
Aging and Long Term Care (10 hours) 

Presented by Lance J Parks, LCSW 
10 Credit/CE Hours 

 

Important Note: We recommend printing the test and completing it as you read to 

prepare for the online post-test. As you go through the course, hover over or click the 

yellow ‘sticky notes’ to reveal helpful study tips. Enjoy the course! 

 

Introduction: Opening Narrative 

Aging is one of the most 

universal human 

experiences, yet it is also 

one of the most 

misunderstood. Each of 
us is aging from the 
moment we are born, 

but in today’s world, the 

journey of growing older 

carries profound 

personal, social, and 

professional implications. 

For social workers, 

marriage and family 

therapists, and drug and 

addiction counselors, 

understanding the aging process is not just a professional duty—it is a call to 

compassion, insight, and advocacy. 

Test Question
1) According to the introduction, when does the process of aging begin?�Answer:  At the moment we are born



In the United States, the demographic landscape is shifting in ways that make the study 

of aging more urgent than ever. By 2034, adults over the age of 65 are projected to 
outnumber children under the age of 18 for the first time in history (U.S. Census 
Bureau, 2023). This reality brings opportunities and challenges: opportunities to honor 

the wisdom, resilience, and contributions of older adults, and challenges in meeting their 

physical, psychological, and social needs in a society that has not always been fully 

prepared for this transformation. 

The aging process is not defined by one story, but by many. There is the story of the 

grandmother who thrives in her 90s, active in her community and delighted by new 

technology. There is also the story of the man in his late 70s, quietly grieving the loss of 

independence as chronic illness narrows his world. Both stories are true, and both 

remind us that aging is a deeply individual journey influenced by biology, relationships, 

culture, and resources. For helping professionals, holding space for this diversity is key. 

Working with older adults requires moving beyond stereotypes. Too often, aging is 

framed only in terms of decline or burden. But aging can also be a time of growth, 

reinvention, and meaning-making (Carstensen, 2021). As research in gerontology 

shows, older adults can continue to develop emotionally, spiritually, and socially, even in 

the presence of physical limitations (Westerhof et al., 2023). Therapists and counselors 

are uniquely positioned to help clients navigate these changes, offering both practical 

tools and a steady presence through life’s transitions. 

Another reason this topic is so vital is the reality of co-occurring challenges in later life. 

Depression, anxiety, grief, addiction, and trauma histories do not simply fade with age; 

instead, they often require renewed attention. Addiction counselors may encounter 

clients whose substance use began later in life, sometimes triggered by retirement, 

isolation, or unmanaged pain (Substance Abuse and Mental Health Services 

Administration [SAMHSA], 2023). Family therapists may be called upon to support 

couples renegotiating roles after retirement or adult children caring for frail parents. 

Social workers may serve as advocates, connecting elders to community resources, 

long-term care, or protections from abuse and neglect. 

Test Question
2) By what year are adults over the age of 65 projected to outnumber children under 18 in the U.S.?�Answer:  2034



This course has been designed to meet those needs, providing a comprehensive 

exploration of the biological, psychological, and social aspects of aging, as well as 

the systems of long-term care, Medicare, and healthcare costs. The aim is not just to 

inform but to inspire—to give helping professionals the knowledge they need and the 

confidence to engage with older clients in ways that affirm dignity and foster resilience. 

As you read, you will encounter evidence-based research, clinical insights, and real-

world applications. You will also find encouragement to reflect on your own assumptions 

and feelings about aging. In doing so, you will not only deepen your professional skills 

but also enrich your personal understanding of what it means to age well. 

Ultimately, aging is not only about years added to life, but life added to years. And in the 

hands of skilled, compassionate professionals, those years can be supported, dignified, 

and full of meaning. 

 

A. Population Growth in Older Americans 

One of the most striking realities of 

the 21st century is that we are living 

longer than ever before. What used 

to be rare—living into one’s 80s, 

90s, or even beyond 100—is now 

increasingly common. Advances in 

medicine, public health, and 

technology have extended life 

expectancy and dramatically 

reshaped the demographic profile of 

the United States. For professionals 

in social work, therapy, and 

counseling, this shift is not simply a 

matter of statistics—it represents a transformation in the lives of clients, families, and 

communities. 



A Century of Change 

At the turn of the 20th century, the average life expectancy in the United States 
was around 47 years. Today, it is nearly 77 years, with many people living much longer 

(National Center for Health Statistics, 2023). This shift means that aging is no longer a 

brief stage of life—it can encompass decades, full of varied experiences, opportunities, 

and challenges. 

The growth of the older population is not only about individuals living longer but also 

about the large number of people reaching older adulthood at the same time. The “baby 

boomer” generation, born between 1946 and 1964, represents one of the largest 

demographic cohorts in U.S. history. As this group has aged, it has significantly 

influenced culture, economics, and healthcare systems. Today, more than 56 million 

Americans are over the age of 65, representing nearly 17% of the total population. By 

2060, that number is projected to rise to nearly 95 million, or nearly one in four 

Americans (Administration for Community Living [ACL], 2023). 

Diversity in Aging 

It is important to recognize that the population of older Americans is not homogenous. 

Racial and ethnic diversity among older adults is increasing, reflecting the broader 

demographic changes in the U.S. By 2040, about 34% of the older population is 

expected to be from racial and ethnic minority groups, compared with 22% in 2019 

(ACL, 2023). This growing diversity underscores the importance of cultural humility and 

sensitivity in professional practice. Therapists and social workers cannot assume that 

aging looks the same for everyone. Cultural background shapes not only how older 

adults view aging but also how they experience family roles, health care, spirituality, and 

community connection (Fang et al., 2022). 

Longevity and Health 

Longer lives bring both promise and complexity. Many older adults remain active, 

engaged, and independent well into their later years. Yet longer lifespans also increase 

the likelihood of chronic conditions, disabilities, or cognitive decline. About 80% of 
older adults have at least one chronic health condition, and nearly 70% live with 

Test Question
3) What was the average life expectancy in the United States at the turn of the 20th century?�Answer:  47 years



two or more (Centers for Disease Control and Prevention [CDC], 2022). These 

realities make the role of helping professionals more vital than ever—because health is 

not only about physical functioning but also about maintaining dignity, quality of life, and 

meaningful connections. 

The Ripple Effect 

The growth of the older population 

affects more than just those who 

are aging—it touches every 

generation. Families adapt to 

caregiving roles, workplaces 

consider the needs of older 

employees, and communities 

adjust to providing services that 

meet evolving expectations. In 

many households, grandparents 

play central roles in raising 

grandchildren, while adult children 

balance careers with caring for 

aging parents. This 

multigenerational interdependence highlights the need for therapists and counselors to 

approach aging as a family and community issue, not just an individual one (Pillemer et 

al., 2021). 

Economic and Social Implications 

From an economic perspective, the increasing number of older adults has far-reaching 

consequences. Retirement systems, Medicare, and Social Security face new strains as 

demand grows. Healthcare costs rise as chronic illness and long-term care needs 

increase. Yet older adults also contribute significantly to the economy and society, 

volunteering, providing childcare, and sharing wisdom and leadership. A warm 

perspective on aging acknowledges not only the challenges but also the many ways in 

which older adults enrich their families and communities (Moody & Sasser, 2021). 

Test Question
4) About what percentage of older adults live with two or more chronic health conditions?�Answer: 70%



A Call to Professionals 

For those in social work, marriage and family therapy, and addiction counseling, the 

population growth of older Americans is more than a background fact—it is the context 

in which their work unfolds. Every professional who works with families, communities, or 

individuals will inevitably encounter older adults, whether directly as clients or indirectly 

through their influence on loved ones. Recognizing the demographic realities equips 

professionals to anticipate needs, design interventions, and advocate for supportive 

policies. 

In practice, this means considering how to help older adults remain engaged in their 

communities, supporting family caregivers with resources and respite, and addressing 

issues of grief, loss, depression, or addiction that may surface in later life. It also means 

listening deeply to the voices of older adults themselves, whose lived experiences are 

the truest guides to understanding the meaning of aging. 

Looking Ahead 

The story of America’s older population is still unfolding. As life expectancy continues to 

rise and as society adapts, the narratives of aging will grow more complex. Some of the 

questions we must hold include: How do we ensure equity in aging, so that longer lives 

are not only for the wealthy or privileged? How do we balance independence with the 

need for care? How do we, as helping professionals, ensure that aging is not feared as 

a burden but embraced as a stage of potential growth, connection, and meaning? 

The answers will require creativity, collaboration, and compassion. They will also require 

the steady presence of professionals who can see aging not as a problem to solve but 

as a profound human experience to accompany. 

 

B. Society’s Expectations of Aging 

How a society views its older members reveals much about its values, priorities, and 

collective imagination. Throughout history, aging has been celebrated as a source of 

wisdom, feared as a harbinger of decline, and debated as a social responsibility. These 



shifting expectations are not abstract—they profoundly shape how older adults 

experience their own lives and how families, communities, and professionals engage 

with them. 

1. Trends of Cultural and Historical Views of Aging 

In many traditional societies, aging has been associated with honor and respect. Elders 

were often the keepers of wisdom, responsible for preserving cultural memory and 

passing down traditions. In Indigenous cultures across North America, for example, 

elders are still revered as storytellers, spiritual leaders, and guides who hold the wisdom 

of generations (Bastien, 2021). Similarly, in Confucian traditions across East Asia, filial 

piety emphasized care, reverence, and obedience toward aging parents, embedding 

respect for elders into daily life (Sun, 2022). 

Western history tells a more complicated story. In ancient Greece and Rome, older age 

could be valued when associated with civic leadership or philosophical reflection, but it 

was also sometimes depicted as a time of physical weakness and dependency. 

Medieval Europe often framed old age in terms of spiritual preparation for death, which 

carried both reverence and fear. 

By the 18th and 19th centuries, as industrialization reshaped social structures, older 

adults increasingly faced marginalization. Once valued for their labor, land ownership, 

and role in family economies, elders sometimes found themselves sidelined in rapidly 

modernizing societies that prized productivity and youth (Moody & Sasser, 2021). This 

tension—between reverence for elders and the push toward modernization—remains 

part of the cultural narrative today. 

2. Current Trends in Viewing Aging and Old Age 

In contemporary society, views of aging are shaped by powerful and often contradictory 

cultural forces. On one hand, the “anti-aging” industry reflects a widespread fear of 

getting older, equating youth with beauty, productivity, and relevance. Media portrayals 

often reinforce stereotypes of older adults as frail, forgetful, or out of touch. Ageism, 

defined as prejudice or discrimination based on age, continues to permeate workplaces, 



healthcare settings, and even personal relationships (World Health Organization [WHO], 

2021). 

On the other hand, there is a growing recognition of the richness and potential of later 

life. Concepts like “successful aging” and “active aging” emphasize health, engagement, 

and meaning in later years. Research in positive psychology has highlighted how older 

adults often report greater emotional regulation, resilience, and life satisfaction than 

younger cohorts (Carstensen, 2021). Social movements are challenging stereotypes 

and advocating for older adults to be seen not as burdens but as vital contributors to 

communities. 

Technology is also reshaping expectations. Today’s older adults are not only consumers 

but also creators in digital spaces, from grandparents connecting with grandchildren 

over video calls to older activists raising their voices on social media. These shifts 

broaden the possibilities for connection and self-expression, even as they highlight 

digital divides that professionals must help clients navigate. 

The Interplay of Expectation and Experience 

What society expects of aging influences how older adults see themselves. If elders 

internalize messages of decline, they may limit their own opportunities for growth or 

connection. Conversely, when older adults are encouraged to pursue lifelong learning, 

creativity, and community engagement, they often rise to those opportunities. 

Professionals in social work and therapy play an essential role here. They can 

challenge harmful stereotypes, affirm the strengths of older clients, and promote 

narratives of resilience. For example, a therapist working with an older client who has 

internalized the idea that “old age means loneliness” can gently introduce stories, role 

models, or interventions that show the possibility of renewed social connection. 

Similarly, addiction counselors who encounter older adults struggling with substance 

use can help them reframe their struggles, not as inevitable decline, but as opportunities 

for healing and transformation (SAMHSA, 2023). 

Cultural Nuance and Humility 



It is also essential to recognize that expectations of aging are not universal. A social 

worker supporting a Mexican American family may encounter traditions of 

multigenerational households where elders are central to family life, while a therapist 

working with a Northern European client may find stronger expectations of 

independence in older adulthood. Cultural humility means listening first—allowing 

clients to define what aging means within their cultural, spiritual, and familial frameworks 

(Fang et al., 2022). 

A Balancing Act 

Ultimately, society’s expectations of aging oscillate between decline and vitality, burden 

and contribution, invisibility and recognition. For professionals, the task is to hold a 

balanced view: to acknowledge the real challenges of aging while also affirming the 

profound opportunities it brings. When helpers approach their work with this balance, 

they can create space for clients to rewrite their own stories of aging—stories rooted not 

in stereotypes but in dignity, resilience, and hope. 

 

 

C. Biopsychosocial Issues Facing the Aged 

The journey of aging is never simply biological. It unfolds within a tapestry of 

psychological experiences and social contexts. For every older adult, the physical 

changes of later life intersect with emotions, relationships, culture, and economics. This 

biopsychosocial perspective—understanding health and aging as a dynamic 

interaction of body, mind, and environment—forms the foundation of modern 

gerontology and is essential for professionals who work with older adults (Engel, 1977; 

George, 2022). 

The Biological Dimension 

Aging brings inevitable biological changes. Some are gradual, like reduced muscle 

strength or slower reflexes. Others are sudden, like the onset of chronic illness or a fall 

that alters independence. These changes do not occur in isolation. They ripple through 



every part of life. For example, a loss of mobility may lead to social isolation, while 

hearing loss can contribute to both communication difficulties and feelings of frustration 

or withdrawal (Lin et al., 2020). 

Chronic illnesses are among the most pressing biological realities for older adults. 

Conditions such as diabetes, cardiovascular disease, arthritis, and dementia shape not 

only health but also daily routines, relationships, and financial security. Professionals 

working with older clients must remember that these conditions are not simply medical 

problems to be “fixed.” They are lived experiences that intertwine with identity, mood, 

and family systems. A client with Alzheimer’s disease, for instance, is not only 

navigating cognitive decline but also grappling with changes in roles, autonomy, and 

self-worth—while family members manage grief and caregiving responsibilities 

(Alzheimer’s Association, 2023). 

Nutrition, exercise, and medication management also fall under the biological 

dimension. Malnutrition is a common yet often hidden issue among older adults, 

sometimes stemming from poverty, difficulty accessing healthy food, or loss of appetite 

due to medications. Physical activity, even at modest levels, has been shown to improve 

mood, reduce fall risk, and enhance quality of life (Taylor et al., 2021). Yet engaging in 

regular activity may be difficult without encouragement and support. Helping 

professionals can play a pivotal role in empowering older clients to make small, 

sustainable choices that promote health. 

The Psychological Dimension 

Psychological well-being in later life is just as crucial as physical health. Aging brings 

with it both growth and challenge in this domain. Many older adults develop greater 

emotional regulation and resilience, reporting high levels of life satisfaction (Carstensen, 

2021). Others, however, may experience depression, anxiety, or grief as they face loss, 

health concerns, or social disconnection. 

Loss is perhaps one of the most profound psychological realities of aging. The death of 

a spouse, friends, or siblings can leave older adults facing deep loneliness. Retirement, 

while often anticipated as a reward, can also bring loss of identity, structure, and 



purpose. Counselors and therapists are often called upon to help clients reconstruct 

meaning in the wake of such transitions. 

Cognitive changes also shape the psychological experience of aging. While not all 

memory loss indicates dementia, even mild cognitive decline can be unsettling. 

Professionals must balance honesty with hope, providing education while also affirming 

the continued value and dignity of older clients (Shonkoff, 2024). Importantly, 

psychological concerns in older adults are sometimes underdiagnosed or dismissed as 

“normal aging.” Helping professionals must guard against this ageist assumption, 

advocating for accurate assessment and treatment. 

Another psychological consideration is the lifelong narrative of self. As people age, 

they often revisit earlier life stages, reflecting on achievements, regrets, and meaning. 

Erik Erikson famously described the final stage of life as a tension between integrity and 

despair, where older adults seek to make sense of their lives as a coherent whole 

(Erikson, 1997). Counselors and social workers can provide invaluable space for these 

reflections, helping clients cultivate acceptance, reconciliation, and peace. 

The Social Dimension 

No one ages in isolation. Social environments profoundly shape the aging process. 

Relationships, family structures, financial security, and cultural expectations all influence 

how older adults experience later life. 

Family systems are central. Some older adults enjoy strong support from children, 

grandchildren, or extended kin. Others live alone or experience estrangement. For 

many, the family role shifts—from caregiver to care recipient, from breadwinner to 

dependent, from parent to grandparent raising the next generation. Each of these 

transitions carries emotional weight and may require counseling support (Pillemer et al., 

2021). 

Community also plays a role. Access to safe housing, transportation, healthcare, and 

social networks can make the difference between thriving and struggling in older 

adulthood. Loneliness and social isolation have been identified as major public 
health risks, comparable in impact to smoking or obesity (Holt-Lunstad, 2022). 

Test Question
5) Which of the following has been identified as a major public health risk comparable to smoking or obesity?�Answer:  Loneliness and social isolation



Professionals who can help clients build or maintain community ties—through senior 

centers, religious organizations, volunteer opportunities, or peer groups—are 

contributing not just to social well-being but to overall health. 

Economic factors are equally important. Many older adults face financial insecurity, 

whether from inadequate retirement savings, rising healthcare costs, or unexpected 

caregiving responsibilities. Poverty in older adulthood can magnify biological and 

psychological challenges, limiting access to nutrition, medical care, and social 

opportunities. Social workers in particular often find themselves advocating for clients 

within systems of Medicare, Medicaid, housing assistance, and community services. 

Intersections of the Biopsychosocial 

Perhaps the most important truth about the biopsychosocial model is that these 

domains never stand apart. A fall (biological) may lead to anxiety about leaving the 

house (psychological), which in turn can result in social withdrawal (social). Conversely, 

strong community support (social) can buffer against depression (psychological) and 

encourage healthier habits (biological). Professionals must think in terms of these 

intersections rather than isolated categories. 

For example, consider a widowed woman in her late 70s managing chronic pain. 

Biologically, she struggles with arthritis. Psychologically, she feels a deep sense of 

loneliness after her spouse’s death. Socially, her limited income prevents her from 

joining the senior center. Each dimension reinforces the others. But interventions—a 

support group for grief, a referral to a pain management specialist, and assistance 

applying for subsidized transportation—can begin to restore balance. 

The Role of Helping Professionals 

For social workers, therapists, and addiction counselors, adopting a biopsychosocial 

lens means seeing the whole person. It means listening for the biological challenges but 

also for the stories of resilience. It means addressing grief and depression while 

affirming strengths and resources. It means helping clients access community supports 

while also equipping them with coping strategies. 



This holistic approach requires patience, empathy, and creativity. It also requires self-

awareness. Professionals must reflect on their own assumptions about aging—whether 

they unconsciously lean toward stereotypes of decline or idealized notions of 

“successful aging.” True therapeutic presence comes from holding space for both the 

hardships and the hopes of later life. 

A Foundation for the Course 

The biopsychosocial issues facing the aged are not simply a backdrop to this course—

they are its foundation. In the chapters that follow, we will explore each dimension in 

greater depth, from the biological realities of chronic illness and sensory changes, to the 

psychological tasks of identity and coping, to the social contexts of family, community, 

and care. By holding all three dimensions together, professionals can offer older adults 

the respect, support, and dignity they deserve. 

 

Chapter 1: Biological (Physical) Aspects of Aging 



1. Activities of Daily Living 

One of the most important markers of 

health and independence in later life is the 

ability to perform the basic self-care tasks 

known as Activities of Daily Living 
(ADLs). These include bathing, 
dressing, eating, toileting, transferring 
(moving from bed to chair), and 
maintaining continence (Katz et al., 
1970). Alongside these are Instrumental 
Activities of Daily Living (IADLs), which 

include more complex tasks such as 

cooking, shopping, managing money, and 

handling medications. Together, ADLs and 

IADLs provide a framework for assessing 

how well an older adult can live 

independently and with dignity. 

For social workers, therapists, and counselors, changes in ADLs are not just medical 

facts. They represent turning points in a client’s life story. A man who once prided 

himself on mowing his own lawn may struggle to accept hiring help. A woman who 

raised six children may find it devastating to need assistance with bathing. Each shift in 

functioning carries layers of meaning: identity, pride, vulnerability, and relationships with 

loved ones. 

 

a. Reduced Strength and Endurance 

Muscle mass begins to decline in the fourth decade of life, and by age 70 the 
average adult has lost nearly 25–30% of their muscle strength, a process known 
as sarcopenia (Cruz-Jentoft et al., 2019). This decline is influenced by inactivity, 

hormonal changes, and nutritional deficits. Reduced strength often shows up in subtle 

Test Question
6) Which of the following is listed as an Activity of Daily Living (ADL)?�Answer:  Transferring (moving from bed to chair)

Test Question
7) By about how much muscle strength is the average adult estimated to have lost by age 70?�Answer:  25–30%



ways before it becomes obvious: taking longer to rise from a chair, tiring halfway 

through grocery shopping, or skipping activities that once brought joy. 

Reduced endurance is equally significant. Cardiovascular and respiratory systems 

gradually lose efficiency, meaning that older adults may fatigue more quickly during 

activity. This can have cascading effects: when energy is low, physical activity 

decreases, which in turn accelerates loss of strength and endurance. 

 

Vignette — “Mrs. Alvarez and the Garden” (Expanded): 
Mrs. Alvarez, at 78, had always been known in her 

neighborhood for her lush flower beds and tidy 

vegetable rows. Gardening wasn’t just a hobby—it was 

her therapy, her artistry, her pride. Each spring, 

neighbors gathered around to admire her roses, and 

each fall she gifted baskets of tomatoes and peppers to 

her church community. 

But last year, things began to change. She noticed her 

arms tiring when she tried to lift the watering can. 

Kneeling to plant bulbs left her breathless. “It feels like 

my own body is working against me,” she whispered to 

her daughter. For Mrs. Alvarez, this wasn’t only about gardening—it was about losing 

part of her identity as the woman who nurtured life from the soil. 

When her social worker visited, Mrs. Alvarez admitted, with tears in her eyes, “I’m 

scared. If I can’t do this, what else will I lose?” The social worker acknowledged her grief 

and reframed the situation: gardening is not about doing everything alone—it’s about 

connection and creation. Together, they arranged for lighter pots, ergonomic tools, and 

a nearby teenager to help with heavy lifting. Slowly, Mrs. Alvarez realized that while her 

body had changed, her love for gardening had not. She began hosting “planting days,” 

inviting grandchildren and neighbors to help. What had started as a perceived loss 

became an opportunity to deepen community ties and pass down her knowledge. 



 

b. Decreased Joint Mobility 

Stiffness in joints is one of the 

most common complaints of 

aging. With time, cartilage thins, 

synovial fluid decreases, and 

connective tissues lose elasticity, 

leading to reduced range of 

motion. Osteoarthritis—the most 

common joint disorder—affects 

nearly 50% of adults over 65 

(Litwic et al., 2013). These changes may make it difficult for older adults to bend, reach, 

or grip. 

While the physical changes are significant, the emotional consequences can be just as 

profound. When tasks like buttoning a shirt or opening a jar become frustrating, older 

adults may feel embarrassment, helplessness, or even shame. For professionals, 

attending to these emotional layers is critical. 

Vignette — “Mr. Harris and the Coat Buttons”: 
Mr. Harris, a retired high school teacher in his early 80s, had always been proud of his 

sharp appearance. Even in retirement, he kept to his morning ritual: a pressed shirt, a 

tie, and his favorite sports coat. But arthritis had stiffened his fingers to the point where 

fastening the buttons became a daily battle. Some mornings, after 20 minutes of 

struggling, he would slump back into his chair, defeated. 

When his daughter suggested switching to Velcro or pullovers, Mr. Harris snapped, “I’m 

not a child.” For him, the simple act of buttoning his coat wasn’t just about clothing—it 

was about dignity, competence, and continuity with the man he had always been. 

In counseling, his therapist explored the symbolism behind his frustration, validating the 

deeper meaning attached to this task. Together, they discussed adaptive tools such as 

button hooks, while also reframing his self-worth: being “sharp” was not about buttons, 



but about presence, warmth, and intellect. Mr. Harris eventually accepted the use of 

adaptive devices but insisted on continuing to choose his outfits carefully. His pride 

remained intact—not because he could button every shirt, but because he reclaimed 

control of how he presented himself. 

 

c. Increased Danger of Accidents 

Falls represent one of the greatest health risks for older adults. Nearly one in four 
adults over 65 reports a fall each year, and falls are the leading cause of both fatal 
and nonfatal injuries in this population (CDC, 2023). Risk factors include reduced 

strength, poor balance, vision and hearing impairments, medications that cause 

dizziness, and environmental hazards such as cluttered walkways or poor lighting. 

The aftermath of a fall extends beyond physical injury. Many older adults experience 

“post-fall syndrome”—a combination of anxiety, loss of confidence, and activity 

avoidance. This can trigger a downward spiral: reduced activity leads to further 

weakness, which in turn increases fall risk. 

Vignette — “Mr. Thompson and the Hip Fracture” (Expanded): 
Mr. Thompson, at 82, had always been the life of his senior center. He was the first to 

organize outings, the loudest at bingo, and the one who always brought jokes to share. 

But one winter morning, while stepping out of his shower, he slipped and fractured his 

hip. After surgery and weeks of rehabilitation, his body mended—but his spirit did not. 

His daughter noticed the change first. “Dad won’t leave the house,” she confided. “He 

used to walk to the diner every morning. Now he says, ‘What if I fall again?’” Mr. 

Thompson, once confident and lively, now sat in silence by the window, watching the 

world pass him by. 

A family counselor began meeting with him, not just to discuss safety strategies but to 

gently explore his fear. They validated the trauma of his fall while highlighting his 

strength: “You’ve already proven you can heal.” Together, they set small goals: first 

walking inside the house, then stepping outside with a cane, and finally visiting the diner 

Test Question
8. Approximately what proportion of adults over 65 report a fall each year?�Answer:  Nearly one in four



with his daughter at his side. Over time, Mr. Thompson’s laughter returned, and so did 

his daily walks. The fall had left a scar, but it had not defined him. 

 

Reflection for Professionals 

As these vignettes show, ADLs are not just about survival—they are about identity, 
dignity, and connection. For practitioners, it is essential to ask not only “What tasks 

are difficult?” but also “What meaning do these tasks hold for this person?” A bath may 

represent privacy, gardening may symbolize creativity, and dressing independently may 

affirm self-worth. By honoring both the physical and symbolic layers, professionals can 

support older adults in ways that promote not only safety but also hope and resilience. 

 

 

2. Changing Sphere of the Senses 

The human senses—sight, hearing, taste, smell, touch, and balance—are not only 

biological systems but also lifelines to the world. They allow us to connect, 

communicate, savor, and move through life with confidence. In older adulthood, 

changes in these senses can alter daily experiences in profound ways. For some, the 

decline is gradual, almost imperceptible until a loved one points it out. For others, it 

comes suddenly—a cataract surgery gone wrong, a rapid hearing loss, or a fall 

triggered by dizziness. 

When sensory changes occur, the effects ripple outward. A man with fading vision may 

withdraw from driving, reducing his independence. A grandmother with hearing loss may 

stop attending church because she feels embarrassed asking people to repeat 

themselves. A diminished sense of smell may affect nutrition, leading to unintended 

weight loss. These are not simply medical issues—they touch identity, confidence, 

relationships, and quality of life. 



Professionals working with older adults must therefore see sensory decline not just as a 

physical change but as an emotional and social turning point that often requires 

compassion, adaptation, and advocacy. 

 

a. Vision 

Vision is one of the most commonly affected senses in older age. Conditions such as 

presbyopia (difficulty focusing on close objects), cataracts, glaucoma, and macular 

degeneration can significantly impair daily life. According to the National Eye Institute 

(2022), more than half of Americans over age 75 experience cataracts, and macular 

degeneration is the leading cause of severe vision loss in adults over 60. 

Vision loss is more than a clinical diagnosis. It can affect confidence in navigating the 

environment, ability to read or drive, and engagement in beloved hobbies. Even small 

adjustments—like needing brighter light to read—can signal deeper anxieties about 

independence. 

Vignette — “Mrs. Chen and the Recipes”: 
Mrs. Chen, age 81, was famous in her family for her dumplings. Every holiday, her 

children and grandchildren would gather in her kitchen as she kneaded dough, chopped 

vegetables, and told stories of her childhood in Shanghai. But over time, she found the 

recipe cards hard to read. The neat handwriting blurred, and measuring cups seemed to 

disappear into shadows. She began avoiding cooking altogether, telling her daughter, 

“I’m too tired now.” 

When her therapist asked gently about this change, Mrs. Chen confessed through tears, 

“I’m afraid I’ll make a mistake. What if I burn myself? What if I poison someone because 

I can’t see clearly?” 

Her daughter arranged an eye exam, which revealed cataracts. Surgery restored much 

of her vision, but what truly restored her confidence was the encouragement she 

received. Her grandchildren surprised her with enlarged recipe cards, printed in bold 

type. Together, they resumed the holiday dumpling tradition—this time with Mrs. Chen 



as teacher and her grandchildren as apprentices. She laughed, “Now I don’t just make 

dumplings. I make memories.” 

 

b. Hearing 

Hearing loss, or presbycusis, affects about 
one in three adults over age 65 and nearly 
half over 75 (Livingston et al., 2020). It often 

begins subtly: turning up the television, asking 

people to repeat themselves, or avoiding noisy 

environments. But its consequences can be 

serious. Hearing impairment is strongly linked 

to social withdrawal, depression, and even 

cognitive decline, as reduced stimulation limits 

brain engagement (Lin et al., 2020). 

Vignette — “Mr. Delgado and the Choir”: 
For more than 40 years, Mr. Delgado had sung 

in his church choir. Music was his joy, his way 

of worship, his community. But in his late 70s, 

he began to notice that he couldn’t hear the 

altos or sopranos clearly. He often missed cues from the conductor, and once he came 

in on the wrong verse entirely. Embarrassed, he quietly stopped attending rehearsals, 

telling others he was “too busy.” 

When his pastor reached out, Mr. Delgado admitted his shame: “I don’t want to be the 

old man who ruins the music.” A hearing specialist fitted him with discreet hearing aids. 

The first time he returned to rehearsal, tears welled in his eyes as the harmony swelled 

around him. “I thought I had lost this forever,” he whispered. 

His counselor later reflected with him on how hearing aids weren’t a symbol of decline 

but a bridge back to connection. Mr. Delgado returned to singing not only with the choir 

but also with his grandchildren at home, passing on his love of music. 

Test Question
9) Hearing loss affects about what share of adults over age 65?
Answer: One in three



 

c. Edentulousness (Loss of Teeth) 

Oral health often receives less attention than other aspects of aging, yet it is central to 

both nutrition and self-esteem. Tooth loss, gum disease, and ill-fitting dentures can 

affect chewing, speaking, and even smiling. Older adults who cannot comfortably eat 

may avoid social meals, leading to isolation and poor nutrition. 

Vignette — “Ms. Ramirez and the Dinner Table”: 
Ms. Ramirez, age 76, had always hosted Sunday dinners for her extended family. But 

recently, she began making excuses: “I’m not feeling well,” or “Maybe next week.” Her 

daughter noticed that her once vibrant mother had grown quiet and withdrawn. 

In a counseling session, Ms. Ramirez revealed the truth: she had lost several teeth and 

was embarrassed to eat in front of others. “I don’t want my grandchildren to see me this 

way,” she admitted, her eyes downcast. 

Her social worker connected her with a dental program for seniors, where she was fitted 

with partial dentures. At the next Sunday dinner, Ms. Ramirez beamed as she served 

arroz con pollo, surrounded by laughter and conversation. Her daughter later remarked, 

“It wasn’t just her smile that came back—it was her joy.” 

 

d. Speech and Communication 

Communication is deeply tied to identity. Yet in older adulthood, changes in motor 

processes—respiration, phonation, articulation—or neurological conditions such as 

stroke, aphasia, or dysarthria can make speaking difficult. 

The frustration of not being understood can lead to withdrawal. For helping 

professionals, supporting communication means more than recommending speech 

therapy. It means affirming the person behind the struggle and helping families adapt 

with patience and creativity. 



Vignette — “Mr. White and the Word Hunt”: 
After a mild stroke, Mr. White, age 72, found himself struggling to form words. Once an 

eloquent storyteller, he now paused mid-sentence, searching for words that danced just 

out of reach. His grandchildren, impatient, sometimes interrupted. Mr. White grew quiet, 

retreating from conversations. 

His therapist introduced simple communication strategies: slowing down, using 

gestures, and encouraging his family to listen without rushing. Over time, Mr. White 

regained some speech, but perhaps more importantly, he regained confidence. One 

evening, during a family gathering, he finished a long story about his first car. The room 

erupted in laughter, and his grandson hugged him, saying, “Grandpa’s back.” 

