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To The Reader:
The tremendous growth of the older adult (65+)
population in the United States has been given great
attention in recent years. This group, which numbered 9
million or 6.8% of the nation's total population in 1940,
will more than triple to 32 million or 12.7% by 1990. In the
year 2030, older adults in our population will number 65
million - and one out of every five Americans will be over
the age of sixty-five. Moreover, as life expectancy
continues to lengthen, older adults will increasingly be
comprised of the very old, those aged 85 and older. Between
1984 and 2050 the population aged 85 and older is expected to
rise from nine percent to 24% of the 65-plus population.
This age group is the fastest growing segment of the older
adult population.
This demographic shift has powerful implications for the
United States, particularly for its health care system.
Currently, while representing 11% of the total population,
older adults utilize over 40% of hospital days of care and
account for one-third of the country's total personal health
care expenditures. While the dominance of the health care
system by the aged is evident in these statistics, the
capacity of health care personnel to respond to the needs of
the aged is not similarly reflected.
In 1978, the National Academy of Science's Institute of
Medicine documented the extent of biological, behavioral and
social sciences knowledge available on the aged population
and the inadequate attention given to this in health
professions education. In 1984 the United States Department
of Health and Human Services again documented that relatively
few health and allied health professionals receive adequate
education and training in geriatrics and gerontology. Given
the demographic trends noted, a lack of preparedness within
the health profesional community can present serious
consequences.
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In the past decade, professional and educational
associations have attempted to address this deficit by
providing guidelines for education of health professionals in
geriatrics and gerontology. The curriculum document which
follows builds upon those standards and guidelines and offers
profession-specific objectives for the education of a number
of the health professions. It further defines a set of
"core" educational objectives relevant to all health care
professionals and offers suggested teaching methodologies for
achieving these objectives.
These objectives and teaching strategies were developed
by and for the professional schools of the University of
Maryland at Baltimore in the further development of geriatric
and gerontologic content within their curricula. It is
further offered here to those interested individuals in
health professions schools and other academic settings within
Maryland and throughout the nation in the hopes of improving
the health care and thereby the health of our nation's aged.
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A REVIEW OF PROFESSIONAL STANDARDS
FOR
GERIATRICS AND GERONTOLOGY EDUCATION

I.

In response to the problem of insufficient health, social services
professionals adequately trained to care for the nation's
legal
and
growing elderly population, many of the professions have carefully
analyzed the phenomenon. Individually and collectively they have
proposed and tested remedial interventions and, where long term
strategies are necessary, have developed recommended goals and
guidelines for achieving them.
In devising a plan for improved health, social services and legal
professions' education, areas of professional consensus, professional
standards and areas of controversy have been reviewed. They are
presented as follows, both profession-specific and interprofessional
in their orientation.
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Medical Education is the reference point for current discussion and
action addressing medical education in geriatrics and gerontology.(1)
For the first time, a national scientific authority documented the
emergent and substantial knowledge base of geriatrics and gerontology
as rationale for the inspection and revision of health professions
education. Its findings and recommendations are still valid today;
having since been reaffirmed, augmented or modified by other
professional bodies and authorities. The Report's recommendations ai7d
subsequent consensus or controversy are described below.
The Institute of Medicine documented that medical education in
geriatrics and gerontology throughout the progressive academic pathway
of undergraduate, graduate, faculty and continuing education is
significantly deficient in most schools. As a remedy it recommended:
1.

That medical schools include appropriate con~.en~ oz~ aging
in basic and clinical science courses. The committee further
favored the establishment of a complementary required course
that would integrate knowledge about aging and the problems of
the elderly. It put forth a suggested outline for such a freestanding course.

Building on this recommendation, the Association of American
Medical Colleges (AAMC) in 1982 held a series of four Regional
Institutes on Geriatrics and Medical Education for faculty members,
teaching hospital directors and medical school officials. (2) Almost
90~ of the nation's academic medical centers were represented. These
Regional institutes developed Guidelines fc~~ Curriculum Assessment in
Geriatrics and Gerontology. (3) Through these Guidelines, the
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Association, formally recognizing "the remarkable diversity in U.S.
medical schools", addressed the attitudes, knowledge and skills needed
by medical students as an aid in outlining ways in which undergraduate
medical education can be strengthened in geriatrics and gerontology.
Agreement with this IOM position has been widespread. Supportive
position statements and recommended areas for inclusion in curricula
are plentiful. Notable are a statement from the Federated Council for
Internal Medicine (4) and a research and review study by the Rand
Corporation. (5)
In addition to the recommended dedicated time in the undergraduate
curriculum for geriatrics and gerontology, several other issues have
been addressed by educators:
a. The need to improve medical student attitudes toward the aged
and their medical care.
Numerous studies have documented the poor attitude held by medical
students and residents toward the aged and their medical care.(6,7) It
is further documented that this often increases throughout the
undergraduate years. Reasons given are speculative, but are attributed
to: the adoption of "ageism" viewpoints held by society-at-large and
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primarily with the acute hospital in-patient or the chronic long term
care facility patient. Neither of these patient groups promote the view
of older adults as an exciting population who can be restored to a
valued place in society.
As attitude is thought to greatly influence the type of care being
provided, several interventions are offered as solution. First, that
undergraduate and graduate medical education curricular objectives
specifically address attitude as well as knowledge and skill. Secondly,
that clinical experiences with the healthy and ambulatory elderly be
included as part of the curriculum. This will require the
identification and utilization of "off campus" educational sites, eg.
senior centers, out-patient departments, and senior housing buildings.
b. The controversy over separate or integrated content in
geriatricsLqerontoloqy in undergraduate curriculum has not lie clearly
resolved.

As stated above, the 1978 Institute of Medicine report

"favored the establishment of a complementary required course" in
addition to content integrated into existing curriculum. However, a
1984 update on that report by the committee's chairman, cited this as
"unrealistic" concluding that "right now we lack the manpower and
determination to create required courses dealing with the health
problems of the elderly." (8) Most articles addressing this issue also
take note of the intense competition for time in the undergraduate
curriculum by all new interests, e.g. nutrition, rehabilitation,
emergency medicine, as well as geriatrics.
c. The need far education in ~che irr~erdisciplinary model of
health care. When the health of an older adult is in jeopardy, a wide
range of social, psychological, economic and other factors can
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influence an individual's prognosis. Thus the need for
interdisciplinary team care of the geriatric patient is consistently
cited as a necessary process for the provision of state-of-the-art
geriatric care. (9,10) Several models have been described in the
literature for undergraduate training in this art. However, the Rand
Corporation study, Geriatrics in the United States: Manpower
Projections and Training Considerations, brings into question whether
undergraduate clinical training experiences should expect students to
perform as part of an interdisciplinary team:
"Team training poses a number of logistical problems despite
its intuitive attraction. Levels of relative training must be
well balanced; schedules must be coordinated and appropriate
clinical experiences identified. It is not at all clear that team
training, as contrasted with training for teamwork, is a desirably
goal in undergraduate education. It may be more useful to
concentrate efforts at this time on developing professionally
appropriate skills that will allow the professional to contribute
to a team effort in the future. At the same time, the rationale
for teamwork in geriatric care should be emphasized as a
curricular topic." (11)
There is not yet a consensus on the best methods for training in
inter_di_scinl_inary team care. ll2)

2.

That preparation for care of the aged be included in
clinical clerkships and housestaff training programs....

About this need there is agreement. The American Academy of
Family Physicians along with the Society of Teachers of Family Medicine
and the American Geriatrics Society have published recommended core
curriculum guidelines via attitude, knowledge and skill objectives for
Family practice residents. (13) The Federated Council for Internal
Medicine also states that "residencies in internal medicine should
include an intensive supervised instructional program in geriatric
medicine, either in block time or longitudinal, based in appropriate
clinical training sites, especially ambulatory care settings." (4)
The Rand Corporation study published a list of curricular objectives
fir m~d~~~ne ~es~dents. A review of the literature also indicates
agreement on the need for geriatrics training in the primary care
specialties. (14,15) Similar attention and curricular development has
taken place among psychiatric training programs. (16,17) It should be
noted that the attitudinal problems cited in undergraduate students
also are documented as existing in residents and other housestaff.
3.

That medical schools develop a cadre of faculty to teach
gerontology and geriatrics to medical students and
housestaff and that (a) post-residency training or
fellowship programs be developed in settings that have
either the necessary leadership in geriatric medicine or
have a potential for promptly developing it, and (b) that a
limited number of career development awards in gerontology and
geriatrics be established.

Faculty development is necessary for several reasons. A cadre of
experts is needed: to serve as instructors of housestaff and
undergraduate students; to carry out research; and to provide
specialized patient care consultations. The IOM Report contains a
review of the backgrounds of faculty engaged in existing
geriatrics/gerontology programs. It reveals that they were almost
exclusively self taught. It further cites a major deterrent to the
development of clinical faculty in geriatrics as the absence of a
career track in geriatrics. The development of faculty in any
discipline depends upon the provision of research and training
fellowships during the early post graduate period as well as on the
availability of funds for faculty salaries. The literature has
indicated an untapped potential of faculty interested in teaching and
research in the field of geriatrics. (18)

4.

That geriatrics/gerontology receive increased emphasis in
continuing education.

The IOM Report recommends that particular attention be given to:
(a) translation of new research findings into care of the aged (b)
performance of functional assessment (This has been separately
identified in the literature as an area for specific attention in
graduate and undergraduate medical education (19)(c) use of diagnostic
testing in the elderly (d) management of common clinical problems
(decubitus ulcers, incontinence, pain, depression, dementia, grief) (e)
pharmacotherapy (f) approaches to the terminally ill (g) how to work
with other health professionals in caring for the aged and (h)
appropriate use of long term care facilities and community resources.
As the bulk of care to older adults in the near future will continue to
be carried out by currently practicing physicians, this is a
recommendation about which there is much agreement. (20)

5.

That nursing homes and other long term care facilities be included
in clinical rotations for medical students and housestaff.
Experience with home health programs and other alternatives to
institutionalization is also desirable.

In addition to concurring with the above recommendation,
subsequent medical literature has addressed the need for educational
experiences at locations serving the predominantly well and/or
ambulatory elderly in order to: combat the prevailing erroneous
stereotyping of older adults as ill, "senile" and inactive and to
recognize the overall trend away from acute medical centers as the
appropriate location for primary care and education. (11,21)

6.

That efforts to meet the education needs of medical
directors of skilled nursing facilities (SNFs) be
assumed jointly by medical schools and SNFs.

Nursing
A significant amount of geriatric care is given by Skilled
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will
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DENTAL EDUCATION
Within the past decade, dental schools have recognized the need
for didactic content and clinical experience to prepare graduates to
care for the growing older population (1). In order to assist them, in
response to a request from the American Dental Association's Council on
Dental Education, the American Association of Dental Schools (AADS)
published, in 1982, curricular guidelines for use by individual
educational institutions (2). These guidelines have been successfully
implemented in several schools' curricula (3,4). Additionally, a major
set of guidelines addressing dental education in geriatrics was
developed as a needs assessment for the United States Veterans
Administration (V.A.) prior to implementation of the V.A. Dentist
Geriatric Fellowship Program (5,6). This needs assessment produced a
compendium of objectives for geriatric dentistry. The AADS guidelines,
the VA needs assessment and a review of dental education literature
offer a base of knowledge from which to enhance geriatric and
gerontologic education of present and future dentists.
Dental educators emphasize the distinction between the dental care
of older adults and geriatric dental care. The AADS guidelines explain
that:
"Geriatric dentistry is defined as that portion of the
predoctoral dental curriculum that deals with ... the provision of
oral health care to the aged. The term "aged" has no specific
chronological implications, rather it refers to the point in time
when social, psychological or biol ~gical changes associated with
aging impair the individual's full and adequate functioning."
Ettinger and Beck (7) elaborate:
"Dental care for the majority of older adults is not geriatric
dentistry. Geriatric dentistry is the provision of dental care
for adult persons with one or more chronic, debilitating, physical
or mental illnesses with associated medication or psychosocial
Although many of these conditions are associated with
problems.
increasing chronological age, they are not a consequence of aging.
In our definition, the geriatric dental patient is a biologically
compromised adult who may or may not be older than 65."
When planning curricula, it is important to keep in mind this
distinction between dentistry for the physically and medically fragile
or frail elderly and dental care for the healthy older adult.
Predoctoral Education

Curriculum Design:
The AADS guidelines recommend a formal predoctoral curriculum
addressing attitude, knowledge and technical skills required by the DDS
or DMD recipient. The curriculum contains both didactic and clinical
components. It also offers a core content outline specifying essential
and elective material and behavioral objectives for knowledge and
7

skill. The guidelines also recommend a sequencing strategy for a full
four year curriculum.

Attitude:
The AADS guidelines, however, do not contain attitudinal
objectives. The authors state that although attitudinal objectives are
considered essential, they are difficult to achieve and even more
difficult to evaluate. The committee recommends that:
"Each student should attempt to address the problem of
achieving objectives in the affective domain on an
individual basis according to the circumstances
prevailing at that school."
Within the V.A. survey, however, objectives addressing attitude
were identified and were rated a higher priority than knowledge or
skill in predoctoral objectives. Other studies support the adoption of
curricular strategies to promote positive attitudes toward the elderly
and geriatric dentistry. Beck and others have warned, however, that in
attempting to improve student attitudes toward the elderly, the
inability to secure an attitude change may in fact be due to the very
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care (8). Specifically, Beck demonstrated a negative attitude change
associated with exposure to the elderly with poor oral health. Beck
recommends that experiences with ambulatory elderly with good oral
hygiene precede any exposure to the frail elderly with poor oral
status. He further recommends that exposure to older individuals with
poor oral care be supplemented with an understanding of how and why
dental neglect arises and is perpetuated.
Block identified additional factors associated with the promotion
of positive attitudes among students. These include:
-

the need to increase the number of knowledgeable
faculty interested in and enthusiastic about caring
for the elderly.

-

the need to incr~as~ the self-assessed competence in
treating the dental problems of the geriatric patient
through the provision of information about the
problems of the elderly and how to treat them
clinically via logically organized course work in
geriatrics and gerontology.

-

the need for students to have personal contact and
clinical experiences with the elderly at all health
levels. Students should interact with the well
elderly in their own homes, in senior citizens centers
and other locations for the ambulatory, as well
as with nonambulatory patients in long-term carte
facilities.

Block also cited the need for reinforcing strategies for attitude
change throughout the predoctoral curriculum (9).
Locations for Clinical Education:
The AADS Guidelines recognize the possibility of extramural
clinical training but do not explicitly recommend it. The V.A.
Compendium of Objectives for predoctoral dental school curriculum does
not list training in providing dental care in "special settings" as a
priority. The 1979 study by Ettinger, however, reports an increase
in extramural clinical rotations:
"Schools that used the dental school as their only
clinical contact have decreased greatly with a
corresponding rise in satellite or community clinics. A new
development was the emergence of geriatric day care centers as a
site for clinical treatment of the elderly (10).
Further, in this same study Ettinger reported that schools with a
stronger didactic curriculum, i.e. taught via specific geriatric
courses in contrast to a lecture series or occasional lectures, were
those which more often used extramural clinical sites. Ettinger
states that curriculum changes should be aimed at expanding the
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citing clinical treatment in the school environment as limiting. (11)
The University of Iowa College of Dentistry (12) and University of
Illinois College of Dentistry (13) are among the estimated 78% of
clinical dental programs utilizing off-campus clinical sites. (14)
Separate or Integrated Coursework:
The AAD5 Guidelines did not address the issue of separate versus
integrated coursework for geriatrics; purposefully emphasizing content
rather than organization of curriculum. Ettinger and Beck recommend
"Geriatrics is multidisciplinary and therefore should not be identified or completely controlled by a single department. Departments
should not be asked to relinquish a block of curriculum time; rather,
the material should be integrated in existing courses." Ettinger's
1979 survey shows that only 70 of responding dental schools taught a
formal course in geriatrics.
Multidisciplinary Education:
This concept has not been addressed as frequently in the dental
literature as it has in other disciplines, e.g. medicine and nursing.
No consensus has developed on the need for teaching in this model or
methods for carrying it out.
Post Graduate Education
The AADS Guidelines did not address postgraduate education. The
V.A. needs assessment study did and presented attitude, knowledge and
skill objectives for general practice residencies and the specialty of

prosthodontics. Aside from these objectives, no other educational
guidelines for graduate education in geriatrics are available.
However, literature does contain reports of curriculum design within
individual dental school programs. The University of Rochester/Eastman
Dental Center offers formal clinical training and research
opportunities in geriatrics at the graduate level (15). The Jewish
Institute for Geriatric Care offers a geriatric dental resident
training program based in a teaching nursing home (16). The residency
program has formal educational objectives and curriculum and is
strongly interdisciplinary in practice. The University of Minnesota
offers a Masters degree in Oral Health Services for Older Adults (17).
Fellowship Programs
Geriatric dental fellowship programs are necessary to train
leaders, expert clinicians and educators. In 1982, the United States
Veterans Administration, anticipating a substantial growth in the older
veteran population, instituted a dental geriatric fellowship. The
needs assessment mentioned previously contains objectives guiding the
curriculum but neither it nor other formal guidelines are available to
assist in the structure of a geriatric dental fellowship program. The
VA has recently evaluated this program and noted the curriculum varied
depending on the resources available at each of the five Fellowship
Sites (18).
Other Educational Issues
Faculty Development:
Numerous sources cite the obvious need for trained geriatric
dental faculty to implement the above educational programs, provide
consultation in geriatric dental care and conduct geriatric dental
research. In a 1984 survey of the status of geriatric dentistry in
U.5. dental schools, two of the most commonly cited barriers to
expanding undergraduate geriatric training are lack of curricular time
and lack of qualified faculty for curriculum development (19). A 1984
National Institute on Aging report estimated that there are fewer than
20 dental school faculty nationally with special preparation in
geriatric dentistry (20).
Continuing Education:
Recent data evaluating the dental training of a group of 177
dentists who had graduated from the University of Iowa between 1975 and
1980 showed that a majority stated that their dental school training
had inadequately prepared them in the areas of medicine and the
geriatric patient; drug-induced dental disease; hospital dental
experience; communication with the allied health professional; and
alternative clinical techniques (21). There is consensus that
practicing professionals need continuing education in care of the older
adult and geriatrics. Some recommended major topics are: the aging
process (physiological, psychological and sociological) and
differentiating between normal and abnormal processes; drug actions and
interaction; typical oral diseases encountered by the elderly patient;
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nutrition; interpersonal skills; and the delivery of dental care
services to individuals unable to make an office visit.(22)
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NURSING EDUCATION
As early as the 1950's nursing leaders began to view normal aging
and geriatrics as an important area for study. However, it was not
until 1966 that the American Nurses Association (ANA), the professional
society for nursing in the U.S., established the Division on Geriatric
Nursing Practice. The title was changed in 1976 to the Division on
Gerontological Nursing Practice. This change in title acknowledged
that nursing could play a significant role in the care of the healthy
aged as well as in the traditional practice of caring for the frail
and ill elderly (1). To further document the importance of nurses
attaining a broad understanding of the elderly client, the ANA stated,
"Resolved that the American Nurses' Association encourage universal
inclusion of gerontological nursing content in the curricula of basic
nursing educational programs" (2).
The ANA Division on Gerontological Nursing Practice adopted a
statement to define the scope of gerontological nursing practice in
1980 (3). Included in the statement are the dimensions, philosophy and
standards of gerontological nursing practice as well as the
implications for nursing education, administration and research. This
Division recognized that nursing practice encompasses the ability to
integrate the following information into nursing practice:
-

The ramifications of normal aging that may be
supported through health promotion.

