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Abstract
Old age is an old age characterized by physiological changes and a specific social role. Gerontology is a scientific discipline 
that studies age as a chronological age with specifics in the social role of the individual. Gerontological nursing is a dynamic 
process between the elderly and the nurse conducted by nurses at all levels of health care. Nursing care is divided into care in 
hospital institutions, care in one’s own home and care in permanent residence institutions. Nursing care for the elderly is mostly 
provided at the primary level of health care.
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Introduction
The adult–gerontology clinical nurse specialist is an advanced 
practice nurse who is an expert in diagnosing, managing, and 
treating adult–gerontology patients [1]. Adult–gerontology nurses 
provide direct patient care while acting as a special resource for 
frontline clinical nurses. They’re experts in geriatric care and are 
able to provide guidance and consultation to the staff in complex 
clinical situations that are unique to the adult–geriatric population. 
Employment may be found in multiple venues, including hospi-
tals, nursing homes, skilled nursing facilities, outpatient clinics or 
practices. Adult–gerontology clinical nurse specialists can work in 
research, administration, education, or clinical practice.

As adults age, reserve capacity decreases, compounded by geri-
atric syndromes that include delirium, sensory deficit, reduced 
cognition, functional decline, frailty, and multimorbidity [2]. The 
amount of comorbidities also increases with age, which contrib-
utes to mortality and reduces physical independence. the common 
number of comorbid conditions in patients between 65 years and 
84 years is at least two and is more than three in those over 85 
years.

Core Skills Needed
• Basic computer skills [1]
• High energy and superior interpersonal skills
• Understanding of organizational structure
• Technical competencies involving use of complex equipment
• Excellent and effective communication

• Educational and teaching skills
• High level of clinical competency
• Self-confidence and powerful leadership skills
• Thorough knowledge of diagnosis and treatment of psychiatric 
health problems
• Excellent coordination skills

Patients
Advanced practitioners can have an impact on groups and individ-
uals by creating awareness-raising programs, aiding them in ob-
taining new knowledge and behaviors, and focusing on what mat-
ters to them [3]. It’s critical to involve and discuss patients while 
determining what they require. Developing programmes involves 
conducting an advanced health assessment that has physical and 
mental health, values, attitudes, lifestyle and spiritual beliefs fur-
thermore as details of social circumstances that indicate the ex-
tent to which others may influence a person’s behaviour. Existing 
knowledge and sources of health information will also be consid-
ered to determine how much the individual knows about carcino-
ma, the effects of the sun, and methods of sun protection, as well 
as how that person obtains information, such as through health 
professionals, popular magazines, friends, or others in this case.

This assessment will help the advanced practitioner to plan, deliv-
er and evaluate an education programme, setting aims and objec-
tives that focus on the individual’s learning needs and taking into 
consideration what will be achieved within the time available. The 
education plan will include strategies and resources to assist the 
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patient learn. Planning and conducting such a program necessi-
tates excellent communication that allows for the examination of 
feelings and attitudes, as well as the provision of knowledge and, 
as a result, skill practice. The advanced practitioner has to develop 
a repertoire of education strategies to fulfill the wants of various 
groups. for instance, children learn best through play and by imi-
tation and that they tend to have a brief span. Adults learn best in 
surroundings that are familiar and non-threatening, as well as in 
response to a perceived need. Older people tend to want a slower 
pace of learning with repeat demonstrations and procedures that 
are explained carefully and slowly. People like different media to 
support learning and therefore the younger population particularly 
like electronic formats. Whatever materials are chosen, they must 
be reviewed for his or her suitability to be used with a selected 
group or individual and will be used only if they enhance learning 
in some way. There are many sorts of written, audiovisual and in-
teractive materials which have different uses, advantages and dis-
advantages. The effectiveness of the programme must be evaluat-
ed to look the volume to which getting to know and adjustments of 
behaviour have befell and whether or not the programme became 
cost effective.

Complex Diseases
The common (complex) illnesses have lengthy been found to “run 
in families.” The genetic contribution to the common or com-
plex diseases is of particular interest to medical geneticists due 
to the potential for early identification of susceptible individuals 
followed by targeted interventions that may prevent the disease, 
prevent or ameliorate complications, or allow initiation of early 
treatment [4]. In general, the common diseases refer to disorders 
that are frequent within the population which aren’t, in large part, 
because of single gene mutations. A subset of maximum of the 
not unusualplace illnesses is likewise way to single gene muta-
tions, particularly instances with an early age of onset, besides for 
maximum of them, causation seems due to more than one gene 
mutations and environmental influences. These may also encom-
pass coronary disease, cerebrovascular disease, diabetes mellitus, 
cancer, and emphysema.

