
to slow the rate of bone loss and increase bone strength. Weight-
bearing exercises are important to help increase bone strength. 
Exercise programs should be designed and implemented under the 
supervision of the geriatric patient’s health care provider.

osteoarthritis
Osteoarthritis is the most common form of arthritis. It is a chronic 
disease that causes deterioration of the cartilage of the joints and 
development of new bone at the joints. Symptoms often begin after 
the age of 40 and progress with age.24

Signs and symptoms include a deep, aching joint pain, morning 
stiffness, weather-related aching pain, joint instability and poor 
posture.24

Treatment is aimed at symptom relief and minimizing disability. Joint 
replacement surgery may be necessary. Assistive mobility devices and 
anti-inflammatory medications are also used.24

falls
Falls are certainly not a disease condition. But they are a significant 
health problem of older adults. In fact, falls are the leading cause of 
death in persons over the age of 65.24 As age increases, so does the risk 
of falls and the death rate from falls. 

Fall prevention is a key goal of gerontological nursing. Some tips to 
prevent falls include:

 ● Make sure patients wear glasses as needed. Assess the home 
environment for adequate lighting. 

 ● Assess the home for safety. Remove small area and “scatter” rugs, 
which may cause the older adult to trip. 

 ● Are there stairs in the older person’s home? If so, are there safety 
rails to support the older adult as he ascends and descends the 
stairs? 

 ● Does the patient use assistive devices for mobility? If so, are they 
appropriate to the older adult’s needs? If he does not use such 
devices, does he need them? 

 ● Is the older adult alert and oriented? If not, is there someone in the 
home to help him with safety issues?

 ● Does the adult get adequate amounts of sleep? Does he seem to be 
tired or fatigued? Lack of rest and/or fatigue or weakness increase 
the risk of falls.

Assessment tip: More than 95 percent of hip fractures are the result 
of falls. Hip fractures are associated with complications such as 
permanently decreased mobility and death.9

the immune system
The immune system is responsible for defending the body 
against infection. The immune system must recognize the 
normal components of the body and differentiate between these 
components and foreign substances that are potentially harmful. 
There are three types of immunity. Natural immunity is “natural” 
to the body and not produced by an immune response (e.g., an 
immune response triggered by a vaccine). A human is born with 
natural immunity. Examples of natural immunity include immunity 
to diseases that affect animals but not humans. Natural passive 
immunity is natural immunity that comes as a mother’s antibodies 
cross the placental barrier to the fetus. This type of immunity is 
only temporary and generally lasts for the first three to six months 
of the infant’s life.4,9

Acquired active immunity occurs as a result of the body’s response to 
a foreign substance. For example, if a person has the mumps, his body 
responds by developing protection against future infections of the virus 

that causes mumps. Vaccines also cause the body to develop acquired 
active immunity. Booster vaccines may be necessary to maintain 
immunity.4,9

Acquired passive immunity is acquired when a serum that contains 
specific antibodies is given to a person who is vulnerable to a particular 
disease. For example, gamma globulin may be administered to prevent 
the development of hepatitis A.9

The components of the immune system include organs and tissues 
rich in lymphocytes. The two primary lymphocytes are B cells 
and T cells. These cells are found throughout the body, but are 
predominant in the lymph nodes and spleen. They possess receptors 
that respond to specific antigens.26 Antigens are substances (usually 
proteins) that are recognized by the body as foreign and can 
produce an immune response. This response involves producing 
antibodies to attack the foreign substance. Antibodies are specific 
to the antigens that trigger them.26
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The older person’s immune system is not as effective as that of a 
younger person. However, exercise, diet and emotional well-being all 
contribute to boosting the immune system and enhancing health and 
wellness. Specific age-related immune system changes include:4,9

 ● Reduction in the rate and strength of the immune response.
 ● The number of available B cells decreases.
 ● The manufacture of antibodies that fail to differentiate between 

the person’s own body and foreign substances increases. This 
makes the older adult more vulnerable to autoimmune disease 
development.

 ● There is an overall decrease in cellular immunity. 

As part of the assessment of the immune system, the nurse must 
recognize those factors that can have an impact on the immune system.

 ● First, as with most body systems, a person’s general state of health and 
wellness impacts the effectiveness of the immune system. A nutritious 
diet, adequate rest and relaxation, and social interaction with family 
and friends all contribute to good health. Patients should also be 
encouraged to have preventive screenings as recommended by their 
health care providers.