-

The different rates at which people age.

-

The variable characteristics of the older population.

-

The interrelationship between cultural, social,
spiritual, economic, psychological, and biological
factors.

-

The multiplicity and collectiveness of an older
person's losses.

-

The frequently atypical response of the older adult
to disease and to the treatment of disease.

-

The accumulated, often disabling, effects of multiple
chronic illnesses or degenerative processes.

-

The cultural values associated with aging and social
attitudes toward the older adult.

It was further acknowledged that effective care of the elderly is
based on the correct application of the nursing process and requires
modification of assessment techniques and nursing interventions (1).
Associate Degree Education
Educators in Associate Degree (A.D.) programs in nursing are
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recognizing the need to enhance the gerontological branch of nursing.
A large grant from the Kellogg Foundation was awarded in 1986 to
strengthen the preparation of A.D. nurses to care for elders in longterm care settings. The selected nursing A.D. programs will work with
nursing homes to provide more effective care. Demonstration sites will
be developed throughout the nation in which A.D. programs and nursing
homes together will develop curriculum content and standards for
practice (4).
Baccalaureate Education
The National League for Nursing (NLN) Council of Baccalaureate and
Higher Degree Programs emphasized the importance of age-appropriate
nursing practice in its most recent accreditation criteria for basic
professional programs. Curriculum Criteria 24 states that "the
curriculum provides learning experiences in health promotion and
maintenance, illness care, and rehabilitation for clients from diverse
and multicultural populations throughout the life cycle" (5).

r

The ANA Division on Gerontological Nursing Practice agreed that
baccalaureate programs in nursing should provide basic knowledge and
skills to prepare the generalist for practice in gerontological nursing
(3). To attain this goal, baccalaureate educators should include a body
of didactic knowledge and relevant clinical learning experiences that
address the care ofraged for all students.
In a recent NLN publication, Gioiella specifically outlined the
gerontological content that should be included in the curriculum of
baccalaureate programs.(6) She emphasized that students should learn
about the normal aging process through a curriculum which contains the
following components: theories of aging, physical and psychosocial
changes of aging, and demographic differences of the aged. Ultimately,
the student should develop a holistic view of the changes resulting
from the aging process. Second, Gioiella stated that gerontological
nursing content should include a discussion of the health problems
common to aging such as: falls, poor vision, medication misuse,
nutritional deficits, role losses, infection, immobility, electrolye
imbalance and cardiac and respiratory regulation malfunctions.
Further, Gioiella noted that there needs to be age-relevant medications
included in the curriculum. Assessment of the elderly client requires
knowledge of the normal parameters of physical and psychological
function. Students need to be provided with opportunities to practice
health promotion and disease prevention strategies with the aged in
both group and one-to-one situations. Teaching and learning strategies
which recognize the concepts of adult learning need to be included.
Students need experience working with the elderly and their families.
Relevant clinical experiences in home care are needed. The curriculum
should also include content on how to relate therapeutically to the
aged and how to assess and utilize resources in the community.
Mahoney notes that a baccalaureate curriculum should include
gerontological content which is fundamental to nursing practice such as
normal aging changes which are related to nursing measures to promote
wellness.(7) The baccalaureate nurse's knowledge base should center
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around awareness. Because the baccalaureate nurse is a generalist, the
nurse would be able to provide basic first-line interventions to the
aged client and then refer the client to a master's prepared specialist
when the client has more complex care needs.
Similarly, Tappen and Brower recommend that experience in longterm care should be a basic part of the curriculum.(8) This experience
should be prefaced with adequate classroom preparation. The
baccalaureate students should work first with healthy older adults and
later with acutely and chronically ill older adults.
Seigel recommends that baccalaureate programs in nursing should
include: a course in human growth and development which includes
frequent experience with "well" elderly; clinical experiences for
advanced students in nursing homes, congregate living arrangements
etc.; and available electives in gerontology.(9) He further proposes
that continuing education should be encouraged for all faculty and
graduates involved with the elderly. A study undertaken by the
Gerontological Society of America and the American Association of
Gerontology in Higher Education identified content topics and nursing
skills necessary for the practice of nursing (10).
One institution-specific article, described how one small
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baccalaureate level. Included in this article is information that may
be relevant to sequencing baccalaureate courses and to formulating
topical outlines.(11)
Graduate Education
A statement by the ANA Division on Gerontological Nursing Practice
recognized that master's programs in nursing should include courses in
gerontological theory, nursing practice and research with electives in
administration, consultation and education designed to prepare
gerontological nurse specialists to assume leadership roles.(3) The
doctoral programs should prepare practitioners, administrators,
educators and researchers for specialization in gerontological nursing.
Mahoney states that at the master's level, students should be able
zo f~a~c~ic~t~ in the gerontological specialist role.(7) The specialist
role includes the "ability to observe, conceptualize, diagnose and
analyze complex clinical or non-clinical problems related
to health, ability to consider a wide range of theory relevant to
understanding those problems and ability to select and justify
application of theory deemed to be most useful in understanding the
problems and in determining the range of possible treatment options"
(12). The gerontological specialist works either in direct practice or
in a consultative role with clients who have multiple or complex
problems. The specialist should be a client advocate who manipulates
the care system to benefit the aged client. Further, the specialist
should have understanding of the economic and political components of
practice to provide a leadership role and act as a change agent in the
larger health care arena (13).
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Gunter published a manuscript on graduate education in aging from
social sciences and nursing literature.(14) Brower studied graduate
programs in gerontological nursing across the country and found them
variable and lacking faculty with expertise in gerontology.(15) A
later survey of graduate gerontology programs revealed a number of
existing problems (16). Some graduate programs were having
difficulties because of the lack of background content in gerontology
at the baccalaureate level; graduate students interested in
gerontology were hard to recruit and there was a lack of funding for
graduate gerontology programs. In another study, Brower surveyed ten
practicing geriatric nurses to investigate the content needs in
graduate gerontological nursing curriculum.(17) He found that the
nurses viewed health status and physical assessment, followed by
psychodynamics of aging and interpersonal skill counseling, as the most
important content to be included in a master's program.
Kayser-Jones emphasized the need for doctoral preparation for
gerontological nurses.(18) Based on previous surveys, she noted the
lack of gerontological doctoral programs and the dearth of formally
prepared faculty in gerontological nursing. Further, Kayser-Jones
suggested future directions for research in gerontological nursing.
Dye notes that there is a need for doctorally prepared nurses in
gerontology who are leaders, role models and research scientists. She
furiner szazes inaz mere is a lack of doczoraiiy prepared nurses and
calls for a set of doctorally-based professional standards.(19)
In Education for Gerontic Nursing, Gunter and Estes present a
comprehensive curriculum guide for content from the level of the
nursing assistant to the doctorally prepared nurse. Level objectives,
philosophical background and practical suggestions for faculty are
presented.(20)
Continuing Education
The ANA Division on Gerontological Nursing Practice agreed that
continuing education programs should provide courses for gerontological
nurses in practice, administration, education, consultation or research
(3). There is consensus that continuing education for practicing
professionals is essential (20). One innovative continuing education
program is described by W~hlstedt and Blaser ~n which ~ur~es are
prepared for the role of case manager with the frail elderly.(21)

Other Education Issues
Attitudes
Studies of nursing students' and practicing nurses' attitudes
toward the elderly have primarily found that a negative stereotype of
aging exists (22, 23, 24). These findings suggest changes in nursing
education programs. For example, Orenstein suggests that improved
attitudes might result if nursing students had a more indepth exposure
to gerontology and if nursing curriculum refocused its emphasis away
from in-hospital services.(25) Moses and Lake state that poor
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attitudes of faculty may be an important determinant of student
attitudes.(26) Davis suggests that learning assignments which enhance
students' understanding of aging as a natural process and provide
opportunities to explore personal attitudes and concerns about working
with the elderly should be incorporated into clinical experiences.(27)
Heller initiated a program in which students had frequent contacts
and planned experiences with essentially "well" older people. In
addition, activities were planned to induce a change in attitudes to
the aged and preferences for working with the aged. Heller found that
the attitudes and preferences of the nursing students toward the aged
were positively changed after the program.(28)
Interdisciplinary Practice
Nursing leaders recognize that gerontological nursing practice
demands collaboration with other professionals. Because elderly
clients have complex and diverse problems, a team approach to solution
is often necessary. The nursing student should have the experience of
working with colleagues in medicine, social work, nutrition, physical
therapy, communication science, podiatry and other disciplines (1).
Davis provides examples of how gerontological content from the social
sciences and liberal arts can be integrated into the nursing
curriculum.(27) Flemming-Troupe describe a multidisciplinary
curriculum approach which was instituted in the graduate program at
University of California, Los Angeles.(29)
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PHARMACY EDUCATION

Two documents are the major sources of guidance for faculty in
pharmacy programs. The first document, prepared by the Center for
Human Services of Washington, D.C., provides four recommendations which
address curricular issues.(1) The second document is a discussion of
recommendations to the American Association of Colleges of Pharmacy
from the AACP Task Force on Aging (2). Both documents note the
importance of improving the gerontological content of pharmacy programs
but suggest different strategies for attaining this. The AACP Task
Force on Aging recommends that the schools of pharmacy create a core
curriculum on aging whereas the Center for Human Services recommends
that gerontological curriculum should be integrated throughout the
curriculum. The AACP Task Force on Aging addresses the need for an
interdisciplinary faculty on aging whereas the Center for Human
Services' recommendations deal primarily with changes in curriculum.
However, both documents recognize that Schools of Pharmacy should have
diverse clinical training sites which include both institutional and
community opportunities.

Center for Human Services Report
In 1978, the Bureau of Health Manpower, Health Resources
Administration of the US Department of Health and Human Services
contracted with the Center for Human Services of Washington, D.C. to
investigate the drug-related needs of the elderly, assess the current
contributions of educational programs for pharmacists, and provide
recommendations for increasing the geriatric aspects of the curriculum
in schools of pharmacy. To meet these objectives, a two-phase project
was implemented. The first phase consisted of an assessment of the
needs of elderly and the corresponding professional functions of
pharmacists to meet those needs. Thirty-eight needs and corresponding
functions were identified. In the second phase of the project an
assessment of the curriculum of 19 selected pharmacy schools was undertaken. It was found that pharmacy school curricula and continuing
education programs throughout the country varied and that "little
attention was given to patient education, attitude development, patient
training or assisting patients in the acquisition of social services"
and to interpersonal and communication skills.
Based on the two-phase project, fflur curricular recommendations
were made concerning undergraduate and continuing education programs
in pharmacy:
1.

"Schools of pharmacy should educate and train all their
graduates in the basic knowledge, attitudes and skills
identified as needed to meet the pharmaceutical needs of the
elderly."

It was suggested that biomedical sciences should be integrated
the
with
social sciences. It way further recommended that graduates of
pharmacy schools should be prepared to provide preventive care
including patient education, referral, and health care services.

Consistent with this recommendation that pharmacy students should
have a broad and diverse background in geriatric aspects is the report
entitled, Pharmacy Practice for the Geriatric Patient. (3) This book
represents a four-year joint effort between the American Association of
Colleges of Pharmacy and Eli Lilly and Company. The book includes
chapters on pathophysiology, normal aging, psychosocial aspects of
aging, drug therapy, health services and preventive health. This
material is intended for use in undergraduate curriculum and for
continuing education.
2.

"Schools of pharmacy should conduct an assessment of
their curricula to determine the extent to which course
offerings are addressing the needs of the elderly and the
corresponding functions of pharmacists."

3.

"Schools of pharmacy should plan a systematic approach in order to
integrate aspects of aging and care of the aged into existing
courses in the pharmacy curricula at the undergraduate and
continuing education levels."

The Center for Human Services suggested that there should be
innovative restructuring of the pharmacy curriculum rather than
creation of a distinct geriatric specialty.
4.

"Schools of pharmacy should pursue methods other than the
traditional methods of teaching or even the newly
developed methods of clinical training in order to
implement an integrated curriculum which includes
geriatrics and gerontology."

For instance, it was suggested that alternative teaching methods
such as clinical rotations in senior centers and congregate living
areas could be planned. Experiences with the noninstitutionalized
elderly should be incorporated into the curriculum.
The Center for Human Services' report also recommended that
Continuing Education programs which include self-instructional
materials should be planned to expand the skills of the practicing
pharmacist.
Further, the Center for Human Services' report suggested that
changes in curriculum can occur through reordering of priorities,
through faculty development and through institutional commitment to
geriatric pharmacy. Funds should be channeled to research on aging and
drugs, to continuing education and for strategies to disseminate and
apply research findings.
Recommendations to the American Association of Colleges of
Pharmacy from the AACP Task Force on Aginq
This report states that "it is important that all pharmacy
students receive a core curriculum on aging and that practicing
pharmacists be given the opportunity to achieve the necessary level of
competence through post-graduate education programs." The AACP Task
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Force on Aging had the following recommendations.
1. "That Schools of Pharmacy create a core curriculum
on aging"
2. "That Schools of Pharmacy create an interdisciplinary
faculty on aging which would bridge the traditional
departmental and disciplinary lines"
3. "That Schools of Pharmacy create more clinical
training sites, particularly in long-term care,
which would include not only institutional but
also community sites"
Although not directly addressing educational concerns, the AACP
Task Force on Aging had several other recommendations that have
implications for the education of pharmacy students. The task force
recommended that:
1.

Sufficient government funding be made available to
increase research orientation in geriatrics and
gerontology in pharmacy schools.

2.

The United States Department of Health and Human
Service's Administration on Aging or the National
Institute on Aging sponsor geriatric academic awards
similar to those established for medicine.

3.

All schools of pharmacy recognize the need for direct
consumer education as a means of increasing the wise
use of drugs by the older adults.

4.

Funding be made available to increase the continuing
education component of pharmacy schools with the
specific objective of increasing the expertise in
geropharmacy of practicing pharmacists.

5.

Current federal regulations regarding monthly chart
review of drug regimens in ~l~zl?~d nursing facilities
be expanded to elderly home-bound and ambulatory
patients. It is suggested that relevant federal
agencies cooperate closely with schools of pharmacy
to achieve this service to the elderly.

6.

Professional and economic incentives be developed by
the relevant federal agencies for pharmacists to
assume a much needed role in home health care.

7.

Practicing pharmacists be provided with educational
opportunities as well as professional and economic
incen~iv~s ~n p~°~vide expanded preventive services to
older adults.
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SOCIAL WORK EDUCATION

There will be a need for more than 700,000 geriatric social
workers by 1990. (1) Particularly there will be increased need for
social workers with Masters degrees with specialties in aging and who
are available to work in rural areas. (2) In a recent survey of M.S.W.
respondents who graduated between 1969 and 1979, it was found that the
majority could not or did not take undergraduate or graduate courses in
gerontology.(3) These same M.S.W. students spent very little time
reading material related to aging.
Because of the projected manpower needs of the future and the
limited attention to gerontological issues in the past, a workshop was
conducted by the School of Social Work and Community Planning at the
University of Maryland at Baltimore in September 1985 under a Title IV
(a) grant of the Older Americans Act of 1965.(4) The objective of the
workshop was to develop proposals for the Administration on Aging's
(AoA) consideration in the field of education and training and to
assess the current educational efforts under the Older Americans Act
programs.
Suggested actions and strategies were the following:
1. Career training of both professional and
paraproressional personnel.
2. In-service training and continuing education of
professional and paraprofessional personnel.
3. Pre-career (public education strategies) about aging
and the aging process.
4. Increasing the supply of minority professional and
paraprofessional personnel in the field of aging.
5. Continuous and updated manpower AoA data base for
professional, paraprofessional and allied
professional personnel.
6. Ongoing monitoring and evaluation of federallysupported training materials in the field of aging.
7. Collection and dissemination of curriculum and
training materials in the field of aging.
8. Education and training of primary caregivers to the
elderly (with primary emphasis on peer training) and
the development of a "new generation" of primary
caregivers among older people themselves interested
in such a role.
9. Overall increase in institutional resources for
training in aging.
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10. Private sector relationships and initiatives to help
increase the personnel pool in the field of aging.

