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plan of study at the University of Maryland School of Nursing.
(UMSN). The track contains 315 clinical hours, and the ratio of
clinical to classroom hours is 2/3 to 1/3.
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THE UNIVERSITY OF MARYLANv
SCHOOL OF NURSING

The following sections contain an overview of the philosophy;
conceptual framework, purpose and objectives, as well as a
description of the relationship of the project to the ongoing
curricula of the University of Maryland School of Nursing(UMSN),
the plan of study, (both MS and post Master's), details of
didactic and clinical hours, and biographical sketches of faculty
involved in the program. The syllabi for the courses required of
the Master's and post-Master's students and the Clinical
Evaluation Tools are also included.
Philosophy
Nursing is a dynamic and evolving practice discipline that is
concerned with the promotion of health and with human responses
to actual and potential health problems. Nursing goals include
the promotion and protection of health, the prevention of
illness, care of the suffering and ill, and the support for a
peaceful death or loss.
Nursing occurs within the context of a caring relationship, the
purpose of which is to assist individuals, families, groups,
communities, and populations in a variety of settings to achieve
optimal health and to make informed choices for their own wellbeing.
Nursing has a~ distinct body of knowledge which can and must be
extended, verified, and revised using the methods of scholarly
inquiry. It involves the selection, integration, and expansion of
knowledge from nursing and other disciplines, including the
social sciences, biological sciences, and humanities. This
knowledge is applied to the understanding of health and illness
and to the analysis and improvement of nursing practice.
Nursing is a research-based practice which uses empirical,
ethical, personal and aesthetic perspectives in the application
of the nursing process. Essential for the practice of nursing are
knowledge, critical thinking, communication, interpersonal
competence, leadership, management, teaching, psychomotor and
analytic skills, and the use of current research, technology and
information systems.
At all levels, the practice of professional nursing is based on a
distinct body of knowledge and includes multiple
responsibilities. These responsibilities include, but are not
limited to, providing direct care, providing information for
persons to make informed health care choices, facilitating
persons to act on their own behalf, managing care, and applying
research to practice. Advanced nursing practice consists of
theoretically/conceptually based diagnostic reasoning and
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decision making strategies as the foundation for solving complex
health care problems through a multiplicity of responsibilities.
Advanced nursing practice is defined as specialty practice which
is based on principles derived from relevant theory and research
findings, and includes two interrelated spheres of activity:
direct service to persons and indirect action carried out for the
enhancement of direct nursing knowledge, health care systems and
health policy.
Persons are holistic beings who have interactive dimensions.
These dimensions are physical, psychological, spiritual, social,
and cultural. The individual person has intrinsic worth and is
entitled to respect. Persons have the right to seek and achieve
optimal health, the right to make informed choices, and the
responsibility for their own health care decisions. Persons are
capable of reflecting upon their experiences. Their perceptions
of these experiences along with their values and principles guide
their health care decisions as well as their interactions with
others. Throughout their lifetime, persons grow and develop
individually and within families, groups, communities, and
populations.
Health is a multidimensional balanced expression of physical,
psychological, developmental, spiritual, and social well-being.
The expression of a person's health and/or illness is a
reflection of the interaction of the person and the environment,
and is expressed in human responses. Health is dynamic and
uniquely defined and redefined by persons as they progress
through their lifetime.
The environment is the context within which persons, families,
groups, communities, and populations live and within which nurses
practice. The context can be viewed from a variety of dimensions
including physical, social, ethical, cultural, legal, spiritual,
historical, economic, political, and organizational. These
dimensions are discrete, interactive, and may change over time.
Persons are in continuous and mutual interchange within their
contextual dimensions. They bring experiences that can be
valuable to developing a dynamic and quality environment. The
dynamic interaction between persons and the environment affects
their health and the achievement of well-being.
Learning is an active and lifelong process. Learning is
facilitated through a reciprocal interaction between faculty and
students, and occurs best within a caring and supportive
environment where students are ultimately responsible for their
learning. Differences among people necessitate various
educational approaches.
Nursing education respects and builds upon the prior education
and practice experiences of the learner. Nursing education at the
baccalaureate level prepares professional nurses who are
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generalists and value life-long learning. Nursing education
facilitates the development of students' empirical, ethical,
aesthetic, and personal perspectives fox the purpose of making
and accepting responsibility for practice decisions.
Baccalaureate education prepares nurses to participate in
research, apply research findings to practice, and contribute to
the development of the profession. Baccalaureate nursing programs
are foundational for graduate study in nursing. Graduate
education is characterized by an emphasis on specialization at
the masters level, and a commitment to research and involvement
in the development and refinement of knowledge at the doctoral
level.
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Conceptual Framework
The primary focus of the Master's curriculum is the
.discipline of nursing. The curriculum is designed to prepare
students in specialized areas of advanced nursing practice, areas
that are developed and have evolved in response to changing
societal needs. The basic strands that run throughout the
Master's curriculum are theory, research, and role specialization
relevant to advanced nursing practice.
Theorv: Theory from nursing and related disciplines serves as a
foundation for practice, research, and role development within
nursing.
Research: Research in nursing includes both applied and basic
research. Nursing research explores and defines the knowledge
necessary to provide direct and indirect nursing and health care.
Theory development and refinement occur as results of research.
Role Specialization: Human responses are affected through
various direct and indirect roles within organizations. Advanced
professional nursing roles are based upon changing societal
needs, sociopolitical trends, and health care delivery systems.
Master's Degree Program at the University of Maryland School of
Nursing (UMSN)
Purpose and Objectives of the Graduate Program
Master's degree program objectives are formulated on the
assumption that graduate education builds upon undergraduate
education. Graduate education is an intensive and analytic
expansion of knowledge, enabling the perception and development
of new and more complex relationships that affect nursing.
Graduate education provides further opportunity for the student
to think conceptually and to apply theory and research to
practice.
The purposes of the master's degree program are to prepare
nurses:
With expertise in a specialized area of advanced nursing
practice.
To function in one of the following areas:
administration, education, nursing/health policy,
informatics or clinical specialization/nurse practitioner.
For leadership
For entry into doctoral study.
The ob1ectives of the master's degree program are to
prepare graduates who:

for

Utilize a nursing theoretical framework as a basis
professional nursing practice.
Generate innovative nursing actions based on theories and
research in nursing and related fields, and evaluate
nursing actions of self and others.
Incorporate organizational theories and learning theories
in the practice of one of the following roles:
administration, education, nursing/health policy,
informatics and clinical specialization/nurse practitioner.
Collaborate with health care providers and consumers to
achieve shared health care goals.
Use theory in nursing and related fields and observations in
practice to generate hypothesis and conduct nursing research
studies.
Analyze factors influencing the health care system and
devise strategies for improving delivery of health care.
In addition to the knowledge and practice components of the
objectives listed above, the behavior of graduate students should
reflect an internally consistent value system. It is expected
that graduates will value scientific inquiry as a basis for
,professional practice and will seek to increase their
contributions to the nursing profession.
Relationship of the Project to the Curriculum
The entire Master's program at the University of Maryland
School of Nursing was accredited by the National League for
Nursing in 1994 for eight years. The Gerontological Nurse
Practitioner master's specialty track and post master's plan of
study are an expansion of the graduate specialty track in the
Gerontological and Geriatric Nursing specialty. The expanded
track, the Geriatric Nurse Practitioner master's option and the
post master's plan of study were initiated by the Department of
Acute and Long Term Care Nursing and approved by the Curriculum
Committee of the School of Nursing for implementation in Fall,
1995. The Geriatric Nurse Practitioner master's specialty track
consists of 42 credits and the post master's plan of study is 24
credits or less, depending on the applicant's previous master's
curriculum.
The UMSN has one admissions process for all graduate
students. Admission requirements include: a baccalaureate degree
with an upper division major from an NLN-accredited program; a
minimum GPA of at least 3.0 on a 4.0 scale; satisfactory
completion of a course in elementary statistics and recent course
in physical assessment; official scores on the aptitude portion
of the Graduate Record Examination; minimum of two years of
professional nursing experience (working with and caring for
older adults), references from three professional individuals,
two of whom are nurses; and a current license as a registered
nurse in Maryland.
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The Gerontological Nurse Practitioner track is a three
semester, 10 month course of study. Theoretical credits equal one
hour of didactic per credit and clinical credits equal 3 hours of
clinical per credit, based on 15 week sessions. Students complete
315 clinical hours in the GNP curriculum with the ratio of 1/3
classroom time to 2/3 clinical time.
Curriculum Design

~

The master's curriculum design contains the following
components:
Core CourBes--12 credits, including research courses, are
required for all graduate students regardless of their area of
concentration,. These are described below.
NURS 602 Critical Approaches to Nursing Theories (3)

enhances the student's ability in critical thinking and
scientific inquiry in nursing. The student has the opportunity to
analyze the role of theory in nursing as a practice discipline.
The history of theory development is presented, and the
application of selected nursing theories to the role of the nurse
is examined.
NUBS 606 Influential Forces in Nursing and Health Care (3)
provides an analysis of health care trends, organizations and
settings, and provider and consumer roles in the financing,
legislation, regulation, politics, ethics, and evaluation of
nursing and health care. Emphasis is placed on nursing's role in
effecting health care system change and on the effects of
external forces on nursing practice. Leadership strategies and
nursing roles for influencing practice decisions within the
health care system will be examined.
NURS 701 Nursing Research Designs and Analysis I (3)
includes understanding scientific thinking and quantitative
methods of research beyond the introductory level. The research
literature in nursing and health is used to illustrate and
evaluate application of these principles. Univariate and
bivariate research designs are stressed. Students plan and
implement a nursing research project.
NURS 702 Nursing Research Designs and Analysis II (3)

introduces both quantitative a:zd qualitative designs used in
nursing research. Selection of the most appropriate design to fit
a nursing research question is stressed. Procedures for data
quality assurance and analysis are presented. Statistical
computer programs are utilized with actual nursing data.
Throughout, reports of nursing research are critiqued and
discussed.

Specialty courses:(13 credits). There are three clinical
courses that form the nucleus of the GNP specialty: They are
taken in a specified sequence and build in complexity and
specialization. In addition to an emphasis on advanced clinical
practice expertise, three themes are developed within the
sequence: the advanced practice/GNP role, research utilization,
and primary care/management issues. Health maintenance during
acute and chronic illnesses is an integral part of the entire
program.
The first clinical course, NURS 634 Advanced Assessmen t of
the 01der Adult (3) develops the knowledge base and skills
necessary for the beginning level of the gerontological nurse in
advanced practice roles. This course begins the three- course
clinical sequence. The focus of the course is on the health
assessment of the older adult and the clinical reasoning skills
to differentiate normal from abnormal changes. In addition,
exploration of the advanced practice nursing role in a variety of
health care settings is also explored.
The second clinical course, NURS 636 Clinical Diagnosis and
Management of the Older Adult (5) offers students the
.opportunity to function as a GNP in an ambulatory, long term
and/or acute care setting with older adults who present with
common acute and chronic health problems. This is the second
of three sequential courses. The emphasis in this course is on
the application of assessment skills, laboratory/diagnostic
methods, and clinical diagnostic reasoning skills in caring for
older adults. The pathophysiology, and management of problems
experienced by older adults are presented in detail. Cultural
and ethic differences will be given specific attention. Role
development is continued as students explore the impact that the
GNP has on improving services to older adults and their families
within the context of an ambulatory, long term or acute care
setting. The student will also learn how to determine when
referrals need to be made and how to work as part of a
n ~~
collaborative team.
The third clinical course, NUBS 637 Advanced Diagnosis and
Management of the Older Adult (5) is the final synthesis course
in the clinical sequence. Students will develop his/her ability
to assess, diagnosis and treat the older adult in a variety of
settings. The focus is on more independent diagnosis and
management of patients with complex or multiple problems.
Parallel clinical experience and seminar sessions will assess the
student in integrating and synthesizing previously learned
concepts in care of the older adult in a variety of settings. A
case study approach is utilized to help students improve
assessment, differential diagnosis skills, diagnostic work-up
skills, and development of appropriate therapeutic interventions.

Support Courses (11 credits). In addition to the clinical
courses, several support courses are also required:
NPHY 600 Human Physiology and Pathophysiology (3) focuses on
the study of selected areas in normal human physiology and
pathophysiology. Emphasis is placed on the analysis of normal
function using a problem-solving process. Major regulating and
integrative mechanisms and examples of nonoptimal to pathological
function are elaborated to elucidate a conceptual approach to the
physiologic basis of nursing practice. The course builds on a
basic knowledge of physiology.
NPHY 614 (2) is designed for graduate students in the health
professions with a special interest in gerontology. The
emphasis is on cell biology, metabolic process and cardiovascular
and neurobiological aspects of aging. The pathophysiological
basis for health problems of older adults is presented.
Alterations at tihe ce11, organ and system levels are discussed to
provide the basis for clinical management of common health
problems.
NUBS 625 Introduction to Gerontological Nursing Issues (3)
is designed to provide the student the opportunity to explore
systematically concepts pertinent to older adults. Emphasis is
placed on maximizing functional health status, patient outcomes
and independence of the older adult consistent with the
limitations imposed by the aging process and/or chronic illness.
Strategies aimed at promoting, maintaining and restoring health
and independent functioning are examined. Implications for
clinical practice are considered.
NURS 637 Geriatric Pharmacotherapy (3) is designed to
provide advanced knowledge of commonly prescribed pharmacologic
agents in the care of older adults for graduate students
preparing for the advanced practice roles in gerontological
nursing. Rationale for the use of appropriate, safe and
effective pharmacologic agents in the treatment of selected
health problems in aging will be presented. Clinical
considerations in the selection, initiation, maintenance, and
discontinuation of drug treatment will be examined especially
as it relates to the older adult. Legal implications of
pharmacotherapy will also be reviewed.

Elective course credits (3-6) vary according to the
student's selection of thesis/non thesis option.
Thesis/Non Thesis Option: (6 credits)
GNP Post Master's Plan of Study
Students in the Gerontological Nurse Practitioner post
master's plan of study complete 24 credits in the specialty area.
There is the possibility of certain courses being waived based on
prior graduate course work. Specifically, if students have had
prior graduate course work in Introduction to Gerontological
Issues and Physiology and Physiology of Aging, they will not be
required to repeat these courses.

GERONTOLOGICAL NURSE PRACTITIONER
Sample Plan of Full-time Studyl

FALL SEMESTER

Course

Title

NPHY 600

NUBS 625

Human Physiology and
Pathaphysiology
Influential Forces in Nursing
and Health Caret
Introduction to Gerontological
Nursing Issues
Advanced Assessment of the Older

3

NUBS 634

Adult
Nursing Research Designs
and Analysis I2

3
3

Elective3 (or thesis credit)4

3

NUBS 614

Critical Approaches to
Nursing Theories2
Physiology of Aging

3
2

NURS 636

Clinical Diagnosis and

NURS 606

NU'RS 701

Credit

3
3

WINTER SESSION

SPRING SEMESTER
NUBS 602

NURS 637
NUBS 702

Management of the Older
Adults
Geriatric Pharmacotherapy5
Nursing Research Designs
anc~ Analysis IIz

3

Advanced Diagnosis and Management

5

3

S[JMMER SESSION
NUBS 734

of the Older Adult
Thesis/Non-Thesis Option4
Total Credits--42

3

11
part-time option is offered
courses required for all masters students
3electives may be taken in areas such as nursing,
administration, education, ethics, health care policy, ar
independent study offered at any University of Maryland
campus.
4Thesis/Non-Thesis Option (6 credits) Thesis (6 credits) or
Nan-Thesis (3 credits elective and 3 credits scholarly
paper)
SNURS 636 and 637 must be taken concurrently whether full or
part-time study.
2core

The national certification exams for GNP are offered in
October -and June by the American Nurses Credentialing Center
(ANA).
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GERONTOLOGICAL NURSE PRACTITIONER
POST MASTER'S PLAN OF STUDY