 ● Research suggests that the regular exercise may slow the rate 
or even prevent age-associated decline in the immune system. 
Benefits of regular exercise include reduced risk for infection, 
enhanced vaccine efficiency, increased rate of healing after 
infection and improvement in the performance of activities of daily 

living. Older adults may find that the practice of moderate, slow-
movements, such as those performed in tai chi, a Chinese exercise 
of ancient origin, have a positive impact on cardiovascular and 
respiratory function as well as mental acuity, balance, muscle 
strength, flexibility and immune system response.24

 ● Stress reduction is important to most, if not all, aspects of health. 
Stress related to living alone, the death of loved ones, financial 
concerns and/or concerns about dealing with chronic illness all 
may have an impact on health. Additionally, many older adults are 
providing caregiver services to a spouse or other elderly significant 
others. This, too, is a stressful situation. Stress can elevate heart and 
respiratory rates, blood pressure, and adversely affect emotional 
stability and ability to concentrate. It may also have a negative 
effect on the immune system. The relationship between stress and 
the effectiveness of the immune system is currently the focus of a 
number of research endeavors.24

 ● The effects of long-term and chronic illness can have an adverse 
effect on the ability of the immune system to function. Both physical 
and mental health problems can have a negative impact on the 
immune system. Since the immune system is interrelated with many 
other body systems, problems in one system can affect one or more 
other systems.

There are a number of diseases related to defective immune system 
responses. Here are some that are common in the elderly population. 

Hypersensitivity problems
Mrs. Slater is 68 years old. She recently retired from her job and is 
looking forward to spending more time with her family and friends. 
Mrs. Slater lives in Florida, where the climate allows her to spend 
time gardening year round. Mrs. Slater has a lengthy history of 
coughing and becoming slightly short of breath when working in 
her garden, especially in the spring, when her garden is in full 
bloom. She also sneezes and her eyes water. These symptoms, 
especially the cough and shortness of breath, have slowly, 
insidiously become worse with age. She has always attributed such 
symptoms to “allergies,” but at her husband’s insistence, she visits 
their family doctor for evaluation. Mrs. Slater is indeed allergic to 
some environmental substances, such as pollen, but she also has 
asthma, a frequently under-diagnosed problem in older adults.

Mrs. Slater’s situation illustrates what is referred to as a 
hypersensitivity problem. Hypersensitivity problems are excessive 
immune responses that occur when the immune system has an 
excessive response to various triggers.9

Hypersensitivity disorders or responses are classified as type 1 
through type IV. Classification depends on which immune system 
activity causes tissue damage.26 A hypersensitivity response does not 
usually occur with the first exposure to the antigen that eventually 
causes a symptomatic response. As the body encounters the antigens 
on a recurring basis, the excessive immune response results in 
hypersensitivity reactions.9,26

 ● Type 1 hypersensitivity disorders are immediate, usually occurring 
within 15 to 30 minutes after the person is exposed to an antigen (or 
allergen). These disorders are referred to as anaphylactic, immediate, 

atopic or IgE-mediated reactions. Sometimes, as in the case of 
anaphylactic reactions, the type 1 hypersensitivity reaction may be 
life-threatening. Other examples include reactions to insect stings, 
food and drug reactions, and some cases of urticaria (hives).9,26 

Assessment tip: Asthma is a common type 1 hypersensitivity 
reaction that is often both under-diagnosed and under-treated in 
older adults.9

 ● Type II hypersensitivity disorders are referred to as cytotoxic, 
cytolytic or complement-dependent cytotoxicity reactions.26 They 
also occur within 15 to 30 minutes of exposure and include such 
problems as transfusion reactions, drug reactions and autoimmune 
hemolytic anemia.9 

 ● Type III hypersensitivity disorders are referred to as immune 
complex disease reactions.26 They are characterized by the body’s 
failure to remove antigen-antibody complexes from the circulation 
and tissues.9 Examples of type III disorders include reactions that 
are associated with infections such as hepatitis B and bacterial 
endocarditis, cancers, and autoimmune disorders such as systemic 
lupus erythematosus (SLE).9,26 Rheumatoid arthritis also is thought 
to be a type III disorder that affects older adults.9

 ● Type IV hypersensitivity disorders are referred to as delayed or 
cell-mediated hypersensitivity reactions.26 Tissue damage occurs 
due to a delayed T-cell reaction to an antigen. Reactions after 
exposure take place within one day to two weeks, but may be 
even slower in older adults.9 Examples of type IV hypersensitivity 
disorders include dermatitis from a latex allergy, sarcoidosis, 
tuberculin reactions and transplant rejections.9,26

Immunodeficiency disorders
Mr. St. John is a 75-year-old retired construction worker who 
is infected with the human immunodeficiency virus (HIV). His 
infection has been traced to a blood transfusion Mr. St. John 
received many years ago. He has difficulty dealing with the 
disorder and says he is “ashamed.” He is doing well on his 
treatment regimen, and his wife of 50 years is supportive. But Mr. 
St. John needs help dealing not only with the physical components 
of HIV infection but with its emotional consequences as well.