Alexander suggests using a systems design approach to reorganize
current curricula.(5) The systems design calls for a "complete new
look at long-standing problems" and the development of innovative
strategies. Further, Alexander recommends that a multidisciplinary,
multi-institutional approach which uses resources from education,
research and community training and service be implemented.

Graduate Education
Although there is a rapidly growing trend in graduate schools of
social work to include some information on aging, many schools do not
offer gerontological specializations. A number of issues must be
considered when developing a specialty program. For example, RathboneMcCuan notes that when planning specialization programs faculty must
consider the following:
1.

Core knowledge or essential information that needs
to be included in the curriculum.

2.

Curriculum organization or strategies to organize
generalized and specialized teaching coherently.

3.

Faculty utilization

4. Personnel selection or how to select new faculty to meet
general or specialized educational needs.
5.

Student education needs or how to provide a
multidimensional curriculum to meet the diverse
needs of students.(6)

Monk emphasizes that specialization must not be a substitute for
social work expertise.(7) He states, "A gerontological component with
the graduate curriculum should not be developed at the expense of our
generic social work foundation. We train social workers first and
gerontologists second".
Essentially two models exist for developing gerontological
specialization in social work. In the first type, the social work
school develops a link with a large multidisciplinary center which
provides a central source of educational and research activities. In
the more common, second model, schools of social work develop
specialization programs without input from other school departments and
offer a cluster of courses with integrated gerontological content that
can be sequenced.
Rathbone°McCuan states that social work ~chool~ cannot implement a
gerontological specialization unless certain prerequisites exist:
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1. support from the full-time faculty for the
development of specializations in social problems or
populations at risk;
2. more than one specialization, all with similar
conceptual frameworks;
3. at least one full-time faculty member to act as
coordinator and thus provide the necessary
intellectual, educational and administrative
leadership for specialization;
4. support from the administration of the University;
5. a group of students committed to specializing in
gerontology and
6. an appropriate range of field experience
opportunities with competent supervision
Continuing Education
Johnson and Kim offer educational strategies to upgrade the
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of gerontology. Four training models are suggested to enhance social
work manpower in the field of gerontology. First, out-reach mobile
programs which provide gerontological social work training at local
agencies could be developed. Out-reach programs offer easy access to
the training site which can minimize students' travel time and costs.
Second, a flex-credit arrangement in which different types of credits
can be received for a single course depending on the needs of the
students in the class could be implemented. For instance, continuing
education, baccalaureate, master or doctoral degree credits could be
earned from one course. Third, a gerontology/social work certification
could be implemented in which students complete specified credit hours
and obtain a certification. Fourth, the administration of educational
institutions could implement a mode which encourages faculty to engage
in voluntary training activities. A merit evaluation system
could be established which recognizes the efforts of professors
involved in voluntary educational activities.
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ADDITIONAL EDUCATIONAL ISSUES AND THE GENERIC EDUCATION OF
ALL HEALTH PROFESSIONS
In its fiscal year 1984 budget, the United States House of

Representatives Committee on Appropriations requested the Department of
Health and Human Services (HHS) to develop a plan of action to improve
training in geriatrics and gerontology. A DHHS Committee staffed by
the Administration on Aging, Health Resources and Services
Administration, National Institute on Aging and National Institute of
Mental Health, reviewed the status of education and training in
geriatrics and gerontology of the aforementioned professions as well as
other health personnel. Their report identified some common general
principles for developing and implementing education and training
programs in geriatrics and gerontology, while noting that their
application must be designed and carried out flexibly, responding to
diverse conditions found in each locality.(1) Their ten principles
have guided the committee's work and are as follows:
Student participation:
1.

All students preparing for careers in the health and
other human services professions should receive
education about the aging process and the strengths
and nrnhlPmc of the a'A~;

Faculty development:
2.

Health professional schools should have faculty with
expertise in aging to conduct substantial and high
quality basic, graduate and continuing education
programs and to serve as role models.

~
~
~
~

3.

Educational programs aimed at teaching teachers and
preparing researchers should be largely concentrated
in a small number of comprehensive regional centers
with a critical mass of faculty and outstanding
programs of research and training.

~
~
~
~
~

4.

Faculty members should have opportunities to engage
in research on aging and the aged in order to
maintain their expertise and expand the available
body of knowledge.

~
~
~
~

Educational Content:
5.

Educational programs should include both didactic and
clinical experiences and involve work with both well
and ill elderly. Information on aging should be
integrated throughout the curriculum wherever
applicable.

6.

EducaLi~~ aid gaining programs should be of ad~~uate
duration to develop the knowledge and skills required
for high quality performance. The duration may range from

m

relatively short periods for continuing education activities
to three years or more for persons developing research
careers.
7.

Interdisciplinary experiences should be a regular and
integral part of training programs in geriatrics and
gerontology in light of the complex needs of many
elderly persons.

8.

Academic programs should be linked on a continuing
basis with community programs, including hospital,
long-term care and ambulatory services, to ensure
interchange of ideas and experiences.

9.

The existence of negative attitudes toward the
elderly should be recognized and countered by more
positive and realistic attitudes and approaches.
Educational programs should emphasize sensitivity to
the unique health, emotional, social, cultural,
ethnic and other circumstances of older adults.

Sharing resources:
~o.
-

Fducati_ona]_
- -- - at academic
campuses to
unnecessary

resources should be shared among schools
health centers and on other university
achieve maximum impact and avoid
duplication.

Footnotes
1.

National Institute on Aging, Report on Education and
Training in Geriatrics and GerontologY, Wash. D.C.,
1984.

LEGAL EDUCATION
Attention was focused on legal services for the elderly as early

as 1973 when regulations under the Older Americans Act specifically
included legal services as a social service for funding. Older
Americans Act Amendments in 1975, 1978 and 1981 maintained a strong
focus on legal services. The 1984 Amendments to the Act provide that
each area agency on aging must "provide assurances that an adequate
,
portion of [its funds for social services] will be expended for
legal assistance." Sec. 306(a)(2)(C). Over 500 legal services for the
elderly projects now exist nationwide, most of which are funded through
the Older Americans Act.
The profession has responded to the need for legal services for
the elderly in a variety of ways. In 1978, the American Bar
Association created a 15-member interdisciplinary Commission on Legal
Problems of the Elderly. Its initial priorities were four: delivery
of legal services to elderly people; age discrimination; simplification
and coordination of administrative procedures and regulations affecting
elderly people; and long term care.(1) The Commission has since added
housing and Social Security to its priorities. Since 1976, the ABA
Young Lawyers Division has had a Committee on the Delivery of Legal
Services to the Elderly. In addition, the ABA Section on Real
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of the Aging for many years and the ABA Section on Individual Rights
and Responsibilities has a subcommittee on senior citizens within its
Committee on Rights of the Underrepresented. State and local bar
associations have begun to assist the elderly as well, and over half
the state bar associations have committees on the elderly.
The educational focus of the profession in this area has been the
development and offering of continuing legal education programs for
practicing attorneys. The development of law school curriculum related
to caring for the elderly, however, is a relatively new phenomenon and
professional standards for legal education regarding problems of the
elderly are only now in the process of being developed.(2)
The existing literature on education of lawyers regarding problems
of the elderly documents both the need for lawyers schooled to deal
wi~~~ substantive legal problems of the elderly and the need for lawyers
to be more sensitive to the unique physical and psychological problems
of the elderly when interviewing and counseling elderly clients.
Substantive Knowledge
The general types of legal problems which the elderly person may
encounter include: (1) difficulty obtaining benefits such as SSI and
Social Security, welfare, housing, Medicare and Medicaid; (2)
preparation of wills and trusts; (3) estate management; (4) age
discrimination in employment; (5) landlord-tenant disputes; (6)
consumer fraud (including nursing home fraud); (7) guardianship issues;
and (8) problems related to the receipt of medical. care.
The need for lawyers to serve elderly clients has evolved as

~

~
~
~
~
~
~
~
~
~
~

federal benefit programs for the elderly have become available.
After
retirement, most older Americans are dependent upon governmentadministered benefits and services for their entire income and
livelihood. For example, many elderly persons rely on the Social
Security Program for income security and on the Medicare and Medicaid
Programs to meet their health care needs. These benefit programs are
extremely complicated and often difficult to understand for persons
inexperienced with government.(3)
In the health care area, the need for lawyers to assist the
elderly has grown as more sophisticated technology has prolonged life
and forced terminally ill individuals and health professionals to deal
with new ethical and legal dilemmas. Examples of issues that the
elderly encounter in conjunction with the delivery of health care
include: financing health care costs above those covered by Medicare;
determination of competency; and need for guardianship, power of
attorney, or living wills (which prearrange for withholding of lifesustaining procedures).
Awareness of Unique Problems of the Elderly
In addition to specialized legal expertise in these substantive
areas, the literature on this topic has pointed to a need to educate
law students and lawyers about the elderly and their special problems
anr7
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in 1975(4) stated that poverty lawyers found it difficult to both
understand and empathize with the needs of the elderly. Some found the
elderly client too difficult to deal with due to memory or hearing loss
and excessive talkativeness.
Geiger's study of University of Michigan students' knowledge of
and attitudes toward the aged indicated a shocking absence of knowledge
of the facts on the part of social work, law and medical students.
Furthermore, not one respondent indicated a primary interest in working
with the elderly though many had an awareness of a growing problem.
The authors of the report suggest that the responsibility for
sensitization lies with the faculty and the educational system.(5)
An empirical study of the ability of law students and criminal
justice students to recognize psychological or sociological problems in
connection with elderly clients reported that several law students
became extremely impatient because of the amount of time required for
direct dealings with their elderly clients. Supervising attorneys
attributed this impatience to a lack of understanding of the aged.(6)
Law students may also have certain negative stereotypes about the
elderly which must be confronted. According to Ogilvy, such
preconceptions can have a deleterious effect on attorney-client
relationships.
The most serious threat to the attorney-client
relationship that may arise from an unexamined
acceptance of the myths and stereotypes of the
aging process is the likelihood that the lawyer
will treat the elderly client as a less-than-competent
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person. The lawyer may tend to ignore the fact that
the elderly client is an autonomous adult. As a
consequence, the lawyer may tend to impose overly
intrusive solutions for problems, the lawyer may be
tempted to listen to family members rather than to the
client, and the lawyer, together with the elderly person's
family, may even try to run the client's life.(7)
To maximize the potential for a productive and appropriate
attorney-client relationship with an elderly client, the ABA Commission
on Legal Problems of the Elderly recommended in a 1983 report that
lawyers (1) educate themselves about the process of aging, (2) learn to
approach each elderly client as a unique individual, (3) become
familiar with the physical and psychological barriers to communication
between the client and lawyer, and (4) learn and improve techniques to
enhance the effectiveness of interview and counseling sessions with
elderly clients.(8)
Interdisciplinary Efforts
In addition to examining their attitudes toward the elderly, the
literature discusses the need for law students and young attorneys to
learn to work with and respect other professionals--particularly
haalth-ralata~
nrnfPCainnala--and
har.nma aware of the rACnnr~ac
- ---- ---- r- -- ---------------

------ ---

available to fully serve their clients' needs. A study of the
attitudes of law students and social workers who were paid to provide
services to elderly clients, toward their clients, themselves and each
other, revealed that lawyers and law students were less positive in
their impression of older people and the aging process than social
workers. Moreover, lawyers rated social workers as low in professional
style while they rated themselves high on this factor. With regard to
interpersonal skills, such as flexibility, sensitivity, cooperativeness
and sympathy, however, lawyers rated themselves lower than social
workers. Ehrlich et al. summarized the importance of these findings:
First [these findings] reinforce the belief that
negative stereotypes influence the delivery of
services to the elderly. Secondly, these attitudes
are often based on conjecture rather than actual
experienceo
Thirdly, if lawyers and social workers
are to engage in effective multidisciplinary
service delivery these stereotypes must be
confronted and dispelled.(9)
Thus, exposure to other professionals involved in the care of the
elderly and an understanding of their roles may assist lawyers to
better serve the needs of their clients.
Skills
The unique skills necessary for counseling the aged have been set
for~ch b~ ~che ABA Cr~mmYSS~c~n ors ~h~ Legal P~c~bl~ms ni the Elderly: (1)
developing the client's trust and confidence in a thoughtful way; (2)
sharpening active listening skills; (3) compensating for hearing or
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vision loss; (4) organizing sessions carefully, allowing sufficient
time for all tasks; (5) actively involving the client and maintaining
regular contact; (6) learning to close an interview with the client who
wants to stay longer; (7) knowing about available community resources
for older people and how and where to refer.(10) These skills can be
learned in a clinical setting or in a classroom setting via simulation
exercises or video tapes.
The literature strongly suggests that law students should have
opportunities to work with elderly clients in supervised clinical
settings. In this way they may apply substantive knowledge and
practice their interviewing and counseling skills. The clinical
setting can provide students with an opportunity to focus on their own
feelings about the process of aging, to see how these attitudes might
affect their work and what special qualities and problems occur more
frequently in the elderly community. Furthermore, by seeing elderly
clients in the clinic, students may learn techniques for easing the
impact of sensory loss on communication and learn to appreciate that
empathy and caring are crucial to effective interviewing and counseling
of all clients, but especially of the elderly client.(11)
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II. CORE EDUCATIONAL OBJECTIVES IN GERIATRICS
AND GERONTOLOGY FOR ALL HEALTH AND HEALTH RELATED PROFESSIONS

It is the position of the Interprofessional Health Education
Committee that there are some attitude, knowledge and skill

competencies which are essential for all health and allied health care
workers regardless of profession, who provide care to a geriatric
population. These competencies are identified here as "core"
educational objectives for inclusion in the curriculum of all
educational programs which prepare health and social services
professionals. Each profession should add profession-specific content
to this core to provide a complete curriculum in geriatrics and
gerontology. These core curriculum objectives are offered as
guidelines for health, health related and social services professions'
education. Core content for legal professions education is included ir.
Section III-Profession Specific Objectives.

Attitude:
All health and social service professions have cited the attitude
of care providers toward older adults as a critical determinant of the
nuinpers oz

naiviauais wn~

W111

Seex ~~ ylve

C:dLC

~~ a yGia~Ll~:

population and the quality of care this population will receive. The
following objectives should be addressed through the curriculum of all
health and social service professional educational programs.
Each student will develop an attitude demonstrating:
1. An awareness of his/her own feelings toward the
aged and the aging process;
2. An awareness of prevailing societal attitudes
toward the aged and the aging process;
3. Humane, compassionate and supportive care of
the elderly. Attitudes of care providers affect
not only health but also the mental state and
physiological response of the older adult. The
practitioner will develop an attitude of acceptance
of the older adult without condescension, paternalism or
infantilism;
4. That aging is not a disease, but part of the
natural continuum of life;
5, That the majority of individuals over the
age of 65 are well and functionally independent;
Sickness and disability are not inevitable
consequences of advancing years; most elderly
can lead active independent lives;
6. That individuals age at their own rate and with wide
35

variation in biological, psychological and social
characteristics. The uniqueness of aging requires an
individualized approach to care while recognizing the
special needs common to the majority of elderly persons;
7. That the focus of health and health related care is the
function of the individual; not the individual's
chronological age;
8. That family and home are an integral part of aging
and are thus very important to this process and
to the quality of life;
9. That health care for older adults may often require
an interprofessional approach. The health or
allied health care provider demonstrates a
willingness to work as part of and with an
appreciation of the need for interprofessional health care

teams;
10. That there is a complexity of losses which may
affect the older adult;
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respect, self-determination and productivity of
older adults;
12. That many ethical issues arise in the care of the
elderly. In resolving these questions, the
practitioner should seek counsel and guidance
from the patient and patient's family and, where
appropriate, from those knowledgeable of the
patient's religious, moral or ethical value system; and
13. That health care of the older adult should be
delivered in the "least restrictive setting” possible.

Knowledge:
Students will demonstrate an understanding of:
1.

Demographic changes in this country's population
and the effect this will have on health related
services;

2.

The basic tenets of selected theories of aging
that predict change in structure, function and
behavior in the aging process;

3.

Major physiological changes associated with aging;

4.

Characteristics of common social and psychological
development aspects of aging;
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5.

The interaction between normal aging and
pathologic conditions common among the aged;

6.

Changes associated with aging in response to
measures aimed at promoting; maintaining and
restoring health;

7.

The interaction of psychosocial and environmental
variables, including nutrition, on health;

8.

Common medical conditions which occur in older
adults;

9.

Pharmacotherapeutics and altered response in
older adults;

10. Social and economic factors which determine
utilization of various health care services by
the elderly patient;
11. Federal, state, local and charitable organizations which are
available as support systems for the elderly;
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life cycle;
13. Laws surrounding death/dying and the omission or
commission of acts influencing death;
14. Knowledge of communication skills, problems and
techniques in interviewing older adults who may
or may not have sensory deficits; and
15. National, state and local regulations, laws and
program guidelines affecting health care delivery
in their practice.

Skills
The health or allied health professional will demonstrate
mastery of:
1.

Ability to establish a supportive and therapeutic
interpersonal relationship with older adults;

2.

Ability to perform an effective interview of older adults
including:
- communication with elderly patients and their
families or caregivers;
- ability to employ communication skills for
patients with sensory deficit;
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- ability to communicate effectively about geriatric
related health matters to both health care providers
and patients;
3.