The genetic contribution might be one or two major genes in 
combination with minor ones; several minor ones with additive 
effects; several genes, some with protective effects; or other com-
binations. Environment can be internal or external and includes 
dietary components, exposure to infectious agents or toxins, exer-
cise, temperature extremes, sunlight exposure, radiation, and also 
the internal milieu. There is also many susceptibility factors for 
a given condition, and these may vary in numerous populations. 
Susceptibility won’t necessarily mean disease development, so 
some persons with the gene may develop the condition, and others 
may not.

In some instances, kinds of a multifactorial common disorder could 
also be inherited as one gene Mendelian disorder. These tend to 
have an earlier age of onset, be normally infrequent in younger in-
dividuals (an example is that the occurrence of an adulttype tumor 
in a very child), or, within the case of cancers, present with mul-

tiple primary neoplasms. An example may be a subtype of type 2 
diabetes mellitus: maturity-onset diabetes of the young (MODY).

Pain Management
Effective pain management is central in enabling patients to ex-
ercise, sleep well and promote recovery [5]. A baseline pain as-
sessment (pain history, previous use of pain medications) should 
be performed, and mobilisation and pain management should be 
coordinated (i.e. correct timing of medication administration in 
reference to exercise sessions). Patients’ self-report is that the gold 
standard for assessing pain. Assessment should be conducted using 
numerical, verbal, facial, or visual analogue scales. Adjustments 
in medication dose could also be needed based on individual re-
sponses, as some patients may become sedated, while others might 
have higher doses. Pain management interventions mustn’t only 
be pharmacological but also include non-pharmacological options 
like transcutaneous electrical nerve stimulation, distraction, mus-
cle relaxation, acupressure, heat/ice and relaxation techniques. 
Multiple strategies should be used in combination. A self-reported 
reduction of pain by 20–30% is considered effective.

Patients don’t always receive adequate pain management, espe-
cially those with dementia and/or delirium who have more diffi-
culty reporting pain, and behavioural (e.g. moans, sighs, restless-
ness, agitation, rapid blinking, facial expressions) or physiological 
(e.g. tachycardia, high blood pressure) signs are rarely considered. 
Effective pain assessment requires familiarity with the patient and 
data from carers. Painwon’t only be acute (up to 30 days postfrac-
ture/surgery) butcould also be chronic. Although some discomfort 
is anticipated duringthe first few months, patients must beable to 
differentiate between discomfort and pain. Nurses should inform 
patients about when increased pain indicatesan issue and about the 
avoidance of exercise when strain on the surgical area is experi-
enced.

Geriatric Management
As the baby boomer generation reaches retirement age, this coun-
try will see an unprecedented number of elders requiring support 
[6]. Accompanying this increase is that the multiplied want for 
case managers in the network to address the necessities of elders. 
Numerous troubles arise at some point of this population, that are 
characterised with the aid of using frequency, underrecognition 
and undertreatment, more than one causes, and wonderful effect 
upon the individual’s cappotential to feature independently.

The NAPGCM (National Association of Professional Geriatric 
Care Managers) notes that geriatric case managers focus on as-
sisting older people and their families to achieve the best quality 
of life given circumstances, which may, or may not, have occurred 
naturally. They conduct assessments, identify problems, arrange/
monitor home care and other services, assist caregivers, review fi-
nancial/legal/medical issues, and facilitate referrals. Additionally, 
they provide crisis intervention, act as liaison to remote members 
of the family, help with transitions in care settings, offer customer 
education and advocacy, and provide counseling and support.
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Geriatric case managers may provide preventative services to 
individuals aged 65 and older by coordinating care of providers, 
increasing the standard of lifetime of the elders, and promoting 
peace of mind of their adult children. However, it is typically initi-
ated due to the fact the consequences of a crisis. Often the elders’ 
person kids stay a distance away, work full-time, or have duties for 
tiny kids, and can not effectively respond to their parents’ needs. 
These case managers are often available 24 hr per day, 7 days per 
week, 12 months each year in order to be useful to the elders and 
their family. They reply to night-time calls associated with falls or 
illness, and support the transition to home and homecare services 
following discharge from the hospital. Costs for this service are 
typically paid privately, or by a trust fund.

