PAGE  
4

[image: image1.emf]AGING AND LONG TERM CARE

PART III: Emotional Burden, Family Caregivers, DNR, 
Communication With The Elderly
Dr. Jassin M. Jouria is a medical doctor, professor of academic medicine, and medical author. He graduated from Ross University School of Medicine and has completed his clinical clerkship training in various teaching hospitals throughout New York, including King’s County Hospital Center and Brookdale Medical Center, among others. Dr. Jouria has passed all USMLE medical board exams, and has served as a test prep tutor and instructor for Kaplan. He has developed several medical courses and curricula for a variety of educational institutions. Dr. Jouria has also served on multiple levels in the academic field including faculty member and Department Chair. Dr. Jouria continues to serves as a Subject Matter Expert for several continuing education organizations covering multiple basic medical sciences. He has also developed several continuing medical education courses covering various topics in clinical medicine. Recently, Dr. Jouria has been contracted by the University of Miami/Jackson Memorial Hospital’s Department of Surgery to develop an e-module training series for trauma patient management. Dr. Jouria is currently authoring an academic textbook on Human Anatomy & Physiology.

Abstract

The number of people over 65 years of age represented 12.4% of the population in the year 2000 but is expected to grow to be 19% by 2030. That means that 72.1 million older people will be seeking health care from a variety of sources in the next 20 years.  This creates an environment in which specialists in geriatric health are highly sought after to deal with the specific and various issues that affect aging patients. These patients are highly likely to have chronic health issues that require long term care, either in a specialized facility or in the home. A proactive approach to managing older patients’ health is necessary to ensure that each patient gets the highest quality of care. 
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1. Diagnosis of depression is difficult in patients with chronic disease because:

a. symptoms may be due to the disease

b. certain medications, such as steroids, affect mood

c. infection and hypoxia may affect the brain and mood

d. all of the above

2. True of False. Cognitive therapy in the elderly usually progresses faster than younger individuals. 
a. True

b. False
3. Non-geriatric individuals between ages 31-64 constitute approximately ______ % of the nursing home population.
a. 14 %

b. 25 %
c. 33 %
d. 40 %
4. _______ is a commonly used questionnaire to quantify caregiver burden.
a. Modified Caregiver Strain Index
b. Zarit Burden Interview

c. BSS Tool Grid
d. None of the above
5. True of False. In general, the elderly avoid information about DNR.

a. True

b. False
Introduction
Advances in the medical field and the quality of health care has made rapid strides in the last few decades resulting in lower mortality rate from disease and increased life expectancy, particularly in developed countries. However, the extended survival of individuals with severe chronic disease has increased the emotional burden on the patient as well as on the caregiver. People now survive for longer period of time even with severe chronic disease, but there is a high emotional and financial cost of this prolonged treatment and continuous medical surveillance, particularly for the elderly in long term care. 
Emotional Burden

The elderly and individuals with chronic disease go through tremendous stress and yet the emotional aspect of their condition is generally overlooked. Most providers understand the impact of a disease on the emotional side of the patient. Despite significant improvement in the management and treatment of chronic conditions, challenges still remain regarding recognition and management of the emotional and other psychological aspects of chronic disease or illness. 

Chronic Medical Illness 

Mental disorder/illness and chronic disease - 

Patients with chronic diseases usually have to make adjustments regarding their lifestyle, ambitions, and employment. Many face great emotional upheaval and distress about their condition before adjusting to it. But some patients are unable to cope up with the predicament and are susceptible to psychiatric disorders, such as depression or anxiety. In a recent research study of general medical admissions, it was observed that approximately 13% of men and 17% of women had symptoms of an affective disorder.334 Approximately 20-25% of patients with chronic illness such as rheumatoid arthritis or diabetes had a concomitant affective disorder.335 Furthermore, the rate of affective disorders further increases among those elderly patients with cancer or those undergoing acute care. This rate may exceed 30%,336 which is significantly higher than the prevalence of depression in the community, which hovers around 4%-8%.337 
Diagnosis of depression is difficult in patients with chronic disease. Physical symptoms such as impaired appetite, impaired sleep, fatigue, and lack of energy may be present due to the disease. Sometimes medications, such as steroids, prescribed to a patient for treating a medical disorder may affect the patient’s mood. In other cases, the disease process itself may be the culprit. For instance, infection and hypoxia in a patient with COPD may affect the brain and patient’s mood. 
The functional limitations due to a chronic condition or disease generally cause “understandable” distress, which is difficult to differentiate from a depressive disorder.338 There is a fine line between an adjustment reaction and depression. Therefore, the physician should determine the patient’s risk factors for depression such as previous episodes of depression, pain, a major disability, etc.  Other prominent risk factors include unemployment, financial burden, and a lack of emotional support.339 It has been observed that there is strong association between physical illness, depression and disability340 and increased use of hospital and medical outpatient services.341 Despite these complexities and difficulties, it is necessary to diagnose and treat depression in elderly with chronic diseases. Even mild cases of depression can prevent an elderly person to seek medical care and adhere to treatment plans. 

Depression and hopelessness, commonly observed in elderly people with chronic conditions may adversely impact the coping ability of the patient and may negatively affect family relationships.339 It has been observed that the patient with a terminal medical condition who commits suicide is also suffering from some kind of depressive illness.342 Depression in the elderly with chronic disease is also associated with significant increases in disability and adverse physical outcomes.343 Patients who have symptoms of depression after a CVA (cerebrovascular accident) have an increased rate of mortality344 and disability along with a reduced capability to perform activities of daily living.345 
The clinical course of cardiovascular illness or disease is also affected by depression. Several studies have observed that there is an increase in mortality rate due to cardiovascular disease among elderly patients with depression.346 The process of diagnosis as well as treatment in patients with depression is often difficult and complex. Antidepressants drugs may lead to deterioration in the patient’s medical condition. In addition, there is a risk of drug interactions, and conditions such as chronic renal hepatic or renal failure may alter drug metabolism.347 Therefore, selection of an antidepressant requires a thorough determination of the risks and benefits.347 
Antidepressant drugs show high efficacy in elderly who are medically ill,347 and these drugs are well tolerated in the majority of patients (around 80%) with cancer without significant adverse effects.348 The optimal treatment of depression in such patients also encompasses a combination of cognitive and supportive psychotherapies.

Chronic Disease Superimposed on Mental Illness 

The development of a chronic medical disease in elderly patients with an underlying mental disorder may result is an exacerbation of their symptoms as well as deterioration in their functioning. Diagnosis of medical conditions in elderly with an underlying psychotic disorder is complex and difficult as such patients may be incapable of communicating their symptoms or may not give their symptoms priority. 
Healthcare providers, especially psychiatrists, have an important role in helping elderly patients to better understand the medical issues they encounter and in determining their capacity to make informed decisions.349 It has been observed that after an episode of major depression the overall risk of myocardial infarction greatly increases to 4-5 times, provided the other medical factors are controlled.350 Depression in women is associated with decreased bone mineral density.351 Thus, depression may contribute to the development of chronic medical diseases or conditions. 

Physical Symptoms: Emotional Impairment or Dysfunction 

The development of new symptoms in an elderly patient with previously stable condition may point towards emotional distress. The exacerbation of an established illness and its symptoms may indicate depression, adjustment problems, or complex social or relationship problems. The cardinal symptoms of the somatoform disorders are physical complaints, extreme fear of physical illness, or the unwarranted and excessive pursuit of treatments, medical or surgical.352 Such problems can sometimes be very difficult to manage, and the most difficult to help.353 Effective communication between the elderly individual and their provider354 can reduce the risk of chronic disability and morbidity.355 
Issues Affecting Physicians  

With better quality of healthcare, the number of patients with chronic disease or conditions such as HIV and some cancers is growing. Patients with chronic diseases and co-morbid conditions may trigger anxiety and sense of professional inadequacy, and may become an emotional burden on the attending provider. Counterbalancing these feelings is important. Providers can derive a sense of fulfillment by providing consistent care and the deep appreciation conveyed by patients and their families. 