Infection with HIV is often underreported and under-diagnosed in 
the elderly population. Although the average age of patients who are 
first identified as HIV positive is progressively increasing, both older 
adults and some health care workers seem to lack knowledge about 
the potential for HIV infection in the elderly population. Older persons 
who have had multiple sexual partners in their youth continue to have 
multiple partners as they age. Unfortunately, many older adults have 
unprotected sex, believing that since the risk of pregnancy is no longer 
an issue among older couples, there is no need for protection. 
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The rates of sexually transmitted disease are increasing among 
persons who live in retirement communities. This also includes an 
increase in the incidence of HIV infection in this population.9

When HIV was first recognized as a serious health problem, the 
primary means of transmission of the virus in older adults was 
via blood transfusion. But today, the risk of infection seems to be 
primarily due to intravenous drug use and sexual activities. As a 
result of the increasing incidence of HIV infection, the Centers for 

Disease Control (CDC) recommends that routine HIV testing should 
be initiated in all health care settings for persons between the ages of 
13 to 64.9

Assessment tip: When assessing the health status of an older adult, the 
nurse should provide patient education regarding sexually transmitted 
diseases, including HIV. Such education is often automatic when 
working with younger patients. Age should not preclude the nurse 
from offering this type of education to her geriatric patients. 

vulnerability to infections in the older adult
As the immune system undergoes age-related changes that reduce its 
effectiveness, nurses need to be aware that older patients are at increased 
risk of infection. This risk includes viral infections such as influenza; 
bacterial infections, such as pneumonia; and infections following 
surgery or other open wounds. Even a slight laceration may result in a 
serious infection.

Because of its prevalence, it is appropriate to discuss pneumonia as 
a problem of particular concern among the elderly. The prognosis 
is generally good for persons with normal respiratory function and 
intact immune systems. However, among the elderly, who may have 
a compromised immune system or are dealing with chronic disease 
or disorders, pneumonia is a leading cause of death in people over the 
age of 65. Not only is it the most common hospital-acquired infection 
(nosocomial infection), but it also has the highest mortality rate of 
such infections.9

To add to the problem of pneumonia among older adults, the signs 
and symptoms of the disease in this population are often atypical. 
The cardinal signs of fever, chest pain, chills and shortness of 
breath may be subtle and not obviously apparent. Persons over the 
age of 65 are urged to receive pneumococcal vaccine.9,24

Assessment tip: Older adults who live alone in the community seem 
to be at particular risk for not being diagnosed until pneumonia has 
reached an advanced stage.9 This could be that the symptoms are 
so subtle that the patient may assume he has a cold or simple viral 
infection. Teach older patients to be aware of the prevalence of 
pneumonia and to recognize the signs and symptoms as they appear 
in the older population. When possible, teach family members, 
friends and caregivers about the signs and symptoms that indicate 
pneumonia. The earlier the disease is recognized, the more prompt 
and effective the treatment. 

summary
Nurses working with geriatric patients have unique opportunities 
to promote health and wellness throughout a long and hopefully 
productive life span. Although basic assessment techniques of 
interview, observation, auscultation, percussion, and palpation 
are similar for all age groups, the unique aspects of geriatric 
assessment require that the nurse have an in-depth understanding of 
how the body ages and a respect for older patients and their wealth 
of life experiences. 

Nurses also have unique opportunities to teach their colleagues 
about the older population and to dispel myths about this age 
group. All health care professionals should understand that “old” 

does not equate with “sick.” Most older adults live independently 
and enjoy their lives. Too many people believe that older adults are 
inactive physically, mentally and sexually. Nothing could be further 
from the truth.
The people in this age group deserves the respect and support of the 
health care profession. They also deserve the opportunity to access 
health care services provided by professionals who understand 
how the body ages and want to serve as advocates for older adults. 
Work with your older patients to not only promote their health 
and well-being, but to also promote community awareness of the 
contributions older adults have made, and can continue to make, to 
their families, friends and communities.
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CArING for tHE ELdErLy: GErIAtrIC AssEssmENt
final Examination Questions

Choose the best answer for questions 1 through 10 and mark your answers online at Nursing.EliteCME.com.

1. According to the World Health Organization, the fastest-growing 
segment of people over 65 are those 80 years of age and older. 

 ¨  True ¨ False

2. Members of the traditional generation prefer a more informal 
environment and prefer that young health care providers 
automatically address them by their first names.

 ¨ True ¨ False

3. A frequent complication of dry mouth in the older adult is the 
fungal infection oral candidiasis, more commonly known as 
thrush.

 ¨ True ¨ False

4. As the body ages, there is as much as a 15 percent decrease in 
water content and an increase in body fat. The extra fat means that 
the effects of fat-soluble drugs may be increased.

 ¨ True ¨ False

5. When assessing the sleep patterns of older adults it is important 
to know what medications they are taking. Advise them to take 
antidepressants such as Zoloft that have a sedating effect in the 
evening.

 ¨ True ¨ False

6. Your first clue to depression in older adults may be the reporting of 
somatic complaints. 

 ¨ True ¨ False

7. Persons who commit sex abuse are more likely to be women.

 ¨ True ¨ False

8. A normal finding when assessing the skin of an older adult is the 
presence of a multicolored lesion with nodules and irregular black 
outline.

 ¨ True ¨ False

9. Research has demonstrated that on average, atypical symptoms 
of heart attack in women include complaints of indigestion and 
discomfort in the back, neck, stomach or jaw.

 ¨ True ¨ False

10. To cure osteoporosis, patients should be advised to take vitamin E 
supplement as well as calcium supplements. 

 ¨ True ¨ False
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