FALL SEMESTER
Course

Title

NPHY 600

Human Physiology and
Pathophysiology*

3

Introduction to Gerontological
Nursing Issues*

3

NUBS 625

NUBS 634

Advanced Assessment of the Older
Adult

Credit

3

SPRING SEMESTER
NURS 614

Physiology of Aging*

2

NURS 636

Clinical Diagnosis and
Management of _the Older
Adult

5

NUBS 637

Geriatric Pharmacotherapy

3

Advanced Diagnosis and Management
of the Older Adult

5

SUMMER SESSION
NUBS 734

Total Credits--24
* Credits may be waved based on review of Master's
program.
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Faculty Resources/Clinical Resources
The graduate specialty track at the University of Maryland
School of Nursing use a variety of clinical facilities and
currently have contracts with more than 150 health care agencies
throughout the state of Maryland and other states within the
region. Each has appropriate facilities, patients and preceptors.
The clinical experiences for the GNP students consist of
preceptorships with Master's prepared adult and gerontological
nurse practitioners and physicians specially trained in caring for
the older adult. Students are precepted and evaluated in the
clinical area by these qualified advanced practice nurses and
physicians. Faculty provide clinical supervision to the student
experience throughout the course and serve as support to clinical
preceptors. A site visit is made to each facility during the
semester to evaluate the learning needs of the student and provide
guidance to the preceptors. Preceptors submit a final clinical
evaluation to the faculty for calculation of final grades.
Graduate Faculty Resources
Biographical Sketchers
Ann Marie Spellbring, PhD, RN is the coordinator of the
gerontology programs and is responsible for the overall
management and implementation of the Gerontological Nurse
Specialist and Gerontological Nurse Practitioner programs. Dr.
Spellbring has taught in the Gerontological Master's program for
several years and is well-prepared in terms of her experience "and
educational preparation to provide leadership and serve as
program coordinator. In conjunction with her doctoral study, she
obtained a certificate in gerontology from the Center on Aging,
Univ. of MD, College Park in 1988. Dr. Spellbring's primary
appointment is in the Department of Acute and Long Term Care
Nursing. In addition, Dr. Spellbring has a funded collaborative
relationship to facilitate education and research with a
continuing care retirement community where she also serves as
preceptor for the Gerontological Specialist students and
coordinates the clinical precepting for the Gerontological Nurse
Practitioner students.
Dr. Spellbring has developed her research focus in the area of
fall prevention and the elderly, especially older women. She has
received school of nursing and campus funding to support her
research and has done numerous presentations on fall prevention
on both the local, regional and national level, and was featured
on Channel 13 news for her educational efforts in this area with
seniors.
Dr. Spellbring is also recognized for her involvement with the
campus wide interdisciplinary Geriatric and Gerontology Education
and Reserach program (GGEAR) where she has served as school of
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nursing representative for the past eight years. She serves on
the education subcommittee which implements a 5 day intensive
geriatric course during January for students from all of the six
professional schools on campus and has presented various topics
pertaining to tMe elderly at GGEAR sponsored workshops throughout
the state of Maryland. She has also presented at many national
and international gerontology conferences.
Dr. Spellbring's curriculum expertise has been recognized by the
school of nursing as she has served as the chair of the school of
nursing Curriculum Committee (1994-96) and is a member of the
gerontological nursing task force of the Southern Regional
Education Board. Dr. Spellbring has published in nursing
journals on gerontological topics such as fall prevention.
Karen Kauffman, PhD, RN, CRNP serves as course faculty. Dr.
Kauffman received her MSN as a Gerontological Nurse Practitioner
and her doctoral degree from the University of Pennsylvania. She
has been an educator and a practicing nurse practitioner since
she was certified by the ANA as a gerontological nurse
practitioner in 1987. Dr. Kauffman is currently practicing at the
Open Gates, a Nurse-Managed Health Center, and the GBMC Community
Health Center. Dr. Kauffman's research interests center on the
effects of violence and the fear of violence on the health and
wellbeing of elders who live in inner city communities known for
dangerous public spaces. Dr. Kauffman has recently published the
results of her studies in Nursing Research. Her experience as an
educator with advanced practice nurses, a researcher and
practitioner should be invaluable contributions to the second and
third level courses, clinical diagnosis and management.
Madeline Turkeltaub, PhD, RN, CRNP serves as course faculty. Dr.
Turkeltaub has an extensive background as an educator,
researcher, administrator and nurse practitioner. She is
certified as an adult nurse practitioner and is currently in
practice at GBMC Community Health Center and has a private
practice with a joint practice agreement, and hospital privileges
at Suburban hospital in Bethesda, MD. Dr. Turkeltaub has served
in many faculty positions throughout her career and has been a
member of many national, state and local organizations. She was
appointed to the Maryland Board of Nursing as Secretary, 1989-91
and as President, 1991-93. She has served on many grant review
and advisory committees and has published in the nurse
practitioner area with several chapters for the Adult Nurse
Practitioner Certification Review Guides. Her vast teaching
experience and clinical expertise will greatly contribute to the
didactic and clinical supervision of the students in the clinical
diagnosis and advanced management courses, the second and third
clinical courses.
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Barbara Resnick, MS, CRNP serves as lecturer, lab, and clinical
instructor as needed in the GNP courses. Ms. Resnick received her
MSN from University of Pennsylvania in 1982 and is certified by
the ANA as a Gerontological Nurse Practitioner. Ms. Resnick is
currently a doctoral candidate in Direct Clinical Nursing at the
University of Maryland. Ms. Resnick has been providing primary
care to older adults in an inpatient rehabilitation program since
1988 to the present and is a recognized expert in the field of
geriatric rehabilitation. Her expertise has been sought in her
numerous presentations at local, regional and national
conferences. She has many publications related to geriatric
rehabilitation in nursing books and journals. Her knowledge and
experience in caring for the elderly and her expertise in
geriatric rehabilitation is a tremendous asset to the
implementation of the curriculum.
Gina Scarinzi, M5, CRNP serves as lecturer and clinical
instructor and is certified by ANA as a gerontological nurse
practitioner. Ms. Scarinzi is the Center Manager for Open Gates
a school of nursing clinic in Baltimore City. This provides the
students with the opportunity to offer community based services
for the elderly and thereby broaden their clinical experience in
diagnosis and management of a more independent older adult.
Jeanette Boyer, MS, CRNP serves as lecturer and clinical
instructor and preceptor. Ms. Boyer received her MS from UMSN in
1990 and her ANA certification as an adult and gerontological
nurse practitioner. Since 1990, Ms. Boyer has been in a
collaborative practice with a physician to offer primary care
services to the older adult in an office, nursing home and
domiciliary setting. Ms. Boyer has an extensive background in
nursing and in caring for the older adult. Her dedication has
been recognized in her receiving the MNA outstanding leadership
award in 1992. It is this knowledge, dedication and expertise
that makes Ms. Boyer an invaluable asset in implementing the
curriculum.
Marna J. Ross, MS, CRNP serves as lecturer and lab instructor for
the first clinical course, Advanced Assessment of the Older Adult
Ms. Ross received her Master's degree with an adult nurse
practitioner major in 1980 from the University of Maryland and
has continued to practice in various ambulatory care settings.
She has held several faculty positions to teach courses in basic
and advanced physical assessment throughout Maryland. Her
knowledge and experience with physical assessment is an asset to
implementation of the curriculum. Ms. Ross holds professional
membership in Sigma Theta Tau International and the Maryland
Nurses Association Nurse Practitioner Council. She has
contributed to Nursing Druq Reference: A Practitioner's Guide.
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Robin Garvin, MS, CRNP serves as clinical instructor for the
first clinical course, Advanced Assessment of the 01der Adult.
Ms. Garvin received her MS from UMSN in 1995 and is certified as
both an adult and gerontological nurse practitioner. Ms. Garvin
has an extensive background in clinical nursing, especially in
caring for older adults. She currently serves as the
Gerontological Nurse Practitioner for Genesis Health Ventures
where she provides the students with a variety of experiences in
the long term care and subacute areas. With her vast knowledge
and experience, Ms. Garvin serves as an excellent role model in
advanced practice for the students.
Sarah Hooper, MS, CRNP serves as clinical instructor for the
first clinical course in the Advanced Assessment of the Older
Adult course. Ms. Hooper received her MS from UMSN in 1992 and is
certified by the ANA as an adult and gerontological nurse
practitioner. Ms. Hooper is associated with a private physician
practice where she provides primary care for ambulatory patients
and also coordinates the care for 170 residents with acute and
chronic health problems at Citizen's Nursing Home, Frederick MD.
Ms. Hooper's position at the nursing home offers the students a
variety of clinical opportunities to perform advanced assessment
with the long term care resident. Ms. Hooper's level of expertise
in caring for the elderly is an invaluable asset to serve as a
clinical instructor and role model for the students in advanced
practice.
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Supporting Clinical Resources
The following community agencies will be assisting with the
preceptorship of students in the second and third clinical
courses, NURS 636 Clinical Diagnosis and Management of the Older
Adult and NURS 734 Advanced Diagnosis and Management of the Older
Adult.
Cathy Caruzo, MS, CRNP
Marsha Klapis, MS, CRNP
Johns Hopkins Geriatric Center
Q Francis Scott Key
Bayview Campus
Baltimore, MD.

William M. Russell, M.D.
Medical Director
Kathy Ruane, MS, CRNP
St. Elizabeth's Home for
Nursing Care
Baltimore, MD.

Ray Cogen, M.D.
Medical Director
M. Alvarez, M.D.
Director, Subacute Unit
Levindale Hebrew Geriatric
Center & Hospital
Baltimore, MD.

Angelo Lucco, M.D.
Eliz. Sethi, M.D.
Marilyn Miller, MS, CRNP
Geriatric Eval. Med. Unit
& Long Term Care Unit
Perry Point VAMC
Perry Point, MD.

Bonnie Cole, MS, CRNP
Collaborative Physician Practice
Montgomery County, MD.

Paul Rhodes, M.D.
Crofton Medical Center
Crofton, MD.

James Evans, M.D.
Medical Director
Washington Village Community
Medical Center
Baltimore, MD.

Peter Verkouw, M.D.
Robbin Garvin, MS, CRNP
Genesis Health Venture
Spa Creek
Annapolis, MD.

Suzanne Harris, MS, CRNP
Ambulatory Care Clinic
Fort Howard Veterans Administration
Baltimore, MD.

Jeanette Boyer, MS, CRNP
Walkersville Fam. Med Ctr
Walkersville, MD.

Sarah Hooper, MS, CRNP
Citizen's Nursing Home
Frederick, MD.

Barbara Resnick, MS, CRNP
Kernan's Rehab. Hospital
Baltimore, MD.

Matthew Narret, M.D.
Kathy Diamond, MS, CRNP
Jeanette Daily, MS, CRNP
Charlestown Retirement Community
Baltimore, MD.

Sheida Zarabi, MS, CRNP
Geriatric Unit
Johns Hopkins Hospital.
Bayview Campus
Baltimore, MD.

University of Maryland
School of Nursing
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S'OURSE TITLE: NUBS 625 INTRODUCTION TO GERONTOLOGICAL NURSING
S`REDIT~: 3 credits
3 hours weekly
F~TY: Ann Mane Spellbring Ph.D., R.N.
Associate Professor
COURSE DESCRIP'I'IQN: This first level course is designed to provide the student
with the opportunity to systematically explore concepts relevant to successful aging.
Emphasis is placed on the normal rather than the pathological psychosocial changes
associated with aging. Factors which affect the delivery of health services and
gerontological nursing care are critically discussed. The appropriateness of research
findings for clinical practice will be analyzed. Nursing strategies aimed at health
promotion and successful-aging are developed.
COURSE OBJECTIVES:
1.

Identify personal philosophy of aging and personal values and attitudes regarding
aging.

2.

Utilize selected conceptual frameworks to examine concepts pertinent to
gerontological nursing practice.

3.

Develop a knowledge base that includes specific concepts and nursing strategies
needed to promote and to maintain health of older adults.

4.

Identify the influence of culture/ethnicity upon the experience of aging

5.

Identify government and voluntary organizations that will assist the older adult in
maintaining a high level of health.

6.

Analyze a selected concept, its interrelationship with other concepts, and its
implications for gerontological nursing clinical practice and patient outcomes.

7.

Evaluate the findings of gerontological research for utilization in nursing
practice with the older adult.

~9
1.

Preparation for and participation in class discussion,
Preparation:
A seminar format is used for this class. A successful seminar is dependent upon
the meaningful participation of all group members. This requires reading of the
journal articles and other written materials before class. All readings listed for
class are not required (unless indicated). Class discussion is enriched when a
variety of views aze presented.
When reading reports of research studies answer the following questions:
-What is the research question?
-What is the research design? Does it seem appropriate
to answer .the question?
•How are the variables measured?
-What were the important findings?
-How are the findings applicable to gerontological
nursing in general and your practice specifically?
Participation: Comments should reflect an integration of the readings and the
applicability to nursing practice.

2.

Analysis of community resources -due October 18, 1995

3.

MID-TERM EXAMINATION on October 2S, 1995

4.

Completion of concept paper -due November 29, 1995 (See "Guidelines for
Concept Paper).

METHOD OF EVALUATION AND GRADING:
Class participation
Azialysis of Community
Resources
Mid-term Examination
Concept Paper

10%
10%
40%
100%

:••
There is no required textbook. Chapters from a variety of textbooks and articles from
professional journals will comprise the required readings.
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TOPICAL OUTLINE
TOPIC

~LAS~

ATE

1

9/5/95

Course Overview
Demographics of Aging
Standards of Gerontological Nursing
Ageism

2

9/13

Biological/Sociological/Psychological Theories of
Aug

3

9/20

The Aging Network: Public and Private Resources

4

9/27

Psychological Changes Associated with
Aging

5

10/4

Self Concept, Control, Decision Making

6

10/11

Teaching and Learning

7

10/18

Ethnicity and Culture

8

10/25

MIDTERM EXAMINATION

9

11/1

Personal Relationships: Transitions

10

11/8

LVidowhood/Death and Dying

11

11/15

Economics: Meaning of work/retirement;
Income, Financing Health Care

12

11/22

Environment

13

11/29

Legal/ethical issues
CONCEPT PAPER DUE

14

12/6

Primary Prevention

15

12/13

Primary Prevention
Course Evaluation
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CONCEPT PAPER: Guidelines and Evaluation Criteria

1.

In collaboration with faculty, select a concept relevant to the aging of a well adult

2.

Review the literature to develop the concept. Where available, include research
(20%)
articles.

3.

From the literature, identify questions to assess the concept.
(7%)
If no established instrument is available, develop a set of interview questions to
assess the concept (include interview questions or instrument in the Appendix)
Justify the selection of items.

4.

Using the identified set of questions, collect data concerning the concept by
interviewing an older adult.

5.

Discuss the congruence between your empirical data and the theoretical
descriptions found in the literature.

(25%)

6.

Relate your primary concept to at least two other concepts discussed in this class.
If appropriate, one of these concepts should be culture/ethnicity.
25%)

7.

Discuss the implications of your analysis for gerontological nursing practice and
research.
(20%}

8.

'I'he paper should:
-be no longer than 15 pages in length (exclusive of Appendix).
-be typed
•follow the APA style manual (1994 edition)

(3%)

I~'URS 625, FALL 1995
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RESOURCE ANALYSIS: Guidelines and Evaluation Criteria
~ • •~

Mrs. Scott is an 85 year old widow who lives alone in her two story home of 40 years.
She does not drive. She walks with the assistance of a cane because of arthritis of left
knee. She says that arthritis in her hands prevents her from doing her knitting which she
really enjoyed. Her day is spent looking at the T.V. She used to be an avid reader but
now she cant clearly read the print in newspapers and books. The physician told her she
does not have cataracts or glaucoma. Mrs. Scott has a total income of $850 per month
from social security and a pension.
1.

Using either the county in which you work or live, identify agencies with services
to meet Mrs. Scott's needs. Are there resources to meet all the identified needs of
Mrs. Scott?

2.

Are there gaps in availability of services? Describe them. Provide
recommendations to improve services to elders.

3.

Select gin agency and determine eligibility criteria and services actually provided.
Would Mrs. Scott be able to obtain sevices? If not, why?

4.

This paper should be typed and follow the APA style manual.

5.

DUE DATE: October 18, 1995

rrvxs 6u,FALL 1995
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Discussion Q~~~i,~ng:
1.
2.

What are the demographic trends in aging? How will they impact upon the health
care system? What is nursing's role?
What distinguishes gerontological nursing as a specialty?

~teading~

'American Nurses' Association (1987). Standards. and scoQg of.gerontQ.l~~ical
ursing ,,,~r~ctice. Kansas City: American Nurses' Association.

Eiiopoulos, C.(1993). Gerontological nursing. Philadelphia: J.B. Lippincott, 7-I5.
"Fowles, D.G.(1994). A profile of older American. Washington, D.C.: AARP
and AoA.(distributed in class)
`Gueldner, S. et al. (1.995). Gerontological nursing issues and demands beyond
the year 2005. Journal of Gerontological Nursing, 21(6), 6-8.
Jacobson, J.M.(1991). Nursing's response to the aging population. Home
healthcare Nurse. $.~,, 24-28.
'Nolan, M.(1994). Geriatric nursing: An idea whose time has gone? ournal f
Advanced Nursin~20, 989-996.

continued on next .pale

•Required Readings
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CLASS 1 (,con't~ AGEI$M
Discussion Questions
1. What is ageism? "New Ageism"(Sheppard)?
2. How is ageism manifested i.n this society?
3. How is ageism manifested by health professionals (Plawecld & Plawecki) ?
4. How does ageism effect older adults (Ferrazo)?
5. What can nurses do to diminish and/or eliminate ageism?
;~..
Bell, J.(1993). In search of a discourse on aging: The elderly on television.
Geron~olog;.s~, ~2, 305-311.
"Butler, R.N.(1993). Dispelling age-ism: The cross-cutting intervention.
senerations, S~nngfSummer, 75-78.
Cook, F.L.(1993). Ageism: Rhetoric and reality. The Gerontologist, ~2,.293-293.
*Dolinsky, E.(1984). Infantiiization of the elderly: An area for nursing research.
journal of Gerontological Nursing, ~(9), 12-19.
*Heliker, D. et al (1993). A study of professional health care students' attitudes
toward older adults. Journal of Nursing Education 32, 370-373.
Sheppard, H.L (1995). Who's delaying war on whom? Perspective on A~n~
24(2}, 8-10.

•Requircd Readings
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1. Name and descn~e five biological theories of aging.
2. How can the biological theories. be categorized? Are there different methods of
categorization?
3. Compare and contrast disengagement, activity and continuity theories of aging.
4. Compaze and contrast the theories of Peck and Erickson,
5. Which of these theories can be utilized in gerontological nursing practice?
6. Do the comments of Leshan reflect any theory(ies) of aging? If yes, which ones?
Is any "ageism" reflected in the comments?
Reading
"Ebersole, P. &Hess, P.(1994). Theories of aging. Toward healthy agi~, 24-34,
38-48. Baltimore, Mosby.
'Leshan, E.(1986). Growing old or old & growing. Woman's Dav, November 11,
100.

•Required Readings
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CLASS 3: Tf-IE AGING NETWORK:PUBLIC AND PRIVATE RESOURCES

1. What type of programs are provided by state/local or federal government? by the

private sector?
2. What is a SHMO and what impact may they have on elder care?
in
Bruce, M.F.{1994). Community resources. in M.O. Hogstel (Ed.) Nursin~Qf the

Alder adult 3rd ed, pp 436-444. Albany, NY: Delmar.
Cheong, P.F.(1994). Governmental resources. In M.O.Hogstel (Ed.) Nursing care
Qf the. older adult, 3rd ed, pp 450-452, 458-464. Albany, NY: Delmar.
Kane, R.L., Kane, R.A. &Finch, M. D.(1995). Once and future SHMOs. The
Gerontoloi sg t. 35, 294-295.
Handout: Senior Information and Assistance on Benefits and Services fQr.~lder Persons.
Maryland Office on Aging.

'Required Readings
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PSYCHOLOGICAL CHA. GES ASSOCIATED WITH AGING

11

•

1.

How aze intelligence, personality, psychomotor response, memory and personality
in:Quenced by aging?

2.

What strategies could be taught to elders to assist them in improving their
memory? Could the techniques described by Johnston & Gueldner be utilized for
memory enhancement?

3.

To what community resources could the elder be referred for memory training?
adin

*Harris, D.K.(1990). Psychological changes. In Socioloagy of aging, 2nd ed., D.K.
Harris (Ed.). Philadelphia: Harper &Row, 132-141.
*Johnston, L., & Gueldner, S.H. (1989). Remember when...? Using mnemonics to
boost memory in the elderly. Journal of Gerontological Nursing, ,~5(8), 22-26.
Lancaster, J. &Simpson, K. R.(1988). Psychologic changes. In M.O. ~iogstel
(Ed.), Nursing care of the older adult, 2nd ed. New York: John Wiley &Sons, 96-1i5.
5tigsdotter, A & Backman, L (1989). Multifactorial memory training with older
adults: How to foster maintenance of improved performance. Gerontology_, ~5, 260-267.
'West, R.(1985). ~vlemor~y fitness over 40. Gainesville, Florida: Triad, 115-146

'Required Readings
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What are the components of self concept (Atchley)?
How does aging impact upon self-esteem (Atchley)?
What are the stressors common to the older adult (Ebersole &Hess)?
How can nurses intervene to help elders deal with stressors? to improve self
esteem? Can the research by Frey et al be utilized in nursing practice?
Contrast and compare life review and reminiscence (Rattenbury &Stones)?
What community resources could be recommended to older adults to augment
self esteem?

1.
2.
3.
4.
S.
6.
..

*Atchley, R.C.(1992). S cifforces and aging: An introduction to social
gerontology (6th ed., pp 105-109) Belmont, CA: Wadsworth.
*Burnside, I.M.(1990). Reminiscence: An independent nursing intervention for
the elderly. Issues in Mental Health Nursing, 11, 33-48.
Chen, H.(1994}. Hearing in the elderly: Realation of hearing loss, loneliness, and
self-esteem. journal of. Gerontological Nursing, 20(6), 22-28.
*Ebersole, p. &Hess, p.(1994). Toward health a;n~ (4th ed., pp. 573-585).
Baltimore: Mosby.
•Frey, D.E., Kelbley, T.J., Durham, L., &James, J.S. {1993). Enhancing the selfesteem of selected male nursing home residents. The Gerontolo i,~st, ~,552-557.
*Rattenbury, C. &Stones, M.J. (1989). A controlled evaluation of reminiscence
and current topics discussion groups in a nursing home context. The Gerontolo_Qi.,~t_, 29,
768-771.