 

e. Taste and Smell 

Taste and smell often diminish with age, particularly due to medication side effects, 

reduced saliva production, or changes in olfactory receptors. These senses may seem 

minor, but they profoundly affect appetite, safety, and quality of life. A diminished sense 

of smell can increase risks such as missing a gas leak or spoiled food. 

Vignette — “Mrs. 
Patel and the Curry”: 
For Mrs. Patel, cooking 

was more than food—it 

was heritage. Her 

curries, rich with spices, 

connected her to her 

childhood in India. But 

recently, she 

complained, 

“Everything tastes 

bland.” Meals that once delighted her felt flat, and she began eating less, losing weight. 



Her nutritionist explained that her sense of smell had diminished. Together, they 

experimented with stronger spices, varied textures, and colorful presentations. Mrs. 

Patel also began eating with friends at the senior center, discovering that conversation 

often made the food “taste better.” While her senses had changed, her enjoyment of 

meals—and her sense of connection—was restored. 

 

f. Touch and Balance 

Touch, often overlooked, provides comfort, intimacy, and safety. As skin thins and 

circulation decreases, sensitivity may decline. Balance, closely linked to proprioception 

and the inner ear, also becomes more fragile with age, increasing fall risk. 

Vignette — “Mr. Lewis and the Grandchild’s Hug”: 
Mr. Lewis noticed that his hands felt numb and clumsy. He worried when he could no 

longer feel the softness of his granddaughter’s hand in his. “It’s like there’s a barrier 

between us,” he told his wife. Physical therapy improved his circulation somewhat, but 

what truly helped was reframing: focusing not only on physical sensation but also on the 

meaning of connection. His counselor encouraged him to create new rituals of 

closeness—like reading aloud together or gentle back rubs. Though touch had 

changed, intimacy remained. 

 

Reflection for Professionals 

Sensory changes are often invisible to others but profoundly disruptive to the older adult 

experiencing them. For helping professionals, the work is not only about recommending 

glasses, hearing aids, or adaptive devices. It is about honoring the loss, reducing the 
stigma, and reframing adaptation as empowerment rather than decline. Sensory 

changes need not signal isolation—they can be moments for creativity, family 

involvement, and rediscovery of meaning. 

 

3. Musculoskeletal Changes with Age 



The musculoskeletal system—bones, muscles, tendons, and ligaments—is the 

framework that carries us through life. With age, this system undergoes gradual but 

profound changes. Some changes are visible: posture becoming stooped, gait slowing, 

or hands curling with arthritis. Others are less obvious but equally significant: 

microfractures in bone, reduced flexibility, or persistent joint pain. 

For older adults, these changes impact not only mobility but also self-image and 

independence. A once-active grandparent who hiked mountains may feel diminished 

when climbing stairs becomes a struggle. A woman who danced at weddings may 

grieve when chronic pain limits her ability to sway to music. For helping professionals, 

understanding these changes means recognizing the interplay between biology and the 

deeper stories of identity and belonging. 

 

 

 

 

a. Loss of Flexibility 



Flexibility decreases with age as connective tissues lose elasticity and joint capsules 

stiffen. Even simple activities—reaching overhead, bending to tie shoes, or turning to 

look behind while driving—may become harder. 

Vignette — “Mrs. O’Neill and the Piano”: 
Mrs. O’Neill, a retired music teacher of 85, loved 

playing piano for her church. But she began 

noticing that her fingers no longer stretched easily 

to reach octaves. Simple arpeggios felt stiff, and 

she winced when trying to play fast passages. 

“My music is slipping away from me,” she told her 

therapist, tears rolling down her cheeks. 

Together, they reframed her situation. Mrs. O’Neill 

began selecting slower, lyrical pieces that 

emphasized emotion rather than speed. She also 

invited a young student to join her in duet pieces, 

filling in the notes she could no longer reach. “I 

thought aging meant losing my music,” she 

reflected, “but it just means learning to play a different tune.” 

 

b. Loss of Strength 

By age 70, most adults lose about 20–40% of their muscle strength, particularly in 

weight-bearing muscles of the legs and hips (Cruz-Jentoft et al., 2019). This makes 

rising from a chair, climbing stairs, or carrying groceries more difficult. Loss of strength 

is not just a physical issue—it often erodes confidence. 

Vignette — “Mr. Robinson and the Groceries”: 
Mr. Robinson, age 79, prided himself on being self-sufficient. Every Saturday, he walked 

to the market, carrying two full bags of groceries home. But one day, halfway up the hill, 

he realized he couldn’t do it anymore. A neighbor offered to help, but Mr. Robinson 



waved him off, embarrassed. Later, he confided to his counselor, “I feel useless. If I 

can’t carry my own groceries, what kind of man am I?” 

His counselor validated his grief but also helped him reframe strength as more than 

physical. They explored other ways he still contributed: mentoring neighborhood kids, 

fixing small appliances, telling stories of his military service. Eventually, Mr. Robinson 

accepted grocery delivery for heavy items while still making his Saturday walk for 

smaller purchases. “I may not carry bags anymore,” he said with a smile, “but I still carry 

wisdom.” 

 

c. Poor Posture 

Posture often changes with age, leading to stooping or rounding of the shoulders. This 

may stem from muscle weakness, spinal degeneration, or conditions such as 

osteoporosis. While posture changes are sometimes dismissed as cosmetic, they can 

affect breathing, balance, and self-perception. 

Vignette — “Ms. Davis and the Mirror”: 
Ms. Davis, age 72, avoided mirrors after she noticed her shoulders rounding and her 

back curving forward. “I don’t recognize myself,” she whispered to her therapist. Once 

proud of her tall, graceful walk, she now slouched, feeling old before her time. 

Her therapist encouraged gentle exercises and yoga for posture support but also 

explored the deeper wound: Ms. Davis equated posture with presence. Together, they 

practiced standing tall in other ways—through voice, through storytelling, through 

asserting her needs. Over time, Ms. Davis discovered that dignity was not limited to the 

spine. “Even if I bend,” she said, “I still stand tall in who I am.” 

 

d. Changes in Gait 

Walking patterns often shift with age—steps shorten, pace slows, and balance becomes 

more tentative. These changes may arise from arthritis, neuropathy, or fear of falling. 

Gait changes are not trivial; they increase fall risk and affect independence. 



Vignette — “Mr. Kim and the Daily Walk”: 
Every morning, Mr. Kim, age 80, walked three miles around his neighborhood. It was his 

ritual of discipline, a holdover from his years as a martial arts instructor. But as 

neuropathy in his feet worsened, his gait grew uneven. He stumbled often, and 

neighbors began expressing concern. 

When his doctor recommended a cane, Mr. Kim resisted. “Cane means weakness,” he 

said. In counseling, he admitted, “I’ve spent my life teaching others to move with 

strength. Now my own body betrays me.” 

With gentle reframing, his therapist helped him see the cane not as a defeat but as a 

tool. “Masters use tools,” she reminded him. Eventually, he accepted it, even 

customizing the cane with symbols from his martial arts practice. Neighbors later 

remarked that Mr. Kim looked dignified again—moving with both steadiness and pride. 

 

e. Chronic Pain 

Chronic musculoskeletal pain—whether from arthritis, back problems, or injuries—is a 

leading cause of disability in older adults (Dahlhamer et al., 2018). Pain is not only 

physical but also psychological, shaping mood, sleep, and social engagement. 

Vignette — “Mrs. Johnson and the Sleepless Nights”: 
Mrs. Johnson, 77, had endured chronic back pain for years. Nights were the worst—she 

tossed and turned, unable to find comfort. In the morning, fatigue made even simple 

chores feel insurmountable. She grew irritable with her husband and withdrew from 

friends. “Pain has stolen my joy,” she confessed. 

Her counselor acknowledged both her suffering and her resilience. Together, they 

explored coping strategies: mindfulness, pacing daily activities, and gentle stretches. 

While pain did not vanish, Mrs. Johnson slowly regained control of her narrative. “I may 

live with pain,” she said, “but pain does not live my life for me.” 

 

f. Instability and Falls 



Instability is often the culmination of musculoskeletal decline—reduced flexibility, 

strength, posture, and gait all converge to increase fall risk. As mentioned earlier, falls 

are the leading cause of injury and death among older adults (CDC, 2023). Beyond 

physical injury, falls often carry deep psychological scars. 

Vignette — “Mr. Alvarez and the Dance Floor”: 
At his granddaughter’s wedding, Mr. Alvarez, age 84, longed to dance. But after a fall 

two years earlier, his confidence was shattered. As he watched others twirl across the 

floor, he sat frozen, clutching his cane. His daughter urged, “Just one dance, Dad,” but 

fear gripped him. 

In therapy, he described the humiliation of his earlier fall: “I went from strong to fragile in 

seconds.” With support, he began balance classes at a local senior center. Months later, 

at his grandson’s graduation, Mr. Alvarez stood to dance a slow shuffle with his 

daughter. “Not the steps I used to know,” he laughed, “but still a dance.” 

 

Reflection for Professionals 

Musculoskeletal changes are not simply about bones and muscles—they are about 

identity, pride, and participation in life. For helping professionals, the task is to see 

beyond physical limitations and honor the stories they hold. A stooped posture may 

signal grief as much as spinal decline. A cane may feel like defeat until reframed as 

empowerment. By listening for the deeper meaning, professionals can help older adults 

integrate these changes with dignity and hope. 

 

1.4 Chronic Diseases and Causes of Death 

Most older adults live with at least one chronic condition—and many live with several. 

For clients and families, this often feels like a new weather system moving through daily 

life: routines shift around medications, appointments, energy fluctuations, and new 

limitations. Yet chronic illness is not a person’s whole story. It is one thread in a larger 

tapestry of identity, relationships, faith, work, culture, and meaning. Our task as helping 



professionals is to hold both truths—acknowledging the realities of disease while 

protecting the dignity and agency of the person who has it. 

The landscape: common conditions, complex lives 

In later life, multimorbidity—the co-occurrence of two or more chronic conditions—is 

the rule rather than the exception (Barnett et al., 2012). Cardiometabolic illnesses 

(hypertension, coronary artery disease, heart failure, diabetes), chronic lung disease 

(COPD), arthritis and other musculoskeletal disorders, chronic kidney disease, cancer, 

and neurocognitive disorders (mild cognitive impairment, dementia) commonly cluster 

(Tsao et al., 2024; Alzheimer’s Association, 2023). These conditions rarely travel alone; 

they interact biologically (e.g., diabetes accelerating vascular disease), practically 

(transportation barriers, appointment fatigue), and emotionally (grief, worry, shame, 

hopelessness). 

Frailty adds another layer. The frailty phenotype—unintentional weight loss, exhaustion, 

weakness, slow walking speed, and low activity—signals reduced physiologic reserve 

and higher risk for falls, hospitalization, and mortality (Fried et al., 2001). Others 

conceptualize frailty as a cumulative deficit index, the gradual stacking of small 

vulnerabilities that, together, increase risk (Rockwood & Mitnitski, 2007). Whether we 

use phenotype or index, the practical takeaway is the same: small stressors (a 

medication side effect, a minor infection) can cause outsized setbacks for frail clients. 

Finally, we should name the social determinants of health that shape who gets sick, 

when, and how well they recover—income, housing, transportation, neighborhood 

safety, food access, structural racism, language access, and caregiver availability (Holt-

Lunstad, 2022). A gentle, strengths-based assessment that includes these realities 

helps us target the right supports. 



 

Leading causes of death—
without losing sight of life 

Among U.S. adults in later life, 

heart disease and cancer 
consistently account for a large 

share of deaths, with 

cerebrovascular disease, 

chronic lower respiratory 
disease, Alzheimer’s disease 
and other dementias, diabetes, 

kidney disease, influenza and 
pneumonia, and unintentional 
injuries (notably falls) also 

prominent (National Center for Health Statistics, 2023; CDC, 2023; Alzheimer’s 

Association, 2023). Periodic infectious threats (e.g., COVID-19) remind us how quickly 

risk can shift for older adults (NCHS, 2023). 

These categories are useful, but real lives are more textured. People often die with 

multiple conditions, and the lived experience before death follows recognizable 

trajectories: a relatively stable course with a rapid decline (often cancer), slow decline 

with intermittent exacerbations (organ failure such as CHF or COPD), and prolonged 

dwindling marked by frailty or dementia (Lunney et al., 2003). Recognizing these 

patterns helps us time conversations about goals, values, and supports.  Even in these 

circumstances, it is helpful if individual can still not lose sight of life, and enjoy as much 

as they can the joys of living.   

 

Vignette 1 — “Mrs. Greene’s Two Truths” (CHF/COPD; organ-failure trajectory) 

Mrs. Greene is 81, a retired postal worker with heart failure and COPD. Most days are 

“okay” days: she waters the geraniums, reads the paper, and watches her great-

Test Question
10) Which of the following is named among the leading causes of death in later life?�Answer:  Heart disease



grandson toddle through the living room. Every few months, though, a cold spirals into 

shortness of breath, a midnight trip to the ER, IV diuretics, and a week on the hospital’s 

telemetry floor. Each time she comes home a little weaker. 

“I hold two truths,” she tells her social worker. “I want more ordinary days. And I don’t 

want to die in the ICU.” Together, they create a “good-days plan”: how to spot early 

warning signs, who to call, what meds to adjust with her clinician’s standing orders, and 

when to choose the ED. They also document goals of care—no intubation, trial of non-

invasive ventilation only if she can still talk with family, and a strong preference for 

home-based palliative care when crises become more frequent (Kavalieratos et al., 

2016). 

In the months that follow, the plan works like a handrail. Mrs. Greene still has setbacks, 

but they are shorter and less frightening. Most importantly, she feels seen: not just a 

“heart failure patient,” but a grandmother, neighbor, and gardener whose ordinary days 

are the point of all this care. 

 

Polypharmacy and the hidden harms of “more care” 

With multimorbidity comes polypharmacy—often five, ten, or more medications—which 

increases the risk of drug-drug interactions, delirium, falls, bleeding, kidney injury, and 

hospitalizations (American Geriatrics Society Beers Criteria®, 2023). Anticoagulants, 

diabetes agents, and sedatives are frequent culprits in emergency visits for adverse 

drug events among older adults (Budnitz et al., 2018). 

Medication lists grow for sensible reasons—each specialist treats to guideline targets—

but the whole can become unsafe. Regular deprescribing conversations anchored to 

the client’s goals (“Which medicines still help you do what matters most?”) are a clinical 

kindness (Tinetti et al., 2019). 

Vignette 2 — “Mr. Bennett and the Three Pill Bottles” (polypharmacy, falls) 
Mr. Bennett, 79, brings three grocery sacks of medications to his first visit with the clinic 

social worker. He lives alone since his wife’s death. Over six months he’s fallen twice, 



once after getting up at night for the bathroom. His list includes two benzodiazepines for 

sleep, a tricyclic antidepressant “from years ago,” and a new opioid after a dental 

procedure—plus antihypertensives and a diuretic. 

The social worker coordinates a brown-bag review with pharmacy. Using the Beers 
Criteria, they taper the benzodiazepines, discontinue the TCA, convert the opioid to as-

needed acetaminophen with topical NSAID, and add nighttime bathroom lighting. Mr. 

Bennett’s dizziness eases. He keeps one pill bottle on the counter—his wife’s old 

vitamin jar—now repurposed with a handwritten label: “Morning meds, for better days” 

(American Geriatrics Society Beers Criteria®, 2023). 

 

Disease burden, grief, and identity 

Chronic illness is a medical reality and a meaning-making project. Clients often wrestle 

with losses—vocation, roles, driving, privacy, sexual intimacy, spiritual certainty—while 

also discovering new purposes. Gentle narrative work (“What has this illness taught 

you about your strengths?”) and acceptance-and-commitment strategies (“What small 

actions move you toward what matters?”) reduce suffering even when symptoms 

persist. 

Vignette 3 — “Ms. Liu and the Long Goodbye” (dementia; frailty trajectory) 
Ms. Liu, 84, once taught high-school literature. Now she has Alzheimer’s disease. 

Some days she recites poetry; other days she cannot find the bathroom. Her daughter, 

Kim, grieves in the present tense: “I miss her even as I hold her hand.” 

Their counselor establishes caregiver coaching—validating ambiguous loss, teaching 

communication strategies (short sentences, one-step prompts), and connecting the 

family with a dementia-friendly day program. The family holds a “legacy afternoon” 

where Ms. Liu records favorite recipes and reads a few lines from The Joy Luck Club 

into a voice journal, her voice warm and steady. The disease continues its slow work, 

but so does love. Kim later says, “You taught us to look for her—really look—every day 

we still can” (Alzheimer’s Association, 2023). 



 

Disparities that matter 

Chronic disease does not fall evenly. Black, Latino, Indigenous, and rural elders face 

higher burdens of diabetes, hypertension, kidney disease, and stroke—shaped by 

historic and ongoing inequities in income, housing, environmental exposures, access to 

care, and experiences of discrimination (Holt-Lunstad, 2022). Cultural humility asks us 

to move beyond generic advice toward culturally anchored, feasible plans—honoring 

food traditions, caregiving norms, language, and health beliefs. 

Vignette 4 — “Mr. Yazzie’s Numbers” (Type 2 diabetes; food access & culture) 
Mr. Yazzie, 72, a Diné (Navajo) elder, has Type 2 diabetes and early kidney disease. 

The closest grocery with fresh produce is 45 miles away; the nearest dialysis center is 

farther. “People keep telling me to change my diet,” he says, “but they don’t see where I 

live or what we have.” 

His clinician team partners with a local tribal community health representative to 

connect him with a produce co-op and a mobile market. They adapt nutrition goals to 

traditional foods (blue corn mush, beans, squash) and factor in cultural commitments, 

like caring for sheep. A pharmacist simplifies his regimen to a once-daily GLP-1 receptor 

agonist aligned with his mealtime patterns (ADA, 2024). The numbers improve 

modestly; the fit improves dramatically. Mr. Yazzie smiles: “Now your plan sounds like 

my life.” 

 

Cancer and the “preference-sensitive” fork in the road 

Most cancer deaths occur in older adults, and many treatment decisions are 

preference-sensitive—reasonable people choose differently when they understand the 

trade-offs among survival, symptom burden, function, and time at home (NCI, 2023). 

Clear, plain-language communication and teach-back protect autonomy. 

Vignette 5 — “Ms. Ortiz and the White-Coat Words” (cancer; rapid-decline 
trajectory) 



At 76, Ms. Ortiz is diagnosed with stage IV lung cancer. In clinic, she feels swept along 

by words: “first-line,” “progression-free,” “immune checkpoint.” The oncology social 

worker pauses. “Let’s put this in your words. What do you understand? What matters 

most?” 

For Ms. Ortiz it is time with her sister, cooking together, and staying out of the 
hospital. With that clarity, she chooses immunotherapy with an early palliative-care 

referral, plus a standing plan to stop treatment if it steals more days than it gives. She 

hangs a calendar at home labeled “Good Hours.” On many days she writes, “Cooked,” 

“Laughed,” “Slept.” When treatment stops months later, she enters hospice at home, 

surrounded by music and family (Kavalieratos et al., 2016). 

 

What shortens life is often what we can soften 

Even in advanced age, modifiable 
risks matter: tobacco exposure, 

uncontrolled hypertension, physical 

inactivity, social isolation, 

malnutrition, polypharmacy, and 

unsafe housing each raise morbidity 

and mortality (CDC, 2023; Holt-

Lunstad, 2022). Practical, bite-sized 

interventions—home safety checks, 

walking plans with a friend, 

hearing and vision correction, 

vaccinations, BP control, sodium 
& fluid literacy for heart failure—

change trajectories in ways clients can feel. 

This aligns with the idea of compression of morbidity: even when we cannot extend 

lifespan, we can shorten the time spent with disability near the end of life (Fries, 2002). 

For many clients, that is the goal: fewer hard days, more ordinary ones. 



 

Practice pathways for helpers 

• Name the pattern. Is this a rapid decline, intermittent crises, or slow dwindling? 

Tailor anticipatory guidance accordingly (Lunney et al., 2003). 

• Prioritize what matters. Use “What are you hoping for?” and “What are you 

willing to go through for the possibility of more time?” to align care (Tinetti et al., 

2019). 

• Reconcile medications. Schedule periodic deprescribing reviews using the 

Beers Criteria and a pharmacist partner (American Geriatrics Society Beers 

Criteria®, 2023). 

• Screen for caregiver strain & isolation. Social connection is health-protective; 

refer to groups, adult day programs, respite, and faith/community supports (Holt-

Lunstad, 2022). 

• Normalize palliative care early. It’s about symptom relief, decision support, and 

better quality of life—alongside disease-directed care (Kavalieratos et al., 2016). 

• Speak plainly. Replace jargon with everyday language and use teach-back. 

Dignity lives in understanding. 

 

Closing reflection 

Chronic diseases and the causes of death are not just categories on a chart; they are 

the terrain older adults and their families walk every day. Our role is to go with them—

steadying a hand over uneven ground, pausing for breath on the hills, and celebrating 

the vistas that appear even late in the journey. When we center what matters, pare back 

what harms, and honor culture and story, we help clients transform a map of diagnoses 

into a path of meaning. 

 

1.5 Age-Related Diseases 



Aging reshapes the body’s “terrain.” What once felt like separate systems—heart, lungs, 

bones, gut, brain—become a single interdependent ecosystem. That’s why older adults 

rarely present with just one diagnosis or one straightforward treatment decision. For 

helping professionals, this section offers a guided map through common conditions, with 

clinical touchpoints translated into psychosocial realities: fatigue that limits 

grandparenting, breathlessness that makes stairs feel like cliffs, incontinence that keeps 

someone homebound, and forgetfulness that frays family roles. Throughout, you’ll find 

vignettes that mirror the situations social workers, MFTs, and addiction counselors meet 

every day. 

 

1.5.a Cardiovascular Diseases (CVD) 

Why CVD matters in late life 

Cardiovascular disorders remain among the most consequential causes of disability and 

death in older adults, and they rarely travel alone; depression, diabetes, COPD, 

polypharmacy, and cognitive change frequently co-occur (Heidenreich et al., 2022; 

Virani et al., 2023). For practitioners outside medicine, the key is recognizing how 

cardiovascular symptoms ripple psychosocially: fear of exertion, activity restriction, loss 

of perceived identity (“I used to be the strong one”), sleep disturbance, and caregiver 

strain. 

Vignette 1: “The Walk to the Mailbox” 

Mr. Alvarez, 78, a retired truck driver, began parking his car at the curb because the 

short slope to his driveway left him winded. He tells his daughter he’s “out of shape” but 

also “afraid to push it.” His daughter notes he naps more and missed his bowling 

league. At a routine visit, his blood pressure measures 148/86 in clinic, 136/82 at home. 

He describes occasional chest “tightness” when moving heavy groceries, relieved by 

rest. He’s reluctant to bring it up—“Doc’s just going to give me more pills.” 

Practice focus: your gentle motivational interviewing explores his goals (walking with 

his grandson at the zoo), his concerns (side effects, too many meds), and his values 

(staying independent). This frames collaborative dialogue with his primary-care team 



about safe activity, blood pressure targets, and symptom monitoring (Whelton et al., 

2018; Virani et al., 2023). www.heart.orgprofessional.heart.org 

 

High Blood Pressure (Hypertension) 

• Definition & targets. In most U.S. guidelines, hypertension is ≥130/80 
mmHg, with treatment individualized to comorbidity, CVD risk, and patient 

preference (Whelton et al., 2018). Home and ambulatory measurements improve 

accuracy and reduce overtreatment in anxious settings (“white coat” effect). 

(Whelton et al., 2018). www.heart.org 

• Why it matters. Elevated blood pressure silently accelerates atherosclerosis and 

raises risks of heart attack, heart failure, stroke, kidney disease, and vascular 

cognitive impairment (Whelton et al., 2018; Heidenreich et al., 2022). 

• Psychosocial levers. Lifestyle shifts often succeed when they are values-

anchored and “right-sized”: sodium reduction through one meal per day, 10-

minute walking “snacks,” sleep hygiene for nocturnal BP spikes, and medication 

routines aligned with daily habits (e.g., brushing teeth). 

Coronary Heart Disease (Chronic Coronary Disease, including Angina) 

• Presentation. Classic exertional chest pressure may be absent in older adults; 

dyspnea, fatigue, or epigastric discomfort may be the main clues. 

• Care themes. Modern management emphasizes cardiac-protective lifestyle, 

statins when appropriate, tailored antianginals, careful use of beta-blockers, 

and—important for many patients—cardiac rehabilitation, which improves 

symptoms and quality of life (Virani et al., 2023). professional.heart.org+1 

• Team messaging. “Let’s build stamina safely” beats “Don’t overdo it.” Many 

clients will re-engage when goals are framed as returning to meaningful roles. 

Vignette 2: “Bowling Night, Again” 

Ms. Chen, 82, stopped attending her Thursday league after a winter hospitalization for 

https://www.heart.org/-/media/files/health-topics/high-blood-pressure/hypertension-guideline-highlights-flyer.pdf?utm_source=chatgpt.com
https://professional.heart.org/-/media/PHD-Files-2/Science-News/2/2023/2023_chronic_coronary_disease_guideline_slide_set.pdf?utm_source=chatgpt.com
https://www.heart.org/-/media/files/health-topics/high-blood-pressure/hypertension-guideline-highlights-flyer.pdf?utm_source=chatgpt.com
https://professional.heart.org/en/science-news/2023-guideline-for-the-management-of-patients-with-chronic-coronary-disease?utm_source=chatgpt.com
Test Question
11) In most U.S. guidelines, what blood pressure defines hypertension?�Answer:   ≥130/80 mmHg



chest pain. She fears another episode. The rehab referral sat in her mail pile. In therapy, 

you explore her narrative of vulnerability and introduce graded exposure to activity with 

clear safety cues (symptom rating, rest, when to call). After a joint visit with the nurse 

care-manager, she agrees to start cardiac rehab. Two months later, she’s back to the 

social hub that sustains her mood and appetite (Virani et al., 2023). 

professional.heart.org 

Transient Ischemic Attacks (TIAs) and Stroke 

Although TIAs and stroke are technically cerebrovascular rather than coronary, they’re 

part of the vascular spectrum that travels with hypertension, diabetes, atrial fibrillation, 

and atherosclerosis. TIAs are brief neurologic deficits (minutes to hours) and warn 
of high short-term stroke risk; urgent evaluation can prevent catastrophe. 
Secondary prevention—BP control, antithrombotic strategies, statins, lifestyle—

dramatically reduces recurrence (Kleindorfer et al., 2021). For social workers, the big 

job after stroke is navigating rehab intensity, caregiver training, and home safety while 

tracking mood and role shifts. AHA Journals 

Congestive Heart Failure (CHF) 

• What to look for. Fatigue, dyspnea on exertion, pedal edema, orthopnea, and 

weight changes. 

• Therapy landscape. Modern “four-pillar” therapy for reduced ejection fraction 

includes ARNI/ACEi/ARB, beta-blocker, mineralocorticoid receptor antagonist, 

and SGLT2 inhibitor—added thoughtfully in older adults with attention to blood 

pressure, kidney function, and fall risk. For HFpEF (common with aging), diuresis 

for congestion and SGLT2 inhibitors improve outcomes (Heidenreich et al., 

2022). professional.heart.orgHeart Failure Society of America 

• Your role. Early signs of fluid overload (3–5 lbs in a week, new ankle swelling) 

and medication adherence benefit from simple home tools—a scale by the 

toothbrush, symptom calendars, and “call me if…” plans. 

https://professional.heart.org/-/media/PHD-Files-2/Science-News/2/2023/2023_chronic_coronary_disease_guideline_slide_set.pdf?utm_source=chatgpt.com
https://www.ahajournals.org/doi/10.1161/CIR.0000000000000923?utm_source=chatgpt.com
https://professional.heart.org/en/science-news/-/media/832EA0F4E73948848612F228F7FA2D35.ashx?utm_source=chatgpt.com
https://hfsa.org/sites/default/files/2022-04/ACC-AHA-HFSA-JCF-HFGuidelines-Top10.pdf?utm_source=chatgpt.com
Test Question
12) Transient ischemic attacks (TIAs) primarily warn of what?�Answer:  High short-term stroke risk

Test Question
13) Which medication class is included in the modern “four-pillar” therapy for reduced ejection fraction heart failure?�Answer: SGLT2 inhibitor



Vignette 3: “The Suitcase by the Door” 

Mr. Reed, 84, keeps a packed bag “just in case” because he’s been hospitalized for fluid 

buildup three times this year. He drinks less to avoid swelling, then lands in the ER with 

dizziness. With his permission, you convene a tele-huddle: his daughter, cardiology 

nurse, and the pharmacist. Together you simplify his regimen (one pillbox, fewer doses), 

add a same-day nurse line if weight jumps, and schedule a home health check of blood 

pressure and orthostatics. The suitcase goes back into the closet (Heidenreich et al., 

2022). 

Arrhythmias (Atrial Fibrillation and Others) 

• Atrial fibrillation (AF). AF is common in older adults and raises stroke risk. 

Many clients fear anticoagulation because of falls; collaborative risk-benefit 

(CHA₂DS₂-VASc, HAS-BLED) and practical fall-prevention strategies support 

decisions aligned with values (January et al., 2023). Rate control, rhythm control, 

and symptom goals should be tailored. CDC 

• Communication pearl. “Blood thinners” sound scary. Try “stroke-prevention 

medicine,” paired with a fall-proofing plan and shared decision tools. 

Valvular Heart Disease 

Degenerative aortic stenosis and mitral regurgitation are common with aging. 

Multidisciplinary teams now offer less invasive catheter-based options for selected 

patients; decisions hinge on symptom burden, frailty, life goals, and procedural risk 

(Otto et al., 2021). Your advocacy ensures the patient’s voice—what matters most—sits 

at the center of the heart team’s plan. AHA Journals 

 

1.5.b Other Diseases of the Body 

Rheumatic and Musculoskeletal Conditions 

Osteoarthritis (OA). 

https://www.cdc.gov/nchs/products/databriefs/db521.htm?utm_source=chatgpt.com
https://www.ahajournals.org/doi/10.1161/CIR.0000000000000923?utm_source=chatgpt.com


• Lived experience. Pain, stiffness, and fear of movement can spiral into 

deconditioning and isolation. 

• Management themes. First-line care centers on exercise (strength + 
aerobic), weight management as appropriate, topical NSAIDs for knee/hand 
OA, and intra-articular corticosteroids for flares; duloxetine can help for 
chronic knee OA with mood-pain interplay (Kolasinski et al., 2020). Bracing, 

assistive devices, and pacing strategies protect function. Contentstack 

Osteoporosis. 

• Why it matters. A hip fracture can reset a family’s entire caregiving landscape. 

• Care themes. Screen high-risk adults, ensure adequate calcium/vitamin D (from 

diet first), reduce fall risks, and use antifracture pharmacotherapy when fracture 

risk is high. Many older adults worry about rare side effects; values-based 

discussion clarifies that preventing a devastating fracture often outweighs small 

risks (LeBoff et al., 2022). PubMed 

Calcium Pyrophosphate Deposition (CPPD or “Pseudogout”). 

• Clinical gist. Acute flares mimic gout (hot, swollen joint) and often affect knees 

or wrists; chronic CPPD can masquerade as OA with intermittent inflammation. 

Diagnosis uses imaging and, when possible, crystal analysis; treatment generally 

mirrors gout management (NSAIDs as tolerated, colchicine, occasional intra-

articular steroids), modified for comorbidities (Abhishek et al., 2023; Mandl et al., 

2024). PubMedPMC 

Polymyalgia Rheumatica (PMR). 

• Presentation. Subacute shoulder and hip girdle pain and morning stiffness in 

adults >50, often dramatic functional limitation. 

• Treatment. Low-to-moderate dose glucocorticoids with gradual taper, bone-

protective measures, and relapse monitoring remain standard (Dejaco et al., 

2015; Toyoda et al., 2024). PubMedPMC 

https://assets.contentstack.io/v3/assets/bltee37abb6b278ab2c/blt6aa092f0134cac9a/63320f4750c8e90e3bf512c2/osteoarthritis-guideline-2019.pdf?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/35478046/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/37494275/?utm_source=chatgpt.com
https://pmc.ncbi.nlm.nih.gov/articles/PMC11103298/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/26352874/?utm_source=chatgpt.com
https://pmc.ncbi.nlm.nih.gov/articles/PMC10871769/?utm_source=chatgpt.com
Test Question
14) Which option is specifically listed as first-line topical therapy for knee/hand osteoarthritis?�Answer:  Topical NSAIDs



Paget’s Disease of Bone. 
Often asymptomatic and detected by elevated alkaline phosphatase or characteristic 

imaging; when active and symptomatic, bisphosphonates (e.g., zoledronic acid) reduce 

bone turnover and pain (Ralston et al., 2019). Your role frequently centers on education, 

reassurance, and navigating imaging/treatment logistics with mobility or cognitive 

constraints. PMC 

Vignette 4: “The Unfinished Garden” 

Mrs. Hollis, 76, stopped tending her beloved roses. Knee OA pain kept her indoors; two 

months later she was sleeping later, skipping breakfast, and refusing invitations. You 

normalize the grief of activity loss, then co-create an “OA action plan”: chair-rise practice 

during morning news, 10-minute garden walks with a cane, topical NSAID before 

activity, and a PT referral. You also coordinate with her daughter to rearrange garden 

tools at waist height. By summer, the roses—and her appetite—have returned 

(Kolasinski et al., 2020). Contentstack 

 

Diabetes Mellitus in Older Adults 

• Priorities. Safety and simplicity. Individualize A1c targets to overall health, 

comorbidities, and risk of hypoglycemia; avoid rigid targets that jeopardize safety. 