Maintaining the Patient's Hope 

For patients and their families, hope is a key component of the coping mechanism. The health care provider has an important role in engendering hope. Maintaining realistic hope is crucial for long-term survivors of HIV infection356 and breast cancer.357 It is important that all the factors such as anxiety, fear, etc., that may accompany severe and chronic illness are discussed with the patient to help them keep a positive outlook and maintain realistic hope. A study conducted on women with breast cancer reported that patients who pursued alternative treatments had greater levels of psychological morbidity.358 It is possible that the pursuit of alternative treatments might indicate the patient’s higher degree of distress.359 
Moving Towards the Terminal Phase 

Recognizing that the patient is approaching end of life can be a distressing experience for all the staff. In certain cases, the patient may become reluctant to discuss issues related to end of life, or change in treatment goals, but in others, the treating provider’s avoidance may prevent or reduce the chance for the patient to raise these issues.360 The staff may become reluctant to abandon more aggressive management. It has been observed that treating provider’s assessment of treatments may be different from that of the elderly patient with terminal cancer.361 In some cases, patients with a chronic illness may experience a high level of satisfaction in terms of their quality of life. Also, treating providers may underestimate the quality of life experienced by elderly patients. Patients may give greater importance to their mental health, whereas providers may give more attention to patients’ physical limitations. 

Treatment Issues 

Adverse effects of treatment 

The side effects of certain treatments may cause anger and frustration. These feelings may develop due to various symptoms and an emotional reaction to changes taking place in the patient’s body.  In some case these changes may be attributed to the effect of certain drugs/treatment on the patient’s mood. The treating provider may also feel guilty about these side effects. Additionally, patients who are extremely demanding, angry, or resentful may trigger feelings of rage and frustration in the healthcare staff. 

Compliance 

Although medical adherence may improve the course of a disease, the medical provider cannot promise a cure. In certain chronic diseases, such as diabetes, despite medical compliance, systemic impairments may still occur. Sometimes the patient and the treating provider may have conflicting ideas regarding the proposed treatment. For example in chronic fatigue syndrome, cognitive therapy and exercise have a beneficial effect, but this is often not understood or accepted by the patient or by their family. If patients and their families do not comply with such treatment, long-term care of the elderly patient may be adversely impacted. 
Psychosocial aspects of care 

Psychosocial interventions have become an important constituent of routine medical care. For example, in patients with rheumatoid arthritis, the use of stress reduction interventions have lead to substantial improvements in managing feelings of helplessness,  difficulty in coping, dependency, and pain.362 It has been observed that simple psychosocial interventions that encourage patients with chronic conditions such as asthma and rheumatoid arthritis to express the psychological impact of their disease have lead to substantial improvement in these patients.363 
The families of elderly patients with chronic disease or conditions are more susceptible to depression and have a greater likelihood of experiencing psychological symptoms. Treating clinicians and healthcare staff must be aware of this fact morbidity among caregivers. 

Emotional Burden For Health Professionals 
Recognizing the Cost of Caring 

Clinicians who treat elderly patients with a chronic condition should never ignore their own needs. Clinicians can get overwhelmed by the emotional requirements of their patients. In one study, it was observed that approximately 50% of the primary providers experienced high levels of emotional exhaustion. The sense of despair and frustration is particularly greater if the patient rejects medical treatment, or if the patient’s condition deteriorates despite the best efforts of the healthcare professional. If the patient commits suicide, this problem can become significant.

Factors that shape responses 

Confronting feelings related to long term care of elderly may bring out a range of responses from clinicians and other health professionals. These responses may include withdrawal from the elderly and in some cases total rejection, blaming the patient for his/her condition, or taking excessive personal responsibility for the patient’s present condition or failure to recover. These factors may lead to either under-treatment or over-treatment of the patient. It is important to note that health professionals and clinicians do not work in a vacuum. Medical care for elderly, particularly long-term care has increasingly become a complex clinical and ethical issue that demands public scrutiny and economic viability and accountability.  All these issues and complexities may cause further concern among treating providers and other healthcare staff. 

Education and Training 

The clinician’s response to the long term care of elderly depends on their lifetime experiences and training.364 In hospital settings, short-term encounters with patients with severe chronic disease may provide inexperienced medical graduates with clarity about deficiencies in their training. It is important for the medical providers and other healthcare professionals to equip themselves regarding the challenges of understanding and responding adequately and appropriately to the psychological, social, and cultural aspects of patient’s illness and health. Clinicians with a distorted view of the disease course, the role of treatments, the emotional and psychological needs of patients can exhibit potentially distorted responses. Many healthcare professionals may also experience stress while providing care and emotional support for patient’s families. Medical education should include information pertaining to the emotional aspects of patient’s diseases and its impact on the patient, the patient’s family, and the healthcare staff and the providers treating them. 

Team Membership 

In a multidisciplinary team, it is easier for a medical provider to discuss the challenges associated with care, and share the burden of care. This may reduce the emotional burden on the treating provider. Non-governmental agencies and other support groups can also be helpful in providing education, support, and advocacy for patients.  Clinicians have a key role in linking all such social groups with the patients. 

Self Care 

Medical providers and other healthcare professionals should try to exert control over the amount of their clinical work and their own priorities. Providers should reflect on the emotional aspects of their work; additionally, they cannot provide quality care to the patient if they themselves are not in the best of their health, i.e., physically, emotionally, as well as spiritually. 

Family Caregivers
Family caregivers are usually the patient’s family members, friends, or neighbors who provide unpaid assistance related to an elderly person with an underlying physical or mental disability.365 Family caregivers are a key component of long-term care as they provide a substantial amount of the care for the elderly. A recent study reported that approximately 26.5% of all American adults today are family caregivers. Approximately 44 million Americans age 18 and older are estimated to be providing unpaid assistance and support to the elderly and disabled adults who live in the community. Approximately 1.4 million children ages 8 to 18 provide care for an elderly or an adult relative; 72% are caring for a parent or grandparent, but in the majority of cases they are not the sole caregiver.366 Around 30% of family caregivers caring for elderly are aged 65 or over; another 15% are between the ages of 45 to 54.367 

Family caregivers provide approximately $450 billion worth of services annually. In the U.S., the family caregiver is usually a woman who spends an average of 20 hours or more per week. The number of men providing unpaid caregiver services is also significant (NAC & AARP, 2004). Approximately 21% of both the African-American and Caucasian populations are family caregivers, while around 18% of Asian-Americans and 16% of Hispanic-Americans are providing informal care (NAC & AARP, 2004). 
Caregivers usually perform their duties full time. They help in various household chores and activities of daily living which includes cleaning, bathing, dressing, cooking, medical care adherence monitoring, and other activities of daily living (ADLs). Family caregivers who take care of the elderly with Alzheimer's disease often provide more assistance in ADLs than non-Alzheimer's caregivers because of the various impairments associated with Alzheimer’s disease. Family members are, therefore, the major providers of long-term care, which includes personal assistance with essential, everyday activities, especially for elderly with disabilities. Family caregivers per​form a wide variety of tasks that require a substantial amount of their time. Many care​givers assist elderly with severe disabilities, such as Alzheimer’s or Parkinson’s disease, for a substantial period of time each week; often over a long period of time, which can extend to several years. Both care recipients as well as caregivers value their relationships; and, care giving usually comes at significant price, which can adversely impact the caregivers’ health, resources, and job. By reducing this cost, public policy can support and strengthen family caregiver’s capacity to provide better care.