'Required Readings

M,Tfts 62s, FALL 1995

29
~ ;~

~

►It

:Ala

1. For the alder adult, what factors influence learning?
2. What strategies can be used to optimize learning?
3. What implications does Fease's findings have for nursing care?
•:..
Couser, S., Moehrlin, B.A., Deitrich, C. &Hess. L.(1990). Expanding community
health nursing roles to meet health-care needs of frail elderly. An adult learning model.
Journal of Comrnuni Health Nursing, Z, 3-13.
D~llasega, C., Clark, D., McCreary, D., Helmuth, A. & Schan, P.(1994). Nursing
process: T~eachi.ng elderly clients. Journal of Gerontological Nursing, 20(1), 31-38.
Greenberg, C. &Powers, S.M.(1987). Memory improvement among adult
learners. ~du~tional Gerontology, ~,~, 263-280.
Hussey, L.C. {1991). Overcoming the clinical barriers of low literacy and
medication noncompliance among the elderly. J_Qurnal of Gerontologycal Nursing,,~(3),
27-29.
•Kick, E.(1989). Patient teaching for elders. j~lursin~ Clinics of North America,
~,681-686.
Kim, KK.(1986). Response time and health care learning of elderly patients.
~tesearch in Nursing &Health, Q, 233-239.
Morrow, D. Leirer, V. &Sheikh, J. (1988). Adherence and medication
instructions., ~,i~rnal of the American geriatric society, ~¢, 1147-1160.
'Pease, R.A.(1985). Praise elders to help them learn. ~~urnal of Gerontolo 'cal
r ing,,~(3), 16-20.
'Rendon, D.C., Davis, D.K., Gioiella, E.C. & Tranzillo, M.J.(1986). The right to
lmow, the right to be taught. Journal of GerontolQ„~ical Nursing, ,2(12), 33-38.
Ressler, L.E.(1991}. Improving elderly recall with bimodal presentation: A
natural experiment of discharge planning. The Gerontologist, ~1, 364-370.
'Weinrich, S.P. &Boyd, M.(1992). Education in the elderly: Adapting and
evaluating teaching tools. journal of Gerontological Nursing, _1$(1), 15.20.

•Required Readings
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ETHNICITY AND CLJL'I'LTRE

Discussion~es~ons
1.

What is ethnicity? culture?

2.

Haw does ethnicity influence aging?

3.

How should the concept of ethnicity be incorporated into nursing care?

'Barresi, C.M.(1990). Ethnogerontalogy: Social aging in national, racial, and
cultural groups. In KF. Ferraro (Ed.), Gerontology: Perspectives and issues, pp 247.254.
New York: Springer.
=Boyle, J.(1984). Culturological assessment. In M.M. Andrews & P.A. Ludwig
(Eds,), Nursing nrarice in a kaleidoscope of cultures. Salt Lake City, Utah: University of
Utah College of Nursing, 125-133.
Leininger, M.(1979). Futuristic approaches to nursing care of the elderly with a
transcultural focus. In M. Leininger (Ed.), Transcultural nursing. New York: Masson,
313-331.
O~iara, E.M. & Zhan, L.(1994). Cultural and pharmacologic considerations
when caring for Chinese elders. Journal of Gerontological Nursing_24(10), 11-16.
'Rempusheski, V.R.(1989). The role of ethnicity in elder care. Nursing Clinics of
~lorth America, 24 717-724.
Seabrook, P.A., Kahn, R. & Gero, G.(1987). Cross=cultural observations. ournal
~f Gerontological Nursing, 1„x(1), 18-22.
'Tripp-Reimer, T., Johnson, R., &Rios, H.(1995). Cultural dimensions in
gerontological nursing. In M. Stanley & P. Beare (Eds.), gerontological nursing (pp. 2836). Philadelphia: F.A. Davis.
"Wray, L.A.(1992). Health policy and ethnic diversity in older Americans-Dissonance or harmony? Western Journal of Medicine, 1~7.Sep, 357-361.
Wood, J.B.(1989). Communicating with older adults in health care settings:
Cultural and ethnic consideration. Educational Gerontoloel~, 1~, 351-362.

•Required Readings
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1. How does aging impact upon "family" relationships?
2. What new roles emerge in the aging "family"?
3. How can nurses assist the older adult to adapt to role transitions?
4. What is nursing's role in assuring the intimacy of elders?

'Atchley, R.C.(1992). Social forces and aging: An introduction to social
gerontology, 6th ed. BeHarris, D.K.(1990). sociology of seine. New York: Harper &
Row, 152-164 (Chapter 8: Sexuality, Aging and Society).
Kivnick, H.Q.(1982). Grandparenthood: An overview of meaning and mental
health. The Geront~l~eist,~ 59-66.
'Kleitsch, E.C. & ODannell, P.(1990). Sex and aging. In Physical medicine and
rehabilitation: State of the Art Reviews. Philadelphia: Hanley & Belfus, Inc., 221-134
(particularly 121.123, 130-133, skim 124-129).
a

Link, M.S.(1987). The grandparenting role. Lifestyles: A Journal of Chan
rn , 157-165.

Remnet, V.L (1987). How adult childem respond to role transitions in the lives
of their aging parents. Educational Gerontol~, ~,341-355.
Rosenthal, C.J.(1986). Family supports in later life: Does ethnicity make a
difference. The Gerontologist, 26, 19-24.
Rubinstein, R.L.(1987). Never married elderly as a social type: Re-evaluating
some images. The Gerontologist, 27 108-113.
`Steinke, E.E.(1994). Knowledge and attitudes of older adults about seacu.ality in
ageing: A comparison of two studies. Journal of Advanced Nursing, 19, 477-485.
Webb, C.(1992). Mothers and daughters: A powerful spell. journal of Advanced
Nursing, 17. 1334-1342.

•Required Readings
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1. What factors influence an individual's meaning of death?
2. How useful is the Grief Resolution Index to nursing practice (Remondet)?
3. What does Herth's research tell us about widows(ers)?
4. How can nurses assist in the bereavement process?

Adlersberg, M. &Thorne, S.(1990). Emerging from the chrysalis: Older widows
in transition. journal of Gerontological Nursi~, l~f(1). 4-8.
'Herth, K.(1990). Relationship of hope, coping styles, conscurrent losees, and
setting to grief resolution in the elderly widow(er). Research in Nursing end Health, 13.
109-117.
Levy. L,.H., &Derby, J.F. (1992). Bereavement support groups: Who joins; who
does not; and why. American Journal of Community Psvcholo~. 20. 649-662.
Rauckhorsi, L.M.(1987). Health habits of elderly widows. journal of
~erontolo~ical Nursine, ,1,x(8), 19-22.
'Rzmondet, J.H. &Hanson, R.O.(1987). Assessing a widow's grief.
erontolo, ic~l Nursing. 13(4), 31-34.

urnal f

Zisook, S., & Schuter, S.R. (1991). Early psychological reaction to the stress of
widowhood. Psychiatry, 54, 302-333.
DEATHjDYING - eadin s
Atchley, R.C.(1992). ~cial forces and arming, 6th ed. Belmont, Ca.: Wadsworth,
240-255.
'Benoliel, J.Q. (1991). Multiple meanings of death for older adults. In E.M.
Baines, Perspective on erontolQgical nursing. Newbury Park, CA: Sage, 141-147.
*Page, M.(1988). Go gently... American Health, October, 60-b1.
"Ufema, J.K. (1988). Helping dying patients and their spouses. Second Season,
~(3), 4,5,7.

•Required Readings
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1. What are the social, psychological and economic consequences of retirement?
2. How can the nurse assist the elder to prepare for the life transition of retirement?
3. Is there a role for nursing in the type of program described by Scarlach et. al.?
3. What is the difference between Medicare, Medicaid and Medigap?
4. Why is the 5nancing of long term care an issue?
5. What impact did OBRA 1990 have upon the Medigap market?
6. What can nurses do to help elders cope with the "long-term health care" financing
issue?
eading~
=Brock, A.M.(1991). Economics of aging. In E.M. Baines, Perspective ~n
ggrontolo~ical nursing. Newbury Park, CA: Sage, 170.184.
Hernan, J. A.(1984). Exploding aging myths through retirement counseling.
Journal of Gerontological Nursing, ~Q(4), 31-33.
Pawlson, L.G.(1989). Financing long-term care: The growing dilemma.
the American Geriatric Society, ~,631-638.

rnal f

`Rice, T. & Thomas, K (1992). Evaluating the new Medigap standardization
regulations. Health Affairs, ~(1), 194-198
'Scarlach, A.E., Mor-Barak, M.E., Katz, A., Birba, L, Garcia, G. &Sokolov, J.
(1993). Generation: Acorporate-sponsered retiree health care program.
_Gerontologist, ~,265-269.

•Required Readings
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2.
3.
4.
5.
6.
7.

•

~1.'

~

What are the issues surrounding housing and the elderly?
What housing oprions are available to elders?
What is the impact of relocation on elders?
How do individuals maintain their sense of personal space?
How can nurses promote territorial security?
How does Lawton's model of environmental press help explain the relationship of
an indivual to his environment?
What is nursing's role in the area of housing and the elderly.

• -..
Berkowitz, M.W., Wa~anan, R. &Yaffe, L.(1988)..The effects of a resident selfhelp model on control, social involvement and self-esteem among the elderly. Thg
GerontologLst, ~$, 620-624.
Brower, H.T.(1994). Policy implications for life care environments. Journal of
Gerontological Nursin.~, 20(5), 17-22.
Barnette, K.(1986). Relocation and the elderly: Changing perspectives.
Ger~ntolo 'cgs al Nursing, X2(10), 611.

urnal f

"Ebersole, P., &Hess, P.(1994). Toward healthy a~inQ: Human needs and
pursing response(4th ed., pp. 407-411, 414, 415, 424-430.). Baltimore: C.V. Mosby.
*Greganti, M.A.(1992). Life care at Golden Acres. Annals of Internal Medicine,
X17, 867-868
*MacDonald, M., Remus, G., &Laing, G.(1994). Research considerations: The
link between housing and health in the elderly. journal of Gerontological Nursing, 20(7),
5-10.
'Netting, F.E. &Wilson, C.C.(1991). Accommodation and relocation decision
making in continuing care retirement communities. health and Social Work, 1~(4), 266273.
Petit, J.M.(1994). Continuing care retirement communities and the role of the
wellness nurse. geriatric Nursing, 15. 2$-31.
Reed, M.(1995). Designs for living and the frustrations of aging. generations,

•Required Readings
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CLASS 13: ~.,EGAL~ETHICAL ISSUES

3~

j~~rscussion Oue~ions
1.

What are the major ethical and legal issues in eldercare?
How do they impact upon nursing practice?

2.

How can nurses help older adults maintain. control of their health Gaze decisionmaking? How applicable is the reseazch of Krynski et al? decisions at end a€ lif

3.

Ys there a nursing role in the process tested by Luptak and Boult to increase use
of advance directives?

~ in
=Bahr, R.T.(1991). Selected ethical and legal issues in aging. In E.M. Baznes
(Ed.), Perspectives on ,gerontQloeical nursing, 373-390. Newbury Park, CA.
Cohen-Mansfield, J., Droge, J. A. &Billing, N.(1992). Factors influencing
hospital patients' preferences in the utilization of life-sustaining treatments.

GerontolQ ig_st, ~2, 89-95.
Coulton, C.J., Dunkle, R.E., Haug, M., Chow, J, & Vielhaber, D.P.(1989}. Locus
of control and decision making for posthospital care. The Ggrontolo~ist, ~,627-632.
*Krynski, M.D., Tymchuk, A., & Ouslander, J.G. (1994). How informed can
consent b~? New light on comprehension among elderly people making decisions about
enteral. tube feeding. The Gerontologist. 34, 36-43.
'Luptak, M. K. & Boult, C.(1994}. A method for increasing elder's use of
advanced directives. The ~erontologi~t. ~4, 409-412.
*Shawler, C., High, D.Iv1., Ivioore, K.K. & Velotta, C.(1992). Clinical
considerations: Surrogate decision making for hospitalized elders. Journal of
Gerontological Nursing, 1$, 5-11.

•Required Readings
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~II.A '14: PRIMARY PREVENTION• Health behaviors immunizations gxercise
~tga in

Carnes, M., Gunter-Hunt, G., Hess, J. & Drinka, T.(1987). Preventive health
maneuvers for the elderly: Recommendations vs reimbursement policies. Wisconsin
Me ical
rnal• $¢, p. 28.
'Fitzgerald, J.T., Singleton, S.P., Neale, A.V., Prasad, A.S. &Hess, J.W.(1994).
Activity levels, fitness status, exercise lrnowlege, and exercise belies among healthy,
older African American and White women. Journal of Aging and Healthi,,,~, 296-313.
*Herman, CJ., Speroff, T. & Cebul, R.D.(1994), Improving compliance with
immunization in the alder adult: Results of a randomized cohort study. Journal of the
American Geriatric Society_42, 1154-1159.
Hopkins, D.R., Murrah, B., Hoeger, W.K, &Rhodes, R.C.(1990). Effect of lowimpact aerobic dance on the functional fitness of elderly women. The Gerontolo~i~, ~,
189-193.
Lubber, J.E., Weiler, P.G. &Chi, I. (1989). Gender and ethnic differences in the
health practice of the elderly poor. Journal of linical Epidemiolo.~y, 42, 725-733.
Mahoney, D.F.(1994). Marketing health care programs to older adults: Strategies
for success. Geriatric Nursing} 15 , 10-15.
Ory, M.G.(1984). Health promotion strategies for the aged. Journal of
GerontolQ~ical Nursing, 10(10), 31-37.
*Pascucci, M.A.(1992). Measuring incentives to health promotion in older adults:
Understanding neglected health promotion in older adults. ~purnal of Gerontologycal
Nursing, ,~$, 16-23.
Rappaport, S.(1988). Flu shoots: What are we missing? clinical Report on A~~,
Shreve, S.T. & Spivack, B.(1994). Tetanus in a 74-year-old woman. Journal of the
,~imerican Geriatic SocietX, 42, 424-425.
*Woolf, S.H., Kamerow, D.B., Lawrence, R.S., Medalie, J.H. &Estes, E.H.
(1990). The periodic health examination of older adults: The recommendations of the
U.S. Preventive Services Task Farce. Part I. Counseling, unmunizations, and
chemoprophylaxis. Journal of the American Geriatric SocietX, ~$, 817-823.

•Required Readings
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For what types are injuries aze elders at the highest risk?
How can nurses intervene to decrease these risks?

Re
Cardea, J. &Tynan, C.M.(1987). Home safety and health: A quality of life issue
for the elderly. I.ifeSxyles; A Journal of Changing Patterns, 106-115.
"Carr, D., Jackson, T.W., Madden, D.J. &Cohen, HJ.(1992). The effect of age
on driving skills. ~urnal of the American Geriatric Society, 40, 567-573.
'Hoxie, R.E. Rubenstein, L.Z. Hoeing, H. &Gallagher, B.R.(1994). The older
pedestrian. ~urnal of the American Geriatric Society~.42, 444-450.
=Kroner, B.A., Scott, R.B. Waring, E.R. & Zanga, J.R.(1993). Poisoning in the
elderly: Characterization of e~osures reported to a poison control center. Journal of the
American Geri~n'c So,~~, 41. 842-846.
Miller, D.J. &Morley, J.E. (1993). Attitudes of physicians toward elderly drivers
and driving policy. journal of the American Geriatric Socgty_ 40_, 722-724.
`Parsons, M.T. &Levy, J. (1987). Nursing process in injury prevention. ~rn~l ~f
C,~er~ntological Nursing, ~(7), 36-40.
Reuben, D.B., Silliman, R. &Raines, M.(1988). The aging driver: Medicine,
policy, and ethics. journal of the American Geriatrics Society, ~¢, 1135.1142.
Tidyman, K.(1988). A safe driving quiz for seniors. AAA World,
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Course Coordinator

Marna Ross, MS, CRNP, Course & Lab Instructor
Barbara Resnick, MS, CRNP, Lab & Clinical Instructor
Sarah Hooper, MS, CRNP, Clinical Instructor
Robin Garvin, MS, CRNP, Clinical Instructor
COIIRBE DESCRIPTION: The purpose of this course is to assist the
graduate student to develop the knowledge and skills necessary for
the beginning level of the gerontological nurse in advanced
practice roles.. The focus is on the health assessment of the older
adult and the clinical reasoning skills to differentiate normal
from abnormal changes. In addition, exploration of the advanced

practice nursing roles (practitioner and specialist) in a variety
of health care settings will facilitate the students' role
transition and realistic understanding of these advanced practice
roles.
PRE OR CO-REOUISTTE:

NPHY 600 Human Physiology

COURSE OBJECTIVES:

1.

Formulate and elaborate a personal conceptualization of
the role of the advanced practice nurse with particular
emphasis on the role of the gerontological nurse
practitioner (GNP) or nurse specialist (GNS).

2.

Analyze the historic and current issues which both
facilitate and impede the roles of the GNP and GNS.

3.

Obtain a comprehensive health history from the older
adult and/or caregiver which includes physical,
psychosocial and functional status, cultural orientation,
health promotion behaviors, risk factors, response to

stressors and support systems.
4.

Perform a complete physical examination which includes a
comprehensive functional assessment.
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5.

Analyze and interpret the data collected to differentiate
normal changes of aging from changes associated with
disease.

6.

Report verbally and in writing accurate, concise,
organized, and pertinent information about the health
assessment of alder adults.

7.

Discuss preventive health activities for older adults.

8.

Critique common tools used to measure the status of older
adults for both clinical and research purposes.

OVERVIEW OF COIIRBE REOIIIREMENT8:
Weekly class for one to two hours (depending on specific
focus) followed by
two hour practice lab. where students
practice the assessment techniques on each other before going
to the clinical site. Prior to attending each lab session
students are expected to view the relevant physical assessment
videotapes in the media center, 2nd floor, School of Nursing.

2.

Three hour weekly clinical practicum with older adults with an
_emphasis on interviewing, history taking and physical
examination techniques. Students interview, examine, verbally
present findings and then write-up the health assessment for
each older adult seen.

3.

Weekly write-ups will be completed for each older adult seen
which includes the complete health history, physical exam
.findings and problem list assessment for all systems studied
to date. These are submitted to the clinical instructor For
feedback and if not written at an acceptable level will be
rewritten until acceptable. The last complete write-up will be
graded as initially submitted.

4.

Discussions on role issues of the GNP or GNS. Students will
read one article on role issues weekly and write an annotated
bibliography describing briefly the article and your critique
or response to the points discussed. These should be typed,
about one page long and submitted with the weekly write-ups.

5.

GNP students will maintain a computerized data base of clients
seen throughout their program which indicates:
clinical site, date seen, client's initials, age, gender,
race, and problems/concerns identified.
This will be important documentation as you graduate and need
to provide evidence to various regulating groups of the nature
of your clinical exposures. This should remain among your
professional documents until you retire as an NP.

6.

Students must earn at least a "B" in both theory and clinical

a

1.
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to successfully pass the course..
EVALIIATION:

Theory:
Midterm examination
Final examination (covers all content
of the semester)
Clinical:
Weekly clinical write-ups
one final clinical write-up
Clinical evaluation
Final clinical exam, presentation
and write-up

20~
30%
5%
10~
20~
15
100%

RE4IIIRED TE%TS:
Gallo, J.J., Reichel, W. & Andersen, L. (1995). Handbook of
geriatric assessment. 2nd Ed., Rockville, MD: Aspen.
Jarvis, C. (1992). Physical examination and health assessment.
Philadelphia: W.B. Saunders.
Lueckenotte,

A.G.

(1994).

Pocket

guide

to

assessment (2nd Ed.), Baltimore: Mosby.
Weekly annotated readings on role related issues.

gerontolo iq cal

4~
Schedule
Class
Interviewing and History
taking of older adults
Aspects of clinical reasoning

Lab
none

Sept. 13

Head, Sinus, Nose,
Throat, Neck Assessment

Practice

Sept. 20

Eyes & Ears Assessment

Practice

Sept. 27

History and Role of GNP and GNS

Practice

Oct. 4

Respiratory & Breast Assessment

Practice

Oct. it

Cardiac and peripheral
vascular assessment

Practice

Oct. 18

MIDTERM ERAM

no lab

Oct. 25

Neurological, musculoskeletal
assessment

Practice

Nov. 1

Abdomen and male genitalia
assessment

Practice

Nov. 8

Gynecologic assessment

Practice

Nov. 15

Skin assessment., common
lesions of aging/management

Practice

Nov. 22

HAPPY THANKSGIVING

No lab

Nov. 29

Putting it
Functional assessment and
together
common measures of health
status in older adults
FINAL CLINICAL WRITE-OP DUE FOR GRADING

Dec. 6

Health promotion in the older adult;
Challenges of the GNP/GNS roles,
legal parameters

No Lab

Dec. 13

FINAL E%AM

No lab

Sept. 6

FINAL CLINICAL EXAMS WILL BE CONDUCTED THE WEEKS OF DEC. 6 AND DEC.
13. EACH STUDENT WILL HAVE ONE EXAM AND ATTEND CLINICAL ONE OF
THOSE TWO DAYS.
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CRITICAL ELEMENTS FOR PHYSICAL EXAMINATION
I.

