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<o FOREWORD

4 -
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g o . . ¢

The growing number of elderly persons in our population

~ poses new challenées to health care pgovide;s. Nursing, like

other health professions, ‘has not yet adequately prepared its

members to recognize and attend to the special problems of
the agéd. o ’
in papers presented at the 1981 méeting of the Southern

Council on Coliegiate Education for Nursing, speakérs pointed

to the urgent need for nursing education programs to give '

attention to care of the elderly, comparable to the atténtion
traditionally given to care of the very young. The papers,
feproduced in this publication, aim at increasing awareness
of the problems and helping nurse educators find practical
ways to improve faculty dhd students' attitudes, knowledge,

and.skills regarding care of the aged.

Audrey F. Spector
Executive Director, Southern
Council on Collegiate Education

for Nursing

-
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‘IncreaSLngly within the last several years, initiatives have

,arlsen from the consumer sector where a number of effective advocacy

. not interact effectively with this policymaking*arena. Health and

THE AGING SOCIETY AND NURSING EDUCATION
A NATIONAL PERSPECTIVE

" '-G_#

Daniel J. O'Neal III, R.S., MSN. ’ . .

. Consulting Nurse:

Nurse Practitioner Program
Division of NurSLng ] - - . -
U.S. Department -of Health and. Wl . g T o

' Human Services ) ’ ,

. The federal government has respondeé to the needs and
opportunltles for serv1ce to the aged population with a complex
and diverse array of programs and entitlements. One source docu-
ments morg than 164 major programs with strong aging emphasis
within 23 federal agend@es.l It appears that these brograms may
be less tnan well-conceptualized in Congress, inadequately carried
through to enactment, and .less than Well—developed at implementation.
Given frequent reorganizations. of federal agencies, the resulting
mix of programs adds to the confusion experienced by a srudent of
aging who, is trying to track a program from the Beedcwhich gene—
rated it to the outcome measures by which its effectiveness ds’

evaluated.

For aging, good ties exist with the educational and research
community. Needs which form the motivation for research, service

development, or training can emerge from any level of policymaking.

groups for the aging have established close liaison with policymakers

-

at all levels of government. Though there seems to be a reasonably °

tight line of compunication through the network of ag?ng policy-" .,
making, it should be noted that the health delivery system does

social services, or even physical health servicesgand mental health |

services, are poorly integrated for any consumer group in our
country. This assertion is certainly true for aged consumers.2s3s4
¢ .

The following tables relate to the last Congress .as of earl&

1979. Table 1l represents House committees ahd subcommiﬁteeé . ,




with jurisdiction over areas related to the aged; Table 2 the
respective §enate'committees and subcommittees;' and Table 3
presents a broad overview of several categorjies of services and
the federal agen%}es whlchqadmlnlster them. Here again, the
complex1ty of lnterests ln aglng, the survelllance mechanisms

for large budgets, and overlap of categories is apparent

[}

Current federal policies do not stem from a master national
pdlicy-on aging. The aging advocacy.network especially ,is striving
for an overall policy rather than the perceived existing patchwork
of services and programs which some feel do not address root
causes of the major problems of aging. The current aggregate .
of policies toward aging have resulted in spending oné~fourth of
the annual federal budget ($132 billion out 'of $531 billion, FY l980)

7For programs for the aged who comprise only 11 percent of the

nation's population.

' The sheer lncrease in the numbers of aged, and the changing"
_demographics of the aged populatlon——many more aged . are very old--
will lead to triple federal expendltures over the next several
years if the existing structure does not change. Without a strong .
national policy on aging, some fieel the direction for such change

will not be present.

a A

A'significant mark of progre‘ toward the establishment of
fational policy on aaing was achieved with the passage of the Older '
Americans Act (OAA) of 1965, as amended and reauthorized to the
present. The OAA has yenerated much federal and state legislation,
with federal expenditures reaching $1 billion for "the 0AA in
FY 1980 alone. Te study issues of aging in our nation, the White

House Conferences on Aging were convened in 1961, 1971, and again

.in the fall of 198l. A Federal Council on Aging was established

in 1974 to evaluate federal programs and to advise the President.
A National Institute on Aging was established in 1974 to coordinate

research.on aging within the National Institutes of Health.:

2

To some, the federal/state partnership establlshed under the

Older American Act is a precursor of the "New Federalism"; which

~

*
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. COMMITTEE

Table 1 .

HOUSE COMMITTEES AND SUBCOMMITTEES WITH JURISDICTION
OVER AREAS BELATEDQJO THE ELDERLY *
. 7. . -

‘e —

SUBCOMMITTEE

SELECT COMMITTEE

’ FULL COMMITTEE STAFF
ON AGING

Conducts studies and
investigations on
problems of the elderly;’
primarily a fact-finding
body; advises Committees
listed below which havé
responsibility to act

SUBCOMMITTEE ON

RETIREMENT INCOME
AND EMPLOYMENT
SUBCOMMITTEE ON

AR HOUSING AND CON-
SUMER INTEREST

SUBCOMMITTEE ON
HUMAN SERVICES

on bills benefiting the -
elderly HEALTH AND LONG=
TERM CARE -
- . SUBCOMMITTEE ON ———;—¥1——

o

PROGRAM AREA
(Résponsible for over-
sight investigations,
special studies and
hearings by full )
Committeek and staff
administration

¥
Income maintenance and

emplz;ment
Health Care Program

Housing and consumer
interests

Social "services for
the elderly

»

SUBCOMMITTEE ON
DOMESTIC MARKETING,
CONSUMER RELATIONS,
AND NUTRITION

COMMITTEE ON AGRICULTURE

Food Stamp Program
and certain other
nutrition-related
programs

SUBCOMMITTEE ON ——m8—
HOUSING AND COM-

MUNITY DEVELOP-

MENT

COMMITTEE ON BANKING,
FINANCE AND URBAN
AFFAIRS '

Housing programs %
which serve ‘the elderly
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Table 1 continued (\

COMMITTEE ' SUBCOMMITTEE

~

PROGRAM AREA

*

COMMITTEE ON EDUCATION i

AND LABOR \\\\\:SUBCOMMITTEE ON
SELECT EDUCATION

SUBCOMMITTEE ON

ECONOMIC OPPORTNITY

SUBCOMMITTEE ON
EMPLOYMENT
OPPORTUNITIES!

SUBCOMMITTEE ON

MANPOWER, COMPEN~-

SATION, AND HEALTH .
\. SAFETY :

SUBCOMMITTEE ON
ELEMENTARY, SECONDARY,
AND VOCATIONAL
EDUCATION

Education programs

Programs under the Older
Americans Act .

pmploymént é?bgfams for
4 the elderly administered
by U,S. Dept. of Labor

Older American Volunteer
program administered by
ACTION '

Age discriminagion in -
employment

4 B
Senior opportunities
and services administered
by the Community Services
sAdministration
2

Private pensfon plans

SUBCOMMITTEE ON
CRIME

COMMITTEE ON THE
JUDICIARY

*»

Law Enforcement Assistance
Administration (Crime

Prevention) “

SUBCOMMITTEE ON —
HEALTH AND ENVIRON-
MENT

COMMITTEE ON INTER-
STATE AND FOREIGN
COMMERCE s "

SUBCOMMITTEE ON -
TRANSPORTATION
5 AND COMMERCE

Grants to states for
medical assistance .
programs (Medicaid)

National Institute
on Aging

Nursing home and inter-
mediate care facilities
authorized under.the
|National Housing Act of
1959, Section 232

Railroad Retirement Act

.

<
1

lJursidiction over subject matters listed not permanently assigned to specific

subcommittee. .

2Bills on pension plans are referred either to Committee on Education and Labor,
or Committee on Ways and Means, depending upon content of bill. N
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+ Table 1 continued . <o
) . T . . ’ s
COMMITTEE SUBCOMMITTEE PROGRAM AREA
k) N - R t
comu;TTEE‘gﬁ POST _ — .SUBCOMMITTEE ON ———— Civil~Service Retirement -
QFFICE AND CIVIL ) COMPENSATION, AND Act . <
_SERVICE EMPLOYEE e .
‘BENEFITS .
COMMITTEE ON PUBLIC —————— SUBCOMMITTEE ON —  Services for the elderly
WORKS AND TRANSPOR- SURFACE TRANS- autrorized under the
TATION ) PORTATION P Urban Mass Transportation,
p _ Py ) Act R i
COMMITTEE ON VETERAN —————— SUBCOMMITTEE ON ——— Veterans pension programs
AFFAIRS COMPENSATION AND
EMPLOYEE BENEFITS ’
7 * -
- ' SUBCOMMITTEE ON- — Health Care Program .
: MEDICAL FACILITIES ’
. . AND BENEFITS

EAp—

Full Committee has juris-
- - diction over taxation and
private pension plans )

COMMI''TEE ON WAYS.AND
MEANS VS

-

SUBCOMMITTEE ON Old-age, Survivors and
SOCFAL SECURITY Disability Insurance
Program (Social Securlty;

) \ P .
* \(SUBCOMMITTEE ON —— Health 1nsurdnce for the
. ", HEALTH ‘ aged and disabled (Medicare)
. ]
\xSUBCOMMI?TEE ON “—— Supplemental Security -,
PUBLIC ASSISTANCE " Income (SSI); Social

) services for' low-income
individuals authorized
.a under Title XX of the
v Social Security Act

T »

The.*nformatlon in Taple 1 was taken from a table in "Federal Responsibility
.to the Elder;y," Congressional Research Service, 95th Congress, second | .

~ session, January 2, 1979. House Select Committee on Aging, Publication

.
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Table 2

SENATE COMMITTEES AND SUBCOMMITTEEo WITH JURISDICTION

-

OVER AREAS RELATED TO THE ELDERLY

smzéomm'rmﬂa- -

E]

COMMITTEE * . ~I™~_ -
SPECLAL COMMITTEE ON

AGING

. Conducts studies and

investigations on

problems of the

elderly; primarily

a fact-finding body; N
advises committees

listed below which

have responsibility

to act on bills

benefiting the-

eldéﬁly

-

[ LN

PROGRAM AREA

Has oversigﬁt and investi--
gative responsibilities‘dn
all matters relating to
the elderly

COMMITTEE ON AGRICULTURE, ——
NUTRITION AND FORESTRY

\ -y -
SUBCOMMITTEE ON

NUTRITION

Food Stamp Program and
other certain nutrition-
related programs

COMMITTEE ON BANKING,
HOUSING, AND URBAN
AFFAIRS

SUBCOMMITTEE ON

Housing programs which
serve the elderly

Nursing home and inter-
mediate caxe facilities
authorized under the

National Housing Act of

1959, Section 232

Services for élderly
under the Urban Mass
Transportation Act.,

2

COMMITTEE ON FINANCE

HOUSING AND URBAN
AFFAIRS '
o
@ *
e
6

Taxation

014 Age, ‘Survivors and
Disability Insurance
Program (Social Security)

I3

Grants to states for Medical
assistance (Medicaid)

Health insurance for the

aged and disabled (Medicare)

Private pension plans

€ial services ‘for low-

-

B

Y

income individuals authorized

under Titleée XX of the
Social Security Act

Supplemental Security Income
Program (SSI)
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Table 2 continued .
~ <. ’ o
COMMITTEE - ° .

COMMITTEE ON FINANCE .
(Continued)

v

\
» ~
< -
>

SUB(ZOMMIT'I.‘EE

°f

(Subcomm;ttees
p imarily ﬁavq

er51gh@
functions) ..
SUBCOMMI?TEE ON
HEALTH

.

—— Health Care R{Siii?

SUBEOMMITTEE ON ——— E*lvate p§n51on plaﬁs

PRIVATE PENSION

PLANS - *

\.SUBCOMMITTEE ON

SOCIAL SECURITY
FINANCING

SUBCOMMITTEE ON

SUPPLEMENTAL N

SECURITY INCOME

* e e

v, ~
Old-age, Survivors and
Disability Insurance

- (Social Security)

Supplemental Security

-Income (SSI).

.

COMMITTEE ON HUMAN
RESOURCES

-

Ly

e

A

-SUBCOMMITTEE ON

AGING - . -,

>
SUBCOMMITTEE ON -
HEALTH AND SCIEN-
TIFIC RESEARCH

SUBCOMMITTEE "ON
EMPLOYMENT, POVERTY
AND MIGRATORY °
LABOR

SUBCOMMITTEE ON
LABOR

-

SUBCOMMITTEE ON
EDUCATION, ARTS,
AND THE .
HUMANITIES

~—

Programs under bhe Older
Americans Act

Health.gare Program v

-

. Senior opportunities

and services administeregm
¢

‘| by the Community”Service

Administration

Older:Ameéricans volunteer
program administered by

.ACTION ¢ ]

Private pension plans
Railroad Retifement Act
Manpower programs . -
kge discrimination in ’
employment ;

Education Programs

- -

&OMMITTEE?ON GOVERNMENT
AFFAIRS

SUBCOMMITTEE ON
CIVIL SERVICE AND
GENERAL SERVICES

&

Civil Service Re%iremept
Act ’ -
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Table *2 continued ©
S
. COMMITTEE SUECOMMITTEE PROGRAM AREA-
\ s il . “ x
COMMITTEE ON THE ———— SUBCOMMITTEE ON ——— Law Enforcement Assistance .
JUDICIARY CRIMINAL LAWS i Administration (Crime . ‘/
AND PROCEDURES Prevention) ’
03 ~ - -
COMMITTEE ON < SUBCOMMITTEE ON ——— Veterans pension programs’
*  VETERANS AFFAIRS\ COMPENSATION AND . . , ‘
. N -~ PENSIONS \
- - .. SUBCOMMITTEE ON Health Care Program “
C e - HEALTH AND . .
e L READJUSTMENT ) . . .
-~ b . . . )

4 &

The information in Table 2 was.taken from a table in "Federal Responsibility

to the Elderly," Congressional Research Service, 95th Congress, secord ) o
session, January 2, 1979.  House Select Committee on Aging, Publication = - .
95-167. S A
¢ .
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Table 3

x

. FEDERAL PROGRAMS BENEFITING THE ELDERLY,

" BY CATEGORY AND BY AGENCY.

Note: The folIBwing is a list of programs and the departments under
which they fall:

EXECUTIVE DEPARTMENTS - N
Agriculture : \
Farmers Home Administration .

Food and Nutrition Service

Health, Education, and Welfare . 3

Public Health Service:
Health Services Administration
Natiohal Institute on Aging
National Institute of Mental Health .
Administration on Aging
Health Care Financing Adminisfration
Office of Education
. Administration for Public Services

"Social Security Administration

1
Housing and Urban Development

Office of Insured and Direct Loan Programs

~a

" Office of Assisted Housing

. Community Planning and Development .

Justice
Law Enforcement Assistance Administration
" Labor

Employment Standards Administration .

Employment and Training Administration

Department of Transportation

Urban Mass Transportation Administration

o Treasury

L]

Office of Revenue Sharing

0}
A

ERIC . ¥ 1 -

Aruitoxt provided by Eic:
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Table 3 continhed

INDEPENDENT AGENCIES
ACTION T
Co&munity Services Adminiétration
Legal- Services Corporation X
Railroad Retirement Board

Small Business Administration
Offige of Personnel Management

Veterans Administration

PROGRAM

EMPLOYMENT AND VOLUNTEER: =~

Age Discrimination in Employment

Community bHased Employment and
Training _

Community Service Emplokment for
Older Americans

Employment Programs for Special Groups
Foster Grandparent Program
Retired Senior Volunteer Program (RSVP)

Senior Companion Program

Service Corps of Retired Executives (SCORE)

Volunteers in Service to America (VISTA)

HEALTH CARE:

L

Health Resources Development Construction
and Modernization of Facilities (Hill-

Burton Program)
Community Mental Health Centers

Construction of Nursing Homes and
Intermediate Care Facilities

Grants to States for Medical Assistantce

Programs (Medicaid)

Program of Health Insurance for the
Aged and Disabled (Medicare)

' 9
Veterans Domiciliary Care Program

Veterans Nursing Home Care Program

10

RESPONSIBLE AGENCY OR PROGRAM

<

Employment Standards Administration

Employment and Training Administration
Employmépt and Training Administration

Employment and Training Administration
ACTION '

ACTION

ACTION

Small Business Adminisﬁ%ation

ACTION

-Health Services Administration

National Institute of Mental Health

Office of Insured and Direct
Loan” Program

Health Care Financing Administration

- Health Care Financing'Administration

<
i nist ‘o - ‘
Veterans Administration ~—

Veterans Administration T

v

14 |
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Table 3 continued

HOUSING:
Housing for the Elderly (Sec. 202)

Low and Moderate Income Housing (Sec. 8)

N

1 b
Mortgage Insurance on Rental Housing
TFor—the Elderly (Sec. 231)

Rural Rental Housing Loans (Sec. 515)

Community Develépment

Low Rent Public Housing

Rural Home Repair Program (Sec. 504)

Rural Rental Assistance (Sec. 521)

INCOME MAINTENANCE: -

Civil Sgrvice Retirement

Food Stamp Program ?

Old-age, Survivors and Disability
Insurance Program {Social Security)

Railyroad Retirement Program
Supplemental Security Income Program

- Veterans Pension Program

© f,

- SOCIAL SERVICE PROGRAMS:

Crime Prevention (LEAA)

Education Opportunities for
Older People

Legal Services Corporation

Multi-Purpose Seniox Center
Facilities . _—

Nutrition Programs )

Revenue Sharing A

ERIC 5

' ’
P e

. Office of Insured and Direct Loan
Programs, and
Office of Assisted Housing

Office of Insured and Direct Loan
Programs, and
Office of Assisted Housing

Office of Insq;ed and Direct Loan
Prpgrams, and
Office of Assisted Housing

v
Farmers Home Administration

Community Planning and Development

~

Office of Insured and Direct
Loan Brograms, and
Office of Assisted Housing

Farmers Home Administ;ation

Farmers Home Administration .

w

Ts

'>Office'of Personnel Management

Food and Nutrition Service
Social Security Administration -

Railroad Retirement Board
Social Security Admihistration

Veterans Administration

*

JLaw Enforcement Assistance -
Administration 24 oL ’

Pk N !
office of Education
Legal Services Corporation

Administration on Aging
. N o,

Administration on Aging .
. Office of Revenue Sharing

15




Table 3 continued
=

SOCIAL SERVICE PROGRAMS (continued)

Senior Opportunities and Services ' Community Services Administration

Social Services for Low Income . Administration for Public Services

Persons and Public Assistance £
Recipients (Title XX)

State and Community Social Service Administration on Aging
Programs (Title III)

TRAINING AND RESEARCH PROGRAMS: ;

Model Projects T Administration on Aging

Multi-Disciplinary Centers of
Gerontology ’

hd >

Personnel Training (Title IV--Older Administration on Aging
Americans Act) ’

Administration on Aging

Research and Demonstration Program Administration on Aging
- (Title IV--Older Americans Act) )

Research on Aging Process and National Institute on Aging
Health Problems

TRANSPORTATION :

Capital ‘Assistance Grants for Use ~ Urban Mass Transportation
by Public Agencies - Administration -

Capital Agsistance Grénts for Use Urban Mass Transportation
by Private Non-Prpfit Groups Administration

Reduced Fares Urban Mass Transportation

; Administration

. . . . . , _
capital and Operating Assistance Urban Mass Transportation

Grants Administration
. N i

w?

e

.

The information in.Table 4 was taken from a table in "Federal Responsi-
bility to the Elderly,' Congressional Research Service, 95th Congress,
second session, January 2, 1979. House Select Committee on Aging,

Publication 95-167. : N
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is the federal organlzatlonal basis for the Reagan admlnlstratlon
The OAA gave lncreased authority to state and local governments,
and decentrallzed administration to a great extent. Again, in
this federal/state partnership for eging services, health is
minimally included, mostly through fitle XX of the Social Security
Act which is coordinated at a state level for aged persons.
Although since 1973 states have been mandated to develop compre-
hensive and coordinated systems of soc1al services for aged
persons, the inclusion of health within a system of service
delivery was felt to.be an unreachable task. Further reorganizations_

of the Older Americans Act added emphasis to long-term care, to
scrving the chronically i1l and disabled older person, and to im-
proving employment of older workers. Since some would feel that
long-term care is & poor stepchild of the health care arena, and
rehabilitation of the disabled is a field largely assumed by the
educational disciplines ratheér than by health disciplines, it can
be argued that health service delivery to aged persons continues

to be underexamined, uncoordinated, and unsatisfactory. . %

A SURVEY OF AGENC{ES ' .

~Several agencies were surveyed to determine issues affecting
aging service delivery for the future, including health service
delivery. The universe polled included: National Council of
Aging, Federal Coundéil on Aging, .American Public Wei&are Associ-
etion, National Governors' Association, National Voluntary
Organizations for Independent,Living for the Aged, National

Institute for Senior Centers, National Association of State Units

- -

on Aging, and a number of other agencies. The writings and
position papers of these agencdies were reviewed in order to

identify issues which are relevant for nursing.

