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g = > 3"':.. = .
= =0 assist the nurses who are responsible for

a—

“orientating, educating and assuring best practice
Aursing care with GENI 4-hr to lay a beginning
knowledge and skills’ foundation for care




= h"suggested ways to do

‘3= Content is provided on CD for you to use
as you wish




, i_hr plocks
8- blocks

= ‘"eekly or monthly

“SAWill'be dependent on who can attend and
AowW many times you may need to repeat

® May want to do a “post-test” 3 months
later
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ANNOVerview . (JNnernineg sessio

B00050845: Intreduction; your Views
- Ug 5 1045: Aging, Geri Giants
o |36 -1085: Refreshment Break

5;2.3[035 1120: Strategies to address effects
| of hespital on vulnerable elders

® 1120-1150: What you can do
e 1150-1200: Evaluation, certificates
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1 125C -1515; Intreduction; your VIEWsS
213 5 1445 Aging, Geri Glants
o 45 1505: Refreshment Break

5;2.3[505 1550: Strategies to address effects
| of hespital on vulnerable elders

® 1550-1620: What you can do
e 1620-1630: Evaluation, certificates
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==glants in terms of prediction, prevention,

= detection and management.

~ e Describe the inter-relationship of the GERIATRIC
GIANTS and their impact on the older adult

® \Working towards an Elder-friendly ER

=




SMNEEnel Aging plus one or more chronic
JISEZSES sUuperimposed upon an acute

. and potential for
.,:m‘tﬂtlple system adverse effects or
farlure




7 other.

uUire proactive care as one giant will
ultimately have impact and effects on all
of the other giants.




NG do any of the other advanced

;f—mi;hrectlves Infer that we do not treat or do
~ not provide care; especially for acute,
reversible conditions




jieli0eting: - The WaysYeu Care"

> The MAGIMeeclaisewioio) mion gl on=aalvl g
IECOINE. pProactive in their care of acutely
jifelder adults
SRDElUm IS a Geriatric Glant that provides

' == avery good example of how the MAC
- Model can be used to provide proactive
care.




L1,

1 T
Hmmm...

Is this simply nice to know or
a need to know?
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pusieventable Tragedy:
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=sther Winckler: esthersvoice.com
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ganing for Acutely 1l Older ...

Adults

sm—— —

SAVIstR eff Health, Nursing Directorate

r\r lite! Care Geriatric Nurse Network
GNN) and CNS Collaborative — now In
__hase 5 HE/CVA and geriatric glants

' GENI 2-day workshop
s Gernatric Emergency Nurse (GEN)
® GENI 4-hour: introduction overview
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"-'rge; 85 yrs; fell
giitls ladder while

A
- o

—  he has #’d right

~"eanin9 his eaves — E}: 1y
= leughs; suspect W B
arm and ankle. o & = I —
Bruise on forehead.
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AVRciccompan

EVEIyn, 82 Yrs;
salled 911 for

Qee ge as she saw

aim fall. She

i rrlves In the

-~ second ambulance

SOB and nauseated

after collapsing.

ing secemario




| —
Widelr 0o veu.currently do?

. Tr‘:r.,,‘
SNASS ssment’>
2P 2N
7 Te there any RED
EFLAGS that come
to mind when

caring for these
older adults?




| i
gidiienges and Barmers

bothers you
e oSt about
Celf _;ng for older
Ults In the ER?

‘%' hat do you think

iFe your current
challenges and
barriers to caring
for older adults In

the ER?




S

_ méklng the ER elder-friendly?

e

= & Advanced care directives, DNR? DNR and
Advanced Directives are not equal to DNC
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JA conceptual model of care for
3 acutely ill older adults

Geriatric Giants!!!