Nutrition counseling centered on enjoyable foods, physical activity suited to 

mobility, and medication plans that minimize lows are cornerstones (American 

Diabetes Association [ADA], 2024). 

• Shared decisions. Many elders value fewer daily tasks. Long-acting basal 

insulin, once-weekly injectables, or simplified oral regimens can reduce treatment 

burden (ADA, 2024). PubMed 

 

Incontinence 

• Impact. Urinary incontinence erodes confidence, intimacy, and community 

participation. Shame delays care. 

https://pmc.ncbi.nlm.nih.gov/articles/PMC6522384/?utm_source=chatgpt.com
https://assets.contentstack.io/v3/assets/bltee37abb6b278ab2c/blt6aa092f0134cac9a/63320f4750c8e90e3bf512c2/osteoarthritis-guideline-2019.pdf?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/37139824/?utm_source=chatgpt.com


• What helps. First-line is behavioral: bladder training, pelvic-floor muscle 
therapy, fluid/caffeine strategies, constipation management. For overactive 

bladder, antimuscarinics and beta-3 agonists are options, chosen with attention 

to cognitive side effects and dry mouth; third-line options include 

onabotulinumtoxinA and neuromodulation. Recent guidelines stress shared 
decision-making over rigid stepwise ladders (AUA/SUFU, 2024). American 

Urological Association+1 

Vignette 5: “The Choir Solo” 

Mr. F., 81, stopped singing at church after two “near misses.” In session he whispers, “I 

can’t trust my bladder.” You normalize the prevalence, review discreet products, and 

introduce urge-suppression (quick pelvic squeeze, pause, then walk calmly), timed 

voiding before services, and reduced evening caffeine. With his permission, you loop in 

his clinician to discuss medication choices with fewer cognitive effects. The following 

month, he sings again—teary, relieved, and proud (AUA/SUFU, 2024). American 

Urological Association 

 

Chronic Obstructive Pulmonary Disease (COPD) 

• Daily realities. Breathlessness reshapes identity and choices—people “budget” 

stairs, avoid gatherings, or stop showering daily. Anxiety often accompanies 

dyspnea; teaching “pursed-lip breathing” and pacing gives agency. 

• Management anchors. Smoking cessation support, vaccinations (influenza, 

pneumococcal, RSV as indicated), correct inhaler technique, pulmonary 

rehabilitation, and individualized inhaled therapy (GOLD, 2024). Rehabilitation 

improves exercise tolerance and quality of life even in advanced disease. GOLD 

• Your lane. Problem-solve oxygen logistics, transportation to rehab, and home 

safety (shower chairs, railings). Validate the grief of “shrinking” horizons while 

expanding what still feels possible. 

 

https://www.auanet.org/guidelines-and-quality/guidelines/idiopathic-overactive-bladder?utm_source=chatgpt.com
https://www.auanet.org/guidelines-and-quality/guidelines/idiopathic-overactive-bladder?utm_source=chatgpt.com
https://www.auanet.org/guidelines-and-quality/guidelines/idiopathic-overactive-bladder?utm_source=chatgpt.com
https://www.auanet.org/guidelines-and-quality/guidelines/idiopathic-overactive-bladder?utm_source=chatgpt.com
https://goldcopd.org/wp-content/uploads/2024/02/POCKET-GUIDE-GOLD-2024-ver-1.2-11Jan2024_WMV.pdf
Test Question
15) What is the first-line approach for urinary incontinence?�Answer: Behavioral strategies (e.g., bladder training, pelvic-floor muscle therapy)



Oncology in the Aging 

• Geriatric assessment (GA). Cancer decisions in later life benefit from a 

structured GA that screens for vulnerabilities—function, cognition, mood, 

comorbidity, polypharmacy, nutrition, and social support—and then acts on what 

it finds (Dale et al., 2023). GA-guided care reduces treatment toxicity and aligns 

plans with values. PubMed 

• Your voice at the table. Clarify goals (longevity, symptom control, staying at 

home), align with caregivers, and anticipate support needs during chemo or 

immunotherapy (transport, meals, falls prevention, distress screening). 

Vignette 6: “Treatment Tuesdays” 

Ms. Rivera, 79, lives alone with her cat and values staying in her home more than 

anything. Before starting chemotherapy, your GA reveals mild memory impairment, two 

falls in six months, and limited meal access. You coordinate grab-bar installation, a falls 

class, a neighbor “meal swap,” and pillbox setup with pharmacy review. Her oncologist 

adjusts dosing and schedules infusions on “daughter days.” The plan fits her life rather 

than bending her life around the plan (Dale et al., 2023). PubMed 

 

1.5.c Diseases of the Mind 

Aging and Depression (and Its Treatment) 

• Presentation. Irritability, withdrawal, sleep/appetite changes, and pain 

amplification may overshadow sadness. Screen routinely; tools like PHQ-2/9 are 

brief and effective in primary care and community settings (USPSTF, 2023). 

• Treatment palette. Psychotherapies—problem-solving therapy, CBT, behavioral 

activation, and interpersonal therapy—are first-line and highly effective for late-

life depression. When medications are indicated, SSRIs such as sertraline or 

escitalopram are preferred; start low, go slow, and monitor for hyponatremia, GI 

bleeding risk (especially with NSAIDs), and falls. For refractory cases or severe 

https://pubmed.ncbi.nlm.nih.gov/37459573/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/37459573/?utm_source=chatgpt.com


melancholic features, ECT remains among the most effective and well-tolerated 

options in older adults (APA, 2019). 

• Whole-person focus. Address loneliness, grief, pain, sleep disorders, and 

alcohol use; build routines that create predictable mood scaffolding (morning 

light, short walks after meals, structured social contact). USPSTF 

Vignette 7: “One Cup of Tea” 

After her partner’s death, Mrs. Patel, 83, sips one cup of tea at noon and otherwise 

keeps the blinds closed. Your sessions start with five-minute “activation experiments”: 

opening the blinds after tea, stepping onto the porch, calling her niece on Sundays. Two 

months later, she attends a grief group and works with her clinician on a trial of 

escitalopram. Her phrase changes from “I can’t” to “I can try.” (USPSTF, 2023; APA, 

2019). USPSTF 

Memory Impairment 

• Normal aging, MCI, dementia—what’s the difference? 

o Normal aging: Slower retrieval; independent function intact. 

o Mild Cognitive Impairment (MCI): Objective decline beyond normal 

aging with largely preserved daily function; increases risk of dementia but 

does not guarantee it. There are no FDA-approved medications 

specifically for MCI; focus is on risk-factor control, exercise, 

cognitive/social engagement, and safety planning (NIA, 2024; Alzheimer’s 

Association, 2024). PubMedAmerican Academy of Neurology 

• Under-recognition. Many primary-care settings miss early cognitive change; 

brief screens plus family input help (and reduce stigma). 

Dementia and Alzheimer’s Disease 

• Core care. Nonpharmacologic strategies—routines, environmental cues, 

caregiver training, communication techniques—are the backbone of quality 

dementia care. Cholinesterase inhibitors (donepezil, rivastigmine, galantamine) 

https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/screening-depression-suicide-risk-adults?utm_source=chatgpt.com
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/screening-depression-suicide-risk-adults?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/34551388/?utm_source=chatgpt.com
https://www.aan.com/Guidelines/home/GuidelineDetail/881?utm_source=chatgpt.com


may provide modest symptomatic benefit in some; memantine is used in 

moderate-to-severe stages. 

• Disease-modifying therapies. Recent years brought anti-amyloid monoclonal 

antibodies for early Alzheimer’s disease in carefully selected patients (e.g., 

lecanemab; donanemab), requiring shared decision-making about benefits, risks 

(including ARIA), monitoring MRI schedules, and practical access issues (FDA, 

2023; FDA, 2024; Alzheimer’s Association, 2024). Your role includes health-

literacy-friendly explanations and support navigating coverage and logistics. 

National Institute on AgingAmerican Academy of Neurology 

• Caregiver well-being. Evidence-based supports—skills training, respite, peer 

groups—reduce depression and delay institutionalization. Normalize 

ambivalence, grief, and love coexisting in the same breath. 

Vignette 8: “The Keys in the Freezer” 

Mr. O’Malley, 74, laughs about finding his keys in the freezer—again. His partner no 

longer laughs. After a gentle screen, you coordinate a medical evaluation; results 

suggest early Alzheimer’s disease. Together, the couple sets “now” goals (keep driving 

only on familiar routes, pillbox and calendar, regular walks), identifies a care circle, and 

attends a communication skills workshop for care partners. They leave saying, “We 

know the road, and we’ll walk it together.” (Alzheimer’s Association, 2024). 

 

Quick Practice Pearls (for helping professionals) 

• Name the fear, not just the disease. “What worries you most about your 

heart/lungs/memory?” opens doors. 

• Replace “compliance” with collaboration. Values-based plans stick better 

than rule-based ones. 

• Simplify, then simplify again. Pill burden and appointment load are barriers as 

real as symptoms. 

https://www.nia.nih.gov/health/brain-health/cognitive-health-and-older-adults?utm_source=chatgpt.com
https://www.neurology.org/doi/10.1212/WNL.0000000000004826?utm_source=chatgpt.com


• Watch for depression and anxiety around every chronic condition; treat them 

as co-equals, not afterthoughts. 

• Caregiver assessment is patient care. Burnout, financial strain, and health 

risks travel with every serious diagnosis. 

 

 

1.5 Age-Related Diseases — Introduction 

With age, the body’s systems stop behaving like tidy, separate chapters and start 

reading like a braided story. The heart’s rhythm echoes in the brain’s clarity. A swollen 

knee changes the shape of a week—and a marriage. Medications prescribed for helpful 

reasons begin to elbow each other on the same kitchen shelf. What looks like “a 

disease” on paper feels, in a living room, like a life—with family roles, faith, culture, 

habits, hopes, grief, humor, and history all in the room at once. 

For helping professionals—social workers, marriage and family therapists, addiction 

counselors—the clinical names matter, but the human consequences matter more: 

how shortness of breath makes a staircase feel like a mountain; how urinary urgency 

edits someone out of choir practice; how forgetfulness shifts the balance of a marriage 

from partners to “caregiver and patient.” This section sets a foundation for the specific 

conditions that follow by mapping the patterns we see across many illnesses in later 

life: multimorbidity, frailty, illness trajectories, polypharmacy, social determinants 
and disparities, caregiver experience, and the communication practices that bring 

dignity and clarity into the center of care. 

 

Multimorbidity: “Not one diagnosis, but a neighborhood” 

By older adulthood, it is common to live with two or more chronic conditions—a 

pattern known as multimorbidity (Barnett et al., 2012). Think of it as a neighborhood of 

conditions that influence one another: hypertension, diabetes, osteoarthritis, chronic 

lung disease, heart failure, kidney disease, depression, mild cognitive impairment, and 



more (Tsao et al., 2024). Each one has guidelines; together they have trade-offs. The 

blood pressure that protects a heart may make someone dizzy when standing. The pain 

pill that helps a knee may slow a bowels routine and cloud thinking. Real life is a 

constant negotiation between risks, benefits, and what a person values most today. 

Multimorbidity also generates appointment fatigue and paperwork fatigue—three 

portals, two pharmacies, five calendars. For many clients, the effort of managing illness 

becomes a second job they never applied for. We can help by simplifying, sequencing, 

and aligning the plan with what matters most to the person (Tinetti et al., 2019). 

 

Frailty: “Smaller reserves, bigger impact” 

Frailty is the reduced physiologic reserve that makes older bodies more vulnerable to 

stress—a minor infection becomes a major setback; a new medication unbalances the 

week. Some define frailty by a phenotype (weight loss, exhaustion, weakness, slow 

gait, low activity) (Fried et al., 2001). Others use a cumulative deficit index—many 

small vulnerabilities adding up to a larger risk (Rockwood & Mitnitski, 2007). Either way, 

the practical point is tender: a person can be medically stable and still fragile, needing 

plans that move in small, safe steps. 

 

Illness trajectories: “How declines tend to unfold” 

Across the leading causes of death in later life, we often see three recognizable 

trajectories (Lunney et al., 2003): 

1. Rapid decline after a relatively stable period (common in many cancers). 

2. Slow decline with intermittent crises (e.g., heart failure, COPD)—the “roller 

coaster.” 

3. Prolonged dwindling marked by frailty or dementia—slow changes in function 

and identity. 



Knowing the likely trajectory helps us time conversations: when to ask about goals 

and fears, when to introduce home supports, when to name palliative care as a partner 

in living as well as possible (Kavalieratos et al., 2016). 

 

Polypharmacy: the invisible disease 

When five, ten, or more medications share a body, risks rise: falls, confusion, bleeding, 

kidney injury, constipation, interactions that mimic new illnesses (American Geriatrics 

Society, 2023; Budnitz et al., 2018). The intent behind each prescription is usually 

sound; the sum can be unsafe. Regular deprescribing—“Which medicines still help 

you do what matters?”—is a clinical kindness and a path to clarity (Tinetti et al., 2019). 

 

Social determinants, disparities, and culture 

Health in later life is braided with income, housing, transportation, food access, 
neighborhood safety, language, discrimination, and caregiver availability. 

Illnesses are not distributed evenly: many Black, Latino, Indigenous, rural, and low-

income elders face higher burdens of cardiometabolic disease and fewer supports (Holt-

Lunstad, 2022). Cultural humility asks us to build plans that fit—honoring foodways, 

faith, family roles, and language; solving real obstacles like bus routes and co-pays; and 

recognizing historical mistrust that deserves respect rather than defensiveness. 

 

Caregivers: the second patient in the room 

Every serious illness enrolls at least one more person—the care partner—into a role 

that can be beautiful and exhausting in the same hour. Caregiver stress, depression, 

sleep loss, financial strain, and isolation are common and modifiable. Asking “How is 

your health?” and offering concrete supports—respite, skills training, support groups, 

benefits counseling—is patient care by another door. 

 



Communication that returns power 

Words change outcomes. Clear, plain language; teach-back (“Just to be sure I 

explained this well, can you tell me how you’ll take the medicine?”); and values 
questions (“What are you hoping this treatment will help you do?”) are not soft skills—

they are safety equipment. Early and routine palliative care is not about “giving up”; it is 

about relieving symptoms, aligning decisions with values, and protecting quality 
of life alongside disease-directed care (Kavalieratos et al., 2016). 

 

Vignette 1 — “Three Calendars and a Kitchen Table” (Multimorbidity, priorities, 
and meaning) 

On a Tuesday afternoon, the kitchen table at the Ramirez home looks like a small 

command center. Three calendars sit side by side: Appointments, Church & Family, and 

Bills. Mrs. Ramirez is 80. On paper she has hypertension, diabetes, osteoarthritis, and 

mild cognitive impairment. In the room, she is a matriarch, a former seamstress, a 

soprano who once sang descant on Easter Sunday, a woman who still hums while she 

folds towels. 

Her daughter, Elena, flips through discharge papers from a recent ER visit for dizziness. 

“The nurse said Mom’s blood pressure was too low when she stood up,” Elena says. 

“They changed one medicine and added another. She didn’t sleep well last night. And 

now she’s afraid to walk to the mailbox.” 

You pull your chair close to the table and slow the pace. “Let’s start with what matters 

most this month.” Mrs. Ramirez answers without hesitation: “I want to sing in church on 

Palm Sunday.” The room softens. This is the point of care—not a number on a printout, 

but a voice in a choir. 

Together you make a plan that fits her life: a short home blood pressure diary (seated 

and after standing), taking readings after breakfast rather than at random times; flagging 

dizziness as a “call” symptom. You script a teach-back: “So when you stand and feel 

lightheaded, you’ll sit, sip water, and Elena will check your pressure. If the top number is 



under 100 or you feel faint, you’ll call the nurse line.” You also plan small, graded 
walks—first to the porch, then the end of the walkway, then the mailbox—with a cane 

and a neighbor’s eye on Tuesdays. 

At the end, you turn to the calendars. The “Appointments” page gets fewer visits 

(bundled labs and blood pressure check on the same day) and better order 
(pharmacist review before the doctor visit). The “Church & Family” page gets ink again: 

choir practice, granddaughter’s recital. The “Bills” page earns a note to the clinic social 

worker about co-pay assistance for test strips. Nothing fancy happened. But the kitchen 

table looks less like a battlefield and more like a family’s map. Mrs. Ramirez hums on 

your way out. You hum too. 

(Themes: multimorbidity, orthostatic symptoms, appointment fatigue, teach-back, 

values-anchored planning) (Barnett et al., 2012; Tinetti et al., 2019). 

 

Vignette 2 — “A Small Infection” (Frailty, small reserves, big effects) 

Mr. Goodwin is 86 and lives with his son. He is slight, with the careful walk of someone 

who has learned to measure energy. He eats oatmeal with bananas every morning, 

naps in a patch of sunlight after lunch, and calls his sister in Ohio on Sundays. His chart 

lists “frailty,” the kind that is easy to miss in a quick hallway glance: he lost fifteen 

pounds over a year, his grip is weak, and stairs are now a two-handed endeavor (Fried 

et al., 2001; Rockwood & Mitnitski, 2007). 

On Monday he feels “a little off.” By Wednesday he is confused, shuffling to the 

bathroom every hour, a low fever warming his forehead. A simple urinary infection, 

quickly treated, should be a footnote—but in a frail body it becomes a chapter: two days 

in the hospital, an IV line, a beeping monitor. He comes home a little weaker, a little 

unsteadier, and a lot more frightened. 

You visit the following week. Mr. Goodwin stares at his slippers. “If this tiny thing can 

knock me down, what’s next?” he asks. You resist the fix-it reflex and witness the fear. 
Then you name what happened in plain terms: “Your body has smaller reserves now. 



That makes little illnesses feel big. So we’ll build you a handrail—small steps that 

protect your strength.” 

Together you create a frailty plan: a “sick-day box” on the kitchen counter with a 

thermometer, a hydration plan, a simple card that says “Call the nurse if: fever, 

confusion, not eating, or new weakness.” You set strength rituals—two sit-to-stands 

before each meal, heel raises at the sink, a ten-minute indoor walk when the news 

comes on. The son installs a nightlight runway from bed to bathroom, and you add a 

medication review with pharmacy to prune anything that clouds thinking. 

A month later, the sunlight nap is back, and so is Sunday’s phone call to Ohio. Mr. 

Goodwin moves no faster than before, but with more confidence. He tells you, half-

smiling, “I still don’t like infections, but I like our handrails.” 

(Themes: frailty, delirium risk, safety rituals, graded strengthening, caregiver 

partnership) (Fried et al., 2001; Rockwood & Mitnitski, 2007). 

 

Vignette 3 — “The Brown Bag” (Polypharmacy, deprescribing, and relief) 

Ms. Valdez is 79 and carries a paper grocery bag that clinks softly when she sets it 

down. Out come bottles collected over years: two for sleep, one for “nerves,” one for 

bladder urgency, two for blood pressure, a statin, a pain reliever, a stomach pill, and an 

old antibiotic “just in case.” She laughs it off—“I’m a walking pharmacy”—but her eyes 

are weary. She has fallen twice this winter and started avoiding book club after a scary 

episode of near-fainting in the bathroom (American Geriatrics Society, 2023; Budnitz et 

al., 2018). 

You ask a values question that changes the room: “What do you most want from your 

medicines?” She thinks. “To feel steady. To sleep. And not be afraid of the bathroom at 

night.” Together with the clinic pharmacist, you do a brown-bag review: identify high-

risk sedatives and anticholinergics; map out a slow taper for the sleep pills; trade the 

bladder medicine for pelvic-floor strategies and evening fluid adjustments; consolidate 



blood pressure meds with home checks; add a pillbox that matches her morning tea 

ritual. You create a call-if plan for dizziness and arrange a two-week check-in. 

Three weeks later, Ms. Valdez walks into group with her book tucked under her arm. 

“I’m down three bottles,” she grins. “I still wake up sometimes, but I don’t feel… foggy.” 

Her fear softens; her footing, too. The bottles in the brown bag are not villains; they 

were just too many characters in one small story. Pruning the cast lets the main 

character—Ms. Valdez—take back the plot. 

(Themes: polypharmacy, Beers criteria, stepwise deprescribing, aligning meds with 

values, fear-to-agency shift) (American Geriatrics Society, 2023; Tinetti et al., 2019; 

Budnitz et al., 2018). 

 

Pulling the threads together 

• Start with meaning. “What are you hoping treatment will help you do?” 

organizes decisions around a person’s life, not a lab. 

• Assume complexity, aim for simplicity. One change at a time, explained in 

plain language and confirmed with teach-back, beats a perfect plan no one can 

follow. 

• Spot frailty early. Small stressors can become big falls; build “handrails” before 

the stumble. 

• Curate the medicine cabinet. Deprescribing is care. 

• See the system. If transportation, food, or language blocks the plan, the plan 

needs to change—not the person. 

• Invite palliative care early. It is for more living, not just for dying (Kavalieratos 

et al., 2016). 

• Care for caregivers. A supported caregiver is the longest-acting treatment we 

have. 



In the pages that follow, we’ll walk condition by condition—cardiovascular, rheumatic 

and musculoskeletal, metabolic, pulmonary, genitourinary, oncologic, and 

neurocognitive—returning to these same anchors: what it feels like, what helps, and 

how to keep the person—not the diagnosis—at the center. 

 

1.5.a Cardiovascular Diseases (CVD) 

The cardiovascular system is the soundtrack beneath everything: a pulse that quiets 

with sleep, quickens with stairs, steadies with a hand held in grief. In later life, the heart 

and vessels earn their history—elastic tissues stiffen; electrical pathways misfire; plaque 

builds like silt in a river. Yet for most older adults, CVD is not a single headline; it is a set 

of rhythms that rise and fall across years—some days noisy, some days quiet, all of 

them intertwined with family, faith, finances, and the fierce wish to keep living as oneself 

(Heidenreich et al., 2022; Virani et al., 2023). 

For social workers, MFTs, and addiction counselors, the clinical labels matter; but the 

work lives in the spaces between: a breath taken at the bottom of the stairs, a pillbox 

that finally makes sense, a grandson’s soccer game circled again on the calendar. 

Below, we translate common cardiovascular conditions into human terms—what they 

feel like, what helps, and how to keep the person in the center of the plan. 

 

1) High Blood Pressure (Hypertension) 

What it feels like. Most elders with hypertension feel nothing at all—until they do. A 

morning headache, a flutter of anxiety when the cuff tightens, a dizzy spell after 

standing too quickly. The number on the machine can loom larger than life, especially 

when it has become a symbol of “doing well” or “failing” (Whelton et al., 2018). 

What helps. Accurate home readings (seated, feet on the floor, back supported, arm at 

heart level, after five quiet minutes) prevent overtreatment for “white-coat” spikes and 

reveal under-recognized “masked” hypertension (Whelton et al., 2018). Targets are 

individualized: benefit rises with risk, but so do side effects—orthostatic drops, falls, 



bathroom sprints at night. Less salt, more walking “snacks,” better sleep, and taming 

evening alcohol can move numbers without adding pills. When medicines are needed, 

the art is small, steady adjustments, folded into daily routines (Whelton et al., 2018). 

Vignette — “The Cuff and the Coffeepot” 

Mrs. Navarro starts every day with the same two sounds: the coffeepot sputtering to life 

and her blood pressure cuff hissing softly. She is 79, a retired bookkeeper, precise by 

nature. After her sister’s stroke, the number on the screen became a verdict. A single 

high reading ruins her morning. A low one makes her giddy with relief. 

In session you ask, “What do you want your mornings to feel like?” She doesn’t say 

“120 over 70.” She says, “Calm.” 

Together you rebuild mornings around calm: she waits to measure until after coffee and 

breakfast, seated at the same table, feet on the floor, three deep breaths first. She 

records three readings, not one, and circles the average—a small math trick that quiets 

catastrophic thinking. You coordinate with her clinician to simplify the regimen to two 

once-daily pills, both taken after breakfast so she’s less likely to feel woozy mid-shower. 

You also walk her pantry. The salt shaker moves from the stove to the cabinet; she tries 

a garlicky spice mix she actually likes. Her granddaughter becomes the “evening walk 

buddy,” 10 minutes around the block—rain or shine. 

A month later, Mrs. Navarro reports fewer spikes and fewer spirals. “I still check,” she 

smiles, patting the cuff, “but it doesn’t check me.” (Whelton et al., 2018) 

Practice notes. 

• Teach orthostatic safety: rise slowly, pause before walking, hydrate (unless 

restricted), sit if lightheaded. 

• Pair numbers with meaning: “What would controlled blood pressure let you do 

that matters?” 

• Address barriers shaped by social determinants—medication cost, transportation 

to pharmacy, food access—not as personal failings but as system hurdles (Holt-

Lunstad, 2022). 

 



2) Coronary Heart Disease (CHD): Angina, TIAs, and Stroke 

The outline places transient ischemic attacks (TIAs) and stroke within CHD; clinically 

they are cerebrovascular diseases, but they ride the same vascular current—

hypertension, diabetes, tobacco, lipids, atrial fibrillation, and age. Think of this section 

as “the vascular story” across heart and brain. 

Angina Pectoris (and silent ischemia) 

What it feels like. Not always “elephant on the chest.” In elders, ischemia may 

masquerade as breathlessness, fatigue, or indigestion. Women and people with 

diabetes often present atypically. Fear of recurrence can shrink a life until church pews, 

bowling lanes, and grandstands go empty (Virani et al., 2023). 

What helps. Medication “heart armor” (statins when appropriate; anti-anginals like beta-

blockers, nitrates, calcium channel blockers tailored to comorbidities), movement that is 

safe and graded, and cardiac rehabilitation—which is as much psychosocial re-entry 

as it is exercise (Virani et al., 2023). Decisions about testing or revascularization hinge 

on symptoms, goals, and risk—values belong in the room as much as anatomy. 

Vignette — “Thursdays at the Lanes” 

Ms. Lau is 82 and captained a seniors’ bowling league for years. After chest tightness 

sent her to the hospital last winter, the ball bag gathered dust. “I don’t trust my body,” 

she tells you. “What if it happens in front of everyone?” 

You invite her to draw two circles: Fear and Desire. In Fear, she writes “public episode,” 

“ambulance,” “being a burden.” In Desire: “friends,” “laughing,” “moving again.” 

With her cardiology nurse, you script a graded return: short hallway walks with a pulse 

check; a clear “stop” rule (new chest pressure, unusual breathlessness, dizziness); 

nitroglycerin in a pocket and the confidence to use it. You frame cardiac rehab not as 

punishment but as “coached practice” toward Thursday nights. 

Week by week, the plan works. When she finally returns to the lanes, the team cheers. 

Later she tells you, “I thought my heart was only a risk. You reminded me it’s also a 

rhythm worth getting back.” (Virani et al., 2023) 

TIAs and Stroke (the brain’s side of the river) 



What they feel like. A TIA is a brief spell—slurred words, a sag on one side of the 

smile, a weak arm—that resolves within minutes or hours. A stroke is the same story 

that doesn’t resolve. Either way, the clock is the main character (Kleindorfer et al., 

2021). 

What helps. Urgent evaluation for TIAs prevents catastrophe. Secondary prevention 

leans on blood pressure control, antithrombotic therapy (antiplatelet or 

anticoagulation depending on cause), statins as indicated, smoking cessation, 

diabetes management, and rehab—PT, OT, speech therapy—framed as skill-building 

rather than “fixing” (Kleindorfer et al., 2021). 

Vignette — “Pastor Lee’s Sunday Morning” 

On a spring Sunday, Pastor Lee, 77, stumbles over a benediction he has spoken for 

decades. His right hand droops around the hymnal. A deacon notices, calls 911, and the 

whole sanctuary becomes a choir of prayer and logistics. 

In the hospital the deficits melt—likely a TIA. The neurologist speaks in probabilities and 

plans. At home, a different work begins. Pastor Lee’s wife fears it will happen again; he 

fears losing the pulpit that has been his identity. 

You visit on Wednesday. You write FAST on a notecard (Face droop, Arm weakness, 

Speech trouble, Time to call) and tape it by the phone. You translate prevention into 

daily action: take the antiplatelet with breakfast, check pressure after evening prayer, 

walk with a friend, keep sermons double-spaced. You also help him mourn—quietly—

the possibility that his cadence may be different now. 

The next month, he returns to preaching shorter homilies. “God is not done with me,” he 

says. “He is teaching me to pause.” His congregation, used to his thunder, leans in to 

hear the hush. (Kleindorfer et al., 2021) 

 

3) Congestive Heart Failure (CHF) 

What it feels like. Stairs become “two-stop” journeys. Shoes feel tight by evening. 

Pillows multiply under the head. People start arranging their world around breath: fewer 



errands, shorter showers, the grocery list reorganized by aisle so no steps are wasted 

(Heidenreich et al., 2022). 

What helps. Daily weights, quick responses to swelling, sodium literacy, and the 

modern “four pillars” for reduced ejection fraction (ARNI/ACEi/ARB, beta-blocker, MRA, 

SGLT2 inhibitor) added thoughtfully in older bodies; for preserved ejection fraction, 
diuresis for congestion and SGLT2 inhibitors improve outcomes. Palliative care 
early for symptom control and decision support—alongside disease-directed care—is 

evidence-based kindness (Heidenreich et al., 2022; Kavalieratos et al., 2016). 

Vignette — “The Suitcase by the Door” (Extended) 
Mr. Reed keeps a suitcase packed—slippers, robe, a dog-eared crossword—because 

he’s been admitted three times this year for fluid overload. The bag started as 

readiness; it has become a threat. He drinks less to avoid swelling, then lands in the ER 

lightheaded. His daughter, Ava, is exhausted by alarms: call buttons, blood pressure 

beeps, the calendar’s relentless dots. 

You gather them at the kitchen table. First, the story: what a good day looks like 

(watering tomatoes, dozing in the recliner after lunch, watching ballgames with his 

neighbor). Then the signals: a 3-pound jump in two days; ankles that remember 
his socks at night; needing an extra pillow. 
With his cardiology nurse and pharmacist, you simplify to a one-page plan: a morning 

weigh-in (scale by the toothbrush); a “yellow zone” for modest weight jumps with a clear 

diuretic adjustment per clinician protocol; a nurse line number on the fridge; meds 

synced to meals; a weekly pillbox Ava can fill in ten minutes. You also add joy on 

purpose: a “front-porch friend” from church who visits Tuesdays; a Saturday grandson 

game circled every week, even if it turns into watching highlights together. 

The suitcase moves to the closet. Mr. Reed still has hard days, but the family’s posture 

changes—from bracing for the next wave to surfing it together, with handrails they can 

trust (Heidenreich et al., 2022; Kavalieratos et al., 2016). 

Practice notes. 

• Teach families zones (green/yellow/red) and who to call in each. 

Test Question
16) For heart failure with preserved ejection fraction (HFpEF), which therapy is noted to improve outcomes?�Answer:  SGLT2 inhibitors

Test Question
17) In the CHF vignette, which specific weight change is listed as a warning signal?�Answer: A 3-pound jump in two days



• Sodium scripts that are specific beat vague advice (“Rinse canned beans,” 

“Choose low-sodium broth,” “Taste before you salt”). 

• Depression and anxiety are common travel companions—screen and treat, or 

warm-handoff to a clinician who will. 

 

4) Arrhythmias (with focus on Atrial Fibrillation) 

What they feel like. Flutters, thumps, sudden fatigue, the unnerving sense that one’s 

own chest has become unreliable. Atrial fibrillation (AF) is common in older adults and 

raises stroke risk; it also raises existential questions: “Is it safe to sleep? To bathe 

alone? To fly to see my sister?” (January et al., 2023). 

What helps. Two lanes: preventing stroke with anticoagulation (balanced against 

bleeding and fall risk) and taming symptoms with rate or rhythm control. Shared 

decisions work best when framed in values and plain language: “This medicine lowers 

your risk of a disabling stroke. Here’s how we’ll lower fall risk, too.” (January et al., 

2023). 

Vignette — “The Airport Gate” 

Ms. Delgado is 76 and has AF. She loves visiting her daughter in Phoenix but hasn’t 

flown since an episode of rapid heartbeat in a grocery store. “What if I’m trapped on a 

plane?” she says. 

You name the goal—“Hug your grandkids by spring”—and back-plan. Her clinician 

adjusts her rate-control medicine; you build a travel safety kit: a note explaining AF 

and meds, a small pill pouch, a list of symptoms that are safe to ride out (brief flutter) 

versus ones that demand attention (chest pain, severe shortness of breath, fainting). 

You rehearse paced breathing and a body scan she can do in her seat. 

You also address the unspoken: fear of stroke. With her cardiologist you review the risk 
score and confirm that anticoagulation meaningfully lowers her odds. You discuss fall-

proofing at home (bathroom bars, a lamp within reach of bed) to steady the other side of 

the scale. 