A second aim was to identify those parts of the education and

research community which are developing new models of service
delivery. A third aim was to ¢catalogue federal programs and

services for the nation's aged.




issue’s Identification

Throughout the publications of the quaSi—private and private
agencies which faCilitate service management a recurring
theme. appeared, which appears also in health 'literature about
aged persons. The.problems of.service delivery are complex;
the needs of the aged are complex and are not adequately
served by institution-based services. Surveyed agencies
repeatedly identified that communitysbased probleﬁs need
community-based solutions. Since health services are
institution-based, the sample of agencies feels that the
narrow, rather authoritarian structureé of host health care
does not fit the often informal structures Mhich characterize

communities, where 95 percent of aged persons reSide.

‘Another issue is. the simplistic response of government

. . to a need. Historically, the response has been categorical
funding. Services are provided to people with' disease entities
or diagnostic categories, rather than provided on the basis
of the more djfficult-to-define functional capacities. For’
health services, categorical funding is manifested by a
medical bias in service delivery where, for example, wheel--
chairs and other medical equipment are available for persons
with end-stage renal disease, but not,”perhaps, for an aged

person who is without specific disease and is just frail.

Bureaucratic categories are not always consistent with health

and soc1al needs of the aged

Another issue has implications for health service, which -
traditionally has a narrow power structure with the thSlClan
as the final arbiter and the final authority point, and having
all responsibility. The problems of the aged are complex
and require input of many disciplines. Hence, interdisciplinary
practice is the most effective and efficient mahner to ccllaborate
in the design of a plan to assist older people to attain and

maintain health. In social service settings, key leadership ,

" can switch among a variety of disciplines at any given ‘time.




complex problems of the aged.

Within health settings, on the other hand, ail discipiines
are adjunct to medicine. which retains authority and,power.
Since -free interdisciplinary practice is difficult to achieve
in medical settings, some would feel that plans which come

from health settings are intrinsically inadequate for the \\\

The bosition papers of some of the agencies surveyed
indicate that requirements which are'designed“by the service
providers become constraints to the consumers of services.
Cpoperative options for drugs for aged persons are imposed
by providers, but add to an already large out-of-pocket
medical expense for older adults. Program guidelines are

not always$ consistent with consumer need.

A , Py

fhe meaningful coordination of services to the aging is
seldom achieved This failure is probably because of the com-
plex1ty of service delivery whlch makes coordination difficult
at the very least. Because each program has ltS own fundlng
stream, as well as its own set of eligibility requirements, lt,
is nearly impossible for an older person to identify what
programs mightﬁbe available at any given point. Since healrh
and social condition$ are dynamic dnd change over time, progress
under one program is followed sometimes by lnellglblllty for '
future service from that program. Services necessary to
maintain health may beAless available than those servrces

which allow a person to attain health.

.Writings from most of the agencies surveyed identify
repeatedly the necessity for aged persons‘to have accessibility
to a wide array of services to matchAcarefully defined needs. )
In few areas of the coﬁntry are .such arrays available.' Services
are usually spotty, leaving out one or another segment of the
aged popdlatiod, and poorly coordinated so that flow is made
very difficult from one level of care to another, or from one
category of need to another. The issues identified by the

agencies surveyed have SLgnlficance for nursing, which some

! 15 >
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feel stands ready and able to assume a larger coordinative
role in the design of health and social service delivefy

systems.

The federal government has continued to respondyto the
issues which the surveyed agencies identified. Certain of
the National Health Priorities of Section 1502, released as C
proposed rules on November 25, 1980, echo issues from the’
previous section: « ' ’ ' o

¢

(7) The development of health service 1nst1tutlons of the ]

s Capeplty to provide various level of care...on a .
geographically integrated basis. -

-

(14) The elimination of inappropriate placement in
* institutions.... '

-

The draft Nafional Health Planning Goals also address some

- ) of 'these issues=: .-

" Goal III B.l. prov1ders of health services should be
organlzed (to) assure thHat varidus types and levels
of services are linked together to~ form,comprehenelve

and efficient sSystems of care. -

-
——

Goal III B.4. Every resident. .should have available the ,
widest p0551ble range of optlons for health care o
services. ‘

Goal III C.2. There should be close coordination among the
various health, soc1al, rehabllltatlve and other human .
services which those with chronic or prolonged dlsablllties

- often require. :
e \

Given these broad frameworks ana an existing network of
locally administered programs which serve the publlc, the
federal approach seems to have been a ‘reasonable one, though
much is yet to be done at federal, 'state, and local levele.

In sum, there are a number of factors which serve as barriers

.
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—recognlzed for some time, the federal response has been the

] demonstration prpject funds. . The Health Care Financing Adminf

~N
w\lvers of reimbursement crlterla. Health manpower who pro-

.Relevant Div1ségn of Nursing projects are listed in Appen-

to developing a continuum of care for older persons. These - |
include: ' ‘ '

Federal funding, program and reimbursement biasegs
against non-medical and non-institutional care;

Fragmented .approaches to providing for long-term
care needs through a variety of federal programs and \
funding sources;- .

A systgm which currently focuses on the provider rather
than on the needs of the older people, both for adequate ~
needs assessment and evaluation of effectivenéss;

Difficulties in administering programs with multiple
funding sources and conflicting rules and regulations;

Few mechanisms for coordination of program development
at state and local levels.

New Models of Care Dellvery and Other Research

Given that services for the aged are under organlzed and under-
coordinated; and given that this state of affairs has been

development of several initiatives. Research and develop—
ment,"demonstratlon projects, and gerontology centers are
‘among the developments in recent years. There are 22 Long-

Term Care Gerontology Centers in the nation and eight
long—tefm care channeling demonstration grants.

Seven of the elght current demonstration projects funded

by the Admlnlstratlon on Aging johntly with the Health Serv1ces

Administration ptlllze nurses in the demonstrations. Many

research and development grant awards are made annually for

improvement and demonstration, as well as separate model

{stration also funds research and demonstration grants through

v1d skilled services to the aged are prepared by programs
w1th1n th: Bureau of Health Professions, Health Resources
t&pn, which includes the Division of Nursing.

Adminlstr

-
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The private sector has ?repared issue papers or_has funded
research to some extent. All of the agencies surveyed have _ _
published ‘position papers or issue papers, occasionally used
for obtaining funding from various sources. Particularly ,
through its influence in Conoress, the private sector has .
channeled its energies toward several pieces of legislation
now b&fore Congress. §.85l, by Senator Packwood, is titled
Noninstitutional Acute and Long-Term Care Services for The
Elderly and Dlsabled Act, and would create a new Tltle XXI
of the Social Security Act. ThlS proposal weuld. attempt to
coocrdinate under one title communlty ~based long-term care
services belng prov1ded under Medicare, Medicaid, and Tltle XX
of the Social Security .Act. It. is not known how many of the
research and development pr03ects have nursing input into
their design, nor how many of the prlvate sector organlzations
include nursing as. resource professionals ' As a result of
the 1978 amendments to the Older\%merlcans Act more data
will be collected on the need for long ~term care personnel

Currently, national nur51ng inventories prov1de rough data on ‘

e e

nursing home stafflng but not on other categories of Iong=
term care. Already 51gned into law is P.L. 96-499, the 1979
Medicare amendments,qwhlch”ellmlnate the three-~day prior_’
hospitalization for nursing home care under Part A of Medi-
care. Among the other barrlers to health care eliminated by
the new law are the $60 deduct;ble under Part B and the 100

home visit limit under Parts A and B. There is now equal

'financial eligibility for institutional and communlty—based

care, and an increased federal match for home health versus,

institutional services.

The publication of Healthy'People' The Surdgeon General's
Report on Health Promotion and Dlsease Prevention established
goals and subgoals which relate to older adults and which are

relevant for nursing. The overall goal for healthy older

.adults is to improve health and quality of life, to reduce

hd )

g
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ment, outcome criteria, organizational structure of delivery

annual number of days of restricted-activity by 20 percent,

‘or. to fewer than 30 days per year for people 65 and older.

A subgoal is to increase the number of older adults who can .

function independently; another is to reduce premature death

®

< ., & . . =
from influenza and pneumonia. : . . L\

The above evidence suggests that the nation's concept of
health is changing more toward a dynamic view and away from a
disease-oriented view. Agreement on this concept of health,
or §9me concept of health, LS a necessary step before the scope
and detall of human needs can be established. This qoncept of
health, however it finally emerges from the current . period of
critical change, will form the visual grid through which we
will perceive needs, and sample the universe of data so as to
interbret issues that health policy development must addresg.

From the agreement on a concept of health and the establishment
¢

P

of a perceptual orientatior to needs, the aspects of measure- -

system, cost, and financing may follow.

‘RESPONSE OFNNURSPNG

Given the evidence that our nation's concept of 'h ylth is
changing, nursing has the knowledge base and the track record
which enables it to generate nuch of what the aged public heeds.
Client-oriented needs assessment techniques are being developed
by the profession, which always has had a client-oriented base.
Nurses are often highly motivated and in good strategic position
to foster and enhance 1nformal support networks of family mem-
bers and neighborhoods and to link all levels oF a. support
system.

Along with other professionals, nurses have made some progress
in the deyelopment o‘ a procedure to assess service needs of
an older person in relation to functional, llmltatlons and other
social factors. Nurses have designed and part1c1pated in 1nd1v1—
dual case management as one strategy .to match needs with resource

avallablllty. Nurses are well able to design addltlonal serv1ces,

.
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< . . .
as well as bridging,serviceés, to make more complete the array

of services which may be needed by older people at various

¢~ - =

- points in time. . C ‘ » <
Some nurses .have argued for development of policies on those
services which might be univé¥sally provided to all older per-
sons, anq have worked{to estaBlish éommon.definitiens for ser-
vices and minimum standards for each servicei' The nursing
r- literature has reported on a variety of training pfogréms to .
assist the service agencies and other providers to develop
skills for working across programs ang service systems in

their perception of older people and in their practice.

Table 4 presents a scHematic of decision making in hedlth
care, outlining the- factors which lead'to'decisiqns'which
might affect any given population group. This_schemata can
alse be used to identify tasks and opportunities for nursing
to ‘continue to develop and explore in order to make deCLSlons'

2 that fit national. needs as well as the SpelelC needs of the
older populatlon. These tasks and opportunltles may form the'

‘framework fox the planning of nursing research, educatlon,

and pra¢t1ce as it affects older people. The national response \
to aging peopleénaS'been'identified and the areas where’ deci-~ ¢ )

sions are apt to be .most neéded have been pqinted out. ‘It

remains for nursing to .identify approaches, strategies, and to

allecate resources for the application of nursing knowledge .

&

to these decision areas.
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DECISION MAKING IN HEALTH CARE - . -/
| 9 AN :
INFLUENCING FACTORS FOCI OF DECISION-MAKING EFFORTS TASKS FOR NURSING
* Values Community's perception of health Clarify'for profession ,‘ .3
, 7 " needs L. Develop instrumeéntation,
) ) ©oe especially*for argess-
2° ’ ’ ' . ment
2 Cliep; demographics: “ - ’; s T . : Q’h
| Population's health status Health needs, including preven- - Clarify for profession ) -
¥ tive needs’ . . : : .o
| o U ) L
| Historical demand for Health priorities and goals 1 & 2 Interpret for consumer
. services . ' . Identify what is respon-
N . sive to nursing
- . . - ) Interpret for nursing .
. b . - < v .
Present system of health Health objectives3 . Interpret for consunier ™o
delivery : : Identlfy what is respon-
_ . . . . ] siye to- nur51ng j
Yllness-dominated - Health methods, includiﬁg .. " Apply fursing knowlédge .
y technology . training programs ’ Interpret to consumer - Lo
and profession '
Establish measures of
effectiveness and . ) .
. . nursing serv1ces ;-
Impact measures (mofbidity) Instramentation for
mortality, quality of , .qualicy of life and
serv1ces) | , quality of care
: Jdent1f§ impact of
: ) é . . nursing : “
lyational Guidelines for Health Planning, 3/28/78 . Operatlonallze impact

measures into stan-
dards of practice

2Forward Plan for Health 1977-1981, DHEW, 8/75
3promoting Health, Preverting Disease, DHHS,.Fall 1980

QA‘ - . | ) . A | . 2(} _ -
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CCAPPENDIX A o T i
< U, S GERONTOLOGY NURSING PROGRAMS

2

The natlon s pool of gerontology nurs1ng programs are of two maJor types those breparing
specialists in gerontology nursing or those preparing gerontology nurse practitioners.
Either type of program may be free-standing or may be a discrete track in a larger «ducational

ofﬁerlngn-Erograms_funded through the Divisien of Nursing Advanced‘Nurse‘Tralnlng Program
prepare gerontology ‘nursing clinical specialists at the master's level only. Programs funded
through the Division of Nursing Nurse Practitioner Program prepare at the master's level prl—
marily, but also at the cgmtlflcate level. Of the nation's remaining 15 gerontology nursing
programs which are not funded through the Division of Nursing, all but two” are for the prepar-
ation of gerontology nurse clinical specialists. )

' L. . ] - DN-FUNDED, ADVANCED NURSE . - DN~FUNDED, NURSE PRACTiTIONER
NOT CURRENTLY FUNDED BY DN TRAINING PROGRAM™- FY80 ) PROGRAM. FY 80
. . GRADUATE GRADUATE . ) GRADUATE
’ Adelphl Un1vers1ty University of California Boston Unive,sity (GNP)
N Garden City, New York ‘at San Francisco ‘Boston, Massachusetts
o San Francisco, California ~ $136,026 . . .
) $238,961 . .o 2
University of Arizona Case Western Reserve ) California State Un1vers1ty (GNP)2
Tucson, Arizona . University . M_Mm_m.LonghBeaohpmcallﬁoﬁnla -
S Cleveland, Ohio . $162,331 ]
. $146,649 o e
University of- California Un1vers1ty of Delaware Columbia University (GNP)
Los Angeles, California Newark, Delaware New York, New York -
° . . _— $40,525 o S $109,346 .
' Unimersity of Cincinnati Duke University ) s University of Kansas (GNP)
Cincinnati, Ohdo Durham, North Carolina Kansas City, Kansas
$59,322 $31,814
~University of Connecticut George Mason University University of Lowell (GNP)
Storrs, Connecticut Fairfax, Virginia v Lowell, Massachusetts
: ’ $53,997 $144,846 '

lFundlng for programs with multiple tracks is adjusted to reflect only estimated gerontology
nursiing track-specific funds. o 2‘“

FY 1979 Funds.
»

GNP = gerontologic/geriatric nurse practitioner
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NOT CURRENTLY FUNDED BY DN
GRADUATE

Emory University
Atlanta, Georgia

Northern IllanlS UnlverSLty
DeKalb, Illinois

Pennsylvania State University
University Park, Pennsylvania

cUniversity of’ Puerto Riso0

San Juan, Puerto Rico

N

“Rush University
Chicago,

Illinois

St. Louis University

DN-FUNDED, ADVANCED NURSE -

TRAINING PROGRAM FY 80

DN-FUNDED, NURSE PRACTITIONER
-PROGRAM FY 80

GRADUATE

ééorgetown University
Washington, D.C.
$105,685

Indiana University
Bloomington, Indiana
$34,100

University of Kentucky
Lexington, Kentucky
$33,247

University of Maryland
Baltimore Maryland
$32,053

University of Michigan
Ann Arbor, Michigan
$106,843

Montana State University

GRKDUAfE

University of Miami (GNPT
Coral Gables, Florida
$61,483

Seton Hall University (GNP)
South Orange, New Jersey ‘
$111,232

University of Utah (GNP)
Salt Lake City, Utah
$123,638 . ¢

University of Wisconsin (GNP)
Madison, Wisconsin
$126,076

CERTIFICATE

St. Louis, Missouri

University of Texas?® -
Houston, Texas

vanderbilt University
Nashville, Tennessee

* @
CERTIFICATE.
University of Colorador (GNP)
Boulder, Colorado -

~

George Washington University
Washington, D.C. (GNP)

y

- RV

Bozeman, Montana
$17,803

Murray State University
Murray, Kentucky
$94,079 ;

University of Oregon
Eugene, Orecgon .

. 5%77,126

University of Pennsylvania
Philadelphia, Pennsydlvania
$59,407 :

University of Rochester
Rochester, New York
$85,032

Pittsburg, Pennsylvanla
$84,621

New York Hospital/Cornell
Medical (GNP).

New York, New York

$119,577

SUNY - Upstate (GNP}
Syracuse, New York .
$60,165 .
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- DN-FUNDED, ‘ADVANCED NURSE  DN-FUNDED;,; NURSE PRACTITIONER

. NOT CURRENTLY FUNDED BY DN TRAINING PROGRAM FY 80 PROGRAM FY 80 » i -
' GRADUATE ' - .
- . - ) San Jose State University (GNP) ' -
- . San Jose, California com
2 : ‘ $100,198

SUNY - Binghamton

- Binghamton, New York ’ :
$139,532 - .
Syracuse University

Syracuse, New York
$30,409 ’

University of Wisconsin

. Milwaukee, WlSCOHSln
s $37,146

TOTALS:, Advaﬁced Nurse Training Program: $1,592,164 - 19 programs
. . Nurse Practitioner Program: - $1,271,155 - 12 prodrams
o U.S. Total -, - 46 programs ‘ . .
.b - - * o
SOURCES: NLN Pub. No. 15-1312, Master's Education in Nursing: Route to;apportunity in -
Contemporary Nursing, 1980-1981.
A Directory of Expanded Role Programs for Reglstered Nurses - 1980, Hyattsville,
Maryland DN, HRA, DHHS - .
Division of Nursing, HRA, DHHS - B
ADDENDUM: FY 1981 Michigan State Unlver51ty Metropolitan State College (GNP)
7/31/81 Lansing, Michigan Denver, Colorado
$88,170 - $41,499
University of Kansés . SUNY - Buffalo (GNP) N
Kansas City, Kansas Buffalo, New York

$164,325 $149,149

Hunter-Bellevve, CUNY (GNP)
New York, New York

, 32

} $228,576




DIVISION OF NURSING SPECIAL PROJECTS GRANTS
IN GERONTOLOGY NURSING, FY 1980l

7A. CURRICULUM REVISION GRANTS WITH A GERONTOLOGICAL/GERIATRICS FOCUS
FY 80 FUNDS OF $490,990 ° , , : .

° Augustana College, Sioux Falls, SD

Niagara University, Niagara, NY s - - .

University of Tennessee, Memphis, TN . o : cr

University of Maryland, Baltimore, MD . .

Emory University, Atlanta, GA : - - L
o . " Carroll College, Helena, MT .
University of Miami, Miami, FL

B. CONTINUING EDUCATION GRANTS WHICH INCLUDE GERONTOLOGICAL NURSING CONTENT
. FY 80 FUNDS OF $680,793 . .

University -of Vermont, Burlington, VT . -
0ld Dominion University, Norfolk, VA '
University of Rochester., Rochester, NY
Research Foundation (Stony Brook), State Unlver51ty of New York Albany, NY
Arizona State University, Tempe, AZ 4
- Hospital General de Castaner, Inc., Castaner, Puerto Rico
. Michael J. Owens Technical College, Toledo, OH . )
Unlver51ty of Pittsburgh, Plttsburgh PA ) ) .

.

14

C. INSERVICE EDUCATION WITH A GERONTOLOGICAL/GERIATRIC F6CUS TO UPGRADE SKILLS OF
LICENSED PRACTICAL NURSES, NURSING ASSISTANTS, AND OTHER, PARAPROFESSIONAL PERSONNEL
FY 80 FUNDS OF $251,970

Westbrook College,, K Portland, ME C -
Donnelly College, Kansas City, KS
. Miami Jewish Home and Hospital for the Aged, Miami, FL
‘ St. John's Medical Center, Tulsa, OK

ly.s. serate, Report 97- 62, Part 2. A Report of the Special Committee on Aglng, Washlng—
ton, D.C.: U.S.G.P.0O., May 13,-1981, pages 243-244. :

*
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’ RESEARCH IN GERONTOLOGY AND IMPLICATIONS
FOR NURSING EDUCATION

™ Celeste A. Dye, R.N., Ph.D.

Associate- Professor . L _ >
The University of Texas at Austin '
Schooy. of Nursing . . R

" I am very pleased-to have this opportunity to speak to the

problems and prospects involved in gerontologlcal nurs1ng re—
search and educatlon I would like to begin ‘with awsynopsis of -,
the early studies and reviews of research activity that provide ’

us with a basls for ‘comparison.