—~

s [he ICEBERG or
TRIANGLE and the
Geriatric Glants

45-34




ﬁrceberg\]ust Floating

‘{-"

Chronic Disease

Stability

» Exacerbations can
cause waves that
tip the balance

Ageing Process

Foundation
* Progressive; howeve

Normal Ageing




'ﬁerAcute CrisisHits!

e
‘{"

| atrogenic Contrlbutor

* Crisis!
» Causes multiple
waves that tips the
independent/
functional balance

Stability
» Exacerbations can
cause waves that

tip the balance

Ageing Process

Foundation
» Progressive; however stable

Effects of IlIness on Normal Ageing



re Ing Over Likethe | ceberg
e

| atr ogenic Contributors

Effects of IlIness on Normal Ageing



Effects of IlIness on Older Adults
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Aging + Chronic llIness +
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S
ou Know what Is aging ..

and what is not?'

& = Assumptions can Iead to
hcorrect diagnosis and treatments




The significance of aging

e ——

-

= “S"Underlying pre-existing co-morbidities add
: another layer to the inter-relationships of
aging and acute iliness r/t
stability/instability of multiple disease
process and medications




General Agding Changes

MESS rEserve In all systems;

- _enting symptom may be in the system
vv"r ‘the least reserve rather where the
Bpaithelogy lies; eg. delirium may be

= “ Symptom of heart attack
= System with least reserve — CNS

- s [jfestyle or environment affects aging

e Aging begins at 25?7 OR When we are
born??? (cellular level)
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Nervous System Changes:

Se
S

EU1GS

JCreased sensitivity to change

- éésed seratonin and dopamine; Increased
=~ White matter and ventricles

- decreased response time
- difficulty adjusting to temperature changes

- Sleep pattern changes: awake early, not as
deep




= s Warm blankets go a

=0 or say

long way!




Genitourinary Changes

IUREYS! less able to
sORCENLERLE Urne
NRENGUEPUL at night
€zl or more than

= # dy
— = Detrusor instability
- & reduced production of

male/female
normones

e Prostate enlargement




__ f___-r assume that
= ey are incontinent

=




Gastrointestinal Changes

ced saliva; \

iced taste buds
juced thirst M
mechanism = -

= = reduced motility lew

~—  throughout GI system 7 6
~ (e.,9, GERD, \If "}
constipation, bowel )
f

obstructions)




S
A

= -Check that they are
swallowing okay

e Constipation: r/o
acute abdomen

e | ook for GI bleed!




Musculoskeletal Changes

Ced muscular strength and tone.
JeInis stiffer

—

“SHl@ss of strength, endurance

o —

- = Decalcification of bones




=~ FUNCTION wil
' determine discharge
home ability




Skin Changes

==~ production

- - thinner and dryer

- Poorer thermo-
regulation




= & Pressure ulcer can
start within 20
minutes on
Inappropriate surface




Cardiovascular System @ ‘/g

ciease R, Decreased pacer cells in SA node
I _‘~eceptors less sensitive, Arterial stiffening,
. \/gr“é wall less elastic/ thicker - Venous stasis
BN suisceptibility to arrhythmias
"BP affects ¥ cerebral blood flow

~ = Hypo or hypervolemia will contribute to cardiac
~  decompensation,

e { ability to mount compensatory tachy

—
=
-




b

spect and look for
“TIA as warning sign
for CVA




Respiratory Changes

e
— ®itend to be shallow

preathers




.

Lorcare for in 30-
Srdegliee angle in




Sensory Changes

J\/JI

— Jf 1S becomes rgid (far sighted, reduced @
Zeapiation) terchanges in light)

pupilismaller, rigid iris - increased darkness

I adaptation time

==ﬂﬂ‘és"‘*‘_"ﬁﬁxud|tor3g

= — MOst severe changes In inner ear - reduced
sensitivity to sound, and understanding of speech,
deficits in equilibrium
— Wwax becomes thick & dry




f:f*ﬂ?LEASE put In “working” hearing aides.