HEAD AND NECK
1.

Inspects scalp and hair.

Palpates skull surfaces for normal and/or abnormal
2.
findings in bony or soft tissue.
Palpates for pulsations over carotid arteries
3.
comparing quality bilaterally.
Palpates lymphatic chains in neck using palmer
4.
surface of fingertips and rotary motion.
Directs client to move neck through full range of
5.
motion..
6.
II.

Palpates for enlargement of thyroid gland.

EYES
Uses vision chart to determine visual acuity
1.
(using glasses if worn)
Tests peripheral vision by using confrontation
2.
technique.
a. Eyes on same level as examiner; hands half-way
between patient and examiner; one eye closed at a
time.
b. Examines slowly in a 360 degree range.
c. Examiner serves as control for patient's
vision by putting fingers where you can see them,
then determining if patient can see. when you
wiggle fingers. DO NOT MOVE FINGERS AND MOVE HAND
IN AT THE SAME TIME.
d. Put hands behind patient's head and move
forward when checking horizontal field of vision.
3.
Tests extraocular movement by having client
follow finger through 6 cardinal fields of vision,
pausing at vision extremes to look for abnormalities.
4.
Checks pupillary reaction bilaterally, both direct.
and consensual.
5.
Inspect lids, conjunctiva, sclera by pulling down
lower eye lids.
6.
Hold ophthalmoscope in right hand and use right
eye to examine patient's right eye. Hold
ophthalmoscope in left hand and use left eye to examine
patient's left eye.
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III. EARS, NOSE, SINUSES, MOUTH & PHARYNX
Determine gross hearing by using whisper or watch
1.
tests.
2.

Inspect and palpate external ear.

3.

Use otoscope to examine ears bilaterally.
a. Hold otoscope in left hand with the handle up;
pull ear out and up with right hand, in examining
patient's left ear.
b. Hold otoscope in right hand with the handle
up; pull ear out and up with the left hand, in
examining patient's right hear.

Test patency of each nostril by having patient
4.
occlude each nostril and sniff.
5. Use light and speculum to examine each nostril
bilaterally.
6.
Palpate for tenderness over frontal and maxillary
sinuses.
Examines mouth and throat using direct source of
7.
light and tongue blade.
8.
Using glove, palpates floor of mouth and "blind
pouch".
IV.

CRANIAL NERVES
1.
Examines systematically at least 9 cranial nerves,
using ane of the given tests for each nerve to
determine presence or absence of normal function.
a. Olfactory: sense of smell
b. Optic: visual acuity; visual fields,
fundoscopic
c. Oculomotor: EOM
d. Trochlear: EOM
e. Abducens: EOM
f. Trigeminal: sensation to cheeks, forehead,
chin; muscle strength of temporal and masseter
muscles
g. Facial: taste, raise eyebrows, frown, close
eyes, show teeth, smile
h. Acoustic: hearing
i. Glossapharyngeal and vagus: gag reflex,
movement soft palate, swallowing
j. Spinal accessory: shoulder shrug,
sternomastoid muscle
k. Hypoglossal: movement of tongue
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V.

REFLEXES
Stimulates the deep tendons bilaterally to elicit
1.
a response using a reflex hammer.
a. Uses the correct part of the reflex hammer.
b. Puts tendon under tension by stretching
c. Strikes tendon forcefully enough to elicit
reflex
d. Compares reflexes bilaterally in side to side

~~

manner
e. Tests for biceps, triceps, brachia-radial,
patellar, Achilles
2.
VI.

Stimulates the plantar reflex bilaterally.

SENSORY, MOTOR, CEREBELLAR
1.
Tests bilateral response to light touch on face,
hands and feet.
2.
Tests bilateral response to painful stimuli on
face, hands and feet.

3.
Tests bilateral responses to vibratory sensation
on hands and feet.
4.
Tests for strength of upper extremities by testing
hand grip bilaterally.
5.
Tests for strength of upper extremities by testing
extension and flexion against resistance bilaterally.
6.
Tests for strength in lower extremities
bilaterally by having patient get up from chair
unassisted or leg extension and flexion against
resistance bilaterally.
7.
Tests For abnormalities in gait by having client
walk.
8.
Conducts any one of the following tests of
coordination at increasing rates of speed:
a. Patting knee with palms of hand and back of
hands
b. Touching the nose with index fingers with
alternate hands with eyes closed
c. Touch each finger of one hand to the thumb of
the same hand
d. Alternate touching nose and then examiner's
.finger at a distance of 18 inches
e. Draw a figure eight in air with each Foot
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Conduct any one of the following tests for
9.
balance:
a. Romberg test for evaluation of falling
(protect patient)
b. Assessing ability to stand on one foot then
the other
c. Have client bend knees and crouch from a
standing position without support
d. Have client walk a straight line, placing heel
against toe
VII. BACK AND EXTREMITIES
Inspects the spine while client is bending
1.
forward.
2.

Palpates against column.

Palpates major joints of extremities and compare
3.
bilaterally: wrists, elbows, ankles and knees.
Directs client to move 4 of the major joints
4.
through range of motion, bilaterally, noting function.
This must include shoulders and hips, and any 2 of the
other major joints (elbows, wrists, knees and ankles).
a. Wrist: flexion, extension, ulnar
deviation, radial deviation, rotation
b. Shoulder: abduction, adduction, flexion,
extension, internal rotation, external
rotation
c. Hip: abduction, adduction, flexion,
extension, internal rotation, external
rotation
d. Elbow: flexion, extension, supination,
pronation
e. Knee: flexion, extension, internal
rotation, external rotation
f. Ankle: dorsiflexion, plantar flexion
VIII.

CHEST AND LUNGS
1.
Palpates far symmetry of respiratory excursion by
placing hands on back at the inferior border of the rib
cage with thumbs proximal to spinal column while having
patient take deep breach. Hands move out and up.
2.
Measures amount of diaphragmatic excursion
bilaterally in centimeters.
3.
Palpates posterior chest wall for tactile fremitus
comparing lung fields bilaterally, moving side to side,
top to bottom.
4.
Percusses posterior chest wall bilaterally using
mediate percussion technique, comparing bilaterally,
side to side, moving top to bottom.
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5.
Auscultates breath sounds over each lobe of the
lungs moving the stethoscope systematically from side
to side and top to bottom, over anterior, lateral and
posterior surfaces. Compares bilaterally, moving
further laterally from spine as moving down the chest.
a.
b.
c.
TX.

anterior exam
posterior exam
lateral exam

BREASTS
Palpates both breasts and axillae systematically
1.
for masses and tenderness using palmar surface of
fingers and using a technique of examination that can
be documented in one of the major references.
a.
b.
c.
d.

X.

CARDIOVASCULAR

breast
tail
nipple
axillae

(This part of the exam may be done with the
patient either sitting or lying down).

1.
Palpates anterior chest wall to locate point of
maximum intensity.
2.
Percusses chest wall to identify left cardiac
border.
3.
Auscultates cardiac sounds over the 4 valvular
areas, using both the bell and diaphragm of the
stethoscope for each area.
a.
b.
4.

Auscultates carotids for presence of bruits.
a.
b.

XI.

four areas with bell
four areas with diaphragm

Asks patient to hold breath
Uses bell of stethoscope

CIRCULATORY STATUS OF EXTREMITIES
1.
Palpates for edema by pressing bilaterally against
inner surface of ankle bone or when and observing Por
pitting.
2.
Palpates pulses bilaterally, comparing side to
side.
a.

Temporal
Radial
Brachial
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b.
c.

Femoral
Popliteal
Dorsalis pedis
Posterior tibial

3.

Palpates bilaterally superficial inguinal nodes.

XT2. ABDOMEN

(Exam sequence must be done in .this order, 'except
for #7).

1.
Auscultates presence of bowel sounds in all four
quadrants with diaphragm of stethoscope.
Tests presence or absence of renal artery bruits,
2.
listening lateral to umbilicus with bell of
stethoscope..
3.

Percusses all four quadrants of abdomen.

4.
Percusses and measures dimensions of liver
including the superior and inferior borders of the
liver.
Performs light palpation over the four quadrants
5.
using the palmar surfaces of fingers.
6.
Performs deep palpation over the four quadrants
using two handed technique.
7.
Checks for CVA tenderness by palpating vigorously
over kidney area posteriorly. (May be done as part of
chest or MS exam).
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Guidelines for N634 Writeups
Write the CC and HPI in complete sentences. Use phrases in the rest
of the writeup.
Note, if present, in the CC if confusion, vision, hearing
impairment etc. is present which is affecting the history.
Describe completely every positive finding.
Put every positive finding on the problem list.
If in the HPI you pick up multiple problems, pick out the 1-3 most
important problems and write a separate paragraph on each.
DO NOT use the work normal or good.

If you forget to ask something, write in writeup, "I forgot--.~~
The ROS in the handout is the minimum.
Do not repeat information.
see HPI".

Put inform in one place then write "CV:

Problem list should include psychosocial problems.
List problems by priority.
Use your judgement to decide which "yes" answers are significant
positive findings.
Use only standard common abbreviations.

WRITE UPS ARE TO BE TURNED IN TO CLINICAL INSTRUCTORS.

J

EVALUATION OF WRITE-UP
(STUDENT NAME)
QUALITY
PRESENT
POINTS
0 1 2 3

Chief Complaint
Demographics: age, sex, race
Problem in patient's own words
Duration (if significant)
History of Present Illness
Characteristics
Course
Precursors or aggravators
Associated Symptoms
Treatments or alleviating factors
Relevant Past History
Describe ane complete episode
,Past Medical History
Major childhood illnesses, immunizations
Major adult illnesses, injuries, surgeries
Allergies, transfusions
Medications, alcohol, tobacco, drugs
Family History
List of diseases
Genogram with key
Patient Profile
Social/home, finances, occupation
Education, ethnic/religion
Leisure/hobbies, use of seat belts
Important experiences
Past 24 hour activity: diet, sleep, exercise
Outlook/worries
Review of Systems
Comprehensive
Identifies co-existing problems
Describes positive responses adequately
Physical Examination
Completeness of Examination
Follows required format
Describes findings clearly
Problem List
Abnormal findings listed
Problems identifies by number, date
of onset, date of recording, and status
Problems listed according to priority
Psychosocial problems identified
Overall Presentation
Adequacy of knowledge base
Organization and logic of write-up
Follows required format
Use of appropriate terminology
Spelling, grammar, legibility
Grade
Evaluator
Comments:

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3
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PROCEDURE FOR FINAL CLINICAL EXAM
1. Plan to arrive at least 15 minutes before your scheduled exam.
2. Obtain your patient's name and room number and examiner's name

from your faculty. Patients are interviewed prior to your
arrival and they know you are coming.
~

3. Meet your examiner at the assigned time outside the patient's
.room..
4. Obtain ONLY a chief complaint and history of present illness.
(Examiner NOT present.) Maximum time 10 minutes.
5. Present the chief complaint and HPI to your examiner.

Maximum

time 5 minutes.
6. Perform physical examination for each of three systems
selected by your examiner. Critical elements to be included are
the same as for the system physical examination. (Examiner
present.) Maximum time 15 minutes.
Faculty will circle on the checklist the 3 systems the student is
asked to perform.
Faculty will place a check beside each technique on the checklist
that the student completes.
7. Student must perform EVERX component of the systems chosen to
pass.
8. Write up the HPI and three systems examined and turn in to
faculty on Monday.
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STUDENT

FACULTY
FINAL EXAMINATION CHECKLIST

CRANIAL NERVES
HEAD AND NECK
olfactory: smell
palpate sku11
optic: acuity, fields, fundus
palpate carotid pulses
oculomotor:
EOM
palpate lymph nodes
EOM
trochlear:
directs neck ROM
abducenss EOM
palpate thyroid
trigeminal:sensation & strength
EYES
facial: frown, smile
determine visual acuity
test peripheral fields
acoustic: hearing
glossopharyngeal: gag
test EOM's
vagus: gag, swallowing
pupillary reaction
spinal accessory:shoulder shrug
inspect lids, conj, sclera
hypoglossal: move tongue
ophthalmoscopic exam
REFLEXES
EARS, NOSE, SINUSES, MOUTH
biceps, triceps
determine gross hearing
brachioradialis, patellar,
insp & palp external ear
Achilles, Babinski
otoscopic exam bilat
test nostril patency
insp nostrils w/light & speculum
palpate for sinus tenderness
insp mouth w/light & tongue blade
palpate floor of mouth
SENSORY, MOTOR,. CEREBELLAR
CHEST AND LUNGS
light touch
palpate for resp expansion
palpate tactile fremitus
pain
percuss for diaphragmatic
vibration
descent
grip strength
percuss posterior chest wall
upper ext strength
auscultate breath sounds
lower ext strength
BREASTS
gait
palpate breasts, tail, nipple
coordination
palpate axillae
balance
MUSCULOSKELETAL
CARDIOVASCULAR
inspect spine
palpate PMI
percuss LBCD
palpate spine
auscultate cardiac sounds
palpate 4 major joints
auscultate carotids for
active ROM 4 joints
bruits
PERIPHERAL VASCULAR
palpate for edema
palpate carotid, temporal, radial
brachial, femoral popliteal,
dorsalis pedis, posterior tibial
ABDOMEN
auscultate bowel sounds
auscultate renal artery bruits
percuss all four quadrants
percuss for liver width
light and deep palpation
check CVA tenderness
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FACULTY

STUDENT

skull

HEAD AND NECK
CRANIAL NERVES
olfactory: smell
palpate
optic: acuity, fields, fundus
palpate carotid pulses
palpate lymph nodes
oculomotor: EOM
trochlear: EOM
directs neck ROM
abducens: EOM
palpate thyroid
EYES
trigeminalr sensation & strength
facial: frown, smile
determine visual acuity
acoustic: hearing
test peripheral fields
glossopharyngeal: gag
test EOM's
vagus: gag, swallowing
pupi.11ary reaction
spinal accessory: shoulder shrug
inspect lids, conj, sclera
hypoglossal: move tongue
ophthalmoscopic exam
EARS, NOSE, SINUSES, MOUTH
REFLEXES
biceps, triceps
determine gross hearing
brachioradialis, patellar,
insp & palp external ear
Achilles., Babinski
otoscopic exam bilat
test nostril patency
insp nostrils w/light & speculum
palpate for sinus tenderness
insp mouth w/light & tongue blade
palpate floor of mouth
CHEST AND LUNGS
SENSORY, MOTOR, CEREBELLAR
palpate for resp expansion
light tough
palpate tactile fremitus
pain
percuss for diaphragmatic
vibration
descent
grip strength
percuss posterior chest wall upper ext strength
auscultate breath sounds
lower ext strength.
gait
BREASTS
coordination
palpate breasts, tail, nipple balance
palpate axillae
CARDIOVASCULAR
MUSCUL05KELETAL
palpate PMI
inspect spine
percuss LBCD
palpate spine
palpate 4 major joints
auscultate cardiac sounds
auscultate carotids for
active ROM 4 joints
bruits
PERIPHERAL VASCULAR
palpate for edema
palpate carotid, temporal, radial
brachial, femoral popliteal,
dorsalis pedis, posterior tibial
ABDOMEN
auscultate bowel sounds
auscultate renal artery bruits
percuss all four quadrants
percuss for liver width
light and deep palpation
check CVA tenderness

',
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Faculty

Student
FINAL EXAM GRADING SHEET

Circle response:

0=not done

2=adequate

1=weak

3=better

1.

Chief Complaint - included reason for
visit, duration of problem and demographics

0

1

2

3

2.

History of Present Illness - included onset, 0
course, aggravating/alleviating factors,
associated symptoms, relevant past history,
and description of one episode.

1

2

3

3.

Presentation was organized and logical and
needed few cues from examiner.

0

1

2

3

4.

Physical examination (refer to checklist)
a.ncludes all parts for each system,
proceeds in logical order and technique
is correct.

0

1

2

3

5.

"Style" of student is professional, selfconfident, aware of limitations, and
develops good rapport with the patient.

0

1

2

3

6.

Writeup is complete and accurate.

0

1

2

3

7.

Additional comments:

8.

Any concern about this student continuing to proceed in
program? If so, please discuss.

9.

Rate "difficulty" of patient

GRADE:

A

A-

B+

B

B-

1

2
Easy

4
5
"good"
complex
appropriate diagnosis
for beginning
level student

C+

C

3

C-

FAILURE

NOTE: Expected grade is B. Student must demonstrate clearly
superior performance (all 3's) to receive an A.

UNIVERSITY OF MARYLAND
SCHOOL OF NURSING

~4

¢OIIRSE TITLE: NURS 636 Clinical diagnosis and management of
common health problems in the older adult
(Spring semester only. Limited to GNP students.)

CREDITS:

5

FACDLTY:

Karen Kauffman, PhD, CRNP

COIIRSE DESCRIPTION:
This course is intended to prepare the student to function
as a Gerontological Nurse Practitioner (GNP) in an ambulatory,
long term or acute care setting with older adults who present.
with common acute and chronic health problems. This is the
second of three sequential courses in which the student applies
assessment skills, laboratory/diagnostic methods, and clinical
diagnostic reasoning skills in caring for older adults.

Treatment strategies, which include selection of
pharmacotherapeutic agents, will be focused to promote the total
well being of the older adult (physical, psycho-social, cognitive
and environmental components).
This course will cover common health problems of the older
adult as they relate to the major organ systems of the body.
Cultural and ethnic differences will be given specific attention.
.Follow up health care, referrals and continuity of care will be
included. The student will also learn how to determine when
referrals need to be made and how to work as part of a
collaborative team.
PRE REQUISITE:

NUBS 634

Advanced Health Assessment of Older
Adults

PRE OR CO-RE4UISITE: NPHY 614
CO-REQOISITE:

Physiology of Aging

NUBS 637 Geriatric Pharmacotherapy (GNP students
must take pharmacotherapy course concurrently with
this course.)

COURSE OBJECTIVE:
1.

Provides comprehensive health care for common age specific
alterations (or deviations) in older adults by:
a.

obtaining pertinent and comprehensive health history

from older adults, family, significant others, and/or
previous health records.
b.

performing comprehensive assessment utilizing knowledge
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of normal age specific physiological changes and
alterations in the physiological functions using
techniques of observation, inspection, palpation,
percussion, auscultation.
c.

ordering or performing appropriate laboratory and other
diagnostic tests.

d.

analyzing and interpreting data gathered from history,
physical examination and diagnostic tests to establish
differential diagnoses.

e.

using epidemiological principles to establish diagnoses
and plans of care.

f.

prescribing therapies and evaluating their
effectiveness using appropriate follow-up care and
expected outcome criteria.

g.

seeking appropriate consultations and making referrals
as needed.

2.

Develops and maintains a therapeutic relationship as a
primary care provider.

3.

Provides anticipatory guidance and counseling in health.
maintenance, disease prevention and detection, and when
needed, life style changes.

4.

Develops appropriate strategies to deal with the older
adults sensory and cognitive deficits which might interfere
with communication and compliance of therapeutic regimen.

5.

Understands cultural and ethnic differences while
communicating and implementing therapeutic modalities.

6.

Practices within the legal constraints of the health care
delivery system by functioning at all times within the scope
of nurse practitioner rules and regulations.

7.

Analyzes patterns of care for older adults in various health
care settings using current nursing and other health related
research.

8.

Participates in a continuous self-evaluation and selfdevelopment process.