The Role of Family Caregivers 
Long-term care consists of providing assistance and services to elderly and others who, due to their age or disabling conditions, are not able to perform activities of daily living such as preparing meals, bathing, using the toilet, etc.  Some patients require assistance in instrumental activities of daily living (IADLs) such as shopping, preparing meals, manag​ing medications, and doing light housework. Approximately 78 % of adults receiv​ing long-term care at home depend entirely on informal care, for example, assis​tance from unpaid family caregivers.  The rest of the adults receive support from professional paid providers such as personal assistants and home care aides, or formal care.  Around 8% depend on formal care alone whereas 14% use this formal care in conjunction with informal care. Even among adults with significant disabilities such as limitations in three or more ADLs, approximately two-thirds of them depend solely on informal care.  Family caregivers also offer hands-on assistance with ADLs such bathing and eating for the elderly in hospice care, nursing homes and other residential settings. In addition, caregivers also assist their family member, neighbor, or friends learn about a patient’s long-term care needs and arrange for appropriate services.
Impact On Caregiver’s Health

Care giving can be a positive and rewarding experience; however, it can also impact adversely on a family caregivers’ mental and physical health and can cause a significant financial burden.   

When compared with non-caregivers, caregivers may experience more health problems such as chronic pain, and poor immunity. In one study it was observed that over a period of time, a caregiver may lose the subjective experience of health. Care giving can adversely impact one’s mental health as well. Family caregivers tend to report greater levels of stress, emotional and cognitive problems when compared with non-caregivers. It is estimated that approximately 40-70% of caregivers experience depression, and around 25-50% of them meet the diagnostic criteria for major depression. 
Caregivers who experience stress while providing care are more susceptible to adverse physical and psychological effects such as signs and symptoms of depression, anxiety, poor sleeping patterns and other health related activities. Compared to their male counterparts, female caregivers fare worse and experience higher levels of anxiety and depressive symptoms and lower levels of subjective well-being, life satisfaction, and physical well being.  
Family caregivers also have to cope up with financial burden that, on average, is $2,400 per year. In addition, family caregivers may experience loss in wages and other work related benefits because of repeated absence and reduced working hours.

	Signs of stress in a caregiver

	· Feeling overwhelmed

· Altered sleeping patterns

· Significant weight gain or weight loss 

· Fatigue 

· Anhedonia 

· Extended frustration

· Increased irritability 

· Anxiety 

· Depression

· Frequent headaches, bodily pain or other physical problems

· Drug abuse, including prescription drugs



	COPING TIPS FOR CAREGIVERS

	· Educate yourself about the disease your family member is facing and how it may affect his or her behavior, pain level, etc.

· Find sources of help for caregiver tasks. Contact family, friends, neighbors, church/synagogue/mosque or workplace, Area Agency on Aging or other organizations. Keep looking!
· Protect your personal time for something you enjoy or something you need to get done.

· Try to find time for exercise, eating well and sleeping enough.

· Use your personal network of friends and family for support or find a support group for caregivers of dementia patients in your area.

· Watch out for symptoms of depression (such as crying more, sleeping more or less than usual, increased or decreased appetite or lack of interest in usual activities). Notify your doctor if symptoms of depression are present.

· Consider how you will feel and what you will do after the care giving ends.



The Caregiver Burden

Caregiver burden may be defined as the physical, emotional and financial toll of providing care to the patient.368 Among all the questionnaires that have been developed to quantify caregiver burden, the Zarit Burden Interview is the most frequently and widely used scale for assessing caregiver burden, as outlined below:
THE ZARIT BURDEN INTERVIEW
	Please circle the response the best describes how you feel. Never 
	Never 
	Rarely
	Sometimes 
	Quite Frequently 
	Nearly Always

	1. Do you feel that your relative asks for more help than he/she needs? 
	0 
	1 
	2 
	3 
	4 

	2. Do you feel that because of the time you spend with your relative that you don’t have enough time for yourself? 
	0 
	1 
	2 
	3 
	4 

	3. Do you feel stressed between caring for your relative and trying to meet other responsibilities for your family or work? 
	0 
	1 
	2 
	3 
	4 

	4. Do you feel embarrassed over your relative’s behavior? 
	0 
	1 
	2 
	3 
	4 

	5. Do you feel angry when you are around your relative? 
	0 
	1 
	2 
	3 
	4 

	6. Do you feel that your relative currently affects our relationships with other family members or friends in a negative way? 
	0 
	1 
	2 
	3 
	4 

	7. Are you afraid what the future holds for your relative? 
	0 
	1 
	2 
	3 
	4 

	8. Do you feel your relative is dependent on you? 
	0 
	1 
	2 
	3 
	4 

	9. Do you feel strained when you are around your relative? 
	0 
	1 
	2 
	3 
	4 

	10. Do you feel your health has suffered because of your involvement with your relative? 
	0 
	1 
	2 
	3 
	4 

	11. Do you feel that you don’t have as much privacy as you would like because of your relative? 

	0 
	1 
	2 
	3 
	4 

	12. Do you feel that your social life has suffered because you are caring for your relative? 
	0 
	1 
	2 
	3 
	4 

	13. Do you feel uncomfortable about having friends over because of your relative? 
	0 
	1 
	2 
	3 
	4 

	14. Do you feel that your relative seems to expect you to take care of him/her as if you were the only one he/she could depend on? 
	0
	1
	2
	3
	4

	15. Do you feel that you don’t have enough money to take care of your relative in addition to the rest of your expenses? 
	0
	1
	2
	3
	4

	16. Do you feel that you will be unable to take care of your relative much longer? 
	0
	1
	2
	3
	4

	17. Do you feel you have lost control of your life since your relative’s illness? 
	0
	1
	2
	3
	4

	18. Do you wish you could leave the care of your relative to someone else? 
	0
	1
	2
	3
	4

	19. Do you feel uncertain about what to do about your relative? 
	0
	1
	2
	3
	4

	20. Do you feel you should be doing more for your relative? 

	0
	1
	2
	3
	4

	21. Do you feel you could do a better job in caring for your relative? 
	0
	1
	2
	3
	4

	22. Overall, how burdened do you feel in caring for your relative? 
	0
	1
	2
	3
	4

	Total Score (Out of 88)
	
	
	
	
	


Interpretation of Score:  0 – 21 little or no burden, 21 – 40 mild to moderate burden, 41 – 60 moderate to severe burden, 61 – 88 severe burden
Score values and interpretation are guidelines only, as discussed in:  Hebert R, Bravo G, and Preville M (2000). Canadian J Aging 19: 494-507.
Several studies have shown that a caregiver’s role can be daunting, stressful and burdensome. Care giving can be a chronic stress experience and may lead to physical and psychological stress over long periods of time, particularly during long-term care. The caregiver often goes through extended periods of unpredictable and uncontrollable phases that may affect their ability to provide care. 

Families often are the main provider of home care and support for elderly, contributing services that amount to hundreds of billions of dollars annually. Nurses and social workers now play an important critical role in providing advice and support to caregivers.

Support System for the Caregiver
Care giving can be very stressful, affecting the physical, psychological, and economic well being of an individual; therefore, a good support system is essential to reduce the burden of family care giving.  The following resources may be beneficial in promoting and supporting physical, psychological, and economic wellbeing of family caregivers:

· Family Caregiver Assessment - A support plan is necessary to evaluate the requirements of family caregivers, and make appropriate referrals

· Caregiver Education and Counseling – This may facilitate identification of available resources and make suitable decisions regarding long term elderly care 

· Respite Care – This is helpful in providing temporary relief to the caregiver who constantly cares for an elderly.  It may also be helpful for an individual who may be at risk of abuse or neglect

· Individual and Group Therapy – This therapy may help family caregivers to better manage the stress associated with care giving.  In addition, it can allow the caregiver to sustain  a  better sense of balance between work and family

· Financial Support – This kind of support can help to reduce the economic burden of family care giving.  