(batteries/clean; pocket talker)

$a¢ A




Immune System Changes

> b IEIPET I CEll response
9, it ody pred

SN Rcntibedy response to
n_\\j\/?«? tIgens

SRIvolution: of thymus - ¥/
*cell-mediated immunity

=S illbre susceptible to
,.;:-‘ = mfectlon
- s U febrile response to
nfection
® |nfection leads to delirium

® Determine baseline temp

-l-' —







Psycho-Social Changes

’th mdependence)

_'|r|tuaI|ty

-
E—i,—- _--

= :3- Examining one’s own mortality
s \V/aluing quality of living and life goals




_'._hat Wwarrant respect
~ & Ask the patient FIRST and do not assume
that somebody else should or would speak

for them.
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‘dlsablllty INn the cascade

S
*he Gerlatric Giamts

=actors which produce tiers of

v

A
toward dysfunction and the ‘
pathway to dependency il

(Creditor, M. (1993). Hazards of
Hospitalization of the Elderly. Annals of
Internal medicine, 118(3), 219 — 223)



Geriatric Giants

SWYEIIUm;, Depression, Dementia, Drugs
RIVEEConditioning

2hells

" = [ncontinence
® Malnutrition/Dehydration




Geriatric Giants: Put Seniors at
Risk for...

SERENdence/ Decreased Quality of Life

%ln Breakdown
- = Increased Chronicity
® Excess disability
e DEATH




S
edel for Accountanple™
Cane =
] “The MAC”
Preactive NOT Reactive

Care
Prevention, Early Detection,

Evidenced Based Management,
Monitoring/Evaluation




iesult in added morbidity, mortality and

Silinctional decline

=
a—

= The Geriatric Giants are, to a very large
extent, predictable problems




.
edel:UnderlyingsBeliefs™

Ictanle Proklems for the elderly must be:

= A k Can we predict this? Can we prevent,
~ detect and manage this problem in an evidence-
pased and timely way?




——

Prevention — how.
can you prevent or
minimize before it
take hold

Petection — how,
willlyeuiiknoew: it is
manifiesting.

Evidence
Based
Managemenit

Evaluation

What are the desired
outcomes you will
MEeasure against.




Applying the MAC Model

Geriatric Giant:

DELIRIUM




Delirium

SNINCOImImon and often
PIEdICiale; preklem for
ifig el

> A MEDI

=S Provides an excellent

== example of how we can

~Use the MAC Model to

~ help us be pro-active

about care of the acutely
Il older adult

-

s

e

- |

[

-
i




Delirium: What is 1t?

WiEISIENt arganic or mental syndrome;
diErERtELe firom dementia

=

._éltered level ofi consciousness
Eabnormally Increased or reduced
. psychomotor activity
= disturbed sleep-wake cycle
(Lipowski, 1989)



et e

Delirium: Two types

May alternate between agitation & lethargy




Iés—'DeIirium a Predictable

Problem?




et e

Delirium: Predictable?

5906 0O\ er 60yrs of age are delirious at any time In
ZICUIIE care

have symptoms 6 months after initial onset

sSlifistdelinum present, the older adult has a 22% -

gr i

-':_;;:::*" jchance of dying during hospitalization

.—-"-

; Dellrlum IS the most common complication of
-~ surgery - incidence 36.8%




Delirium: Most Common
Predictors

Stiysical restraints
= <icatheter
= & malnutrition
s psychoactive medications
e >3 medication in 24 hours
® |mmobility




Can Delirium be Prevented? ©




e —
Avoid the Most Common

Causes When Possible

- ntrolled pain

vere lliness
- nfection
electrolyte Imbalance
s fluid & electrolyte imbalance
® surgery
® visual/hearing impairment
® constipation
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Can Delirium be Detected?




Delirium Screen: The CAM
(Confusion Assessment
Method

BIEOIesIS of delirium requires the presence of
jeatlies 1 and 2 & either 3 or 4:

e
3. Disorganized Thinking
4. Altered Level of Consciousness

(Inouye et al, 1990)




B
1. Acute Onset and

Fluctuating Course

—

965 the behaviour fluctuate during the
; Laat IS, tend to come and go, or

S increase and decrease in severity?

= — Best If you can obtain information from a
family member.

— Need comparison from previous time (another
staff member? Has he changed?




e - S
2. Inattention

SPIERNNE: patient have difficulty focusing
ZWENUeN; for example, being easily




.

3. Disorganised Thinking

SESH e patient’s thinking disoerganised or
IICONENENL, suchias rambling or Irrelevant

———

-'e'rsation, unclear or illogical flow of




- E o
4. Altered Level of

Conscliousness

_-é_ily aroused; stupor (difficult to arouse),

= 0r coma (not arousable).

i
-

~ & Anything but alert is not normal

Waszynski, C. (2002). Confusion assessment method (CAM). Journal of
Gerontological Nursing, April, 4-5.