Emergency Department
The older adults that come to the ED (Emergency Department) 
are more likely to arrive by an ambulance, need care for emer-
gent conditions, and have a higher risk for admission to the hos-
pital, particularly the intensive care unit [7]. Many of those are at 
great risk of returning to the hospital for readmission. The patients 
who’re at more danger for readmission encompass those suffering 
from heart failure, acute myocardial infarction, and pneumonia. 
Additionally, patients discharged from the ED without appropriate 
follow-up or social resources are likely to come back.

Elderly patients have unique needs which can be challenging to 
emergency nurses. Many of these patients have multiple comor-
bidities, cognitive and functional impairments, and sophisticated 
social needs. the highest demand for care was found in patients 
who presented to the ED multiple times during a short time-frame, 
suffered from multiple chronic illnesses, and had comorbid con-
ditions like limited mobility and dementia. Many times, these pa-
tients were transferred to the ED from care facilities with little or 
no information about these issues.

Communication
Empathy is defined as the willingness to try to recognize the spe-
cific global of some other person [8]. It’s the capacity to place 
oneself in some other person’s place and to recognize what she or 
he is feeling and wondering therein situation. Empathetic listening 
involves actively trying to actually understand the other person.

Effective communication starts with proper introductions. Deter-
mine how each older adult wishes to be addressed. It’s presumptu-
ous to become too accustomed to with older adults by addressing 
them by their first names. It’s better to start by using the older 
adult’s proper title and name so clarifying which sort of address 
the person prefers. If someone wishes to be called by a first name 
or a nickname, the person will usually say so. In special situations, 
like when a patient has dementia or other alterations in cognition, 
first names is also most appropriate, because which will be the 
only name the person can remember.

People who are unskilled at working with older adults may use 
a sing-song voice, use inflection to create statements sound like 

questions, or refer to older adults by “baby talk” names like 
“sweetie” or “honey,” thinking that this conveys affection and car-
ing. This kind of speech is also appropriate with young children, 
but it’s patronizing and demeaning to older adults and inappropri-
ate. This kind of communication, sometimes called Elderspeak, 
may be a type of ageism. Elderspeak also includes incorrect use of 
the pronoun we—as in “Are we able to dress now?” when the right 
pronoun would be you. Elderspeak should be avoided, because it’s 
a subtle way of diminishing an older person’s self-esteem. Use a 
standard conversational tone of voice whenever possible. Avoid 
language that stereotypes or dehumanizes the older adult. Such 
language could also be overheard by the older patient or members 
of the family, who may interpret it as disrespectful.

Care Home
Whether in a nursing home, care home, retirement home, assisted 
residing, or different form, institutional take care of seniors gives 
a cultural repository for fears and hopes approximately an grow-
ing older population [9]. While people adamantly desire to age 
well at home, with out making the large circulate to render their 
latter years greater manageable, and coverage makers play to that 
preference, reputedly buoyed via way of means of the way it gives 
them a danger to down load the charges of care onto the family 
unit, the real truth stays that many modern senior residents could 
require institutional care, and some may even select it. Enormous 
adjustments have came about in how institutional care is struc-
tured, adapting models from the bad residence thru the hospital to 
the house and consequently the hotel and additionally the village. 
But the legacies of the bad house and consequently the hospital 
persist,growing panicked perspectives of the nursing home as a 
dreaded destiny for people who may also in reality have the gain 
of recent living quarters in overdue life. The paradoxical nature 
of a place intended to be each hospital and home offers up essen-
tial tensions for examination via way of means of age/ing research 
scholars.

Palliative Care
There is a variety of clinical responsibilities after consultation 
[10]. This consists of session simplest inside which guidelines of 
pharmacological and nonpharmacological interventions are of-
fered; comanagement of a selected pain or symptom inside which 
the team writes orders and prescriptions; assuming the position 
of a clinical resource issuer chargeable for all of the care, now no 
longer simply the critical diagnosis; or a aggregate of all scientif-
ic responsibilities. Currently, the most not unusualplace monetary 
shape relies on billing and repayment thru Medicare, Medicaid, 
and different business payers, moreover as hospital support. How-
ever, inside healthcare reform, there’s additionally opportunity 
charge models that pay both per-member-per-month or with the 
aid of using incentives of care delivered. The palliative care group 
may even see lots of sufferers anywhere a hospital, or have precise 
beds or perhaps a unit.