Good history taking skills, with emphasis on
psychosocial, environmental and family factors and medication
usage;

4.

The ability to perform a functional assessment of
disability utilizing Activities of Daily Living
and Instrumental Activities of Daily Living within
a standardized instrument;

5.

Ability to perform a mental status assessment using a
standardized instrument;

6.

Ability to perform an environmental assessment of
living situation to determine safety and
suitability to older adult;

7.

Ability to determine the need for referral to other
health professionals;
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special considerations for patient autonomy;
9.

Ability to provide patient and family education;

10.

Ability to participate as part of an interdisciplinary team
to provide care for individuals with multiple or complex
problems;

11.

Ability to support the terminally ill patient and
family; and

12.

Skill in making appropriate referrals to other health care
professionals and service providers.

III.

PROFESSION-SPECIFIC EDUCATIONAL OBJECTIVES
IN GERIATRICS AND GERONTOLOGY

In addition to the core of attitudes, knowledge and skills which

should be taught to all practitioners who may serve older adults, each
profession has additional knowledge and skills which are necessary for
professional competency. These are presented here, by profession.
Educational objectives for the legal profession are also included.
MEDICINE
Medical practice in the future will be increasingly concerned with
elderly patients and their accompanying illnesses and disabilities. (1)
Therefore, the medical curriculum must include information on the
physiologic and pathophysiologic changes associated with aging. It
should emphasize health maintenance, the management of chronic disease
and the prevention of dysfunction, in addition to the current
diagnosis/treatment orientation.(2) The following recommendations are
intended as guidelines for the development of geriatric and
gerontologic curricula appropriate to undergraduate medical education
and residency training.
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limits. The following parameters distinguish the elderly patient from
younger patients:
1. Altered functional response of many organ systems.
2. An increased probability of illness and a tendency
toward a multiplicity and complexity of diseases.
3. A greater risk for conditions associated with old age
and an increasing variability of presentation and
response to illnes.
4. Chronicity of illness.
5. Frangible resistance to acute illness, interventions
and stress whether physical, emotional or socioeconomic.
6. Fixed economic resources and unstable social supports
at a time of increasing risk of dependency.
7. Limitation on the reversibility of impairments so
that goals of management should be directed
to the improvement, or maintenance of functional
capacity rather than cure.(3).
Kane, et al,(4) proposed the following goals of treatment of
geriatric patients in relation to their perceived goals for providing
optimal health care for the elderly:
1. Maximizing the independence of the individual.
This includes the ability to function physically
and mentally at a level that would permit as much
self-care as possible and some minimal ~h~eshold of
economic and social support.
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of comfort.
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Educational Objectives in Geriatric Medic
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represents a
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objective.(6) It
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consensus of opinion of both relevant and
process be validated through
is also important that the educational

appropriate testing mechanisms related to the attitudes, knowledge and
skill necessary for the effective and humane care of the elderly.
The student should:
1. Recall the epidemiology of aging and the effects
of these demographic changes on our society.
2. Recall the processes of normal biologic and
psychosocial aging and their relationship
to disease and disability in old age.
3. Be able to effectively communicate with elderly
patients, by demonstrating the ability to:
a) overcome sensory impairments and other
functional disabilities
b) respect patient dignity and autonomy
c) utilize the educational role of the
physician in counseling, disease prevention
and health promotion
d) perform functional and cognitive assessment
using standardized instruments
4. Be able to recognize and assess patterns and presentation~of diseases in older people, taking into account the
intarar.tinn of rhlciral~
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5. Demonstrate a familiarity with the interactions of
disease process, therapeutic interventions and the
patient's physiologic reserve and functional abilities.
6. Know the principles of management of elderly patients:
a. Value and limitations of investigative
procedures and tests.
b. Appropriate use of drugs and other therapeutic
modalities.
c. Preservation of functional abilities.
d. Continuity of care.
e. How to provide care within the least restrictive
environment.
f. Care and support of the terminally ill
g. Value of the interdisciplinary health care team
in clinical management and rehabilitateone
7. Know the purposes and functions, and how to access
available services and organizations for the care of the
elderly; and, how to assist in the coordination of their
activities for the benefit of the patient.
8. Demonstrate an optimistic attitude within a realistic
approach toward diagnosis and intervention in the care
of the aged.
Recommendations for Curriculum Content:
Suggested content for the development of a geriatric curriculum i;:
best grouped under three headings: Attitudes, Basic Knowledge and
Clinical Skills. The following topics have been gleaned from several
principal sources in the educational literature and represent many of
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the current recommendations for both medical schools and residency
programs (1,2,4,5,6,). The attitudes and knowledge base should be
established in the preclinical years to provide the framework for adder.
depth through clinical experiences and skills training. These elements
are intended for incorporation into existing courses and rotations
under the direction of the current curriculum oversight structures.
Successful completion will require testing through the formal
evaluation process appropriate to each setting and through
accreditation mechanisms.
Attitudes•
Attitude is thought to greatly influence the quality of care both
in terms of the interest shown in the management of a patient's
problems and in the physician's maintenance of knowledge and skills.
The physician should be guided by the following principles when
providing medical care to the elderly:
1.

Aging is a continuum, a normal part of living. Sickness
and disability are not the inevitable consequences of
advancing years; most elderly live active, independent lives.
The state of health is the outcome of the interaction of
biologic, social and environmental factors over time.
Illness results from changes and losses among these factors.

2.

There is no valid stereotype for the elderly. Physicians
should develop an awareness of their own feelings, and the
prevailing societal attitudes toward the aged and the aging
process.

3.

Emphasis should be placed on maximizing comfort and
functional capacity to reduce disability and dependency. Far
chronic irremedial conditions, the therapeutic goal should
be to slow progression of the disease or to diminish its
disabiling consequences.

4.

Humane, compassionate, and supportive care of the elderly is
a responsibility of the physician. The attitudes of health
care providers affect not only the quality of the medical
treatment but also the mental well-being of the patient and
may influence physiological response.

5.

In addition to enhancing the patient's health, care should be
directed towards enhancing self-respect, self-determination
and productivity.

6.

Attention must be given to preventing illnesses as well
as to treating both chronic and acute diseases.

7.

Geriatric care often requires a sharing of responsibility
through an interdisciplinary approach. Physicians should
learn to work within a health care team comprised of nurses,
therapists, social workers and other health professionals, tc

42

~

most effectively and efficiently meet the needs of the older
patient.
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8.

An appreciation of the important role of community
organizations in health maintenance, assisting patients
during their recovery from disease, and in coping with any
residual disabilities.

9.

Health care of older adults should be delivered with the
least disruption possible to their social mileau. Factors
such as family and home are integral aspects of the
supportive environment .for the aged, and are thus very
important in defining quality of life.

10.

Attention to the moral and ethical issues in the care of the
elderly should underlie all treatment decisions. In
resolving these questions, the physician should seek counsel
and guidance from the patient, the patient's family and,
where appropriate, from those knowledgeable of the patient's
personal philosophy and religious convictions.

11.

Financial implications need to be considered in balancing
costs and benefits in the delivery of humane care.

Knowledge•
There is a growing consensus that there is a body of knowledge in
aging and the problems of the aged that is relevant to medical
education. It consists of information concerning: a) biological,
behavioral and social changes that are a normal concomitant of aging,
b) approaches to the maintenance of good health and the prevention o~
disabilities, c) the potential role of both normal aging and pathologic
states in rendering the individual more vulnerable to functional
impairments, and d) health care and social resources necessary for
managing the problems of the aged.
The following are specific recommendations for inclusion in
curriculum content as part of the fundamental knowledge base of all
physicians:
Demography
The growth in the older population is causing a major change in
our society and in the requirements for medical services. The followinc;
factors will affect the future practice of medicine:
1.

The portion of the population over 65 years of age is
currently increasing at a mor s rapid rate than younger age
groups. It is predicted that the over 65 age group will
increase from the 1980 figure of 25.5 million (11 percent
of the population) to as high as 55 million (18 percent
of the population) in 2030.
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2.

The fastest growing segment of this population of the
elderly at present is the over 85 age group, which is
also the largest per capita consumer of medical care in
the entire population.

3.

At any one time, 5 percent of the elderly are institutionalized in either acute or long term care facilities; 20
percent are involved with medical and/or homecare support
systems in the community.

4.

Among the 95 percent of older people who are non-institutionalized, 20 percent need assistance for mobility and
43 percent need assistance in some aspect of their daily
lives.

5.

Most older people live active, independent lives;
of functional capabilities is greater among those
their older years than in their younger years; it
with advancing disease that many suffer disabling
or physical conditions.

the range
in
is only
mental

Psychosocial Aspects of Aginq
via age is omen perceived as a time of increased biopsychosocial
stress from a multitude of potential losses. However, these insults
are frequently anticipated; the emotional resilience and adaptability
to life's stresses of older persons, the depth of the family support
and the breadth of community services help to ameliorate these losses.
6.

A largely false stereotype of the cognitive abilities of
aged individuals is widely accepted. In reality, most
older persons retain their intelligence, suffer little
functional memory loss and compensate for a slower rate
of learning by their great~r store of knowledge and
experience.

7.

Contrary to common belief, family ties generally remain
strong. Family and friends provide the majority of care
received by physically impaired older people.

8.

Loss of independence results from either: a) inadequate
social support, and/or b) physical or mental disability
(such as dementia, severe losses in hearing and vision,
reduced mobility) which may make it impossible to perform
the activities necessary for daily living.

9.

Just as there are biologic processes of aging, there are
psychological developmental stages and changes in social
roles characteristic of aging.

10.

Aging is subject to a degree of human intervention and
control. The biological processes of aging are affected by
lifestyles, educational levels, nutrition, self-care,
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economic status, social relationships, psychological
factors and the environment. Modifications in these
factors can often prevent, postpone or reverse some
disabilities currently associated with old age.
11.

Social and ethnic affiliations determine both the use of
establishment health care services and the availability
of private and charitable support for the elderly.

12.

Elder abuse represents a societal problem with an
incidence comparable to the abuse of children. Although
occasionally encountered as physical injury, it is
more often manifested by neglect, verbal/emotional abuse,
exploitation or abrogation of civil rights.

13.

The aged often hold different expectations of health and
longevity than younger individuals; illness may be
accepted with equanimity; quality of life is often valued
greater than the dread of dying and death.

Biomedical
Age-related changes vary in direction and pace among organs and
body systems. Although there is still much to be learned about the
nature and extent of these changes in older people, there is still
available a substantial body of knowledge which can provide a
scientific basis for the phenomena of aging.
Theories of Aging
14.

The basic tenets of selected theories of aging processes
which attempt to explain the changes in cellular structure;
physiologic function and behavior in the elderly

15.

The parameters defining normal aging processes as opposed
to pathologic conditions common among the aged.

Cellular Morphology and Physiological Function
16.

Age-related changes at the cellular level fall into roughly
three groups - in patterns of replication, in cellular
content, and in enzymatic activity.

17.

Age-related tissue changes affect the physiologic function
of all organ systems through both normal and pathologic
processes. However, there are broad differences between
individuals, and the connection between anatomical and
functional changes is not always clear.

18.

Age-dependent changes and post-maturational alterations
in tissue responsiveness affect hormonal regulation of
interactive organ systems.
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Immunology
19.

Cell-mediated immunity and the quality of humoral immunity
tend to decrease; auto-immune reactions tend to increase with
age, but not necessarily auto immune diseases.

20.

Protocols of vaccination for aged individuals should be
adjusted to compensate for age-related changes in immune
function.

21.

Alterations in nutritional status significantly affect immune
function which, in turn, affects both short and long term
morbidity and mortality.

Neuroscience
22.

There is an enhanced predisposition to neurologic illness
with age, e.g. stroke, degenerative diseases such as
Parkinson's Disease and Senile Dementia of the Alzheimer's
Type, and derangements of nervous system metabolism
secondary to systemic illnesses of various types. The net
result of this increasing vulnerability may be manifested
by generalized and/or focal motor dysfunction (weakness,
incoordination), sensory impairments (blindness, deafness,
communication disorders and cognitive decline.

23.

Neurologic illness is one of the leading causes of
disability. Rehabilitation of the elderly with neurologic
impairments constitutes a major challenge requiring a variety
of interventions (pharmacologic, surgical, psychologic
and physical) and an interdisciplinary team approach for
functional restoration.

Behavioral Manifestations and Psychiatric Disease
24.

Although normal aging of the nervous system involves a
decline of neurological function, the behavioral
manifestations of this process have not been well-defined.
Some processes, such as a decline in memory and slowing
of reaction time can be explained on the basis of known
physiological and biochemical changes; others, such as the
developmental psychology of aging, remain intangible and
difficult to explain.

25.

The prevalence of symptoms associated with depression
increases with age but the incidence of major depression
remains fairly constant. The effectiveness of drug
therapy is unchanged although medication side-effects pose
significant problems; electro-convulsant therapy gains
in attractiveness in the treatment of depression in the aged

26.

The evaluation of dementia and delirium requires a comprehensive assessment of biologic, psychologic and environmental
factors. Control of the aberrant behaviors of dementia and
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the care of the demented patient represent major challenges
to the health professions, and a major expense to society.
Nutrition
27.

Malnutrition is common bath as a concern and an affliction
of the elderly. Nutritional concerns relate to conditions
often found among the elderly, such as diabetes, hypertension, obesity and cancer; hypercholesterolemia remains
a risk factor for the development of arteriosclerotic
cardiovascular diseases. Frequently encountered
deficiencies include: calcium, iron, potassium, vitamin C,
and water; resulting in a high prevalence of osteoporosis,
anemia, weakness and dehydration. The causes of malnutrition may reflect physical factors, e.g. dentition, olfactory, deglutition; social factors, e.g. financial, ethnic
preferences; functional factors, e.g. feeding, shopping,
cooking; and general health factors, e.g. systemic illnesses
and/or therapies causing anorexia, cognitive and/or affective
disorders.

28.

Maintenance of adequate nutritional status is an important
component of therapeutic management in disease for the
preservation of lean body mass, immune competence and
functional ability.

Pharmacology and Pharmacotherapy
29.

There is greater individual variation in pharmacokinetics
and pharmacodynamics in the elderly. Pharmacologically
important changes include absorption, distribution,
metabolism and excretion and tissue responses.

30.

Both prescribed and self-administered medications may
influence disease presentation and symptom complexes.

31.

Both age-related and pathologic changes may lower the
threshold for side-effects. Therefore, the minimal number
of drugs should be used to avoid these potential dangers.

32.

A frequent cause of failure of the medical regimen is noncompliance, which is a particular problem with the elderly
for a wide variety of reasons; these include: cognitive,
psychological, financial, and intolerable side-effects.

Clinical Diagnosis
33.

Aging may affect the evaluation of disease or symptom
complexes in three ways: a)common medical conditions may
present differently in the aged, e.g. thyroid disease,
myocardial infarctions, and systemic infections. b) certain
medical conditions are only common in the aged, e.g. falls,
dementia, incontinence and osteoporosis and c) certain
symptoms complexes may have different implication for
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diagnosis and treatment in the aged as opposed to the young,
e.g. bacteriuria, purpura, memory disorders.
Health promotion and disease prevention
34.

Illness increases in both incidence and prevalence with
age; the loss of physiologic reserve renders the aged more
vulnerable to disability. Greater emphasis needs to be
placed on identifying and ameliorating those factors
predisposing to common illnesses among the aged, defining
appropriate health screening measures, and developing
intervention strategies designed to reduce disability.

Legal and societal issues
There has been increasing legislative involvement in the
relationship between doctor and patient. Much of this effort is
reflective of a greater degree of consumerism among patients, and a
societal concern regarding health care issues and the ethics of health
care delivery.
35.

Documents such as the "Living Will" and "Durable Power-ofAttorney" help guide decisions in omission or commission of
acts influencing death; procedures surrounding guardianship
(or conservatorship) and assist in caring for the mentally
impaired.

36.

Federal and state programs (Medicare and Medicaid) are the
major sources of funding for acute and long term care for the
elderly; these programs represent significant obligations
for our governmental budgets. Regulatory changes in
reimbursement and eligibility criteria are pivotal forces in
the health care industry.

37.

Much of medical care is determined by the patient's ability
to pay; the type and amount of reimbursement, acceptance by
the provider and the form of the delivery system (HMO,
Fee-for-Service, Preferred Provider Organization) all
influence the availability and extent of treatment.

Skills:
The clinical evaluation of the elderly patient should be tailored
to both the limitations and health priorities of the individual. The
physician should assess not only the physical symptoms but should also
focus specific attention on the cognitive and psychological status, the
ability to carry out the activities of daily living, and the
Proper management encompasses the
socioeconomic environment.
judicious use of diagnostic and therapeutic interventions, assurance of
optimal rehabilitative services and coordination of care with
appropr~.at~ community supports.

Special Considerations in the Conduct of the Interview:
1.

The patient should be the primary source of information; if
doubts arise as to accuracy, other sources should be
contacted with due respect to the sensitivities of the
patient.

2.

The dignity and comfort of patients should be maintained by
respecting their modesty and particularly by providing
assistance and adequate time during the examination.

3.

Special communication skills and techniques are necessary in
interviewing patients with sensory impairments. Attention
to seating arrangements, lighting and clarity of speech
are important factors in facilitating the interview and
preserving the dignity of the patient.

4.

Especially when dealing with chronic and potentially
progressive illnesses, the practitioner must "translate"
medical terminology and concepts with skill and sensitivity,
in order to: effectively educate the patient, caregivers
and family; establish supportive and therapeutic interpersonal relationships; and, enhance compliance and active
participation in the monitoring of systems and therapy.