" BACKGROUND' " ' L i
One of the first reviews of selected gerontplogical -literature

was conducted by Basson (1967), who examined some 438 publications .
for the decade from 1955 to 196§: Of these, 372 articles were not
directly nelated,to research; thus IZ percent of the total could
be classified as research. This review was followed by Gunter

and Miller's (1977) analysis of studies over a 25-year time span,
from 1952 through 1976, which included 17 studies of general
nursing care of the aged and 29 studies of a psychosocial nature.
The pyschosocial studies were categorized by the authors into
three principal areas-~those that dealt with psychosocial charac-
teristics and needs of aged patients; those that dealt with the
attitudes of nurses toward aged patiénts; and those that dealt'
with psychosocial nursing interventions. The survey approach

was a w1dely used research method at this time, as. mlght be ex-
pected during the early stages of a developing specialty. .In
reviewing these studies the authors raised some disconcerting -
questions and issues on methodological problems that were very
much in evidence. They cited'the lack of evidence of sound,
'sur?ey design; 'an absence of critical review of theory; inadequate,
nonrandom, nonrepresentational samples; an,abseﬁ?e‘of base—line’
‘measurements, little discussion of intervening or confounding
varlables, little attention to the threat of blas in. recérdlng

s\ e
— |
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and coding; and inadequate and inappropriate statistical

e analysis. - ' )
. The concerns rafsed by these authors were echoed in
Brimmer' (l979) review. Brimmer applied’ the categorlcal clas-
sifications used in the International Nursing Index in “her
cross—sectional review of studles for the years 1966, 1971,
--and. 1976. She found clear euidence’of an emerginp spécﬁfliza—‘
tion irn gerontplogical nufsing, but also found that most of -
the 1,091 articles reviewed were not researéh orlented Over 40 SR
percent of the articles focused on lnstltutlonal care, with
' . llttle attentlon to elther innovative care approaches or to
extra—lnstltutlonal, community-based approaches. She voiced
an additional concern over an apparent acquiesence to'the
"traditional system," as evidenced by strategies devoted to
coping within "the sysctem" rather than to any approaches toward
, - modification or change of_the system itself. : ‘,
The concerns and orientationtof the reuleyers and an analysis
of the reviews thémselyes reveal some obyious methodological and -
philosophical dlfferences. Basson S reviewiprovides us with -
the, earliest base-line data of a quantitative nature, Gunter ' ‘

and Miller's review gives us an updated estimate of‘profe551onal

activity and the emphasis directed to psychosoc1al and attltudlnal
concerns during that time; and Brimmer's review reminds us again

of the imbalance between professional literary actLVLty\and pro-

-

fessional sc1ent1f1c activity.

"

» Betause operatlonal deflnltlons and sampling frames are often
highly dissimilar in the review process, I decided in this investi-
gation to seek a "major variable" focus, as identified by the
authors and by computer*search programs. And, since gerontological

. nursing research may well be publlshed 4in hon-nursing 1ournals
"both here and abroad absolute numbers. that reflect the total

professional output are di ff;cult to derlve. _To offset this and
) to attain the closest numerlcal estlmates, two‘Medlars on-lin&

- searches of the l1terature were lnltlated Key words an& phrases
. Fi . K
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tentral to the concept "gerontological nurs}ng reeearch“ were

fed into the program to identify all, pablications ‘in domestic

nursing and gerontological journals for the years 1975 through
- July 1981. A second Medlars search was undertaken to remove °

extraneous, non- relevant citations and to explore the central

"key" terms even further. This resulted in the identification

of the final sample, each w1th a major variable, that constltuted
the principal focus for the investigation. The third step in

this process invélved a,direct review of journals for studies

of a research nature that, lacking a thorough'abstract, might ’
have gone undetected by the secarch. The/total number of geron- .
toiogical nursing articles reviewed for the four-and-a- half year
period was 528. Of these, 44, ocr approximately 8 percent, were

research oriented. g .

~ PATTERNS AND TRENDS ,
Less is learned from these_figures if we consider them in

isolation than if. we compare them quantitatively and qualitatively ’
across time. :

Quantitative. If Basson's figure of 438 articles. for the de-

cade 1955 to 1965 is held constant, the present output of 528
articles for a four-and-a-half-year period repreeents a signifi-
cant increase in publication activity. While the research por-,
tion is small indeed, if thg present 8 pergent of the total output

is maintained, the decade.total may well exceed Basson's 12 percént.

In édditlon,gfluctuations in the volume of publication and re-
search act1v1ty are obvious in the nearly doubled output for the
years 1978 and 1979, compared with either precedlng or succéeding
_years. ‘Such fluctuatlons are‘dlfflcult to'explain but it is pos=-
sible that recent increases in publication lag time may account

‘for some of the fluctyation. . ..
» ¢

Journals. Research activity is clearly. nb 18nger limited b
publication in any single nursing journal. Whereas earlier .
gerontc.ugical nursing research efforts were published almost

exclusively in Nursing Research, we now find that at least nine

33
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nurSLng and. three non-nursing Journals publish research by i y

" _nurses on-aging. 7

_‘;'-.,

s >

The buItES;rthe information- educatlon—oplnlon pieces are N
housed‘in WO nur51ng journals~-The Journal of Gerontologlcal ’

/ >

N Nursing and Geriatric Nursing: , . ‘ - .
— : . . T o i

The research output exhibits an almost erratic quality--

p occasionally aijournal will devote an entire_issue largely to

’

v N T s > o . N
Tesearch studies, and yet, the next several issues of the same R
journal will have v1rtually no research articles. The greatest ’ b -~
consmstency appeared in the Journal of Gerontologlcal Nursing, . ;”:1}

— F
with an average ratio per issue

one research article to 5 or 6 ) .

opinion pieces. . i
. '? ’ - d

Désigns, Methodology, Statistics. 1In all instances,§€QEFEM\LN\\\\\\ *f:' ]

“

appear to be ;a dlrectly proportional relatlonsh“p betwaen the’
. .quality and appropr1aten=ssrof design, the sopﬁlstlcatlon of
methodology and statlstlcal analysig, and the professional re-~ ‘f‘
. search seniority of the principal author-investigator. Master'57 vfu,i
»prepared nurses are conducting and publishing small-scale research T
studies usually 6f a clinical, pre= experlmental, ¢lerlLdlly based
nature. But as would be expected the VﬂSt majority of larger . 5
scOpe studles are conducted by doctorally prepared nurses who ) - l: -

frequently use experlmental and quasi-experimental deSLGn. What ‘. ‘f

.« are conspicuously absent are large-scale studies employlng field - g >
or qualitative methods. Most of the studie’s conducted axez .

anchored in either direct care or educataional institutions. y
¢ % @ . » .
~#

Applications of chi- square, t-tests, and simpie one~way anovas, T
which largely defined the statistical state of the art “in earlier ‘;?"
studies, are still used for preliminary runs; but the greater " N
\ complexity of contemporary deeigns that test multiple variables A ;-

across multiple trials eceseitate the current use of repeated . k.
measures——analy51s o%zézrlance and multlvarlent ‘analysis in e ~
addition to widely used dlscrrmlnanth regression, and co—varlant ' : 'J ":

analysis. Clearly, greater cognizance and research sophistication R

H ) - “
5
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'are éxhibited by senior researchers in design, methodology, and

statastlcal analysis. i

-

Qualltatlve Qualitative ‘differences are found ln the nature
of researchable foci. Earlier studies appeared to focus on

the tripartite model that encompassed psychosoc1al patient .

needs, attltudes of nurses, and psychosoc1al nursing interven-
tions. Present studies reveal a variance that has broadened
conSLderably The term "psychosocial" was retalned by this
study but was delimited by adaptatlon and adjustment disoxrders

in aging. Studies of a predoiminantly ps),“csoc1al nature “ac-

cOunted for only gg percent of the‘total. Studies of nurses'

attltudes, whlch had been a major focus flve years ago, now

account for. only 6 percent of the total; major attention is

presently being directed to issues involved in the profeSSLOnal
practice of gerontologlcal nursing. A breakdown of the fidings
for both'research and non-research articles, by,percentages) is.

as follows:.

. Gerontological Nursing 31 percent
.Psychosocial ‘Factors o - 22 percent
Education and Specialization . 13 percent
‘Ecology and Health . . o £ 8 percent.
Xttitudes and Aging | . 6 percent
Geropsychologlcal Pactors . ¢ 5 perxcent
Ethnlc1ty and Cross-cultural Factors - 3 percent
Thanatology -/ 3 percent
Bioethical, Political, and Legal Factors ' 3 percent
Bio- Behav1oral Therapies . / 1.5 percent
Recreant and Supportive Therapies - . 1.5 percent
Chronlc Illhess { 1 percent
Research ‘Reviews / 1 percent

» Socio-economic Factors and Drugs -t 1 percent -

Total = : , 100 percent

2
-

Though the 8 percent figure representing research—directed
published artlcles is dlstreSSLngly small, and the research
.studies were pr1nc1pally focused on psychosocial, attitudinal,
geropsychologlcal cultural and blO-behaVlOfal issues for
investigation, the spectrum is obv1ously broader. :The degree s
and variety reflects a growing awareness,"- a heightened cognizance,
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of the patient's eco-system; ofr cross~cultural and ethnic issues

that have an impact on health; of the political, legal, and bio-

ethical vulnerability of the elderly; and of a heed for increased
collaboration, with professionals in other disciplines. Three.

of the articles reviewed_;effected the value of interdisciplinary
collaboration between nursing and social work, nursing and psy-

cholbgy, and nursing and dentistry. , ) ' ) .

-

A long- standing criticism of nursing research has ieen that
too little attention is directed to studies that demoistrate the

application of resear<h findings from earlier inve.l.igations.

The criticism was suéported by the absence of any .study that
assessed the application of nursing theory or of any replication
studies, but.I did find an encouraging increase in the quality
_of 1nvestlgatlon that applled previous findings from studies 1n‘
nurslng and other disciplines to the critically salient needs )
of aged patients. The study supporting this was not contalned

in the review process, but I think reflects a positive trend in
nursing research. Omission of drug dose is the single most im-
portant pharmacologlc problem among the elderly today. Klm and
Grler (1981). 1n thelr excellent 1nvest1gatlon applied flndlngs
from nurslng, pharmacy, psychology, and education to their teach-
ing and medicating responsibilities as nurses. Geropsychologlcal
findings(%or learning, cognition, and reaotion time were used to
determine that paced medication instruction could indeed yield
significant learning gain scores--and ultimately reduce the num-

ber of self-ﬁedication errors among the elderly.’

. To those of us involved in social-psychological studies of
.attitudes, Brower's (1981) flndlngs are of con51derable slgnlfl—
cance to the fleld of attitude research. The llterature is
replete with attitudinal findings(for individuals and the in-
fluence of groups on atEitude change, but this study shows us .’
that the influence of the social organization is a strong

determiner of attitudes as well.




"There is still a great deal -0 be done to’improve the amount
and nature of research activity in nursing but it would be myopic
and perverse toeither discount or dismiss the obvious accomplish-

ments which have been made.

GERONTOLOGY NURSING EDUCATION ,,( - -
‘W?ae are the implications of these findings for gerontological

nursing education? Gortner (1980) in addressing contemporary
research aot1v1ty described it as an understandable preoccupation

with the modes of scientific inquiry that has affected the rigor

" of résearch but not . its capéoity or output, i.e.,. preoccupation
'with design and methodology. The issue here is that nursing.
science is a science bUllt upon a knowledge base. This base is
composed of fundamental understandlngs of human biology and human
behav10r.Under conditions of stress, illness, and health. Research,
in contrast, is the process of.inquiry by which inéestigative in-
crements add to existing knowledge. To make that contribution, to

undertake the process of inquiry, one must have at least an aware-

ness of something being wrongF-some discomfort over an identifiable
problem--and an awareness of where end how help can be sought. The
process of inquiry can be initiated through a detegctive-like curi-
osity, moral indignation, or some intellectually puzzllng phenom-
enon. The impetus for initiating the process, as opposed to
ignoring the awareness, lies in a fundamental sense of oneself

as a potential scientist, as a potential researcher. At heart is

a pivotal ettitude—¥the research aftitude——and, like most attitudes,
it is iutellectual; it is emotional; it is pragmatic; and it is
volitional. If the essential ingredients--the values of science,
the values of inquiry, the values of asking good dumb questioﬁsv
the values of identifying good ideas--are incubated during the
educataonal process, thefe is a greater likelihood tha@ some,

not all, will act if they are given'support.

°

I raise this issue in this manner because for many years I
have been distressed by students at the baccalaureacte, master's,
or even dootogal levels who have not been incubated with the




research attitude. They have tended to be easily intimidated
and even -more easily deterred by the "rigors of reseerch," i.e.,
linguistic and computational hobgoblins. More of my teaching
time has gone into creation and maintenance of a positive, non-
punitive atmosphere in which dumb questions and exciting ideas
can flourish, than in either principles of design, methodology,

or statistics.

. The implications here are very great for gerontological nurs-
ing education. At this time there are very few role models forx
graduates choosing to work with agedfpatients; and, as Brower
{1981) has shown in her study, in the absence of viable role
models, the attitudes of the organlzatlon are adopted This may
well explain the high degree of attitudinal negat1v1fy damong

nurses working w1th the aged found in so many of the earlier

studies.

Role specialization in gerontological nursing must include
rudiments of the research attitude ifathe capacity and cutput
are.to be increased. Support networks must be created to i
ghide, to advise, to instruct, and to encourage neophyte
scientists and nurse researchers, to enter into the process
of inquiry. Just as the elderly themselves are "networking"
out of necessity--and quite successfully——so should educational
lnstltutlons establlsh a "network of fesearch" support for
nurses in practlce, for students, and for faculty. A "network
research team," composed of a senior faculty member who is a
seasoned and successful reSearcher,.avjundor faculty member,
doctoral, master's, and baccalaureate students, and nurses in
practice, can do more to foster, by example, the actual process
of inquiry in gction than any number of- isolated, didactic

courses.

s

In addition to the powerful learnings derived from autotelic
or ekperiential involvement as well as the sorely needed modeling
‘"effect from such team efforts, we have the secondary galns——
understandlng the principles of scientific work by working with

-
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them. The principles of ) -

”

confirmation - of earlier research findings through - ’ .-
selected replications; “

communality - by generatlng and sharing ideas within and
, between "network research teams";

competition and colleagueship ~ by requisite collaborative
. _scholarship necessary to answer the questions, -
once raised;

4 €

continuity - by the formulation of objectives for short-
. and long-term research studies that, in the
aggregate, -lead to the refinement and modi-

fication of ideas. .

Together such principles add immeasureably to our funded
knowledge. The lmpetus for such team efforts is likely avallable
to us today within our unlverSLty—based research centers, where

the locus for direction and accountability copld be based.

in summary, the evidence Ec'date.suggestslthat tne‘link be—
tween gerontological‘nnrsing education, practice, and research
is an inexorable one. Qualitative improvemenps in variable
salience and sensitivity, design and methodological sophistica-
tion, and etatiséical analysis appear to be in ascendance. But,
witnout continued support, endorsement, and direction from
higher education,‘those promising adumbrations--those sketches
on the horizon that are rife with possibility--may wellbﬁade.

“
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,admlsswons, and these last almost.twice as long as$ those of

|
¢ . ’ ‘
THE AGING SOCIETY AND NURSING EDUCATION:
CRITICAL ISQUES FROM THE PRACTICE ARENA i
Linda D. Robinson, RwN., M.S. .
Associate Chief, Nursing Service ! g
for Geriatrics
Geriatric Research, Educatlon, and
Clinical Center
Little Rock Veterans Admlnlstratlon
Medical Center

The rapid growth of the elderly population in this country has

become a major health. issue. The bopulatidn 75 years of age and >

. .over is increasing much more rapidly than that between the ages

of 65 and 75. The elderly have about tWwice as.many hospital

yeunger persons. However, more than 90" percent of the elderly
are able to live in the communlty We tend to lose sight of thls
fact when we examine in-patient populations. Approximately 45
percent of patients occupying acute care medical—eﬁrgical ward
beds*in most hospitals are over the age of 65. 'Approximately 95

percent of the nation's long-term beds are otcupied by the elderly.af’

The geriatric population is basically indeperident and not ill.
Older persons have.multiple chronic problems which are neither
deﬁilitating'nor disabling. The elderly are both fragile and
resourceful They present many . more risk factors, yet are
operating with a vast repertoire of finely honed coping skills
which have been refined over .years of living. One word character- -
izes the elderly--MORE--many more assessment factors to be con- ‘
sidered in establishing a nursiné diagnosis. Frequently operat-
ing atrtheulimits of their resources, the elderly present highly
complex interactions among physical—eﬁotional—environmental
spheres. provision of health care must take into account these
cohpléx interactions. ) : .

e@lth care--especially med1c1ne——ls currently characterized
by 1ncreasmng technology and the prolongatlon of life--life that

/
mighf have ceased to exist a decade ago. We now see an increase
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in chronicity and survival, but with great risk to quality of

life. We have assured quantity with little regard for quality.

Nursing is taking a greater role in provision of primary care
for the elderly and the chronically ill. Nurs1ng also is in the .
midst of a staffing crisis--not enough profess1onal nurses are
prepared to provide the cllnlcal expertise and leadershlp needed
The proble(: of staffing create additional problems in setting
priorities or care. More about that latér. In the practice
arena, we face a situation of increasing numbers of gerlatrlc
clients, increasing technology, problems with tod. few profes-

s10nal nurses--all. of whlch place the elderly at greater risk.

» My perspectlve on. nurs1ng education for an aglng s001ety is
derived from my position, as admlnlstrator of cllnlcal educatlon,
and research programs in gerlatrlcs and gerontologlcal nursing '
as a preceptor for undergraduate and graduate students in a highly
specialized area. I am the associate chief in a Geriatric Research,
Education, and Clinical Center (GRECC) at the Veterans Administra-

_ tion Center in Little Rock~-one of eight in.the country and the

model for the majority of such programs. We are a multi- .
interdisciplinary team effort with our own mini nursiné service
doing primary nursing, and are prgbably better funded than most .
due to our multifocal m1ss10n. Qur nurses are lnvoléed in all
,aspects of the program: cllnc1al—-Ger1atr1c Evaluatlon'Unlt Re- }
habllltatlon Unit, Consultation Sexvice, Geriatric Ambulatory ‘

Clinic; education--inservice for our own staff and for the entire

nurs1ng service, .regional and national educational consultations

and spec1f1c programs (workshops), appoxntments to faculty at

the -local university medical center; research—-ong01ng inter-< - . ,
d1s01pllnary clinical studies, validation of protocols, lnvestl—

gation of SpelelC gerontological nursing problems.

Our nurs1ng staff are all self selected, not assigned into
GRECC. The personnel department screens all nurse applicants

and I interview all those who are interested in geriatrics.

Here is an interesting bit of irony--my areas are the only-ones
s <« N
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designated gerlatrlcs but the whole fac1llty (roughly 1,600 beds)

is at least 50 percent geriatric each. day.

-
- r

New graduates tend to be interested prlmarily in acute care
settings, the more dramatic‘intensive care'areas where physicians
are highly visible. They prefer to work with children and young

"adults, child-bearing and child—rearing families, or middle-aged

clients. They are less interested in adolescents and rarely in
the elderly. New graduates also prefer communlty settingsf—home
visiting, clinics, or offlce work——where they can enjoy a more

collegial relationship with the physicians. -

It is a rare new graduate who elects to work in long-term care
or with gerlatrlc clients. Those who do so usuall? report hav1ng

had good relatlonshlps with grandparents, a great aunt or uncle,

'or elderly family friends. (In reality, not many new graduates

have grandparents who are "geriatrics." Witness the 2l-year-old.
who has 56-year-old grandparents!) Neophyte nurses who have had

bad experiences while obtaining, health care for a favorite older
relative frequently take.up-the challenge of gerontclogical nurs-
ing. Occasionally, a new graduate is prdfessionally mature

enough to realize the career potential in geriatrics or personally

mature enougl to be able to adapt to working with the elderly.

We usually see the R.N. seeking a geriatric setting after
several years of practice. The seasohed ‘nurse has frequently

"burned out" in am,acute care area, . and with maturity has. be-

. come aware, of the intellectual and profess10nal challenge in

working with the elderly. The seasoned nurse is more llkely to

come to us with a strong commitment to the elderly.-

The new graduates have many strengths. They are both self-D
confident and doubtful of their skills and abilities. They are
highly knowledgeable about basic‘psychcsocial needs of clients
and families--including family dynamics and sexuality. They
are skilled in the use of nursing process and write comprehen-
sive care plans. They are comfortable w1th _several modes of

nursing care dellvery-—prlmary, team, case, functlonal——and

41
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have a definite preference for primary nursing. They are skilled |

in‘nursing techniques, the procedures. They are very thorough,
which makes them rather slow and presents problems in prlorlty—
setting. However, it is unrealistic for any nursing service to .
expect the new graduate to work with the same speed of accomplish-
ment, rapid priority reorganization,,and safety as the seasoned
nurse. We 1n nursing(service frequently make it impossibie'for
the new graduate to'perform by maintaining impossible working
conditions. The new graduate is an assertuve patlent advocate,
is comm;tted to holistic and comprehens1ve care with a great
deal of contlnulty, and is .also commltted to educatlon of the
patient and family to facilitate max1mum compllance. The new
R.N. expects to work in a close collegial relatlonshlp with
physicians. She expects to be respected and to be cons1derate

in all working relatlonshlps, espec1ally with R.N. peers. She
has a good knowledge base, and is skilled in physical assess-—
ment——except for the fact that it is not specifically gerontlc.