Hospital-primarily based totally palliative care models are regu-
larly the best to put into effect as they every now and then con-
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struct off of contemporary hospital structures. They are, with the 
aid of using nature, crisis-orientated and close to 24/7 access. They 
demand, however, the collaboration of an interdisciplinary group, 
that may or may not be below the auspices of a palliative care 
branch. thebenefits can also be decrease costs, in advance dis-
charge, better satisfaction, and higher pain management.

Office-based palliative care can also additionally provide extra 
continuity to longer-term issues. Models consist of outpatient or 
ambulatory care clinics in addition to impartial clinics inside the 
network or clinics run with the aid of using a hospice, home health 
agency, or a collaborative effort. These practices is likewise im-
bedded in every other strong point hospital like oncology, heart 
failure, amyotrophic lateral sclerosis, liver failure, kidney failure, 
or gerontology. There are stand-alone or free-standing palliative 
care clinics. theman or woman of these packages is care over a 
prolonged time frame with care coordination. the principle aware-
ness is on continuity and courting constructing to sell and keep 
away from each emergency visits and hospitalizations. Clinical 
duty of the palliative care group is maximum regularly comanage-
ment of ache and signs and symptoms further as assuming clinical 
resource roles or aaggregate of comanagement and number one 
care. To be taken into consideration as a strong point palliative 
care provider, the clinics should be both interdisciplinary or multi-
disciplinary groups relying at the shape. Very regularly, however, 
office-primarily based totally practices lack the overall scope of 
an interdisciplinary group, delineating them extra as a palliative 
issuer than interdisciplinary.

Many office-based programs developed from hospital groups. 
However, many are developing inside the network which might 
be cut loose hospital groups. Office-primarily based totally models 
necessitate extraordinary sources relying at the type of practice 
and ownership—outpatient clinic as part of a hospital, ambulatory 
hospital as part of a health system, or impartial hospital as part of 
a hospice or palliative care issuer. Resources rely on the monetary 
shape of the hospital, in particular whether or not it is hospital or 
system-owned, impartial, or supported philanthropically. Often, 
the number one carriers are physicians and advanced practice pro-
viders due to the fact their visits are reimbursable below Medicare, 
Medicaid, and business insurance. thebenefits of palliative care are 
discount in emergency branch admissions, hospital admissions, 
and higher affected person satisfaction.

Home-based palliative care models are developing. The principle 
goal is coordinating care from provider corporations and turning 
in clinical care inside the home. These packages work properly 
for geriatric sufferers who’ve averted the clinic or hospital for any 
care, however additionally for sufferers who’re too ill to journey 
to appointments. it is critical for those packages to coordinate 
with provider agencies like Councils on Aging, Meals on Wheels, 
Parish Nurses, and so on. Some programs have clinicians who go 
to sufferers whom they want visible inside the sanatorium. Other 
packages sign up sufferers from the network who lack clinical re-
source carriers. Clinical duty is maximum regularly held with the 

aid of using number one carriers, even though there can also be 
comanagement of pain and signs and symptoms as well. These 
groups are multidisciplinary in nature, relying on personnel avail-
ability and monetary structure.

Rehabilitation
The demand for rehabilitation services will continue to increase 
because of variety of things, including: dramatic changes within 
the demography of illness and disability because of the increasing 
incidence of chronic diseases; a rise within the proportion of older 
people; as well as serious disability and suffering caused by war 
and terrorism [11].

It is highly probable that some patients are going to be affected by 
several comorbid conditions and will meet the necessity for case 
management still as rehabilitation services. Rehabilitation services 
will still must demonstrate cost-effectiveness and evidence-based 
practice, specifically within the context of the reconfiguration of 
commissioning skills-based services and a continuing move to-
ward community- and first care-based provision. People requiring 
rehabilitation range from young children to older people, and a 
vital aspect of advancing nursing practice in rehabilitation is to use 
theoretical knowledge of the relevant physical, social and psycho-
logical stages of development to the individual child, adolescent, 
adult or older person. In the UK, rehabilitation services are often 
organised into child and adult provision, but this may result in a 
period of uncertainty for adolescents who need support to form 
the transition from the child to adult services. we want to make 
sure that the pathways of referral from child to adult service are 
seamless and transparent which there’s effective communication 
between the teams.