Functional Assessment
5.

The use of standardized functional assessment instruments
assures the evaluation of relevant factors in the patients'
ability to perform; facilitates communication among health
professionals; and, determines the degree of reliance on
support services.

6.

Function must be evaluated in reference to the patient's
environment, available supportive services and the
assistance of caregivers. Consideration must be taken of
placement within the least restrictive environment.
Appliances which enhance function and/or safety should be
made available.

Medical assessment
7.

Rather than a single "chief complaint", elderly patients
often present with multiple problems related to symptoms or
loss of function from normal aging processes and/or old or
new illnesses. It is the physician's responsibility to
both condense and categorize these symptoms into pathologic
processes and establish a hierarchy of the differential
diagnosis in relation to the impact on function.

Psychological Assessment
8.

The physician must appraise the patient's mental status
including both cognitive abilities and affective state.
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The physician who suspects a cognitive decline should
assure neuropsychologic evaluation through the use of
an established, formal instrument in order to quantitively
assess the dementia over time. Emotional disorders should
be assessed through both skilled psychiatric interview,
formal testing and the identification of somatic symptoms.
Socio-Economic Assessment
9.

Economic status should be determined with particular
attention to the costs of care and the patient's awareness of
sources of financial aid.

10.

The physician should obtain a description of the individual's
daily routines, including social, volunteer, and professional
involvement and any recent changes in the patient's activity
pattern.

11.

The patient's family status should be determined including
the nature of interpersonal relationships, caregiving
obligations and the availability of family care in case of
need.

12.

If practical, a visit to the home should be made as part of
the comprehensive assessment of the patient's social and
interpersonal world, and to best evaluate functional
capabilities.

Selection and Evaluation of Laboratory Studies and Procedures
13.

Procedures and laboratory tests should be selected with the
likelihood of yielding information helpful in the remediation
of treatable conditions or the monitoring of therapy with
potential toxic side-effects. The benefit of a procedure or
test should be weighed against the risks and costs associated
with the study.

Medical Management
14.

The physician should identify intervention strategies and
behavioral techniques to modify social and behavioral factors
controlling health risks, environmental stressors, and health
attitudes.

15.

Patients often have multiple, interactive conditions.
Energetic treatment of one disease may adversely affect
another and may severely challenge the patient's diminished
physiologic reserve and functional abilities.

16.

The assurance of adequate nutrition requires the ability
to assess and monitor nutritional status and a familiarity
with alternative routes of providing nutritional support.
Assessment skills include the ability to obtain appropriate
dietary history, clinical examination, laboratory
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interpretation, and an awareness of disease-drug-nutrient
interactions and malabsorption syndromes in the elderly.
17.

Ethical and value issues play a prominent role in the care
of elderly patients; the outcome of these determinations may
involve conflict between the best interests of the patient,
the family, and medical and legal guidelines; the following
concepts are important in clinical decision-making:
-Determination of competency
-Autonomy versus beneficence
-Limited treatment plans
-Discontinuance of life support systems.

18.

The physician's role subsumes responsibilities for patient
advocacy and the assurance of continuity of care over time
and across settings of care.

19.

Assessment of need and eligibility, and referral to
appropriate supportive services is essential in the management of the frail elder in the community.

20.

Effective care for individuals with multiple, interactive
problems is best delivered through an interdisciplinary
team. Effective participation in the team includes a
knowledge of the abilities of other health care professionals
and skills in small-group interactions.

21.

Humane and morally responsible care requires the ability to
effectively manage symptoms associated with the dying
process and provide emotional support to the terminally ill
patient and his family.

Clinical Pharmacology and Druq Therapy.
22.

Obtaining a complete drug history of both prescribed and
over-the-counter medications is important in the evaluation
of symptoms. The review of the medical regimen should
include an assessment of biologic aging, drug, disease and
nutritional interactions.

23.

The use of therapy flowcharts and frequent regimen review
is expected under the standards of medical practice.

24.

It is the physician's responsibility to monitor compliance in
the medical regimen and to identify and address the causes of
noncompliance. Both patient and family values must be taken
into consideration which coercive action is suggested.

Patient and Family Education
25.

Assisting the patient and family to cope with losses of
function in irremediable conditions includes:
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-Education in disease processes and prognosis
-Caregiver skills training
-Individual and family counselling
-Identification of personal and intra-family stressors.
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GERIATRIC PSYCHIATRY FELLOWSHIP
Knowledge:
The geriatric psychiatry fellow should possess knowledge of the
following areas:
I.

Normative Aging

A. Myths about aging
l.stereotypes
2.realities
3.potentialities
B. Demographics
1. Magnitude of the present and future problem
a.
b.

longevity and mortality
current trends and projections

2. Well Elderly
c.
d.

age-cohort characteristics
racial, ethnic and cultural forces

3. Health Problems
e.
f.
g.
h.

i.

chronicity of illness
altered functional response of many
organ systems
functional impairment limiting ability
to live independently
limitation and reversibility of
impairments so that goals of management
must often be restricted to maintenance
or rehabilitation of functional capacity
rather than cure.
elderly and pharmaceutical: polypharmacy
adverse effects; compliance

C. Theories of Aging
1. Biologic
a.
b.
c.
d.
e.
f.

Cellular theories (genetic and molecular)
Physiologic theories
"Wear-and-tear" theories
Evolutionary theories
Environmental theories
Toward an integration: cascade theory
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2. Sociologic
a. Integration theories (eg. disengagement
theory; activity theory)
b. Developmental theories: various universal
lifestyles (Freud; Piaget; Erikson; Kohlberg:
Gould; Levinson. etc.)
c. Subculture theories: eg. age stratification
theory

D.

Adult development: normal aging and a life-span
developmental perspective
1. Definition of a lifespan developmental perspective
2. Research issues in studying adult development and
aging
a. Cohort features
b. Intra-individual change and individual
differences
c. Cross-sectional and longitudinal studies;
significance of cultural change and study
dropout and death
d. Sampling difficulties
e. Sequential designs
f. Manipulative or naturalistic experiments
g. Age differences versus age changes
h. Normality versus illness
i. The validity of inferences
3. Examples of Research: some studies bearing on
psychologic stability over the lifespan

E.

Other dimensions of normal aging and change: biologic,
sociologic, economic, psychologic
1. Biologic
a.
b.

c.
d.
e.
f.
g.
h.
i.
j.
k.

Sensation and perception
Brain and nervous system: including
reaction time, EEG change and neuronal
cell dropout/dysfunction
Sleep and dreaming
Endocrine/hormonal
Reproductive system and sexual behavior
Physical vigor and exercise
Immunologic change
Impact of illness
Gastrointestinal changes
Renal changes
Body composition changes
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1.
m.

Altered pharmacokinetics
Nutrition

2. Sociologic
a.
b.
c.
d.
e.
f.

Family
Minority groups/ethnicity
Social role changes
"Medicalization" of the life cycle
Cross-cultural perspectives
Social policy and political and retirement
policy

i.
ii.
iii.
iv.
v.

national employment and retirement policy
health care services policy
community services
political: the elderly as a social force
housing policy

3. Economic: work, leisure and retirement
a.
b.
c.
d.

A lifespan perspective: work, aging and
the life cycle
The meaning of work: financial; self-image;
social class
Career satisfactions and crises
Retirement and leisure

4. Psychologic
a.

Cognitive change: intelligence, learning and
memory

i. Intellectual processes
-Conceptual approaches: "types" of intelligence
(psychometric - eg. fluid and crystallized
types; Piagetian type; factor analytic type; problem
solving and concept learning types;
creativity, flexibility and curiosity)
-Contextual modifiers: age and cohort factors;
biologic, educational and social environmental
antecedents; occupational, anxiety and plasticity
factors; effects of disease (eg. cardiovascular;
terminal drop)
-Intelligence and aging
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ii. Memory and learning
-Some models of memory: eg. sensory; short-term; longterm; semantic memory; episodic memory
-Other approaches: eg. association processes;
information-processing, contextual factors
-Age changes in memory
-Clinical aspects of memory:normal vs. abnormal
changes (eg. Korsakoff's syndrome; senile
dementia; depression)
b.

Emotional changes
ip
i. Personality: variables showing no relationsh
d
elate
age-r
ng
showi
stics
cteri
to age; chara
changes; ego functioning; moral and spiritual
development; self-concept and age; crisis or
continuity
es
ii. Stress adaptation and developmental tasks; sourc
ring
and types of stress; examples of changes requi
role
adaptation (menopause; widowhood; illness;
changes; dependency -- financial, physical and
emotional; death and dying--mourning)

es;
iii. Sexuality in later life: physiologic chang
age/sex
and
c
raphi
demog
ity;
activ
s
versu
interest
w
revie
life
factors, etc.
iv. Aging and creativity
Psychopathological Aspects of Adult Aging
A.

Introduction
1.
2.
3.

Certain perspectives; normal versus abnormal
changes with aging
Neurobiology of aging
Overview of some changes in mental status
a. changes in the mental apparatus
b. motivational/psychodynamic changes
c. stress (including changes in health,
socioeconomic factors and natural support
systems)

B.

Epidemiology and Nosology
to

II.

onal and
Demographic dimensions of the problem (nati
trends)
international population and disease age
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2. Impact of aging on psychiatric illness:
a. Influence of age on psychiatric disturbances beginning earlier in life: quantatative and qualitative changes in first
attack rates and chronicity in various
illnesses
b. Mental illnesses likely to occur or recur
in older persons: including further aspects of agerelated changes in clinical presentation
3. Nosology: national and international classification approaches in geropsychiatry
a. Clinical/laboratory assessment and diagnostic skills
b. Clinical examination and differential
diagnostic thinking with the elderly:
emphasis on concurrent medical and psychiatric
disturbances including interactions of the diseases
and their multiple treatments (including iatrogenic)
c. Role of the laboratory: exclusion or
confirmation of primary psychiatric
illness; monitoring of treatment
i. psychometric assessment
ii. blood/urine tests: including use and
limitations of antidepressant and
neuroleptic blood levels; use and value
of serum and RBC lithium levels in guiding
treatment, etc.
iii. electrophysiologic: EEG, and EKG in
assessment and treatment monitoring
iv. radiologic: CAT scans; PET scans, NMR
scans, cisternograms, etc: age - related
or pathologic variability?
v. endocrine: use and limitations of
suppression and challenge tests in
diagnosis and treatment response monitoring: eg.
dexamethasone suppression test;
TRH stimulation test; prolactin responses, etc.
C.

Setting realistic treatment goals for the elderly
psychiatric patient
1.

Outpatient; acute inpatient; long term care patient

2.

Role of careful functional, symptomatic and psychosocial
assessment
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D.

Overview of treatment modalities and issues
concerning their effectiveness
1. Location of care:
a. Ambulatory: logistics (transportation,
weather, etc); scope of prescribed
community services available (medical,
domiciliary, nutritional, recreational,
social service, outreach, etc); housing
(availability and quality; safety;
elevators; heat; finances, etc.); support
systems (formal and informal)
b. Acute general hospital
c. Long term care facilities: special issues
regarding staff-patient-family relations:
d. Terminal care
2. Verbal, interactional and milieu types:
Psychotherapy (individual and group)
Family therapies
Behavioral therapies
Milieu (ambulatory, hospital, residential)
Residential relocation decisions and
impact (into/out of acute or long term
care facilities)
f. Support/intervention with family support
systems
a.
b.
c.
d.
e.

3. Somatic therapies
a. Electroconvulsive treatments: unilateral
or bilateral; indications and safety; spacing of
treatments; inpatient or outpatient; before, during or
after drug trials, etc.
b. Psychopharmacology: special emphasis on
altered pharmacokinetics; polypharmacy
and drug-drug interactions and side-effects; compliance;
monitoring side-effects (including BP and cardiovascular;
tardive dyskinesia; cognitive impairment, falls, etc.}
i. mild tranquilizers and hypnotics
ii. neuroleptics and tardive dyskinesia
iii. antidepressants; MAOI; tricyclic;
tetracyclic; trazadone; newer
generation drugs
iv. review of approaches to cognitive
impairment; cerebral vasodilators;
Hydergine; CNS stimulants;
neuropeptides; neurotransmitter

(acetylcholine manipulation strategies); nootropics (Piracetam);
aluminum reducers; anticoagulants;
nutritional (especially vitamins);
naloxone research;
E. Specific Syndromes; Diagnosis and Clinical mangement
1. Affective disorders: first episode; strategies
for relapsing or refractory states
2. Organic brain syndromes and pseudodementia
3. Schizophrenia, paranoid states and senile
psychoses
4. Anxiety States
5. Somatization disorders (hypochondriasis),
hysterical conditions (conversion disorders)
and psychosomatic states
6. Neuroses and character disorders
7. Concomitant physical illness: acute and/or
chronic
8. Alcoholism and drug abuse
9. Sexual problems in older age
10. Pathology of work and retirement
11. Sensory deficit syndromes
12. Mental retardation in old age
13. Sleep disorders
F. Prevention: Early detection and legal (protective) issues
G. Ethical issues
1. Life with chronic pain or dementia
2. Informed consent
3. Role of family in approving or rejecting
treatments
H. Legal issues
1.
2.
3.
4.

Competency
Informed consent
Protection of assets and estates
Durable powers of attorney

I. Research in Geropsychiatry
1. Study design and control group issues
2. Appropriate statistical analyses
3. Selected areas of research focus
a.
b.
c.
d.

Epidemiology
Treatment interventions (drug, non-drug)
Clinical assessment
Diagnosis and diagnostic correlates
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4. Grant Writing
Skills: in geropsychiatry should stem from experiences in the following
clinical areas:
I. Inpatient
A. Acute
B. Chronic
II. Outpatient
A. Diagnostic Evaluation
B. Long-term individual therapy: at least
2 cases
C. Short-term therapy: at least 2 cases
D. Family therapy: at least 2 cases
E. Group therapy: at least 1 group
F. Sex therapy: at least 1 case (can be
included among above cases)
G. Alzheimer patient (can be included among
above cases)
H. Psychopharmacology: at least 3 cases
I. The well elderly, Senior Center
III. Consultation
A. Nursing home
B. Consultation-liaison in the general hospital
C. Multidisciplinary geriatric assessment and
treatment team (in-patient and out-patient)
D. Home visits
IV. Clinical Curriculum (residents)
A. Inpatient - Treat at least 3 elderly
inpatients
B. Outpatient
1. Treat at least 1 elderly patient in
long term psychotherapy, or 2 elderly patients
in short-term psychotherapy
2. Work with the family of at least one elderly
patient.
3. Work with at least one Alzheimer patient
4. Treat at least 1 elderly patient with psychotropic
medicine.
C. Consultation - Work with at least 5 elderly
patients during the consultation-liaison rotation
in the general hospital.

Attitudes•
I. Work with the elderly, including the well elderly, in a
wide variety of settings, so that the fellow or resident
does not develop attitudes based on a limited sample of
the elderly population.
II. Explore transference and countertransference feelings
about the elderly. In this way, both positive and
negative stereotypes can be examined.
III. The geropsychiatry fellow should learn how to help
other staff members explore transference and countertransference feelings about the elderly.
IV. Geriatric care sometimes requires a multidisciplinary
team approach.
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GERIATRIC MEDICINE FELLOWSHIPS
Geriatric medicine fellowships should be designed to achieve
clinical and non clinical goals. Expansion upon those objectives
achieved in undergraduate medical education and residency will be
designed to develop the knowledge, skills and competence to (1) promote
functionality and maximize independence of the well elderly, (2)
diagnose, treat, and manage as part of an interprofessional team, the
acutely and chronically ill elderly, (3)deal ethically,
compassionately, and sensitively to support the elderly and their
families during periods of stress and dying. In addition, fellows
should develop the knowledge and skills essential to leadership in the
clinical, research, and educational aspects of geriatrics and become
familiar with the management and administrative issues in geriatric
medicine.
I. Clinical Objective
A. Knowledge - In addition to the core curriculum described herein,
and consistent with the guidelines suggested by the American Geriatrics
Society, fellows will be expected to:
1. Learn the basics of geriatric medicine and gerontology
and to become familiar with the major literature; including
demographics, issues in longevity and mortality, and
age related sociological, psychological, and medical factors.
2. Understand the physiologic changes involved in normal aging
including the altered metabolism and effects of drugs
and nutrition in the aged, to include:
-

the biologic and sociologic theories of aging
the physiologic, psychologic, and socioeconomic
changes seen with aging with attention paid to the
longitudinal versus cross-sectional approaches to
research data accumulation.