»

As students, today's new graduates have had little to no
specific content in geriatrics or gerontologlcal nurs1ng. They
have learned about family dynamics, growth and development, and
basic medical-surgical, psychiatric, and community health con-
tent. They have the distinct impression that nothing happens
after age 45 but limbo and loss. They frequently have had
negative experiences with older people as patients ox as‘family
members. They unconsciously subscribe to the dominant cultural
notion of ageism and carry a negative stereotype of the elderly.
We use the'attitude assessment tools by Palmore and by Oberleder
to document the extent of negative attditude and change over time
in our own staff. The new graduate has a perception of devalu—
ation of those who work with the elderly.’ Geriatric care is
viewed as routine, unrewarding, unchallenging, dirty work.

The few truly negatlve experiences have been generallzed to
the whole elderly population. Unfortunately, thls has been
X unthtlngly supported by faculty. ) o ,

4
‘




Let me briefly characterize the new graduate nurses I see

and work with. . .

1. AD: "There has to be .a better way." This nurse is content-
~oriented and.closely questions all resource people, including
the patient and family.

2. BS: "I can problem-solve and utilize all'kinds of’ resources,
so I don't need to know specifics." This nurse is process-
oriented and is less apt to use patient and family as
resources. .

3. Master's: This graduate is painfully aware-of her or his
own limits of knowledge and skills. This nurse lS research-
oriented and growing in ability to evaluate, applyf and - '
generate research; and is .clinically hlghly knowledgeable
‘and skillful. . ,

hd \
- L

‘. ,

As I consider my experiences ln the practice arena and presume
to give advice to nursing educators concerned with the aging
soc1ety, a number of critical issues emerge. These can be sub-

sumed undex the rubrlcs of attltude, knowledge, ‘and skrll

One cannot change the attitude of another, but one can set
the stage so that change can take place. Positive initial learn—
ing experiences with the elderly are crltlcal for deve oplng
pos1t1ve attitudes. Faculty prepared in gérontologlcal nurs1ng
who Can be role models,'and also good role models amon' the ,
nurs1ng staff in the clinical settings, do much to foster positive
attitudes toward the elderly.. Normal aging taught early in’ the
curriculum is a must. Content emphasis must be on the‘well,
ambulatory,.self—actualiiing elderly, not just on the sick,
frail, and depressed. The elderly make superb teachers in the
classroom and clinical areas; they are the experts on aging and
coping. Empathy and sympathy can be fostered. Multi-interdis-
ciplinary team training in health care for the elderly has also

proved useful in promoting positive attitudes toward the elderly.

In the area of knowledge, the key is communication. Communica-

. . . " - i . . s .
tion 1is the sine qua non of assessment, intervention, teaching, .

_evaluation, and research with elderly persons. The quality of

treatment outcome depends upon the quality of the initial
assessment. The guality of that initial assessment depends upon
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the quallty of communlcatlon. Assesspent encompasses phys1cal,
functlonal, cognitiye, emotional, env1ronmental, and resquxce , Sres

dimensions._ oo T (‘ - .

)

Constant attentlon must be’ glven to the normal changés that. Y '::

.- 'occur in aglna ‘and to the differences in cultural background and ‘
values. Much of nurs1ng deals w1th pattern recognition. Hence, .
the nurse's knowledge base in aging concepts must make poss1ble_
the recognition of the many subtle changes that herald major
health-related changes in the elderly. The maintenance of pros;
thetic environments to support aging clients at home or in
institutional settings is important and relates strongly to - o
communications. We all get our cues about what behaviors are
‘xpected and are acceptable from the env1ronment. The elderly -
may experience many Sensory changes' that mandate prov1s1on of
specific environmental cues such as color codlng——blue for bath—

A room doors and yellow for dining room doors. The accoutrements

/' of aging must be part of the curriculum so that. they w1ll not . .
be. ignored in the process of priority- settlng for care. By
attentlon to accoutrements of aging, I mean——eye glasses,.
hearlng aids, dentures, mobility devices, shoes, and clothlﬁg—— ‘
that they be in working order, that they be in placebﬁthat they, \ .
are approprlately used at all times, that they not be neglected

" in, favor of attention to younger«patlents.

- -

Last but not least, are some ‘'of the skills critical to wgrking

with the elderly. Specific attentfon must be given to the skill

of pattern recognition--I cannot emphdsize this too much. Obser-
vations utilizing all senses and gearlng down one's pace to match
the pace of the elderly are essential. Pacing is also part of
commuriicating. Nurses need to develop skill in adaptlng to elderly
clients; the elderly should not be required to'do all the adapting.
Getting well and staying well requires much energy - Having to

fight an arbitrary and demandlng system that creates unnecessary
stress can prevent healing.' Body mechanics, lifting and moving, \

and range of -motion exercises, are basic skills which* séem to be




missing from today's nursing curricula. I urge that they be

taught thoroughly to prevent injury to nurses and patients.

New ﬁurses need to learn priority-setting--not just in theory ’ ~ )
~ but to become skilled in its practice. This is especiaily

critical in settings where the elderly must compete with younger

clients for the attention.of over—extended R.N.s. Skill is

needed in pacing an oldster through the day, alternating aotivity

and rest periods. Skill and comfort in deliberative touching 1is

important. The neophyte nurse also needs beglnnlug SklllS in

letting go——ln deallng with death, not only her own but also

that of-others. , :

A

If we are truly to grouﬂd our, uursing curricula in the present
and future realities of practice, we will have to accept the
gerontolOgrcal nursing 1mperat1ye Thls 1mperat1ve mandates
attention throughout,all programs. as opposed to relegation to

specialty status ’ o ' -

In clos1ng, let me refer you to a marvelous editorial, "Notes
on a Guide, to Gerontlc Practice" by Laurie Gunter, in the
August 1981 Journal of Gerontological Nursing. I wholeheartedly

endorse the need for the guide and suggest that it could be a

very useful adjunct in curriculum planning. ( " Ty
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 CURRICULUM CONSIDERATIONS IN BACCALAUREATE . e

nursing?" "What is different about the older client?" I ven--

’ theories, maternal and chlld health .or a myrlad of other OplCS

¢ <

AND HIGHER DEGREE PROGRAMS

H. Terri Browexr, Ed.D., FAAN.

Professor - ) i ’ )

University of Miami, School g ’
of Nursing

The toéic of gerontological nursing is important to all of us
who teach. ,hlthough ther newspapers and television assail us
weekly and sometimes more often about the many problems.the \
elderly have, we still debate "Should we focus our energies

and attention on it?" "Is' it necessary to teach gerontological
ture to'add that if we were dlscuss1ng ethical 1sSues, nurs1ng

. we would say how and where they should be placed in the currlculum.

Robert Butler c01ned_the term "ageism" to operatienalize
societal views of aging, and we in nursing, as a part of society,
do not escape these views. How many of us can say we are uncon-
cerned w1th advancing age in ourselves, with the pOSSlblllty of
loss of cognitive functlonlng, with loss of physical prowess,
with the occqrrence of one or more chronic illnesses? Many of
us will tell ourselves we don't.even think of these things, and
perhaps one methoo of dealing with these possibilities is’to
~deny that suchs/will happen to us. As death and dying, and
before that psychiatric or mental lrlnesses were dealt w1th
by denial in the curriculum--we preferred not to confront them-~
so do we now persist in not confronting the realities of geronto-
logical nursing. One nursing educator told me ."We don't need’
more ‘clinical experience\with aged people, we need pediatrics
and obstetrics. Let the nursing home industiy get their house : \
in order." 'The reality is, perhaps, that we are unrealistically | .
attempting to focus'too much of our clinical experience in
these areas--in the face 6f dw1ndllng births and numbers of ill

‘children. The reality is that we are an aging nation, and the

-
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. Miami in the fall of 1980. We pre- tested our instrument on the

sunbelt is a most attractive area to thousands of elders in-

mlgratlng to our states to spend their retirement days with us.

We may not llke that reality but it is a reality.

ATTITUDES, PERCEPTIONS, AND KNOWLEDGE .
Formerly I believed attitudes were the primary reason for nurs-

ing educators' failure to do more in gerontological nursing.

Indeed, one significant study (Kayser and Minnlngerode, 1975) , which
was replicated, has shown that the degree ofvstereotyping teachers
have of the aged is significantly linked to influencing their re-
spective students' attitudes. But I have enlarged my'thinking to
believe that it is the nursing faculty's perception of gerontological
nursing that limits development. Just as society relegates a(role-
less; low status position to the elderly, so is the content and
theory associated wi.h aging.assigned.to 4 low status in our cur-
riculum. Our perceptions of the lack of substantive content, the
lack of need, the lack of 1mportance-—as we all vie for our own

specialty content to be foremost-—are pers1stent and 1ns1dlous.

Working on this prenise,ﬁthat if nursing educators could be
shown that they lacked knowledge in the field and therefore could
not teach what they did not know, we developed a comprehens1ve,

cognltlve test in gerontelogical nursing at the University of

e

entire group of graduate students=and found that not one of these
registered nurses knew what an Areawide 7gency on Aging was. This
lack of basic knowledge results in nurses being frustrated when
working with older, clients.  These R.N.s did not even know where
to find out about community resources for older persons. We tested
our entire faculty, lncludlng our dean. Only one. person refused
to take the test-and’ that person remains the most obstructive to
any curricular progxress in gerontological nursing. We pulled out |
the higher scores of the two geriatric nurse practitioner faculty,
who in the past had taught the Geriatric Nurse Practltloner pro-
am, We left in the score of another self identified gerontologi-

gram,
cal nursxng faculty member. Lo and behold, all of the faculty

- | | ESS'
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scored at about 50 percent, just slightly above our senior

level students.

In an attempt to devalue the evidence we were gatherlng, one
esteemed nursing academician said to us, "That, _proves nothlng,
I1'll bet if you gave us a test in any major we'd score the same
way." Well,. I doubt that. Our testlng of a téchnical school'
faculty found that they scored below our senlor level students,
so our students were learnlng more than we had thought they were
learning. Perhaps what was more revealing were the content areas
found on item analyses that were missed by our faculty. Less /
than 50 percent of the fadulty were able to identify ;ormal aging
changes in such areas as urinary or thermoregulatory function.
Less than 50 percent knew the differences between reversibIe or
acute organic brain syndrome and irreversible organic brain syn-
drome. Less than 50 percent knew about the assessment and inter-
vention of hearing loss or interviewing and counseling the older
adult on such items as loss,’grief, and reducing feelings of
helplessness. I was surprised to see that between 50 and 75 - }
percent of the faculty did know about community resources for the

aged because, as yet, they were not teaching it.

The CBS evening news of July 31, 1981 spotlighted nurses'
attitudes in South Florida. They interviewed several diploma
students whose idea of caring for older persons was that you
work very hard and then they all go and die on you. The“reporters
found that none of the 150 graduating seniors from the current or
prior Jackson Memorlal School of Nursing's classes\chose to work
with older persons . Our recent Un1vers1ty of Miami alumnl sur-
vey found that only 41 percent of our graduates felt positive
toward gerontological nursing, and of these only 4 percent felt
very positive as contrasted with 15 percent who felt very nega-
tive. Since graduatlon only two of these nurses had taken any
coursework or attended workshops involving the care of older
:persons, and the highest percentage (31 percent) of the respon-
dents nated the older client as the least desirable of any agez . .

group with whom to work. o K

/
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Is it any wonder that those of us who are attempting to teach
the gerontological major in graduate educatlon are faced with_
crltlcal recruitment difficulties? Across the country I f£ind
the same story; all of us who are involved with graduate and
undergraduate gerontologlcal nursing education find an uphill"
battle of subtle resistance, negative socialization of students,
and a dearth of graduate nurses wishing to work -with or study
the nursing care of older persons. .What irony in light of
the reality that this age group is the largest single user of

nursing services!

Florida has the highest proport.ion of older persons among the
50 states. In some of our counties at least 40 percent of the
populace is over the'agé of 65, and cufrently iS,OOO older per-
sons per month are migrating across our state borders. Primarily
as a result of the nursing home industry's pfessure in 1975,
Florida became the first state to mandate the inclusion of

geriatric/gerontoloéical nursing content in all nursing programs.

A STUDY OF GERONTOLOGY IN NURSING 'EDUCATION
Through my role as the nurse mémber of the Long Term Care .fask

Force of the State Health Coordinating Council, in 1980 I sur-
veyed the deans and directors of all the generic R.N. programs
in Florida to investigate the strength of faculty preparedness
and content inclusion in gerontoloalcal nursing. It was neces-
sary to lelde the results between technical and proféssional
level education.* Several of the technical schools' deans and
directors did not perceive gerontological nursing as a cllnlcal
nursing specialty on the graduate level, and when asked to identify -

their faculty's nursing preparation at the graddate level, -they
identified those who had preparation‘in gerontology. A gerontology
degree is taught as a multidisciplinary dlsc1pllne comprised of

teachers who are predominately sociologists and psychologlsts As .

-such, there is no gerontological nursing theory taught and the

e degree and diploma’ programs) N = 24,

RN Baccalaureate programs) N = 9.

*pechnical programs (associat
ProfeSSLOnal programs (generlc




student may or may not apply this theory to nursing. None of
the programs in the state had a faculty member prepared at the
graduate level in geroﬁtological nursing. However, we in the
south can be proud that the first gerontological nursing program
was started at Duke in 1972. As of 1980, there were already 41

graduate programs in the major in the United States, with seven

located in the SREB states.

- The study I performed again supports the lack of perception of
need for preparafiqn in gerontological nursing on the part of

these leaders.. Only one of the professional level deans stated
that most of her faculty needed further preparation in geronto-
logical nursing. One technical level leader, whose nursing faculty
lacked any. graduate preparation, thought all of her faculty had
sufficient expertise in gerontological nursing. At the technical
level those directors who tended to have well. prepared faculty

also perceived their faculty as not needing any further preparatlon

There is a mlsperceptlon on the part of the leaders if one were
to match the percentage of aged clients they believe their students_
are caring for (Figures 1 and 2) with known statistics of morbidity,
length of hospitalization, age of clients in health care facilities,
and the, percentage of time students are spending with aged clients.

‘The greatest degree of morbidity with longer recuperative stays
occur in persons over the agé of 70 and this is also the fastest

.growing segment of persons in the United States. For example, at

Mt. Sinai Medical Center on Miami Beach as of 1979, 73 percent of
their total patient days were taken by patients 65 years of age

or older; 44 percent were found to be over the age of 75
This figure would be higher if taken today. Hospltals in areas
where the concentration of age is even greater would have a
.greater proportlon of older patlenﬁ Other health delivery ser-
v1ces that are categorically llnked to medicare reimbursement,

uch as home health services, serve a predoginately aging clien-
tele. There is a miscalculation, unless faculty purposefully go
out of their way to identify and preferent%ally assign (and thereby

sxrtly socialize) students to caring and working with youngeXr age

clients. 51
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Figure 1

PERCEPTION OF TIME PROFESSIONAL STUDENTS SPEND WITH
VARIOUS AGE CATEGORIES OF CLIENTS '

Percent of Time
30
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(10%)

°

0-20 20-50 50-60 65-75 75+ Age of
Clients

Number of professional programs surveyed: 9
Number responding: 5 (56%)

a Figure 2

PERCEPTION OF TIME TECHNICAL STUDENTS SPEND WITH
VARIOUS AGE CATEGORIES OF CLIENTS

Percent of Time (30%)
30
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(26%)

(15%) (11%)
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Clients

Number of technical programs surveyed: 24
Number responding: 17 (71%)
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A number of leaders from both types. of programs perferred faculﬁy
development in gerontological nursing to be obtained via a certifi-
cate in geriatric nursing. The only Geriatric Nurse Practitioner
program in the state, at the University of Miami School of Nur'sing,
was a highly technmical program created to expand nurses' diagnostic
and management SklllS and responsibility and lncluded no research -
component in gerontologlcal nursing. While there was some theory
in gerontological nursing, this was small when compared to the
emphasis on theory in éeriatric medicine.f The thrust, somewhat
due to funding emphasis, was on primary health care and therefore
the program had little to no focus on institutional care. This is
less than the type of preparation a nursing faculty member should
have. However, there was not a perceived need to have facﬁlty
members prepared in the gerontological nursing major at the
graduate lgvel. It is, therefore, doubtful tﬁat the leaders

would seek out faculty prepared in geronfological nursing.

Tables 1 and 2 reflect gerontoipgical nursing content in the
programs. As can be seen, gerontological nursing consistently .
takes a back burner. Only one professional and two technical
programs required a specific textbook.in gerontological nursing,
even though there were at least nine textbooks publiched in the
specialty in 1980 alone. I was informed by one‘technical level
dean that they teach through the modular approach and, as such, ‘
they do not require texts for all areas. I have to ask: Do the
required readings as indicated through the modules_allevéate

the necessity of students purchasing a text in mental health or

one in pediatrics?

STRENGTHENING GERONTOLOGICAL NURSING IN THE CURRICULUM-
What should we do to begin to increase the theory component

and better integrate gerontological nursing? First, we have to
perceive that there is indeed a need to'ﬂo more, and it is a

given fact that not all nurse educators will perceive this.

_EQen when it is perceived, not all will want to proceed in im-

proving content or faculty's preparedness in the specialty.




TablelI

)

‘ PROFESSIONAL GERONTOLOGICAL NURSING CONTENT

GERONTOLOGICAL NURSING CONTENT YES¥* NO¥*

Specific Modules | ) "'3(60%) 2(40%)
Group Modalities . 4(80%) 1(20%)
Specific Text 1(20%) 4(80%)
Specific Bibliography ) 2(40%) T 2(40%)
Student Clinical Experilence 1in 5.(83%) " 1(17%)

Nursihg Home

Course in Human Development 3(60%)
With Aging Content

. Number of professional'programs survéyed: 9
Number responding: 5 (56%) -

*Not all respondents answered all questions. -

Table 2-

TECHNICAL GERONTOLOGICAL NURSING CONTENT

-

GERONTOLOGICAL NURSING CONTENT ‘ YES* NO*
specific Modules 8 (50%) 8 (50%)
Group Modalities 9(56%) 7(44%)
specific Text 2(128)  14(88%)
Specific Bibliography 15 (94%) 1(6%)
Student Clinical Experience in «15(100%)

Nursing Home ,

Course in Human Development 9(75%) 3(25%)
With Aging Content

Number of technical programs surveyed: 24
Number responding: 17 (71%). - .

*Not all respondents answered all questions.
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I suggest that there are two essential elemeats in improving
your curriculum. First and foremost is a leader wﬁo perceives
the need and will spearhead tlie thrust. Second, you can con-
sider yourself fortunate if you have one or more faculty mem-
bers who are interested in learning more about gerontological
nursing. You are even more fortunate if you have one who has
been prepared at the graduate level in gerontolegical nursing.
Slnce there are so few faculty members adequately prepared and
lnterest alone does not assure adequate preparation, many rn— .
terested faculty members have difficulty in speaking up or know-
ing howtto go about increasing theory in the specialﬁy. Also,
gerentplogical nursing is usually a secondary interest to their
primary specitalty. , . ‘ -

A partiaular problem'may be the opposition from other stronger
or more numerous faculty from ether specialties. Additionally,
gerontological nursing faculﬁy most often are not given adequate‘
time to devote to the speclalty, consequently it is an add-on to
other teaching responSLbllltles It will be up to the leader to
guide and encourage interested .faculty, to run interference with
faculty who have a lack of knowledge or who may harbor agelstlc
attitudes. Do not expect faculty tq acknowledge ‘negative stereo-
;yping. 15 September, the nursing consultant for our undergraduate
gerontological project met with faculty from the first two curricu-
lum levels to discuss how to combat ageism in themselves and nurs-
ing staff and how to identify and impxove current- integration of
gerontological nursing content. Faculty from both levels denied
that there has ever‘been any ageism found in either themselves
or any clinical agency staff. The socializing of nurses teaches
them to deny the existence of prejudice. Yet, on one level,
the term "senile" was found in the syllabus outline, a derogatory,
non-descriptive term. The nursing term "cognitiQe impairment"
was suggested as a substitute. Our use of negative stereotypal

terms of the aged are difficult to lay at rest. We were social-

ized to use them while we were students.
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When considering curriculum for undergraduate baccalaureate
education, you must begin by identifying what is currently in
the curriculum that can be consid8red unigue to gerontological
nursing. You may be teaching some content under adult health
that with a sllghtly altered emphasis could be cons1dered older
adult content. A lot‘of faculty will say‘ “"Hell, since it

is already there, there is no need to do any more." What is °

‘needed is a greater degree of emphasis on the older adult so

that students see that we value caring for that person.