Test Question
18) In atrial fibrillation management, what are the “two lanes” described?�Answer:  Preventing stroke with anticoagulation; rate or rhythm control for symptoms



In March, Ms. Delgado texts you a photo from Gate B12: coffee, crossword, a grin. 

“Boarding soon,” she writes. “Heart is behaving. Me too.” (January et al., 2023) 

Practice notes. 

• Replace “blood thinner” with “stroke-prevention medicine.” 

• Teach a short script for palpitations: sit, breathe, notice; if severe or new, seek 

care. 

• Consider caregiver teaching—what they can observe, when to call, how to de-

escalate anxiety. 

Arrhythmias beyond AF—sinus node dysfunction, heart block—may call for 

pacemakers; talk through what the device does in ordinary words (a steady metronome 

for a heart that pauses) and how it changes daily life (usually less than people fear). 

 

5) Valvular Heart Disease 

What it feels like. Aortic stenosis can make a morning like a mountain: 

lightheadedness in the shower, chest pressure on hills, a fainting spell that rearranges a 

family’s confidence. Mitral regurgitation may whisper—fatigue, breathlessness lying flat, 

a cough that comes and goes—until it doesn’t. In older adults, valves calcify and leak; 

decisions about repair or replacement require a steady look at benefits, risks, 
recovery, and what “good time” means to the person (Otto et al., 2021). 

What helps. Multidisciplinary “heart teams” weigh options—from watchful waiting to 

catheter-based procedures (like TAVR for aortic stenosis or transcatheter mitral 

repair)—through the lenses of symptom burden, frailty, life expectancy, and values. Your 

role is translation and advocacy: making sure the person’s voice is heard over the hum 

of imaging and anatomy (Otto et al., 2021). 

Vignette — “The Front Steps” 

Mr. Han, 85, used to sit on the front steps every evening, waving at neighbors as the 

sky went gold. Lately he watches from inside; the steps feel taller. He has severe aortic 

Test Question
19) What alternative phrase is suggested instead of “blood thinner” when counseling AF patients?�Answer:  Stroke-prevention medicine

Test Question
20) Which catheter-based option is mentioned for treating aortic stenosis?�Answer:  TAVR



stenosis. The cardiologist describes TAVR; Mr. Han hears “hospital,” “wires,” “what if.” 

You ask, “What does a good day look like?” He says, “I go down my steps. I walk to the 

corner and back. I eat noodles with my daughter and laugh.” 

Together, you meet the heart team. They explain that TAVR could give him more good-

days stamina with a shorter recovery than open surgery. You translate in his words: 

“More step-sits. More corner walks.” You rehearse the hospital day, who will meet him, 

and the plan if things feel scary. 

Two months after TAVR, you find him on the steps at dusk, blanket over his knees, 

nodding at the street. “Still me,” he says, tapping his chest lightly. “Just…more wind in 

here.” (Otto et al., 2021) 

Practice notes. 

• Encourage teach-back with specialists: “If you had to explain this to your sister, 

what would you say?” 

• Prepare for the after: transportation, meals, shower safety, short-term help with 

pets or plants—practicalities often decide whether a procedure feels like a gift or 

a burden. 

 

Gentle Integrations Across CVD 

• Numbers serve people, not the other way around. Frame BP, LDL, ejection 

fraction as tools toward particular joys: choir, bowling, travel, stairs negotiated 

with dignity. 

• Simplify relentlessly. One pillbox beats three. Bundled appointments beat a 

scattered month. 

• Depression and anxiety are common. Treating mood is CVD care because 

mood drives activity, appetite, engagement, and adherence. 

• Palliative care early. For CHF and advanced vascular disease, it improves 

symptoms, alignment, and often outcomes—without closing doors on disease-

directed options (Kavalieratos et al., 2016). 



• Equity is clinical. If the plan doesn’t fit the person’s transportation, food access, 

or language, it isn’t a plan yet (Holt-Lunstad, 2022). 

 

 

1.5.b Other Diseases of the Body 

Aging rarely brings a single diagnosis; it brings an “ecosystem.” Knees stiffen, blood 

sugar rises, the bladder grows unpredictable, breath shortens on hills, and a new mass 

on a scan raises a family’s most tender questions. For helping professionals, our work 

lives where biology meets biography—inside kitchens, sanctuaries, support groups, and 

quiet hallways at 3 a.m. when fear is loudest. Below, we translate common conditions 

into human terms, with practical anchors you can use tomorrow. 

 

1) Rheumatic Diseases 

Osteoarthritis (OA) 

The lived experience. 
OA is the background music of late life for many—creaky mornings, slow starts, and a 

cautious relationship with stairs. Pain can be intermittent (weather, overuse) or constant; 

stiffness eases with gentle movement; fear of “making it worse” often leads to less 

movement, which actually worsens pain and function (Kolasinski et al., 2020). 

What helps. 
Movement is medicine: graded strengthening (especially quadriceps and hip abductors), 

low-impact aerobic activity, and balance work. Topical NSAIDs shine for knee/hand OA; 

heat, pacing strategies, canes or trekking poles, knee braces, and activity “sandwiches” 

(warm-up → task → cool-down) protect joints (Kolasinski et al., 2020). When mood and 

pain intertwine, duloxetine can help some clients. Surgical options (e.g., knee/hip 

replacement) are values-sensitive decisions, not just radiology findings. 



Vignette — “The Unfinished Garden” (Expanded) 
Mrs. Hollis is 76 and known on her street for roses that bloom like fireworks. This year 

the beds went to weeds. Her right knee aches, swells in the evening, and scolds her 

after any kneeling. She’s gained eight pounds since winter and stopped going to the 

Tuesday brunch she once loved. “I feel old,” she says simply. 

You begin with grief—naming the loss of pace, of ease, of garden rituals. Then you build 

a doable plan: a PT referral scripted as “coached practice,” not punishment; a 10-
minute neighborhood loop after breakfast with a cane (the right hand, opposite the 

sore knee); topical NSAID before activity; a rolling garden stool and raised beds 

installed by her grandson; tools hung at waist height; and a “pain budget” worksheet 

that frames the week, not just the day. 

You also tend the social soil: Mrs. Hollis invites two neighbors for “potting tea” on 

Thursdays—short visits with long benefits. By mid-summer the roses return. “I don’t do 

it all,” she says, “but I do mine.” 

(Citations: Kolasinski et al., 2020) 

 

Osteoporosis 

The lived experience. 
Osteoporosis isn’t felt—until it is. A wrist fracture after a gentle fall, a stoop that steals 

height, a hip fracture that abruptly rearranges a family’s map. Fear of falling edits people 

out of their lives. 

What helps. 
Screen those at risk, lift vitamin D and dietary calcium to sensible targets, reduce fall 

risks at home, and consider anti-fracture therapy when the math (FRAX, prior fractures) 

says benefit outweighs risk (LeBoff et al., 2022). Remember: people fear rare side 

effects; what they feel is the risk of another fracture. Translate decisions into “stairs with 

confidence,” “picking up the baby,” “church pew instead of livestream.” 

Vignette — “The Teacup Incident” 

Mrs. Amini, 81, broke her wrist catching a falling teacup. She jokes about the cup and 



cries about the cast. “If a cup can break me, what can’t?” 

You walk the house with her daughter: scatter rugs stored, cords taped, a night-light 
runway from bed to bathroom, grab bars by the shower, a non-skid mat. With her 

clinician, you review bone options in her language: “This medicine makes bones less 

likely to crack if you slip.” She chooses a treatment that fits her schedule, and you add 

sit-to-stands during the evening news and a short balance routine while waiting for 

the kettle. 

Months later she pours tea with both hands—carefully, yes, but with less fear. “I’m not 

glass,” she says, grinning. “I’m ceramic—fired strong.” 

(Citations: LeBoff et al., 2022) 

 

Calcium Pyrophosphate Deposition Disease (CPPD, “Pseudogout”) 

The lived experience. 
CPPD can crash into a week like a summer storm—sudden hot, swollen knees or wrists 

that make dressing feel impossible. Flares trigger fear: “Will this keep happening?” 

What helps. 
Diagnosis rests on clinical presentation plus imaging and, when possible, crystal 

analysis. Treatment echoes gout but adjusted for comorbidities: rest, ice, joint 

aspiration/injection when indicated, NSAIDs if safe, colchicine for flares or prophylaxis, 

and cautious steroids when needed (Abhishek et al., 2023). Prevention centers on 

pattern-spotting and gentle self-efficacy. 

Vignette — “The Wedding Photos” 

Two weeks before his granddaughter’s wedding, Mr. Ortega wakes with a red, swollen 

knee. He can’t kneel, can’t dance, and can’t imagine the family pictures without him. 

The ER diagnoses CPPD and sends him home with a plan. 

You help him rehearse the flare playbook: elevate, ice, short course of clinician-

approved meds, call if fever or redness spreads. For prevention, he learns to notice 

early twinges and to build movement snacks on good days. On the wedding day, he 



doesn’t waltz—but he does a seated “hand dance” with his granddaughter, both 

laughing hard. In the photos, he beams from a chair at the center of three generations. 

(Citations: Abhishek et al., 2023) 

 

Polymyalgia Rheumatica (PMR) 

The lived experience. 
PMR announces itself at dawn: shoulders and hips so stiff that getting out of bed feels 

like pushing through wet cement. The first steps of the day are a negotiation with pain 

and identity—“Who am I if I can’t get dressed on my own?” 

What helps. 
Low-to-moderate dose glucocorticoids typically produce dramatic relief; careful tapering 

over months, bone protection, and relapse monitoring are essential (Dejaco et al., 

2015). Screen for symptoms of giant cell arteritis (new headache, scalp tenderness, 

jaw claudication, visual changes)—urgent evaluation protects sight. Watch mood: 

steroids can brighten energy or ruffle it; normalize both possibilities. 

Vignette — “Sunrise, Slowly” 

Mr. Whitaker, 74, used to make breakfast for his wife before her morning walk. Lately 

she helps him sit up. He whispers, “I feel ninety-five.” A timely diagnosis leads to a 

steroid plan; within days he can lift the kettle again. 

You build scaffolding around this new strength: gentle range-of-motion each morning, 

a taper calendar on the fridge, and a “call if” list (headache, vision changes, mood 

swings). His granddaughter prints large-font reminders—“Slow is still forward.” He 

returns to breakfast duty—slower, yes, but proud. 

(Citations: Dejaco et al., 2015) 

 

Paget’s Disease of Bone 



The lived experience. 
Often silent until it isn’t—dull bone pain, warmth over an involved area, new bowing, a 

hat that suddenly fits tighter, or hearing changes if the skull is involved. 

What helps. 
When symptomatic or metabolically active, bisphosphonates reduce bone turnover 

and pain; education, reassurance, and practical supports (mobility, hearing evaluation) 

round out care (Ralston et al., 2019). 

Vignette — “The Hat Shop” 

Mr. Clarke, 79, collects fedoras. When his favorite one pinches suddenly, the clerk jokes 

about “extra brains,” but an evaluation reveals Paget’s affecting his skull. Treatment 

lowers markers and eases ache; you help him schedule a hearing test and coach him 

through talking about a rare diagnosis without feeling “odd.” He returns to the shop for a 

hat that fits the new him—same tilt, same swagger. 

(Citations: Ralston et al., 2019) 

 

2) Diabetes Mellitus in Older Adults 

The lived experience. 
Diabetes is part numbers, part narratives: a meter that beeps at dinner, a foot blister 

that worries the whole household, a foggy afternoon that makes the stove feel unsafe. 

In older adults, safety and simplicity matter most; the risk of hypoglycemia can be 

more dangerous than a slightly higher A1c (ADA, 2024). 

What helps. 
Individualize glycemic targets to overall health, comorbidities, and preferences; favor 

regimens that minimize lows and fuss—long-acting basal insulin when needed, once-

weekly injectables, and simplified orals (ADA, 2024). Nutrition plans should honor food 
culture, budget, dentition, and appetite. Movement can be five-minute walks after 

meals. Add foot checks to brushing routines. Pair glucose review with mood check—

depression and diabetes often share a table. 



Vignette — “Beans, Rice, and Sundays” 

Mr. Yazzie, 72, manages diabetes, early kidney disease, and a long drive to the nearest 

market. He’s been told to “avoid carbs,” which feels like “avoid your childhood.” He 

misses fry bread and Sunday family dinners. 

You start with belonging. A community health worker helps him access a produce co-

op; you adapt goals to traditional foods—beans, squash, blue corn—adjusted portions 

and after-meal walks with his nephew. A once-weekly GLP-1 injection replaces two 

pills he often forgot; a simple foot check pairs with evening prayer. 

Three months later he announces, “My numbers aren’t perfect, but my life fits the plan.” 

The Sunday dinners are back—different recipes, same table. 

(Citations: ADA, 2024) 

 

3) Incontinence 

The lived experience. 
Incontinence is more than pads and laundry; it’s canceled outings, anxiety about long 

car rides, and intimacy avoided out of shame. Types overlap—stress (leak with 

cough/laugh), urgency/overactive bladder, overflow, and functional (can’t reach the 

toilet in time due to mobility/cognition). 

What helps. 
Start with behavioral strategies: bladder training, pelvic-floor exercises, timed voiding, 

fluid/caffeine patterns, constipation care. For urgency, consider medications thoughtfully 

(antimuscarinics can cause dry mouth and cognitive side effects; beta-3 agonists are 

alternatives). Third-line therapies (onabotulinumtoxinA, neuromodulation) may help 

select clients. Dignity-preserving products and shame-reduction messaging are 

therapeutic in their own right (AUA/SUFU, 2024). 

Vignette — “The Choir Solo” (Expanded) 
Mr. F., 81, hasn’t sung in months after two near-misses at church. He times water like a 

chemistry experiment and lives close to bathrooms. In session, he whispers, “I can’t 

trust my body.” 



You normalize prevalence, review urge-suppression (quick pelvic squeeze, pause, 

breathe, then walk calmly), map timed voids around rehearsals, and shift evening 

caffeine. With his clinician, you discuss medicine choices less likely to cloud thinking. A 

discreet go-bag (spare undergarments, wipes, a dark pair of pants) lives in the choir 

loft—safety via backup. 

The first Sunday he returns, he sings softly. The third Sunday, he takes the solo. 

Afterward he shrugs, misty-eyed: “Turns out courage wears black slacks.” 

(Citations: AUA/SUFU, 2024) 

 

4) Chronic Obstructive Pulmonary Disease (COPD) 

The lived experience. 
Breathlessness edits a life. People budget stairs, avoid showers on cold mornings, and 

choose seats by exits in case coughing starts. Anxiety is a frequent co-traveler; panic 

and dyspnea amplify each other. 

What helps. 
Confirm inhaler technique (hands-on teaching), tailor inhaled therapies, and treat 

comorbid mood and sleep. Pulmonary rehabilitation reliably improves dyspnea, 

endurance, and quality of life—even in advanced disease. Vaccinations, smoking 

cessation support, oxygen when indicated, and exacerbation action plans are pillars 

(GOLD, 2024). Teach pursed-lip breathing and pacing as empowerment, not 

surrender. 

Vignette — “Two Flights of Stairs” 

Ms. Nguyen lives in a second-floor walk-up. “The stairs decide my day,” she says. She 

avoids friends, showers less, and keeps her inhalers in different handbags “just in 

case,” which means they’re often not where she is. 

You start with one inhaler per place—bedroom, purse, near the favorite chair—and 

practice technique with a spacer and a mirror until she smiles, “I can feel it get there 

now.” You refer to pulmonary rehab and write a simple exacerbation plan with her 

clinician: what to take, when to call, how to spot early sputum change. 



You also script stairs practice: one flight with a rest on the landing, pursed-lip 

breathing, then the second flight. A neighbor becomes her “stair buddy” twice a week. 

By spring she reports, “I still respect the stairs. But they don’t own me.” 

(Citations: GOLD, 2024) 

 

5) Oncology in the Aging 

The lived experience. 
Cancer arrives as a medical diagnosis and a family event. Older adults face unique 

questions: “Will treatment steal the time I have?” “Can I keep living at home?” “Who will 

feed the cat?” Symptoms, function, cognition, and social supports often predict 

tolerance better than birthdays. 

What helps. 
A geriatric assessment (GA)—function, comorbidity, cognition, mood, nutrition, social 

support, and medications—identifies vulnerabilities and points to practical fixes (Dale et 

al., 2023). GA-informed care reduces toxicity and aligns plans with values. Embed early 

palliative care for symptom control and decision support, alongside disease-directed 

therapy. Translate side effects into real-life planning: rides, meals, fall-proof baths, 

“chemo brain” strategies, and respite for care partners. 

Vignette — “Treatment Tuesdays” (Expanded) 
Ms. Rivera, 79, lives alone with a mischievous cat named Paco. She values home 

above all. Before starting chemotherapy, your clinic runs a GA: two falls in six months, 

mild memory issues, limited meal access, and a steep bus route to the infusion center. 

You and the team reshape the plan around her life: grab bars and non-slip mats, a 

neighbor “meal swap” twice weekly, pharmacy-labeled pillboxes aligned with her 

breakfast radio show, and infusions scheduled on “daughter days.” Her oncologist 

adjusts dosing and pre-meds to minimize sedation; you add a fatigue script (“move a 

little, rest a lot, call if fever”). 

Midway through treatment she has a rough week; Paco sleeps on her feet, and a 



volunteer brings soup. She texts you, “Still me. Just a smaller circle for now.” After 

treatment, her circle widens again—slowly, deliberately, on her terms. 

(Citations: Dale et al., 2023) 

 

Gentle Integrations You Can Use Tomorrow 

• Lead with life, then layer the science. “What would feeling better let you do?” 

organizes choices. 

• Scale the plan to energy. Tiny, repeatable actions beat ambitious ones that 

sputter. 

• Name and tame fear. A flare playbook, a falls plan, a travel toolkit—confidence is 

clinical. 

• Co-create home handrails. Night-lights, pillboxes, raised beds, shower chairs—

small things, big effects. 

• Practice cultural humility. Health plans should taste, sound, and cost like a 

person’s actual life. 

• Care for the caregiver. Skills training, respite, and a place to say the hard parts 

out loud. 

 

 

1.5.c Diseases of the Mind 

The mind in later life is a busy crossroads. Biology, biography, and the present moment 

merge in ways that can feel tender, confusing, and sometimes frightening. A change in 

sleep becomes a change in mood; a new medication blurs words; a small infection 

unmoors memory. Even so, older adults continue to make meaning, to love, to learn, 

and to surprise us with resilience (Carstensen, 2021; Shonkoff, 2024). Our work is to 



keep the person at the center—to meet symptoms with science and suffering with 

companionship. 

 

1) Aging and Depression (and its Treatment) 

What it looks and feels like 

Late-life depression rarely announces itself with a single sentence of sadness. It may 

whisper through withdrawal, irritability, low energy, sleep changes, slowed 

movement, or amplified pain. Some elders describe it as a “gray weather” that lingers, 

others as a heavy coat they cannot take off. Medical illnesses and losses cluster in 

these years; grief is common and not a disorder. Depression is present when the low 

mood and loss of interest persist and impair life—when the dishes stack untouched, 

choir rehearsals fade from the calendar, and hope feels thin (APA, 2019). 

Risk factors include prior depression, chronic pain, social isolation, bereavement, 

functional loss, alcohol or sedative use, sleep disorders, and certain medications (APA, 

2019). Men may present with irritability rather than sadness; older adults of any gender 

may underreport mood symptoms while seeking care for “aches and fatigue.” 

Screening and assessment 

Brief tools reduce misses. The PHQ-2 (“little interest?” “down, depressed, or 

hopeless?”) followed by PHQ-9 when positive is practical in clinics, hospitals, and 

community settings (USPSTF, 2023). When possible, check hearing and vision—

sensory barriers masquerade as apathy; correcting them can lift mood (Livingston et al., 

2020). Always ask about suicidal thoughts directly and calmly; naming risk does not 

cause it, and safety planning saves lives (APA, 2019). 

What helps 

• Psychotherapies work. Problem-solving therapy, CBT, behavioral activation, 

and interpersonal therapy have strong evidence in later life. Therapy should be 

scaled to energy—shorter sessions, concrete home practices, and frequent 

reinforcement (APA, 2019). 



• Social prescriptions. Belonging is an antidepressant. Peer groups, faith 

communities, senior centers, volunteering, intergenerational programs, and even 

scheduled “small social doses” (two phone calls a week) change trajectories 

(Holt-Lunstad, 2022). 

• Movement. Ten minutes after meals, chair-based strength, or a slow 

neighborhood loop—small, predictable motion improves mood and sleep. 

• Medications. When indicated, start low and go slow. SSRIs (e.g., sertraline, 

escitalopram) are commonly used; monitor for hyponatremia, GI bleeding risk 

(especially with NSAIDs), insomnia or sedation, and falls. SNRIs (e.g., 

duloxetine) can help with co-occurring pain. Reassess at 4–6 weeks; combine 

with psychotherapy whenever possible (APA, 2019). 

• Sleep and alcohol. Treat insomnia behaviorally first; taper long-term 

benzodiazepines where feasible. Screen gently for alcohol overuse; offer 

nonjudgmental, stepwise plans. 

• Grief literacy. Normalize acute grief and watch for persistent complex 
bereavement features—year-long functional impairment, pervasive yearning, or 

self-blame—responding with grief-focused therapy and, if needed, medication for 

co-occurring depression (APA, 2019). 

**Vignette — “One Cup of Tea” (Expanded) 

After her partner of 53 years died last winter, Mrs. Patel, 83, rearranged her days 

around the quiet. She brewed one cup of tea at noon and left the blinds closed. Church 

friends texted; she replied with hearts but didn’t pick up the phone. “I am tired,” she told 

her doctor. “Everything is heavy.” 

You visit on a rainy Tuesday. On the PHQ-9 she circles numbers that add up to 

moderate depression. You ask, gently, “What would you like your afternoons to feel 

like?” She looks toward the window. “Lighter.” 

Together you design five-minute experiments: open the blinds after tea; step onto the 

porch and name three colors; call her niece on Sundays with a simple script (“I’m 

thinking of you—tell me one good thing”). You connect her with a grief group at the 



temple and coordinate with her clinician to begin escitalopram at a low dose, with 

weekly check-ins. You add a short walk after lunch, rain or shine, even if it’s only to the 

mailbox and back. 

Two months later she shows you a photo: sunlight on her kitchen table, a plate of 

mango slices, the blinds half open. “I am still sad,” she says, “but I am also…here.” 

(USPSTF, 2023; APA, 2019) 

**Vignette — “Monday Bench” 

Mr. Dalton, 79, used to meet friends at the park every Monday to argue about baseball. 

After a hip fracture and a bout of pneumonia, he lost the habit. He naps by noon, forgets 

to shave, and tells his daughter, “I’m no good to anyone.” 

You don’t start with advice. You start with story. “What did those Mondays give you?” 

He smiles despite himself. “Noise. Opinions. A hot dog I didn’t have to cook.” 

The plan is disarmingly small: shave on Monday mornings (a cue to leave the house), 

text the group a baseball question Sunday night (a commitment), and try a bench close 

to the parking lot. His daughter arranges a ride there and a pickup an hour later. At 

week three he stays for two hours. “I still limp,” he says, “but I’m limping toward 

something.” (APA, 2019; Holt-Lunstad, 2022) 

 

2) Memory Impairment 

Normal aging vs. MCI vs. dementia 

• Normal aging brings slower retrieval and occasional tip-of-the-tongue moments; 

independence remains intact. 

• Mild Cognitive Impairment (MCI) is cognitive decline beyond what’s expected 

for age, with largely preserved function. MCI increases the risk of dementia but 

is not destiny. There are no FDA-approved medications to treat MCI 

specifically; the focus is risk-factor control, cognitive/social engagement, 

addressing hearing/vision loss, exercise, sleep, mood, and safety planning (NIA, 

2024; Alzheimer’s Association, 2024). 



• Dementia involves cognitive decline severe enough to interfere with daily life. 

Practical anchors 

• Name it carefully. Many elders fear the word “dementia.” Clear language—“Your 

thinking is slower; we call this mild cognitive impairment”—reduces shame and 

increases follow-up. 

• Bolster what’s modifiable. Hearing correction, physical activity, social 

connection, hypertension and diabetes management, sleep treatment, and 

depression care correlate with better cognitive trajectories (Livingston et al., 

2020). 

• Routines and scaffolds. Pillboxes, whiteboards, phone alarms, and “pairing” 

new tasks to old habits (take evening pills with favorite radio show) protect 

independence. 

• Driving and safety. Early conversations beat last-minute crises. Shared plans 

with family, occupational therapy driving evals when needed, and transportation 

alternatives preserve dignity. 

**Vignette — “The Recipe Card” 

Ms. Nguyen, 74, tells you her famous pho “doesn’t come out right” anymore. She 

forgets steps and turns off the stove twice in one week. On testing, she meets criteria 

for MCI. She cries with relief—“So I’m not crazy?”—and then with fear—“Will I become 

my mother?” 

Together you list keepers: her pho, her garden, her morning tai chi. You add scaffolds: 

a printed recipe with boxes to check, a stove timer worn on a lanyard, a grandson 

“sous-chef” on Sundays. You loop her clinician to address snoring and fragmented 

sleep; a sleep study leads to treatment that brightens her mornings. 

Three months later she hosts family dinner with her grandson stirring the pot. “I’m still 

me,” she says, “just with a helper and a timer.” (NIA, 2024; Alzheimer’s Association, 

2024; Livingston et al., 2020) 

 



3) Dementia and Alzheimer’s Disease 

The many dementias 

Alzheimer’s disease is the most common cause; vascular dementia tracks with 

strokes and small-vessel disease; Lewy body dementia brings fluctuations, 

parkinsonism, and visual hallucinations; frontotemporal disorders may change 

behavior, judgment, language, or empathy earlier and more dramatically than memory 

(Alzheimer’s Association, 2024). Naming the type matters because behavioral 
patterns, medication responses, and caregiver needs differ. 

Core care—always, for everyone 

• Non-pharmacologic first. Predictable routines; environmental cues (labels, 

contrast colors); simplified choices; comforting sensory inputs (music, touch); and 

meaningful activities matched to ability are the backbone of care. 

• Caregiver teaching. Short sentences, one-step prompts, validation instead of 

contradiction, and “join—the—emotion” techniques reduce conflict and distress. 

• Medications for symptoms. Cholinesterase inhibitors (donepezil, rivastigmine, 

galantamine) can offer modest benefit for cognition/ADLs in some; memantine 

may help in moderate-to-severe stages. Effects are small; expectations should 

be realistic and aligned with goals (Alzheimer’s Association, 2024). 

• Disease-modifying options. Anti-amyloid monoclonal antibodies for early 

Alzheimer’s disease (e.g., lecanemab; donanemab) require careful selection, 

MRI monitoring, and shared decision-making about benefits, risks (including 

ARIA), logistics, and cost. The right choice varies by patient values, risk 

tolerance, and support systems (FDA, 2023; FDA, 2024; Alzheimer’s Association, 

2024). 

• Safety and dignity. Home adaptations (grab bars, lighting, wayfinding signs), 

medication reconciliation, wandering plans, and emergency information sheets 

protect both autonomy and safety. 



• Whole-family approach. Screen for caregiver burden, anxiety, and depression; 

connect to respite, peer groups, and skills classes. Early advance care planning 

honors voice before it’s hard to speak. 

 

Vignette — “The Keys in the Breadbox”  
Mr. O’Malley, 74, a retired carpenter, begins misplacing tools in odd places—pliers in 

the freezer, keys in the breadbox. At first it’s a family joke. Then he forgets the way 

home from the hardware store. His partner, Jake, stops laughing. 

A thorough evaluation suggests early Alzheimer’s disease. In the exam room Mr. 

O’Malley jokes to hide fear; Jake grips the chair with white knuckles. You slow the 

moment. “Let’s talk about what you both need now, what you’ll likely need later, and 

what still brings you joy.” 

The now plan: a pillbox and calendar system; a “who to call” list on the fridge; a 

neighborhood walking route with a bright cap; driving on familiar roads only, before 

dusk; and one beloved woodworking project each week with a neighbor apprentice to 

manage sharp tools. You introduce a caregiver skills class for Jake—communication, 

behavior de-escalation, bathing with dignity, safe transfers, and how to call for help 

before exhaustion. 

The later plan: legal and financial documents signed while Mr. O’Malley can still lead; a 

wandering protocol (photo, medical info, neighbors on alert); and a conversation with 

their faith community about support. 

The joy plan: Saturday music hour with the old records, a garden bed of easy herbs, 

and a “memory book” they build together—photos labeled in bold print, stories recorded 

on Mr. O’Malley’s warm baritone days. 

When they ask about new antibody treatments, you map options in plain language—the 

possibility of slowing decline, the monitoring, the risks—and reflect their values: they 

want time together at home without frequent hospital visits. They choose to wait, 

focusing on routines, safety, and meaning. Six months later Jake says, “We still get lost 

sometimes. But less in anger, more in the music.” (Alzheimer’s Association, 2024; FDA, 

2023; FDA, 2024) 



Vignette — “The Night Visitor” (Lewy body features, communication, and safety) 

Mrs. Cho, 80, tells her daughter there is “a child in the hallway” at night. She startles 

easily, moves stiffly, and sometimes naps through breakfast. On testing and exam, 

features suggest Lewy body dementia—fluctuating attention, parkinsonism, vivid 

visual hallucinations. The daughter wants to correct her mother—“There’s no child!”—

but this escalates fear. 

You teach validation and redirection. “The child looks safe. Let’s give him a blanket,” 

Mrs. Cho says, satisfied, and returns to bed. Her clinician revises medications that 

worsen confusion, addresses constipation and REM sleep behavior disorder, and 

introduces gentle daytime activity to consolidate sleep. A night-light pathway, a bell on 

the exterior door, and a neighbor check-in reduce risk. The daughter weeps in relief: “I 

thought I was failing. I just needed different tools.” (Alzheimer’s Association, 2024) 

When behavior is the message 

Agitation, wandering, shadowing, refusal of care, and sundowning often signal unmet 

needs—pain, constipation, fear, loneliness, boredom, overstimulation, thirst, or a too-

complex task. Behavior plans start with detective work: What happened right before? 
What helped last time? Pharmacologic options (e.g., antipsychotics) carry real risks 

and should be reserved for severe distress or danger, at the lowest dose for the shortest 

time, with constant efforts to step back as non-drug strategies succeed (Alzheimer’s 

Association, 2024). 

Practice pearls you can use tomorrow 

• Ask, “What still brings you delight?” Build care plans around those anchors. 

• Use one-step prompts and yes/no choices. Fewer words, calmer tone. 

• Pair new habits to old routines: pills with coffee, walk after the noon news. 

• Train the circle. A five-minute teaching at every visit (to spouse, adult child, 

neighbor) prevents crises later. 

• Protect hearing and vision. Correcting them reduces agitation and may slow 

cognitive decline (Livingston et al., 2020). 



• Care for caregivers. Respite, peer groups, and one trusted number to call at 2 

a.m. are clinical interventions. 

 

 

1.6 Drugs 

(Medication management, adherence, and alcohol/substance use in the elderly) 

Medication is one of the most powerful helpers in later life—and one of the most 

common sources of harm. A single new pill can bring a week of dizziness; a forgotten 

refill can send someone to the hospital; a bedtime sedative given with love can quietly 

increase falls and confusion. For social workers, MFTs, and addiction counselors, 

“medication work” lives where biology meets biography: in pillboxes on kitchen 

counters, in bedtime rituals, in fears about memory, in the family stories we tell about 

pain and sleep. 

Below, we weave together three strands: (1) how aging changes medicine’s effects, 

(2) how to simplify and support real-world adherence, and (3) how to recognize 
and respond to alcohol and other substance use in late life—including the quiet 

risks that come from mixing “just a little” wine with “just a few” pills. 

 

1) Why medicines feel different with age: the biology in plain language 

• Absorption changes little for most drugs, but coexisting conditions (constipation, 

achlorhydria) and polypharmacy can slow or alter it (American Geriatrics Society, 

2023). 

• Distribution shifts as body water declines and body fat increases, 

concentrating water-soluble drugs (e.g., ethanol, lithium) and prolonging fat-

soluble ones (e.g., benzodiazepines) (American Geriatrics Society, 2023). 

• Metabolism may slow with reduced hepatic blood flow; drug–drug interactions 

(CYP450) accumulate as the med list grows. 



• Elimination diminishes with lower kidney function, even when serum 

creatinine looks “normal.” Doses that were fine at 60 can be too much at 80. 

• Pharmacodynamics matter: older brains and baroreceptors are more sensitive 

to sedatives and to drugs that drop blood pressure or cloud thinking (American 

Geriatrics Society, 2023). 

Practical translation: “Start low, go slow—and simplify whenever we can.” 

Deprescribing is not “giving up”; it is precision kindness (Tinetti et al., 2019). 

 

2) Medication management & deprescribing: from overwhelm to a livable plan 

Common troublemakers (and why they matter) 

• Anticholinergics (for allergies, bladder, sleep) → confusion, constipation, dry 

mouth, falls (American Geriatrics Society, 2023). 

• Benzodiazepines/Z-drugs → sedation, memory problems, car crashes, falls 

(American Geriatrics Society, 2023). 