· Additional Support Services - Adult day care, home health care, legal assistance, and home delivered meals can significantly ease the burden of family care giving

Positive Effects of Care giving

About one third of family caregivers report no adverse effect on their physical and emotional wellbeing.  This is particularly true in the early stages of care giving.
Even when care giving leads to greater levels of stress and depression, caregivers often look at the positive aspects of the care giving. They feel good about themselves and care giving to their loved ones gives meaning to their lives, makes them to learn new skill sets, and increases their bonding with the patient. It has been observed that people in supportive social relationships are happier and healthier and live longer than those who live in isolation. Recent studies have shown that care giving may be just as beneficial to health as receiving support. It has been observed that people who extend instrumental support to others have comparatively lower five-year mortality rates than people who don’t help others.  
Family health care providers may have a substantial impact on the health and overall wellbeing of caregivers. By carefully assessing the caregiver's level of burden, the provider can identify caregivers who are susceptible to physical and emotional problems. Providers can better educate family caregivers on coping strategies and techniques to reduce their own health burden; and, they can also provide the holistic approach to care for family caregivers to better equip them for this challenging role.
Communication With Elderly
Older adults visit their doctor an average of eight times per year, which is significantly more than the general U.S. population’s average of five visits per year.369 With an increasing number of older patients, it is necessary for care providers to better understand and enhance effective communication. The communication process is complex and is usually further complicated by increasing age. One of the biggest hurdles medical providers face when communicating with elderly patients is that they are comparatively more diverse and heterogeneous than other age groups. Their life experiences and cultural backgrounds usually affect their perception about the disease, its treatment and their ability to communicate effectively with care providers.370 
Communication is also impacted by the normal aging process, which may result in sensory loss, slower processing of information, poor memory, declining power and influence over their own lives, and separation from family and friends.371 When elderly patients need to communicate effectively with their healthcare providers, life and physiologic changes due to aging make it a tough task. Providers should pay particular attention to this aspect of communication, as poor communication can lead to incorrect diagnoses and treatment plans.372 
Communication Tips for Healthcare Providers

It is important for healthcare providers to make a connection with older patients both physically and emotionally. This connection facilitates better communication of necessary information and instructions. 

Effective communication with elderly patients is necessary and can be achieved with the following tips:
1. Time -  Providers should spend more time with older patients compared to others. Several research studies have observed that elderly patients receive less information from providers than patients of other age groups, despite the fact that elderly desire more information from their healthcare providers. Elderly patients need additional time because they tend to have greater need for information and their ability to communicate declines which makes them more nervous and unfocused. Therefore, providers should plan for this interaction, and should not appear to be in a hurry or uninterested. Elderly patients can sense this, which may hinder effective communication.
2. Native Language - In case the patient’s native language is not English, determine whether elderly can communicate better in that language; ask the family; and if required use an interpreter.  Also health care providers should look for auditory and visual impairments.  Elderly should be asked about prior use of hearing aids and glasses and assure the use of these devices in the hospital.
3. Distractions -  When communicating with older patients, the provider should avoid distractions. Patients, especially elderly, want to spend a quality time with their provider and to feel important. Researchers have observed that if a provider gives the patient their undivided attention in the first 60 seconds, patients think that a meaningful amount of time was spent interacting with them.373 Of course, it is vital to pay full attention to the elderly during the entire visit, but the initial minute can make a difference. When communicating with elderly patients, it is also important to reduce the amount of auditory and visual distractions, which includes other people and background noise.374,375 
4. Positioning - When talking to a patient, the provider should ideally sit face to face with them. Some elderly patients have visual and auditory loss, and reading the provider’s lips may be important for them to receive correct information.376 Sitting in front of the patients increases their focus and also reduces distractions. Research studies have observed that a patient’s medical compliance greatly increases following encounters in which the provider interacts with the elderly face to face.377 
5. Eye contact - Along with positioning, it is also important to maintain eye contact when communicating with older patients. Eye contact is a powerful form of nonverbal communication and it indicates to the patients that you are interested in them and it increases the bond with and the trust in healthcare providers. Maintaining proper eye contact creates a more positive, comfortable environment, and helps elderly patients in opening up and offers additional information. 
6. Power of listening - The most frequent complaint elderly have about their treating providers is that they are not good listeners.378 Good and effective communication with older patients requires good listening. Many problems associated with noncompliance, particularly in older patents, can be reduced or eliminated by attentively listening to the patients. In a recent study, it was found that providers listen for first few seconds only before they interrupt, which may result in missing important information patients are trying to convey.379 
7. Speak slowly, clearly and loudly - The rate at which an elderly person comprehends and learns is generally much slower than people of other age groups. Therefore, the rate at which a care provider offers information impacts an older patient’s ability to learn, comprehend and remember the information.374,376 The instructions should be provided clearly, slowly and loudly enough for elderly patients to hear.  
8. While communicating with the elderly, healthcare providers should use short, simple words and sentences. This way the patient understands and follows the provider’s instructions. Medical terminology or jargon should preferably be avoided, as it is difficult for the layperson to comprehend. Healthcare providers should use words and phrases that elderly are familiar and comfortable with.373 
9. Stick to one topic at a time - Providers should avoid information overload as this may confuse elderly patients. A long, detailed explanation to an elderly patient may lead to poor communication.  The information should be preferably provided in a stepwise fashion.  For example, while discussing hypertension with an elderly, the provider should first talk about the heart; second, about blood pressure; and third, about treating blood pressure. 
10. Instructions should be simple and written - Instructions to the patients should be simple to facilitate good communication and to avoid confusion.  Instructions should be written in a basic, easy-to-follow format. Written instructions provide an opportunity for the elderly to later review and better comprehend what the healthcare provider wants to convey in a comparatively relaxed environment.374 One approach is to provide an information sheet with a summary and explains the steps in simple language. Posting the necessary information on a bulletin board or the refrigerator or can help elderly patients keep instructions fresh in their mind.374 
11. Use charts, models and pictures - Visual aids (objects, pictures, posters) can greatly help the elderly better comprehend their medical condition and treatment. Pictures can be of immense help as patients can easily take them home for future reference.376 
12.  Frequently summarize the most important points - Providers should ask patients to repeat instructions after they have discussed the most important points with elderly. If the patient has not understood instructions, the provider should simply repeat the instructions as repetition leads to greater recall. The nurse or pharmacist should also repeat instructions for prescription drugs and offer a combination of written and oral instructions.380 It is important that instruction should be rephrased after a few repetitions as the elderly patient may get frustrated and ignore the information.  Instructions should ideally be provided in the presence of a family member or friend to make sure that the information is understood.376 
13. Allow time for questions - Patients should be given an opportunity to ask appropriate questions after the provider has explained everything related to the treatment and other relevant information.  This approach allows patients to express their fears or apprehensions. It also helps the provider to gauge whether the patient has understood the information and instructions that the provider had given. In case of any doubt, the provider may take the help of a staff person to review the instructions.

Healthcare staff can contribute immensely in making a provider’s communication more effective by providing a relaxed and informative environment so that the patient is well prepared for a consultation. 
For effective communication, healthcare staff should perform the following:

1. Schedule older adults earlier in the day. Older patients generally get fatigued in the later part of the day, and medical offices/healthcare facilities usually get busier as the day progresses. Scheduling the elderly earlier in the day is better as the surrounding environment is quieter and will allow more time to be spent with the patient. 

2. Greetings are important. Greetings are a small gesture that makes the elderly feel important and comfortable. Staff members as well as providers should warmly greet the patients and should introduce themselves by stating their names and position.381 

3. A good environment is essential. Patients should be kept in a quiet, comfortable area.
4. Make things easy to read. Optimum lighting in the healthcare facility, waiting and exam areas is necessary. Proper lighting facilitates better communication as it increases the patient’s ability to read pamphlets, instructions, and other materials related to their healthcare. It also helps them to better interpret facial expressions and with lip reading. Easy-to-read signs posted throughout the healthcare facility/practice can also aid in providing important information, since some elderly may be hesitant to ask seemingly simple questions.378 

5. Escort the patients. In some cases, assisting the elderly patient from one place to another (room to room) may be necessary. The staff should ensure that the elderly is relaxed comfortable and that any immediate needs are filled. 