Responsibility
In a perfect world, the nurse’s primary and only responsibility is 
to produce quality care to the assigned patients [12]. The reality of 
the situation within the facility setting is that the nurse has mul-
tiple responsibilities: responsibility to the patient, responsibility 
to the facility, responsibility to the physician, and responsibility 
to self. Nurses experience continual conflict amongst those 4 re-
sponsibilities. This conflict takes many forms. Nurses are taught 
as college students that they ought to expand excessive beliefs and 
standards. onemost of the primary focuses of nursing as a career 
is health maintenance and affected person education. The facili-
ty setting, however, isn’t the high-quality place to specific exces-
sive beliefs or to try to enforce health maintenance and affected 
person education. Nurses have little time to cope with sufferers 
in my opinion because of brief staffing ratios, shortened hospi-
tal stays, and restrictive facility regulations that prevent the nurse 
from closing those important activities. Nursing as a profession 
contains a strong tradition of humanizing health care through a 
holistic, personal approach to patient care that includes all the 
patient’s problems and incorporates the patient’s family. Yet the 
health care system tends to place a high value on and reward those 
nurses who master the new technology, develop more advanced 
medical skills, and spend less time with patients and their families. 
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Nursing students are taught that they’re colleagues with physicians 
within the provision of take care of patients, yet to some persons 
the physician’s role commands more power and prestige.

The employer-facility’s responsibilities towards the nurses it em-
ploys appear to be rather limited. In general, those responsibilities 
becategories: to provide a safe and secure environment for nurses 
to perform responsibilities and to provide a fair wage. Although 
those categories could be accelerated to encompass different fac-
tors, like health care insurance, time off for maternity leave, hep-
atitis b vaccination, and so on, the extension of advantages seems 
extra frequently to be antrouble of recruitment and retention of 
nurses as opposed to an moral trouble of justice in employment.

All nurses are acquainted with the patient’s bill of rights. In many 
facilities, sufferers are supplied with a copy of this report on ad-
mission. Although this report is not legally binding, it does offer a 
few feel that sufferers are important individuals and acknowledges 
their autonomy inside the frequently impersonal health care sys-
tem. moreover, the patient’s bill of rights offers sufferers a sense 
that they’re “owed” positive elements of care and admire from the 
institution, moreover due to the fact the institution’s employees.

Are nurses ever given a nurse’s bill of rights after they’re em-
ployed via way of means of a facility, nursing home, or every other 
agency? Most nurses likely do not even recognise that one of these 
report exists. similar to the patient’s bill of rights, the nurse’s bill 
of rights has no prison method of enforcement, however it does 
define a few essential moral rights for nurses that need to be iden-
tified via way of means of the facility, nursing home, or other em-
ploying agency. Nurses work in extremely difficult circumstances 
due to their central role in patient care, close contact with families, 
dominance by the medical professions, and limitations from in-
stitutional policies. Yet without nurses to provide the hands-on, 
24-hour-a-day care, facilities would don’t have any way to deliver 
their often-advertised services. Nurses must be recognized as the 
valuable elements of the health care system that they truly are.

Conclusion
Geriatric medicine is a branch of medicine that deals with physi-
cal changes during illness, mental, functional and social aging of 
patients, especially during acute, chronic care, prevention and re-
habilitation for the rest of their lives. This group of patients usu-
ally involves more pathological changes and requires a global ap-
proach to treatment. Depending on individual circumstances and 
conditions, it may look different with advanced age, and diagnosis 
and response to treatment are often difficult, and the need for med-
ical, psychological, and social assistance is necessary. The elderly 
are indeed characterized by vulnerability caused by aging, disease, 
social and psychological factors with consequent weakening of 
many functions. Geriatric medicine can answer all these problems 
with a comprehensive medical approach. It also provides addition-
al protection to multidisciplinary teams that aim to optimize the 
functional status of elderly patients and improve their quality of 
life and independence. Geriatric medicine does not focus on the 
specifically defined age of supported patients, but must address 

specific diseases of the elderly. Most patients are over the age of 
65, but the main challenges of geriatric medicine are increasing, 
especially for the group of 80 and older.
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