—— s .
Delirium: The rest of the scree
for cognitive impairment

SGiserHentation: lecation, time of day
SHEMeRAImpalrment?
SMIETCEptual disturbances? hallucinations, illusions

E=Rpsychomotor agitation: restlessness, picking?
:]:')Sychomotor retardation: sluggishness, staring
- Into space?
® altered sleep-wake cycle: sleep in day, insomnia
at night?




et e

Identifying Delirium

2Egires establishment of a baseline

-

I\/IMSE helpful or not?

e |f your patient has dementia, will have a
greater likelihood of developing a delirium
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Delirium Watch!

eneen all elder
JIJJF:- for
gt ential for
;L;-_;e fifaum

= '~ Identify through
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Can Delirium be Managed?




' Look for Common Causes

and Treat

entlon urinary
Sifection, Impaction, & Immobility

e

T _Sensory Impairment, Sleep deprivation

Medications, Metabolic imbalance (hypoxia, Na,
K, Ca; dehydration- vomiting, diarrhea, poor
fluid intake)

Environment




e ¥ /
Common Causes: ,&éq
7

miedications: (Beer’s List)
Viest common cause (especially sedatives,
== anticholinergics, narcotics, cimetidine,
| ~ Cclpro., NSAIDS,)
— withdrawal - alcohol, benzos, nicotine

4 v

® urinary tract infection, pneumonia v,r er
.

:~r(
8

2




i Managing Delirium

_ “uate lighting at night
gfvironment: not too hot/cold/noisy
S dentify triggers: routines, personal care,

- , =

== other behaviours, boredom
= e jhcrease environmental stimulation
® reorientation with clocks, calendars
® plan for correcting sleep disturbance




o
Delirium
I\/Ianagement Drugs

e 59 Whenr e e A et o e atient

risk

~ Js' 'to correct sleep disturbance,
flzl Ucmatlons delusions

N0 ideal medication
= .“'Use lowest dose possible for shortest time

—

-~ _possible

~® Benzodiazepines not recommended except
for alcohol withdrawal




— _———— .
Pharmacological

Management
lo,wo‘ Z.omagr="5mg roOrqg 1-"4"nours or

geErdelly: titrating up to 20 mg /day (for
freil maII) In bid - gid as tolerated. Can be

L mo as PRN g2h with same maximum.

== -Uxapme for correction of sleep disturbance
~ - 1600 dose of 2.5 mg and a similar or
slightly higher dose at 2000 plus PRNs

® check for orthostatic hypotension, watch for
unsteadiness & falls

85




I5e|irium: other medications §
that can be used

SISERCoRE: Not as effective as PRN

' ﬁialoperldol not used often due to high
— Incidence of extrapyramidal symptoms

® methotrimeprazine (Nozinan) very sedating,
very anticholinergic




et e

GEMS!

patient has Lewy Body dementia DO
NEIFUSe antipsychotic medications as they

with known seizures, CVD (e.g. stroke)

* R/O PAIN as the underlying cause of the
unsettied behaviour




et e

Delirium: Key Points

Scomons and deadly: a medical
HIElgency
;entable

~ = use non-pharmacological management

® use pharmacological strategies only If
dangerous to self or others or to correct

sleep disturbance




— L

Delirium Summary

gle: Avold common causes
e: Use the CAM

= \anageable: Identify & treat common
causes




_ F_{me depending on gquestions that may
— arise
* Remember that this Is just a VERY SHORT
OVERVIEW!




.
10 the. Geratrec@ianits!™




=81 3 D’s are labeled and perceived as unsettled,
difficult or challenging “acting out” behaviours
that distressing to the patient and interferes with
staff’s ability to care




| Differentiating Delirium and Dementia







Geriatric Giliant: bementia

Dementia Is a syndrome:
(cluster of symptoms)
iIncluding:
chronic progressive

- Yerers to a loss of memory loss
= ntellectual ability problems with higher
== SUfficient to interfere with cognitive (thinking)
the person’s daily function

activities and social or personality changes

occupational life behavioural symptoms

Molloy & Caldwell, 1998 Drance, 2000




L.