OVERVIEW OF COURSE:
A two hour class each week will focus on selected common
health problems in aging. The student will apply principles of
epidemiology for selected common health problems of older adults,

5E
their clinical manifestations and course, differential diagnosis,
and appropriate management interventions.

will

Application of theory will be augmented by nine hours of
weekly practicum in an ambulatory, acute care or long term care
be precepted by a nurse practitioner or
setting and
physician. The purpose of this experience is to enhance the
student's practice and expertise in communication and assessment
skills, ordering or performing laboratory tests, interpreting the
findings, using clinical diagnostic reasoning skills in
establishing differential diagnoses, developing, implementing and
evaluating plans of care for older adults.
COt1RSE REOIIIREMENTB:
There is one written exam in this course. In addition, each
student will select a different common health problem experienced
by older adults and develop a paper (10 to 15 pages double spaced
using APA guidelines) which reflects the state of the science for
its diagnosis and management in the older adult. The student will
then present the problem to the class.
The paper is to include:
a.
A review of the physiology of the problem, especially
how it commonly presents in the older adult.
b.
The appropriate work-up including the necessary history
and physical component, laboratory studies, radiology,
treatment options, and evaluation. Ethical and
philosophical issues should be addressed. An
understanding of the cost involved in the evaluation
and interventions suggested, and reimbursement by third
party payers must also be included.
c.
The appropriate preventative measures to prevent the
problem completely as well as recurrence and/or
exacerbation of the health problem.
The oral presentation is for 15% of the grade with 10%
for questions and is to be clear, organized, with
important points emphasized.
Criteria for grading Health Problem Analysis:
1.
2.

3.
4.
5.

Evidence of a clear understanding and presentation of
the selected health problem.
Evidence of an appropriate use of the literature and
current research studies to support work-up, diagnosis,
prevention and intervention.
Evidence of an ability to determine when referral is
necessary.
Evidence of an understanding of the clinical
presentation and the work-up of the specific health
problem in different health care settings.
Evidence of exploration of ethical and philosophical

57
6.

issues relevant to the selected health problem.
Evidence of cost-effectiveness of the work-up and
intervention of the specific health care problem.

The clinical practicum consists of nine hours per week. The
clinical experience will be varied for each student to reflect
ambulatory, acute care and/ or long term care experiences.
Clinical performance will be evaluated jointly by the
clinical preceptors and the faculty during site visits. Students
must always practice within the legal constraints of the health
care delivery system by functioning at all times within the scope
of nurse practitioner rules and regulations while under the
supervision of the preceptor. Students must earn at least a
grade of "B" in clinical and in theory portions of the course to
pass.
EVALIIATIONs
Midterm Exam
Health problem analysis:
Written paper
Oral presentation
Clinical Practicum evaluation

20~
250
15~
40%

CLASS SCHEDIILE

Week 1

Introduction to clinical diagnosis, clinical reasoning,
the differential diagnosis. Philosophy of patient
management for advanced practice nurse practitioners.

Week 2

Alterations/Problems of the Respiratory System
a) Chronic Obstructive Disease, b) Asthma,
c) Bronchitis, d) Pneumonia, e) Tuberculosis

Week 3

Alteration/Problems of the Cardio-Vascular and
Peripheral Vascular System
a) Coronary Heart Disease, b) Congestive Heart Failure,
c) Hypertension, d) Arrhythmias, e) Valvular Diseases
f) Arterial & Venous Peripheral Vascular Disease

Week 4

CV continued

Week 5

Alterations/problems of the Castro-Intestinal System
a) Hiatal Hernia, b) Gastric and Duodenal Ulcers,
c) Diverticular Disease

Week 6

Alterations/Problems of the Endocrine System
a) Diabetes Mellitus, b) Thyroid disease

Week 7

Alterations/Problems of the Hematological System
a) Anemias
Alterations/Problems of the Neurological System
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a) Parkinsons Disease, bj CVA/TIA, c) Seizures
Week 8

Mid term exam

Week 9

Alterations/Problems of the Musculo Skeletal System
a) Osteoarthritis, b) Rheumatoid Arthritis,
c) Osteoporosis, d) Mobility Problems

Week 10

Alterations/Problems of the Genito - Urinary System
a) Chronic renal failure, b) Bladder Infections,
c) Dialysis\Transplants

Week ii

Alterations/Problems of the Reproductive System
a) Enlarged Prostate, b) Vaginitis, c) Breast diseases
d) Menopause

Week 12

Psychiatric and Mental Health Systems
a) Depression, b) Anxiety, c) Paranoid Disorder,
d) Alcohol Abuse, e) Suicide Tendencies

Week 13

Problems in cognition
a) Dementias, b) Delirium

Week 14

Student Case Presentations

Week 15

Student Case Presentations

SIIGGESTED TEXTHOORS:
Abrams, W.B., & Berkow, R. (1990). The Merck manual of
geriatrics, Rahway, NJ: Merck.
Berg, D. (1993) Handbook of,primary care medicine,
Philadelphia: J.B. Lippincott.
Carnevali, D.L., & Patrick, M. (1993). Nursing management
for the elderly (3rd. ed.), Philadelphia: J.B. Lippincott.
Corsi, N., Davidson, W. & Webster, S. (1993). Lecture notes
on geriatrics (4 ed.), Boston: Blackwell Scientific Pub.
Kane, R.L., Ouslander, J.G., & Abrass, I.B. (1994).
Essentials of clinical geriatrics (3rd ed.), New York: McGrawHill, Inc.
Lueckenotte, A.G., (1994). Pocket guide to gerontological
assessment (2nd ed.), Baltimore: Mosby.
Ouslander, J.G., Osterweil, D. & Morley, J. (1991). Medical
care in the nursing home. New York: McGraw Hill.

DATE

.

.

PT ID
AGE
RACE/SEX
CHIEF COMPLAINT

DIAGNOSIS

PLAN: DX, MEDS, PT ED

CLINICAL LOG

xRS

CLINIC

TOTAL
HRS

Eo
~, _ ~~i!1~7C~Zc~~i~u'i5i_~c~s1

Student
Total Number of Patients:

Total number of hours:
Kinds of Patients. (Diagnoses):

Comments

Services Provided:
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UNIVERSITY OF MARYLAND AT BALTIMORE
School of Nursing
PRECEPTOR GUIDELINES
PHYSICIAN AND/OR N.P. PRECEPTOR
1.

Participate in
student by:
a)
b)

joint practice and collaboration

with the

Providing confirmation of physical exam findings as
appropriate
Joint discussion and review of student's assessment of
patient problems and plan of care. (Reviews may become
periodic as students skills increase.)

2.

Review once a week in detail with the student one of their
patient records including history, physical exam, problem
list, assessment of problems, plans of management and follawup care.

3.

Encourage independent study and self-learning activities to
increase student's competence and confidence.

4.

Physician preceptors may provide telephone back-up to student
during clinical practice when not physically present.

5.

Complete a written evaluation of the
performance at the end of course work.

6.

Department of
Maintain contact with faculty as necessary.
Acute/Long Term Care, Dr. Ann Marie Spellbring, PhD, RN
(410) 706-5261.

student's

clinical

Physician preceptor should be involved in general or family
practice or have a practice in internal medicine/geriatrics.
(Some specialists may have a broad enough practice to be
appropriate, but this must be negotiated).
Nurse practitioner preceptors should be Masters prepared and
have been involved in clinical primary care/long term care
practice for at least one year.
COURSE CLINICAL REQUIREMENTS:
Students should plan a minimum of 9 clinical hours per week in
a health care setting where the nurse can implement the
expanded role in providing primary health care*. These hours
should be divided between at least two clinical days per week.
Students may opt for placement in two different clinical
sites.
*Primary health care is defined as accessible, comprehensive,
coordinated, and continual care provided by accountable
providers of health services. It is generally recognized as
the first level of personal health services, where initial
professional attention is paid to current or potential health
problems. Primary care is associated with care of the "whole

62
Taken from: ~~A
person" rather than care for an illness.
Manpower Policy for Primary Health Care" Institute of
Medicine, National Academy of Sciences, May 1978.
Clinical experience should be designed to allow each
student nurse practitioner the opportunity to perform a
complete history and physical on patients, and plan and
manage the care of adult patients with stable chronic
diseases and/or minor acute illnesses.
~

Students will receive a clinical site visit from course
faculty during their 14 weeks of clinical practice. This
faculty site visit will be designed to allow faculty the
opportunity to observe student interaction with patients,
and evaluate student's written clinical recordings. The
site visit along with written clinical evaluations from
various preceptors will be considered in the final
calculation of each student's clinical grade.
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UNIVERSITY OF MARYLAND SCHOOL OF NURSING
NUBS 636

CLINICAL DIAGNOSIS AND MANAGEMENT

EVALUATION OF CLI?JICAL PERFORMANCE
The purpose of this evaluation is to provide both a numerical and
descriptive assessment of the student's ability to:
(i)

obtain an appropriate data base from the patient

(2)

formulate a problem list

(3)

and establish an appropriate plan of management for common
aging adult health problems encountered in an
ambulatory/long term care setting. The student should know
his/her own limitations as a health care provider and also
function as a patient advocate.

Rate the student's performance using the following scalei
N =
1 =

2 =

3 =
4 =

Not asked or no assessment
Incomplete. Generally has about half of relevant data
or less. Requires many cues or clues from the
preceptor for direction.
Usually obtains most (>650) of the relevant data.
Some cues or clues from preceptor necessary to provide
direction.
Usually has almost all (>80%) of the relevant data.
Requires few cues or clues from the preceptor.
Usually thorough and complete performance in this area
with little or no prompting from the preceptor.

Minimum performance, is expected to be at a "3" or "B" level by
the end of the semester.
SUMMARY OF EVALUATION
Student's Name:
Clinical Site:
Preceptor's 2dame
Overall Z would rate this student's performance as:
B+
C+
AA
B
C
BCComments:

Preceptor's Signature
Discussed with student: Yes

Date:
No
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I.

History - 10
1. The chief complaint is stated in
the patient's words and a.ncludes
the duration of the problem.

N

1

2

3

4

2. The following are included in the
history of present illness for each
each problem.
a.
b.
c.
•

d.
e.

SI.

onset of the problem
a description of the course or
progression, including the present status of the problem.
aggravating or alleviating
events including prescribed or
self therapy
positive and negative responses
to appropriate associated
symptoms
the chronology of events is
clear

N
N

1
1

2
2

3
3

4
4

N

1

2

3

4

N

1

2

3

4

N

1

2

3

4

3.

The review of systems is appropriate and includes a concise
description for positive responses
including frequency, duration,
treatment, progression.

N

1

2

3

4

4.

The history results in a clear
picture of the patient's problem s)
and the patient as a person.

N

1

2

3

4

N
N

1
1

2
2

3
3

4
4

N

1

2

3

4

N

1

2

3

4

N

1

2

3

4

N

1

2

3

4

Physical Examination - l00
1.
2.
3.
4.
5.
6.

Paces the exam appropriately
Identifies actual and expected
nor~.ai and abnormal findings
Organized in performing i.nspection, palpation, percussion and
auscultation (as relevant).
Discriminates betweerx a screening
and complete evaluation when
indicated.
Obvious and subtle Findings are
correctly identified and examined.
Correctly identifies findings as
normal or abnormal.

E~ 5
III.

Problem List - 10% (Circle One)
1.
2.
3.
4.

IV.

Problem Assessment - 15~
1.
2.

3.
4.

V.

Plan
1.
2.
3.

4.

VI.

Usually about half of abnormal findings omitted from
list entirely.
Usually most (>70~) abnormal data represented in some
way.
Usually almost all (>85%) of abnormal data represented
in some way; listed in order of priority.
Usually separate manifestations are combined
appropriately into problems and in priority.
(Circle One)

Limited in ability to consider rule-outs For most
problems. Sketchy in depth of understanding of
problems.
Reasonably relates historical and physical data to
determine appropriate rule-outs for most problems.
May not exploit data -fully (is overly cautious) or may
make conclusions beyond the data (over interprets).
Reasonably relates data to determine appropriate ruleouts for each problem. Occasionally data may be over
or under interpreted.
Evaluation of problems is thorough with consideration
of appropriate rule-outs for each. Data not over or
under interpreted.
- 10~ (Circle One)
Most diagnostic tests, drug therapy, patient education
or plans for follow-up for problems is inappropriate
(erroneous).
Includes some possible diagnostic tests, potential
drug therapy and patient education and plans for
follow-up for each major problem with rationale.
Includes some possible diagnostic tests, potential
drug therapy relevant patient education and plans for
follow-up for each major and some minor problems with
rationale. Identifies a goal for major problems.
Identifies goals for each problem and is appropriate
in suggested diagnostic tests, potential drug therapy,
patient education and follow-up far each major and
minor problem with rationale.

Adequacy of Knowledge Base - 15%
1.
2.

Demonstrates a sound knowledge of
normal anatomy and physiology
Explains the mechanisms producing
signs and symptoms related to the
patient's health problem(s).

N

1

2

3

4

N

1

2

3

4

6E
3.

Explains the pathophysiology respon-

sible for abnormal findings in the
physical examination.
4. Rationale for the selection of
.diagnostic tests, drugs and/or
other therapies is appropriate.
5. Decision-making/problem-solving is
based on sound rationale.
6. Establishes appropriate priorities.

1.
2.
3.
•

4.

VIII.

2

3

4

N

1

2

3

4

N

1

2

3

4

N

1

2

3

4

P.O.M.R. is used appropriately.
The record is accurate, complete
and concise.
The notes are useful during
return visits
The record is written in a reasonable length of time.

N
N

1
1

2
2

3
3

4
4

N

1

2

3

4

N

1

2

3

4

N
N
N

1
1
1

2
2
2

3
3
3

4
4
4

N

1

2

3

4

N

1

2

3

4

N

1

2

3

4

Relationships with patients - 50
1.
2.
3.

Interacts well with patients.
Is a patient advocate.
Provides adequate and appropriate
patient education.

Interacts with preceptor - l0%
1.
2.
3.

X.

1

Record-keeping - 5~

VII.

IX.

N

Presentation of patient is readily
coherent, organized, logical and
concise.
Asks preceptor to explain "the whys"
of preceptors decisions at appropriate times.
Identifies areas/topics to discuss
or study.

Knowledge of Strengths and Limitations - 50
1.
2.
3.
4.

(Circle One)

Seems overly secure or insecure. Is hesitant or
responds negatively to suggestions/criticisms.
Defensive about what hejshe doesn't know.
Can articulate most strengths and limitations of personal capabilities. Is somewhat hesitant or insecure.
Knows strengths and limitations, is comfortable with
self, responds positively to suggestions and
criticisms.
Is poised and articulate regarding own strengths and
limitations and is very self directed.
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XI.

Standards of Practice
1.

- 5~

The student's practice in congruent

N

1

2

3

4

with standards of practice for
nurse practitioners.
Comments:

Please use this evaluation tool at mid point in the semester with.
the nurse practitioner student. Use pencil at midterm and ink

with the final evaluation. Thank you.

C~
UNNERSTTY OF MARYLAND
SCHOOL OF NURSING
COURSE TITLE:

NURS 637

CREDTI'S:

(Spring only.)

FACULTY:

3

Geriaixic Pharmacotherapy

Becky Nagle, Pharm.D
Assistant Professor, Department of Pharmacy Pracrice &Science
506 W. Fayette Street, Room 305
Phone: 706-8433, Fax 706-0897, Email: nagle(a3pharmsmtp.ab.umd.edu

COURSE DESCRII'TION:
This course is designed to provide advanced knowledge of commonly prescribed phazmacologic agents
in the care of older adults for graduate students preparing for the advanced practice roles in
gerontological nursing. Rationale for the use of appropriate, safe and effecrive pharmacologic agents
in the treatment of selected health problems in aging will be presented. Clinical considerations in the
sclecrion, iniriarion, maintenance, and discontinuation of drug treatment will be examined :,specially as
it relates to the older adult.- Legal implications of pharmacotherapy will also be reviewed.
CO-REQULSITE: This course must be taken concurrently with NURS 636 for all students in the GNP
pmgram and follows the content areas presented in that course.
PRE-REQUI.STTES: NURS 634
COURSE OBJECTIVES:
1.
2.

3.
4.
S.

Relate the pathophysiologic alterarions to the rarionale for utilization of speck pharmacologic
agents in the- management of common health problems in older adults.
Describe the characteristics of selected pharmacologic agents which include: therapeutic
effects, adverse reactions, drug interactions, toxic effects, contraindications, dosages and
dosage forms, and clinically relevant pharmacokineric considerations which may affect nursing
gaze.
Identify factors important in the selection, initiation, maintenance or discontinuation of
appropriate, safe and effective pharmacologic agents.
Describe the impact of the legal system on the administration of pharmacologic agents by
advanced pracrice nurses.
tJrilize clinical data from a patient case to discuss the impact of pharmacoYogic agents on
course of illness and nursimg intervenrions.

COURSE REQUIREMENT:
1.
2.
3.

Preparation for class and case study discussions by reading assigned chapters/articles.
Students will be given cases weekly to discuss on the scheduled topics.
Utilization of pharmacotherapy knowledge gained from undergraduate phazmacology courses
and years of administrarion of drugs.
Attendance is mandatory for all discussions. If a session is missed, a 5 page double spaced
typed summary of the cases will be submitted.

c:~baa\gnc~rn-syUa.s96
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EVALUATION:
1.
2.

3.
4.

Class participarion related to the topics and case studies used weekly to present the scheduled
topics.
30%
Drug information question. Each student will be given a drug infornnation question to
reseazch and present to the- class (fifteen minutes with 5 minutes of quesrions/answers). A 3-S
page double spaced typed summary of the quesrion with a literature search and references is
25%
included. Presentation and summary are averaged together.
Journal article review. Each student will be given a jouznal article to review and present to
15%
the class (15"). Evaluation by instructors and peers.
~
30%
Examination. Case assessment.