6. Periodically check the patient.  The staff should periodically check an elderly patient, especially if she/he is unattended.  
7. Keep the elderly patient comfortable, relaxed and focused. This approach is a key component for effective communication with an elderly to obtain reliable information. Small gestures such as lightly touching the patient’s shoulder, arm or hand will make them comfortable and relaxed and increase their trust in the healthcare providers. Patient should preferably be called by their desired name.378 It is also important to realize that some patients will prefer their formal names (i.e., Mrs. Smith or Mr. Doe) while others are comfortable with healthcare staff using their first name.

8. Goodbye is courteous. It is always better to tell patients goodbye after the visit is over.381 This makes the patient feel important and comfortable for future visits also. 
Below is a table of helpful communication tips when interacting with the elderly:
	IMPORTANT TIPS FOR EFFECTIVE COMMUNICATION WITH THE ELDERLY

	1. Allow extra time for older patients.

2. Minimize visual and auditory distractions.

3. Sit face to face with the patient.

4. Don’t underestimate the power of eye contact.

5. Listen without interrupting the patient.

6. Speak slowly, clearly and loudly.

7. Use short, simple words and sentences.

8. Stick to one topic at a time.

9. Simplify and write down your instructions.

10. Use charts, models and pictures to illustrate your message.

11. Frequently summarize the most important points.

12. Give the patient a chance to ask questions.

13. Schedule older patients earlier in the day.

14. Greet them as they arrive at the practice.

15. Seat them in a quiet, comfortable area.

16. Make signs, forms and brochures easy to read.

17. Be prepared to escort elderly patients from room to room.

18. Check on them if they’ve been waiting in the exam room.

19. Use touch to keep the patient relaxed and focused.

20. Say goodbye, to end the visit on a positive note.


Assessment of language abilities is required to comprehend elderly patient’s communication impairments and facilitate communication. Examples of effective evaluation questions to determine communication impairment is demonstrated in the table below:
	ASSESS RECEPTIVE ABILITIES
	FACILITATE COMMUNICATION BY

	Can the patient understand a yes/no choice?
	Ask simple, direct questions that require only a yes or no response.

	Can the patient read simple instructions?
	Provide instructions in a place that is easily visible to the patient.

	Can the patient understand simple verbal instructions?
	Use short, simple sentences. Use one-step instructions to enhance the individual’s ability to process, e.g. it’s time to wash (smile; pause); I will help you (pause and proceed). Avoid slang, idioms, and nuances.

	Can the patient understand instructions given with physical cues?
	Use gestures. Model the desired behavior (i.e., eating). 

Be sensitive to the fact that although the person may not understand words, he/she often can read your body language, sincerity, and mood.

	Can the patient make a choice when presented with two objects or options?
	Limit choices; too many options will cause confusion and frustration

	ASSESS EXPRESSIVE ABILITIES
	FACILITATE COMMUNICATION BY

	Does the patient have difficulty finding the correct word?
	If you are sure of the word the person is trying to say, repeat it. If not sure, don’t guess because that will increase the person’s confusion and frustration.

	Does the patient have difficulty creating sentences or a logical flow of ideas?
	Listen for meaningful words and ideas. Try to identify the key thoughts and ideas. Do not dismiss person as “totally confused”.

	Does the patient curse, use offensive or aggressive language, or exhibit aggressive or combative behaviors?
	Don’t reprimand. Respond to the emotion not the words. 

Validate feelings. Assess for unmet needs, including those related to misperceptions, hunger, thirst, toileting needs, pain, etc. 

	Does the patient avoid verbalization altogether or mutter in various tones Read nonverbal communication that may seem meaningless to others?
	Read nonverbal communication that may seem meaningless to others? Anticipate needs.


Long-Term Care For Non-Geriatric Patients 
Non-geriatric individuals in the age group of 31-64 now constitute approximately 14% of the nursing home population. The number of younger adults residing in nursing homes and other long-term care facilities is expected to increase in the coming years. Usually, long-term care for older patients is the focus of attention but now it is generally being accepted young adults may also require a similar level of care. This is particularly true for younger adults with severe congenital or traumatic disabilities, which renders community living almost impossible. Some young adults need periodic admission to continue living in the community. Still other young patients get admitted at an institution at the final or terminal stages of a progressive debilitating disease or an illness, which becomes impossible to be managed in a community setting. Such patients require an institution that fulfills their biopsychosocial requirements in the least restrictive, most intellectually and emotionally gratifying environment possible.  
Young patients with severe disabilities, multiple sclerosis, Parkinsonism, stroke, etc. are the most common conditions, which may require long term residential care.  It is estimated that more than a million people under the age of 65 with disabilities are homeless, in jail, or reside in nursing homes or long-term care facilities. The table below outlines conditions that require rehabilitation or long term care.
	Conditions/Disease Requiring Rehabilitation 

or Long-Term Care

	Patients Admitted For Rehabilitation
	Patients Admitted For 
Long-Term Care

	· Cerebrovascular accident 

· Head injury

· Back injury

· Spina bifida  

· Hand injury  

· Epilepsy  

· Hypokalemic periodic paralysis

· Arteriovenous cerebral aneurysm

· Ankylosing spondylitis 

· Parkinsonism 
	· Multiple sclerosis

· Cerebrovascular disease

· Tumors

· Parkinsonism

· Paraplegia or tetraplegia

· Rheumatoid arthritis

· Renal failure  (TB)

· Syringomyelia 

· Cerebral palsy




The aims of care in a long-term care facility for younger adults should be to provide maximum self-sufficiency and independence to the individual. Younger individuals with disabilities are not any less of an individual. Often, these young people feel that they have been more handicapped by society’s behavior, attitudes and barriers in the environment, and not as much by their physical disabilities. Therefore, they need the same level of freedoms, rights and privileges enjoyed by the others, such as finding meaningful employment, marriage and having a family to fulfill their potential as human beings.
For young adults with mental impairments, the scope of decision-making is generally extended to family members and friends, although this is not possible in every case. Long-term case for each person should be individualized. Some experts also rejection the idea of providing traditional goals of long-term care for elderly that offer a continuum of personal care, home health care, and nursing home care, which people progress through as their disability increases. They believe that care should follow such individuals and should be provided regardless of where that person resides.  
Long term care for younger adults requires a financing system that provides a broader range of means to finance their personal needs. As with elderly, there is an increasing trend for integrated acute and long-term care for young adults who can be provided for through health maintenance organization (HMOs) and other managed care groups.  Some experts also argue that people using personal assistance services should be in direct control of service delivery. 

There is an increasing need for wider and better long-term care services for younger adults. The most challenging aspect of providing long-term care for young adults is developing a plan of care and in getting the their involvement in its development. Young adults often ask for entertainment and activities that the older patients do not desire.
Treatment
Medication Management 
For elderly, especially who live alone, it is important to adhere to a medication regimen. Non-adherence to medication is an important determinant to place elderly in the nursing home.382 Elderly patients are the largest consumers of prescription medication and polypharmacy (the concurrent use of 4 or more medications) can be a particular concern. With advancing age, however, they are susceptible to numerous adverse reactions associated with a drug or the interactions of these drugs. Approximately 30% of hospital admissions of elderly patients are medication related, with around 11% associated with medication non-adherence and around 10–17% related to adverse drug reactions.383-385 In addition, the elderly have narrow therapeutic range and need close monitoring, particularly when they are taking multiple medications.415 

Risk Factors

There are multiple factors that are associated with poor medication management in elderly. Those elderly in the age group of 66–74 are generally more compliant than those elderly in the age group of 75 and older because aging often leads to poor comprehension of medication instructions and adherence.386-388 Living arrangements influence the elderly patient’s medical compliance, and those who live alone are susceptible to medication errors.389-390 Furthermore, those elderly with chronic disease, particularly depression, have a greater chance of non-adherence to their medication.391-394 