3. Understand the etiology, pathophysiology, presentation,
and altered presentation of common disease processes of
the elderly and be familiar with the major literature
regarding the diagnosis and treatment of these disorders
in a multidisciplinary setting.
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.

abuse
alcoholism
anorexia
arthritis
atherosclerotic cardiovascular disease
cerebrovascular accidents
constipation
decubitus ulcers
dementia
dental problems
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k.
1.
m.
n.
o.
p.
q.
r.
s.
t.
u.
v.
w.
x.

depression
diabetes
falls and fractures
hearing and visual loss
hypertension and hypotension
hypothermia and temperature regulation
impotence
incontinence
malignancies
malnutrition
osteoporosis
perioperative problems
pulmonary insufficiency
urinary tract problems including prostatic hypertrophy

4. Recognize and respond to the tendency of elderly patients
towards iatrogenic diseases and immobility with their
consequences, especially including:
a.
b.
c.
d.

drug-drug and drug-nutrient interactions
altered drug reactions and sensitivities
altered pharmacokinetics
compliance issues

5. Understand how behavioral, psychosocial, and psychodynamic
changes of aging contribute to the clinical manifestations
of the disorders above.
B. Skills
The fellow should be able to:
1. Conduct an appropriate history and physical, perform
a diagnostic assessment, and understand the rationale
for application of treatment interactions in an empathetic
and sensitive fashion;
2. Collaborate effectively within a multidisciplinary
team with other professionals to maximize support,
functionality, and medical treatment of the elderly;
3. Efficiently function in an ambulatory, institutional,
or home care setting, understanding the need for the elderly
to be evaluated in their home environment;
4. Be proficient in perioperative surgical evaluation
and care of the eldexly; and
5. Direct the reassessment and reformulation of individual
and team treatment interventions necessary in the long
term management of elderly patients, including their
families, other health professionals, community and
institutional representatives.
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C. Attitudes
The fellow should:
1. Demonstrate patience and newly acquired techniques
to communicate effectively with the elderly, especially
those with physical, mental, or emotional handicaps;
2. Demonstrate ethical frameworks to help families,
patients, and other professionals in making difficult
decisions;
3. Demonstrate understanding of the cost/benefit of the
theoretical and specific application of each therapeutic
modality with involvement of the patient and/or family
in the decision making process; and
4. Demonstrate appreciation of maximizing rehabilitative
potential and independent functionality as a major goal
in the decision making process.

II.

Clinical Activities

Should be designed to involve fellows in the full range of social
services as well as ambulatory, acute, extended and home health care
available to well elderly and those with severe geriatric medical and
psychiatric disorders.

III.

Non-clinical Objective
Fellows should be able to:
A. Demonstrate knowledge and skills in the area of
planning and executing educational activities for health
professionals dealing with the elderly;
B. Develop an understanding of the methodologies and ethical
considerations in research designed to answer questions
in the health care of the elderly;
C. Demonstrate an awareness of the complexities of planning,
funding, staffing, and implementing programs for the
elderly, emphasizing the multidisciplinary aspects of
these programs; and
D. Develop an appreciation of the political processes
involving providers, consumers, and service organizations,
as well as local, state, and federal governments.
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NURSING
Registered Nurse Program:
A registered nurse possesses basic knowledge needed to
provide nursing care to all age groups of the life cycle,including the
older adult. A registered nurse is prepared to administer nursing care
to a variety of clients in institutions and homes. Major functions of
the registered nurse include physical comfort, safety and emotional
support. In order for the registered nurse to carry out nursing
functions to care for the older adult, upon completion of this level of
education, each student will be able to meet the following objectives:
Knowledge:
The student will be able to demonstrate knowledge of:
1.

Demographic changes in this country's population and
the effect this will have on health related services;

2.

The basic tenets of selected theories of aging that
predict change in structure, function and behavior
in the aging process;

3.

Physiological, sociological and psychological aspects of
aging;

4.

Concepts of death and dying as normal events of the life
cycle;

5.

Laws surrounding death/dying and the omission or commission
of acts influencing death.;

6.

Principles of health promotion and maintenance for the
older adult;

7.

Common causes of illness and death among the aged;

8.

Common problems of the older adult related to the aging
process;

9.

The interaction of psychosocial and environmental
variables on health;

10.

Nursing measures related to illness and disability in
the elderly;

11.

Nursing responsibilities in drug therapy and therapeutic
treatments for the older adult;

12.

Approaches for establishing supportive interpersonal
relationships including knowledge of communication
skills, problems and techniques in interviewing older
adults;
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13.

Community resources available for the older adult and
families, and the social and economic factors which
determine their utilization;

14.

Special nursing measures related to care of the frail
elderly (for example, prevention of deformities, decubiti and
reality orientation);

15.

National, State and local regulations, laws and program
guidelines affecting health care delivery in their
practice.

Attitude•
Each student
in a variety
Contributing
student will

will demonstrate a positive attitude with the older adult
of settings including institutions and the home.
towards the development of a positive attitude, the
demonstrate a mastery of attitudes showing:

1.

An awareness of his/her own feelings toward the
aged and the aging process;

2.

An awareness of prevailing societal attitudes toward
the aged and the aging process;

3.

Humane, compassionate and supportive care of the elderly.
Attitudes of care providers affect not only
health but also the mental state and physiological
response of the older adult. The practitioner will
develop an attitude of acceptance of the older adult
without condescension, paternalism or infantilism;

4.

That aging is not a disease, but part of the natural
continuum of life;

5.

That the majority of individuals over the age of 65
are well and functionally independent; sickness and
disability are not inevitable consequences of advancing
years; most elderly can lead active independent lives;

6.

That individuals age at their own rate and with wide
variation in biological, psychological and social
characteristics. The uniqueness of aging requires an
individualized approach to care while recognizing
the special needs common to the majority of elderly
persons;

7.

That the focus of health and health related care is the
function of the individual; not the individual's
chronological age;

8.

That family and home are an integral part of aging and
are thus very important to this process and to the

quality of life;
9.

That health care for older adults may often require
an interprofessional approach. The health or
allied health care provider demonstrates a willingness
to work as part of and with an appreciate of the need
for interprofessional health care teams;

10.

That there is a complexity of losses which may
affect the older adult;

11.

That care should be directed at enhancing the self
respect, self-determination and productivity of older
adults;

12.

That many ethical issues arise in the care of the
elderly. In resolving these questions, the
practitioner should seek counsel and guidance from
the patient and patient's family and, where appropriate,
from those knowledgeable of the patient's moral or ethical
value system; and

13.

That health care of the older adult should be delivered
in the "least restrictive setting" possible.

Skills•
Each student will be able to:
1.

Establish a supportive and caring interpersonal relationship
with older adults;

2.

Perform an effective interview with older adults;

3.

Identify community resources available to promote and
maintain health of older adults;

4.

Perform an assessment of health problems to plan appropriate
nursing interventions. Assessments include ADL, IADL, Mental
Status;

5.

Develop a nursing care plan to meet the health care needs of
older adults in a variety of settings;

6.

Perform an environmental assessment of living situation
to determine safety and suitability to older adults.

7.

Participate as a member of the nursing team and
interdisciplinary team to provide care for complex nursing
problems;

8.

Support the dying patient and family;
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9.

Administer medications and therapeutic treatments
to the older adult in a variety of settings;

10.

Administer care to the chronically ill older adult,
including aspects of promotion and maintenance of health;

11.

Provide patient and family education and

12.

Make appropriate referrals to other health care
professionals and service providers.

Gerontological Nursing-Baccalaureate Level
The baccalaureate program in nursing provides the basic knowledge
and skills in nursing (which includes nursing of the older adult)
needed to prepare the generalist for practice in gerontological
nursing. At the completion of the required instructional program in
gerontologic nursing at the baccalaureate level, students will be able
to demonstrate mastery of:
Knowledge:
1.

Communication skills, problems and techniques in
interviewing older adults who may or may not have
sensory deficits;

2.

The basic tenets of selected theories of aging that predict
change in structure, function and behavior in the aging

process;
3.

Characteristics of common social and psychological
development aspects of aging;

4.

Major physiological changes associated with aging;

5.

Major demographic differences of elderly in present
society and the effect this will have on health
related services;

6.

Changes associated with aging in response to pathologic
conditions common among the aged;

7.

Changes associated with aging in response to measures
aimed at promoting, maintaining and restoring health;

8.

The interaction of psychosocial and environmental
variables on health;

9.

The interrelationship of age related changes and multiple
disease states;

10.

Health problems experienced as a result of the normal
aging process, or pathology frequently seen in older
C~-~

adults (safety, including medication misuse; nutrition;
mental health; mobility; infection; previous life style;
maintenance of oxygen; regulation; fluid & electrolytes;
terminal illness);
11.

The federal, state, local and charitable organizations
which are available as support systems for the elderly;

12.

Nursing strategies for utilization or referral by nurses,
including the social and economic factors which
determine utilization of various health care services;

13.

Nursing strategies to encourage maintenance of independence
of older adult clients;

14.

Pharmacotherapeutic management and altered therapeutic
responses in older adults;

15.

Concepts of death and dying as normal life events as
well as laws surrounding the omission or commission of
acts influencing death and

16.

National, state and local regulations, laws and
program guidelines affecting health care delivery in
their practice.

Attitude:
1.

An awareness of his/her own feelings toward the aging
and the aging process;

2.

An awareness of prevailing societal attitudes toward
the aging and the aging process;

3.

Humane, compassionate and supportive care of the
elderly. Attitudes of care providers affect not only
health but also the mental state and physiological
response of the older adult. The practitioner will
develop an attitude of acceptance of the older adult
without condescension, paternalism or infantilism.

4.

That aging is not a disease, but part of the natural
continuum of life;

5.

That the majority of individuals over the age of 65
are well and functionally independent; sickness and
disability are not inevitable consequences of advancing
years; most elderly can lead active independent lives;

6.

That individuals age at their own rate and with wide
variation in biological, psychological and social
characteristics. The uniqueness of aging requires
an individualized approach to care while recognizing
the special needs common to the majority of elderly

.•

persons;
7.

That the focus of health and health related care is on the
function of the individual; not the individual's
chronological age;

8.

That family and home are an integral part of aging
and are thus very important to this process and to
the quality of life;

9.

That health care for older adults may often require
an interprofessional approach. The health or
allied health care provider demonstrates a willingness
to work as part of and with an appreciation of the
need for interprofessional health care teams;

10.

That there is a complexity of losses which may affect
the older adult;

11.

That care should be directed at enhancing the selfrespect, self-determination and productivity of
older adults;

12.

That many ethical issues arise in the care of the
elderly. In resolving these questions, the practitioner should seek counsel and guidance from the
patient and patient's family and, where appropriate,
from those knowledgeable of the patient's religious, moral or
ethical value system and

13.

That health care of the older adult should be
delivered in the "least restrictive setting"
possible.

Skills:
1.

Perform an assessment of functional status including formal
and informal support systems; Assessment includes
ADL, IADL, Mental Status;

2.

Apply knowledge of adult learning to teaching older adults;

3.

Form a therapeutic relationship to communicate effectively
with the elderly;

4.

Assess and utilize resources in the community to make
appropriate referrals to other health care professionals
and service providers;

5.

perform a family assessment and plan care for the family
with elder members;
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6.

Assist families to provide support to aging parents and
other relatives;

7.

Incorporate home care skills by performing a nursing
assessment on a client receiving home care;

8.

Develop a nursing care plan to meet the health care needs of
the frail elderly;

9.

Participate in interdisciplinary efforts to provide care
for complex nursing care situations;

10.

Provide nursing care to older adults requiring
institutionalization;

11.

Support the patient in his right to die with dignity;

12.

Identify and intervene in health problems common in aging
(for example, safety issues due to falls, poor vision,
temperature changes and medications);

13.

Assume an advocacy role when caring for older adults;

14.

Engage in health promotion, maintenance and care of the
chronically ill older adults and

15.

Provide patient and family education utilizing teaching
strategies appropriate for the older adult.

Gerontological Nursing - Master's Level
The master's program in gerontological nursing provides additional
knowledge and skills to prepare the gerontological nurse specialist to
assume a leadership role in gerontological nursing practice. The
curriculum includes courses in gerontological theory, nursing practice
and research, and electives in administration, education and
consultation.
According to the American Nurses Association, the skills inherent
in the specialist role include: "ability to observe, conceptualize,
diagnose, and analyze complex clinical or non clinical problems related
to health, ability to consider a wide range of theory relevant to
understanding the problems and in determining the range of possible
treatment options. (American Nurses Association, 1980).
Upon completion of a master's program in Gerontological Nursing,
nursing graduates are prepared to:
Knowledge•
1.

Understand the demographic changes in this country's
population and the effect this will have on the health care
systems;
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2.

Synthesize theories, knowledge, and concepts that have
application to the health care needs of older adults;

3.

Analyze selected health care problems, utilizing expanded
knowledge base derived from theory and empirical sources, as
they relate to nursing care of older adults;

4.

Demonstrate an in-depth knowledge of: normal and pathologic
aging as well as psychological and social-cultural dimensions
related to aging; theories of aging and implications to
nursing; pathology; drug management and rehabilitation of
older adults; interrelationships of pathology, emotions,
environmental stressors and sensory perceptual defects in
caring for the older adult; changes associated with aging in
response to measures aimed at promoting, maintaining and
restoring health;

5.

Analyze the social, economic, political and cultural forces
as they influence maintenance of health and prevention of
illness for older adults;

6.

Integrate research and existing nursing theoretical
frameworks into gerontological nursing practice;

7.

Use theory in nursing and aging fields with observations in
practice to generate hypothesis and conduct nursing
research studies;

8.

Demonstrate leadership strategies in policy application for
issues pertinent to the older adult;

9.

Act as a change agent in the health care system;

10.

Collaborate with health care providers and consumers to
achieve shared health care goals;

11.

Serve as an advocate on behalf of older adults to other
health care providers and policy makers and

12.

Know the laws surrounding death/dying and the omission or
commission of acts influencing death.

Attitudes:
1.

Create and maintain positive attitudes toward the elderly in
both community and institutional settings.

2.

Demonstrate awareness of the attitudes of society and the
well elderly toward the process of aging.

3.

Utilize the heritage, values and wisdom of older adults to
develop a philosophy of gerontological nursing that is
reflected in clinical practice.

72

4.

Appreciate that individuals age at their own rate and with
wide variation in biological, psychological and social
characteristics. The uniqueness of aging requires the
special needs common to the majority of elderly persons;

5.

Understand that health care for older adults may often
require an interprofessional approach. The health or allied
health care provider demonstrates a willingness to work as
part of and with an appreciation of the need for
interprofessional health care teams;

6.

Appreciate that care should be directed at enhancing the
self-respect, self-determination and productivity of older
adults and

7.

Know that many ethical issues arise in the care of the
elderly. In resolving these questions, the practitioner
should seek counsel and guidance from the patient and
patient's family and, where appropriate, from those
knowledgeable of the patient's moral or ethical value system.

Skills•
1.

Design, implement and evaluate gerontological nursing
practice to assist client adaptation to alterations in
health;

2.

Exhibit highly refined assessment (ADL, IADL, Mental Status)
and nursing diagnostic skills with emphasis on physical,
psychosocial, environmental, family and medication
usage;

3.

Identify problems and formulate intervention strategies for
older clients with complex health problems, incorporating
formal and informal support systems;

4.

Employ a variety of methods to promote effective
communication and social interaction of aged persons with
individuals, family and other groups;

5.

Incorporate organizational theories and learning theories in
nursing practice with older adults;

6.

Assist older clients and their families in assessing their
changing life situations and in adopting appropriate coping
skills;

7.

Collaborate with all appropriate disciplines in setting
standards of care for gerontological patients and families;

~.

Evaluate new knowledge derived from current gerontological
research and
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9.

Serve as a resource person by working in collaboration with
other members of the interdisciplinary health team,
especially in the area of appropriate referrals to other
health care providers.

Gerontological Nursing - Doctoral Level
The knowledge, attitude and skill competencies of the Masters
level gerontological nurse apply equally to those nurses prepared at
the doctoral level. However, doctoral level students acquire greater
competence and depth in special aspects of professional work with the
aged. The topic of a dissertation allows for an in-depth exploration of
aging theory as it relates to nursing. The doctoral student also
acquires competence in research methodology beyond that of a Master's
level nurse.
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DENTISTRY
PreDoctoral level
Knowledge Objectives:
Upon receipt of the DDS or DMD degree, the dental student will be able
to:
Normal physiology of aging
1.

Understand the biology and physiology of normal aging;

2.

Understand the affects of age on hard and soft tissue;

3.

Differentiate age versus pathology induced tissue
change;

Diseases of Old Age
4.

Understand the oral diseases common to the aging patient;

5.

Discuss age-specific attributes of oral diseases;

6.

Differentiate medical conditions affecting the oral
cavity;

7.

Discuss the oral manifestations of systemic diseases;

Elderly health care systems
8.

Understand the barriers to dental care for the geriatric
patient;

9.

Discuss the factors associated with dental service
utilization among the elderly;

Pharmacology
10.

Understand changes in pharmacokinetics with aging;

11.

Discuss the common medications which induce oral
changes in the aged;

12.

Discuss the concept of "poly-pharmacy" in the elderly
and its implications for the dental practitioner;

Systemic Diseases
13.

Understand the principles of geriatric medicine;

14.

Learn common medical conditions which occur in the
elderly;
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15.

Understand when consultation with a patient's physician
is indicated;

Demographics/socioeconomic
16.

Discuss the social and economic conditions of the elderly;

17.

Understand what is meant by the "cohort effect";

18.

Describe the geriatric imperative;

Nutrition
19.

Understand tissue changes in nutritional deficiencies;

Dental treatment
20.

Understand the principles of general dentistry for the
older adult;

21.

Discuss treatment planning approaches;

22.

Describe management techniques for elderly patients;

23.

Describe the rationale for oral disease prevention
plan;

Skill objectives:
Communications skills
1.

Be able to communicate with elderly patients, and their
families or caregivers;

2.

Develop communication skills for patients with sensory
deficits;

Treatment planning
3.

Ability to adapt treatment plan to patient's individual
needs;

4.

Develop judgement for when to modify treatment plan;

5.

Ability to implement primary and secondary oral health
intervention strategies;

Special clinical skills
6.

Management of the prosthodontic patient;

7.

Discuss use of new materials in dental treatment of older
adult;
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Discuss restoration of root caries lesions;

8.

Diagnostic skills
9.

Be able to take history and clinical exam of well
elderly and medically compromised patients;

10.

Be able to distinguish between normal age changes and
oral pathology;

Patient management
11.

Be able to motivate and gain cooperation with geriatric
patients;

Prevention
12.

Develop skills in patient education and motivation
Attitude objectives

Compassion/Caring
1.

Demonstrate a compassionate and caring attitude to
elderly patients;

2.