. The. most important contemplation will be on asking yohrselves,
"What content/clinical experiences can be added or altered that
will assist students to develop positive, caring attitudes toward
older persons?" We have to help students become aware of,

as well as develop positive feellngs about, their own aging. I

believe we can do thls only if we ouxrselves have positive reelings

¢

¢

about our own aglng

*

One problem is content organization; for example, death and
dying content is usually associated with content on the older
client. Aglng in 1tse1f is a frightening concept espec1ally
when, as nurses, we tend to channel our thoughts and perceptions .
into one of seerng aging as a decremental process, primarily be-

cause we are daily confronted with ill older persons. When we

_ place two emotionally laden content topics together, where the ’

student has difficulty in coping with feelings, we can easily end
up with a negative associatron. Death can occur at any age.

When we analyzed the gerontolo@icalmnursing content at the -
initiation of our project last year, we found that there was
less taugﬁt because of overlap. Three levels were teaching
normal aging processes but no one got around to teaching patho-
physiological content. For example, we are only beginning to
teach about acute and non-acute organic brain syndromes. Yet
it is a disservice to the client and leads to less specificity

in nursing interventions when a more definitive diagnosis than
organic brain syndrome is not taught at the graduate level.
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Although we were using home health aéenoies for one of the major ’
clinical experiences in community health, community resources
\ specific to the older adult were not being taught. Nurses who
work in these agencies identify resources through a trial-and- '
error process coupled with a Qreat deal of fﬁﬁstration which
¢ould have been alieviated if not eliminated, had they learned

!

"resources whlle they were students.

I believe it is important to begin students w1th a more healthy,
‘better adapted, older client group in the communlty in order to
provide them with SUCCPSSful roles of older persons. When teachlng

-

mental healfh concepts, the aging populace 1s a readx group in T T
whlch to integrate content. Not only can the full range of psy-
chlatrlc mental disorders_be seen in th1s group, but psychosoc1al

princ1ples are of utmost lmportance 1n 1nteract1ng with long-term .,

¢

care residents. Unfqrtunately these are not stressed when we
relegate the nursing home clinical to the fundamental or beglnnlng
levels of student eQPerlence . The nurs1ng home is an excellent s
site to prov1de students with expeience in remotivation, reality
orientation, or reminiscence groups Students can gaJn invaluable
experience in leadershlp theory in"a nursang home, where nurses

have more autonomy for dec1s1on maklng than in acute care settlngs.
Nowhere is there a more needed place for students te act as change
catalysts. Why is it that these are such neglected clinical re-
sources? We say, "Oh, we don't want our students to be ekposed

>

to such inferior nursing care," or "It's a great place to pigck
up technical skills." Technical skills can be picked up at any

point in the student's &ducative process, but it takes more ad-
vanced skills to be able to function effectively .in the nursing
home setting. I believe a great deal more emmphasis has to be \
" given to upgrading the quality of care and providing leader-

ship in long-term care at both the graduate and undergraduate
levels. I would hope that funding initiatives, such as the

recent one fron the Robert Wood Johnson Foundation, will begin

to show nursing faculty what we can do in these settings.




Teaching and counseling for older persons is an important

topic for graduate education.

Another curricular thread for a

number of programs is the use of advocacy process in working . .

on behalf of
This process
dilemmas and

if carefully

or in conjunction with a group of older persons. -

assists studénts in identifying with partlcular
problems older persons face in our society and,

selected, gives them some experience‘in the .

political arena. Performlng a life review can hel lp students to ’
become aware of the rlch hlstorlcal material that the older
person possesses and is willing to share with interested

11steners Graduate students need to be able to analyze

£

J€ase(1four graduate and .undergraduate students.

theorles and 1nterpret nursing models as conceptual frameworks

when worklng with older persons. A central thread to graduate

programs is the research component, for it is through theg,..gene-

ratlng«of new gerontologlcal nursing theory that the major w1ll

grow and strengthen. <

I believe that a great deal can be done if we can convince
and motivate faculty that they need to learn mbre.ln the
specialty, that we must improve the soclalization and knoWledge
We can‘begin .
y looking at.the strengths of our 1nd1v1dual schools and our

particular region. I- have, found it very helpful to have an

~outside consultant work with faculty, no matter how much expertise

there is at hand.
on as they expand their.knowledge in the field.
the potential‘of what we can do to improve our curriculum and

Specific goals must be set, for faculty to work
I'm excited about

nursiﬁé programs in gerontological nursing in the South.

N -
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GERONTOLOGICAL NURSING: ‘ .

CURRICULUM CONSIDERATIONS IN ] | LT

ASSOCIATE DEGREE PROGRAMS ) .
< Y

Mary Jean Etten, R.N,., Ed.D. T .
Professor - . s .

~ 8t. Petersburg Junior College ‘ o \ ’ o

School of Nursing . ‘

. -~

Most graduates of associate degree nursing Drograms devote a .
large portion, if not all, of their nurs1ng careers to ?aring ) R
for older adults ln acute care, long-term care, cllnlc,iand '
home health care settings, where elderly reg:esent the majotrity
of clients. Present health manpower needs.of this agé.group are
well illustrated by the follow1ng statlstlcs. Each year about
500,000 persons reach age 65, 20 percent of whom have serlous
disabilities. It is predlcted that between now and the year 2000,
the 65 to 74 age group will lncrease by almost 20 percent or
about 17.4 mllllon ﬁ&rsons, the 75 to 84 year—old group will
Mouble to 10.6 million; and those persons 85 and older will ‘es-
calate by 80 percent to 3.8 million individuals--this represents
a grand total of 28.8 million older adults.l Not only are these
individuals more llkely to exper;ence multiple health problems,*
those over age 75,  or about 14.4 million, are considered to be
ln a hlgh -risk’ group, since they are three times more llkely
than younger persons to require a, mult1p11c1ty of nursing, medi-
cal, and social services. To meet this demand, authorities
estimate nearly one million addjitional ngrsing home beds will ’
be needed in the next 20 years. This estimate does not reflect "’

health care needs of elders in other se?tings.

~

h The physical and psychosocial needs of older adults are the
most complex of any age group. Such complex needs demand a thorough

. . [ - . )
knowledge of age-related changes and unique responses to homeostatlc”

disruptions, as they interface with established and changlng social
and psychological patterns of a llfetrme. '

¢
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. Associate degree programs are respons1ble for educating about
41 percent of all registered nurses in this country.2 Needless
to say, our responsihility as educators is great when consider-
ing the pressing néeds of our older population. radltlonally,
in response to health care needs of a young nation, we have
focused on and tested graduates in medical, surgical, and~ psychl— .
atric nursing; nursing of children; and matetnal-child nursing. ‘
Now, however, that nation is growing old, and health care needs

are rapidly changlnq

-

Data apound substantratlng the numbers and status of older
adults in our country.. While their needs are many, I have chosen
to concentrate on a few priority areas, namely: attitudes toward
aging; faculty selectlon and preparation; curriculum development

and unigueness of gerontological nursing content. : .

Gerontophobia, precmpltated by soc1ety 'S glorlflcatlon of youth
and the denial of both aglng and death, brought forth a generation
of students, faculty, deans, and directors, whose attitudes and
reactions toward aging are often far from pgs1tlve. Can it be ) ]
'that, consciously or unconsciously, we tend to think that avoiding /

any confrontation with aging and death can stave off our own aging

and demise? As surely as we are here together today, we are all !
experiencing aging and will in the future die. Furthermore, in
our old age and dying process, as nursing educators, we will ex-

pect and demand the very best nursing care.

- Aﬁong other factots, then, our own attitudes toward aging and
S our feellngs of hopelessness and helplessness are reflected in
nursxng programs that perpetuate the cure model of nurs1ng care
rather then one that is directly related to health needs of
older adults. The urgency Sf need for a different philosophical
~and practlcal model daily becomes more overwhelming in confront-
ing care ‘giver's negative attitudes, m1s1nformatlon, and 1ack of

13

understandlng and caring for individuals in later- stages of-

the life cycle. ,




Our own response in instruction for aging is reflected also
}ﬁ the students we graduate. Whiihite and Johnson report nega-
tive faculty attitudes directly relate to negati;e student
attitudes.3 Vogelberger describes the experience of instructors
who find, it difficult to.adjust to this clinical area( complain-
ing about depression and a sense of sameness.4 Are tﬁese outcomes
not probable if the instructor does not choose this specialty and
is not prepared with an adequate knowledge base? Persoﬁally I can
document the negative impact of faculty appointed to teach in
areas for which they have no interest or educational preparatlon.

The outoomes inevitably are dissatisfaction, boredom, frlght

and even fllght.

~

Some educators view gerontologlcal nurSLng as a simple lnstruc—

tional area, dev01d of compllcated procedures, intricate machines,
A

and acute client problems. In reality, it requrres an extremely

high level of knowledge,’expertise, anounding enthusiasm, and

. resourcefulness to make a positive, lasting impact on students.

Furthermore, developlng a course in gerontologlcal nursing is
conSLderably more than presenting only theory and concepts. It
demands examlnlng andachallenglng students' :feellngs and attitudes

toward aging. ‘ .
. - .
The philosophy of early associate degree nursing education held

+hat graduate§ should be prepared as generalists and tauéht by

‘taculty who were generalists. In our efforts not to emulate the

medical'model, nursing education has tried to adopt an integrated
approach to curriculum development that calls for expert knowledge
in many fields. As Opal Hipps so cogently writes, "I can see
nothing to be gained by taking a skilled specialist and trying

to turn him into a mediocre generalist."5 Perhaps more than any
other area, gerontological nursing cannot survive iﬂ/an integrated
curriculum taught by instructors who care or know little about
older aduits. Presenting bits and pieces of aging theory and
practice throughout a nursing program by disinterested faculty
significantly dilutes the content. A viable course in geronto—

logical, nursing, in my mind, demands that theory and content.’

s




be taught concomitantly by competent, well-educated gerontological
nurse instructors who can act as resource persons and role models
for other instructors. Such an approach is supported by the re-""~
search of Robb and Malinzak and Brower. 6,7 Gunter and Estes, in

thelr book Education for Gerontic Nursing, further support this

presze 8 1t is easy to see why some nu-se educators look upon
gerontologlcal nursing as borrowed from the major clinical con-
cepts. However, these individuals fail to reallze that research
has uncavered a substantial body of knowledge unigue to the aging
process:‘ ’ '
I WanE to- speak to .the point, now, of my own ideas related_to
s the placement of a course in gerontological nursing. " Students
cannot ‘be expected to function in a long-term, multifaceted
health_care setting ‘during the first year of associate degree T
, education-. Ass1gn1ng beginning students to a nursing home to
learn basic nurs1ng technlques greatly overwhelms students and
ofteh tends to enhance negative attitudes toward aging. Only
students thoroughly grounded in the psychosoc1al and biological
~sciences, and nurs1ng theory and practlce can be expected to under-
stand or 1ntelllgently assess.and intervene in the complex
health care needs of older adults. Without this background we
 are doing a grave dlsserv1ce to the elderly, while turning away

the student and eventually the graduate from ever serving in

this area. ’ _ ’ : %

Thus far I have summarized major points relating to gerontolo-
. glcal nursing educatlon. Next, I will share with you a geron—

tologlcal nursing course I developed and taught for the past

five xears in Florida's St. Petersburg Junior College, St.
Peteerurg campus nurs1ng program. 9 fThe course is based on

certaln premises:
; 1. Since attitudes underlle behav1or, this course is
deS1gned to promote pos1t1ve student attitudes: toward
e aglng

v
3

2. Since considerable emphasis is placed on earlier aspedts
of tHe life cycle, this course concentrates on middle age

and mlder adult developmental levels.

70 | :
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3. To effectlvely intervene with ill middle-aged and older
persons, it is neeessary to- understand healthy adaptatlon

to normal aging by studying elders living productively in
the community.

4. The, thorough study of gerontological nursing involves
consideration of healthy older persons, their response to
illness and, finally, their death.

5. Holistic nursing care of elders requires knowledge and
understanding of interrelated psychosocial and biological
needs along with their implications for nursing intervention.

6. To effectlvely intervene, students need to utilize the nurs-
ing process in meeting total rehabilitative needs of mlddle—
aged and older adults. .

7. Since therapeutlc communication enhances effective outcomes,
students will learn how to effectively communicate w1th and
teach older adults.

8. To promote overall health, students learn methods of health )
promotion, disease and accident prévention, plus the effective
use)of community resources. .

The three-credit-hour course is developed arcund the brdad nurs-

" ing problem approach and the ANA Standards of Gerontological Nurs-

ing Practice. Since nurses often equate aging with illness, the
theory class begins with a presentation of healthy old age. ToO
reinforce these concepts, a panel of older persons speaks to the
class, showing tneir personal philosophies of living, aging, and
dying. Student responses to this panel are overwhelmingly positive.
To further enhance this aspect, students interview a healthy older
person in the communlty Over a period of three weeks they assess
developmental stages and complete nutrltlonal ‘and drug assessment
studies. A psychosoc1al or physical problem is 1dent1f1ed a
Eeaching plan developed and taught, and referrals are made to
appropriate community resources if indicated. Students study the
variety of community resources available, along with methods of

initiating and advising of such services.

‘The many possible age-related changes in each body system,
and unique responses of elders to disease along with therapeutic

and rehabilitative methods of intervention, is presented next.

Since pharmacotherapy and nutrition have a direct impact on the
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healthgor illness of an individual, knowledge of elders' re-
action to chemotherépy is considered thoroughly, along with

important aspects of adequaté nutrition.

_In an effort to understand older adults' needs holistically, two
units deal with the psychological and social aspects of aging.
The psychological aspects of aging include mental health problems
and the various interventions. First of all, students study the
developmental tasks of middle and old age, in addition to person-
ality, learning, intelligencé, and therapeutic communication.
Since sensory changes so crucially inpact in elders' adaptation
to living, I developed_a module on informing and sensitizing '
students about sensory losses of aging. A filmstrip and lecture
presents the age- ~-related changes; a videotape shows an empathetic
model of sensory deficits. Students then experience s1mulated
senso;y losses for each of the five senses. Following this ex-
perience they discuss spec¢ific ways of identifying sensory losses,
therapeutic approaches, and methods of stimulating the senses.
Considerable attention is given to common mental health problems
experienced by older lnleldualS, where both psychosoc1al and

pharmacological therapies are addressed.

Understanding -sociological aspects of aging is vital in planning
comprehenSive nursing intervention. Therefore, theories of aging,
social theories, demography, myths; and stereotypes of aging,
family, religion, cconomics, housing, retirement, leisure activi-
ties, transportation, ethnic and minority groups, -and advocacy
are included in this unit of study. Students’also oomplete a

‘learning-module I developed on teaching older adults.

In an effort to cons1der all phases of the life cycle, the
physical and psychosocial responses to dying and loss are studied.
In~-class exercises prompt students to examine their own feelings

and reactions to aging and death. Furthermore, the unit includes

elders' commonly experienced emotional reactions and coping,

_mechanisms. Finally, we consider holistic nursing interventions

and the hospice model of care for the dying. .
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The clinical poftion‘of the course corresponds to the theory.
In addition to the experience with non-institutionalized older
adults, students rotate to a 240-bed Veterans Administration
nursing home where they are assigned to residents. While there,
students attend a multidisciplinary conference. They interact
with and obéerve nurses, including a geriatric nurse practitioner,
physical, occupational, and recreational therapists, dietitians,
~and social workérs--all of whom are excellent role models. T
Attendance and partiéipation in a variety of therapies and
treatment modalities is encouraged. While in this clinical are%i
students complete a total health and nutrition assessmént, from
which they identify client problems and appropriate interven-
tidn;. A %riority problem is selected and a teaching plan
developéd and implemented. While there, students also select and
carry out an appropriate psychosocial therapy. Pre- and post-

conferences with staff are exciting and stimulating.

I assign each student to care for a dying, middle-aged, or
older adult and family. Since this is a sensitive and important

area- of expertise, students prepare by reading and viewing
seleéted readings and visual aids. Pre-conference sets tpé stage
for a person-to-person encounter with the dying older adult and
family. It is‘difficult to explain the tremendous import, aware-
ness, and positive outcomes this has on students, while requiring

constant attention and sensitivity on the)} instructor's part.
Yy 1 X

Last, as a part of the theory and clinical portioné of the
class, the stSdents, along with the Multiservicé Senior Center,
sponsoxr a Health Fair. Students select topic-related and age-~
related changes and common physical and psychosocial problems

" of aging. Each group, in conjunction with various community
7resourées, develops attractive booths, following a particular
theme. Health screening, such as blood pressure and diabetic
screening, and skin, mouth, and foot assessments are offered.
Elders and children assist students in the booths where health
teaching demonstrations and referrals are made available. About

1,000 older persons have attended this fair twice a year.
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Developing and teaching a course in gerontological nursing
is not easy. It takes much time to define and write the
necessary content and learning strategies. Beyond this, it
requires great enthusiasm and love for older adults and an
eagerness to share this with students. I believe only instructors

with these characteristics will make a notable difference.

During this presentation I have identified and discusSed several
areas of reievancy in regard to gerontological nursing at the
?
associate degree level. Following this I showed a method by which

such a course has been developed and is being taught.

Finally, in closing, I challenge each and every one of us to
set aside our fears and look realistically and ho: stly at the
averwhelming need. oMay this need prompt us in the Southeést
to begin a new era of innovative gerontological nursing education.
From the master's level educators, we need more programs to bre—
pare gerontological instructors. From the baccalaureate and
associate degree levels, we need a commitment to search for pre-
pared, enthusiastic faculty and the fréédom to develop model .
gerontological nursing courses. Last, from the Southern Regional .
Education Board, we need the leadership to help ﬁake all this

-

possible. Now is the time for action.
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\FAbULTY'MEMBERS' INVOLVEMENT IN A

GERONTOLOGICAL NURSING PROGRAM:
DUKE UNIVERSITY SCHOOL OF NURSING

Ruby L. Wilson, R.N., Ed4.D.
Dean, School of Nursing
Duke University.

. Fof over 25 years the School of Nursing at Duke has partidipaéed
in the study and care of the aging. There ‘was. minimal involve-
ment in 1955 when undergraduate students assisted with the
physical examinations of the now-famous longitudinal study of
the Center for Aginé and Human Development. From that time
there has been progressive involvement and in the mid—l9603
Dr. Virginia Stone developed at Duke the first gerontological
master's nursing program in this country. Dr. Stone has sefved
as a\state, reg;onal, national, and international consultant in
aging. and has also participated in the two White House Conferences
on Aging. She is now retired as a faculty member but continues

to be an active consultant in.aging.'

A number of graduates of our gerontological master's program,
as well as current faculty, have been and are influential 1) in
policy making at the state and federal levels, 2) in the estab-
lishment of standards for gerontological nursing practice,

3) in the development of curricula with aging content, and

4) in the establishment of clinical services for the healthy
aged, and the sick aged. As students:have graduated and

moved into'these and.other leadership positions in various
settings, they continue to call upon the faculty as consultants
to new and ongoing activities in aging. Thus, the colleague
relationship established between graduate students and faculty

‘has served to cement professional relationships and provide

collaboration in clinical practice, research, and, education.

The graduate nursing courses in aging are open on a selective
basis to medical, political science, clinical psychology, and
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divinity students at Duke, depending on the focus and the par-
ticular interests qf these non-nursing graduate students. In '
addition, graduéte nursing students from the University of

North Carolina at nearby Chapel Hill have been enrolled in these
courses through our interinstitutional agreement. As the gradu-

ate program continued to grow, it soon became evident that, in

order to develop the interest of nursing students early ‘in théir
professional preparation, ét least one elective course'at the
undergraduate level was essential. Because of our interest in
dgveloping positive attitudes toward the aging in the general
population, a course entitled "Introduction to Gerontology" was

" developed and opened to all university students at the lower
division level. This has been very successful and has provided an
opportunity for nursing and non~nursing students to beconie acquainted
with the field of aging as freshmen and sophomores, in addition to
having obportunities to. interact with a number of senior citizens on
‘a continuum. A number of courses in aging are available “to upper="
class and graduate students in nursing, providing for either a

concentratlon ox spec1allzatlon in aging. .