RECOMMENDED TEXTBOOKS:
DiPiro, J.T., Talbert, T.L., Hayes, P.E., Yee, G.C., Matzke, G.R., Posey, L.M. (1993).
Pharmacotherap~ A nathophvsioloQical approach,(2nd Ed). Norwalk: Appleton &Lange.
Semla, T.P., Beizcr, J.L. &Higbee, M.D. (1993). Geriatric dosage handbook. Cleveland: LeaciComp.
Tentative Class Schedule
Week 1
Week 2
Week 3
Week 4
Week S
Week 6
Week 7
Week 8
Week 9
Week 10
Week 11
Week 12
Week 13
Week 14
Week 15

Course Overview. Compliance, pharmacokinetic, and pharmacodynamic changes is
the elderly.
Prescription Writing, Legal Issues, Drug Use in different settings
Respiratory — bronchodilators, inhalers, antiTB agents, antihistamines, decongestants,
expectorants
Cardiac — antihypertensives, diuretics
Cardiac — antiazrhythmic, cardiac glycosides, anticoagulants, coronary vasodilators
GI — antacids, histamine antagonists, laxatives, antispasmodics, antidiarrheals
Endocrine — insulin, hypoglycemic agents, thyroid
Hem 8t Neuro — iron, folate, B12; anticonvulsants, anti-parkinsonism agents; glaucoma
agents
Miscellaneous - Renal, genitourinary
Analgesics — paiu management, anri-inflammatory agents, narcotics, muscle relaxants
Antibiorics, Immunizations
Hormones — estrogen replacement, testosterone, steroids
Psychoacrive drugs — Antidepressants, antianxiety, hypnotics, sedatives
Psychoactive da~ags (cant.)
Final Examinarion

c:~banlgrx~rn-sylla.s96
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MANAGING MEDICATIONS IN THE ELDERLY
Becky A. Nagle, PharmD, BCPS
Assistant Professor, Department of Pharmacy Practice &Science
University of Maryland School of Pharmacy
Clinical Pharmacist, Geriatric Evaluation &Management Unit anal Geriatric Clinic, Baltimore VA
Senior Fellow, Center for the Study of Pharmacy & Therapeurics for -the Elderly
I. Introduction
NATIONAL DEMOGRAPffiCS ON AGING
Citizens over 65 years old 1985 - 11.9% population
2030 - 21.1& population
65 - 74
75 - 84
over 85

16.7 million young old
8.6 million old
2.'7 million eldest old

DRUG USE IN THE ELDERLY
*
*
*
*

31% of all drugs are prescribed for the elderly
On the average, the elderly receive 1.5 prescriptions per office visit
Elderly hospital patients receive about 10 prescriptions per stay
In cursing homes, one third of the residents receive 8-16 drugs daily

No. Meds

9c ADR

51 -60

13.6

0-5

4

61 -?0

14.3

6 -10

10

71 -80

18.3

11 -15

28

24.0

16 20

54

80

-

Incidence A.DR

>

Age (yrs)
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Illness-Medication Spiral
ILLNESS

MEDICATION

DRUG INTERACTION

Outcome Assessment Principles of Drug Therapy
*
*
*
*

Appropriateness
Effecdven(ess
Safety
Cost

Factors that Influence Outcomes of Drug Therapy
* Drug
Compliance
Pharmacokinetics
Pharmacodynamics
* Patient
Aging organ systems
Cardiovascular, Renal, Pulmonary, CNS, Endocrine, GI
- Gomorbidity &Common Medical Problems in the Elderly
~iTN, CHF, Angina, Renal Insufficiency, Diabetes, Cancer, Arthritis, COPD, BPH,
Dementia, Delirium, Depression, Falls, Constipation, Incontinence, Lethargy,
Insomnia, Malnutrition, Dehydration, Pressure Ulcers
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* Prescriber
- Diagnostic accuracy
Treatment versus no treatment decision
- Selection of drug
- Drug interaction consideration
- Appropriate dosing regimen
II.Selected Organ Systems Affected by Aging
General Considerations of Physiologic vs. Pathologic Aging
Heterogeneous population
Intrinsic changes can occur with or without functional impairment
Often difficult to distinguish between normal vs pathologic aging
Age-related changes usually more significant under physiologic stresses
Cardiovascular
Decreased bazoreceptor sensitivity
Increased left ventricular wall thickness
Decreased plasma resin
Decreased heart rate response to exercise
Decreased cardiac output
Respiratory
Decreased alveolar surface area
Decreased respiratory muscle strength
Decreased chest wall compliance
Loss of elastic recoil

Loss of glomeruli
Decreased creatinine clearance (variable)
Decreased resat blood flow
Decreased tubular function
Decreased concentrating ability
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Hepatic
Decreased liver weight
Decreased hepatic blood flow
Decreased albumin
Gastrointestinal
Loss of teeth
Decreased salivation
Delays in esophageal transit time
Flattening of the gastric mucosa
Increased diverticulum formarion
Decreased active transport
Endocrine
' Thyroid atrophy
Decreased estrogen
Decreased glucose-stimulated insulin release
Central Nervous System
Decreased cognitive skills
Increased reaction time to positive or negative srimuli
Decreased brain size and weight
Increased neurofibrillary tangles &neuritic plaques
Sensory
Decreased visual acuity, accommodation, visual fields, color &light sensitivity
Decreased auditory acuity
Decreased taste (sweet, sour, bitter, but NOT salty)
Decreased sense of touch
Decreased thirst response
Body Composition
Increased adipose tissue
Decreased lean body weight
Decreased total body water and plasma volume
Decreased thickness of the skin
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III.

Factors that Influence Drug Therapy

COMPLIANCE
Noncompliance - Alteration in the administration or drug delivery of a prescribed therapy which
may impair the likelihood success with the therapy
Issues.in Compliance
Correct drug, dose, route of administration, frequency, indication, and duration of use.
Barriers to Compliance
Disease Factors
'*diagnosis
* severity
* symptomatology
* degree of disabilir~
* duration of illness
* clinical response
Characteristics of therapy
* duration of treatment
* rnimber of prescriptions
* frequency of dosing
* q.DRs
* costs
* difficult dosage forms
Patient factors
* age
* satisfaction with provider
* education
* income
* socioeconomic status
* failure to understand importance of drug therapy
* failure to understand instructions concerning drug therapy
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* concurrent self administration of Rx or OTC meds, or alcohol
* lack of social supervision
* feeling toa ill or too tired to take medication
*physical disabilities (impaired vision or hearing, arthritis)
Clinical Consequence of Noncompliance
Treatment failure
Additional medicine
Adverse Drug Reactions
Drug interactions
Economic consequences
Accumulation of medication
PHAR112ACOKINETICS
Movement of drugs in the body
Includes absorption, distribution, metabolism, and excretion.
Age-Related Changes That Can Affect Absorption
Delayed gastric emptying
Decreased intestinal blood flow
Decreased active transport mechanisms
Age-Related Changes T'bat Can Affect Distribution
Increased adipose tissue
Decreased total body water
Decreased lean body weight
Decreased serum albumin
Adjusting for hypoalbuminemia with phenytoin therapy:
Cadj = fCmeas)(4.4)
albumin

Cadj = Adjusted Serum Concentration
Cmeas = Measured Serum Concentration

Example: You draw a senun dilantin level on Mrs. Smith. It comes back as 1S mcg/ml (therapeutic range
10-20). You also draw an albumin, which comes back as 2.2.
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Cadj = (15 mcg/ml)(,4.4) = 30 mcg/ml
2.2
Therefore, Mrs. Smith will react as through she has a total serum phenytoin concentration of 30 mcg/ml,
which is in the toxic range.
Age-Related Changes That Can Affect Metabolism
Decreased hepatic blood flow
Decreased liver size
Altered enzymatic processes
Age-Related Changes That Can Affect Excretion
Decreased kidney size and number of functional glomeruli
Decrease in ~lomerutar filtration rate
Decrease in renal blood flow
Decrease in tubular secretion
Monitoring Renal Function
Cockroft and Gault - Creatinine Clearance Estimation Equation
Creatinine is a byproduct of muscle breakdown. It is eliminated by the kidneys, therefore we can use the
serum creat~ne value as an estimation of how well the kidneys are working. We can calculate a
"creatinine clearance" which will enable us to compare a patient's renal function to others, as well as to a
"normal" creatinine clearance, thereby estimating what percentage of normal renal function the patient has.
(140 -Age)(wt in k~

(multiply.by 0.85
for women)
.Scr R 72
Cl ~= Creatinine Clearance (mg/mL), Age= Years Age, S~ =Serum Creatinine (mg/dL)
Cl cr =

Example:

Calculate the difference between a 20 year old and an 80 year old male with a serum

creatinine of 1.0 mg/dl (assume average weight of 72 kg)
Clcr = (140-80)f72ke) = 6~ mllmin for 80 year old man
(1.0)(72)
CLcr = (140 -20~(72k~, _ 120 mUmin for 20 year old man
(1.0)(72)
If these patients were women, we would need to multiply the CLcr by 0.85. In the example, the 80 YO
female's CLcr would be 51 mUmin and the 18 YO female's CL.cr would be 1Q2 mUmin.
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Calculating Effect of Reaal Function on Drug Clearance
Dettle Relationship:

CLt =total clearance of a drug, CLr -renal clearance of a drug,
CLnr = nonrenal clearance of a drug
CLt = (FR)(CLr) + CLnr
',
FR - fraction of normal renal clearance (assume 100 is normal, ie,
divide by lU0)
Eacample:
$0 year old male with history of peptic ulcer disease, physician prescribed cimetidine 30U m~',
qid. Labs: BUN 28 mg/dl, SCr 1.5 mg/dl. Cunetidine is 70% renally excreted.
CLt = CLr + CLnr

CLcr = 1140-8U1 (721 = 40 mUmin
(1.5)(72)
CLt = (FR)(CLr) + (CLnr)
CLt = (40/100*0.'n + (0.3)
CLt = 0.58
Therefore, this patient's clearance of cimetidine is 58 %normal. You have two options:
a)
Adjust Dase - 58% of 1200 mg = 696 mg/day. Administering 696 mg throughout.the day is not
practical try 300 or 400 mg twice daily (600-800 mg/day)
Adjust Interval - Increase the dosage interval by 58% from 6 hrs to 10 hrs. Again not practical tr}
b)
3U0 mg q 12 h.
P~AIt1VIACODYNAMICS
Drug action
Physiologic response of target organ or receptor
Potential Causes of Altered Pharmacodynamics
Possible increased or decreased receptor sensitivity
Possible decrease in cellular viability
Possible decrease in homeostatic mechanisms
Selected Pharmacodynamic Alterations in the Elderly
Increased CNS depression with benzodiazepines
Increased warfarin effect
Decreased sensitivity of ~i-adrenergic stimulation and blockade
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ADVERSE DRUG REACTIONS and DRUG INTERACTIONS
Adverse drub reaction -any response that is noxious and unintended and that occurs at doses normally
used in man for prophylaxis, diagnosis or therapy.
Qther adverse events - adrug-related adverse patient event due to reasons other than those listed
specifically, including intentional overdose, drug abuse,. drug interaction, or experimental therapy.
~

Agonistic Drug-Drug Interactions - (similar mechanisms of actions or ADRs, effects are enhanced)

Drugs)

Action
Orthostatic Hypotension

antihypertensives, diuretics, antidepressants, antipsychotics

Negative isotropy

beta blockers, verapamil, disopyramide, procainamide, quinidine

Andcholinergic effects

antidepressants, antihistamines, phenothiazines, disopyramide

Sedation

beta blockers, benzodiazepines, antihistamines, phenothiazines,
antidepressants, alcohol, narcotics, muscle relaxants

GI llistress
,~

NSAIDs, salicylates, corticosteroids, potassium,. alcohol, estrogens

Antagonistic Drug-Drug Interactions -(Drug that possess opposing actions or ADRs)

Physiologic
State/Response

Drug that Increases
State/Response

Drug that Decreases
State/Respanse

Central dopamine

Levodopa (Sinemet)

Haloperidol (Haldol)

Myocardial contractility

Digoxin (Lanoxin)

Atenolol (Tenormin)

t~.iiway resistance

Propranolol (Inderal)

Albuterol (Proventil)

Serum triglycerides

Nadolol (Corgard)

Gemfibrozil (Lopid)

Peripheral circulation

Pentoxifylline (Trental)

Propranolol (Inderal)

Blood sugar

Phenylpropanolamine

Glyburide (DiaBeta)

Colonic motility

Bisacodyl (Dulcolax)

Verapamil (Cahn, Isoptin)
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Drug - Disease Interactions or Drug-Induced Diseases

Disease

Drugs Implicated

Urinary Incontinence

antidepressants, Parkinson agents, diuretics, sedatives

Constipation

anticholinergics, diuretics, calcium channel blockers, calcium and iron
supplements, cholestyramine, colestipol, cent~rrally-acting antihypertensives

Depression

benzodiazepines, beta blockers, methyldopa, clonidine, reserpine, levodopa,
digoxin

Delirium

diuretics, digoxin, cimetidine, benzodiazepines, NSAIDs

Falls

benzodiazepines, neuroleptics, diuretics, antihypertensives, nitrates

Selected Moderate to Severe Drug - Nutrient Interactions

Nutrient

Drug

Result

Phenytoin

'Itibe Feedings

Decreased drug conc.

Potassium, Potassium Sparing Diuretics,
ACE Inhibitors

Potassium Rich Food

Increased Fotassium

Oral hypoglycemics, Insulin

Alcohol

Altered glucose levels

Benzodiazepines, Narcotics, Antipsychotics,
Sedatives, Antihistamines, Antidepressants

Alcohol

Increased sedation

MAO inhibitors

Tyramine Containing Food

Increased BP or agitation

~••

NOVEL DRUG DELIVERY SYSTEMS
* Sustained Release dosage form terminology
SR, XL, LA, DUR, CR, Factentab,
* Factended Release Dosage Forms - Advantages
reduction in drug blood level fluctuations
reduction in dosing frequency
- enhanced patient convenience and compliance
steady decline in dosing
- reduction in adverse side effects
- reduction in health care costs
- use less total drug
'~ ES~tended Release Dosage Forms - Disadvantages
- cost
- dose dumping
- reduced potential for dosage adjustment
- decreased oral drug absorption
- device failure may enhance toxicity
- difficulty in reversing adverse effects
* TSransdermal Drug Delivery - Advantages
prevents peaks and valleys
- convenience
- less total drug administration
- noninvasive
- increased compliance
* ~'ransdermal Drug DeliveY°y - Disadvantages
- not all drugs are suitable
- absorption
- dermatologic adverse effects
- cannot rapidly reverse effects

Indication

Application Site

~quency
of change

lyrade
Name

Active
Ingmedient

NitroDur II

Nitroglycerin

Angina

Trunk and upper
extremity

daily

nitrate tolerance use
nitrate free period

Catapres
TTS

Clonidine

Hypertension

Tnuik and upper
extremity

7 days

rash

Trans-dean
~P

Scopolazninc

Motion sickness

Post auricular

3 days

dry mouth

Estra-derni

Estradiol

Postmenopausal
symptoms

Tnuik, avoid breasts

3.5 days

rash

Duragesic

Fentanyl

Pain

Upper torso

3 days

opiate adverse effect

Habitrol

Nicotine

Smoking
cessation

Tnuilc or upper azm

Daily

erythema, insomnia
GI upset

Msjor Concern

COUNSELING ~'A1'IENTS ABOUT ALTERNATE DRUG DELIVERY SYSTEMS
How to Use Eye Drops Properly*
1. 'Wash your hands thoroughly with soap and water.
2. Check the dropper tip to make sure that it is not chipped or cracked.
3. Avoid touching the dropper tip against your eye ar anything else -eye drops must be kept clean.
4. While tilting your head back, pull down the lower lid eye with your index finger to form a pocket.
5. Hold the dropper (tip down) with the other hand, as close to the eye as possible without touching it
6. Brace the remaining fingers of that hand agausst your face.
7. Gently squeeze the dropper so that one drop falls into the pocket made by the lower eyelid.
8. Close your eye gently and avoid blinking. Wipe any excess liquid from your face with. a tissue.
9. Replace and tighten the cap right away. Do not wipe or rinse the dropper tip.
10. Wash your hands to remove any medication.
*** If using more than one drop or more than one medication wait at least 2-5 minutes between drops.
Steps for Using Metered-Dose Inhalers Properly 1. Remove the cap and hold inhaler upright.
2. Shake the inhaler 30-(0 seconds
3. Tilt your head back slightly and breathe out completely.
4. Position the inhaler in a in mouth with lips closed tightly around the inhaler.
5. Press down on inhaler to release medication as your start to breathe in slowly.
6. Breathe in slowly and deeply till breath is complete (3-5 seconds).
7. Hold breath for 10 seconds to allow medication to work deep in the lungs.
8. Repeat puffs as directed. Waiting at least 1 minute between puffs to permit the second puff to
penetrate the lungs better.

E'

is

may

*** open mouth technique, placing the inhaler 1=2 inches away from an open mouth is sometimes used to
be difficult in elderly patients with physical or
prevent deposits in the back of the throat but
visual impairments, using a spacer, or placing the inhaler in the mount).
*** spacers and breath activated inhalers aze available when patients have trouble with hand - breath
coordination
*** patients receiving corticosteroids should use spacers and/or gazgle after inhaler use to prevent
candidiasis
Steps for checlang how much medication is in the canister:
1. If the canister is new, it is full.
2. If the canister has been used repeatedly, it might be empty. Check product label to see how many
inhalations should be in each canister. To check how much medication left, put the canzster (not
the mouth piece) in a cup of water.
3. If the canister sinks to the bottom, it is full. and if it floats sideways on the surface, it is empty.
Evaluating the Medication Regimen
* Is the drug necessary?
* What is the therapeutic end point of therapy?
* Is the drug correct?
* Is the dosage correct?
* What drug interactions may occur?
* Is the drug correctly labeled and packaged?
* Who is responsible for drug administration?
* Is the older person compliant?
* Can any medication be discontinued?
Counseling Patients About Their Medications
What is the name of the drug product and what is it supposed to do?
-When and how do I take it?
-How long should I take it?
-Does this drug product contain anything that can cause an allergic reaction?
-Should I avoid alcohol, any other drugs, foods and/or activities?
-What are the side effects of this drug product?
-What if I miss a dose?
-Is there a generic version of the drug product my physician has prescribed?
-Are there any special storage requirements for my medicine?

~OaI1~11@tC ~Cd1~0Y3 ~1StOly

Demographic/
Basic
Information

Name
Age
Diagnosis
Allergy History

Social History
Other

Caffeine
Smoking
Alcohol
Herbal tea use
Home remedy use
Tube feedings
TPN

ostomy
Pregnant
Breast feeding
Difficulty
swallowing
Financial re-sources
Pharmacy
Prescription
Drugs

C:1ban\grxlrn-ovcrv.not

Drug
Dose
Frequency
Route of
administration
Start date
Stop date
Reason for d/c
Prescribing
physician

January 31, 1996

Nonprescription
Medications

Antacids
Antidiarrheals
Laxatives
Hemorrhoidal prod.
Emetic/anti-emetic
Coughicold prod.
Analgesics
Vitlmin/iron
Sleep aids/sedatives
Ophthalmic/ otic
Topical preps
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FACIILTY:
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COIIRSE DESCRIPTION:
~`

This is the final in a series- of three clinical courses
designed to teach the student to develop his/her ability to assess,
diagnosis and treat the older adult in a variety of settings. The
focus is on more independent diagnosis and management of patients
with complex or multiple problems. This course consists of parallel
clinical experience and seminar sessions which are designed to
assist the student in integrating and synthesizing previously
learned concepts in care of the older adult in acute care, long
term care, and ambulatory care settings. A case study approach is
utilized to help students improve assessment, differential
diagnoses skills, diagnostic work-up skills, and development of
appropriate therapeutic interventions.
PREREQIIiSITEB:

NUBS 636 and NUBS 637 Geriatric Pharmacotherapy.

COURSE OHJECTIDEB:
1.

Describe the differential diagnosis and management (including
nursing strategies and referral techniques) for selected
complex health problems of older adults in a variety of health

care settings.

2.

a.

Utilize current literature to support rationale for
diagnosis and interventions suggested.

b.

Identify differences in disease presentation in older
adults when compared to expected presentation of the same
disease in younger adults.

c.

Identify differences in the older adults response to the
evaluation process and interventions for specific health
problems.

d.

Identify differences in the evaluation and treatment of
specific health problems of the older adult, in different
health care settings.

Provide health care to older adults with a variety of complex
health problems in different types of health care settings.

3.

Perform a comprehensive assessment utilizing knowledge of
physiology, principles of problem-oriented data collection,
advanced communication and history-taking skills, concepts of
observation,
techniques
of
inspection,
epidemiology,.
palpation, percussion, auscultation, and pertinent laboratory
and radiological findings.

4.

Analyze the data collected to establish
appropriate therapeutic interventions.

5.

Communicate the plans of care to the patient, family, and
other health care providers as appropriate.

6.

Implement and evaluate the designed plans of care focusing on
clinical outcome criteria and cost effectiveness.

7.

Develop and maintain a therapeutic relationship
patient and family as appropriate.

8.

Provide direction, guidance and counseling to the patient,
family, and other health care providers, in the prevention of
recurrence/exacerbation of complex health problems.

9.

Practice within the legal constraints of the health care
delivery system and demonstrate appropriate use of prescribing
privileges in a variety of health care settings.

10.