• Opioids → constipation, sedation, falls; synergy with benzos or alcohol multiplies 

risk (Budnitz et al., 2018). 

• Multiple antihypertensives/diuretics → orthostasis, ER trips for “dizziness” 

(Budnitz et al., 2018). 

Brown-bag reviews, Beers Criteria checks, and one-page med lists reduce surprises 

(American Geriatrics Society, 2023). 

Adherence (we prefer “concordance” or “fit”) 

Older adults “miss” meds for good reasons: the plan doesn’t fit their day, labels 
are tiny, fingers are stiff, side effects are worse than the disease, beliefs clash 
with instructions, money is tight, or the story of the medicine is scary. Our job is to 

make the plan fit the person, not the person fit the plan (Tinetti et al., 2019). 

Practical levers you can pull tomorrow 

Test Question
21) What simple phrase is often used to guide prescribing for older adults?�Answer:  Start low, go slow—and simplify whenever we can

Test Question
22) Which medication class is associated with confusion, constipation, dry mouth, and falls in older adults?�Answer:  Anticholinergics

Test Question
23) What is a common reason older adults “miss” medications?�Answer:  The plan doesn’t fit their day



• Teach-back at every change (“Tell me how you’ll take this at home.”). 

• Habit stacking (“Take morning pills with your first cup of tea.”). 

• Fewer doses (once-daily over three-times-daily when possible). 

• Aligned refills (synchronize to one pickup). 

• Right tools (large-font labels, easy-open caps, weekly pillboxes, blister packs). 

• Roles (who fills the box, who checks it, who the family calls for questions). 

• Side-effect scripts (“If this makes you dizzy, sit, sip water, call the nurse line.”). 

• Cost navigation (generic alternatives, manufacturer assistance, social work for 

benefits). 

 

Vignette 1 — “Color on the Counter” 

(Polypharmacy, dizziness, and a livable plan) 

On a sunny Monday, Mr. and Mrs. Santiago lay out their morning pills on a dish the size 

of a saucer—blue, white, pink, and two that look the same until you tilt them. He is 82, 

she is 79. In the last month he fell twice walking to the mailbox. “The doctor says I’m 

‘stable,’” Mr. Santiago shrugs. “I don’t feel stable.” 

You start by slowing the room. One med at a time, you ask, “What is this for? How 

does it make your day better? What gets in the way?” He points to the night-time 

bladder pill. “Mouth like cotton. I drink water; then I’m up again.” He pats a white tablet. 

“This new blood pressure one—my knees get watery.” 

With permission you arrange a brown-bag review with the clinic pharmacist. Two 

sedating meds are deprescribed with a slow taper; the bladder med is swapped for 

behavioral strategies and a less anticholinergic option; blood pressure timing moves 

from bedtime to breakfast. You bring a large-print, one-page list and a color-coded 
pillbox: blue = breakfast, green = dinner. Mr. Santiago practices a teach-back: “Blue 

after oatmeal; green after soup.” His wife nods, relieved to have a script. 



One month later, the mailbox trip is steady. “I still wobble sometimes,” he says, “but the 

world doesn’t tilt.” The dish returns to the cabinet. The pillbox stays—with colors that 

match a life he recognizes (American Geriatrics Society, 2023; Budnitz et al., 2018; 

Tinetti et al., 2019). 

 

Vignette 2 — “The Train Schedule” 

(Dexterity, vision, and rebuilding a routine) 

Ms. Okafor, 84, calls her day “a train schedule.” Since a small stroke, her right hand is 

clumsy; bottle caps fight back. When refills arrive with new shapes from the pharmacy, 

she feels ambushed. “I trusted the yellow oval,” she sighs. “Now it’s a white circle.” 

Instead of more instructions, you offer architecture. The pharmacist switches to blister 
packs labeled Morning/Noon/Evening/Bed. You print giant-font med names and tape 

them to a weekly placemat on her table. You pair meds to old anchors: morning prayer, 

her noon radio show, evening call with her sister, brushing her teeth. You record a voice 
memo on her phone: “Good morning, take the top row.” Her niece agrees to check the 

packs each Sunday. 

Three weeks later, Ms. Okafor taps the blister packs with a conductor’s pride. “The train 

runs on time again,” she says. “And the caps don’t win anymore.” (Tinetti et al., 2019; 

American Geriatrics Society, 2023) 

 

3) Alcohol and other substances: quiet risks, gentle detection, hopeful change 

Older adults drink—and use medications that don’t always play well with alcohol. They 

also receive sedatives and opioids more often than younger adults. Age brings greater 
sensitivity to alcohol (less body water, slower metabolism), so “just two glasses of 

wine” can mean impaired balance, poor sleep, memory fog, and dangerous interactions 

(NIAAA, 2018). Screening is often skipped because use seems “moderate,” because 

elders feel ashamed, or because clinicians are busy. We can help by asking simply, 
routinely, and without judgment (SAMHSA, 2023). 



Screen with tools that fit 

• AUDIT-C (3 questions) for alcohol; SMAST-G for older-adult risk patterns (Babor 

et al., 2001; Blow, 1991). 

• TAPS or DAST-10 for other substances. 

• Ask about reasons for use (grief, pain, sleep), contexts (alone/with others), and 

medication mixing (benzodiazepines, opioids, sleep aids). 

• Normalize: “Lots of people your age find alcohol hits harder than it used to. Can 

we look together at how it fits your health now?” (SAMHSA, 2023). 

Low-risk guidance & red flags 

• Many healthy adults ≥65 who are not on interacting meds are advised to 
keep use ≤7 drinks/week and ≤3 per occasion; for many with comorbidity or 
interacting meds, less (or none) is safer (NIAAA, 2018). 

• Red flags: falls, insomnia, memory complaints, medication mishaps, mood 

swings, isolation, or “I only drink at night to sleep.” 

When a substance use disorder is present—or emerging 

Late-life SUD is treatable. Motivational interviewing, contingency management 
(where available), CBT, mutual-help tailored to older adults, and medications for 
alcohol use disorder (naltrexone, acamprosate; with medical review of 

contraindications) help many (SAMHSA, 2023). For opioid use disorder, 

buprenorphine can be lifesaving; co-prescribe naloxone for anyone on opioids or with 

overdose risk (SAMHSA, 2023). 

 

Vignette 3 — “Night Wine” 

(Widowhood, sleep, and the slow return to mornings) 

After her husband died, Mrs. Carver, 78, began pouring a large glass of wine at 9 p.m. 

“It puts me to sleep,” she says, but she wakes at 2 a.m., mind racing, legs unsteady to 

Test Question
24) Which screening tool is recommended for alcohol use in older adults?�Answer:  AUDIT-C

Test Question
25) According to guidelines, what is the suggested maximum alcohol use for many healthy adults ≥65 not on interacting medications?�Answer:  7 drinks/week, 3 per occasion



the bathroom. Her daughter found a dent in the hallway wall where she must have 

bumped in the night. The med list includes a bedtime zolpidem her friend shared “just 

until you’re sleeping again.” 

You begin with compassion and curiosity. “What does the wine give you?” She 

answers without shame: “It turns down the noise.” You share gentle science: as we age, 

alcohol hits harder and wrecks sleep; mixed with sleep pills, it raises fall risk. You 

ask, “What would you like your nights to feel like?” She whispers, “Rested. Not afraid.” 

Together you build a sleep plan: a phone alarm to start “wind-down hour” at 8 p.m.; a 

warm shower, chamomile, and soft radio; the tablet and TV off by 9; a worry notebook 

on the nightstand for what can wait till morning. With her clinician, you create a gradual 
alcohol step-down (smaller glass → half glass → alcohol-free) and a zolpidem taper; 
you add CBT-I skills (stimulus control, consistent wake time). She tries grief group on 

Thursdays so the heaviest feelings don’t land only at night. 

Two months later, she reports a new ritual: a half-hour phone call with her sister after 

dinner, then the shower, the tea, the notebook. “I still wake up sometimes,” she says, 

“but I don’t reach for the bottle. I reach for my pen.” (NIAAA, 2018; SAMHSA, 2023) 

 

Vignette 4 — “The Little Blue Pill” 

(Long-term benzodiazepine, fear, and a patient taper) 

Mr. Jamison, 81, has taken alprazolam nightly for “nerves” since the late 1990s. He 

falls twice this winter and forgets his neighbor’s name at the grocery store. “If I don’t 

take it, I can’t sleep,” he says. “And if I can’t sleep, I can’t live.” 

You validate the fear and offer a bridge: “Let’s help you sleep while we help your brain 

feel steadier.” With his clinician, you design a very slow taper using a longer-acting 

benzo cross-taper if appropriate, paired with CBT-I, daytime activation (sunlight walk 

after breakfast), and, if anxiety persists, a non-sedating option (e.g., SSRI or 

buspirone, individualized to his profile). Every two weeks, you review: sleep window, 



caffeine, alcohol, late-day naps, and a resources list for 2 a.m. (audiobook, prayer, 

recorded family messages). 

Six weeks in, he says, “I’m not reborn, but I’m not falling. And I know how to get through 

the night without the blue pill.” The victory is not simply the taper; it’s the agency he 

regains (American Geriatrics Society, 2023; APA, 2019). 

 

Vignette 5 — “After the Surgery” 

(Post-op opioids, pain, and safer roads forward) 

Following a knee replacement, Ms. Ruiz, 75, leaves the hospital with oxycodone, 

acetaminophen, and instructions she doesn’t understand. Weeks later she takes 

oxycodone “just in case,” feels foggy, and avoids therapy because moving hurts. She is 

constipated, embarrassed, and sleeping in a chair. 

You translate pain into types (surgical tissue healing, muscle stiffness) and tools 

(scheduled acetaminophen, topical NSAID if appropriate, ice, gentle movement, 

diaphragmatic breathing). You collaborate with her prescriber to taper opioids, add a 

constipation plan (fiber, fluids, stool softener), and give naloxone with a simple script: 

“Like a fire extinguisher—hope we never need it.” You arrange a PT session framed as 

confidence-building, not endurance. 

A month later she climbs two porch steps with a grin. “I thought the pills were the 

bravery,” she says. “Turns out the practice was.” (Budnitz et al., 2018; SAMHSA, 2023) 

 

A note on cannabis and CBD in later life 

Many elders experiment with cannabis or CBD for pain or sleep. Responses vary; 

interactions and sedation risks are real, especially with anticoagulants, sedatives, and 

alcohol. The safest approach is honest disclosure to clinicians, one change at a time, 

lowest dose, and no driving or stairs until effects are known. The spirit is not 

prohibition; it is curiosity and safety (SAMHSA, 2023). 



 

Practice pearls (ready to use) 

• Replace “compliance” with collaboration. “How can we make this plan fit your 

day?” (Tinetti et al., 2019). 

• Make one change at a time. Tiny, durable steps beat perfect but fragile plans. 

• Put side effects on the table first. People talk more when we show we’re not 

fragile. 

• Teach back every time. If they can explain it, they can do it. 

• Curate the cabinet quarterly. Deprescribe high-risk meds; simplify doses 

(American Geriatrics Society, 2023). 

• Screen softly, routinely. AUDIT-C, SMAST-G, and gentle questions about sleep, 

loneliness, and pain (Babor et al., 2001; Blow, 1991; SAMHSA, 2023). 

• Bring caregivers into the light. Show them the pillbox, the taper calendar, the 

“call if” list. 

• Name wins. “You filled your pillbox twice in a row.” “You halved the wine.” 

Momentum heals. 

 

1.7 Nutrition in Later Life 

Food in later life is never just fuel. It is memory (grandmother’s soup), identity (Sabbath 

bread, Eid sweets, Sunday pot roast), budget math, and a barometer of health. A 

smaller appetite may be grief; weight loss may be a medication side effect; “picky 

eating” may be unrecognized dysphagia. When we ask, “What are you eating?” we are 

really asking, “How are you living?” 

This chapter translates the science of geriatric nutrition into everyday practice—what 

changes with age, how to screen for risk, what helps, and how to honor culture and 



choice while preventing malnutrition, sarcopenia, and dehydration (Cederholm et al., 

2019; Cruz-Jentoft et al., 2019; Academy of Nutrition and Dietetics, 2019). 

 

1) What Changes With Age (and Why It Matters) 

Physiology. Appetite regulation shifts with age—the “anorexia of aging”—from 

hormonal changes (ghrelin/leptin), delayed gastric emptying, and inflammatory signals 

that blunt hunger (Landi et al., 2016). Taste and smell often decline, especially with 

polypharmacy and oral/dental problems; dry mouth and poor dentition make chewing 

meat, fruit skins, and salads harder (NIDCR, 2020). Vision and hearing loss can make 

grocery shopping and cooking more difficult. Thirst sensation wanes, raising 

dehydration risk (NIA, 2024). 

Medications. Metformin, PPIs, and H2 blockers can reduce vitamin B12 absorption; 

diuretics alter electrolytes; anticholinergics dry the mouth; sedatives blunt interest in 

food; SSRIs/SNRIs may alter taste or appetite (Andrès et al., 2004; American Geriatrics 

Society, 2023). 

Body composition. With age, muscle mass falls and fat mass often redistributes—

sarcopenia and dynapenia are common, reducing strength, gait speed, and reserve 

(Cruz-Jentoft et al., 2019). Nutrition is a core lever for prevention and treatment. 

Social determinants. Food insecurity, transportation barriers, the loss of a cooking 

partner, and fixed incomes silently shape plates and portion sizes (Ziliak & Gundersen, 

2023). Meals eaten alone are, simply, different. 

 

2) Screening & Assessment: Catch It Early 

Red flags. Unintentional weight loss (≥5% in 1 month or ≥10% in 6 months), loose 

clothing, low appetite, new difficulty chewing/swallowing, wounds that heal slowly, 

recurrent infections, or “I’m just not hungry.” 

Quick tools. 



• MNA-SF (Mini Nutritional Assessment—Short Form) for older adults in clinics 

and community settings (Guigoz & Vellas, 2006). 

• MUST for malnutrition risk in hospitals/outpatient (BAPEN, 2011). 

• GLIM criteria to diagnose malnutrition (phenotypic + etiologic components) 

(Cederholm et al., 2019). 

Labs? Albumin and prealbumin reflect inflammation and illness more than intake; use 

them cautiously and never in place of a clinical assessment (Cederholm et al., 2019). 

Swallowing check. An SLP screen if coughing with liquids, wet voice after swallowing, 

recurrent pneumonias, or long mealtimes (Cichero et al., 2017). 

 

3) Protein & Energy: How Much Is “Enough”? 

Protein. Most healthy older adults benefit from higher targets than the general adult 

RDA: ~1.0–1.2 g/kg/day; during illness or rehab 1.2–1.5 g/kg/day; in severe illness 

possibly higher, individualized (Bauer et al., 2013). Distribute protein across the day—

~25–30 g per meal with leucine-rich sources (dairy, eggs, soy, fish, poultry, lean meats) 

to stimulate muscle protein synthesis (Bauer et al., 2013). Pair protein with resistance 

exercise for best effect (Cruz-Jentoft et al., 2019). 

Energy. Many older adults maintain weight on ~25–30 kcal/kg/day, adjusted for illness, 

activity, and goals (ESPEN, 2019). Protect micronutrients while avoiding “empty” 

calories that crowd out protein. 

Special cases. In CKD, avoid blanket protein restriction that worsens sarcopenia; 

individualize (protein usually ≥0.8 g/kg/day unless advanced CKD and closely 

supervised) (ESPEN, 2019). 

 

4) Micronutrients of Concern 

• Vitamin D (bone/muscle). Many elders need supplementation to reach sufficient 

levels, considering limited sun exposure; dosing individualized (IOM, 2011). 



• Calcium (bone). Prefer food sources; supplement cautiously to avoid excess 

(IOM, 2011). 

• Vitamin B12 (neurologic, hematologic). Malabsorption is common with age, 

metformin, and acid suppression; test and supplement orally or parenterally as 

needed (Andrès et al., 2004). 

• Protein-energy balance often trumps exotic supplements—“more food that 

loves you back” before pills. 

 

5) Hydration: The Quiet Risk 

Older adults may not feel thirsty even when dehydrated. Encourage small, frequent 
fluids; offer soups, juicy fruits, herbal teas. Pair drinking with routines (after brushing 

teeth, each medication time). Watch for confusion, dark urine, constipation, orthostasis 

(NIA, 2024). 

 

6) Food Patterns That Work (and Taste Good) 

• Mediterranean-style: vegetables, fruits, legumes, whole grains, nuts, olive oil, 

fish—linked to lower CVD risk and preserved function (Estruch et al., 2013). 

• DASH: blood pressure benefits, flexible and culturally adaptable (Sacks et al., 

2001). 

• Protein-forward plates: add eggs or Greek yogurt at breakfast; cottage cheese 

at snack; beans/lentils most days. 

• Cultural fit first. A plan is only as good as it tastes and as affordable as the 

pantry. 

 

7) Special Situations & Practical Solutions 

A. Malnutrition & Sarcopenia 



Fortify ordinary foods (milk powder in soups, olive oil or nut butter on toast, extra egg in 

rice, cheese in vegetables). Use oral nutrition supplements (ONS) when appetites are 

low; sip slowly between meals to avoid “spoiling” (ESPEN, 2019). Combine with 

strength-building to convert protein into function (Cruz-Jentoft et al., 2019). 

B. Dysphagia and the IDDSI Framework 

Texture-modified diets (IDDSI levels) can reduce aspiration—but over-thickened 

liquids or unpalatable purees can produce malnutrition (Cichero et al., 2017). 

Collaborate with SLPs; prioritize palatable, nutrient-dense options; revisit needs as 

swallowing improves. 

C. Oral & Dental Health 

Ill-fitting dentures, dental caries, and xerostomia shrink menus. Dental referrals, denture 

adjustments, saliva substitutes, and softer protein options (eggs, tofu, yogurt, poached 

fish, ground meats) widen choices (NIDCR, 2020). 

D. Dementia & Eating 

Improve contrast (dark plate for light foods), reduce distractions, offer finger foods, 

cue each step, and eat together—mirror-eating helps. Weight loss in dementia is 

common; emphasize pleasure and calorie-dense favorites (Alzheimer’s Association, 

2024). 

E. Diabetes, Gently 

Keep pleasure and culture on the plate. Anchor carbs with protein/fiber; encourage 

short post-meal walks. For frail elders, prioritize hypoglycemia prevention over tight 

numbers; simplify plans (ADA, 2024). 

F. Feeding Tubes in Advanced Dementia 

Feeding tubes do not reliably prevent aspiration, prolong life, improve pressure injuries, 

or reduce pneumonia in advanced dementia; they often increase restraints and ED 

visits. Hand feeding for comfort is the recommended default when goals are comfort 

and dignity (American Geriatrics Society, 2014; Finucane et al., 1999). 



G. Food Insecurity & Isolation 

Link clients to Meals on Wheels, congregate meals, SNAP, faith/community kitchens, 

and produce boxes. Eating with others reliably increases intake and joy (Ziliak & 

Gundersen, 2023; Holt-Lunstad, 2022). 

 

Vignette 1 — “After the Hospital” 

(Unintentional weight loss, fortification, and restoring appetite) 

Mrs. Benton, 82, returns home after pneumonia, ten pounds lighter and “not hungry.” 

Her daughter lines the counter with shakes; Mrs. Benton pushes them away. “Too 

sweet,” she says, and naps by the window. 

You begin with story: what foods once felt like home? “Tomato soup with egg,” she 

smiles, “and my sister’s buttered rice.” Together you build a gentle fortification plan: 

tomato soup enriched with dry milk and olive oil; scrambled eggs folded into rice; Greek 

yogurt swirled with tahini; mashed potatoes whipped with whole milk and soft cheese; 

small bowls every three hours rather than big plates. A pharmacist reviews meds that 

blunt appetite; her clinician stops a bitter-tasting antibiotic and treats oral thrush. PT 

adds sit-to-stands before each snack to wake hunger signals. 

You invite a neighbor for “tea and soup at two”—a social cue that doubles intake. Two 

weeks later Mrs. Benton’s cardigan buttons again. “I don’t love eating,” she admits, “but 

I love the visits. The soup follows.” 

(Cederholm et al., 2019; ESPEN, 2019; Holt-Lunstad, 2022) 

 

Vignette 2 — “Spices and Strength” 

(Taste/smell loss, protein distribution, cultural foodways) 

Mr. Singh, 76, laments that “everything tastes like cardboard.” He misses his wife’s dal 

and has been skipping breakfast. Grip strength measures low; he tires climbing stairs. 



You explain how taste and smell decline can dull appetite, and how protein spaced 

through the day feeds muscle (Cruz-Jentoft et al., 2019; Bauer et al., 2013). 

Together you craft a spice-forward menu anchored in his culture: soft scrambled eggs 

with turmeric and cumin at breakfast; mid-morning lassi with added milk powder; lunch 

of dal and rice with ghee; evening roti with paneer and sautéed spinach; roasted 

chickpeas for snacks. You suggest stronger acids and aromatics—lime, tamarind, 

ginger—to wake flavor. He practices a 10-minute after-meal walk with a neighbor to 

prime appetite for the next meal. 

A month later he brings you a photo of his spice tins, lids off like bright flowers. “I eat 

because I taste again,” he says, “and I climb because I eat.” 

(Bauer et al., 2013; Cruz-Jentoft et al., 2019) 

 

Vignette 3 — “The Blue Cup” 

(Dysphagia, IDDSI, dignity, and pleasure) 

After a left MCA stroke, Ms. Garcia coughs with thin liquids and tires midway through 

meals. An SLP recommends IDDSI level 5 solids and level 2 liquids. The skilled-nursing 

menu arrives beige; intake drops; weight slides. 

You convene the food-SLP-nursing family huddle. The SLP teaches safe swallow 

posture and pacing; dietary services rebuild the menu: savory pureed stews, soft 

polenta with cheese, mashed black beans with salsa, pureed fruit brightened with 

lemon. A blue cup (her favorite color) cues thickened beverages she doesn’t dread. You 

add “pleasure bites” approved by the team—two spoons of flan at the end of lunch—

to protect joy. 

Three weeks later Ms. Garcia eats with interest. “My mouth still works,” she jokes, 

tapping the spoon. “It just needed better food.” 

(Cichero et al., 2017) 

 



Vignette 4 — “The Red Plate” 

(Dementia, weight loss, hand feeding vs. tube feeding, and shared decisions) 

Mr. Alvarez, 84, has advanced Alzheimer’s disease. He loses weight, pockets food, and 

turns away at meals. The team floats the idea of a feeding tube. His daughter, Elena, is 

heartbroken: “I promised to take care of him. Maybe this is what ‘taking care’ means.” 

You slow the room and translate evidence kindly: tubes in advanced dementia do not 
reliably prevent aspiration or prolong life; they can increase restraints and ED visits. 

What does help is hand feeding for comfort, appealing foods, calm environments, 

and honoring preferences (American Geriatrics Society, 2014; Finucane et al., 1999). 

Together you rebuild meals: red plates for contrast, family music softly playing, finger 

foods (cheese cubes, buttered noodles, sliced ripe pears), and patient cueing (hand-

over-hand). Elena sits and eats with him—mirroring each bite. Intake rises modestly; 

pleasure rises more. Elena signs with relief. “Feeding him by hand feels like love, not 

failure.” 

(American Geriatrics Society, 2014; Alzheimer’s Association, 2024) 

 

Vignette 5 — “Water by the Clock” 

(Dehydration, routine, and safety) 

Mr. Chambers, 80, is admitted twice for dizziness and “weak spells.” Labs suggest 

dehydration. He insists, “I drink when I’m thirsty.” You explain how thirst fades with age 

(NIA, 2024). Together you place water posts: a glass at the toothbrush, a mug by his 

reading chair, a bottle near his garden bench. You set phone alarms at 9, 12, 3, and 6—

“Water o’clock.” His daughter adds herbal teas he likes and soup with lunch. 

At follow-up he chuckles, “Now my watch nags me. But I haven’t landed in the ER.” The 

fix wasn’t tough—just designed for the way his days actually work. 

(NIA, 2024) 

 



Practice Pearls (Use Tomorrow) 

• Ask what a good meal looks like. Build the plan around that picture. 

• Protein at each meal. Aim for ~25–30 g—especially breakfast. 

• Fortify the familiar. Add calories/protein to foods people already love. 

• Eat together. Social connection increases intake (Holt-Lunstad, 2022). 

• Screen every visit. Weight trend, appetite, chewing/swallowing, bowel habits. 

• Fix the frictions. Dentures, mouth pain, transport, budget, small appliances 

(microwave/slow cooker). 

• Dysphagia is a team sport. SLP + dietary + family = safety and pleasure. 

• Comfort feeding is care. In advanced dementia, hand feeding aligns with 

evidence and dignity. 

• Hydration needs cues. Pair fluids with daily anchors. 

 

 



1.8 Exercise and Physical Activity 

Movement is the most reliable 

“long-view” medicine we have in 

later life. It preserves 

independence, tempers pain, 

steadies mood, sharpens thinking, 

and lowers the risks we fear 

most—falls, fractures, strokes, 

heart attacks, and long hospital 

stays (U.S. Department of Health 

and Human Services [HHS], 

2018; World Health Organization 

[WHO], 2020). But older adults 

don’t exercise for abstract 

outcomes; they move for 

reasons: to walk to the mailbox without fear, climb church steps, pick up a grandchild, 

sleep through the night, or keep gardening season after season. Our task is to make 

movement fit the person’s life—energy, culture, budget, and neighborhood—not the 

other way around. 

 

1) What Counts? Rethinking “Exercise” as Everyday Strength 

Everything counts when it is intentional: a 10-minute walk after lunch; two sets of sit-

to-stands at the kitchen chair; marching in place during the weather report; tai chi on the 

balcony; resistance-band rows while the kettle boils; heel raises at the sink. When we 

help clients see these as legitimate training, adherence rises and shame drops (HHS, 

2018; WHO, 2020). 

Core elements for most older adults (modifiable by health status): 



• Aerobic (endurance): Aim for 150+ minutes/week of moderate intensity (or 75 

vigorous), in bouts any length. Start where you are; two- to ten-minute bouts add 

up (HHS, 2018). 

• Resistance (strength): 2–3 days/week, 1–3 sets of 8–12 slow, controlled reps 

for major muscle groups (legs, hips, back, chest, arms, core). Body weight, 

bands, or light weights all work (American College of Sports Medicine [ACSM], 

2021; Chodzko-Zajko et al., 2009). 

• Balance: ≥3 days/week of targeted balance and lower-limb strengthening to 

reduce falls (Sherrington et al., 2019). 

• Flexibility & mobility: Gentle range-of-motion most days; short stretch 

sequences after warm-up or at day’s end. 

How hard is “moderate”? The Talk Test: you can talk but not sing. Or use RPE (0–10 

scale): moderate ~4–6, vigorous ~7–8 (Borg, 1998; HHS, 2018). 

 

2) Safety First: Green, Yellow, Red 

Green-light signs: stable chronic conditions; no unexplained chest pain; no new 

neurological symptoms; feet and footwear in good shape. 

Yellow-light (modify/consult): blood pressure often >180/110; brittle angina history; 

advanced osteoporosis (avoid loaded spinal flexion/twist); painful or hot/swollen joint; 

moderate anemia; dizziness with standing; open foot sores (diabetes). Adjust pace, 

surfaces, and supervision (ACSM, 2021; ADA, 2024; LeBoff et al., 2022). 

Red-light (stop/seek medical guidance): chest pain/pressure, new shortness of 

breath at rest, fainting, new rapid/irregular heartbeat with symptoms, calf 

swelling/redness (DVT concern), severe headache or focal weakness, fever with 

tachycardia (ACSM, 2021). 



Warm-up & cool-down (5–10 minutes) are non-negotiable in later life: gentle marching, 

shoulder circles, ankle pumps, then an easy cool-down to avoid post-exercise 

hypotension. 

 

3) The FITT Frame (Frequency, Intensity, Time, Type) 

• Aerobic: Begin with 5–10 minutes/day, most days; build to 30 minutes/day. 

Surfaces you trust; shoes that fit; light on the wrists and hips. 

• Strength: 2–3 nonconsecutive days; slow tempo (2–1–2 cadence); exhale on 

effort. “Last 2 reps feel effortful but doable” is a good cue (ACSM, 2021). 

• Balance: Short daily doses: tandem stands near a counter, single-leg stands 

with light touch, heel-toe walking; progress by reducing hand support 

(Sherrington et al., 2019). 

• Flexibility: 20–30 seconds per stretch, 2–3 reps, most days. 

Progression: Add only one variable at a time (minutes, days, or difficulty). Avoid the 

“boom-bust” cycle: the two-day rule—if soreness or fatigue lingers >48 hours, scale 

back next time. 

 

4) Functional Testing You Can Use 

• 30-second Chair Stand (how many sit-to-stands in 30 s): tracks lower-body 

strength (Rikli & Jones, 1999). 

• Gait speed (m/s over 4–10 m): <0.8 m/s flags higher risk; >1.0 m/s generally 

functional (Guralnik et al., 1994). 

• SPPB (balance, gait, chair stand): small gains are meaningful (Guralnik et al., 

1994). 

• Six-Minute Walk: endurance and pacing (American Thoracic Society, 2002). 



Use numbers to celebrate progress, not to shame. “You added one more stand—your 

stairs will feel that.” 

 

5) Condition-Specific Coaching (What Helps, What to Avoid) 

Heart Failure (HF) 

• Helps: Short, frequent walks; interval style (1–2 min easy/1 min rest), daily 

weight check, green/yellow/red symptom plans; light resistance training for legs 

(Heidenreich et al., 2022). 

• Cautions: Stop for chest pain, unusual breathlessness, dizziness. Keep sodium 

and fluid plans aligned with exercise days. 

Coronary Disease/Angina 

• Helps: Cardiac rehabilitation or home-based, graded walking with clear stop 

rules, nitroglycerin carry plan, warm-ups twice as long on cold days (Virani et al., 

2023; Anderson & Taylor, 2014). 

COPD 

• Helps: Pulmonary rehab, pursed-lip breathing, interval walking on flat ground, 

rollator for stamina, upper-back/shoulder strengthening; action plan for 

exacerbations (GOLD, 2024). 

• Cautions: New/worsening breathlessness at rest, colored sputum with fever—

use the plan, not bravado. 

Diabetes 

• Helps: 10-minute walks after meals to flatten glucose spikes; foot checks; 

hydration; resistance training for insulin sensitivity (ADA, 2024). 

• Cautions: Skip vigorous exercise with acute illness, very high glucose with 

ketones; protect feet. 

Osteoarthritis 



• Helps: Strength + aerobic on most days; topical heat before, ice after; pace the 

week; assistive devices when needed (Kolasinski et al., 2020). 

• Cautions: Respect hot/swollen joints; modify range, not momentum. 

Osteoporosis 

• Helps: Weight-bearing (walk, stairs), hip-hinge patterns, back-extensor 

strengthening, balance training (LeBoff et al., 2022; Giangregorio et al., 2014). 

• Avoid: Deep, loaded spinal flexion/twisting (no loaded sit-ups or toe-touching 

with weights). 

Parkinson’s Disease 

• Helps: Big-amplitude training, rhythmic cueing (metronome, music), dual-task 

practice, cycling, boxing-style programs; postural and step training (Ellis & 

Rochester, 2018). 

• Cautions: Freezing risk—teach U-turns, marching in place, laser cues. 

Stroke 

• Helps: Task-specific practice, constraint-induced techniques, aerobic intervals, 

balance and gait training, safe community ambulation (Winstein et al., 2016). 

• Cautions: Shoulder subluxation care; fatigue management. 

Dementia 

• Helps: Same core elements with cueing: walk familiar routes, mirror-movement, 

music; short, predictable sessions; caregiver participation boosts adherence and 

joy (Alzheimer’s Association, 2024). 

• Cautions: Wandering risk; use visible ID and build “circuits” that loop home. 

 

6) Fall Prevention: Dose Matters 



Exercise that challenges balance reduces falls when done often enough (≥3 hrs/week 

cumulatively) and maintained (Sherrington et al., 2019). Good options: 

• Otago Exercise Programme (home-based strength and balance, PT-guided) 

(Robertson et al., 2001). 

• Tai chi (flowing weight shifts, ankle strategy training) (Li et al., 2012). 

• STEADI framework for multi-factor risk: meds, vision, feet/footwear, home 

hazards, orthostatic hypotension (CDC STEADI; Sherrington et al., 2019). 

Balance Menu (near a counter): 
Tandem stand → eyes closed → single-leg with fingertip support → heel-toe walk → 

clock reaches. 

 

7) Behavior Change: Tiny Habits, Big Traction 

• Start with meaning: “What would moving more let you do that matters?” 

• SMART-ish goals: “Walk to the mailbox after lunch Monday/Wednesday/Friday.” 

• Habit stacking: Pair movement with existing anchors (meds, TV news, tea). 

• Social glue: Walking buddies, group classes, faith-based programs. 

• Track simply: A paper calendar with checkmarks outperforms complex apps for 

many (HHS, 2018). 

• Name wins out loud: “You did two sets this week.” Momentum heals. 

 

8) Home Equipment on a Shoestring 

• Two resistance bands (light/medium), a sturdy chair, a countertop, a step, a soft 

ball for grip, a pedometer or watch step-counter, a night-light runway. If budget 

allows: light dumbbells (2–5 lb), a rollator with seat for COPD/endurance, a yoga 

mat for floor work (if safe to get down/up). 