-

In addition to teaching courses with specialized content
relatlve to aging, the faculty also serve as clinical preceptors,
sponsors of independent studies, and advisers for student re-
search. The faculty consist not only of those whose foremost
responsibilities are in teaching §nd research, but also thcse
nurses in the clinical practice settings who qualify for clini-
cal faculty appointments. Appointees as clinical faculty are
nurses with a mlnlmum of a master's degree in nursing and who
meet other quallflcatLOns for beginning or advanced rank
appointments as faculty members through the Board of Trustees.
The contributions .of the clinical faculty members are valued
not only through théir on-site clinical preceptoring and role
modeling, but also through their provision of lectures, seminars,
discussions, énd Véribus modalities of consultation. Dependent

on their percentage of distribution of responsibilities in

7

<




&

clinical practice or teaching, a proportdion of faculty members'
SR salaries may be shared by the Siéool of Nursing. However, this
is not true En the majority of instances. Instead, there is a ¥
mutual understanding and agreement with the chief administrators
of the ¢linical agehcies and the School of Nursing as to the o
* type and extent of personnel involvement. For example, one
faculty member teaches an‘elective course each academic sémester;
participates in faculty committees and student advising, but the
vast percentage of her time is in serving as the nurse élinician
in the OARS-GET Clinic, a multidisciplinary clinic for a cohpre—
hensive approach to the care of the aged (OARS = Older Americans
Resources and Services, and GET Clinic = Gegiatric Evalugtion
and Treatment €linic). However, during the time the faculty
member is in the Clinic, she may also be assisting undergraduate'
and graduate students with clinical experiences. In thig‘instaﬁce, ..
it is difficult to separate what percentage of her time is invol-
“ ved in educational activities and what is purely olinical care.
In éddition, she is involved in research, contiﬁuing education,
and assisting with other aging-related activities of the School
of Nursing and other components of the Medical Center. During "~
the summer, when this faculty member has decreased teaching
responsibilities, she has additional time for clinical practice,
as well as researcﬁ and publication. There is a sharing of

salary in this instance. . .
«

Another example is a clinical specialist in geriatric nursing
at the Veterans Administration Medical Center-Durham who, having
spent time as a graduate student in the OARS~GET Clinic, used'it

- as a model for developing a similar multidisciplinary clinic in
the VA facility" The vast majority of this clinical faculty
member's‘time is spent in clinical practice; however, she also
sexves as a c}in%pal preceptor to undergraduate and graduate
nursing studeﬁts, offers lectures in appropriate courses,

serves on a Medical Center committee to implément a Long-Term

Care Center, and assists with continuing education activities.
In this instance, there is no remuneration provided by the
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School of NurSing (One of these nurses became interested in aging

- while an undergraduate at Duke and returned through spec1al'
arrangement in her master's program elsewhere for a semester of
study- at Duke, the other nurse concentrated on aging while &

™~ graduate student at Duke. ) A < ‘ T

v a .

Because of(mutual and complementary interests, a gerontological
interest group of faculty and clinical specialists has been formed
and students are invited to participate. This group meets every )
other week over a brown-bag lunch and serves as a forum féi" .
1) sharing ideasl concerns, and publications relative to aging r
¢ issues; 2) presentation and discussion of research protocols, .
and 3) constructive criticism of paper presentations to be .
delivered elsewhere to profeSSional groups.- It is a point of -
_professional interaction for those involved in teaching, clinical,
and research pursuits relative to the aging. Faculty and clini-
cal spegialists have received encouragement from each other to
obtain ANA certification in geriatric nursing, and. the collabora- S
tive efforts, dealing with the collective strength of individuals ' ’
and the group as a whole, have fostered a cohesive group of
faculty clinical practitioners, and students. It is members of
this group that have provided strong support on behalf of nuresing
for the planning and implementation of a Long-Term Care Center
at Duke through the AoA (Administration on Aging). - - .

_ This AoA project mandates an interdisciplinary approach, and
,thus far nursing, medicine, physical therapy, and SOClal work
are the professional disciplines involved. The Chief of Nursing

SerVices for the Veterans Administration Medical Center-Durham,
who also holds a faculty appointment, and I serve on the Advisory
Committee of this project. Faculty members reoresenting each
of the aforementioned health provider groups have been meeting
during the last year to identify competencies in the care of
aging that should be common to all disciplines, and those that
should be specific to each. 'As you can imagine, thls has been
a difficult task. fThe group has had to deal with competencies

not only within and among the inyvolved disciplines, but also

Q




competenCies according to the beginning and advanced levels

of learners in each, as well'as on a continuing education basis -
‘o

Traditionally, nursing has had a more structured curriculum

than has mediCine, and the logistics of implementing such a'

However, the faculty group is not only more informed about each .
other's roles and functions, but increased mutual respéct for

\ theicontributions of each of thexhealth,prOVider groups has .,
. \ . also emerged.‘wﬂ-:m Co . '
Lo As an outgfowth of this curricular project, the Duke nursing
. faculty members proposed the exploration of a network program
in aging for the baccalaureate and higher degree nursing programs
in North Carolina. This was enthusiastically supported’by the
12 deans of the involved schools, and representative faculty
members from each school had an initial meeting in'late spring
of this. year' The participants were unanimous in their agreemen
that an overall negative attitude toward aging on the part of

\ the majority of their respective faculty groups was the major

Y
—

| ‘barrier to the ‘inclusion of content on’ the care of the aging
| in their respective curricula. This, in addition to expressed
territoriality for traditional clinical content has been suc-
"'cessful in keeping geriatrics out of their programs, in either~
. n integrated or focused manner. In order to help resolve this
situation, the Duke faculty group decided to plan a two=day
cpnference with the assistance of external nursing consultdnts
and selected Duke nursing faculty. Thié included faculty
appointees from Sailors' Snug Harbor at Sea Level; North Caro-
_lina: and those located on the Duke campus. _In fact,
one of those participants was' Charlene Connolly Quinn, who is
one of several Duke alumnae participating in this regional
program on aging. The.enthusiasm of the presenters who

are knowledgeable in aging, ekposure to the OARS-GET Clinic as
e\l.earning resources,

a clinical experience facility, displays of
#nd high interest of the attendees all ‘contributed to a highly
successful conference. One immediate outcome was that this

\ curricular program are still in the procéss of development ) : ,:




. network of faculty members expréssed a desire to organize
and meet at least twice a'year/on a regular basis. Between /
these intervals they are aware they 'can utilize each otHler ‘as »

well as the specific resources from Duke as they have need<‘ . )

o

Based on this statewide networking program, there is now a prq—'
,posal to consider a three-~state regional network prograq/in ‘
aging. These three states are North Carollna,*South Cafollna,'
< ang, Vlrglnla, the same regional area in which schools with
master's programs have organized the Vlrglnla/Carollnas o ) .
Doctoral Consortium in Nursing. It is possibie that, as:a -
' result of the interest expressed in this particular'Southeastern
regional meeting, other intra-regional interest groups may form, .
and this could lead to a Southeastern Regiona& Geriatric Nursing
Conference :on an annual basis. This format could enhance
: collaboration in curricular as well as research»ana practice
% ’ ~ endeavors related to aging. It would also be an approach to
meeting the need for dlscuss10ns formerly prov1ded durlng the
: expens1ve natlonal conferences, which will probab1y have de— . .
cllnlng attendance due to the decreased avallablllty of travel
. .. funds. The Doctoral Consortlum provides a structure for the ‘

. sharing of-facplty, currlcular, and clinical resoqrces, and for
faculty .and doctoral students to collaborate in areas of mutual | |
interest, including research. Currentl" a senior faculty mem-=,
ber with an interest in ag}ng holds a joint appointment with ‘
! " .Duke University School of Nurs1ng and the Unlver51ty of Vlrglnla _ .

School of Nursmng for such purposes. )
I would like to mention another development that has recently ‘
occurred in the Duke Medical Center——the development of a .
DlVlSlon of Geriatrics that lncludes both nursing and medLCLne.‘

Because of the close prox1m1ty of Duke Un1vers1ty,Hosp1tals
and the Veterans Admlnlstratlon Medical Center, this new

organization includes personnel of both facilities. It is ; .

anticipated that with the close interaction of nurses and N
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and its environs.
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physicians through this mechanism, an increased number of studies
related'to aging-involved nursing and medical parameters wiil
hmterialize, as well as studies that are only nurSing— or
medical-focused. This Division has just been created within

the last couple of months and development is still in the

embryo stage. Howeve;h we are excited about a new Division being
developed concurréntly with the involvement of nursing and medi-

cine. Already there has been mutual exploration and consideration

,of'involvement in teaching nursing homes as well as community
life centers. We have one faculty member involved on a continu-
ing basis in providing continuing education to the staff of one
nursing home, and her experience wi.il be drawn upon as we con-
sider sjimilar involvement with a second nursing home. Clinical
experiences for uhdergraduate and graduate students in nurSing,

medicine, thSical therapy, and social work will occur in these

Iong-term care facilities and in acute care hospitals in Durham
\1 -

Nursing faculty have also been engaged in continuing education
for nursée through our Area Health Education Center (AHEG), a
nine-éonnty region in southeastern North Carolina; now physicians
are also beginning to offer continuing education programs on aging
for “their colleagues through this AHEC. Another continuing edu-

cation e€ffort is being explored at the Veterans Administration

w

‘Medical Center in Asheville, North Carolina, a distance of 250
miies, where Duke has a "Dean's Agreement" with that facility.
Here, there is an extended care unit in addition to a large num-
ber of veterans of advancing age. Each semester a group of
undergraduate Duke nursing s.udents has clinical experiences
with an ANA geriatric certified facultyrmember in residence.

There are also a number of VA nurses with clinical faculty

~appointments at this facility. It is possible they may cffer

a course in geriatric nursing next semester for registered

nurses in the vicinity of Asheville. Whether or not the pros-
pective students are holders of a baccalaureate degree in

nursing, these nurses would be enrolled on a special student
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‘'of the course for credit, there Wlll then be a program offered

on the University Council on Aging, which is the advisory body

.academic community. Reports on pertinent research and informa-

. there are aleo post—doétoral students available to work with

.these Center fellows and other faculty members have presented

papers at national and international meetings of the Gerontolo-

disciplines. L ’ .

status for this course and receive baccalaureate academic
credit from Duke. If certain factors do not pefmit'the offering

on a continuing education basis.

The Center for Aging and Human- Development at Duke is an
interdisciplinary center within the universgity with faculty
members having their initial appointments in the discipline of
their preparation. Anotner nursing faculty member and I serve

for the Center. As part of its responsibilities, this group
also suggests topics and speakers for the"monthiy presentations

on aging that are open.to the géneral public, and the

tional presentations are included; the one*last week was ‘on
"Nutfifion and the Aging." Local and national speakers are
invited. Workshops are also offered by the Center, and our
faculty partiCipate We have several faculty members who
have received appOintments as fellows in the Center, and this
provides them an opportunity for interaction with faculty
members from different disciplines who have a:mntual interest

in aging.. Because of the research emphasis of this Center,

faculty members and assist in’ their research. Over the years

logical Society. Faculty research has been independent as well e
as collaborative with other nurses and other colleges in various

Because aging is no respecter of persons when it comes to

pathology, specific clinical groups, such as oncology, are -~

now develéﬁing programs focused perticularly on the aged. Such

a conference was recently held in Washington, D.C., and three
faculty members from the School of Nursing, in both oncolog;_A T~
and aaing, were the only nurses present at an otherwise all

physician conference. This is not atypical for the situation,

k3
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but fs why nurses with contacts in different organizations and
groups need to be alert to the inclusion of nurses in approprlate
conferences, espec1ally as new,cllnlcal foci related to the

aging are developed.

Another current activity éf one ﬁaculty member is to serve as
a Fellow appointed by the Gerontological Society to the Select .
Committee on Aging of the House of Representatives, chaired
by Claude Pepper. This nurs1ng faculty member works with
Congressional staff on issues, reviews studies, and prepares
statements regarding needed research and approprlatlons from

Congress

Faculty members enjoy their varied involvements in the study
and care of the aged, and they feel particularly rewarded when
either students or graduate ndrses develop an interest in aging
and then contlnue on to 1eadersh1p pos;tlons in aging. Doctoral
study for faculty has permitted several to develop dissertation

topics on aging, and these have been faculty whose interests

previously centered on chronic illness and community health,

rather than aéing specifically.




FACULTY INVOLVEMENT INA - . .
GERONTOLOGICAL NURSING PROGRAM . o .
AT EHORY UNIVERSITY, ATLANTA - -

Ellzabeth R." Mabry, R.N., M.A., Ed D.

Professor .

Nell Hodgson Woodruff School ) .
of Nursing ’

Emory University . L . :

-

INTRODUCTION
Involvement has several, and even contradlctory, meanings:

it can be pOSlthe, as ln associated ox engrosseq, may be
negatlve, as ln entangled or complicated; and it can also be
v1ewed from a subjective or an objective perspective. I will’

try to present how our faculty is associated with gerontology
as objectively as possible.
- While. there is now an increase in the.number of programs which |

inclqde'gerontological_care as a clinical nursing specialty,
this awakening- interest has come after schooling for many cuxrrent

’ ‘nurse educators. Robert Butler (1979) says that although nurses
provide the major contact with elderly patients in varied set-
tings and for a wide range of functions...baccalaureate nursing
programs which inc;ude gerontological content are not in sufficient
numbers: Patrick and Carnivali (1980) point out that few nurses.
graduate from schools in which nursing care of the elderly has .
been taught as an area requiring speC1al knowledge and expertise, l
and they believe... thls absence of attentlon to aglng communicates
a particular (and negative) message to studepts. Non nurse

* gerontologists (Kart, Metress and Metress) write that the majorit% .

of nurses by default flnd their way into the care of older

,patlents. ‘ t ( (

Our faculty members, llke those of many other schools have
gained knowlédge of the aglng process and of the special needs

of older adults through varied and often self~-designed cffort54
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EVOLVING INVOLVEMENT AT N.H.W. . *
It is difficult to look objectively at gerontology in our

programs without describing ‘the evolution of our interest in
nursing care of}plder adults. In the 1960s a special study of
"Nursing Needs and Wants Among Economically Independent Persons
gavingCChronic Health Conditions" took some nurses of our facuity
inté the community surrounding the Emory campus to provide home-
bound patient care and family and client teaching. The'positive
reception by the ciients, their .physicians, and the commuhity in

general led to other projects.

One subsequent special project, the Emory Community Nursing L
Service (ECNS) was intorporated in 1974 as a nursing service .
with an overriding purpoée of quality health care for the com-
munity. Particularly, it made available to faculty members
‘clinical resources in which to correlate nursing practice
(primary assessmént skills) with teaching and to improve their

level of profeésional competency. . . A

In this project home visits opened new challenges in simple
to complex patient management and bare,'and the staffing of
walk-in clinics demanded updating skills of assessment, intef—
view, counsgling, and knowledge of pharmacology, pathology,
psychqlégy, and sociology, to mention but a few areas. The project

was designed to serve family greups without agé distinction; none-

theless, the majority of home visits were to'elderly clients. Also,
a large proportion of clients for the clinics were older adults.
) ~ Of the seven walk-in ciiniés held weekly, three. were located in
T high-rise retirement residences, and one served the retired mem-
bers‘apd their neighbors in a particular church-sponsored pre-

ventive health program.

Effects on faculty and students were pleasing. Students enjoyed
dynamic contact with well elderly persons and had an opportunity

to observe their faculty as responsible care providers. Nurse
educators, for whom public health was not a part of their

. . __normal armamentarium, found care of clinic clients andrhome-bound

'
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elderly a challenging and stimulating experlence One v1ew,
wnlch might be construed as too. subjectlve, was expressed by
one faculty member, who after initial resistance to leave the
classroom structure and acute care clinical teaching, was
literally. propelled into a deeper and broader appreciation and
focus of gerontological nursing as a clinical specialty: These
experiences also had direct effects on the @gccalaureate and )

graduate programs. of the school of nursing.

CURRICULUM IMPLICATIONS
In response to c¢lient and administrative satisfaction in the

health mainéenance and information clinics of the retirement
facilities, dual appointments. were arranged whereby nurse practi-
tioner faculty members could provide direct client service and
still maintain curricular respdnsibilities for baccalaureate and
graduate student experience. One project, whose purpose is to
deQelop teaching sites in nontraditional settings, has offered
student experience and faculty practice in a low income housing
authority complex. Here, the DeKalb Council oh Aging has a nu-
'trltlon program, day care activities, etc. The communiﬁy health
,teachers from our faculty staff the health department clinic in a
gerontological milieu for practice and teaching. The baccalaureate
curriculum is designed for students to apply and integrate content
in each of the traditional nursing specialty practice settings,

and requires the faculty responsible to keep updated on the various
integrating concepts and centent\threads. Faculty-developed learn- .
ing modules use selected patient care models to develop problem-
solving skills and knowledge-expinding discussions. In each module
at least one model has a gerontological focus of normal aging and
of those pathologies which accompany aging. Clinical application
is in‘long-term care, community healt@ care, and general hospital

and acute care-practice.areas. __ ) ‘ A

~

Perontologlcal nurSLng is more distinctly defined, however, in

the master's program. Our flrst gerontological nursing cllnlcal
spec1allsts with practltloner skills will graduate at the end of




this year. Faculty involvement here is the responsibility fof
content, clinical practice, and research activities for this
subspecialty of the Adult Health major. >

The fdmily/community health major places strong emphasis on
gerontology. Faculty in the non-degree program, in responding
to expressed neede_ai.nurses across Georgia, are involved in
workshops and seminars on the aging process, and assessment and

managenfent of health care for older adults.

FACULTY PERCEPTIONS OF GERONTOLOGIGAL NURSING INVOLVEMENT
Earlier I mentioned that there is subjectivity in.viewing
faculty ifvolvement. An informal survey of individual opinions
of personal involvement in gerontolgglcal nursing showed that
one—t@ird of the group stated they had direct responsibility for
gerontologfcal content~in at least one of the three programs. ‘
Two-thirds had no direet responsibility for this content, but
most of this group saw a close relationship between their own
ckinical spec1alty and gerontologlcal nursing. More than two-
thirds felt they needed further study in the subject of geronto-
logical nursing, about half of these indicated that they had
participated in continuing education offerings }n‘gerontology.
It was no surprise that a majority of our faculty members ;
indicate their primary gontacﬁ with older adult clients is
through student assignment in community health experiences, high-
rise retirement clinics, and adult health sections of acute’care

and psychiatric/mental health hospitals.

Present faculty includes nurses skilled and certified in
specialties pertinent to older adult care. We have some faculty
who have had formal prepération in gerontological nursing and
gerontology, but for the majority it is through self- propelled

update and creatlve use of rich clinical resources that they are

‘, able to strengthen their-own knowledge of gerontologlcal care’ :

and thus present & p051tlve view of older clients to students.

FACULTY EFFORTS IN BEING INVOLVED
Personal descriptions of faculty's iself~directed study are as

diverse and interesting as they are rewarding, and classification




is difficult. Creativity and comnitment accompany these activi-
tles initiated to further clinical knowledge and Sklll For
example, many are involved in community service that is not

d1rectly job related.

Faculty members dre engaged in several activities providing
direct patient care. The Atlanta Housing Authority clinic was begun
app{oximately four years ago by four undergraduate faculty mem-~
bers. This_clinic is for the older clients, generally low-income

retirees. 1In the clinic the nurses assess, manage care, provide

' health teaching, and consult with other health care providers. |

They make home visits upon requesé of the resident manager, or, as
indicated by their own perception of client needs. While record—
keeping receives less attention than patient contact, the clinic

is managed as a truly professional .sexvice. There are no fees_

for 'service by client or adency. The renumeratfon to the

nurses is figured in personal and professional satisfaction of
enhanced knowledge and skill in many aspects of gerontological
nursing. There is no official link between the clinic and the school

Several faculty members report rewarding experiences through
their church~sponsored gerontological projects. One pediatric
specialist is being prepared to be)a Eucharistic minister to
the elderly members of her church community. She will offer
to them ahd their famllles consultation and counsel I find it
particularly gratifying that she, a pediatric specialist, is
exemplifying the idea that it is important'to have knowledge of

people along the whole life continuum.

Several faculty members function in free hypertension
CllnlCS, again sponsored by the church or other such groups to
meet the needs and desires of their members. For the most part
the clients who come to these clinics provide the nurse w;th a

good oﬁportunity for observing older adults and assessing their

status and needs.

There is also active involvement in positive hzalth teaching.‘

Retirement and pre-retirement seminars and community education




courses in aging concerns bring involvement with both the young-

old and the old.

[

Sedsions with groups of adult children of elderly parents
.dealing with expectations of aging and effects of the aging pro-
cess on behavior offer interaction and group process which is
conducive to problem solving and discussion of the concerns con-
fronting multigenerational families. Our faculty implements
this activity through the Emory Community Education Program and

in church and club groups.

&

The nurse epidemiologists of our faculty .offer infection control
.classes for long-term care personnel. Requests for such in-service

programs are increasing. .

‘Consultation may be'official or non-official. A membér of the
psychiatric/mental health faculty provides family therapy and
consultation to hursing home staff in planning for geybntological

projects. . ) .

4

. . At present several research studies are being conducted by
faculty related to oldef population. Titles include "sacial
Learning Approaches to Modification of Fear and Avoidance Be-
havior Toward the Elderly," "A Survey.Schedule to Assess Pain
Coping Behavior in Adult$," "Social Learning Approaches to
Modification of Fear and Avoidance Behavior of Nerve Block as
a Pain Control Mechanism," and "Development of List of High Risk

- Factors for the Hospitalized Older Aduylt." One faculty member

- is participating in her husband's research into "Consumer Skills

and Behaviors of the Elderly."