Demonstrate ability to confer with health care team members,
and appropriately refer patients for further evaluation when
necessary.

diagnoses

and

with the

OVERVIEW OF COURSE REOIIIREMENT3:

will

The clinical component is designed to assist the student in
Through a
analyzing multiple variables in health and disease.
problem-solving approach, the student will determine an appropriate
plan of care for the older adult in a variety of health care
settings. The student will be expected to participate as part of
an interdisciplinary team and utilize appropriate resources in the
assessment, diagnosis and intervention for the complex health
problems recognized in the client.
The student
also be
expected to assume an increased responsibility for the quality of
the health care rendered, and to participate in peer review and
audit.
In a seminar each week, faculty and students will present a
case study which focuses on a particular presenting problem in the
older adult.
Students will have an opportunity to discuss the
work-up of the patient utilizing physical. assessment skills,
laboratory and radiology evaluation, diagnosis based on findings
and appropriate interventions.
The case and management of the

older adult patient will be considered if evaluated in different
settings, i.e. an ambulatory setting, long-term care setting and
the acute setting. Additionally, students will need to determine
when it is necessary to refer patients to a different level of care
These decisions will be
for further evaluation and treatment.
The
based on cost effectiveness, patient safety and comfort.
clinical
decisions
student is expected to support the rationale for
and interventions using appropriate sources. It is expected that
the student will integrate the use of theory and research in the
development of the plan of care.
COtTRBE REOIIIREMENTB:
1.

Clinical practice nine hours per week. This shall be done in
at least two sessions per week (total of 135 hours). A one
page weekly write-up including the presenting problem of each
client seen, the assessment, diagnosis, intervention and
evaluation is required.

2.

Attendance at all seminars.

3.

Class participation with evidence of high level preparation.

4.

Clinical conferences with nursing faculty.

5.

Development and oral presentation of a case study including
history, physical findings, diagnostic_ tests, assessment,
intervention and evaluation. Ethical/legal issues and cost
effectiveness must also be included. Assessment, diagnosis
and interventions must be supported by current literature and
research findings.

6.

Written review (5 pages double spaced, APA style) of a
different (from the topic chosen for oral presentation)
complex presenting problem in the older adult including:
appropriate assessment focusing on important history and
physical, laboratory and radiological findings, differential
diagnosis and treatment, and expected outcomes and prevention.
Cost, legal, ethical and controversial issues are to be
included.

7.

Annotated bibliography to include two reference articles each
week related ~o the selected clinical problem to be discussed
in that week°s seminar.

8.

Site visit and evaluation by faculty. The clinical evaluation
tool is the same one used in the previous clinical course with
more weight given to the problem assessment and plan of care
sections.

EVALIIATION:
(50$)
Theory
Case Presentation
Written paper on a selected complex health

150
25$

problem in the older adult.
Seminar participation/weekly case reports
Annotated Bibliography

5~
5~

Clinical Practice (50~)
Evaluation by physician and/or nurse practitioner
preceptor at the end of the semester.
Evaluation by faculty members during site visits
(emphasis on records, assessment and intervention
skills, and relations with patients and other
health team members) and clinical conferences.

25~
25$

TEXTBOOKS•

Required:
Ouslander, J., Osterweil, D., & Morley, J. (1991). Medical
care in the nursing home. New York: McGraw Hill, Inc.
Rossman, I. (1986). Clinical geriatrics. Philadelphia:

J.B.

Lippincott.
Gallo, J., Reichel, W., & Andersen, L. (1988).
geriatric assessment. Aspen Publishers, Inc.
Miller, C. (1990). Nursing care of older adults:
practice.
Scott, Foresman and Company.

Handbook of
Theory and

Topical Class Schedule
Week 1

Fever of Unknown Origin
Evaluation of the older adult who presents with a fever.

Week 2

Weight loss,[Anorexia
Evaluation of the older adult who presents with weight
loss, and/or anorexia.

Week 3

SOB/Coucxh
Evaluation of the older adult who presents with either
acute and chronic shortness of breath, or cough.

Week 4

Di2zineGs/Fatigue
Evaluation of the older
dizziness or fatigue.

adult

who

presents

with

Week 5

incontinence
Evaluation of the patient who presents with either bowel
or bladder incontinence.

Week 6

Skin/Wound Management
Evaluation of skin" lesions and wounds in the older adult.

Week 7

Impaired fluid Balance
Evaluation of the patient who presents with either
dehydration or evidence of fluid overload.

Week 8

Sictns~Symptoms of Abuse
.Identification of the signs and symptoms of physical or
emotional abuse in the older adult.

Week 9

Falls~Altered Functional Ability/,,Weakness
Evaluation of the older adult who presents after a fall,
or with a history of frequent falls, and/or with changes
in functional ability or weakness.

Week 10

Tremor
Evaluation of the older adult with a tremor.

Week it

Changes in Sleep Behavior
insomnia
or
Evaluation of the older adult with
hypersomnia, with a special focus on differentiating what
is normal and abnormal, and identifying those patients at
risk for sleep apnea.

Week 12

Abdominal Pain
Evaluation of the older adult with abdominal pain.

Week 13

The Surgical Experience
Evaluation of the older adult for preoperative clearance
for surgery, and post operative care.

Week 14

Constipationjdiarrhea
Evaluation of the older
diarrhea

Week 15

adult

with

constipation

Chest pain
Evaluation of the older adult with chest pain

or

UNIVERSITY OF MARYLAND
SCHOOL OF NURSING
CASE PRESENTATION
A different clinical case study consisting of the subjective and
objective data on an assigned subject will be given to each student.
Students will complete and discuss Assessment and Plan- portions of
the case.
The responsible student will then lead a discussion
related to the assessment and plan. A relevant bibliography and/or
The following considerations
articles should also be provided.
should be kept in mind:
1.

Discussion should involve development of differential diagnoses
and appropriate and specific therapeutic measures.

2.

Focus upon a variety of medications which might be utilized in
treating the problem and why or why not specific medications are
indicated.

3.

Collect and/or develop relevant patient teaching materials.

4.

Presentation and discussion not to exceed 30 minutes.

GRADING CRITERIA:
• Differential diagnosis discussed
rationale for including/ruling out
diagnoses discussed
a specific diagnosis is identified

/4

• A specific detailed plan is formulated
in classroom discussion to include:
a. diagnostics to be ordered, rationale for each
b. treatments
medication
nonpharmacological
c. patient education
d. follow up

/2

t Student has patient education
material for this problem to share with class

/2

• Case presentation involved discussion from all.
members of the class
TOTAL

/10 points

/2
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CASE PRESENTATION

Read each case and prepare in a manner so that you can participate
in a dynamic discussion in class.
You are each assigned to oae case for the in-depth preparation to
lead the discussion. Remember to facilitate discussion about your
case when presenting it to the class.

~

1)

What specific additional history or physical exam data would
you like?

2)

How would you direct your colleagues to think about this
problem from a clinical reasoning perspective? IF you could
only ask four questions of the patient, what would be the.
highest yield questions that could be asked?

3)

For your case what are the appropriate differential diagnoses?
Why?

4)

WYiat is your assessment and plan? Include rationale for
everything.
Include appropriate diagnostic (or screening) tests for
ambulatory care patients, the approximate cost of these tests,
your treatment, medications (include costs), patient education
and follow-up. If weds are part of your plan discuss the pros
and cons of the choices under consideration.

5)

Don't forget your Bib and appropriate Pt ed materials. (If
your case presents with several potential problems, just pick
one for which you develop or obtain patient ed materials.)

Note: Your best approach would be: "if this is positive then----~~
"With a past history of ----- then I'd be certain to----",

etc.

4

CASE A
HPI: H.K. is a 60 year old WSepM who presents c/o "numbness'. He
has noticed for the past year a gradual numbness, tingling and pain
of soles of both feet which has progressed up the lateral aspect oP
right leg to the knee and the dorsal surface of the right foot to
just above the ankle.
P.E.: Neuro exam; Alert and oriented. CNs grossly intact. Markedly
decreased pain, position, and vibration sense in both feet. Wide
based gait and he watches where he places his feet. Able to walk on
heels with difficulty, cannot walk vn toes. Romberg positive with
eyes closed - much swaying. DTRs absent at patellar and achilles.
Right calf one inch smaller than left.
CASE

B

HPI: H.L. is a 73 year old DWM who presents to clinic complaining
of "I've been having trouble breathing". It has been occurring for
two years but has been "getting worse this week". Has had Sob and
fatigue walking up a small incline. Uses two pillows now at night.
Awakens occasionally SOB and has early AM cough productive of 2'3
tsp of thick yellow "cold". No fever, chills or night sweats.
Denies HBP. Past history: hospitalized for TB in 1970 and
discharged on medicines but doesn't remember what. Had R.F. age 11.
R = 26
P.E.: T= 96 oral; BP 140/62 right arm sitting; P= 80;
Very thin appearance; Neck: no nodes, thyroid not palpable;
Chest: Kyphosis of thoracic spine, pectus excavatum, inc. A-P
diameter, no tenderness, fremitus present and symmetrical,
diaphragmatic excursions left 1 cm and right 2 cm., breath sounds
distant with some wheezing. Heart: Apical impulse visible 6th ICS
llcm left of MSL; Sl and S2 diminished, no gallop; Abd: tympanic,
liver edge palpated 4cm below RCM.
CASE

C

HPI:
H. M. is a 75 year old BM with a three month history of
gradual weight loss amounting to about i2 pounds. He describes
having a cold with a dry cough about 6 weeks ago associated with
generalized malaise, muscle aches and pains. Intermittent fever to
202 associated with chills. Intermittent morning cough persists.
There has been no change in appetite although mild nausea with
intermittent dull RUQ pain has occurred occasionally with meals.
Smokes 1/2 ppd x 5 years after cutting. dawn on his 2 1/2 to 3ppd
use since in the army (WW2).
PE: BP 120/60, P = 102, T = 99 orally, Ht: 5'3" Wt: 170
HEENT: carious teeth throughout with several missing, tongue well
papillated; Neck: several 1 cm non tender mobile nodes present
anterior and posteriorly in cervical region. Chest:- distant breath
sounds with occasional apical tales on right without dullness, inc,
in A-P diameter, decrease in fremitus throughout. Abd: mild
tenderness in RUQ with liver span of 12cm. No masses or other
tenderness. Nodes: 2-3 0.5-lcm inguinal Hades bilaterally.
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CASE

0

HPI: C.J. is a 5S year old obese HF who appears in distress and
is complaining of pain and swelling in ankle. States she has been
having attacks of arthritis for the last 4-5 years. These have
gradually become worse. Her present attack is the most severe of
all. When attacks first started they involved only the left ankle
but eventually the right ankle, both knees and then the left elbow
were involved.
The most recent attack started four days ago in
left ankle. She can usually tell when the attacks are coming on
because she feels "bad" for a coup~.e of days ahead of time. The
left ankle became painful and swollen so that she had to hop on her
right foot to get around. She went to see her doctor who gave her
a "large capsule with aspirin in it". Her HBP medicine was also.
changed. The capsule did not help and by the next morning her right
ankle began to hurt. This mcrning her left elbow hurts when she
moves it. She was well until 5 years ago when she was found to
have HBP. She has been on treatment since and now takes a pill
three times a day but does nat know the name of it. She drives a

taxi.
PE: BP: 22Q/150 T = 99.2 P = 84 R = 24 Ht: 5'7" WT: 245 lb
EENT: Some arteriolar narrowing; Neck: no venous distention; Chest:
symmetrical; Heart: Apical impulse 5th ICS 2cm left of MCL. No
160/105. Ext: Left ankle swollen
murmurs.
BP using obese cuff
around joint, warm to touch and tender; motion causes pain
throughout range, Right an::Ie sligrt swellin5 ar.3 war::.th. Left
elbow same. Both painful on motion.

CASE

E

HPI:
Q.T. is a 60 year old WMF who presents with "epigastric
burning with reflux". She is taking HCTZ 50 mg BID for recently
detected HBP.
Had radiation therapy 7 years ago for Cancer of
cervix with no apparent recur=ence. Has no appetite, has formed BM
daily. Denies ETON or coffee intake for past several weeks since it
Has felt
made the pain worse. Smokes ippd since a teenager.
to
tried
give
blood
She
had
shake.
jittery and jumpy and her hands
because
a
she
had
rejected
week~and
~ta~s
at the annual drive last
nurse.
Figb of 8. She is a
PE: Is a nervous appearing, thin lady. Ht: 5'6" wt: 115 lb.
BP: 134/108 sitting and star~,ding~ P=128 and regular; Heart: Apical
impulse 11 cm Z MSL, ~ nb'~~heave or gallops. No pulse change .with
rest, i,nc=eased slightly with exercise. Fine tremor present when
hands extended. DTRs 3+ throughout.
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CASE

F

S:

R.D. is 65 year old black- male present_ng to the clinic for the fizst
time with complains of fatigue and generalized weakness for the last 3
weeks. "I just don't have the energy to get thzough the .day without a
nap". Sleeps 7 hrs./night with a nap during the day. Up 2-3 times a
night to urinate. Denies dysuria, hesitancy, incontinence, or dribbling.
Appetite poor, mild nausea, but denies vomiting, diarrhea, ar abdominal
pain. Weight. stable. Fias swelling around his ankles and feet for the
past week. History of high blood pressure but has nat taken any blood
pressure medication for several years because he "felt fine^ and the
medication was too expensive. Denies chest pain, SOB, PND. Currently
taking ibuprofen 400mg TID for arthritic pain in his fingers.
Living with his daughter's family for the past 3 months. 8is wife of 45
years died last year. He was unable to keep up the house since his wife
died.

O:

T: 98.4 F; P:82; R: 18. Hgt: 5'8" Wgt: 214 lbs.
BP L sit -160/100; R sit- 162/104; L standing- 158/100
Urine dipstick- protein 3+ blood- trace non-hemolized blood
Microscopic- RBC 3-5 per FiPF, WBC 0-1 per HPF, granular casts noted in od
power field
Gen: Pt is an obese black male looking his stated age, alert and
cooperative. Gait slow but steady.
Skin: Skin dry.
Fundi:Discs flat with sharp margins; A:V 2:5, no nicking, crossing; no
hemorrhage or exudate on retina.
Resp: Vesicular breaths sounds throughout
CV:
Unable to palpate PMI, Sl>S2 at the apex, S2>S1 at the base. An S4
may be present at the apex. Regular rate and rhythm. Na murmur
detected.
Peripheral vascular: 2+ pitting edema of the feet and ankles. Pulses
strong
and
symmetrical
bilaterally
for
upper
and
lower
extremities.
Abd: Rounded, BS present 4 quadrants, no abdominal or renal bruits;
unable to palpate kidney, spleen, or liver. No CVAT. RectalNormal sphincter tone, prostate is soft, without masses.
Musc: Heberden's nodes at DIP joints of both hands: good mobility of
hands, but tenderness when making a fist; no redness or heat
noted.
Neuro:CNII-XII intact. DTR's 2+ bilaterally. Sensory intact, vibration
intact.

CASE

G

S:

A 75 year old, Caucasian widow presents with a 2 month history of dull,
intermittent, LUQ pain that radiates to her back. She has 1 episode of
vomiting and diarzhea on the day the pain began. She has lost 7 pounds
in 2 months, complains of fatigue, loss of appetite, and night sweats.
Denies nausea, constipation, taelena, bright red blood in her staals,
hematuria, dysuria, except Eor occasional incontinence at night and no
further vomiting or diarrhea. History of h.iatal hernia which she takes
Zantac 150mg Po BID. Hysterectomy in 1947 for fibroids. Does not smoke
or drink alcohol.

O:

5'2" tall, 135 lbe, temp 97.4, BP 110/60, P 80 irregular, Resp. 18.
Physical examination reveals left epigagtrium tenderness with light
guarding, no rebound. Liver, kidney, and spleen not palpable. Abdomen
flat with no masses palpable, positive bowel sounds. Stool negative for
occult blood. Breasts without masses, tenderness, or nipple discharge.
is 3x2
Three lymph nodes palpable in the right axilla, largest of which
one
and
pa~~
cm,
2x2
above
it
just
node
cm in size. There is another
in
t3~ei,e~
to that approximately 2x2 cm. She also has a node 1x1/2 cm
axilla.

CASE

H

w'
5:

I have had an
67 year old retired widow presents to clinic with cc
opening on my ankle Eor 3 weeks and it is not getting any better".
States she hit anterior surface of right lower leg on grandchild•s toy
truck. Initially cleaned wound with hydrogen peroxide. Presently keeping
area clean with Ivory soap and warm water and covering with a dressing.
IIlcer hurts somewhat. Has had 30 year history of varicose veins and
swelling of both legs at end of day. Edema is relieved by elevating
legs. Has had one episode of leg cramps at night that was relieved by
walking. No history of diabetes or hypertension. Medication is OTC
multivitaat.ins 1 qd.

O:

5'6" tall, 205 lbs. T. 98.8 P. 78 R. 14. Bp 138/86
Bilateral 2+ pitting edema with patchy brown pigmentation 2 cm above
An ir4egularly shaped 2cm by 3cm superficial
left medial malleolus.
ulcer with minimal exudate on right tibial surface 17cm below patella.
Varicosity of left short saphenous vein in popliteal space. Peripheral
pulses +2 and equal bilaterally.

CASE

I

S:

A 65 y.o. female presents to the clinic with pain in both knees. The
patient gives a 5 year history of painful knees, but it has recently
been difficult for the patient to walk a~ the knees are painful with
weight bearing and the right knee frequently "gives away". The paa.n is
worse late in the day and is exaggerated by rainy weather. The knees
have been swollen but not red or warm. The patient has aspirin but it
There is no other history of joint involvement
afforded no relief.
except in the hands. The hands weze painful about 10 years ago but the
pain subsided after approximately 1 year, and the patient was left with
deformed unattractive fingers. She denies other illnesses except for
high blood pressure and she gives no history of fever, weight loss or
fatigue.

O:

BP 160/100 P
The patient
ambulating.
General P.E.
Extremities-

_...._ . _.

CASE

72 T 986
is an obese female

who uses

a cane

and

has

difficulty

is noncontributory.
Hands: bony enlargement at DIP and PIP joints
Knees: bilaterally enlarged, effusion present on righo The
The
sight knee appears"bowed" and is restricted to 60
restricted
to
is
flexion
but
left knee can extend fully
90°.

J

S:

M.B. is a 60 year old accountant with complaint of tiredness and feeling
out of breath after painting a room in his house over the weekend. This is
first episode of tiredness and DOE. Denies PND, chest pain, angina,
syncope, or edema of ankles/feet. Bas a 15 year history of hypertension
that has been well controlled with Propranolol (Inderal) 20 mg bid and no
additional salting of food. Has been diagnosed with enlarged prostate and
scheduled for TURF Novezaber lst. Family history significant for mother
dying from CHF at 65 years of age.

O:

BP 142/90

P 72

R 12

NAD
Lungs: clear to P & A

Heart: Thrill felt in 2nd LICS. RRR grade 3 systolic ejection murmur
heard best 2nd RICS with radiation to apex. Murmur accentuated by
squatting and decreases with standing. S4 present.
Remainder of exam WNL.

95
CASE

K

S:

64 y.o. black female with a low grade fever for one month,
back pain, left upper abdominal tenderness and epigastric
pain, decreased appetite, and a recent 20 pound weight loss.
States she has had the back pain in her mid back far several.
months and has been .treating it with Motrin, but it isn't
helping. The pain has increased, and her skin has begun to
itch. Denies any nausea, vomiting, diarrhea, melena, trauma,
muscle weakness, or history of peptic ulcer, gallbladder
Patient has smoked
disease, or inflammatory bowel disease.
2 packs of cigarettes for 30 years, and enjoys a glass ar two
of wine with her dinner. Strong family history of diabetes.
mellitus.

O:

Weight 12Q lbs BP 140/80 R 20 P 75
T 99.6°
Height 5'6"
Thin black female, appears older than her stated age.
Eyes - scleral icterus
Lungs - clear A&P
Heart - RR no gallop or murmurs
Abdomen - Tenderness in L upper abdomen, healed scar RLQ,
slightly bloated, symmetrical, bowel sounds present in
all quadrants, no bruits, no CVA tenderness.
Back - full ROM, no tenderness or deformities

AUDIT
EVALUATE TOOL

• Strengths/Weaknesses
i.e. care of one,
relevance of process/outcome completed
completeness, time to complete
missing components
• Evaluate quality of care.
Based on the audit of the five charts,
what recommendations would you make to
improve the quality of care at this
facility.