 

9) Sample Weekly Plans (Scalable) 

A. “Starter Plan” (post-hospital, low stamina) 

• Mon/Wed/Fri: 5–8 min easy walk + 1 set of 8 sit-to-stands + 10 heel raises at 

sink. 

• Tue/Thu/Sat: 5-min walk + counter push-ups (8–10) + seated rows with band (8–

10). 

• Daily: 3 balance minutes (tandem stand near counter). 

• Goal: add 1–2 minutes of walking weekly, then a second set of strength. 

B. “Steady Plan” (community-dwelling, building capacity) 

• Aerobic: 20–30 min walk/cycle 5 days/week (Talk Test moderate). 

• Strength: Tue/Thu/Sat 2 sets x 8–12 reps (legs, hips, back, chest, arms, core). 

• Balance: 10 minutes 3 days/week (progressively harder). 

• Flexibility: 10 minutes most days. 

C. “Joint-Friendly Plan” (knee/hip OA) 

• Pool walking or stationary cycle 15–20 min 3–5 days/week. 

• Strength: Sit-to-stand, step-ups, bridges, clamshells, rows, light deadlifts with hip 

hinge. 

• Pacing: “Activity sandwich”—warm-up → task → cool-down; pain ≤5/10 during, 

back to baseline by next morning (Kolasinski et al., 2020). 

 

Vignettes (Long-Form) 

Vignette 1 — “Blue Sneakers” 

(HF, intervals, meaning-based goals) 



When Mrs. Benton bought bright blue sneakers, her daughter raised an eyebrow. “For 

your collection?” “For my porch,” she answered. Pneumonia and a heart failure flare 

had shrunk her world to the recliner and the window. She wanted her porch mornings 

back: coffee, birds, the neighbor’s dog making his rounds. 

You map a porch-to-corner plan. Day 1: to the porch and back twice, with a rest in the 

chair. Week 2: to the mailbox—1 minute out, 1 minute sit, 1 minute back. You teach the 

Talk Test and RPE (“keep it at a 5”). A kitchen scale moves to the bathroom: morning 
weights, “yellow-zone” calls if up 3 lbs in 2 days. Her daughter learns to listen for new 
orthopnea and swelling. 

At first the blue shoes only saw the porch. Then the walkway. By week four she reached 

the maple tree at the corner, breath measured, face proud. “I thought exercise meant 

treadmills and sweat,” she said. “Turns out it’s this: one blue step and then another.” 

(Heidenreich et al., 2022; HHS, 2018) 

 

Vignette 2 — “Kitchen-Chair Gym” 

(OA, resistance training, pacing, success tracking) 

Mr. Robinson kept a polished oak chair by the table. After his knees began to ache, he 

avoided stairs, gained weight, and stopped carrying groceries. “I don’t do gyms,” he told 

you. “I do kitchens.” 

You create the Kitchen-Chair Gym: 

• Sit-to-stand (hands on thighs): 2 sets of 8, slow down, strong up. 

• Counter push-ups: 2 x 8 with a proud chest. 

• Rows with a band looped around the fridge handle: 2 x 10. 

• Heel raises at the sink: 2 x 10. 

• A 10-minute evening stroll to see porch lights. 



He circles every workout on a wall calendar. You set a pain rule: up to 5/10 is OK 

during; pain should be back to baseline by morning. After three weeks, his 30-second 
chair stand rises from 8 to 11. He lifts a grocery bag and grins: “Strong enough to carry 

cherries again.” (Kolasinski et al., 2020; Rikli & Jones, 1999) 

 

Vignette 3 — “Balcony Tai Chi” 

(Falls fear, balance dosing, Otago & tai chi blend) 

Ms. Alvarez stopped going down the stairs after a neighbor fell. Fear grew like ivy. You 

visit and notice a small balcony that catches morning sun. “Could this be our studio?” 

you ask. 

You build a 10-minute balance class at the railing: 

• Tandem stand with fingertip support → no hands. 

• Heel-toe walk along a taped line. 

• Clock reaches (12-3-6-9) for ankle strategy. 

• Weight shifts with soft knees, set to music. 

Twice a week, you add tai chi forms—slow transfers, quiet breath. Once a week, a PT 

checks progress and layers Otago strength moves. After six weeks she jokes, “I can 

stand in a windstorm.” She goes downstairs to water her plants. Three months later she 

walks to the corner bakery, steady as a metronome. (Sherrington et al., 2019; 

Robertson et al., 2001; Li et al., 2012) 

 

Vignette 4 — “The Bus to Pulmonary Rehab” 

(COPD, pacing, confidence, social glue) 

Mr. Kim, 80, dreaded the two flights to his apartment and the bus to clinic. COPD had 

made life a map of avoided places. You arrange pulmonary rehab and ride the bus 

with him the first time, practicing pursed-lip breathing at the stoplight. 



Rehab feels like a revelation: intervals on a treadmill, seated arm bike, posture work, 

oxygen education, a group that laughs at the same cough jokes. At home he practices 

stair intervals: step-land-breathe-step. He times grocery trips for mornings and parks 

the cart for micro-rests. A neighbor becomes his stair buddy. 

Two months later he brings a photo of himself at the bus stop, cap tilted, eyes bright. “I 

still respect the stairs,” he says. “But they no longer tell me who I am.” (GOLD, 2024; 

HHS, 2018) 

 

Vignette 5 — “Circles in the Park” 

(Dementia, caregiver partnership, route design, joy) 

Mr. O’Malley—retired carpenter with early Alzheimer’s—loved walking after dinner. Then 

he got lost on the next block. His partner, Jake, banned solo walks. “I was scared,” Jake 

admits, “so we stayed home. And shrank.” 

You suggest “Circles”—a loop in the park that always leads back to the car. You add 

bright caps, a laminated card with names and a phone number, and a walking playlist 
of the music they loved in their twenties. You coach mirror-movement and one-step 

prompts (“This bench, then that tree”). 

They walk the circle three times a week. Some nights Mr. O’Malley sings every lyric. 

Other nights he hums and stares at the sky. Both are wins. “We are moving again,” Jake 

says. “Not just our legs. Our life.” (Alzheimer’s Association, 2024) 

 

10) Putting It All Together — A Script You Can Steal 

1. Meaning first: “What would moving more help you do?” 

2. Safety check: green/yellow/red lights; medication review for 

orthostasis/sedation. 

3. Pick one anchor: after-meal walks or chair-strength set or balance minutes. 



4. Dose it small: 5–10 minutes, RPE 4–5, Talk Test “can talk, not sing.” 

5. Stack the habit: tie to meds, TV news, or tea. 

6. Track the win: simple calendar check. 

7. Review in two weeks: add one variable only (more minutes or second set). 

8. Name the joy you notice: “I carried groceries.” “I slept.” “I laughed.” 

 

 

1.8.i Tools & Handouts (Printables) 

TOOL A — Balance Minutes: A Home Program (No Equipment) 

Goal: Build balance safely at home in short “balance minutes,” most days of the 
week. 

Safety first: Stand near a counter or sturdy chair. If you feel dizzy, sit and rest. 
Wear secure shoes. 

Week 1–2 (Total 6–8 minutes/day) 

• Foot-together stand (hands hovering above counter): 30–45 sec × 3 

• Semi-tandem stand (heel beside big toe): 30–45 sec × 3 

• March-in-place (light counter touch): 30 sec × 3 

Week 3–4 (Total 8–10 minutes/day) 

• Tandem stand (heel-to-toe): 30–45 sec × 3 

• Side steps along counter: 6–10 steps each way × 2 

• Sit-to-stand from chair (slow): 6–10 reps × 2 

Week 5+ (Total 10–12 minutes/day) 

• Single-leg stand (light fingertip touch): 10–20 sec/side × 3 



• Tandem walk along counter: 6–8 steps × 2 

• Heel raises at sink: 10–15 reps × 2 

Talk test: You should be able to talk but not sing. 
Progression rule: Change only one variable at a time (time, reps, difficulty). 
(HHS, 2018; ACSM, 2021; Sherrington et al., 2019) 

 

TOOL B — Quick Falls-Risk Screen & Action Plan (Clinic or Home Visit) 

Screen (ask/observe) 

1. Have you fallen in the past year? If yes: how many times? Any injury? 

2. Do you feel unsteady when standing or walking? 

3. Do you worry about falling? 

4. Timed Up-and-Go (TUG) (if safe): stand → walk 10 ft → turn → sit. ≥12 sec 
suggests increased risk. 

5. Medications that raise risk (benzodiazepines, anticholinergics, sedatives, 
polypharmacy). 

6. Vision/footwear/home hazards (glare, clutter, throw rugs). 

Action Plan (pick 3) 

• Refer to strength/balance program (OT/PT; community Tai Chi). 

• Medication review (de-prescribe fall-risk meds when possible). 

• Home safety (lighting, grab bars, remove throw rugs, nightlights). 

• Vision/footwear (update lenses; non-slip shoes). 

• Vitamin D only if deficient per local guidance. 
(CDC STEADI; AGS Beers Criteria, 2023; Sherrington et al., 2019) 



What to say (script): 
“Falls are common and preventable. We’ll make three small changes this month—
exercise for strength/balance, one home fix, and a medication check. That 
combination reduces risk the most.” 

 

 

1.9 Sexuality in Later Life 

Sexuality is not a chapter that ends with menopause, a prostate surgery, or a new 

diagnosis. It is an evolving language of touch, closeness, imagination, memory, and 

identity. Older adults bring a lifetime of experience—love, loss, faith, culture, trauma, 

humor—to the question, “What does intimacy look like now?” Our role is to keep the 

conversation warm and shame-free, translate biology into everyday words, and help 

clients discover what is still possible and pleasurable (WHO, 2010; Kingsberg et al., 

2019). 

For social workers, MFTs, and addiction counselors, the work sits at the boundary 

where bodies change, medications interfere, grief and anxiety settle in, and 

relationships evolve. It also lives in systems—long-term care policies, clinical biases, 

and the invisibility too often assigned to LGBTQ+ elders. This section offers a map. 

 

1) What Changes with Age — and Why It Matters 

Bodies, hormones, and arousal 

• Menopause & the genitourinary syndrome of menopause (GSM). Falling 

estrogen leads to vaginal dryness, decreased elasticity, dyspareunia, urinary 

symptoms, and reduced arousal; GSM is common, treatable, and too often 

unspoken (North American Menopause Society [NAMS], 2020). 



• Erectile function. Vascular changes, neuropathy, and medications make 

erections less reliable; arousal may require more time and direct stimulation. This 

is common, not a moral failing (American Urological Association [AUA], 2018). 

• Testosterone & desire. Testosterone declines with age but “andropause” is not 

universal; low desire is usually multifactorial—sleep, depression, illness, 

relationship dynamics, pain, and meds (AUA, 2018; APA, 2019). 

• Time & context. Older bodies often need more warm-up, slower pacing, and 
stronger sensory input. Pleasure shifts; erotic maps can expand (Kingsberg et 

al., 2019). 

Medications & conditions that complicate sex 

• Antidepressants (SSRIs/SNRIs) can dampen desire, delay orgasm, or blunt 

arousal (APA, 2019). 

• Antihypertensives, anticholinergics, opioids, benzodiazepines may reduce 

lubrication, erectile rigidity, or orgasmic intensity; polypharmacy compounds 

effects (American Geriatrics Society, 2023). 

• Diabetes, CVD, COPD, arthritis, stroke, cancer survivorship—all change 

stamina, sensation, and roles. Sexual well-being is part of chronic-illness care, 

not a luxury (Heidenreich et al., 2022; GOLD, 2024; Kolasinski et al., 2020). 

Mental health, grief, and identity 

Depression, anxiety, body-image shifts, trauma histories, and bereavement influence 

desire and comfort. A trauma-informed stance—predictability, choice, collaboration, and 

empowerment—protects dignity (SAMHSA, 2014). 

 

2) Safer, Satisfying, Realistic: What Helps 

Permission, Language, and First Steps (PLISSIT / Ex-PLISSIT) 

Use the PLISSIT model—Permission, LImited SS Information, Specific Suggestions, 

Intensive Therapy as needed (Annon, 1976)—and its Ex-PLISSIT update that 



emphasizes permission and follow-up (Taylor & Davis, 2006). Normalize with openers 

like, “Many people your age have questions about sex or closeness. Is there anything 

you’d like to improve?” 

Practical tools 

• For GSM: regular lubricants (silicone or water-based), moisturizers, and—when 

appropriate—low-dose vaginal estrogen, vaginal DHEA (prasterone), or 

ospemifene for dyspareunia; pelvic-floor PT for pain (NAMS, 2020). 

• For erectile difficulties: PDE5 inhibitors (e.g., sildenafil) per medical 

clearance; avoid with nitrates; consider vacuum erection devices, constriction 

rings, or intracavernosal therapy under urology guidance (AUA, 2018). 

• For desire concerns: review meds and mood; consider psychotherapy (e.g., 

sensate focus), treat sleep and pain; where appropriate, targeted pharmacologic 

options under specialty care (Kingsberg et al., 2019; APA, 2019). 

• For positioning/pain: pillows, wedges, side-lying, “spooning,” seated positions, 

over-the-counter supports; occupational/physical therapists can problem-solve 

mobility and joint protection (Kolasinski et al., 2020). 

• For intimacy without intercourse: sensual massage, shared bathing, erotic 

reading/audio, mutual touch, cuddling, mindfulness and breathwork—pleasure is 
broader than penetration (Kingsberg et al., 2019). 

Sexual health & STI prevention 

Older adults have rising rates of STIs, including syphilis and HIV; new dating after 

widowhood/divorce and decreased pregnancy concerns change behaviors (CDC, 

2023). Use plain talk: condoms, testing when changing partners, and for at-risk 

individuals, discuss HIV PrEP with clinicians (CDC, 2021). Avoid 

alcohol/benzodiazepine overuse around sex to prevent consent confusion and falls. 

LGBTQ+ and gender-diverse elders 



Minority stress and lifelong stigma can make disclosure dangerous; yet affirmation 

improves health and sexual well-being (Fredriksen-Goldsen et al., 2013). Ask pronouns, 

chosen names, and partner terms; understand how prior medical/surgical gender-

affirming care intersects with aging (NAMS, 2020; APA, 2019). 

 

3) Consent, Capacity, and Long-Term Care 

Consent requires understanding, voluntariness, and the ability to express a consistent 

choice. In dementia, capacity for sexual consent is task- and time-specific: Can the 

person understand who the partner is, the nature of the activity, and the right to say no? 

Are there power imbalances? Facilities should have clear, rights-affirming policies, 

with staff training that honors privacy while protecting from coercion (Grisso & 

Appelbaum, 1998; Mahieu et al., 2011). 

Practice steps in LTC: private time/space; do-not-disturb signage; simple education on 

lubricants, condoms, and toy hygiene; care-plan documentation; respectful mediation 

with families when disagreements arise. 

 

4) Long Vignettes (to bring it to life) 

Vignette 1 — “Apricot Jam and Sunday Mornings” 

(GSM, grief, and rebuilding pleasure) 

Mrs. Flores, 72, lost her husband three years ago. Last spring she began seeing Mr. 

Alvarez from her choir. They hold hands at the farmer’s market; on Sundays they make 

apricot jam in her kitchen, laughing at the sticky mess. When they attempt intercourse, 

she feels burning pain and pulls away, humiliated. “My body betrayed me,” she 

whispers. 

You begin with permission: “Pain with sex is common after menopause, and it’s 

treatable. We can make this better.” You explain GSM in everyday language—less 

estrogen means less moisture and stretch. Together you try a moisturizer several times 



a week and a silicone-based lubricant during intimacy. You script sensate focus—two 

weeks of touch without penetration—and schedule pelvic-floor PT. With her clinician, 

she starts low-dose vaginal estrogen after reviewing risks/benefits. 

A month later she describes Sunday mornings again—toast, apricot jam, his hand on 

her back while they read. Penetration can wait; it may return or it may not. The tears 

she brings now are different: “I thought sex was over. It’s…changing.” (NAMS, 2020; 

Kingsberg et al., 2019) 

 

Vignette 2 — “After the Prostate” 

(Erectile change after prostate cancer; expanding the erotic map) 

Mr. Carter, 76, had prostatectomy two years ago. Erections are inconsistent despite 

trials of PDE5 inhibitors; he avoids intimacy for fear of disappointing his wife. “I’m 

broken,” he says flatly. 

Your first intervention is language: “You are not broken. Your body has changed; your 

sexuality is larger than one body part.” With urology, he tries a vacuum device and 

learns about injections as an option; you frame these as tools, not failures (AUA, 

2018). With his partner, you teach sensate focus and “pleasure first”—extended 

touch, oral stimulation, erotic stories they choose together, and positions that minimize 

urinary leakage (towel, condom, pre-voiding). You also name grief: a small ceremony 

where they write a letter to “the sex we had” and welcome “the intimacy we’re learning.” 

Three months later his wife smiles: “We’re like teenagers—creative and laughing.” 

Erections happen sometimes; satisfaction happens more often. “I wish someone told 

me sooner,” he says. (AUA, 2018; Kingsberg et al., 2019) 

 

Vignette 3 — “The Red Scarf” 

(New dating, STI prevention, and confidence) 



Mrs. Bowers, 79, starts seeing a widower from her bridge club. She buys a red scarf, 
cuts her hair, and giggles like a conspirator. Then she whispers, “Do I need condoms at 

my age?” She is embarrassed to ask. 

You answer plainly: “Yes—pregnancy may not be a concern, but STIs are.” You 

normalize testing before new partners, review condoms, and discuss lubricants that 

won’t degrade latex. You gently explore alcohol use on dates; she decides on “one 

glass, then water.” Her clinician orders screening tests; you provide a script to share 

results with her partner without shame. They negotiate mutual testing and monogamy. 

A month later she swings the red scarf and grins. “I’m safe and flirty,” she says. “Who 

knew both fit?” (CDC, 2023; CDC, 2021) 

 

Vignette 4 — “Quiet Hours” 

(Dementia, consent, and LTC policy with heart) 

At Maple Grove Assisted Living, Mr. H., 82, with moderate Alzheimer’s disease, lights up 

when Mrs. R., 80, visits. They cuddle during “quiet hours,” sometimes kissing. Mr. H.’s 

son objects: “He’s married to my mother!”—though his mother died years ago. Staff are 

torn between residents’ rights and family distress. 

You convene a care conference. Using a capacity-to-consent lens, the team assesses: 

Does Mr. H. recognize Mrs. R. as a partner? Does he express pleasure, assent, and the 

ability to say no? Are there coercive dynamics? Staff report smiles, relaxation, and clear 

“no” when he’s tired. A plan is documented: private time, do-not-disturb signage, staff 

knock and wait, condoms and lubricants available if needed, and documentation of 
ongoing assent. You coach the son through grief and reframe love in the present 

tense: “Your father can still experience comfort.” Staff receive training on sexuality in 

dementia. 

The unit softens. A door sign appears: “Quiet Hours—Please Knock.” Mr. H. hums 

1940s standards again. (Grisso & Appelbaum, 1998; Mahieu et al., 2011) 

 



Vignette 5 — “The Blue Blouse” 

(LGBTQ+ aging, minority stress, and affirming care) 

Ms. Tran, 75, a transgender woman, avoids clinic visits after a humiliating ER 

experience years ago. She now has hot flashes, low mood, and vaginal dilation 

discomfort after remote gender-affirming surgery decades earlier. She sits rigidly in your 

office until you ask, “What name and pronouns feel right to use?” Her shoulders drop. 

“She/her. Thank you.” 

You review goals and safety: how her current hormones intersect with bone health, 

cardiovascular risk, and mood; how pelvic-floor PT can ease dilation pain; how intimacy 

can be re-imagined with lubricants, toys, and positions that protect comfort. You connect 

her to an affirming clinician for hormone review and to an LGBTQ+ older-adult social 

group to reduce isolation (Fredriksen-Goldsen et al., 2013; APA, 2019; NAMS, 2020). 

Weeks later she arrives in a blue blouse and says quietly, “I feel seen.” Sexual well-

being begins with belonging. 

 

Vignette 6 — “Rainy-Day Picnic” 

(Chronic pain, joint protection, and non-coital intimacy) 

Mr. and Mrs. Dominguez miss sex and miss being playful. Her hips ache from OA; he 

has lumbar stenosis. Every attempt ends in spasms and apologies. You propose a 

“rainy-day picnic” on the bed: pillows under knees and behind backs, warm 

compresses first, a timer to change positions, and a “touch-only” rule for two weeks—

hands, mouths, scented lotion, shared breath. They practice pain rules (≤5/10 during, 

back to baseline tomorrow) and a safe word to pause. After two weeks, they add a 

wedge pillow and side-lying positions; they keep the timer. 

“I forgot how much joy lives in slowness,” she says. “We fell in love again,” he adds. The 

picnic blanket stays within reach. (Kolasinski et al., 2020; Kingsberg et al., 2019) 

 



5) Brief Scripts You Can Use Tomorrow 

• Opening the door: “Many people notice changes in intimacy with age, illness, or 

medicines. What would you like to feel more—or less—of?” 

• When pain appears: “Pain is your body asking for a different route, not for you 

to stop. Let’s design a route together.” 

• Medication reframe: “Some meds can turn the volume down on desire or 

moisture. We can often switch or adjust.” 

• STI talk without shame: “New relationships are wonderful. Let’s pair that joy 

with testing and condoms so you can relax.” 

• Dementia consent check: “I want to make sure this stays kind and wanted—if 

either of you seems worried or says no, staff will help you pause.” 

• Grief & change: “It’s okay to miss what sex used to be. It’s also okay to discover 

a new version that suits today’s bodies.” 

 

6) Practice Pearls 

• Lead with permission. If we don’t bring it up, many older adults assume they 

shouldn’t. 

• Pleasure beats performance. Expand the map—touch, warmth, closeness, 

humor. 

• Match tools to bodies. Lube, moisturizers, wedges, vacuum devices, pelvic-

floor PT—simple aids are powerful. 

• Revisit meds quarterly. Name sexual side effects; offer alternatives (e.g., 

consider bupropion when appropriate for SSRI-related dysfunction). 

• Name safety. Condoms, testing, PrEP when indicated, alcohol/benzo caution. 

• Honor identity. LGBTQ+ elders carry stories—safety, secrecy, resilience. Affirm 

first; advise second. 



• In LTC, write it down. Rights-affirming policies + staff training + consent checks 

= fewer crises, more humanity. 

 

SIDEBAR (for §1.9 Sexuality in Later Life): Warm-Start Scripts for Common Issues 

Short conversational openers you can copy into notes 

For GSM (vaginal dryness/pain): 
“Many people after menopause notice dryness or pain with sex. It’s common and 

treatable. Would you like to talk about moisturizers, lubricants, and local treatments that 

can make intimacy comfortable again?” (NAMS, 2020) 

For erectile changes: 
“Erections change with age and health. Pleasure is still very possible. Would you like to 

hear options—from pills and devices to ways of being intimate that don’t depend on an 

erection?” (AUA, 2018) 

For STI prevention with new partners: 
“It’s great to see you dating again. Even later in life, STIs can be an issue. Would you be 

open to a quick plan for testing and condoms so you can relax and enjoy this?” (CDC, 

2023) 

 

 

1.10 Mortality 

Mortality is not only about dying; it is about how we live when time becomes visible. 

When illness advances, the tasks of care change: from cure or control ⟶ to relief, 

meaning, and relationships; from “How long?” ⟶ to “What matters most about the time 

left?” For social workers, MFTs, and addiction counselors, this chapter offers an 

approach to serious-illness work that is clinically grounded and tender—one that 

protects dignity, centers values, and steadies families when the ground shifts (Lunney et 

al., 2003; Temel et al., 2010; Kavalieratos et al., 2016; Sudore et al., 2017). 



 

1) The Three Common Trajectories (and why they matter) 

• Rapid decline after relative stability (often cancer): clear inflection point; 

meaning-making and legacy tasks come quickly (Lunney et al., 2003). 

• Slow decline with exacerbations (organ failure such as CHF/COPD): “roller-

coaster” pattern; planning must anticipate repeated crises and recovery (Lunney 

et al., 2003). 

• Prolonged dwindling (frailty/dementia): gradual erosion of function and identity; 

the labor is daily adaptation and caregiver stamina (Lunney et al., 2003). 

Knowing the likely pattern guides timing: when to clarify goals, simplify medications, 

introduce home supports, and invite hospice/palliative care as added help, not a last 

resort (Kavalieratos et al., 2016; Temel et al., 2010). 

 

2) Conversations that Reduce Suffering 

Warm, honest talk changes outcomes. Think preparation, permission, plain 
language, pause. 

Openers that work (Bernacki & Block, 2014; Sudore et al., 2017): 

• “What’s most important to you if your health worsens?” 

• “What are you hoping for? What are you worried about?” 

• “If you had to make trade-offs, what would you be willing or not willing to go 

through for the possibility of more time?” 

• “Who should speak for you if you can’t speak for yourself?” 

Empathic micro-skills (NURSE): Name the emotion; Understand (“It makes sense…”); 

Respect (“You’ve been so devoted”); Support (“We’ll be with you”); Explore (“Say more”) 

(Back et al., 2009). 



When there’s bad news (SPIKES): set the Setting, check Perception, get Invitation, 

share Knowledge in small chunks, show Empathy, outline Strategy (Baile et al., 2000). 

Prognosis with humility: offer ranges and uncertainty: “Best case… most likely… 

worst case…” then ask, “Given that, what feels like the right next step?” (Bernacki & 

Block, 2014). 

Document the plan: advance directive, health-care agent, and (where used) 

POLST/MOLST for actionable medical orders in serious illness (Sudore et al., 2017). 

 

3) Palliative Care and Hospice — Plainly Explained 

• Palliative care = extra support for people with serious illness at any stage, 

alongside curative or disease-directed treatments. It prioritizes symptom relief, 

communication, and coordination—and is associated with better quality of life, 

sometimes even longer life (Temel et al., 2010; Kavalieratos et al., 2016). 

• Hospice = palliative care for the last stretch of life when the focus shifts primarily 

to comfort at home, in hospice houses, or nursing facilities. Hospice supports 

families with nursing, social work, chaplaincy, volunteers, equipment, and 24/7 

phone triage. It is not “giving up”; it is saying yes to comfort and time together. 

Myth-busting: Morphine does not “make you die sooner” when used correctly; it 

relieves air hunger and pain. Hospice patients can still receive treatments that provide 

comfort (e.g., oxygen, diuretics, antibiotics when aligned with goals). Families receive 

bereavement support after the death. 

 

4) Symptom Relief Near the End of Life (core patterns) 

• Pain: treat the pain and its story; use opioids thoughtfully, plus adjuvants 

(gabapentinoids for neuropathic pain, topical agents), non-drug strategies (heat, 

massage, music), and constipation prevention. 



• Dyspnea: position, fan/airflow, pursed-lip breathing; low-dose opioids for air 

hunger; manage secretions; calm the room. 

• Delirium: look for triggers (infection, meds, stool/urine retention); provide 

orientation cues; use antipsychotics sparingly for severe distress. 

• Nausea: pick antiemetics by cause (vestibular, chemical, bowel obstruction). 

• Anxiety/insomnia: routine, presence, non-benzodiazepine approaches first; 

name the fear. 

• “No longer eating”: in dying, appetite naturally falls. Focus on comfort feeding 

(taste, moisture) rather than force-feeding; this honors physiology and dignity 

(American Geriatrics Society, 2014). 

(Adapt practice to local prescriber protocols and interprofessional collaboration.) 

 

5) Cultural Humility at the End of Life 

Assume diversity. Ask, don’t guess: 

• “Are there spiritual or cultural practices important to you now?” 

• “Who needs to be here for big decisions?” 

• “Are there words we should—or should not—use?” 

• “After death, what care practices matter to your family?” 

Your role: make room for ritual (music, prayer, silence, incense, gospel songs, the last 

cup of tea), and protect those spaces from the machinery of health care (Kagawa-

Singer et al., 2010). 

 

6) Caregivers: The Other Patient 

Caregiving is loving, hard work. Screen for exhaustion, sleep loss, finances, safety, 
and health decline. Offer respite, skills training, benefits counseling, and a 24/7 



number that is answered by a person. Normalize ambivalence: “You can love someone 

and feel overwhelmed at the same time.” Bereavement starts before death and 

continues long after (Schulz et al., 2003). 

 

7) Vignettes 

Vignette 1 — “The Quilt on the Couch” 

(Cancer: rapid decline; values, legacy, hospice at home) 

Ms. Ortiz, 76, with metastatic lung cancer, keeps her grandmother’s quilt folded on the 

couch. After months of immunotherapy, the latest scans show progression. Her 

oncologist outlines next-line chemo; the side-effects list is longer than the likely benefit. 

Ms. Ortiz’s shoulders slump. “I want good hours,” she says. 

In your visit you use Best/Worst/Most Likely. Best: a few months with more fatigue and 

clinic days. Worst: in and out of the hospital with complications. Most likely: a little time, 

flavored by side effects and appointments. You ask, “What would be a good day now?” 

She answers without hesitation: “Cooking with my sister. No fluorescent lights.” 

Together, you shift toward home-based palliative care and then hospice, not as an 

ending but as a change of helpers. The team manages cough and air hunger; you 

create a legacy project—voice recordings of family stories, recipe cards in her looping 

script. Her living room becomes a small sanctuary of soups, music, and laughing tears. 

The quilt is spread, the couch becomes a raft. She dies at home, her sister’s hand on 

her back, a pot of arroz simmering. The death certificate lists cancer; Ms. Ortiz’s life lists 

love (Temel et al., 2010; Kavalieratos et al., 2016). 

 

Vignette 2 — “The Green/Yellow/Red Plan” 

(Organ failure: CHF/COPD; roller-coaster; crisis scripting) 

Mr. Greene, 81, cycles through ER visits: breathless at midnight, IV diuretics, discharge, 

repeat. He says, “I’m tired of riding the gurney to the same ceiling tiles.” 



At the kitchen table you draw three boxes. Green: daily weights, two pillows, walks to 

the mailbox, clear sputum. Yellow: up 3 lbs in 2 days, ankles that remember his socks, 

climbing one step per breath—call the nurse line; increase diuretic per protocol; 
start rescue inhaler. Red: sitting breathless at rest, chest pain—call 911. 

You also ask hopes and fears. Hope: sit on the porch with his granddaughter all 

summer. Fear: “Dying with a tube in my throat.” He chooses DNR/DNI and asks for 

hospice when porch days run out. The next exacerbation is shorter; he comes home 

with oxygen and a plan taped to the fridge. By late summer, hospice arrives; the porch 

visits continue with blankets on knees and baseball on the radio. The ceiling tiles do not 

see him again (Lunney et al., 2003). 

 

Vignette 3 — “The Long Goodbye” 

(Frailty/dementia trajectory; caregiver coaching; comfort feeding) 

Ms. Liu, 84, a retired literature teacher, now lives with advanced Alzheimer’s disease. 

She smiles at music and startles at showers. Eating is slow; she turns away after a few 

bites. Staff suggest a feeding tube. Her daughter, Kim, breaks into tears: “I promised to 

keep her alive.” 

You slow the room. In advanced dementia, tubes do not reliably prolong life or prevent 

aspiration; they often bring restraints and ED trips. Hand feeding for comfort is 

recommended when goals are dignity and ease (American Geriatrics Society, 2014). 

You teach cueing, red plates for contrast, finger foods, and “pleasure bites” (her 

favorite mango puree). Kim learns to hum the old lullaby that loosens Ms. Liu’s jaw. The 

pace of decline continues; the texture of the days softens. Kim says at last, “I am 

feeding my mother with my hands. It feels like love in both directions.” 

 

Vignette 4 — “Tuesday at 2:00” 

(Communication, anticipatory grief, and siblings with different hopes) 



Three siblings sit in a clinic room about their father’s failing kidneys. One wants 

“everything”; one whispers “no more hospitals”; the third stares at the floor. You ask 

each privately: “What are you hoping for? What are you worried about?” Hopes: time for 

a last fishing trip; relief from feeling sick; avoiding machines and alarms. Worries: dying 

in pain; letting Dad down. 

You convene a family meeting Tuesday at 2:00 with the nephrologist: agenda on the 

whiteboard, ground rules (respect, brevity, clarity), then Dad’s voice first. He says, “I’m 

tired of needles. I want my chair by the window and my kids getting along.” The plan 

lands: no dialysis; comfort-focused care with hospice when symptoms outrun clinic-

based support; a sibling schedule for meals and movies. You name the grief as love 
with nowhere to go—then give it paths: storytelling, letters, a slide-show of the fishing 

trips to play by the window chair (Bernacki & Block, 2014). 

 

Vignette 5 — “The Night Shift” 

(Emergency department; code status; dignity in chaos) 

Mrs. Delgado, 89, arrives to the ED from a nursing home, gasping. The nurse can’t find 

paperwork. The attending reaches for the intubation checklist. You ask for two minutes 

and call the facility. The fax arrives: POLST—DNR/DNI, comfort-focused measures, 

oxygen okay. 