Several risk factors linked to poor medication management are items that are more prevalent in elderly patients living in the community.  These factors include physical impairments such as poor vision and cognitive impairment. The elderly are more susceptible to adverse events because of complexity of their care rather than aging.395 A study conducted on elderly patients who took five or more medications observed that approximately 35% of them experienced adverse drug reactions. In addition, elderly with complex regimens who had problems naming and explaining the indication of medications had a higher risk for medication non-adherence.396 There is a direct correlation between the degree of medication complexity and medication non-adherence. Non-adherence to medication increases with increased number of prescribed medications.397,398 

Medication Reconciliation 
Medication reconciliation is the first step in helping elderly in the medication management process. Several studies have shown discrepancies from 30-66% in medications prescribed and the actual medications the elderly was taking.399,401 Another problem is determining exactly what medications the elderly are taking in a long-term facility or at home. Several studies have shown that 10–74 percent of medications prescribed for elderly were inappropriate.402,404 
Medication Procurement 
One of the most common causes of medication non-adherence in elderly is inability to fill or refill prescriptions.405-407 Elderly persons with adequate insurance coverage for medications are more compliant.408 
Medication Knowledge

It has been observed in several studies that less than 25% of elderly patients knew the consequences of noncompliance or toxic side effects. Patient education is very important to help the elderly with medication management. Patient knowledge of drugs greatly improves adherence with medications.409 

Physical Ability 
Poor vision and low dexterity are commonly seen in elderly patients. These disabilities are associated with poor medication self-management.410 

Cognitive Capacity 
Cognitive impairment is associated with poor drug compliance.411 In such cases, pillbox organizers are helpful in increasing medication adherence.  Medication schedules as well as calendars are also helpful.412,413 Electronic monitoring is also an effective tool to increase compliance.

Intentional Non-adherence

One study conducted on chronically ill elderly who were initiating a new medication found that approximately 33% of them did not take their medication as prescribed. Furthermore, half of the time, non-adherence was deliberate.414 The reasons behind the non-adherence should be investigated. For example, this could be an early sign of dysphagia and using a liquid form of the medication may increase adherence. Non-adherence may also be the result of a lack of understanding of the need for the medication or frustrations about understanding the timing and dosages. Finally, non-adherence can be the result of unreported adverse effects of the medication, which should be investigated with the potential to change dosages or the prescription. Strategies for assisting elderly patients to take their medications are outlined below.
Strategies for assisting aging patients with medication management416-420
	Medication Reconciliation 

1. All the medications, prescribed and non-prescribed, should be reviewed and should include over-the-counter medications, vitamin supplements, and herbs. 

2. The elderly should be screened for adverse drug reaction and interactions. Adverse drug interactions should be reported to the physician. 

3. Medical diagnosis, primary or secondary, related to each prescribed medication should be identified. In case the medical diagnosis is unknown, request the diagnosis from the prescribing provider. 

4. For the elderly, apply Beer’s criteria for inappropriate medication. 

5. A list of all the medications, prescribed and non-prescribed, as well as list of corresponding medical diagnoses should be provided to the prescribing provider(s). 

6. All the prescribed medications and related medical diagnoses should be verified with the prescribing provider(s). 

7. The dose and frequency of all the currently prescribed medications should be provided to the patient or caregiver. The patient should share this list with the physician or other healthcare providers. 



	Medication Procurement 
1. Patient’s or caregiver’s ability to procure medications should be assessed. 

2. If the elderly or caregiver has problems in refilling or obtaining prescriptions, help the elderly to procure medications through:

  a. Pharmacy delivery. 

  b. Refill reminders or automatic refill service. 

  c. Scheduling family or friends to pick up medications. 
3. In case elderly has a financial problem in buying  

  a. Refer the patient to a social worker to obtain Medicare Part D coverage, other insurance coverage, or participation in drug company programs 

  b. Consult with the pharmacist regarding use of generic drugs. 

  c. Consult the prescribing doctor about availability of free samples. 



	Medication Knowledge 
1. Patient’s or caregiver’s knowledge of the following should be assessed:

  a. Dose and frequency of medications taken. 

  b. Special instructions pertaining to prescribed drugs, such as “take with meals.”  

  c. If the elderly uses an inhaler, understanding of the correct inhaler technique. 

  d. Medication mode of action 

  e. Side effects to monitor and report. 

2. In case the medication regimen is changed, review dosage, frequency, side effects and medication purpose to monitor and report, and other medication-specific instructions. 

3. Interventions related to medication knowledge include: 

a. Provide written instructions related to prescribed medications in large letters and bullet or list format. 

b. Tailor instructions to how the elderly takes his or her medicine. 

c. Group information starting with generalized information, followed by how to take the medicine, and then the outcomes such as side effects to watch for and when to call the provider 

d. Use medication schedules or charts to reinforce instructions 

e. If the patient was unaware or did not know important medication information at a previous encounter, review dose, time, side effects to monitor and report, and special instructions at the next visit. 

	Physical Ability 
1. Assess for decreased manual dexterity or vision impairment and its affect on the patient’s ability to identify the correct medication, open medication containers, and prepare medications (i.e., breaking tablets) for administration. 

  a. Observe the patient opening medication containers. 

  b. If the patient uses an inhaler, observe the use of the inhaler. 

  c. If the patient is required to break tablets, assess his or her ability to do so. 

  d. If the patient is unable to open or see the label and contents of each medication container, provide one of the following: 

i. Pill box or other easy-open container. If the patient is unable to fill the pill box, identify someone who can assist him or her. 

ii. Medication calendar with pill box. 

iii. Blister packs. Consult the pharmacy about the availability of the drug in blister packs or non-childproof containers. 

iv. If tablet breaking is required and the patient has difficulty doing it, consult with the pharmacist about tablets that are easier to break or tablets that are the correct dosages without requiring breaking. 

	Cognitive Capacity 
1. Cognitive ability of patient’s or caregiver to organize and remember to administer medication should be assessed. 

2. Patient or caregiver should be taught the use of memory cues based on one of the following methods: 

a. Clock time. Ask if the patient or caregiver is usually aware of the time of day or keeps track of time through a watch or clock. 

b. Meal time. Ask if the patient eats meals at a regular time. 

c. Daily ritual, such as using the bathroom in the morning, shaving, or hair combing. 

3. If needed, patient should be provided additional support, 

a. Provide memory-enhancing methods or devices such as 

i) Medication calendar or chart. 

ii) Electronic reminder or alarm. 

iii) Voice-message reminder. 

iv) Telephone reminder. 

v) Pill box. (If the patient is unable to fill a pill box, identify someone who is willing to assist him or her.) 

vi) Electronic medication dispensing device. 

vii) Combine methods and devices when possible. 

b. Discuss dose simplification with the prescribing provider. 

	Intentional Non-adherence 
1. Assess if medication doses are missed intentionally.

a. Drugs at high risk for intentional noncompliance include the following: 

i. ACE-inhibitors 

ii. Beta-blockers

iii. Calcium channel blockers 

iv. Diuretics 

v. Bronchodilators 

vi. Benzodiazepines 

b. If the patient intentionally misses doses, assess the reason(s). 

i. Belief medication is not helping. 

ii. Fear of adverse side effects. 

iii. Side effects. 

c. The following medications are most risky for patients to miss: 

i. Coumadin 

ii. Digoxin 

iii. Beta-blockers 

iv. Insulin 

v. Prandinm® (repaglinide) 

vi. Antibiotics 

vii. ACE-inhibitors 

2. If the patient misses medication doses for reasons related to health beliefs, 

a. Explore with the patient his or her health concerns for not taking medication.

b. Discuss the benefits of taking medication as prescribed. 

c. Provide positive reinforcement for taking medication as prescribed.

3. For patients on high-risk medications, reinforce the danger of missing medication doses. 

4. If the patient misses medication doses for reasons related to medication side effects, 

a. Explore with the patient a plan to manage the side effects. 

b. Modify the regimen to reduce the side effects. 