Can UnSettIed Behaviour Be' |
Prevented?

UEERpINCIples  of care

SROVIUEstiilcture, promote predictability
E=RERhance existing abilities

Karen Kline, CNS/Gerontolgy

Use standards of care that have been developed
s’ Management of Unsettled/Challenging
Behaviours: Least Restraint Approach




Some Medication Strategies for
Speciific Challenging Behavieur
IR Dementia

- psych_ (@elusions/hallucinations) - antipsychotic;
gyjslcairentipsychotic may be used long term
NEENGL in Lewy Body dementia

Nl T

=rEaggression, anger - antipsychotic (short-term);

~— PIValproex or antipsychotic long-term

s sundowning - trazadone; sometimes antipsychotic

® jnsemnia - trazadone

® anxiety - Buspirone for long-term use; benzodiazepine
for short-term only

Alexopoulos, G. et. Al. (1998) e
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Geriatric Giant: Depression




1 SIgns & Symptoms of
[Depression

|EEPdiSturbance A = anxious

C = cognitive
Impairment

lterest, lack of

_ I = irritable
_*- E = Concentration D = denies despite
~ A = Appetite looking depressed

P = Psychomotor = : _
(retardation) S = somatic complaints,
sleep

S = Suicide ideation




[Depression

Under-recognized and
TREATABLE




. .

INon-pharm. Interventions
for Depressed Older Adult

iety. Attend to suicidal thoughts, ask:

r]q'ﬁ1' eyou ever thought of hurting yourself”.

PENOU have a plan?” Report immediately.
— F _-OVIde Support to patient & family
fﬂcourage hope, self-esteem
= s Address physical complaints (e.g. pain!)
' Encourage & facilitate family spending time
* Implement plan for sleep
e Support hydration/nutrition

—




| .
IIBBIE Geriatnic GiantssBinder™

2 QUuiIck reference
seeS e help
PREmPL Yyour

Sldiewledge in
==CGaring for acutely

wWherever they be

s Evaluation card —
PLEASE complete
and send back




Gerl Giaht:
De-Conditioning

=2 assured that you will debilitate them
and may lead them to an early death!




Muscle

Strength &

i Reduced Reduced Altered ) : /
é‘e“’b_‘fy Vasomotor Bore B R Thirst & Fragile Urinary "
apaci AR ilati A
s Instability Density Ventilation B - inence ll  Nutrition Skin g
S S S S5 S5 S5 S5

HAZARDS OF BED REST AND HOSPITALIZATION
Sensory
Deprivation
Isolation
No aids

Dehydrat- Ma!nutrlt- Functional
ion 1on Incontinent

Barriers Immobility
"Tether' Shear
Rx Diet Force

Immobility Reduced Reduced
: Accelerated .
High Bed Plasma Bone Loss Closing
Bed Rails Volume Volume

Barriers
Tethers

Reduced . Tube
_ Family
- Aspiration S
- —Y Chemical [l Pressure
| Decondit- Physical Restraint Sores
ioning Restraint
False Tardive :
Fracture label Dyskinesia Infection

NURSING HOME

104




Geri Gilant: De-Conditioning

Vvielilize; mobilize,
rrle Jb“f elll
2 Asses o5 safety risks

2 of ‘balance with
S E‘ast restraints

_,.-
= |
-.ﬂ-




0

\

It 1S all about the word

8 B\

> FUB NGT

= :evel of mobility, ADLs and I1ADLs

_-——

_.f,—‘l\/lust know their functional level prior to this
~_ _acute event Iin order to determine where to even
start your assessment

® |mpacts on discharge planning




Geriatric Gilant: FALL and




Screen for Falls

_- had afall inthelast 6
*S then refer for assessment
3.0 physmtheraplst occupational
theraplst specialized clinic, GP)
~*x%x Acytely ill older adultsat ALL at
high risk for afall and injury.