Publications include a textbook of pHysical assessment, with

a special section describing the older client; a chapter in a

large nursing text on the .aging process} and several'afgicles
and books are in process, such as a text on coping behavior.
Personal involvement is certainly the most subjective and the
most mbtiéating. All of us are personally involved with aging

through relatives, friends, and often ourselves. ;nvolvement
'y
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as a "significant other" motivates learning by stimulating

questions about care and demanding study of ways to answer .

these questions. Personal involvement sensitizes our com-

mitﬁent‘torhelping the aging.

The following diagram summarizes

aspects of faculty'inGolvement in gerontological nursing at

Emory .-

]
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GERONTOLOGICAL NURSING EDUCATION*

Lois N. Knowles, Ré¢N., Ph.D., FAAN
Professor, College of Nursing
J. Hillis Miller Health Center
University of Florida

Lo ,

INTRODUCTION S S em e -
Gerontologica¥ nu 51ng has lain almost dormant ln academia, like

~a sleeping giant waltlng its turn for nurses' antentlon «~ The .
-bﬁrgeonlng elderly population forecast by SOClOlOngtS, and thelr
dorrespondlng health care needs, forecast py gerontologhcal nurs-
ng pioneers, has arrived. Full credit is given to those faculty

members and nurses in practice and other positions who, for the

‘past 20 years, have kept lighted the lamp of enlightepned gexon— .
tological nursing, hoping that its lllumlnatlon would ighite :
, complacent “colleagues previously 1nattenJ1ve te. the inevitable

.coming flood of elderly p%?ple needing nprsing care.

Since_i966, wnen the American Nurses' Association declared
gerontological nursing a specialty,rfaculties in schools of
nursing have made sporadlc attempts to prepare themselves and
thelr'students in this speeialty. Concurrently, the aged popu-
latlon has éxploded to the magnlcude predicted by the demographers.

Thls paper ‘will review the present -status in the nur51ng of the

aged with 1mp11~atlons for planning based on statistically - . ,
demonstrated need and within the context.of nursing's respon- . .
Sﬂbllltles Flve‘nssues to be examlned include: educational ’

needs of faculty,vthe numbek of nurses prepared in gerontologl—
qgl nuv51ng, consumer needs of the agtd as indicated by demo-
graphlc studies of the ‘Health 5tatus of the aged; 'identification
of factors faCLlltatlng or lnhlPltlng the professicdnal advahc&- -
ment of gerontologlcal nurSLng faculty members, including employ:-

S
u

ment avalﬂablllty for suoh faculty bg deans or directors of
i

i - -
-

&

*Dp. Anowleo preéented her paper at’a meetzng of ! continuing education
* dirvectors held in conjunciion with the meethJ of ghe Southern Counetil -
< on Collegiate Education - fqr Nurszng . 3 ‘

v - -
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schools of nursing; -and identifying guidelines for the knowledge

upon which gerontological nursing is based.
» ~

THE DEMOGRAPHY OF THE AGED AND THEIR HEALTH STATUS
The United States is experiencing a growing urgency related
" to the health care of its aged. The over-65 population constituteé
an‘increasing proportion of the country's population. Specifically,~
- the over-65 population is now about 25 million, approximately 12
percent of the total population. It is prediéted that by the
‘year 2030, this age group will increase to 50 million people,
over 18 percent:of the total population. Moreover, the over-75

age group has increased even more rapidly than the 65 to 74 age

group. While all the aged share some problems, the over-75 _are \)
most vulnerable to the physicél, meqéal, and social assaults

that.lead to the peed\for nursing care. 1In 1975, the over-75

age group represented 37 percent. of the over-65 population. The
ﬁdmbers of singie women ang minorities who are aged are also S ,
expected to increase proportionally (Brody, 1980). The situation

is complicated by the fact that the elderly, being subject to the |
h;ghest rates of illness and disability, consequently use héalth

care services at the highest rate of any age group and’blace

heavy demands on health care resources. In 1977, health care ;
services for the aged constituted 29 percent of the total personal

health care cost of the United States, totaling $142.6 billion

(Shaeffer, 1980). . L -
Although the majority of the agéa are living active lives in ‘ '

their own households, 47 percent of them are limited in éctivity

due to éhronié conditions. These chronic conditions so increase

with age that, by age 75, approximately 56 percenf of the elderly

have chronic health problems and may require institutionalized

health care (Haber, 1978). . -

A recent National Advisory Couhcil of Aging report summarizes
factors that must be considered when planning health care de-
livery systems for the aged. In terms of general health care,

the aged require more, especially long-term care. They

94 9,1
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are less capable economically, physically, and socially of ob-
taining such care without assistance. Health care’ providers
for the aged have been less motivated, less educated, and less
financially rewarded than providers of health care for other

age groups (Haber, 1978).

In terms of mental health care, the needs of the aged only
recently have been considered as dlfferent from mental health
needs of other age groups. Statlstlcal analyses reveal that
five percent of the aged population have severe psychiatric
disorders, either organic or functional or both, 2and approxi-
mately 15 percent of the aged need mental health treatment. The

;

incidence of suicide in the depressed aged is at least three
times as high as in the young. Mistaken belief that the aged
who are mentalIwaii may not be responsive to treatment inter-

feres with provision of appropriate care.

Because the provision of long- term health care is complicated
bj the complex 1nteractloneamonc health factors and social
factors, it must be provided within the context of family, com—
munity, and cultural life patterns. It is provided in a variety
of settings, including institutions or communities. Consequently,
an interdisciplinary and ifiter-agency approach is requlred for

effective delivery of health care for the aged

Moreover, the aged are at greater risk for institutionalization.
Recent researchers place the percentage of aged persons in long—
term 1nst1tutlons at greater than the oft-quoted four to five
percent. Kastenbaum and Candy (1973) estimate that 23 percent
of deaths among the over-65 population in Detroit occurred in
long-term institutions. Palmore (1976) found that 26 percent
of the over-65 population had been 1nst1tut10nallzed in long-
term facilities before death. Vicente et al. . (1979) found that
38.9 percent of the persons in their sample had stayed in a
convalescent hospital or nursing home at least ‘once before
death, and that among persons with one or more stays, about
40 percent had been institutionalized for periods of six months

i -
|
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or more. Risk of institutionalization has beea correlated with
living alone, being separated or never married, having few or
no. children, belng female, having lnadequate finances, having
education of seven or -fewer years, and being white. Palmore
reported similar findings. _Palmore also found that rates of
lnstltutlonallzatlon lncreased with age; among persons who were
85 or older, 67.7 percent had been institutionalized at least

once.

The termA"the vulnerable aged" is used to describe the very
old who are’alone, bedfast, housebound, rand in need of either
institutional care or long-term care. The number of "vulnerable
aged" will increase substantially in proportlon to the increase
in the over-65 population over the next two decades and represent
a population with 1ncrea51ng health care néeds (Scott, 1979)..In
1979, the Florida Statewide Health Coordlnatlng Council recognized
that the higher rate of chronic illnesses and disabilities re-
quires advanced nursing knowledge and specialization related to

this population.

More gerontological nurses are needed. One state, Florida, has
a population of approximately 2.3 million people in its over- -60
population, constituting 24 percent of the population. However,
Florida has only 26 master's- -prepared geriatric nurse specialists
(American Nurses' Associatlon, 1978). It should be noted that
" the percentage of aged population in Florida. is much higher than

in a number of Southern states.

PREPARATION OF FACULTY . .
One of the criteria for meeting accreditation requirements of

the National League for Nursing requires that nursing programs
align themselves with the needs of society (NLN, 1977).

The question of faculty has been addressed by several authors:
Burnside (1976) c1ted several studies which indicate that‘under—

graduate nursing programs are placing little if any emphasis OQ\\
the care of the elderly. In 1980, she noted that "there are still
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not enough prepared and qualified instructors to teach geronto-
logical nursing courses at aFl the various levels of nursing..
and we lack role models." O'Driscoll, and Wister (1979) reported
a study by Sullivan (1978), conducted by the Division of éeron—
toiogical Nursing PraqE}ce of the American Nurses' '‘Association

in 1975, which investigated the amount and placement of course

content in basic education programs relating to the elderly and

found that:

1. Approximately 14 percent of the schools offered courses
concerned with gerontological nursing; nearly 85 percent
did not. Co
2. Less than 5 percent of classroom time was devoted to geron-
. tological nursing by 30 percent of the respondents, and 30
percent indicated that 5 to 14 percent of class hours were
devoted to the subject. .

3. About 97 percent indicated that aspects of gerontological
nursing were integrated into courses taken by all students,
usually. fundamentals of nursing, medical-surgical, and
psychiatric-mental health nursing. (Etten [1979] makes a
special plea to have gerontological nursing a separate ’
course.)

4. Almost 45 percent of the schools indicated that opportunities
to care for the well older adult needed to be strengthened.

5. Nearly all of the 138 faculty members responding indicated
that self-study was how they had gained their gerontological
nursing knowledge, and they had the following years of ex-
perience in the formal teaching of gerontological nursing:
nearly 42 percent--1 to 2 years; nearly 25 percent--3 to 5
years; nearly 13 percent--more than 5 years; and nearly
4 percent--none." (p. 653).

Sullivan adds that an inference can be drawn from these last

 figures regarding the length of time that educational programs

have been offering courses in gerontological nursing.

The state of education of nurses in gerontoiogical nursing
was reported in a survey by Shields (Statement on the Education
of Nurses in Gerontologiéal Nursing before the U.S. Senate Spec
Committee on Aging, 1978). The study, sponsored by the American

Nurses' Association, described the preparation of nurses in

ial

gerontological nursing as the respective levels of basic, graduate,
and continuing education. Deficits at the basic preparational

level were identified:
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The majority of programs do not offer specialized
courses in gerontological nursing. There is lack of
content of all aspects of gerontological nursing except
as incorporated in existing curricula.

The faculty had three years or less formal teaching
experience in gerontological nursing.

Almost one-half of the faculty reported five years or
less. of clinical experience in gerontological nursing.

The most frequently reported category of clinical ex-
perience was that obtained in the hospital. The next
most frequently reported category was the skilled

. nursing facility.

The sources cited by faculty where they gained specific
education in the principles and concepts of gerontological
nursing were predominantly self-study (94.2 percent) and
continuing education (99.9 percent).

Positive aspects were identified as follows:

Within those programs offering specialized courses in
gerontological nursing, two-thirds indicated that
coursework is required in the curriculum. 0f those
programs where there are no specialized courses,

85 percent indicated that such programs are being
planned for future implementation.

An overwhelming number, 96.7 percent, reported that
aspects of gerontological nursing were incorporated into
some of the coursework required of all students
(pp. 10-11). (Shields advises that coursework alone on

© concepts about aging is -insufficient; actual practice
under the direction of prepared clinicians is essential.)

In graduate education, the survey revealed that of the
15 programs in gerontological nursing surveyed, three
were in the adult health category with specialization
in gérontological nursing.

Continuing education programs rxange from 8 to 12 months.,
Faculty preparation in gerontological nursing in graduate
programs usually combined self-study and continuing edu-
cation. No faculty members held a graduate degree in
gerontology. Shields observes "the present short-term
continuing education programs are a temporary, stopgap
. measure while there are insufficient numbers’ of geron-
tological 'nurse practitioners at the graduate level"
(p. 12). She also urges that both baccalaureate and
master's prepared nurses need to inform themselves on .

-
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current knowledge and skills throtgh well-planned continuing
education programs. Such programs should adhere to the
Standards of Continuing Education established by the American
Nurses' Association Council of Continuing Education. (Shields,
Statement on the Education of Nurses in Gerontological Nursing
before the U.S. Senate Special Committee on Aging, 1978).

T GERONTOLOGICAL NURSING FACULTY ADVANCEMENT

FACILITATING FACTORS " "~
Solutions to increasing the quantity of gerontological content .
in basic educational programs have included such suggestions as:
1) a mandate that the National League for Nursing set up a t}me—
. table to the development of such content (Yarling, 1977); 2)‘that
State Boards of'Nursing examinations include test items specifically
related to gerontological nursing (ANA Statement on the Scope of
éeréntological Nursing Practice, 198l) and that such ‘questions
& carry the same weight as those related to mental health, pediatrics,
and other more established specialties (Brower,:1979); and 3) that ’
Nurse State Practice Acts mandate the inclusion of gerontological
nursing in their nursing programé (as is the case in Florida and

Kansas) (0'Driscoll and Wister, 1979).

.Actions by forces external to the professional and educational

institution are likely to exert pressure for change when forces
internal to the nursing profession and the educational institution

do not effect change in keeping with societal needs and trends
(Gress, 1979).

I hope that nurse educators will consistently prepare nurse
graduates to meet the health care needs of the elderly without

such dictums.

Brower further recommended: 1) the political éssistance of
,groups)such as the Gray Panthers and other senior activists
groups; 2) nurses' participation in Professional Standard
Review Organizations to provide experfise in auditing quality
nursing and health care to the elderly; 3) meﬁbefship by

gerontological nurse sbecialists on state boards of nursing,

on boards of agencies concerned with matters relating to

o : ' - 99
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aging, on:state and federal planning councils, and on the

fede;al,Council on Aging.

INHIBITING FACTOéS

The status of faculty members with a specialty in gerontological
nursing contrasts with the status of persons in the field of
pusiness, where the law of supply and demand determines the cost
that society must pay for sparse commodities. Not so with
gerontological nursing. My hypothesis is that gerontological
nursing faculty members are probably paid less than their peers,
if tenure, advanced degrees, and experience were factored in.
The manifest need for a Bill of Rights for the gerontic nurse
(Gambrill and Richey, in Ebersole and Hess, 1981) supports this
hypothe51s Brower (1979) speaks to this issue: "We can no
longer afford to be. cast aside by our profe551onal peers assigning
us to positions of lower status and prestlge, even when this is
only an 1nference reflective of societal types of the aged. We
w111 no 1onger consider ourselves somewhat questionable by reason

of our "choice to work with the elder1y

Research about attltudes of nurslng students and faculty toward‘\l

the elderly has been extensive. This is to be expected in a

.speC1alty where negative soc1etal attitudes about the aged prevail.

Moses and Lake (1968) concluded ‘that a majox problem in offering
geriatric nursing courses was the negatlve attitude of faculty
members. Recent research reveals "that creative teaching methods
and selected learning experiences have reversed student attitudes.
Heller and Walsh (1976), Kart et al. (1978), Brock (1978), dnd
Chamberland et al. (1978) reported that student attitudes toward

the aged, as well as their preferences of working with the aged,

“were positively influenced by selected gerontological nur51ng

learning experiences.

Gunter (1971) peported that fewer students expressed a strong
interest in working with the aged after completion of a course
in normal later-life development, than was the case in the be- -

ginning. Such research has often been stimulated by difficulties
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in providing students with positive .clinical experiences with

the aged.

The paucity of gerontological nursing research and the dis-

propoctionate amount of study aboué attitude was documénted

)by Kayser-Jones (1981) who reviewed five nursing journals from
their beginning dates of publication through July 1980. Of the

s 44 research articles, seven were devoted to the study of atti- L

tudes of health professionals toward the aged. ,This_finding is .
sim}lar to that of Gunter and Miller (1977) who analyzed studies
in Nursing Research from 1952 to 1976. 'Of the 17 studies on
agiﬁg, four were gn attitudes of nursing staff and students.

Gunter observes: "Nursing research studies on aging will not
be augmented until there are adequaté numbers of nurses pre-

pared to conduct such research" (p. 218).

Some of the rationale for studies'on attitudes has been based
upon the thought that if nurses understood why they are not
taking care of the aged, they would know how to remedy the 9 ' .
situation. The problem is, of course, much more complicated.
For example, faculty who, as students, have consulted psychologists
and sociologists about their theses aﬂa/or dissertations, as
faculty rembers, often consult such persons when selecting

research topics. .

Solomon and Vichers (1979) found that the milieu of geriatric
treatment, rather than knowledge, experience, and skill of the
staff, was the most effective backgfound for positive changes
in attitudes. Learning experiences with the healthy aged ‘during
nursing school improved student attitudes or established new

positive attitudes toward the aged kTobiasony et al., 1979). -

In the author's experience, positive leérning experiences
with ill and/or disabled elderly persons include, but are not
limited to, the following: J

1) the formulation of specific nursing care objectives stated
in behavioral terms, so that students and instructor may
identify maintenance and/or improvement in functional
ability (biological, social, and/or p§ychologica1):
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2) first experienceS with patients who are able to communicate .
verbally and realistically; i

3) opportunity for. students to express feelings and attitudes
about themselves, patients, families (both their own and
their patients'), the staff, and other health profess10nals; -

4) development of trust between student and instructor;

5) the ability and opportunity to relate theory to practice
supported by a sufficient amount and appropriateé kind of
., theory to make this meaningful;

6) an attitude of positiveness on the part of the instructors
who are confident that maintenance or 1mprovement of function

Ais poss1ble, . ’ ..

7) asslstance of the student by the faculty with patients
* experiencing declines in functional ability;

A

8) identification of patient strengths;

9) clinical settings where nursing staff cooperate with students
and faculty or, at the very least, refrain from undermining
nurses' efforts; .

, 10) provision of nursing role models;
11) opportunities for students to demonstrate what they can do,
as well as what the patient can do.
~ This SC1ent1f1c and humanistic approach gradually dissolves
the block of helpless feelings experienced by many nurses when
working with the aged--one factor frequently deterring nurses

from choos1ng the spec1alty of gerontological nursing. Such } ,
—- -.nursing practice requires a clearly thought—out understanding _

of what the 1nstructor pbelieves nursing consists. The problem -

of motivating the nurs1ng student and patient is minimized by con-

s1stent lmplementatlon of this approach along with cons1stent . s

admlnlstratlve support of the faculty.

SETTING FOR CLINICAL PRACTICE
The distressing state of nursing homes and the deplorable

condltlons for the residents/patients, have been descrlbed at
length in both lay and professional literature and more recently
on television. Explanations for these condltlons from a nursing

point of view may be summarized in the statement that. profess10nal

nurse staffing is so low that the patient-nurse ratio is un-
ettings;

reasonable; wages are lower than in other health care s
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and nurses have tremendous responSibility without commensurate ¢
,authority and colleague relationships. Exceptions to these con- \

ditions are found most commonly among the non- -profit homes .’

’

Clinical settings for students may not need to -be ideal, but
minimum standards are needed to meet course objectives in edu-
cational programs. It will be interesting to see whether the
demonstration grants of the Robert Wood, Johnson teaching-nursing-
home programs are able to influence the quality of nursing care
and also to influente legislation to appropriate more money for
care of nurSing honie patients. This author believes that as leng
as the majority of nursing homes are profit—making enterprises,

@the quality of care will not improve until different methods

of funding are found. .

-

Homes for the aged and corigregate adult liVing/houSing provide g
opportunities for students to find means of maintaining health
functioning of such residents, to document theory, to observe

role models of nurses, and to develop positive attitudes about

older people Beginning students need guite different experiences

with the elderly from that needed by students and hurses with a’

background in pathology. § o,

/
Other kinds of settings, of course, are. available *for nursing

student education For instance, home care settings which are, . -
agreeable to both the home health agency and the faculty may be
used for this purpose. ‘However, this type of setting may become

3

implications of students making visits to the home Witho t one- to—

one supervision. This may become a stumbling block in' eparing
\

-students for the care of the aged in -the community. Tha,

does not apply, of course, if objectives do not require t e

problem
"laying .
on of hands" experiences.

Long~term care is one of the main issues today, Although: edi:\

cal science has now conquered most of the contagious diseas
long-term care is still the stepchild of medicine and “nursing)

Most nursing programs give great importance to the acutely il L

§




as d0es med1c1ne.« The challenge of long-term care when the ’ ..
_patlent cannot be cured is npt readlly apparent to nurslng or L.
" medical students unless faculty serve as pOS1t1ve role models,’ ) _ .o

indicating how they should functlon profeSS1onally in such

{ .
o A . *

. condltlons. . : . . .
XK - . . 1 . €t

what Wlll be the result of faculty enrollment 1n contlnulng . .

and fermal educatlonal courses? The‘questlon arlses as t what "

can be don®e to 1mprove the nursing profess1on and facult ; R

. qualifications. How will an 1ncrease 1n.knowledge, such as..
from continuing education programs, affect tne‘faculty members
position? How will their enhanced expertlse be regarded by T w
administrators? Do the numbers of graauate students in geron—- O
tologlcal nurs1ng programs relate to employment opportunltles Lo
on faculties? We should bé concerned W1th how many faculty- . ‘ﬁ i
appointments are available for such graduates, notwrthstandlng
the fact that, until -the. gerontoloclcal nurs1ng speC1hlty 1%r -
recognlzed and supported*by nurS1ng college deans and dlrector% > .
gerontologlcal nurses will contlnue to bé recrulted rQr serv1ce
agencies rather than faculty app01ntments.  Many of “the graduate .t
programs in gerontolog1Cal nursing are struggllng to enro suf-

) ficient numbers of students.- A steady, but slighty 1ncrease'un .