Develop acceptance of the older patient without
condescension;

Empathy/Understanding
3.

Be sensitive to the special needs of the elderly;

4.

Be able to recognize and acknowledge the personal
achievements and worth of the aged;

5.

Recognize that aging is not a disease;

6.

Accept old age as part of a natural continuum;

Patience
7.

Exhibit patience with elderly patients;

Respect
8.

Avoid stereotyping older adults;

9.

Respect the right to autonomy of choice among
elderly patients;
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Flexibility
10.

Be able to adapt to new and unusual situations and

11.

Be willing to work with a multidisciplinary team of
health care providers.

Postdoctoral Level - INCLUDES GENERAL PRACTICE RESIDENCY
AND OTHER POSTDOCTORAL SPECIALTIES
Knowledge Objectives:
Normal physiology of aging
1.

Understand biology and physiology of normal aging;

2.

Understand the affects of age on hard and soft-tissue;

3.

Differentiate age versus pathology induced tissue
change;

Diseases of Age
4.

Understand the oral diseases common to aging patients;

5.

Discuss age-specific attributes of oral diseases;

6.

Differentiate medical conditions affecting the oral
cavity;

7.

Understand major degenerative diseases affecting
the elderly;

8.

Discuss neurologic deficits affecting the oral
facial complex;

Elderly Health Care Systems
9.

Understand the barriers to dental care for the
geriatric patient;

10.

Discuss the factors associated with dental service
utilization among the elderly;

11.

Understand the continuum of care model which includes
nursing home care and home health care service;

12.

Differentiate Medicare and Medicaid and understand
the dental benefits provided in each program;

Pharmacology
13.

Understand changes in pharmacokinetics with aging;

14.

Discuss the common medications which induce oral
tissue changes in the elderly;

15.

Discuss the concept of "poly-pharmacy" in the elderly
and its implications for the dental practitioner;

Systemic Diseases
16.

Understand the principles of geriatric medicine;

17.

Understand the medical-dental interactions in
the compromised older patient;

18.

Understand when consultation with a patient's physician
is indicated;

Demographics/Socioeconomic
19.

Discuss the social and economic conditions of the elderly;

20.

Understand what is meant by the "Cohort effect";

21.

Describe the geriatric imperative;

Nutrition
22.

Understand tissue changes in nutritional deficiencies;

23.

Discuss the nutritional management of the elderly;

Dental treatment
24.

Understand the principles of general dentistry for
the older adult;

25.

Discuss treatment planning approaches;

26.

Describe management techniques for elderly patients;

27.

Discuss the use of sedation in the older patient.

Skill Objectives:
Communications skills
1.

Be able to communicate with elderly patients, and their
families or caregivers;

2.

Develop communication skills for patients with sensory
deficits;

3.

Be able to communicate with other members of the
multidisciplinary team;

79

Treatment planning
4.

Be able to adapt a treatment plan for a patient's individual
needs;

5.

Develop judgement for when to modify treatment plan;

6.

Be able to implement primary and secondary and tertiary
oral health intervention strategies;

7.

Be able to develop viable alternative treatment plans;

Special clinical skills
8.

Management of the prosthodontic patient;

9.

Discuss use of new materials in dental treatment
of older adult;

10.

Learn indications for and medications used for oral and
IV sedation;

11.

Be able to treat patients in wheel chairs, bedside or
in geri-chairs;

Diagnostic skills
12.

Be able to take history and clinical exam of well elderly and
medically compromised patients;

13.

Be able to distinguish between normal age changes
and oral pathology;

14.

Become familiar with the use of oral cytology to
diagnose oral candida;

Patient Management
15.

Be able to motivate and gain cooperation with geriatric
patients;

16.

Become familiar with managing patients with physical
and psychological disabilities;

17.

Be sensitive to fatigue and apprehension of older
patients and

Prevention
18.

Develop skills in patient education and motivation.
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Attitude•
Compassion/Caring
1.

Demonstrate a compassionate and caring attitude to
elderly patients;

2.

Develop acceptance of the older patient without
condescension;

Empathy/Understanding
3.

Be sensitive to the special needs of the elderly;

4.

Be able to recognize and acknowledge the personal
achievements and worth of the aged;

5.

Recognize that aging is not a disease;

6.

Accept old age as part of a natural continuum;

Patience
7.

Exhibit patience with elderly patients;

8.

Understand that providing dental care to the older
adult may require more time than with younger patients;

Respect
9.
10.

Avoid stereotyping older adults;
Respect the right to autonomy of choice among elderly
patients;

Flexibility
11.

Be able to adapt to new and unusual situations;

12.

Be willing to work with a multidisciplinary team of
health care providers and

13.

Be creative in developing solutions to unusual
situations.

PHARMACY
Pharmacists with expertise in geriatrics are routinely called upon to
apply their knowledge of drug actions, dosing and side effects to the
geriatric patient. This age group is at particularly high risk for
experiencing adverse drug reactions due to decline in physiologic and
cognitive functions. Other factors, such as nutritional status,
multiple prescribers, non compliance, and inability to perform
activities of daily living, can also have a profound impact on drug
therapy outcomes.
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However, as the elderly population grows, and patients are discharged
earlier from hospitals, nearly all pharmacists will need to know how to
manage the elderly's medications. Patients are living longer, are
taking more medications, and the medication regimens tend to be more
complex. The pharmacist is now a developer of individualized
medication regimens. In both institutional and community settings, the
pharmacist functions as the health care expert on drug therapy,
coordinating multiple prescribers, multiple patient symptoms, and
multiple medications, both prescription and nonprescription.
Therefore, a strong educational curriculum in the area of geriatrics
necessary to meet the changing role of the pharmacist.
The attached educational objectives are minimum competencies for all
pharmacy students, regardless of academic degree (i.e. Bachelor of
Science in Pharmacy or Doctor of Pharmacy). For reasons stated above,
these objectives have not been separated by degree.

Attitude:
The pharmacy student should:
1.

Appreciate the concept of the team approach to providing
care for the elderly;

2.

Appreciate the role of the pharmacist as a member of the
team approach in care for the elderly;

3.

Develop a sensitivity to the unique needs of the elderly
patient;

4.

Be sensitive to society's attitudes towards the elderly;

5.

Be sensitive to the elderly patient's attitudes about
the aging process, disease, and therapy;

6.

Be familiar with new goals in geriatric care: extension
of active life span;

7.

Be aware that sickness and disability are not inevitable
consequences of advancing years and that most elderly
can lead active independent lives; and
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8.

Be aware that family and home are an integral part of
aging and are thus very important to this process and
to quality of life.

Knowledge:
The pharmacy student should:
1.

Know the demographic changes in this country's population
and the effect this will have on health-related services;

2.

Know the basic tenets of selected theories of aging that
predict change in structure, function and behavior in
the aging process;

3.

Know the normal physiologic changes associated with
aging;

4.

Know the interactions aging has on common disease states;

5.

Be familiar with the "atypical" presentation of diseases in
the elderly;

6.

Know the effect aging has in altering the pharmacodynamics and pharmacokinetics of drugs;

7.

Know the leading "risk" drugs in geriatric medicine;

8.

Know the medical, psychosocial, economic, legal,
dental, nursing and pharmacy service needs of the
elderly;

9.

Know the potential community resources available to meet
the needs of the elderly;

10.

Understand the influence the aging process may have
on lifestyles;

11.

Know the factors particular to the elderly in the
area of drug noncompliance;

12.

Understand mechanisms that may improve drug compliance
in the elderly;

13.

Understand the differences in approaches to enhance
compliance in acute care and long term care;

14.

Understand the various factors which may influence
therapeutic outcomes in the elderly;

15.

Know the social and economic factors which determine
acceptability of various health care services to the
elderly patient;

16.

Be familiar with all federal, state, local and
charitable organizations which are available as support
systems for the elderly;

17.

Be familiar with all federal, state and local regulations and
laws concerning drugs and the elderly;

18.

Understand concepts of death and dying as normal events
of the life cycle;

19.

Be familiar with communication skills, and problems and
techniques in interviewing older adults who may or may not
have sensory deficits.

Skill
The pharmacy student should:
1.

Be able to obtain a medication history from geriatric
patients;

2.

Be able to perform a functional assessment of disability
including Activities of Daily Living and Instrumental
Activities of Daily Living using a standardized instrument;

3.

Be able to perform a mental status assessment using a
standardized instrument;

4.

Be able to perform an environmental assessment of living
situation to determine safety and suitability to older
adults;

5.

Be able to maintain and monitor medication profiles;

6.

Be able to screen medication records or profiles for
potential medication related problems;

7.

Be able to recognize patients' difficulty in taking
medications;

8.

Be able to implement systems to improve compliance;

9.

Be able to select the best schedule and means for drug
administration;

10.

Be able to act as therapeutic advisor;

11.

Be able to instruct elderly patients on the proper way
to take and store medications;

12.

Be able to recommend medications for diseases occurring
in patients with multiple pathology receiving multiple
drugs;

13.

Be able to analyze patterns of drug use and determine
appropriateness to geriatric practice;

14.

Be able to perform triage with the elderly;

15.

Be able to participate as a multidisciplinary team
member to both evaluate and manage chronic diseases
in the elderly;

16.

Be able to monitor efficiency and toxicity of drug therapy;

17.

Be able to dispense appropriate drugs and health
supplies;

18.

Be able to participate in a drug utilization review
program;

19.

Be able to identify areas for geriatric research and
participate in research studies;

20.

Be able to pursue pharmacy consultant services in the
various developing care settings, such as domiciliary
care, sheltered housing, respite care, and home care;

21.

Be able to function in various organized health care
settings (e.g., ambulatory care, home health care,
long term care, acute care);

22.

Be able to recognize poor nutritional status in a
patient and predict its impact on drug therapy;

23.

Be able to identify drug-drug, drug-nutrient, and
drug-disease interactions, and reduce such

interactions;
24.

Be able to recommend alternatives to drugs which
may cause adverse drug reactions in the elderly;

25.

Be able to conduct patient education on a one-to-one
basis or in groups;

26.

Be able to communicate effectively about geriatric
related health matters to both health care providers
and patients;

27.

Be able to provide inservice and continuing educational
programs for other members of a health care facility;

28.

Be able to participate in or lead interdisciplinary
conferences;

29.

~e able to refer patients to the appropriate denial,
legal, medical, pharmacy and social services;

Be able to assess patients' needs through home
visitation;

31.

Be able to develop drug education plans for elderly
patients;

32.

Be able to accept primary responsibility for performance
of specific clinical pharmacy service functions and
primary patient services with the elderly;

33.

Be able to develop and implement drug utilization review
programs in various geriatric settings;

34.

Be able to educate other health professionals on the
rational use of therapeutic agents and their toxicities
in the elderly;

35.

Be able to perform monthly chart reviews in long term care
facilities;

36.

Be able to identify, conduct and evaluate drug
research in the geriatric population;

37.

Be able to differentiate between normal aging effects
and disease effects and

38.

Be able to support the terminally ill patient and family.

:.

30.

SOCIAL WORK
Undergraduate

l~

The undergraduate student in social work does not specialize in
any field of social work or in work with special populations. However,
there are basic attitude, knowledge and skill components which should
be possessed by the baccalaureate graduate who may interact with the
aged or with families who have aged members. These components come
into play with respect to the elderly when the undergraduate does his
internship in a setting where there are aged clients. The following
ten competencies have been identified by Baer and Federico in their
report on the undergraduate social worker curriculum development
project. These competencies are here adapted to apply to work with
aged clients:

~

The ten competencies:

~
~
~
A
~
~
~
~

~
~
~

1.

l~

Identify and assess situations where the relationship
between the elderly and social institutions needs
to be initiated, enhanced, restored, protected, or

terminated.
Includes use of methods of data collection and analysis,
including electronic technology for these purposes;
interviewing, observation and recording; review and
analysis of institutional policies and procedures;
involvement of the client population in the data
collection and assessment processes to the fullest
extent possible; carrying out data collection and
assessment processes with involuntary clients;
collaboration and teamwork with others relevant to the
data collection and assessment processes; use of
interpersonal skills and relationships with individuals
and groups.
2.

Develop and implement a plan for improving the wellbeing of older people based on problem assessment and
the exploration of obtainable goals and available
options.
Includes involvement of such client populations in the
planning and implementation processes to the fullest
extent possible; planning for and working with
involuntary clients humanely and sensitively; planning
and implementing plans within the ethics of social work;
learning about and utilizing the distinctive
strengths of each individual and each cultural and
lifestyle group; collaboration and teamwork with
relevant others or groups outside the client system
in planning and implementing plans.

3e

Enhance the problem-solving, coping, and development
capacities of older people.
Includes provision of information; provision of support;
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teaching older people useful skills; facilitating
interaction between people with mutual interests or
concerns individually and through the use of groups; use of
indigenous helping networks and resources; respect
for and use of unique strengths and resources of diverse
individuals and groups; helping the involuntary older
client with support when necessary and with the
exploration of more rewarding behaviors when possible;
use of the problem-solving model; helping older client
populations make use of (or better use of) existing
services, resources, opportunities, making use of
interpersonal skills and relationships with individuals
and groups, being aware of one's own values about people and
groups.

4.

Link older people with systems that provide them with
resources, services, and opportunities.
Includes knowledge of relevant systems; use of the self
help and indigenous helping networks; initiating selfhelp activities when appropriate; obtaining and
disseminating information, making use of electronic
technology as available; clarifying procedures and
objectives; mediating between people and systems;
facilitating communication and interaction; providing
support to people needing or seeking resources,
services, opportunities; monitoring structures to insure
their humane, equitable, and helpful treatment of
people; referring older people to the most appropriate
service-resource opportunity.

5.

Intervene effectively on behalf of those elderly most
vulnerable and discriminated against.
Includes collection and analysis of caseload and printed data
about such populations; outreach efforts to identify and
reach these populations; sensitivity to
priorities, need definitions, and resources used by
diverse groups; facilitating changes in policies and
legislation that impede the provision of resources
or services to vulnerable populations; advocating for
needed services; assisting in the development of needed
resources and services; use of existing services and
resources and of protective legislation to supplement
and support indigenous resources, use of professional
standards and ethics when evaluating services,
resources, and opportunities provided to people; being aware
of one's own values regarding human diversity; educating
resources and systems about the needs of vulnerable older
people through the provision of relevant information.
Promote the effective and humane operation of the

systems that provide the elderly with services,
resources, and opportunities.
Includes the maximum use of agency policies and
structures to facilitate the provision of services,
resources, opportunities for older people; analysis of
agency planning and policymaking structures;
participation in activities to improve and/or initiate
agency services and procedures; development of a
collegial support network; use of interpersonal skills
and relationships with older individuals and groups;
timely and efficient performance of agency procedures;
participation in agency decision making as appropriate;
use of professional standards and ethics as a guide when
functioning in agencies and other helping systems;
special sensitivity to the needs of involuntary
clients; collection and analysis of caseload and printed
data, and making it available to appropriate
persons in helping systems.

7.

Actively participate with others in creating new,
modified, or improved service, resource, opportunity
systems that are more equitable, just, and responsive to
older consumers of services, and work with others to
eliminate those systems that are unjust.
Includes methods of valuative research; planning;
policymaking; involvement of client populations in
planning and policymaking as much as possible; creation
of support networks in resource and helping systems;
sensitivity to the needs of involuntary clients who may not
be able to express them or affect service delivery; use of
professional standards and ethics; use of personal power and
influence; work with colleagues to initiate and/or support
changes in dysfunctional agency policies and practices.

Q~

Evaluate the extent to which the objectives of the
intervention plan were achieved.
Includes the formulation and utilization of devices
to measure intervention success or failure; use of
methods of data collection and analysis, including
electronic technology for these purposes; involving
client populations in the evaluation process; use of
evaluation data to renegotiate the service plan as
appropriate; consulting with colleagues about
intervention strategies.
Continually evaluate one's own professional growth and
development through assessment of practice behaviors and
skills.

Includes use of methods of data collection and analysis
about one's own practice activities and their effects;
obtaining feedback from client populations; obtaining
feedback from colleagues; using professional standards
and ethics as a framework to evaluate one's own practice;
reading and drawing upon current scientific
and practice literature; ongoing participation in
continuing education; increasing self-awareness.
10.

Contribute to the improvement of service delivery for
the aged by adding to the knowledge base of the
profession as appropriate and by supporting and
upholding the standards and ethics of the professions.
Includes personal involvement in the activities of
professional associations; thorough knowledge of
professional continuing education programs;
collaboration with colleagues in activities to advocate
for or support professional standards and ethics in
legislation and places of employment; ongoing assessment of
one's own practice; using one's own practice experience as a
basis for contributing to the knowledge base of the
profession.

Adapted from Educating the Baccalaureate Social Worker (Report of
the Undergraduate Social Work Curriculum Development project) by Betty
L. Baer and Ronald Federico, Ballinger Publishing Co., Cambridge,
Massachusetts, 1978.

Masters Level
MSW level social workers are required to have two years
of studies, the first basically generic. In the second year, MSW
students may specialize in Aging in many accredited schools of social
work, including the University of Maryland. At the University of
Maryland they may choose either the clinical track involving work
mainly with individuals, families and small groups under various
auspices, public or private, or specializations involving Community
Organization and Social Administration. In Community Organization and
social administration, the focus is on such settings as senior centers
or community organizations where coordination of different agency
programs affecting the aged is required.
The below listing is applicable for all social workers although
there are differences in emphasis depending on whether the student is
in the clinical or community organization and social administration
track.

Cognitive Competencies
The social work student should:

1.

Understand the major policy issues and trends affecting
the development of social services and programs for
the aged;

2.