You step to the bedside: “Mrs. Delgado, it’s loud here. We will help your breathing and 

keep you comfortable. No big procedures tonight.” A fan, opioids for air hunger, and a 

warm blanket change the room. Her daughter arrives and exhales. Later the nurse says, 

“Thank you for finding the green form.” You shake your head: “Thank you for asking for 

it.” A small act rerouted a whole night toward the life Mrs. Delgado chose (Sudore et al., 

2017). 

 

8) Rituals, Meaning, and After 



Dying invites ritual: bathing and combing hair; opening a window; prayer, psalms, 

quranic recitation, rosaries, incense, silence; the grandchild’s violin; the last cup of tea 

set on the bedside table. Invite, do not impose. After death, slow the room: sit with the 

body; speak the name; call the next helper; light a candle if they wish. Offer 

bereavement resources and a call schedule; grief is love speaking in a new tense 

(Schulz et al., 2003; Kagawa-Singer et al., 2010). 

 

9) Scripts & Tools You Can Use Tomorrow 

• When time is short: “Given how your illness is changing, I worry time may be 

shorter than we hoped. What feels most important to you now?” 

• When families disagree: “It sounds like you’re all loving the same person from 

different angles. Can we hear each angle and look for a plan that honors the 

core?” 

• When hope feels fragile: “Hope can change shape. We can hope for comfort, 

for time at home, for a peaceful night together.” 

• When food fades: “Not eating at the end of life is part of the body’s way of 

easing. Let’s focus on comfort feeding—taste and moisture when it brings 

pleasure.” 

• To introduce hospice: “Hospice adds a team that comes to you, focuses on 

comfort, and supports your family—even after the death.” 

• To honor culture: “Are there words, prayers, songs, or practices we should 

make space for now—or at the time of death?” 

 

10) Practice Pearls 

• Make values the north star; document them. 

• Offer palliative care early; it improves quality of life (and sometimes survival). 



• Simplify: fewer meds, clearer plans, the right equipment. 

• Protect nights: a 24/7 number and a symptom kit avert panicked ER trips. 

• Care for caregivers: respite, skills, and real thanks. 

• Speak in plain language; check understanding with teach-back. 

• Expect grief—anticipatory and after; name it without trying to fix it. 

 

1.10.i Tools & Handouts (Printables) 

TOOL A — Family Meeting Script (One Page You Can Read Aloud) 

Opening (set the frame) 

“Thank you for coming. Our goal is a plan that fits [Name]’s values. I’ll start with what 

matters most to them, then offer a clear medical snapshot, then we’ll make decisions 

together.” 

Agenda 

1. Values first: “In [Name]’s own words, what matters most now is ______.” 

2. Medical snapshot (plain language): “Here’s what’s going on and what we can 

expect in the near future.” 

3. Best / Most Likely / Worst Case: brief ranges, not certainties. 

4. Decisions today: list items; assign an owner and a date. 

5. Supports & safety: equipment, meds, home help, respite; who will set each up. 

6. Documentation: advance directive/POA/POLST updates. 

7. Follow-up: date/time and what we’ll review. 

Micro-skills in the moment (NURSE): 

Name (“I can see this is hard”), Understand (“It makes sense…”), Respect (“You’ve 

done so much”), Support (“We’ll stay with you”), Explore (“Say more about the worry”). 

(Back et al., 2009; Bernacki & Block, 2014; Sudore et al., 2017) 



Close with clarity: 

“Here’s what we decided, who will do each item, and when we’ll meet again.” 

 

TOOL B — Comfort-Feeding Guide (Advanced Dementia) 

Why: In advanced dementia, appetite often fades. Feeding tubes do not reliably prolong 

life or prevent aspiration and can increase distress. “Comfort feeding only” focuses on 

pleasure, safety, and dignity (American Geriatrics Society, 2014; Palecek et al., 2010). 

Principles 

• Offer, don’t force. Small “pleasure bites” and sips for taste and moisture. 

• Best times & textures. When the person is most alert; use favorite flavors; modify 

textures as needed. 

• Position & pacing. Upright during and 30 minutes after; slow pace; one cue at a 

time. 

• Watch for signs to pause. Coughing, pocketing food, fatigue, distress. 

• Mouth care before/after for comfort and infection prevention. 

• Family script: “We’re feeding for comfort—tastes and sips when wanted. If eating 

causes distress, we pause and return later.” 

Care Plan Language (copy/paste): 

“Comfort feeding only: Offer preferred foods/fluids for taste and pleasure when the 

resident is alert and accepts. No force feeding. Pause with signs of distress. Goal is 

comfort and dignity.” 

(AGS, 2014; Palecek et al., 2010) 

 

 

 



 

Chapter 2: Psychological Aspects of Aging 

2.1 Changing Sense of Self 

2.1.a Changes in Self-Awareness and Perceptions 

As people grow older, many describe a clear shift in how they direct attention and effort. 

Rather than adding more obligations, they begin choosing situations and 
relationships that feel emotionally meaningful. This change is not withdrawal; it 

reflects a normal adjustment in motivation as time feels more finite, a pattern well 

documented in socioemotional selectivity research (Carstensen, 1999; Carstensen, 

2021). In practice, that may look like fewer committees and more afternoons with 

trusted friends, fewer errands and more time on the phone with a grandchild. When 

mood is steady and stress manageable, older adults also tend to focus more on positive 

aspects of experience and let minor frustrations recede, which supports day-to-day 

emotional regulation (Carstensen, 2021). 

Another factor shaping experience in late life is the steady background of cultural 

messaging about aging. Stereotype embodiment research shows that absorbing “old 

equals less” stories across decades can affect confidence, memory performance, health 

behaviors, and even recovery after illness (Levy, 2009). When a client says, “At my age 

I shouldn’t speak up,” that sentence often belongs to the culture, not to the person. 

Naming it as a learned script—and inviting the person’s own values-based voice to 

answer—reduces its influence. Many older adults also arrive with strong meta-

awareness: they can notice thoughts and feelings without being driven by each one. 

Clinical approaches that lean on acceptance, mindfulness, and self-compassion often fit 

naturally because they amplify strengths already present (Hayes, Strosahl, & Wilson, 

2016; Neff, 2011). 

“Subjective age” is useful here. Ask someone how old they feel, and the number moves 

with context. A morning in the garden may produce a felt age of forty; a difficult medical 

appointment may push that number upward (Stephan et al., 2012). Felt age predicts 

real choices—whether a person takes a walk, calls a friend, or avoids an event—so it 

Test Question
26) Socioemotional selectivity research finds that, with age, people tend to…�Answer: Choose emotionally meaningful activities and relationships



helps to ask about it directly and then design routines that reliably support a felt sense 

of capability and belonging, scaled to current health and safety. 

2.1.b Life-Long and Age-Related Self-Identities 

Identity continues to evolve in later life. People carry a narrative about who they are—

central themes such as caregiving, perseverance, or creativity, and turning points that 

gave those themes shape (McAdams, 2001; McAdams & McLean, 2013). Aging often 

invites revision. A person who once defined themselves by paid work may discover that 

the core of that identity was mentoring, problem-solving, or building community, and 

those elements can be translated into new roles after retirement. 

Classic theories clarify how this translation happens. Continuity Theory proposes that 

people preserve familiar patterns in activity and relationships because those patterns 

support a consistent sense of self (Atchley, 1989). The Selection–Optimization–
Compensation model describes narrowing goals to what matters, improving 
strategies, and adding tools or help when needed (Baltes & Baltes, 1990). Identity 

Process Theory adds that well-being depends on a flexible balance between fitting new 

events into an existing identity (assimilation) and adjusting the identity when reality 

requires it (accommodation) (Whitbourne & Collins, 1998; Brandtstädter & Greve, 

1994). In practice, this might look like a former nurse continuing to teach health skills to 

neighbors (assimilation) while also letting go of being the person who always lifts heavy 

things at community events (accommodation). 

Identity is social as well as personal. The convoy model reminds us that people move 

through life with inner and outer circles of relationships that shift over time (Antonucci, 

Ajrouch, & Birditt, 2014). In later life, inner circles can shrink, which may leave identity 

feeling unstable. Strengthening a few ties or adding one “purpose partner” often 

restores that stability. Culture, migration history, race, gender, sexual orientation, 

disability, and class shape this process in specific ways. Asking—rather than 

assuming—about these influences is essential to respectful, accurate care. 

2.1.c Self-Worth (Self-Esteem) With Aging 

Test Question
27) Which statement best captures the Selection–Optimization–Compensation (SOC) model?�Answer:  Narrow goals to what matters, improve strategies, and add tools/help to offset losses



Global self-esteem is generally stable through much of adulthood and tends to 
dip only in very late life, particularly when health or independence changes 
disrupt valued roles (Orth, Trzesniewski, & Robins, 2010). What often shifts are the 

“hooks” where worth is hung. When esteem rests mainly on speed, appearance, or 

productivity, it becomes fragile as bodies and roles change. When it is anchored in 

contribution, connection, agency, and growth, it holds up better under stress (Ryff, 1989; 

Ryan & Deci, 2001). The aim is not to deny losses but to move worth to sturdier ground 

by asking concrete questions: What do I give? Who am I connected to? Where do I still 

have influence? 

Self-compassion is a practical skill for protecting worth in the face of everyday setbacks. 

A short practice—acknowledging the difficulty, remembering that others experience this 

too, and choosing the next kind action—reduces shame and makes it easier to try again 

(Neff, 2011). Clinically, organizing conversations around time horizons and values also 

helps. Asking, “If you had six good months, what would you want them to include?” and 

then, “If you had five good years, what would those look like?” often clarifies priorities 

and reveals small, workable steps for both near-term and longer-term goals 

(Carstensen, 2021). Exploring hoped-for and feared “possible selves,” then designing 

one small step toward the former and one protection against the latter, gives the work a 

concrete shape (Markus & Nurius, 1986). Because identity is social, drawing a simple 

map of who is in the inner circle now—and who might be invited in—keeps emotional 

load from falling on a single person and reinforces a stable sense of self (Antonucci et 

al., 2014). Structured life-review—brief, guided conversations on family, work, health, 

crossroads, meaning, and legacy—can also strengthen coherence and mood when the 

self feels thin after loss (Westerhof & Bohlmeijer, 2014). 

 

Vignette: Ms. Rivera and the Tuesday Table 

Ms. Rivera, seventy-six, had owned a small bakery for three decades. After she sold it, 

mornings felt unstructured. She still woke at four as if the ovens needed her and then 

sat at the kitchen table scrolling through photos of cakes she had made for other 

people’s celebrations. “I used to be someone people needed,” she said. “Now I water 

Test Question
28) Regarding self-worth in later life, the chapter emphasizes that global self-esteem typically…�Answer:  Stays fairly stable until dipping in very late life when roles/health shift



plants and wait for the mail.” Her daughter told her to “enjoy retirement,” but the word 

felt vague and unhelpful. 

We started by identifying what the bakery had given her other than income. She named 

timing, teaching, and community. Timing meant rhythm and precision. Teaching meant 

showing a nervous teenager how to frost a sheet cake without tearing it. Community 

meant knowing names, remembering stories, and offering something warm when 

people came in from the cold. Under the label “bakery owner,” the identity was clearer: a 

person who created reliable routines, passed on skills, and made a place where others 

felt welcome. 

We translated those elements into a week that fit her current energy. On Tuesdays she 

set up two folding tables in her kitchen and invited a neighbor’s granddaughter and a 

cousin to learn conchas. They started at seven, cleaned up by nine-thirty, and wrote 

down what went well. She added a second anchor by choosing five former customers 

who had become friends and calling one each Thursday. She wrote their names on an 

index card and checked them off. She also acknowledged what she did not miss: heavy 

lifting and 3 a.m. deliveries. Those would not return. 

Within a month she noticed that on Tuesdays and Thursdays she felt younger inside; on 

other days she felt older. We used that observation to shape the rest of the week. She 

added a small Friday task—testing a new recipe and mailing a dozen cookies to her 

niece—using a scale and packaging set out in advance so it stayed manageable. When 

an old narrative surfaced—“No one needs me anymore”—she wrote a reply in her own 

words and taped it inside a cabinet: “People still gather at my table.” She allowed 

herself to feel the sting of walking past her former shop, then called one of the Thursday 

names and described the new recipe. 

Over several months her self-description changed from “the person who used to run the 

bakery” to “the person who hosts Tuesday table, makes Thursday calls, and tries a new 

recipe on Fridays.” None of these steps were large, but they were regular, and they 

matched the identity she wanted to preserve. When a dental procedure disrupted the 

routine, she did not call it failure. She called it a pause and restarted with half doses: 

one caller on Thursday, a shorter table on Tuesday. When her daughter asked what had 



made the difference, she said, “I stopped trying to get my old life back. I kept the parts 

that were mine and put them on the calendar.” 

 

SIDEBAR (for §2.1 Changing Sense of Self): Subjective-Age Check-In & Values 
Map 

5-minute practice; pairs well with first session 

Purpose: “How old do you feel today?” is a quick window into motivation and 

confidence (Stephan et al., 2012). This mini-tool helps clients design more days that 

feel capable and connected, aligned with socioemotional selectivity (Carstensen, 2021). 

Steps you can read aloud: 

1. Name it. “Right now, I feel about ___ years old.” What just happened that made 

you feel that way? 

2. Find the levers. “What activities, places, or people make that number drop to a 

more comfortable age? Which make it jump up?” 

3. Design tomorrow. Choose one small, safe activity that usually lowers the 

number (call a friend, water plants with music, 10-minute walk after lunch). Put it 

on the calendar with a time. 

4. Anti-ageism reply. Write a one-sentence response to the “old = less” voice: 

“That’s the culture talking; my plan today is ______.” (Levy, 2009) 

Micro-script: 
“Because your time and energy matter, let’s build tomorrow around one thing that 

makes you feel most like yourself. What will it be, and what time will you do it?” 

 

 

 

2.2 Coping and Adjustments 



2.2.a Coping Mechanisms 

Coping in later life is less about finding one perfect strategy and more about switching 

tools as circumstances change. Classic stress-and-coping work distinguishes efforts to 

change the situation, efforts to manage the emotional impact, and efforts to create 

meaning when a problem cannot be solved (Lazarus & Folkman, 1984; Park & 

Folkman, 1997). Older adults who move flexibly among these approaches generally fare 

better than those who cling to a single style (Bonanno, 2004). In clinical conversations, 

that flexibility often starts with a simple inventory: What is in my control, what is 

influenceable with help, and what is not? The first category invites plans; the second 

invites collaboration; the third invites acceptance, self-compassion, and values-based 

action so that life remains anchored even when conditions do not improve (Hayes, 

Strosahl, & Wilson, 2016; Neff, 2011). 

Meaning-making is not an abstract exercise. A person who cannot control a diagnosis 

may still choose how to spend the next good morning. Values give coping a direction—

kindness, creativity, faith, learning, contribution—and small actions turn direction into 

motion. Because coping is social as much as individual, it helps to map who stands with 

the client, what each person offers, and where support needs to be added or 

redistributed so that one relationship does not carry everything (Antonucci, Ajrouch, & 

Birditt, 2014). Checking for internalized ageism is also relevant here; the belief that “at 

my age I should not need help” blocks useful support and shrinks options (Levy, 2009). 

Reframing help as interdependence rather than failure keeps dignity intact. 

Vignette — Mrs. Lopez and the Three Baskets 

Mrs. Lopez was seventy-seven and caring for a partner with progressive lung disease. 

She arrived exhausted and angry with herself for being angry. “If I were stronger, I 

would not mind,” she said. We placed three index cards on the table labeled “control,” 

“influence,” and “not in my hands.” She put medication refills and the oxygen company 

on the first card, communication with relatives on the second, and the course of the 

disease on the third. She cried when she wrote that last one. We sat with it. Then she 

named what mattered to her even when nothing changed: steadiness, humor, and faith. 

Her week began to reflect that. She set a Tuesday call with the oxygen supplier and 



wrote the date on a calendar so it would not live in her head. She scheduled a ten-

minute walk with a neighbor after lunch on days when her partner napped. She returned 

to a short evening prayer she had dropped during the busiest months. When guilt 

surged, she practiced a brief script—“This is hard; others feel this too; I will be kind to 

myself for the next ten minutes”—before deciding what to do next (Neff, 2011). None of 

these steps altered the diagnosis; all of them changed the day. At follow-up she said, “I 

still get tired. But I am not lost in the tired.” 

 

2.2.b Adjustment to Change and Loss 

Adjusting to new environments, roles, and relationships often happens in quick 

succession in later life. Moves compress identity because routines, sensory cues, and 

social contact are tied to place. Research on relocation and place attachment suggests 

people do better when daily rituals are preserved and the new space is organized to feel 

familiar—same morning light, same chair angle, same mug by the kettle (Cutchin, 

2003). Retirement is easier when it is a transition toward specific activities rather than a 

step away from work in the abstract (Wang, Henkens, & van Solinge, 2011). Caregiving 

changes boundaries, sleep, and money; expecting mixed emotions and designing 

respite early prevents crises (Schulz et al., 2003). Widowhood and divorce mix loss with 

practical tasks. The Dual Process Model is helpful: people naturally oscillate between 

grief-focused moments and restoration-focused moments, and both are healthy 

(Stroebe & Schut, 1999, 2010). Naming this rhythm reduces shame when laughter 

returns for an afternoon or when a wave of sadness arrives after a good day. 

Vignette — Boxes, Keys, and the First Night 
Mr. and Mrs. Khan, in their late seventies, were moving from a home of forty years to a 

smaller apartment. The hallway filled with boxes, and arguments came quickly. “We 

cannot take our life with us,” he said. “Then I do not want to go,” she answered. Instead 

of pushing through, we worked on one day: the last morning in the old kitchen. They 

made tea and stood at the back door to watch the maple tree. They took a photo of the 

morning view. We listed three non-negotiables for the new place—her grandmother’s 

teapot, his prayer rug by a window, the wall clock that set their day. The first night in the 



apartment they set the clock and made tea with the same teapot. They put the photo of 

the maple by the new door. The apartment was not home yet, but the day was familiar 

enough that their bodies could settle. Over the next month they rebuilt two routines—a 

shared morning prayer and a Thursday dinner with a neighbor. The routines held them 

while the rest caught up (Cutchin, 2003). 

Vignette — The Badge in the Drawer 
Mr. Ramos retired at sixty-six and slept for a week. Then the hours felt loose and 

uneasy. He kept opening a drawer to look at his old ID badge, then closing it fast. We 

talked about what the job had given him besides a paycheck. He named structure, 

mentorship, and problem-solving. We translated those into the next month: a Monday 

walking group at nine, a Wednesday guitar class with beginner’s humility, and Friday 

afternoon tutoring at the library. He agreed to try each three times before judging. He 

also made a small ceremony of putting the badge in a keepsake box instead of a 

drawer. He started saying “I work Mondays, Wednesdays, and Fridays,” which was 

technically true and psychologically helpful. He did not love every hour. He did love 

enough of them to stop measuring his life by a hallway without a time clock (Wang et al., 

2011). 

Vignette — Two Chairs by the Window 

After her wife died, Ms. Ortega kept the living room arranged for two. She felt guilty 

laughing with her granddaughter and guilty crying in the same hour. We reviewed the 

Dual Process Model. She agreed to try a rhythm: mornings were “loss time”—she wrote 

short letters to her wife or listened to their favorite music; afternoons were “life time”—

she handled mail, watered plants, or met a friend. When tears came in the afternoon 

she did not call it a failure of the plan; she called it a visit. On the anniversary of their 

wedding she invited two friends to sit in the second chair and tell stories. Grief softened 

its edges enough that she could add a weekly community center class without feeling 

like she was leaving her wife behind (Stroebe & Schut, 1999, 2010; Neimeyer, 2001). 

 

2.2.c Coping With Age-Related Physical and Psychological Changes 



Changes in health and function can make fear feel reasonable and avoidance feel 

useful. The problem is that avoidance shrinks confidence and opportunity. A practical 

starting point is to pair treatment of symptoms with gentle, graduated re-entry into 

valued activities. Behavioral activation is not just for depression; it is a way to rebuild 

identity by doing (APA, 2019). Graded exposure—returning to feared situations in small, 

planned steps—reduces anticipatory anxiety and restores capacity. The steps need 

names, times, and supports. Sleep, pain, and mood interventions should be coordinated 

so that energy exists to practice the new steps. Because people often compare 

themselves harshly to their younger selves, switching to temporal comparisons—today 

versus last week—helps them notice progress and avoid “all-or-nothing” conclusions. 

Vignette — Back to the Choir 
Ms. Bennett, seventy-five, left her community choir after a fall on the church steps. Her 

knee healed but her confidence did not. She told herself she would return when she felt 

less nervous, and the nervousness stayed. We wrote a four-week plan. Week one, she 

attended rehearsal but sat in the last pew with a friend and left before the crowd moved. 

Week two, she stood at the back during warm-ups and left early again. Week three, she 

stood at the side aisle with a hand on the wall and sang for ten minutes, then sat. Week 

four, she rejoined the alto section for part of rehearsal and left before the last piece 

when the stairs got crowded. She practiced a sentence she could say to anyone who 

asked—“I am easing back in this month”—so she would not avoid people. We also 

adjusted her evening schedule so she ate earlier and took pain medication with food 

before rehearsal. At the end of the month she was not fearless, but she was back. She 

measured success not by doing everything the old way, but by singing on Thursdays 

again with people she liked. Her mood improved because her week had a shape she 

recognized (APA, 2019). 

 

SIDEBAR (for §2.2 Coping): The Three-Basket Coping Worksheet 

Client handout you can print; 1 page 



Why this helps: When everything feels out of control, sorting stressors into three 

“baskets” turns overwhelm into a plan (Lazarus & Folkman, 1984; Park & Folkman, 

1997). 

How to use with a client (3 minutes): 
Invite the person to name today’s top stressors. Write each one under Control, 
Influence, or Not in My Hands. For the first two baskets, pick one small action for the 

next 48 hours. For the third, pair acceptance with a values-based micro-action (Neff, 

2011). 

Worksheet (copy/paste into Word): 

CONTROL (I can act directly): 
Examples: refill meds; set pillbox; call the oxygen company; put nightlight in hallway. 

My one action by [date/time]: _______________________________________ 

INFLUENCE (I can’t control, but I can nudge): 
Examples: ask brother to handle Wednesday rides; text neighbor to be my walking 

buddy; bring up pain plan with PCP. 

My one nudge by [date/time]: _______________________________________ 

NOT IN MY HANDS (I can’t change this): 
Examples: the diagnosis; other people’s choices; weather; time. 

What I can do anyway (one values-based act): _________________________ 

Self-kindness sentence I’ll use when this hurts: _______________________ 

Example, filled in (Mrs. Lopez): 
Control → “Set Tuesday reminders for oxygen deliveries.” 

Influence → “Ask niece to come Thursdays 2–4 pm so I can nap.” 

Not in My Hands → “Progression of his lung disease.” Values act → “Evening prayer; 

text a friend.” (Park & Folkman, 1997; Neff, 2011) 

 

 

 

Test Question
29) What are the baskets in the “Three-Basket Coping” Exercise?  
Answer:  Control, Influence, Not in My Hands 



 

 

 

2.2.d Accepting the Imminent Reality of Death 

Awareness of death arrives differently: suddenly after a diagnosis, slowly after years of 

illness, or quietly on a morning when someone notices there are more memories than 

plans. Acceptance is not a single moment. It is a set of conversations and actions that 

align care with values. Meaning-centered and dignity-based approaches give structure 

to this work: people reflect on who they are, what they have stood for, whom they have 

loved, and what they want to pass on, and then they act on those answers while time 

still allows (Breitbart et al., 2010; Chochinov, 2011). Talk about hopes and worries side 

by side. Offer ranges when discussing the future—best case, most likely, worst case—

and then ask what matters most given that range (Bernacki & Block, 2014). Advance 

care planning becomes less about forms and more about preparing the right people to 

speak for the client if they cannot speak for themselves, with documents used to 

capture the decisions that follow from values (Sudore et al., 2017). Continuing bonds—

ways to stay connected after death through rituals, letters, recordings, or shared 

objects—help families, and often help the person who is dying feel less like they are 

vanishing and more like they are leaving a trace (Neimeyer, 2001). 

Vignette — The Saturday Letters 

Mr. Hassan, eighty, had advanced heart failure. He asked, “How do people get ready 

without giving up?” We talked about what made a good day for him now: tea on the 

balcony, reading a short surah, a call with his son. We also talked about what he wanted 

his family to know if he could no longer speak: that he valued kindness over 

achievement, that he wanted prayers rather than machines near the end, that he was 

proud of their care for one another. He started a Saturday practice. He wrote a letter 

each week to a different family member, one page only, and recorded a short voice 

message on his phone reading the letter aloud in his steady accent. He chose music for 

the hospital if admission became necessary and named who should decide if he could 



not. We documented those choices and gave copies to his daughter. His symptoms 

continued to wax and wane, and he had hard days. But the question “How do I get 

ready?” turned into a routine that felt like him. On a clinic day with bad news he said, “I 

have letters left to write. I am not finished yet.” The letters did not change the disease; 

they changed the experience of being a person in the middle of it (Breitbart et al., 2010; 

Chochinov, 2011; Bernacki & Block, 2014; Sudore et al., 2017). 

 

2.3 Countertransference Issues in Working with Older Adults 

2.3.a What Countertransference Looks Like in Later-Life Work 

Working with older adults brings particular pressures to the surface in helpers. Some 

are familiar across settings—wanting to rescue, feeling helpless in the face of suffering, 

growing impatient when progress is slow. Others are specific to aging: the pull to protect 

at the cost of autonomy; the urge to avoid conversations about mortality because they 

awaken our own fears; the subtle ways cultural ageism seeps into our tone or 

expectations (“sweetie,” “at your age…”); the quick alignment with family members over 

the client when cognitive changes are present; the burnout that comes from doing the 

work of an entire system—housing, benefits, transportation—alone. 

These reactions are not moral failings; they are information. But left unnamed, they 

shape clinical decisions. Over-protection can turn into unnecessary restrictions. 

Avoidance can delay hospice or needed goals-of-care discussions. Colluding with 

ageist assumptions can shrink a client’s choices before they even try. The task is to 

notice the reaction, slow down, and choose a response that centers the person’s values 

and rights (APA, 2019; Levy, 2009; Back, Arnold, & Tulsky, 2009). 

A reliable early signal is pace: we rush, talk more than we listen, answer a question 

before it is fully asked. Another signal is role drift: we start making phone calls the client 

could make with a bit of coaching because it relieves our anxiety faster. A third is 

language: pet names, over-simplified speech, or softening hard topics so much that the 

truth goes missing. Bringing these cues into awareness creates room for choice. 



2.3.b Working With It in the Room 

When you feel a pull to control, protect, or avoid, begin with your body: put both feet on 

the floor, slow your exhale, and buy yourself ten seconds. Name your emotion privately 

(“I feel scared that I can’t make this better”) and let it be present without running the 

session. If the moment calls for it, use restrained transparency—“I’m noticing I want to 

rush; I’d like to slow down so I don’t miss what matters to you”—then return the focus to 

the client. 

Dignifying language matters. Ask preferences about forms of address. Use adult 

vocabulary. Check understanding with teach-back rather than assuming confusion. 

When cognitive impairment is present, align with the person first, then the family, 

making space for both safety and autonomy. Validation and pacing are not the enemy of 

truth; they are the conditions under which truth can land. 

Lean on the skills you already use for difficult conversations. The NURSE micro-skills—

Name, Understand, Respect, Support, Explore—help you respond to emotion before 

you offer plans (Back et al., 2009). Acceptance- and mindfulness-based moves keep 

your reactions from driving the bus: “I’m having the thought that I must fix everything 

right now,” followed by a values prompt—“What choice here best protects this person’s 

dignity?” (Hayes, Strosahl, & Wilson, 2016). When ageism shows up inside you—“I 

doubt she’ll manage that technology”—treat it as a hypothesis to be tested, not a 

conclusion. Ask, don’t assume. 

Repair is part of the work. If you catch yourself over-steering—deciding too much, 

speaking for the client, avoiding a topic—name it and reset. “I realize I just answered for 

you. Let me ask again: what feels right to you?” 

2.3.c Supervision, Team, and Sustainable Boundaries 

Countertransference is easier to metabolize in community. Reflective supervision gives 

you a place to sort what belongs to you, what belongs to the client, and what belongs to 

the system (Bernard & Goodyear, 2019; Gelso & Hayes, 2007). Team habits help: brief 

debriefs after hard visits; “grief rounds” when a client dies; a buddy system for difficult 

calls. Boundaries keep care durable: clarify what is clinical work and what is case 



management; pick three “big rocks” per week you will move and let smaller pebbles 

wait; set a practice of brief endings and rituals—writing a two-line note to yourself after a 

death about what you learned from this person—so losses don’t accumulate wordlessly. 

When moral distress grows—because systems fail people you care about—name it, 

and pair advocacy with limits you can keep. Sustainable clinicians help more people, 

longer. 

 

Vignette: The Cup of Tea, Revisited 

Mrs. Kline was eighty-nine and loved to tell the same three stories about her childhood 

farm, each with a different ending. On my third home visit I felt the familiar heat of 

impatience in my throat. I began asking “test questions” I knew she could not answer—

what day it was, the name of the mayor—out of a frustrated wish to move faster. On the 

sidewalk after the visit I realized I had been in my grandmother’s living room in my mind. 

She had died in my first year of training; I had never said goodbye. I was not only sitting 

with Mrs. Kline’s dementia. I was sitting with my own ungrieved loss. 

In supervision, I said this aloud and waited for judgment. It didn’t come. My supervisor 

asked, “What would slowing down look like, concretely?” We designed three changes. 

First, I would arrive five minutes early and breathe in the car, naming what I feared—“I 

won’t be enough here”—and what I chose—“I will be steady.” Second, I would swap 

“test questions” for invitations to reminisce, then braid in practical tasks. We created a 

“tea sequence”: kettle on, two cups out, sit by the window, she tells today’s version of 

the farm story while I listen for names to write on index cards for cueing later. Third, I 

would end each visit with a one-minute summary addressed to Mrs. Kline and to myself: 

“Today we set the pillbox and called your niece. Next time we’ll try the new label on the 

bathroom door.” 

The first time I tried the tea sequence, she told the story of the red calf and the flooded 

creek. I wrote down “red calf,” “creek,” “apron,” and “Sunday dinner.” When we stood up 

to walk to the kitchen, I slowed to her pace and felt my shoulders drop. The practical 

work went faster because the room was calmer. At the door she said, “You listen like my 



sister did.” I left sad and proud at once, and sent a brief message to my supervisor on 

the way back to the office—“Tea helps.” I had not solved dementia. I had stopped 

making my client carry my unspoken grief. 

 

Vignette: The Good Helper Trap 

Mr. Vega, seventy-six, needed safer housing and better pain control. I started dialing. In 

a week I had called three landlords, two benefits offices, a pharmacy, a transportation 

line, and a cousin. My notes were a thicket; Mr. Vega’s voice was missing from them. 

When none of it moved quickly, I doubled down—staying late, skipping lunch, waking at 

3 a.m. thinking about waitlists. By the second week I noticed I was irritable in sessions 

and tempted to tell Mr. Vega what to do. 

In a team huddle, a colleague asked, “What is the part that is yours?” I said, “All of it.” 

She shook her head. We mapped the work again. My part: clarify values, teach how to 

ask for what he wants, draft a one-page housing “bio” with him, and make a single warm 

handoff to a housing navigator who does this every day. His part: practice the script and 

make two landlord calls with me sitting beside him. The navigator’s part: track the 

waitlists, not me. We wrote each part on paper and handed him his. He smiled, “I can 

do these two calls.” 

The next week we celebrated leaving two voicemails together. Pain control improved 

because I was present again in the medical visit. The housing problem took months, but 

I was no longer trying to be the whole system. Mr. Vega said, “I thought I needed a hero. 

Turns out I needed a teammate.” 

 

2.4 Family Systems and Aging 

2.4.a Family Structures, Roles, and How They Shift in Later Life 

Families are systems; when one person’s health or role changes, the entire system 

reorganizes. Aging typically lowers the margin for ambiguity: unclear roles, old 

grievances, and practical gaps that were tolerable in midlife become urgent when 



transportation, medication management, or finances need coordination. Classic family 

systems ideas help: patterns form triangles under stress; coalitions harden; distance 

and over-involvement are two ends of the same coping spectrum (Bowen, 1978; Kerr & 

Bowen, 1988). Differentiation—the ability to stay connected while thinking and choosing 

for oneself—often predicts whether a family can adjust without collapsing into blame. 

The family is also defined by culture and context. “Family” may include neighbors, faith 

communities, and long-time friends; LGBTQ+ elders may rely on chosen family when 

biological relatives are distant or unsafe. Migration histories, language, and remittances 

shape obligations and pride; so do class, race, disability, and geography. A simple 

genogram—three generations if possible—reveals roles (who advises, who decides), 

repetitions (who “rescues,” who “disappears”), losses that still organize the present, and 

rituals that stabilize identity (McGoldrick, Gerson, & Petry, 2008). 

In practice, asking “Who else belongs in this circle?” is more respectful than “Who are 

your caregivers?” Naming roles out loud—driver, pillbox-filler, bill-payer, appointment 

translator, comforter—reduces resentment because tasks and gratitude become visible. 