	Ongoing Monitoring 
1. For all patients on a prescribed medication regimen, monitor the patient with each encounter for the following: 

a. Medication adherence 

i. Monitor both under- and over adherence. Over-consumption occurs frequently in a once-daily dose schedule. 

ii. For persons using inhalers, assess 

· Inhaler emptying rate. 

· Reported forgetfulness. 

· Use of short-acting inhaler. 

a. Medication side effects

i. If medication side effects are present, notify the prescribing provider, as appropriate. 

b. Lab work, as appropriate, for prescribed medications

i.e. Cockcroft-Gault Formula or other creatinine clearance measure at least annually. 
2. If creatinine clearance <50 ml/min, notify the prescribing provider. 

          a.  Medication effectiveness  

i. If signs and symptoms of the problem the medication is treating are present, notify the prescribing provider, as appropriate. 


Geropsychology 
Most of the 40 million elderly people in the U.S. live independently in the community. Working with the elderly, particularly in long term care settings, requires specialized competencies and skills. Working in such an environment poses a unique challenge for mental health providers. Psychologists may be consulted for a number of issues, such as health and behavioral concerns, depression, anxiety, other mood disorders, end-of-life issues, etc.  Regardless of the treatment or intervention needed, collaborating with multiple professionals is important to provide better care to elderly. Geropsychologists are trained specialists in the field of aging and mental health who provide psychological services to the elderly, especially in nursing homes and long-term care settings.
Clinical geropsychology has grown slowly but surely since its inception in 1981. Geropsychologists provide consultation, assessment, intervention, and other professional services to elderly people in a number of settings, which includes medical, mental health, residential, community, long-term care and other care settings. Geropsychologists can be of immense help to elderly in managing medical conditions. They provide essential psycho-educational information to the elderly about their condition, its’ onset and contributing factors, and steps toward self-management. The geropsychologist helps the patient better understand the emotional impact of the illness that led to the patient’s admission.  

Geropsychologists help the elderly in many respects including:

· Assessment of perceptions and values of the elderly regarding his or her future outlook.

· Identification of psychological barriers that prevent the elderly in taking part in rehabilitation.

· Assist the elderly to stay engaged in his or her physical therapy and other interventions.

· Promote effective transition back to the community when the patient is discharged.   

Cognitive Behavior Therapy for Elderly  

With an ever-increasing population of elderly globally, a wide range of psychological treatments and techniques are being used to treat elderly who have psychiatric disorders. Certain illnesses such as depression have a poor prognosis in the elderly and require effective psychiatric interventions. Cognitive–behavioral therapy or CBT is the treatment of choice for several psychiatric disorders in the elderly. Cognitive therapy is now a popular intervention for the treatment of a number of psychiatric disorders such as anxiety, depression, and eating disorders. 

Cognitive therapy: rationale 

Psychiatric problems such as anxiety or depression develop from an individual's specific and exaggerated viewpoints and beliefs about him or herself and the world around them. When these beliefs are activated, they lead to unpleasant emotions mediated by negative thoughts or cognitions. Cognitive therapy trains the elderly with the skills needed to modify those underlying beliefs mainly through techniques of identifying and testing the validity of such biased thoughts. 
Cognitive therapy is a problem-focused approach and requires an active collaboration between the elderly patient and the psychotherapist. The most common cognitive problems seen in elderly develop because of poor adaptation to losses such as physical disability, retirement, loss and bereavement. Aging may also impact the ability to appropriately review life, end of life issues and anticipate death. In general, the treatment strategies are identical for both young adults and elderly, although certain aspects of intervention may differ in elderly patients due to their specific problems and circumstances; therefore, some adaptations may be essential in such patients.  
Compared to young adults, cognitive therapy in the elderly usually progresses at a much slower pace. In addition, the therapy requires more frequent pauses and summaries for effective treatment.  Compared to young adults, elderly patients also tend to be less independent and tend to depend more upon others for their care. Caregivers can be inducted into treatment to help in assessing and challenging of the elderly patient’s cognitive distortions. 

The elderly have a greater likelihood of having underlying co-morbid diseases, physical illness and disability, which may play an important role in the development of cognitive distortions. Therefore, the psychotherapist must also pay attention to these factors. 

For example, disability in the elderly will require modifications in the planning of treatments.     

Attitudes to cognitive therapy 

Cognitive therapy can also be influenced by the attitude of the elderly patient. Some elderly may attach a deep sense of shame to emotional problems or may believe that they are incapable of new learning.  Such attitudes need to be challenged in the initial phase of the treatment.  

Group therapy 

Some elderly prefer cognitive therapy within group settings. Elderly who are averse to psychological approaches also prefer the therapeutic milieu of group therapy. 

Use of educational material 

Education of elderly patients regarding different aspects of depression plays an important role in the treatment of elderly patients.  Use of a handbook and other reading materials is usually more acceptable to the elderly.  Patients should be made aware about the influence of a negative attitude on mood. Close collaboration between the therapist and the treating provider is essential to ensure that patients with physical symptoms and psychological disorders are provided optimal and appropriate treatment. 

Cognitive therapy should be modified and adapted to other age-related problems, as outlined below:

	Procedural Modifications in Cognitive Therapy for Elderly

	Tackling cognitive changes
· Repeat and summarize information

· Present information in multiple modalities

· Use folders and notebooks

· Consider offering memory training

Tackling sensory impairment
· Help to correct it where possible

· Prepare written materials in bold print

· Use tape recorders

Physical health
· Agree realistic goals

· Tackle dysfunctional beliefs that limit activity

· Input from a ‘medicine for the elderly’ team

Therapy setting and format
· Be flexible

· Consider using an outreach approach

· For each client consider the merits of group vs. individual CBT




Do-Not-Resuscitate Orders
Do-Not-Resuscitate (DNR) is a request made by the patient or health care power of attorney to prevent use of cardiopulmonary resuscitation (CPR) in case a patient’s heart ceases to function. In the U.S., CPR and advanced cardiac life support (ACLS) are not performed if a DNR order is in place. The use of DNR, especially by the elderly, has increased considerably over the last few decades.421-425 In the U.S., most elderly patients with end-of-life medical care plans, both hospitalized and institutionalized, request a DNR.422 The use of DNR orders has significantly increased after the enactment of “The US Patient Self-Determination Act of 1991.”425 Compared to young adults, elderly are more likely to request DNR. A DNR does not alter any treatment or care management except use of intubation or CPR. Patients who are DNR continue to receive their respective treatments such as dialysis, chemotherapy and antibiotics.

Many studies have observed that most patients are not made aware of DNRs, despite a patient’s desire to be informed about their options.  Elderly patients usually have a poor understanding of CPR. Recent data from the SUPPORT project showed that approximately 25% of the patients had discussed CPR with a provider.427 The decision for DNR is usually made by family members, rather than between the patients themselves428,429 with treating providers. This usually happens because of a failure to consider the use of DNR orders until the elderly are in a condition where they can no longer participate in the decision-making process.428 
There are several studies involving elderly patients indicating that these patients want to talk about CPR with their providers.430-432 In general, the elderly want their provider to discuss DNR38,39 while they are still healthy.40 Furthermore, it was observed that the majority of patients had not talked about CPR with their providers.432,433 It has been found that most of the elderly have CPR preferences and want to participate in the decision making process.434 In some demographic reports, it has been identified that a majority of elderly wish to be resuscitated. These include seriously ill patients, outpatients, and nursing home residents.435 
The data from the SUPPORT showed that around two thirds of patients who were 70 or older preferred CPR. This trend is also seen in other countries.  Several studies conducted in the UK, Israel and other countries have observed that majority of elderly patients prefer CPR.  In Ireland, however, a large majority of patients did not prefer CPR. It has been observed that certain sociodemographic variables are associated with the preference of the elderly for CPR. In the U.S., younger age, better functional status, belief in medical advancements, male sex, lesser education, and non-white ethnicity are associated with preference for CPR436,437 However, when the elderly were asked to consider CPR in case of a terminal illness or persistent cognitive or functional impairment, they preferred DNR instead of CPR.438 
Several studies have observed that elderly would prefer quality of life than quantity of life.438 Other studies have also observed that many elderly patients wish that family members’ or providers’ opinion be considered if the patient becomes incapable of making proper decisions, even if it is conflict with the patient’s prior expressed wishes.439 Some studies have also observed that family members of the elderly often misinterpret the desires of elderly relatives.440 