Understand the present federal-state-local systems for
providing and financing social services to older people;

3.

Be familiar with some of the historical and contemporary
forces shaping social policies affecting older people;

4.

Be familiar with various administrative, legislative,
and national organizations representing older people
and the roles of these organizations in the development
and execution of public policy and social services and
health care;

5.

Be familiar with specific, programmatic aspects of
social and health services for the aged;

6.

Understand the social, psychological and physiological
theories of the aging process and older people;

7.

Understand the social, psychological and health needs
of older people;

8.

Understand the relevance of social, psychological and health
needs of older people to the development of new or modified
policies, programs, and services;

9.

Understand basic principles and types of research which
are relevant to the aged population;

10.

Be aware of special issues relevant to working with the
special problems of female and minority clients who
are old;

11.

Have knowledge of special intervention models and
techniques that can be effectively used with the aged
and their families;

12.

Have a working knowledge of bureaucratic systems
affecting the aged and their families and;

13.

Have knowledge of the role demands as a team member in
various settings serving the aged.

Skill Competencies
The Social Work student should:
1.

Be able to analyze and evaluate social services and
social programs for the aged;

2.

Be able to use basic tools of research and policy
analysis in work with the aged;
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3.

Be able to identify discrete populations-at-risk among
the older population;

4.

Be able to identify special needs of the elderly;

5.

Be able to cogently represent the needs of the elderly
verbally or in writing;

6.

Be able to identify and evaluate the impact of societal
forces and trends that shape services for the aging;

7.

Be able to apply sociological, biomedical, and
psychological concepts of aging to social work practice;

8.

Be able to apply current aging research to the social
problems of aging;

9.

Be able to apply social work knowledge and skills in the
various settings and agencies in which social work is
practiced directly with or for older people;

10.

Be able to apply effective communication skills in
working with older people and their families;

11.

Be able to apply the unique knowledge areas of their
specializations within social work in work with or on
behalf of the elderly;

12.

Be able to effectively assess the psychosocial level of
functioning of the aged person and family members;

13.

Be able to act as an advocate for the aged and/or their
families within bureaucratic structures;

14.

Be able to work with aged of various racial, ethnic and
socio-economic backgrounds;

15.

Be able to function as an interdisciplinary team member
and

16.

ble
Be able to act as a case coordinator utilizing availa
ces.
community resour

Affective Competencies
The social work student should:
1.

Demonstrate conviction regarding the importance of
g
social services and other welfare programs in meetin
;
people
older
of
the basic human needs
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2.

Appreciate the need to be analytical and critical in
the evaluation of various policies, programs and
services for the aged;

3.

Have conviction that professional social workers can
make significant contributions to programs and services
for the aged;

4.

Demonstrate readiness to work in partnership with other
professionals;

5.

Develop a sensitivity to the needs, value systems and
unique concerns of the elderly;

6.

Develop a sensitivity to older people who have special
problems (alcohol or drug problems, terminal illness,
etc.) and who have ethnic backgrounds different from
that of the social worker;

7.

Be sensitive to his/her own feelings towards the aged
and the aging processes;

8.

Be sensitive to the meaning of physical and mental
impairment in the aged;

9.

Appreciate the complexity of losses that may affect
aged;

the

10.

Acknowledge the vital role of the family in working with
the aged and

11.

Be sensitive to the various functions of interdisciplinary
team members.

Doctoral
The cognitive, affective, and skill competencies of MSW level
social workers apply equally to those at the doctoral level. However,
doctoral level students acquire greater competencies and depth in the
special aspect of work with the aged that is the topic of a
dissertation, for example, relocation, reminiscence, sexuality, etc.
The doctoral student also acquires competence in research methodology
beyond the level of a MSW social worker.
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Law School graduates possess the basic knowledge and skills
necessary to provide legal services to all age groups, including the
elderly, i.e., research, problem analysis, writing and advocacy. Law
schools, however, do not grant specialty certificates or degrees at the
Juris Doctorate level and allow law students considerable latitude in
course selection above a minimum level of prerequisites. The proposed
objectives, provided below, therefore, are divided into two groups:
(I) educational goals and objectives within the broad framework of
legal education for all law students that will make them more sensitive
to legal problems of the elderly; (II) educational goals and objectives
for those who plan to counsel and serve primarily elderly clients.
I.

Objectives for All Law School Graduates' Substantive Legal
Knowledcte
--

Exposure to laws that affect the elderly differently or
disproportionately in all required and elective courses.

General Knowledge
--

An understanding of the special needs of different types of
clients, i.e., handicapped, minorities, the physically and
mentally ill, substance abusers, clients for whom English is
a second language, the elderly, etc.

--

An understanding of the role of professionals in other
disciplines.

--

An awareness of the need for compassion for and sensitivity
to the needs of the indigent, sick and underserved.

Skills
--

An ability to locate and research federal, state and local
laws that may be relevant to an elderly client's problem.

--

An ability to apply the law to a client's problem, and to
effectively communicate the implications to the client either
orally or in writing.

--

An ability to write a persuasive legal argument on behalf of
a client to present to an administrative agency or court.

--

An ability to deal with clients with different backgrounds
and unique personal problems in an effective way.

--

An ability to recognize ethical issues that arise in a
lawyer-client relationship.
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II. Objectives for Students Who Plan to Work With the Elderly.
Legal Knowledge
A general understanding of:
--

substantive laws relating to benefit programs for the elderly
including Medicare, Medicaid, Social Security, Disability and
Supplemental Security Income.

--

procedural and administrative laws relating to benefit
programs.

--

health insurance options for the elderly.

--

laws relating to the institutionalized elderly individual,
such as nursing home admission and transfer.

--

laws relating to the provision of health care to the elderly,
e.g..
-----

informed consent;
durable powers of attorney;
living wills;
right to refuse nourishment or treatment including do not
resuscitate orders;
-- receipt of experimental treatment;
-- liability of health care providers;
-- competency and appointment of guardians;
--

laws regarding the protection of assets and estates;

--

laws regarding consumer protection.

General Rnowledae
--

An understanding of the aging process and problems of the
elderly.

--

An awareness of the unique problems of minority and poor
elderly.

--

An awareness of one's own feelings toward the aged and the
aging process.

--

An awareness of prevailing societal attitudes toward the
aged and the aging process.

--

An understanding of the strengths and limitations of older
individuals.

--

An awareness of the right to autonomy of choice among elderly
clients and an understanding of the role of the
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family in decision making involving an elderly client.
--

An understanding of the role of other professionals who
serve elderly clients.

Skills
--

An ability to establish a supportive interpersonal
relationship with older adults.

--

An ability to perform an effective interview of an elderly
client including:
----

communication with the client and his/her family or
caregivers
ability to employ communication skills for patients with
sensory deficits
ability to communicate effectively about legal issues to
the client

--

An ability to determine the need for referral to other
legal experts or professionals in other disciplines.

--

An ability to work in partnership with other professional
disciplines in serving the needs of elderly clients.

--

An ability to recognize unique ethical issues that arise in
a lawyer-client relationship with an elderly individual.

SUGGESTED TEACHING METHODS FOR
IV.
ACHIEVING EDUCATIONAL OBJECTIVES
The body of attitudes, knowledge and skills listed in the
preceding objectives can be taught using a variety of techniques. These
include: lectures, team experiences, interactions with the elderly and
use of reliable clinical instruments and tools. Specific curricular
objectives lend themselves more readily to certain strategies than
others. The core objectives found on pages 35-38 are herein listed
with accompanying recommended teaching strategies:
Attitude Objectives: can be addressed via a combination of factual
information presentation, interactions with the elderly and experiences
with exemplary role models. For example, some knowledge is best given
via lecture, or self-instruction learning modules, accompanied by
audio-visual aids such as films, slide presentations and videotapes.
Factual information designed to dispel myths and stereotypic notions
about older adults can be presented in this way. For example,
objectives which seek to teach students -that:
"The majority of individuals over the age of 65 are
well and functionally independent..."(Core Attitude
Objectives, (CAO) #5) and
"That individuals age at their own rate..."(CAO #6)
can be met in this way.
These teaching strategies are well supplemented by providing oneto-one interactions with older adults, especially with the well elderly
in diverse locations, including: senior centers, senior citizen housing
complexes, ambulatory clinics, and the patient's home.
Other attitude objectives, such as:
"An awareness of his/her own feelings" (CAO #1) and
"An awareness of prevailing societal attitudes..."
(CAO #2)
are best met using techniques which provide students with dedicated
time to examine their own and society's attitudes toward aging in the
face of newly acquired knowledge. Techniques such as group discussion
and role playing are helpful techniques for reexamining attitudes.
As has been stated previously, many student attitudes such as:
"Humane, compassionate and supportive care..."
(CAO #3),
"Aging is not a disease, but a natural continuum of
life" (CAO #4),
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"That the focus of health...care is the function of
the individual..." (CAO #7) and
"That care should be directed at enhancing self-respect... +~
(CAO #11)
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These suggested strategies are summarized below.

Teaching Methods

Clinical Experiences

Lecture
Reading assignments
Research assignments
Panel discussions
Audio-visual aids, such as
films, slides, and videotapes
Case study presentations
Self-instruction learning modules
Roles modeling
Interprofessional teaching rounds

Accomplished using a variety of
clinical sites:
Senior citizen housing
Senior centers
Day care centers
Ambulatory care clinics
Screening clinics
Individual homes
Long Term Care Facilities

Instruments and Tools:
Assessment tools (ADL,
IADL, Mental Status)
Role modeling by faculty
Interviewing guides
Referral guidelines
Patient Teaching Plans
One-to-one and group
counseling

Interactions with the elderly
Experiences with healthy
elderly on one-to-one and
group bases
Group discussions
Role playing
Student interviews
Ethical dilemmas for discussion
Panel discussions with elderly
as guest speakers
Positive role modeling of faculty

Because the teaching of geriatrics and gerontology is especially
burdened with problems af:
{1) overcoming professional and societal negative stereotyping
of the geriatric population,
(2) transmitting a base of knowledge frequently confounded by
complex medical management issues, legal and regulatory
constraints and difficult ethical considerations and
(3) the greater prevalence of chronic disease than is found
in the non-aged population,
additional recommendations are offered to assist schools, faculty
and curriculum committees to design a curriculum which will address

these special issues. They are presented as follows, addressing six
major issues: faculty development, student attitudes towards geriatrics
and gerontology, development of clinical education sites, preparing
professionals to offer continuity of care, education in chronic care
and education in interdisciplinary and interprofessional care.
Faculty Development
That appropriately trained faculty resources are necessary for a
strong curriculum in geriatrics and gerontology is obvious. How to
develop this faculty strength is not. Because of this lack of
direction, responsibility for developing and implementing a curriculum
may fall to faculty who have great interest, but inadequate training
and education or to faculty who reside in a Department which is given
responsibility in spite of little interest on the part of its faculty.
Not surprising then, the National Academy of Sciences report, Agina and
Medical Education, found that most faculty engaged in existing
geriatric programs are self-taught.
Recently, however, federal and state government initiatives have
developed training programs in geriatrics and gerontology for existing
faculty who have an interest in redirecting their attention to aging
issues. Of particular note are the twenty-two national Geriatric
Education Centers funded by the U.S. Department of Health and Human
Services, Health Resources and Services Administration and the use of
Title IV Training funds of the U.S. Administration on Aging to provide
education and training of health professions faculty. For health
professionals still pursuing formal education in their field, many
health professions schools offer specialization programs in geriatrics
and gerontology.
Faculty should, and schools policies should encourage faculty to,
participate in these programs in order to: (1) expand their base of
knowledge about aging (2) receive technical assistance in designing and
implementing model curricula and (3) receive information on the stateof-the-art of geriatric education in their profession and educational
materials to be used within a specific curriculum. Both the Health
Resources and Services Administration and the Administration on Aging
can provide interested faculty and schools with a listing of programs
in their region.

Student Attitudes
Numerous studies, across professions, have documented the poor
attitude students have toward the older population and geriatrics.
Often cited reasons are: {1) the prevailing negative societal
stereotyping of older adults (2) negative attitudes held by faculty
role models and (3) a preponderance of clinical educational time spent
by students with the institutionalized elderly.
Geriatric and gerontologic curricula must address this problem
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directly, if the transmission of knowledge and training in skills is to
be conveyed to a receptive population and result in improved health
care to older adults. There does presently appear to be some
controversy regarding the extent to which increased knowledge decreases
stereotypic beliefs about the elderly. Changing a student's knowle
dge
base alone may not increase interest in care of the elderly client
.
Several features aimed specifically at promoting favorable
attitude should be incorporated into professional curricula to mainta
in
positive attitudes where present and modify negative attitudes where
possible.
(1)

The use of adequately prepared faculty (as above) as
role models with positive attitudes is needed to
implement the curriculum. Faculty with interest in
gerontology can communicate a message to students that
gerontology is to be valued.

(2)

A prerequisite for students taking any coursework in
geriatrics and gerontology is coursework in normal
growth and development _throughout the life span.

(3)

Coursework describing the physiologic changes associated
with normal aging should be taken prior to any clinical
experience focusing on pathologic conditions associated
with elderly patients.

(4)

To aid development of positive attitudes toward the elderly,
planned positive experiences are necessary. Clinical
experiences with healthy elderly should precede care of
the ill elderly. The focus should initially be on
maintaining and promoting health in the community and after
this, moving into caring for the acutely and chronically
ill institutionalized. Negative stereotypes are reinforced
when the bulk of students' exposure to the aged involve those
who are too ill to remain actively involved in the community.

(5)

If possible, one-to-one experiences with the essentially
well elderly should be arranged. Research has indicated
that such experiences are critical to a positive attitude
formation toward the elderly.

(6)

Positive attitude formation may also be enhanced by
focusing on the positive aspects of this stage of life
rather than the negative. These might include teaching
students about the contributions that the elderly make to
society as well as their ability to adapt despite
multiple losses and changes experienced at this phase
of the life cycle.
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Developing Sites of Clinical Education
In order to provide students with clinical contact with the well
elderly so as to foster positive attitude development, non-acute care
clinical rotations with the well elderly must be incorporated into the
geriatric curriculum. Examples of such sites include: senior centers,
senior citizens housing complexes, ambulatory care clinics and
screening clinics. At another position on the continuum of health care
needed by the elderly, as health problems of older adults become
increasingly dominated by chronic, rather than acute, illness, the
majority of the elderly will receive health care in non-acute settings.
Specifically, the hospital will not be the main location of health care
for older adults. Ambulatory care clinics, day care centers, health
maintenance organizations, and the patient's home are some locations
which should be utilized as sites for clinical education in geriatrics
and gerontology. The Institute of Medicine Report on Aging and Medical
Education further recommends that nursing homes and other long term
care facilities be included in clinical rotations as well as
experiences with home health agencies and programs.
Health professions schools, then, must develop formal affiliations
with these agencies or locations of client care and develop ways of
utilizing them for clinical education which will be compatible with the
operation of the host agency.

Education in Continuity of Care
Older adults reside in and require services in a variety of
locations ranging from: independent active residence in their own
homes, supported living in their own homes, medical day care centers,
hospitalization or long term care in a skilled nursing facility.
Clients may move back and forth from different levels of care as their
illnesses and functional abilities improve or worsen. Students should
be helped to view the geriatric population as encompassing the well
elderly and individuals at all levels of illness and disability
including the severely disabled residing in institutions.
Concomitantly, schools should provide a spectrum of clinical
experiences for students including the healthy and ill elderly.
Clinical rotations should be sequenced to assist students to develop
skills appropriate to: working with the healthy elderly in homes or
communities, which could emphasize health promotion and prevention;
then progressing to clinics, with an emphasis on counseling and health
teaching, to, finally, care of the sick aged in acute and long term
care facilities. In this latter settings, students would also gain
skill in referring patients to community services and resources.

Education in Chronic Care
The major causes of morbidity in the United States are heart
disease and arthritis. The leading causes of death: heart disease,
cancer and stroke also are commonly associated with long periods of
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disability prior to a final acute event leading to death. Thus, the
majority of older adults' health care needs are and will increasingly
be chronic, rather than acute, in nature. The locations for geriatric
health care delivery also will predominantly not be hospitals, but
ambulatory or long term care settings or the patient's home. Both
didactic presentations and clinical experience should focus on the
prevention and management of chronic disease. As part of this, all
students should receive education in the performance of functional
assessments to assess the presence of disability using one or more of
the reliable functional assessment instruments tested and in use today.
Similarly, all students should be knowledgeable about and skilled in
using instruments designed to assess mental status. Finally, education
of the student in performing client interviews and patient histories
should focus on how to detect the presence and effects of chronic
illness. Such an assessment can frequently reveal the need for
referral to another professional or discipline.
Interprofessional Education
The effect of a given disease, in particular chronic disease, on
the life of an older adult can be manifest in ways not usually
associated with the organ system originating the disease. For
instance, therapy aimed at increasing performance of one organ oftentimes has systemic effects, changing the performance of other body
functions. This further can affect the capability an individual has
far carrying out his or her life's activities. Ultimately, disease,
especially in an older population, has societal implications.
Because of this, practitioners who are concerned with caring for
the individual, as opposed to treating a disease, must be appreciative
of the impact disease has on an individual's entire life and be able. to
effectively work with professionals of other disciplines who may be
able to support the older adult in compensating for these additional
effects of disease.
It is imperative, then, that health professionals' education
prepare students to practice in an interprofessional manner. The
education of students should describe the roles and capabilities of
other disciplines and professions and provide students with
opportunities for observing geriatric health care given in an
interprofessional manner. When students have gained basic competence
in their own professions knowledge base and skills, clinical education
should ideally be provided in a setting which practices
interprofessional team care.
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