- interest in gerontology and the nursing of the aged has been IR \

observed by thls wrlter“ ) . y . - “ 4

y . . —
NurS1ng is learnlng very fast that programs, pract;ce, “and ) L
other matters. need to be cost~ effect;ve. How cost~ effectlve ’
will it be for faculty to be better prepared in gerontologlcal ) .
nursing? Wikl there "be less faculty turnover: in courses ‘where z -
gerontology*prepared faculty' members teach, as 0pposed to turn— ) .
over in Courses taught by faculty not prepared in the Spec1alty° .
Will students“be better satisfied? Wlll faculty be more wr}llng 2 A -
to, teach students 1n learnlng smtuatrons Wlth elderly who are .
ill and/or d1sabled° Will these faculty members be aSS1gned to
the pltS" of clinical - aSS1gnments—~some nurs1ng homes° Wlll . .
. they undergo evaluation of their course, content by non-geronto- _

-

loglcal nursing faculty? Will employment of gerontologlcal nurse - .

<o

v .
. -
. . ’ ~ e, .
* = ’ * - ! .
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faculty féborably affect accreditation of the programs? Will it
taffect the appropriation of private and/or public funds for

“nursing? ) )

"The‘professional loneliness often experienced by gerontological
nursing faculty is an important factor which inhibits advancement.
Will there be more than one faculty member teaching gerontological
nursing? Will that faculty member's teaching load be similar to.

that of other faculty members?

Professional collaboration and discussions provide stimulation
among colleagues interested in the same specialty; lnvaluable,
in- depth dlscussrons not possible in the home settlng become
poss1ble in meetings of gerontological nursing practlce committees

and other groups of the specialists.

-~

I have welcomed the.opoortunities to serve on ANA's first
. geriatric nursing standards commlttee (1973) and scope of

gerontologlcal nurslng practlce committee (19811. Not onIQ

o have I had the opportunlty to assist in pointing the'direction

for gerontologlcal nurs1ng, bfit also to meet and discuss lssues

and the content to be included in' purslng courses.

+ Thesbasic question we are considering is: Is there a market
s )

v

for the nurse faculty member prepared ln ge ontological nursing?
Nurs1ng must evaluate not only the market need and employment
prospects of gerontologlcal nerse spécialists, but also the
value set on them by’nurs1ng program admlnlstrators. Although
.the needs of the aged are well documented aad the result of the
nursing of th® aged 1s being 1ncreas1ngly=documented as it is
rerated to lmprovement of patient care and -cost effectlveness,
there can be very -little or no pos1t1ve impact on the currlculum

withcut the support of the dean or director of the program.-

-

Rather than continuing theoretical discussion of burgeoning
* population growth among the elderly and giving lip-service to

reminders of<1ncreas1nqu véciferous public demand for better

tand more gerontological nurs1ng serv1ces, it is lmperatlve, now,

to-make prov1s10n for more qerontologlcal nursing ‘curriculum

-




content in answer to society's needs. The gerontological nursing
specialty must be accorded recognition with corresponding salary

and other professional confirmation.

It 1s time to retire the\outmoded but still prevailing "if
evervone s doing it, it must be all right" policy, which has
produced a situation in which, since there have not been many
gerontologically prepared faculty, many faculty members not
prepared.in gerontological theory and practlce have been a551gned

to teach the specialty.

*

Some of these assignments were emergency measures but the emerg%%cy
state is being perpetuated long past the acute stage, most likely

because of a lack of recognition that, as staffi nurses who come

_ to nursing homes remark after about three weeks, "There is some-
thng different about these old folks'" That differenc., which
is the basis of the gerontological nurse 's knowledge base, is

what makes the elderly different and the gerontological specialty
different (AN®, a statement on. the 5cope of Gerontological Nursing

Practice, 1981).

THE PRESENT KNOWLEDGE BASE FOR GFRONTOLOGICAL NURSING
A basic question is what is the knowledge base of gerontological

'nurolng° And, how many faculty obtain more professional knowledge
as individuals, as groups in the various states, as faculty in

the Southern region? What resources are available to help provide
answers to these questions? What resources are avallable to

determine the knowledge base of gerontological nurses’

The American Nurses' Association has pointed the way in
development of its gerontological nursing. standards and scope
statement (1973, 1976). The Association also has published
an outline for continuing education courses for nurses. Certifi-~
cation of gerontological nursing preparation.identifies those
nurses with specialized knowledge and clinical expertise. The

- Journal of Gerontologlcal Nur514g>and Geriatric Nursing: Ameri-
can Journal of Care For the Aging are primary sources of geron-
tological nursing practice today. Approximately 20 gerontologlcal
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nursing textbooks have been published in the past three years.

Robb and Malinzak (198l) assessed the e#tent of gerontological
nurse knowledge in the nursing staff at a large Veterans Adminis-
tration Medical Center and identified relafionshipSLbetween |
knowledge and selected factors.commonly believed to influence ;
levels of knowledge. Their findings are expected to give
direction for coatinuing education programs for nursing personnel
and to influence nursing academicians concerning gerontological
content within curricula. The ultimate goal of the Robb-Malinzak
investigation was to promote excellence in gerontological nursing

practice.

The authors note that few studies ﬁave been reported in the
literature,\which was reviewed as far back as 1965. Of the few,
one of particular interest was Dye and Sassenrath's study to
identify physiological and functional conditions either as normal
aging processes or as disease-related processes. "These researchers
report that their gerontological nurse-subjects' most frequent
error was adjudging normal‘signs of aging as disease indiéa-
tors" (1979). ‘

Using test items from Gunter and Ryan's (1976) works, Robb and
Malinzak developed a 150~qguestion test and self-administered it
to a sample of 200 nu;sing personnel. The findings suggest that
educational levels, specifically coursework in gerontological .
nursing, had positive influences on cognitive learning. The
study supports the position of experts in gerontological nursing
(Gunter and Estes, 1979, and Brower, 1979) that content should

be included as a discrete, versus an integrated, part of nursing

curricula.

Limitations in the availability of reliable tests to assess
nurses' knowledge levels relating to gerontology are further
discussed by Robb and Malinzak. The Psychological Corporation
developed a geriatric nursing achievement test in 1977 compriseqs.
of 27 items related to the aging process in general and to-socio-

economic factors, medical and surgical problems, mental confusion,

. ; 1ulU
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community agencies, and rehabilitation. The National League

for Nursing has no achievement test in the area of geriatrics/
gerontology. None of the available test tools provides items
structured to correspond with a nursing process (assess, provide,
plan, implement, and evaluate) framework. Faculty teaching geronto-
logical nursinq need reliable tests for testing application of

knowledge .to nursing practicé.” Palmore's Facts on Aging Quiz

(1978) has been challenged by Holtzman (1979) as insufficiently

relevant to the knowledge base for gerontology.

placement of gerontological nursing and its identification as
a specialty within the nursing curriculum is needed. Roberts and
" powell (1978) call the use of nursing homes to providé students' '
first clinical experience "the rape of geriatrics by fundamentals
nursing instructors." Pre- and pgst—tests of their study, using
Associate ‘of Science in Nursing students as the sample, revealed
that students' negative attitudes toward the aged had increased
when fundamentals of nursing were.taught with the ill aged. This
would indicate that experiences with the well aged should precedev

those with the ill and/ox disabled elderly.

Although the need for additional gerontological nurses has been

documented as pased on the social need of the elderly for such

services, and although the professional organization has desig-

nated gerontological nursing a specialty since 1966, the number

of qualified faculty and practicing nurses is in ‘short supp}y.
additionally, faculty and practicing nurses so prepared are

y not considered equitable to those in other specialties.
urricula reflect the lack of priority allotted to geron-
Some resources for content in gerontological

frequenél
Nursing €
tological nursing.

nursing are provided.
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FUTURE DIRECTIONS IN GERONTOLOGICAL NURSING

Charlene Connolly Quinn, R.N., M.S.
Instructor and Coordinator
Gerontology Training Project

School of Nursing ' N
University of Maryland, Baltimore ‘ . N

Imagine a country with more than 1l percent of its population

over age 65, yet most of its health care providers are inade-

“quately educated to cope with the care of older adults.,ﬁecent

studies by the Institute of Medicine, the Rand Corporation, and
the Administration on Aging have pointed up this aiarming de-
ficiency. But these findings come as no surprise to older adults

and their families.

In the five years that I have worked in the field of gerontology,

many cf the questions I am most frequently asked relate to‘finding

good health care for older persons. Older people and their fami-
lies want to know about physicians who specialize in aging and
diseases common in old agé.

Nursing schools, recognizing fhe need for geriatric and/or
gerontological nursing, are searching for qualified faculty to

teach and cohduct research.

As health. care spending by and for older adults is reaching

critical proportions, policymakers and professionals are question-

“ing the availability, the quality, .and the appropriateness of

the health care serwvices they réceive. Increases in the supply

of health professionals have not necessarily resulted in enough
personnel educated in the principles of gerontology and geriatrics
to provide needed services. The constrained economic environmeﬁt
will do more than inhibit expansion and improvement in services.
Increasingly, nursing leaders and educators are being asked'to

respond to the health service needs of the shifting age patterns

of the population. e

Essential to any programmatic response to demographic change is

an understanding of the comprehensive needs of specific populations

113
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and how these can be fitted into the ongoing service delivery
structure. More important to nurse educators is the urgent
need to conc¢eptualize and teach within a framework that is
specific to the health needs of an‘aging population. As Dr.
Knowles mentioned in the Continuing Education Directors'
meeting: one criteria for accreditation is to consider, "Is a

program in alignment with the needs of society?”

The aging of the poEulationﬁénd subsequent burst in the inci-
dence of chronic disease and disability represent an urgent
problem to a health system which is primarily focused on acute

illness and cure.

Thus, nursing educators face a number of issues in challenging

the present health care system of older adults. They are by no
means insurmountable challenges and we do have a temporary drace
period in that éhe real "age" exblosion will not occur until some -
. where around 2010, when the Qraying of the Worid War II "baby
boom" takes place. ‘ '
why, wé ask,'is health and long-term care of an aging popula-
tion emerging as a crucial issue for the 1980s? ~ This paper will
focus on three trends, which are occurring simultaneousiy, and —.
will discuss how knowledge of these issues may lead to solutions
of planning for the future. The trends which provide a framework
for'discuésion are:
the number of people needing comprehensive, long-term care
is increasing rapidly:;
the dramatically growing cost for providing such care;
and

the inadequate numbers of health care ,providers to
.care for the older population, today or tomorrow.

COMPREHENSIVE NEEDS
Ask the passer-by on the street what he or she thinks about

on hearing the words "long-term care"; the answer will probably

be "nursing home." And although most. public funds spent on
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long-term care in the United States go toward paying costs of
institutionalization, the concept of long-term care is caring

for people over a long period of time--anywhere and anyhow. .

In fact, most people who requlre help to cope with the tasks
of daily living receive it in their own homes, or in the homes of theix
children, from community centers, churches--any place where people
live or come together. Institutional care or nursing homes are
the alternative when care at home or services in the community

are elther not available or are insufficient to meet an older

person' s needs.

The phrase "long-term care" typically represents a range of
services that address the health, soc1al, and personal care needs
of individuals who for one reason or another have never developed, T
or have lost, the capac1ty for self-care. Services may be con-
tinuous or intermittent, but it is generally presumed that they

will be delivered for the "long term."

The demographic trends highlighted by previous speakers describe
the trend of an aging population. While we prefer to think of
-aging as a positive stage of development, we cannot ignore the
risks of functional dlsablllty which increase with age. Increased

longa&vity and the growth in the population as a whole means that
more people have chronic physical illness that hinders their
capacity to function. Nearly 22,000 nursing care institu%ions,
with about a million and a half beds, and over 2,350 home care
agencies‘are directly involved in providing care. And, an esti~ -
mated 25 percent of acute hospital care is devoted to the "acute"
episodes of illness encountered by those with chronic disability.

\\\\Age is not the criterion for long-term care. In fact, the num-

ber‘o\\lmpalred people under 65 who have major limitations is -

. greater\\san the number of older adults who need help However,
prevalencexof chronic conditions lncreases rag;dly in old age

and thus the grow1ng aging populatlon, particularly the over- -70

years segment, will place a strain on long-term care services.
: N




Older adults are the greatest users of nursing homes where
9 out of 10 residents are over 65 years‘of age.»'If present
" utilization rates continue, the total nursing home population -
will rise 54 percent over the next 20 years and will more than
double over the next 50 years.LThus, in an area where a shortage

of adequate personnel already exists, the demand will only incréase.

Nurse educators must recognize chronicity as a part of the reason

for planning comprehensive health services for the older popula-

tion. In our sincere efforts to promote "normal" aging and the
nwell" elderly, we seem to forget the prevalence of chronic

. illness as people age. We try to ferret out reasons why the
chronically ill are given less concern than the acutely ill
patient, who always gets the most attention in ‘our present care
system. Doris Schwartz reminds us of a comment from a British
psychologlst "patients who get better do a deep service" to all -

of us who plan for and part1c1pate ‘in their care.

Most of the time the chronically ill fail to do us that servxce,
and pay heavily for their omission. When they meld two short-
comings--being chronlcally ill and old——they doubly dlsappOLnt
us. They conflict- w1th our enormous need to be successful, to be
responsible for their dramatlc recovery. Thev have failed us by
their chronicity and we may be human enough to strike back--
either by withdrawing our concern for their welfare or by supply-
ing programs which are a far cry from the best we know how to do, -

even with our limited knowledge about aglng.

Once educators are convinced chronic illness exists along with
other physical, social, and psychologlcal consequences of aglng,'
then we can recognize strengths and the durability of the human
organism to cope.

MonS1gnor Charles Fahey, chalrman of the Federal Council on
Aging (an advxsory commlttee to the President) outllnes some

phllosophlcal values and assumptions about the oldexr person
vat risk" (those with, oxr potential for, chronic illness) for




long-term care. I'll simply outline these 1l poiﬁts for you:

1) At the heart of long;term care 1s the person at risk.
Rrograms should be designed to work collaboratively
as long~-term care continues. .

2) A condition or chronic illness is, usually present.

2) In addressing long-term care, one is talking about Q&
“functional ability, not diagnosis. ” o

4) The normal caring system is informal (family, neighbors,
etc.). This calls for a differentiation of professionals.

‘5) A national strategy for social support is needed.

6) Highly professional gréﬁps need to recognize what we
want the voluntary effort to be. : .

7) There need to be more creative ways of using Titles XVI-XX
of the Social Security Act. <o

8) There is a need for an evolution of local community systemé .
that are not income-related. . .

9) Long-term care should include at least three fundamentals:
assessment (to include psychosocial assessment and be
continuous), - :
cdse management,

triggering of all eligibility. , .
10) The leadership or focal point in the community should be :
the ‘ )

oversight of funds,
understand needs,
appropriateness of services. '

11) We need to make some assumptions abé:i cost and who should
bear it. This assumption includes the need to explore
cost implications of using social and informal support
systems. Also, we must address more systematically the
moral ‘and ethical responsibility of cost.

COSTS OF LONG-TERM CARE - 1 .
The second trend which greatly influences the professional

we educate and,prepafe to care for the old is the impact of
today's economic forces. At the same time that the number of
- .

elderly requiring health care and long-term care is escalating,

costs fg;_providing that care are skyrocketing. Some factors

underscore this point:

Nursiﬁg home expendifures increased from $1.3 billion in
1965 to $7.3 billion in 1973 and to $17.9 billion in 1979. ., - |




By 1990, nursing home costs are estimated to reach $76
billion if present programs and policies conginue.

Costs for long-term care doubled from 1975 to 1980 apd
will more than double from 1980 to 1985.

In a nutshell, government may have reached the limit in its

ability to absorb increasing long-term care costs’at the same
time the populatlon expected to need contlndlng care is growing.'

At present, government is looking at alternative ways for

paying for that care, not necessarily different ways for prov1d1ng

' care. : : o .

Aamong the options the Administration is considering is one that
would give vouchers to each enrollee equal to the average annual

Medicare benefit adihsted for age, health, and other personal
characterlstlcs The vouchers would be used to purchase coverage

-t

from competlng private health.insurers.

The 'voucher scheme is a key element in the Administration's
broader plan for introducing competltlon into the health care

market and curbing escalating costs through private initiative
rather than government regulation. '

v

By pu5§1ng a cap, in effect, on federal funds for Medicare :
beneficiaries while simultaneously encouraglng competltlon for
each benef1c1ary S health care dollar, the government eéxpects to
save $100 million in the first year of this plan ‘and $7 billion

over the first five years. ~

How well would nufsing compete in this market? How well would '

older adults fare in obtaining comprehensive services?

A second issue hav1ng ‘an lmpact on the costs of providing healith

care for older adults that directly affects nur51ng is the expandinu

‘ supply of phy51c1ans It is expected that we will witness a 40

percent increase in the number of phy51c1ans between 1980 and,

.1990. Opinions are divided about the impact this trend will

have. Logically, one might think that, as the number of

physicians increases, they will compete for -patients, and, BN
') Al
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therefore, costs will decrease. More realisﬁic, however, is the
fact that physicians will simply think of more things'to do.

In a study conducted by Dr. Karén Davis, she concluded that in
- areas where there were more physicians, there was a greatér use

of services, Medicare use was higher,.ahd the rates charged by
L

3

physicians were not lowex.

The significance of this issue is observable in other éountries
‘alreédy experiencing an overabundance of physicians:"qIH Mexiqd,
for example, physicians are moving into high-level %anaqement'and
administrative positions éreviously held by nurses. To déte, physi-~
cians have failed to show an interest in caring for older adults

with any particular recognition in specialty or practice. Geron-

tdlogical and geriatric nursing is.-one area wheré the latter

statement may be in our favor. ' -

‘These are just two iséues which indipate the economic forces
which will bear on providing health care for a growing older popu- {
lation. One can be assured health care policy for the eiderly .
will be carried out in the general economic and budget context
for this decade=-in other wdrﬂs, reduced federal épending, fewer

regulatory controls, and little to no expansion of health care

.

services.

* PREPARATION OF HEALTH CARE PROVIDERS L
v “Future needs for nursing personnel to care for older adults

will be influenced by successes (and failuresf of previous trends

. . . & * - -
in nursing education and manpower development programs. Some
nurse educators .

-

of the more specifit issues and concerns that
A

’ have to evaluate are:

—

1) Perhaps the greatest problem we in nursing education have

had to face is that of quality and quantity of hurses pre-

pared in the care of older adults. While the actual number

of nurses needed to meet today's health services require-
- * ments is the subject of great controversy., the fact remains
that the supply of new graduates, in general, has declined.
Assuming the current demographic trends of an aging popula- .
tion will continue, in a field where a shortage of personnel
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-.//‘ , already exists, an increase in thé demand for nurses pre-
‘ . pared in gerontology will only continue. )

g 2) Problems remain® in placement and levels of gerontology con-
T, ;bqt“in nursing education curricula: Few programs have ‘

caréfully‘designed conttent and experience for nursing *°

+  education in gerontologyﬁbased on scientific rationale ahd- .
conceptualized-into a t@eoretical framework for the total '
program. A major obstacle if curriculum development is .

T the ghadquate preparatio.. of nurse educatorg®in gerontology. »

T 3) Theie has baen littleg-or no prometion of grrontolog.cal-nurs-~ R

ing as a cayeer choice for recent graduates and ‘nurses seek-

ing advgncgd‘preparation. Despite the heightened attention .o
. givein t¢ gerontology as a distinct field of study, older o
. adults anqﬁtheir*health-needs are not affordgd;high status .«
- or priority by society. Regmarch fifdings  assert that im- - ™

proving job conditions, hours, and wages will not induce C

* health proressionals to work with older adults. Therefore

many believe positive attitudes toward older adults' health . <,

sérvices are besF attainable through e:i7@tional programs. s

, . x‘\ . -
These issues in.educational preparation of nurses are discusseq,

"t in -gréater détaiﬁ?ihia forphcoming-publicatiopCf”helped'prg—
pare for the American Nufses‘iAssociation Gerontological D;vision.,

*

&
L.

rse educators as some of 1ts leaders, has

The professignb with nu
ity ko see that?geréntological'nursiﬁé is pgomoted’

thé‘responsiBil
As,egucational

at all levels of nursing educational preparation.

are promoted by the professibn,'fpture generations will
. .. $

professional circles

Sod health through-—

programa
realize a greater appreciation in publi¢& and-

ofsthe value of-gerontological'knowleﬁqe.po g

»  ouwt the lifespan. -’ .-
} Chronic illness and poor nursing home care yiil’be euphemisms

I of past health care services for the elderly. Gerontoldéical

nursing will have come of. age. f "