Health Care Practitioner Attitudes and DNR Orders
Providers have an inclination to opt for their own personal preferences and judgments regarding CPR. Several studies have reported that majority of providers would not opt for CPR themselves,441,442 and prefer less end-of-life care than their patients.84 Two U.S. studies have indicated that physicians consider age as one of the key factors in their decision to aggressively treat patients or to use DNR.85,86 Providers also reported that they are more likely to use CPR in a middle-aged than an elderly patient. There are conflicting provider attitudes toward DNR. Almost 50% of all providers and nurses thought that they act against their conscience when they resuscitate patients who are terminally ill. The majority of providers prefer patient participation in the decision making process;443 however, many were uncomfortable discussing issues related to DNR and hardly ever discussed the possibility of CPR with patients except rarely, such as in cases of terminally ill cancer patients. 
Several surveys have reported that providers withheld CPR in more than one-third of the cases despite patient’s wishes.  In another research study, it was reported that 4 out of 10 providers believed they would never provide CPR or override a DNR order they considered futile despite a patient’s request for it.  Nurses have varying opinions with respect to DNR as well. It has been shown that nurses desire more participation in the decision making process.444 In another study conducted on nurses in the UK and U.S. it was reported that unlike medical providers, they would never prefer to override patient wishes for a CPR or a DNR. Recent data have shown that CPR should be considered in elderly patients who are reasonably healthy and have no major cognitive impairments. Variations in attitudes also depend on the kind of training imparted to the healthcare professionals and their personal cultural religious beliefs.445,446 The following table outlines supportive tips for elderly that providers and nurses can use to help them decide on CPR.
	CPR Decision-Making Tips for Elderly

	1. Make sure that elderly understand what really happens during CPR.

2. CPR will not change the underlying cause of patient’s condition, and it might make you worse.

3. CPR doesn’t work like patients might see on television.

4. Think about the kind of death patient is choosing. 

5. The decision about CPR is only one component of a good end-of-life plan. 


DNR status, CPR, medical futility and self-determination should always be discussed with the elderly.  A balance should be made in our quest to save patients lives as long as possible while maintaining elderly patient’s self-esteem and dignity of life.  

Quality of life Issues for Elders

Quality of life (QOL) is an important parameter for elders whether they are living in the community, a LTC facility or a nursing home. A recent study of nursing home residents determined that the most important domains in achieving a high quality of life were retaining their dignity, their spiritual well being, and enjoyment of food.448 Other studies have indicated that loneliness and social isolation are important factors in QOL domains and interventions designed to decrease loneliness and increase a variety of social interactions can positively impact QOL for the elderly.449,450,451 
It is critical that professional and non-professional caregivers recognize the importance of social interactions for the elderly and take these into account when providing care. The elderly express a need to be included in important decision-making processes, in community events, family functions and for social events and these relatively simple efforts can significantly impact the overall health and well-being of the elderly. LTC facilities, nursing home facilities and communities are recognizing this aspect of elder care, and are designing activities and events to include the elderly population, their friends and families.449 
Neurological and Behavioral Functions in the Elderly 

The National Institutes of Health (NIH) has developed a “toolbox” for the assessment of neurological and behavioral functions across all age groups.  Use of this toolbox has found great utility among providers and healthcare workers who are caring for an elderly population.  The toolbox consists of a “multidimensional set of brief measures assessing cognitive, emotional, motor and sensory function” including motor function tests for strength, endurance, balance and dexterity (i.e., Standing Balance Test, 4-Meter Walk Gait Speed Test, Grip Strength Test), cognitive functions, including executive functions, memory, language, attention and processing speeds (i.e., Flanker Inhibitory Control and Attention Test, Dimensional Change Card Sort Test, Pattern Comparison Processing Speed Test), tests assessing sensory function including hearing, vision, taste and smell (i.e., Words-in-Noise Test, Regional Taste Intensity Test, Words-in-Noise Test), and emotional states including anger and hostility levels, fear, anxiety, sadness, loneliness and satisfaction levels (i.e., Anger-Hostility Survey, Meaning and Purpose Survey, Loneliness Survey, Emotional Support Survey).  
Assessments for behavioral functioning in the elderly can be done in the home or in a LTC facility, nursing home or hospice environment; and, are quick, portable and easy to perform. Recent studies implementing the toolbox have indicated that it is a very useful method for evaluating behavioral strengths or deficits, particularly in the elderly population.452-255 A recent article in a special issue of the journal Neurology called the toolbox a “psychometrically sound, cutting-edge, adaptable measures that enable uniformity of measurement, data sharing, and integration of findings in the research setting.”456 
Summary
The extended survival of individuals with severe chronic disease(s) has increased the emotional burden of the patient as well as their caregiver.  Patients with chronic disease conditions usually have to make an adjustment regarding their lifestyle, ambitions, and employment. Not only patients, but also their treating providers and caregivers, can also get overwhelmed by the emotional requirements of elderly individuals. It is important for the providers and other healthcare professionals to equip themselves regarding the challenges of understanding and responding adequately and appropriately to the psychological, social, and cultural aspects of a patient’s illness and health. For the elderly, especially those who live alone, it is important for them to adhere to a medication regimen. 
Non-adherence to medication is a clear determinant to place elderly individuals in a nursing home.  It is important to adhere to strategies for assisting aging patients with medication management as well as other aspects of their medical care plan. Geropsychologists have slowly become an important part of elder care. They provide consultation, assessment, intervention, and other professional services to elderly people in a number of settings, which includes medical, mental health, residential, community, long-term care and other care settings.  
In the last few decades, use of DNR, especially by the elderly, has increased considerably. DNR is a request made by the patient or health care power of attorney to prevent the use of cardiopulmonary resuscitation (CPR) in case the patient’s heart ceases to function. Compared to young adults, the elderly are more likely to request DNR. A DNR does not alter any treatment or care management except use of airway intubation or CPR. DNR status, CPR, medical futility and self-determination should always be discussed with the elderly. A balance should be made in the quest to save the lives of elderly individuals as long as possible while maintaining their self-esteem and dignity of life. As the life span of individuals increases, the need for long-term care for a growing elderly population will continue to expand. Preparation of the elderly and their families, as well as society as a whole, will be needed to better deal with this changing reality.
Please take time to help the NURSECE4LESS.COM course planners evaluate nursing knowledge needs met following completion of this course by completing the self-assessment Knowledge Questions after reading the article.  Correct Answers, page 55.
1. Diagnosis of depression is difficult in patients with chronic disease because:

a. symptoms may be due to the disease

b. certain medications, such as steroids, affect mood

c. infection and hypoxia may affect the brain and mood

d. all of the above

2. True of False. Cognitive therapy in the elderly usually progresses faster than younger individuals. 
a. True

b. False
3. Non-geriatric individuals between ages 31-64 constitute approximately ______ % of the nursing home population.
a. 14 %

b. 25 %
c. 33 %
d. 40 %
4. _______ is a commonly used questionnaire to quantify caregiver burden.
a. Modified Caregiver Strain Index
b. Zarit Burden Interview

c. BSS Tool Grid
d. None of the above
5. True of False. In general, the elderly avoid information about DNR.

a. True

b. False

Correct Answers:
1. d

2. b
3. c
4. b
5. b
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