[




Contributing Factors

ROlligEStaticiaypotension (BRP arop: Iying to
Sizlf] rJ]ﬁ ) systolic, drop of >20 or diastolic, any
dIEEIArUP to 3 minutes

sV EGI sations: diuretics, anti- -hypertensives, sedatives,
ne roleptlcs benzodiazepines, narcotics

‘ ﬂ-—-_'-

ierebrovascular disease

.'_ Lower limb weakness, gait problems, numbness
etc. .....etc.

® |mpaired judgement/altered mental status

® sensory Impairment (vision, hearing, proprioception,
balance)

109




 ALERT!
Osteoporosis/Osteopenia

- LOss of cross struts inside of bone leads to
freie)ll iy firactures

Svertehral #'s predict future hip #
;REAT early! Calcium & Vit.D

| - Blsphosphanates calcitonin, estrogen
- moedulators, parathyroid hormone

® \Weight-bearing, resistant exercises!




“=all risk reduction
e Call bell in patient's reach
e Bed lowered to patients knee height
e Personal items reachable
e Proper footwear available and in use

Better health

ra S e r hea I' Best in healﬂ; care.

ngage patient and family Keeping from
e Discuss risk factors with patient and family

e Communicate mutual plan fal |S o




= “Pain may also be what the person doesn’t
~ say ItiIs.” Black, 2005




SEEERItve dystunction

S gitation &
e e
-~ = restlessness

: - s Malnutrition

e’ Sleep disturbance
* |mpaired ambulation

® Decreased ADLSs &
|JADLS

® De-conditioning
® Decreased
Socialization

® Depression & Suicide




| hformed decision-making
ocus on realistic goals

Treat underlying disease; modify pathology
Interrupt pain pathway: Analgesic; Adjuvant
Elevate pain threshold: Modify lifestyle
Non-pharmaceutical; Complementary Therapies




.

, :.
= managed

=

- ®'Assess and assume pain Is present until
otherwise Is ruled out




Geri Giant: Urinary Incontinence

= S'Retention, infection, Impaction, diabetes

=Demoralizing and socially isolating
“— Depression
Risk of falls

— Most often issue leading to nursing home
placement




!Transient Causes of Urinar
Incontinence

> D — Delirium (Drugs and/or Bugs)

> | — Infection & Intake @

> S — Stool impaction/constipation
> A — Atrophic vaginitis or urethritis
~ P — Pharmaceuticals
- | © P —Psychological ( depression, psychosis)
= o E — Excess urine (endocrine)

> A — Abnormal lab values
R — Restricted mobility




Assessment: ASK

S laVE YoU ever had treuble making It to the
FOJJH‘ Intime?” (mobility? Ability to control

Sensation of urge)

f‘fﬁBo you feel that you have completely
—  emptied your bladder (retention? Overflow?)

- ® Do you ever loose urine when you sneeze,
cough or laugh? (stress Ul?)

i,




Managing Urinary Incontinence

- Dete andi treat underlying causes
il vietention, constipation, functional causes
feIIeLeE function — commode or BR.

= .-’éing for forgetfulness — toileting
= 5 Ensure bladder emptying
- pladder scan
— Comfortable position, privacy, water running
— | & O catheter If necessary

— |Last resort Is indwelling catheter




-

Nox HOOVER DAM” wheni
Sifiialler productwill de.

——




megarectum, fecal impaction)

* Impaired anal sphincter and puborectal muscle
function (trauma, surg.,spinal cord or pudendal
lesions, or unknown)




e

Coplsiloztlon? Acclopmnrel Pl 7

FOOKING for underlying cause! ¥

== 8Bt indicating a bowel
== ppstruction, appendicitis,
abdeminal aortic aneurysm...

* DO athorough assessment!

il
—




e

DIarea

> 4@ Col g alSe be constipations (by-passing) or

5
0 Ce uld be S/E of too ALV EINES

—|

gERlguIre I recent hx of antibiotics as could

—FJ—\—

— Pe C. difficille

~ » Abdominal assessment
* Fluid and electrolytes, WCB, CBC
* May require CT or ultra sound




Dehydration & Malnutrition

SReImen and chronic preblems

SWASSESsent: Infections in the mouth, ill-fitting
JERLUrES), dysphagia, dry oral mucosa, urine
f@le i and amount, serum Na+, serum

.tlnlne

-—""d
"_-'._—

_-_*:"Ablhty to obtain food and feed self. Time taken
~_ to eat/drink.