/5

/5

• Limit to 1-2 pages. Make a copy for instructor
and student whose form was used.

TOTAL SCORE

/10

PATIENT EDUCATION FOLDER EVALUATION FORM
INCLUDES:
• Wide range of disorders

/1

• Materials written at a variety of educational levels

/1

• Free sources of information

/1

• Information developed by student

/1

~ Information on how to receive more
copies of brochures

/1

TOTAL

/5 points

Q~

NUBS. 734
GAP ROTATIONS TO LEVTNDALE

Bridging the GAP (geriatric assessment program). is an
interdisciplinary out patient program sponsored by Levindale Hebrew
Geriatric Center and Hospital in cooperation with Jewish Family
Services and the Sinai Hospital of Baltimore. It is located in
Sinai's out-patient clinic area and serves residents of Baltimore
City and County.
The GAP meets Wednesdays from noon (a luncheon discussion)
until 4-5P.M. The goal is to assess 3 clients per session and each
student will be precepted by corresponding discipline faculty. A
one hour interdisciplinary team meeting follows the day's
assessments in order to formulate a plan of care for each patient.
Students from all disciplines are involved in the presentation
of the GAP findings and recommendation to the family and patient
that the student has assessed.

DATE

PT. ID .
AGE
RACE/SEX

CHIEF COMPLAINT

DIAGNOSIS

PLAN: DX, MEDS, PT ED

CLINICAL LOG

HRS

CLINIC

TOTAL
HRS

~•

CLINICAL LOG SUMMARY

Student
Total Number of Patients:
Total number of hours:
Kinds of Patients (Diagnoses):

Comments

Services Provided:

t•

IINIVBRSITY OF l~RYL~iND
SCHOOL OF NURSING
DEP,~,RTl~NT OF ACUTE/L+ONG TSRZ~ CARL
CLINIC2iL DI1~,GNOSIS ~D l~NAGffi+Iffi~iT
8V2,LIIATION OF CLII~IIICaL PERFORI~?iNCE
The purpose of this evaluation is to provide both a numerical and
descriptive assessment of the student's ability to:
obtain an appropriate data base from the patient
formulate a complete problem list
establish an appropriate plan of management for.
complex adult health problems encountered in an
ambulatory setting.
evaluate the plan of care appropriately. The student
and
(4)
should know his/her own limitation as a health care
provider and also function as a patient advocate.
(1)
(2)
(3)

The student's performance for each of the categories listed below
should be rated using a score of:
x =
1 =
2 =

3 =
4 =

tot applicable
Foor - Incomplete. Generally has about half of relevant
data or less. Requires many cues or clues from the
preceptor for direction.
Fair - Usually obtains most (>65%) of the relevant data.
Some cues or clues from preceptor necessary to
provide direction.
Good - Usually has almost all (>80%) of the relevant
data. Requires few cues or clues from the preceptor.
Excellent - Usually thorough and complete performance in
this area with little or no prompting from the
preceptor.

Minimum performance, is expected to be at a "B" level by the end of
the semester.
SUMMARY OF EVALUATION
Date
Student's Name•
Preceptor's Name:
Comments:

Semester:

Final Eva1
Spring 1996
Clinical Site:

Overall, I would rate this student's performance as:
A A- B+ B B- C+ C CPreceptor's Signature:
No
Yes
Discussed with student:
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I.

II.

Historical/Subjective Data Collection
1.

Includes appropriate system review.

N

1

2

3

4

2.

Constructs logical CC/HPI.

N

1

2

3

4

3.

Includes a good picture of the
patient as a person.

N

1

2

3

4

4.

Comprehensively identifies and
acknowledges patient needs/problems
and determines with preceptor their
order of priority to the patient.

N

1

2

3

4

Physical Examination
1.

Uses proper technique.

N

1

2

3

4

2.

Has accurate findings.

N

1

2

3

4

3.

Paces the exam appropriately.

N

1

2

3

4

4.

Performs an exam relevant
to the patient's problems.

N

1

2

3

4

5.

Selects and orders pertinent
laboratory tests.

N

1

2

3

4

III. Assessment

IV.

1.

Differentiate normal from
abnormal findings.

N

1

2

3

4

2.

Determine with preceptor the clinical
significance of findings.

N

1

2

3

4

3.

Formulates one or more differential
diagnoses about the causes and
effects of problem/need.

N

1

2

3

4

Plan
1.

Develops plan s) of action
tailored to meet patient
needs/problems.

N

1

2

3

4

2.

Includes appropriate drug
therapy.

N

1

2

3

4

3.

Includes relevant follow-up
lab tests.

N

1

2

3

4
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4.

V.

Incorporates in plan when
indicated:
Teaching

N

1

2

3

4

Referral

N

1

2

3

4

Rational for plan

N

1

2

3

4

Patient self-care
management

N

1

2

3

4

Health promotion

N

1

2

3

4

Provision for follow
up care over time

N

1

2

3

4

1. Identifies outcomes of
intervention.

N

1

2

3

4

2. Identifies reasons for
patient's ability or
inability to implement
plan.

N

1

2

3

4

Evaluation
Appraises with patient the effectiveness
of the plan:

1.

Usually separate manifestations
are combined appropriately into
problems and in priority.

N

1

2

3

4

2.

Includes all problems.

N

1

2

3

4

3

4

Decision-making/problem solving
1. Is reluctant to make decisions.

1

z

VII.

Problem List

rr

VT.

2. Makes logical decisions.

N

1

2

3

4

3. Has sound rationale for decisions.

N

1

2

3

4

4. Is able to establish appropriate
priorities.

N

1

2

3

4

~o~
VIII. Record-keeping
1.

P.O.M.R. is used appropriately.

N

1

2

3

4

2.

The record is accurate, complete
and concise.

N

1

2

3

4

The notes are useful during

N

1

2

3

4

N

1

2

3

4

3.

return visits.
4.
IX.

X.

XI.

The record is written in a reasonable length of time.

Relationships with patients
1.

Interacts well with patients.

N

1

2

3

4

2.

Is a patient advocate.

N

1

2

3

4

3.

Provides support as needed
to patients and/or their
families.

N

1

2

3

4

4.

Interprets her role to patients.

N

1

2

3

4

Interacts with preceptor
1.

Presentation of patient is readily
coherent, organized, logical and
concise.

N

1

2

3

4

2.

Is interested in learning.

N

1

2

3

4

3.

Asks questions when uncertain.

N

1

2

3

4

4.

Asks preceptor to explain "the why's"
of preceptors decisions at appropriate
times.

N

1

2

3

4

5.

Identifies areas/topics to discuss or
study.

N

1

2

3

4

Role Development
1.

Independently identifies own
learning needs; plans with
preceptor ways of meeting them.

N

1

2

3

4

2.

Demonstrates steady growth in
meeting all objectives
throughout term.

N

1

2

3

4
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N

1

2

3

4

4. Communicates role and health
care values with patients
and colleagues.

N

1

2

3

4

5. Is responsible and accountable
for own decisions and behaviors.

N

1

2

3

4

N

1

2

3

4

n

3. Demonstrates increasing selfconfidence in making plans
and decisions.

XII. Standards of Practice
1.

COMMENTS

The student's practice is congruent
with standards of practice for nurse
practitioners.
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PHYSIOLOGY CJF AGING

DPHS 614

SPRING SEMESTER
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Robert Bennett, Ph.D.
Course Director
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Spring 1996
DPHS 614: Physiology of Agin
Tuesda~~s 9:00 - 11:00
Room 103 School of Nursing Bldg.
Departmental Phone: (410) 706-7090
TOPIC

DATE LECTURE
.WEEK) HOUR

FACULTY"

SECTION IA
BASIC CONCEPTS OF GERONTOLOGY
1/30
~1)

1

Primary AQinQ in Man - General Concepts

Dr. Bennett

2

The Study of Aging in Human Subjects

Dr. Bennett

SECTION IB
NEUROBIOLOGY OF PRIMARY AGII~TG
A1tiTD OF AGE REL TED HEALTH PROBLEMS
2/06
(2)

3

Alzheimer's and Related Dementias
Basic Science Aspects

Dr. Myslinski

4
2/13
(3)

5

Alzheimer's and Related Dementias
Clinical Aspects

6
2/20
(4)

7

3/05
(6)

Dr. Taler

Dr. Taler
Sensory S~~stems:
Vision. Audition, Gustation, Olfaction

Dr. Mysiinsk

Motor Systems: Reflexes, Equilibrium, Balance
Motor Coordination

Dr. Mvslins~i

9

Oral-Facial Aaina

Dr. Yello«-itz

10

Sleep, Memory

Dr. Myslinsl:i

E
E

EXA.'~1 I
(Five Essay Questions In Two Hours)

Drs. Bennett &
Ivlyslinski

8

2/27
(5)

Dr. Myslinski
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Faculty for Section I
Robert B. Bennett, Ph.D.
Physiology Section

University of Maryland School of Dentistry
UVIAB, 706-3622

Norbert R. Myslinski, Ph.D
Physiology Section

University of Maryland School of Dentistry
UMAB, 706-7258 (SECTION T COORDINATOR}

George A. Taler, M.D.
Family Medicine Dept.

University of Maryland School of Medicine
UMAB, 328-5141

Janet Yellowitz, DMD, MPH
Oral Health Care Delivery

University of Maryland School of Dentistry
Lti1AB, 706-7967
Facult~~ for Section II

Wolfgang J. Mergner, M.D./Ph.D.
Pathology Department

Lniversity of Maryland .School of Medicine
ti~1AB 328-555

Elijah Saunders, M.D.
Hypertensiion Divis;on

University of Maryland School of Medicine
t~~1:~B 328-4366 (Mrs. Morton)

Trudy Bush, Ph.D.
Gerontology Division

Department of Epidemiology and Preventative Medicine
L+niversity of Maryland School of Medicine
Room 133 BRB, 706-286

Jerome L. Fleg, M.D.
Senior Investigator

Gerontology Research Center (ILIA)
49- 0 Eastern Avenue 2122 5~8-8202

Robert B. Bennett, Ph.D.
Physiology Section

L ni~~ersity of Maryland School of Dentistry
t~ti1.~B 706-362? (SECTION II COORDINATOR)

Michael Toth, Ph.D.
Geriatrics Department

Baltimore VA Hospital
Rm. 4B191 605-7000 (ext. 5406)

Robin Rutherford, 1~1.D.
Gastroenterology Division

Baltimore VA Hospital
Rm. 5-D-140 605-5200

Edward Campbell, M.D,
Professor of Surgery

university of Maryland School of Medicine, UMMS
Division of Urology
S8D18 UMH, 328-544

10~

3/12
~~)

Gastrointestinal Problems of the Elderly

Dr. Rutherford

Menopause and Hormonal Therapy

Dr. Bush

*"'~"•` SPRL1'G VACATION *""^`
3/26

la

Renal Function and. Acing

Dr. Urbaitis

fig)

14

Urinary Incontinence

Dr. Campbell

4/02
(9)

15

Pulmonar~~ Function and Aging

Dr. Bennett

16

Cardiac Function and Aging

Dr. FIeR

(EASTER SUNDAY 4/07)
4/09
(10)

4/16
(11)

4.23
(12)

17

Hypenension and Aging

Dr. Saunders

18

Blood Vessels, Arteriosclerosis and Aging

Dr. MerQne~

19

Physical Activit~~, Energy Metabolism
And Lonae~-it~~

Dr. Toth

20

Physical Activin~, Energy Metabolism
y
And Lonae~~it~~

Dr. Toth

E.
E

~XAy1 II
(Five ~sa~~ Questions In Two Hours)

Drs. I~~~yslinski &
Bennett

SECTION III
4/30
(13)

5/07
(14)

21

Glucose Metabolism and Aging

Dr. Goldberg

22

Diabetes in the Elderly

Dr. Goldbe:~

23

Aging of the Endocrine System

Dr. Franklin

24

Aging of the Endocrine System

Dr. Franklin

~oQ
5/14
his)

25
26

5/21
(16)
5/23

E
E

Drug Metabolism and Acing
4
Selected Examples of Drug Toxicities
in the Elderly

Dr. Weiner

EXAM III
(Three Essay Questions In 90 Minutes)

Drs. Urbaitis 8c
Bennett

Dr. Weiner

Semester Ends
Faculri• Section III

Andrew P. Goldberg, M.D.
Geriatrics Department

Baltimore VA Hospital and UMAB
60~-7183

Renty B. Franklin, Ph.D.
Physiology Section

University of Maryland School of Dentistry
ti~~1~B 706-727

Myron Weiner, Ph.D.
Pharmacology Department

Uni~~ersity of Maryland School of Pharmacy
UN1AB 706-2970.

Barbara K. Urbaitis, Ph.D.
Physiology Section

University of Maryland School of Dentistry
UI~-1AB 706-727 (SECTION III C40RDINATOR)
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DPHS 614
DEPART~1Eti'TAL POLICIES

The following policies have been developed to guide both the faculty and the student during this
course. It is our sincere desire to minimize problems which might interfere .with a good
educational experience.
1.

COURSE MEETINGS
Spring Semester each year
Tuesdays
9:00 to 11:00 a.m.
103 School of Nursing Bld?
Room

2.

EXAMINATIONS and GR4DItiG
a.

EXAMS
As indicated on the schedule there will.be three written examinations which will be
of the essay type. Far each exam the student will be asked to answer one of the two
or more questions far each week of class.
The lecturer has provided specific behavioral objectives for each lecture from which
the exam questions will be designed.

b.

NLAKE-UP EXAMS
Students should make every effort to avoid missing scheduled exams. An unexcused
absence from a scheduled exam will result in a grade of 0% for that e~cam. To
obtain an excused absence and a make up exam the student must accomplish each of
the following steps:
1) Apply for the make up exam within 24 hours of the missed exam by phone (7067258) or in person.
2) Submit to the instructor a written and signed explanation of the specific
circumstances which made attendance impossible.
3) Take the make up exam as scheduled by the department.
The make-up exam may not be a duplicate of the scheduled exam and it may require
about 50% more time.
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c.

TtEPORTING OF GRADES TO STUDENTS
Grades will be posted within two weeks in the lecture room. Grades will be identified
only by the students personal ID number to maintain confidentiality. Please do not
call the office for grades. A self addressed stamped envelope may be left if you wish
exam results to be mailed after the final exam.

d.

VALIDITY OF TEST ITEMS
It is the responsibility of the Department to determine the validity of individual test
items based on the faculty's combined experience, an item analysis of questions, and
information provided by concerned students. Students' concerns must be received by
this department no later than six (6) school days after the grades are posted.

3.

ATTENDANCE
Students are expected to attend all scheduled class educational activities. The lecturer will
be a major source of information for this course.

4.

RECOMMENDED (not requiredl TEYT
Princibles of Geriatric Medicine & Gerontolaev (1994)($115.00)
W.R. Hazzard et al editors
McGraw-Hill Publishers
Books are available for sale at the Campus Book Store and are on reserve at the library.

5.

BOOKS ON RESERVE :~T HEALTH SCIENCES LIBRARY
Secondary references of value to the interested student have been placed "on reser~~e". See
attached list and library policy statersent.

PHYSIOLOGY OF AGING
COURSE PURPOSE

This 2 credit hour course was desig~.ed for graduate students interested in the functional
changes associated with the aging process. Such changes occur at many levels including multisystem, organ-system, cellular and molecular levels. This course will therefore address selected
topics designed to illustrate functional changes of importance to the fundamental theories of
gerontology as well as to the current practice of geriatric nursing, medicine, pharmacy and
dentistry.
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~€~~.~rx ~~:~rre~s L:~~~Y
Robert B. Bennett
instructor's Name
DPHS/NPHY 614
Course No.
Author
(Last name first)

706-7?~7
Phone

Reserve Request Form
4-E-36 Dental School
Dental/Phvsiol
Campus Address
School/Dept.

Phvsioloev of Aline
Course Name

35
Class Size

Jan. 15/June 15
Date On/Off Reserv.

Title, Place of publication, publisher, ed./yr.
pub. (If journal article, include,journal title,
vol., and issue #, date of publication, and page #)

This space for
Library use.
Call #

Armbrecht, H.J.
Coe, R.M.

Endocrine Function and Aging, Springer-Verla?,
NY, 1990

RC 649.E~15

Chenitz

Clinical Gerontological Nursing: A Guide to
Advanced Practice, 1991

RC 954.C457

Coni

Aging: The Facu, 2nd ed., 1992, Oxford
University Press

RC 952.C6S

DiGiavanna

Human Aging: Biological Perspectives, 1993,
McGraw-Hill

Ferguson, D.B.

Tfie A;in~ ~-louth, Frontiers of Oral Physiology
Series,yVol. 16, S. Karger, 1987

Harris

Physical Activity, Aging &Sports Series, 4 vols.,
$15, 1994, Center Study of Aging

Hazzard

Principles of Geriatric tiledicine &Gerontology,
3rd edition, 1994

Hazzard, et al

Principles of Geriatric Medicine and Gerontology,
McGraw Hill, 1990,(2nd edition)

RC 952.P7~2

Horan, VI.A.
Brower, A.

Gerontolo~,y: approaches to Biomedical &
Clinical Research, Edward Arnold (L.ondon) 1990

QP 86.G377

Bibliographies are processed in the order received. Please submit early.

QP 146.A35

Status
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HEALTH SCIENCES LIBRARY
Reserve Request Form
Robert B. Bennett
Instructor's Name
DPHS/NPHY 614
Course No.
Author
(Last name first)

706-7257
Phone

Dental/~'hvsiol
School/Dep~

Phvsiolo~v of Aeine
Course Name

35
Class Size

4-E-36 Dental School
Campus Address
Jan. 15/June 15
Date On/Off Reserv.

Title, Place of publication, publisher, ed./yr.
pub. (Ifjournal article, include,journal title,

This space far
Library use.

vol., and issue #, date of publication, and page #~

Call #

Status

Kenney, R.A.

Physiology of Aging, Year Book Medical Publishers,
Chicago, 1989 or current edition.

QP 86.K46

Platt, D.

Gerontalow: 4th Int'1 Symposium: Expt'1 &Clinical
Research Perspectives, Springer-Verlag, 1989.

RC952..A2.G4?

Rossman, I., Ed.

Clinical Geriatrics, 3rd ed., J.B. Lippincott, Phila.,
1986 or current edition.

RC 952.0537

Schneider, E.L.
Rawe, J.W, et al.

Handbook of the Biolo~v of A ink, Academic Press,
1990.

QP 86.H35

Timiras, P.S., Ed.

Phvsioloeical Basis of Geriatrics NY, MacMillan
Publishing, 1988 or current edition.

QP 86.P557

Zwilling, R.
Balduini, C.

Biolo~v of AR..,ini Springer-Verlag, New York.

Mattson, M.A.

Gerontological Nursing: Concepts and Practice,
Saunders, 1988.

RC 954.M37

Eliopoulos, C.

Gerontological Nursing, J.B. Lippincott, Phila., 1993.

RC 954.E44

PERIODICALS IN HEALTH SCIENCE LIBRARY FOR "AGING"
Abstracts in Social Gerontology
Adv~nces in Gerontological Research
A~;e
A~e and Aging
Annuzl Review of Gerontology and Geriatrics
Clinics in Geriatric Medicine
Current Literature on Aging
Experimental Aging Research
Experimental Gerontology
Gerontolo~ia
Index to Periodical Literature of A;ing
Journal of A~in~ Studies
r

1990 1964 1978 1972 1980 1985 1963 1975
1964 1957 1982
1987