= Watch for drug toxicities d/t free floating
metabolites when there Is not enough protein
for the protein-bound drugs to bind with.




Malnutrition

SNeontrbuting factors: Constipation — appetite
sijeeression, drugs with SE, living alone, under
gIseVErRWeIght, depression, acute or chronic
lliess — N&V, reduced capacity to eat.

;::«' =\ -atch for: weight loss, dependent edema, poor

Wound healing, difficulty chewing or swallowing,
skin sores, dull, brittle hair.




Malnutrition and dehydration

ardon't lie down after meals
> Jomu dietitian

- DJus Work Investigations — anemia,
iections, drug effects

'_: ' Ehsure fluids and food offered — small
~ amounts freguently. Supplement drinks.

® Often lack appetite and thirst.




~ Principles of care: Gerilatric Vicious

e !
— Circles
s will follow » = causes
ige one and
th 'othrs W leep
' deprivatio

A <

&
o -©

8

Sandra Whytock RN MSN

/>

- o
——
=
- o -
e o — i
-
—

—







. .

yrelder adults perceive hospital as the
IONESt Ievel of care required to help them with

= ;_EIF preblem

=
—

sf:*‘:?ﬁFear and anxiety are frequent feelings that they

PriNg with them

= Many wait until they believe that t
pefore coming; therefore, be awar

ney are very lli
e that they

may have been sick longer than w
think

nat you may




.

Hospital Environment

J

~ear pain, distress at being separated from
= each other, worry about what is happening to
the person, cat at home, etc.

e Add the illness or injury and the meaning of it!!!
® Reserve Is taxed to the point of breaking.




.

Relocation Stress

. _r' Use delirium without other problems.

==_L:--’3"Fi‘1?eloc:at|on major cause of decline in older
= persons

s Fear and worry - feelings of
apandonment




.

Relocation Management

E=SEe most important thing for them is to

— know they will be cared for, by a real
gerson who takes an interest in them
personally.

s EEC:




JElIS goIng ol areund the older pérson?
18t do they need but either cannot say

| = Do . they know who Is taking care of them?
:i!:"'?':""pf—

= S Do they have a supportive person that
~_ could come and be with them?




— L

Most experienced nurses have seen this
played out before

\/\/n' giants hit, can we spring into

_gt apout bad people or wrong care

|ts about recognizing the significance of
the giants and having the supports to
assure safe care




WercantieeI meElpIess in
ihe face of the what

m----*--we think IS ‘inevitable’
decline.

ﬂ

—.-
—
g —




JWithr the pewer of our
newWledge, compassion and courage,
e can make a tremendous

= difference; especially if we act
= proactlvely rather than reactively




—— - N
Wesneed to restructure _

= I\/Ionltor and evaluate our progress




=Calise each system Is perfectly
esigned to achieve the results it

Donald Berwick




.
dorwe.doer this?as




ewW can WE change the
S ¢care and the system?

RAPID CYCLE IMPROVEMENT for
Clinical Staff

PDSA = Plan, Do, Study, Act




S

improvement

Ndown on the
pPIeVidEed carnd

il be sent back to you
e
== —nraneut a month to see

=

~How you have done

® | et us know so we can
celebrate!!l



_— |
Restoning Balanee™

= = “Normal Changes of Aging Medical/Chronic IlIness




.

| “Slaying the Giants” ;E? ’

= L

&nov What IS related 10 aging and what Is
IEIRPETOre making decisions.

or intknewn Chronic illness and

Smedical problems
== **-Take INto account the effects of the acute
- event in view of aging and chronic illness

* Prevent or manage problems that occur
® Prevent the effects of hospitalization




The time has come to slay the
geriatric giants

sRemember Esther

- ePrevent the glants from rising up through
anticipation, detection, timely management




.'—_'_-';'_—-.
— ,_-—-

~'F3I'ease complete evaluation and pick up
your certificate