2.4.b Caregiving as a System Event: Burden, Meaning, and the Stress Process 

Caregiving is not a single role; it is a set of tasks braided with history and emotion. The 

Caregiving Stress Process model distinguishes objective stressors (hours of care, 

behaviors, finances) from subjective appraisals (overload, role captivity) and recognizes 

resources that buffer the load (social support, coping flexibility, meaning) (Pearlin et al., 

1990). Meta-analyses show that burden is higher with dementia, behavioral symptoms, 

and limited support; depression and anxiety are common in caregivers and respond to 

structured skills training and respite (Pinquart & Sörensen, 2003; Schulz & Eden, 2016). 

“Ambiguous loss”—when a person is physically present but psychologically altered—

complicates grief and requires permission to mourn changes without abandoning hope 

(Boss, 2006). 

Effective support is concrete and relational: teaching a transfer safely; scripting how to 

decline unsafe requests; scheduling respite early; replacing self-blame (“I should do 



more”) with an honest map of limits. Naming mixed feelings—love and resentment—

lowers shame and reduces acting-out in the system. 

2.4.c Conflict, Money, and Boundaries 

Late-life conflict often clusters around four themes: (1) Who decides, especially when 

cognition is changing; (2) Money—who pays, who controls, who benefits; (3) Fairness 

across siblings with very different availability; (4) New partners and blended families. 

Patterns repeat: the “responsible child” becomes gatekeeper; the distant sibling 

becomes the critic; an in-law acts as translator and is resented for it. Boundaries restore 

function: clear decision domains (health vs. finances), explicit delegation (power of 

attorney, health-care proxy), and ground rules for communication (“updates on 

Sundays; urgent texts only for true changes”). 

When estrangement exists, the ethical task is to align help with the older adult’s values 

without forcing reconciliation. Safety concerns (neglect, exploitation, abuse) should be 

assessed directly and reported per law; clinicians can hold empathy for complexity while 

acting to protect (Schulz & Eden, 2016). 

2.4.d Communication and Decision-Making: One Table, Many Roles 

Serious decisions benefit from structured conversations. Shared decision-making 

emphasizes clarifying choice, option, and preference talk; the family meeting applies 

this in a group, giving emotion space before arriving at plans (Elwyn et al., 2012; Curtis 

et al., 2001). Productive meetings begin with a purpose, invite the right people, 
and start with the elder’s voice whenever possible: “What matters most to you about 

the time ahead?” Then we summarize medical realities in plain language, name best-

case/most-likely/worst-case scenarios, and ask the family to reflect those back. 

Agreements are written down with owners and timelines so next steps are not lost in 

grief or logistics. 

When cognition is impaired, decision standards still guide dignity: substituted judgment 

(what the person would have wanted) takes priority; best-interest standards fill gaps. 

We can say, “When your father could decide, what choices did he make that show his 

Test Question
30) For family decision-making, a high-quality meeting should FIRST center on…�Answer:  The elder’s values and voice, stated in plain language



values?” Documents matter, but they follow conversations, not replace them (Sudore et 

al., 2017). 

 

Vignette: Three Siblings, Three Stories 

Their mother, Ms. Patel, eighty-two, had advancing dementia and several 

hospitalizations for dehydration. Three adult children arrived with different narratives. 

Asha, local and single, managed daily care and wanted a day program and home aides. 

Rohan, two states away, wanted “more aggressive treatment” and asked why she was 

not on additional memory drugs. Priya, caring for small children, wanted to “bring Mom 

home to live with us” despite a walk-up apartment. 

We began with Ms. Patel. On a quiet afternoon, she still liked Bollywood songs and tea 

with too much sugar. Before dementia, she said yes to family, no to fuss, and loved her 

garden. At the family meeting we placed three chairs facing the mother’s story, not each 

other’s positions. I asked each sibling, “What is one thing your mother valued?” Asha 

said, “Simplicity.” Rohan said, “Being needed.” Priya said, “Family together.” Then I 

summarized the medical picture: dehydration from forgetting to drink, nighttime 

wandering, increasing falls; best case with maximal supports was more time at home 

with close oversight; worst case was a serious fall and another hospitalization; most 

likely was a mix of good days and crises. 

We translated values into plans. “Simplicity” favored routines and fewer moves; “being 

needed” meant involving Ms. Patel in folding laundry and watering plants with 

supervision; “family together” suggested predictable visits and frequent video calls. We 

laid out real capacities: Asha could supervise aides and manage appointments; Priya 

could host weekend visits but not daily stairs; Rohan could fund additional care hours 

and come quarterly to give Asha respite. We reviewed decision standards: their mother 

disliked hospitals and said, years ago, “If I am not myself and keep falling, bring me 

home unless I am suffering” (substituted judgment). We documented DNR/DNI and 

home-based care goals, agreed to a trial of a day program, and placed a cold-water 

carafe in sight with alarms. 



The core conflict—who “cared more”—softened when each sibling had a named role. 

Two months later, there were fewer ER visits, a steadier Asha, and the first photographs 

of Ms. Patel smiling at the day center. Rohan admitted he had been equating love with 

medical intensity. He said on a call, “I can still love from far away by paying for the help 

you need.” That sentence changed the system. 

 

Vignette: The Long-Distance Daughter and the Envelope 

Mr. Lewis, seventy-nine, lived alone and allowed checks to pile in a kitchen drawer. His 

neighbor, Mr. Ortiz, brought groceries and started “helping with money.” A daughter, 

Dana, called from 1,500 miles away, worried that her father sounded vague and that 

“the neighbor is too involved.” She had flown in twice and left overwhelmed by papers 

and accusations—her father insisted Mr. Ortiz was “the only one who cares.” 

We drew a genogram and timeline. Mr. Lewis had been meticulous until a fall six 

months earlier. Cognitive screening showed mild impairment. The neighbor’s help had 

started kindly and slid into control: he now handled the mailbox and “lost” bills that 

disagreed with him. We reframed Dana’s role from “rescue mission” to “remote 

treasurer” with local allies: a geriatric care manager and a faith-community volunteer. 

With Mr. Lewis present, we normalized task shifting—“Many people appoint someone 

they trust to help with bills when the paperwork becomes tiring.” I offered options: a 

limited durable power of attorney for finances and a separate health-care proxy. Mr. 

Lewis chose Dana for finances and his brother for health. 

We changed the environment: bills to a PO box with online billing; a weekly short video 

call where Dana and her father reviewed the “three envelopes”—paid, pending, 

questions. Mr. Ortiz remained a valued neighbor but no longer collected mail. We 

thanked him explicitly for past help to reduce humiliation. When he became defensive, I 

set a boundary: “Financial decisions now go through Mr. Lewis and his daughter. Your 

visits are welcome; handling money is not.” A month later the pile of checks was gone; 

Mr. Lewis still saw his neighbor for coffee, and Dana’s calls had a script and an end 



time. The relationship bent instead of breaking because roles were clear and dignity 

was preserved. 

 

Vignette: Chosen Family at the Hospital Door 

Mx. Tran, seventy-six, arrived at the ED short of breath. A friend of forty years and a 

younger neighbor who shared holiday meals came to the hospital; both were listed in 

the phone as “family.” A distant cousin appeared later, angry and insistent that “blood 

family” should decide. We asked Mx. Tran while they were alert: “Who do you want to 

speak for you if you cannot?” They named the friend, with the neighbor as backup. We 

documented this and added a brief “About Me” to the chart: Vietnamese American; 

Buddhist; wants quiet music; no life support if recovery is unlikely; call the temple. When 

Mx. Tran’s breathing worsened, the team respected the documented surrogate. The 

cousin remained upset; we met privately, explained the legal and ethical framework, and 

invited him to remain involved as “kin” without decision authority. Consistency and clarity 

were protective. The friend later said, “We have been family for decades. Thank you for 

seeing us.” 

 

2.4.e Practical Workflows That Keep Families Steady 

Assessment begins with mapping: a one-page genogram; a roles grid; a quick inventory 

of transportation, meals, meds, money, and meaning. From there, we write agreements 

in plain language. A short communication plan—who updates whom, when, and how—

prevents repetitive crises. Structured respite is not an afterthought; it is scheduled like 

medication. When conflict escalates, we slow the room, reflect the emotions (“You’re 

angry; you’re scared; you’re both exhausted”), return to values, and propose time-

limited trials: “Let’s try three weeks of the day program with two evenings of aide help 

and meet again.” 

Clinicians must also name limits and connect families to durable supports: Area 

Agencies on Aging, condition-specific organizations, benefits counselors, legal aid for 



POA/advance directives, and culturally specific groups where guidance feels trustworthy 

(Schulz & Eden, 2016). Our role is to convene, translate, and steady—not to carry the 

whole system. When we help the family see and name what works, they practice new 

roles before the next storm. 

 

SIDEBAR (for §2.4 Family Systems): One-Page Family Meeting Agenda 

Use in clinic, home visits, or facility settings 

Purpose: “We’re here to make a plan that fits your values.” 

Who’s at the table: Names + roles (decision-maker, driver, pillbox, bill-payer). 

What matters most to [Name]: 2–3 statements in their words. 

Medical snapshot: Plain-language summary + best/most likely/worst-case. 

Decisions today: List each decision; who owns it; by when. 

Safety & supports: What’s in place; what’s missing; who will arrange it. 

Follow-up: Date/time, who’s invited, and what we’ll review. (Elwyn et al., 2012; Sudore 

et al., 2017) 

 

 

2.5 Mental Health Conditions in Later Life 

2.5.a Depression in Later Life 

Depression in older adults is common, underrecognized, and treatable. It often looks 

less like overt sadness and more like slowed thinking, fatigue, loss of interest, irritability, 

sleep and appetite changes, and complaints about bodily discomforts where medical 

workups are negative or only partly explanatory (American Psychiatric Association 

[APA], 2019). Cognition can be affected—so-called “depressive pseudodementia”—but 

careful assessment separates reversible attention and processing-speed problems from 

neurocognitive disorders. Primary care settings miss many cases; a direct, plain-

language screen helps. The PHQ-9 or Geriatric Depression Scale (GDS)—including 

short forms—fit clinic flow and home visits. When dementia is present, the Cornell 



Scale for Depression in Dementia is more accurate than general screens because it 

pairs caregiver input with behavioral observation. 

When you ask, avoid euphemism: “In the last two weeks, how often have you felt down 

or lost interest in things? How is your sleep? Your energy? Have you had thoughts that 

life isn’t worth living?” Normalize that depression is not a character flaw and does not 

mean someone is “going crazy.” Explain that common contributors include pain, grief, 

social isolation, medications (for example, beta blockers in some people), inflammation 

from medical illness, and losses in identity or function (APA, 2019). 

Psychotherapies work well in later life and should be offered first-line when available: 

Problem-Solving Therapy for concrete barriers to living (Alexopoulos et al., 2011), 

Behavioral Activation to restore meaningful activity, CBT for negative thinking 

patterns, Interpersonal Therapy for role transitions and loss. For moderate to severe 

depression, or when psychotherapy access is limited, SSRIs/SNRIs can help; choose 

agents with favorable side-effect profiles and monitor closely for hyponatremia, falls, GI 

bleeding (especially with NSAIDs), and drug interactions (AGS Beers Criteria, 2023; 

APA, 2019). Start low, go slow, and still aim for a full therapeutic dose. Mirtazapine may 

help when insomnia, appetite loss, and weight loss dominate; bupropion may help with 

low energy but avoid with seizure risk and be careful in severe anxiety. Citalopram has 

dose limits given QTc concerns in older adults. ECT remains a safe, effective option for 

severe, psychotic, or treatment-resistant depression and for urgent situations such as 

failure to thrive with high suicide risk; modern anesthesia and monitoring make it 

tolerable for many elders (APA, 2019). 

Collaborative care models—systematic screening, care managers, psychiatric 

consultation embedded in primary care—reduce symptoms and improve functioning in 

older adults (Unützer et al., 2002). Tell clients that improvement is expected, not 

exceptional, and that plans can be adjusted until relief arrives. 

Vignette — Mr. Nguyen and the Yellow Legal Pad 

Mr. Nguyen, 79, a retired machinist, kept saying he was “tired in the bones.” He had lost 

weight after his wife’s death and stopped going to morning coffee. On the PHQ-9 he 

endorsed nearly daily anhedonia, poor sleep, and passive thoughts that life might be 



easier if it ended. He denied intent or plan. “I don’t want to scare my kids,” he said. We 

framed depression as an illness of energy and attention, not a personal failure, and 

asked what mattered enough to work for. He answered: fixing the wind chimes, calling 

his grandson, and cooking canh chua the way his wife did. 

We used Behavioral Activation and Problem-Solving Therapy. On a yellow legal pad 

he wrote “wind chimes—Tuesday 10 a.m., 20 minutes,” “call grandson—Wednesday 4 

p.m.,” and “canh chua—Saturday with neighbor’s help.” He circled each action after he 

did it. His physician started low-dose sertraline with a plan to titrate, and we added a 

short walk after lunch for appetite and sleep. Two weeks later, his sleep improved; by 

week four, the PHQ-9 had dropped from 19 to 9. He kept the pad visible. “I wait for 

energy to come,” he said, “but now I also go looking for it.” 

 

2.5.b Anxiety Disorders 

Anxiety in later life often presents as worry about health and finances, muscle tension, 

irritability, restlessness, and poor sleep. It is frequently entangled with medical 

conditions: dyspnea from COPD that triggers panic, palpitations from atrial fibrillation 

that fuel catastrophic thoughts, or pain that keeps the nervous system on high alert 

(Wetherell et al., 2005). Ask about avoidance: which places or tasks have quietly fallen 

off the map? Panic attacks can be misread as cardiac events, and cardiac symptoms 

can be misread as panic—collaboration with medical teams prevents misattribution. 

CBT—including exposure for avoidance—works well with adaptations: slower pacing, 

written summaries, larger fonts, and more repetition. Mindfulness and acceptance 

approaches reduce reactivity and help clients choose actions that reflect values even 

when anxiety spikes (Hayes, Strosahl, & Wilson, 2016). SSRIs/SNRIs may be indicated 

for moderate to severe symptoms. Benzodiazepines are best avoided in older adults 

because of delirium, memory impairment, falls, and crashes; if already prescribed, taper 

slowly with shared decision-making and alternative skills (AGS Beers Criteria, 2023). 

Buspirone can be useful for generalized worry without sedation. For sleep, prioritize 

Test Question
31) Which therapy treatment is most effective with reducing anxiety?�Answer:  CBT



stimulus control and circadian routines; sedating antihistamines and many “PM” 

products are anticholinergic and should be avoided (AGS, 2023). 

Vignette — Ms. Cole Learns to Breathe on the Stairs 

Ms. Cole, 74, had stopped leaving her second-floor apartment except for urgent visits. 

Twice she had called EMS for “a heart attack” that turned out to be panic. She also had 

mild COPD. We requested a pulmonary rehab consult to teach pursed-lip breathing 

and pacing on stairs. In therapy, we practiced a short exposure ladder: standing in the 

stairwell with her hand on the rail for two minutes while breathing slowly; walking down 

one flight with a rest and music she liked; inviting a neighbor to walk with her on 

Wednesdays. We carried a small pulse oximeter to distinguish anxiety from true 

desaturation and shared the numbers with her physician. She also began a low-dose 

SSRI. After a month she said, “I still get scared, but I know what to do, and I don’t scare 

myself on top of it.” 

 

2.5.c Bereavement and Prolonged Grief vs. Major Depression 

Most grief softens over time with oscillation between loss-oriented moments and 

restoration of everyday life. Sadness, yearning, and bursts of emotion are expected; 

they come and go. Prolonged Grief Disorder (PGD), as defined in DSM-5-TR, 
involves persistent, pervasive grief responses beyond cultural expectations (for 
adults, typically 12 months after the death) that impair functioning: intense 
yearning, identity disruption, avoidance of reminders, and difficulty engaging 
with life (APA, 2022). Major depression can occur with or without recent bereavement; 

compared with PGD, depression is more likely to feature global anhedonia, persistent 

low mood, excessive guilt unrelated to the loss, and more pervasive sleep and appetite 

changes. Both conditions can co-occur. 

Treatment follows the presentation. For typical grief, education, social connection, 

rituals, and time are the main ingredients. For PGD, Complicated Grief 
Therapy/Prolonged Grief Therapy—a structured, evidence-based approach—

Test Question
32) Which statement best distinguishes Prolonged Grief Disorder (PGD) from major depression in adults?�Answer:  PGD involves grief responses “for adults, typically 12 months after the death” with impairment 



improves outcomes (Shear et al., 2016). For comorbid major depression, combine grief-

focused psychotherapy with antidepressants when indicated (APA, 2019). 

Vignette — Mrs. Ahmed and the Empty Seat 
Mrs. Ahmed, 81, lost her sister eighteen months ago. She still avoided the family table 

where they had always sat side by side. She felt intense yearning, described herself as 

“no one without her,” and had stopped seeing friends. On careful interview, there were 

days when she smiled with her grandson’s jokes, but any reminder of her sister brought 

shutdown and avoidance. We named this as prolonged grief, not “failure to move on.” 

Treatment began with telling the story of the death, identifying avoided places, 
and creating a plan to approach them in steps—first sitting at the table alone for 
two minutes with a hand on the chair; then placing flowers there; later inviting a 
niece to join for tea. We also built continuing bonds rituals: a weekly letter to her 

sister, reading a favorite poem aloud on Fridays, and teaching her granddaughter the 

recipe they had always cooked together. Over weeks, Mrs. Ahmed could sit at the table 

again. “I still miss her,” she said, “but missing her no longer erases me.” 

 

2.5.d Psychosis in Later Life 

New-onset psychosis after age 60 demands a careful differential diagnosis and ruling 
out other causes: delirium from infection or medications, major neurocognitive 
disorders (especially Lewy body disease, Parkinson’s disease), mood disorders 
with psychotic features, sensory deprivation, or rare late-onset schizophrenia-
spectrum presentations (Howard et al., 2000). Start with basics: vitals, review of 
medications (anticholinergics, dopaminergic agents, steroids), infections, pain, 
dehydration, sleep deprivation, and uncorrected hearing or vision problems. If 

delirium is suspected, use the Confusion Assessment Method (CAM) and treat 

causes first. For dementia-related psychosis, nonpharmacologic strategies come first: 

reassure, reduce overstimulation, enhance lighting and contrast, correct sensory losses, 

and offer structured, meaningful activity. If risk is high and medication is necessary, use 

the lowest effective dose for the shortest period, discuss risks transparently—stroke 
and mortality risks are higher with antipsychotics in dementia—and monitor 

Test Question
33)  Which plan elements align with evidence-based care for Mrs. Ahmed’s prolonged grief?�Answer:  Grief-focused therapy with approach in steps and continuing bonds rituals

Test Question
34) In evaluating new-onset psychosis in an older adult, which initial approach is most consistent with the chapter?�Answer:  Rule out medical causes and sensory problems



closely (APA, 2019). For Parkinson’s disease psychosis, adjustments to dopaminergic 

therapy and agents with fewer motor side effects may be considered in collaboration 

with neurology. 

Vignette — Mr. Daniels and the Man in the Hallway 

Mr. Daniels, 83, began seeing “a quiet man” standing in the hallway in the late 

afternoons. He had mild Parkinson’s disease, REM sleep behavior symptoms, and 

fluctuating attention. His daughter increased the TV volume to drown out the fear; the 

images worsened. Review showed recent anticholinergic bladder medication, poor 

sleep, and evening shadows in a dim hallway. We removed the anticholinergic with 
the prescriber’s help, added a nightlight and higher-contrast hallway tape, and 
shifted stimulating TV to morning. We introduced a calm routine at 4 p.m.: tea, 
soft music, and a phone call with his grandson. The “man” appeared less often and 

was less frightening when he did. When distress flared, we used a low dose of an 

antipsychotic chosen for the fewest motor effects, with explicit monitoring and a plan to 

taper. The family learned to respond with reassurance and redirection rather than 

argument. “If he visits,” the daughter said, “we make the hallway friendly.” 

 

2.5.e Bipolar Disorder and Mood Instability 

Older adults with bipolar disorder have higher rates of medical comorbidity and 
sensitivity to medication side effects. Late-onset mania is uncommon and should 

prompt workup for secondary causes (steroids, thyroid disease, infections, neurologic 

conditions). Maintenance focuses on mood stabilization and prevention of episodes with 

careful attention to renal, hepatic, thyroid, metabolic, and cardiac monitoring. Lithium 

can be effective but has a narrow therapeutic window and requires regular checks of 

creatinine and TSH; dehydration from diuretics or infections increases toxicity risk. 

Valproate may help but can worsen tremor, cognition, and gait and carries hepatic and 

hematologic risks. Lamotrigine can prevent bipolar depression with fewer cognitive 

effects but must be titrated slowly to avoid rash. Antipsychotics may be indicated 

acutely; choose agents mindful of metabolic and cerebrovascular risks and of the black 

box warning in dementia. Psychotherapies—IPSRT (Interpersonal and Social Rhythm 

Test Question
35) Which change helped reduced Mr. Daniles late-day hallucinations (Vignette)?
Answer:  Introduced a calm routine at 4PM

Test Question
36) Older adults with bipolar disorder are more likely to experience which of the following?�Answer:  Higher rates of medical comorbidity and sensitivity to medication side effects



Therapy), psychoeducation, and family-focused approaches—help stabilize routines 

and detect relapse early (APA, 2019). 

Vignette — Ms. Green and the Night Projects 

Ms. Green, 72, arrived with three new credit cards, a 2 a.m. home-renovation plan, and 

four hours of sleep. She had a remote history of hypomania in her forties but had been 

stable for years. Review uncovered a recent prednisone course and missed doses of 

her mood stabilizer during a GI illness. We coordinated with her PCP to taper steroids, 

restarted her lamotrigine titration, and used a short, time-limited antipsychotic for sleep 

and racing thoughts. In therapy we rebuilt social rhythms: fixed wake time, morning 

light, meals at regular hours, and “no new projects after 8 p.m.” Her daughter received a 

relapse plan with early-warning signs (credit cards, late-night plans) and a phone tree. 

Three weeks later the credit cards were cut up, sleep had returned, and Ms. Green said, 

“Now I can tell the difference between a good idea and a 2 a.m. idea.” 

 

2.5.f Substance Use and Medication Misuse 

Substance use problems in older adults are often hidden by stigma and misattributed to 

aging or medical illness. Alcohol remains the most common substance; 

benzodiazepines and prescription opioids follow closely, often in combination. Cannabis 

use is rising among elders and can interact with sedatives, anticholinergics, and 

anticoagulants. Screening should be routine and age-adapted: AUDIT-C, CAGE, and 

the SMAST-G (Michigan Alcoholism Screening Test—Geriatric) are brief and useful 

(NIAAA, 2018; Blow & Brower, 1991). Ask about quantity, frequency, context, and 

medication interactions. For adults over 65, many authorities recommend no more than 

one standard drink per day and not more than seven per week, with lower limits or 

abstinence for people on interacting medications or with balance, liver, cardiac, or 

cognitive problems (NIAAA, 2018). 

Brief motivational interviewing works well when it centers what older adults care 

about—walking steadily, remembering names, avoiding the ER. Offer specific 

alternatives for sleep and anxiety to support benzodiazepine tapering; expect slow 



tapers over weeks to months (AGS Beers Criteria, 2023). For opioid use disorder, 
buprenorphine can be safe and effective with careful dosing; methadone requires ECG 

monitoring and has complex interactions. Coordinate with pain specialists to separate 

analgesia planning from addiction treatment when possible (SAMHSA, 2018). For 

alcohol use disorder, naltrexone and acamprosate are options with renal/hepatic 

monitoring; disulfiram is rarely appropriate in elders due to risks and adherence 

demands. Group treatments should be physically and culturally accessible; many elders 

prefer smaller groups or individual sessions. 

Vignette — Ms. Torres and the Night Pill 
Ms. Torres, 78, took clonazepam nightly “for nerves” for 15 years. After a fall and a 

minor car crash, her daughter pleaded for change. Ms. Torres feared insomnia and 

tremors. We validated her fear and explained the fall and memory risks in later life 

(AGS, 2023). Together we designed a taper map: tiny dose reductions every two to four 

weeks, scheduled check-ins, and replacement tools—breathing exercises, a wind-down 

routine, morning light, mirtazapine at a low dose for a limited period to support sleep 

and appetite, and brief CBT-I strategies. We also offered a script for anxiety spikes: 

“This is withdrawal, not danger,” followed by paced breathing and a call to a supportive 

friend rather than a pill. Six weeks later she had stepped down by a quarter of her dose 

without rebound panic. “It’s not easy,” she said, “but I am steadier on my feet, and I 

remember more of the movie.” 

 

2.5.g Suicide Risk and Safety 

Suicide risk rises with age, especially for older men, those with chronic pain, social 

isolation, recent bereavement, access to firearms, and untreated depression or 

substance use. Risk assessment must be direct and respectful: ask about desire to be 

dead, thoughts, plans, means, intent, and reasons for living; ask again after major 

health changes. Use a structured approach such as SAFE-T to organize risk and 

protective factors and document next steps. Pair compassionate curiosity with a 

practical safety plan: personalized warning signs, internal coping strategies, names 

and numbers for social support, clinician and crisis contacts, and steps to limit access to 

Test Question
37) True or False: Suicide risk rises with age, especially for older men.
Answer:  True



lethal means, especially firearms and large medication supplies (APA, 2019). Involve 

trusted others with permission, and revisit the plan after transitions like hospital 

discharges. 

Vignette — Mr. Harris and the Toolbox 

Mr. Harris, 82, widowed, with chronic back pain, said, “Some nights I don’t see the 

point.” He denied a plan but kept a loaded handgun in the nightstand “for security.” We 

completed a collaborative assessment and named risk and protective factors: grief, 

pain, insomnia, isolation; a committed relationship with a daughter, church ties, and a 

wish to attend a grandson’s graduation. We wrote a safety plan on paper he could fold 

into his wallet and rehearsed it: noticing the first warning sign (long awake hours), 

moving to the living room, calling his daughter, listening to recorded hymns, then calling 

the on-call number if the thoughts hardened. We discussed lethal means safety and he 

agreed—after a conversation with his pastor and daughter—to store the handgun 

unloaded and locked away at his daughter’s home temporarily, and to keep only a one-

week supply of medications at his bedside. We added pain-management consult, low-

dose antidepressant, and behavioral activation (short daily porch visits with a neighbor). 

When thoughts resurfaced after a sleepless night, he used the plan and said later, “It felt 

less like a cliff and more like a hill I could walk down.” 

 

2.5.h Access, Equity, and Integrated Care 

Access barriers multiply in later life: fixed incomes, transportation limits, stigma, digital 

divides, and a shortage of geriatric-savvy clinicians. Integrated models close gaps. The 

collaborative care approach—measurement-based care, care managers, psychiatric 

consultation—has strong evidence in older adults, especially for depression (Unützer et 

al., 2002). Home-based and telehealth interventions expand reach; for clients with 

sensory impairments, optimize audio, captions, lighting, and pace. Address equity 

directly: racism, ageism, homophobia, transphobia, and xenophobia shape who seeks 

help, who is believed, and who is offered treatments. Ask about language preferences 

and involve interpreters trained in mental-health settings. For LGBTQ+ elders—

especially those with long histories of concealment—name confidentiality and ask about 



chosen family; for immigrants and refugees, screen for trauma with sensitivity and avoid 

pathologizing culturally normative expressions of distress. 

 

2.5.i Tools & Handouts (Printables) 

TOOL 1 — PHQ-9 & GDS Quick Guide (Older Adults) 

Purpose: Fast, reliable screening for depression in later life. Use the PHQ-9 in primary 

care and integrated settings; use the GDS-15 when medical comorbidity complicates 

somatic items or when you want a geriatric-specific screen. If dementia is suspected or 

present, see Tool 2 (Cornell Scale). 

PHQ-9 (Kroenke, Spitzer, & Williams, 2001; APA, 2019) 

• Scoring (0–27): 5 mild, 10 moderate, 15 moderately severe, 20+ severe. 

• Red flag: Item 9 (self-harm thoughts) → immediate risk check & safety plan if 

positive. 

• Older-adult tips: Somatic items (sleep, appetite, energy) can be medical—pair 

scores with clinical interview. 

GDS-15 (Yesavage et al., 1982/83) 

• Scoring (0–15): 0–4 normal, 5–8 mild, 9–11 moderate, 12–15 severe depressive 

symptoms. 

• Why use: Yes/no format; minimizes somatic confounds; quick in home visits. 

What to say (script): 
“Many people your age have changes in mood or interest. These brief questions help us 

see if support would help. There aren’t right or wrong answers—only what’s true for you 

lately.” 

Next steps by result: 

• Mild: Education, Behavioral Activation, social supports; recheck in 2–4 weeks. 



• Moderate+: Add structured psychotherapy (PST/CBT/IPT); consider SSRI/SNRI 

with “start low, go slow,” monitor falls, sodium, interactions (APA, 2019; AGS 

Beers Criteria, 2023). 

• Any suicidality: Do a collaborative risk assessment and complete the Safety 

Plan (Tool 4). 

 

TOOL 2 — Cornell Scale for Depression in Dementia (CSDD) Cheat-Sheet 

When to use: Suspected or confirmed dementia; depression is possible but hard to 

read from self-report alone. 

How it works (Alexopoulos, Abrams, Young, & Shamoian, 1988): 

• 19 items, scored 0 (absent) to 2 (severe). Total 0–38. 

• Cutoffs: >10 = probable depression; >18 = major depression likely. 

• Method: Combine caregiver interview + patient interview + brief 
observation. 

• Domains: Mood-related signs, behavioral disturbance, physical signs, cyclic 

functions, ideational disturbance. 

Five-minute workflow: 

1. Caregiver first: Ask for the past week’s changes (sadness, anxiety, irritability, 

loss of reactivity, withdrawal, poor appetite/sleep). 

2. Then the person: Simple, concrete questions (“Have you felt sad this week?”), 

watch affect/engagement. 

3. Observe: Hygiene, psychomotor changes, diurnal variation, verbal content. 

4. Score & total. 



5. Plan: If >10, discuss treatment options (psychotherapy adapted to cognition, 

caregiver skills training, pleasant-event scheduling; consider antidepressant trial 

with careful monitoring). Pair with pain screening and medical review. 

Note: Reassess after treatment changes or disease progression to track response. 

 

TOOL 3 — Gentle Benzodiazepine Taper Map (Older Adults) 

Use case: Long-term nightly benzodiazepine or PRN daytime use with falls, memory 

concerns, or crashes. 

Safety first: Tapers must be prescriber-led. Screen for seizure history, alcohol use, 

and co-prescribed opioids. Discuss non-drug supports before dose changes (CBT-I 

skills, sleep routine, morning light, activity pacing). 

Principles (AGS Beers Criteria, 2023; APA, 2019): 

• Go slow: Reduce 10–25% of total daily dose every 2–4 weeks; hold or slow if 

withdrawal/anxiety flares. 

• One pathway: Either direct taper of current agent or convert to an equivalent 
long-acting agent (some prescribers prefer not to cross-taper in elders). 

• No “rescue” PRNs: They reinforce dependence; use skills instead. 

• Name symptoms: Rebound insomnia/anxiety, tremor, irritability—usually time-

limited; rule out medical causes. 

Sample taper (illustrative; adjust clinically): 

• Clonazepam 0.5 mg nightly → 10–12 weeks to zero 

o Weeks 1–2: 0.375 mg qhs 

o Weeks 3–4: 0.25 mg qhs 

o Weeks 5–6: 0.1875 mg qhs 

o Weeks 7–8: 0.125 mg qhs 



o Weeks 9–10: 0.0625 mg qhs 

o Weeks 11–12: Stop; consider every-other-night 0.0625 mg for one week if 

needed 

Supports to add: 

• For sleep: Fixed wake time, wind-down routine, no naps after 2 p.m., bedroom 

only for sleep/intimacy; consider short-term mirtazapine if appetite/insomnia 

prominent; avoid anticholinergic “PM” products. 

• For anxiety: Breathing drills, paced walking, brief mindfulness; consider 

SSRI/SNRI or buspirone for generalized worry. 

• What to say (script): “Your brain has adapted to this medicine. We’ll step it 

down slowly and teach your body other ways to sleep/settle. If a tough night 

happens, it means the taper is working—not that you’re in danger. We’ll adjust 

the speed together.” 

 

TOOL 4 — Safety Plan (Stanley-Brown) for Older Adults 

When to use: Any suicidal ideation, recent attempt, or concerning hopelessness—

completed collaboratively and shared (wallet card + photo). Revisit after hospitalizations 

or major health changes. 

Steps (Stanley & Brown, 2012; APA, 2019): 

1. My warning signs (thoughts, feelings, situations): 

 

2. Internal coping strategies I can do alone (10–20 minutes): 

 

3. People & places for distraction (names, numbers, locations): 

 



4. People I can ask for help (with permission to call): 

 

5. Clinicians / crisis resources 

Provider: __________________ / Phone: __________________ 

24/7 crisis: __________________ / Local: __________________ 

6. Lethal means safety (firearms, meds, sharps): 

o Firearms plan: ________________________________________ 

o Meds: keep only 1 week accessible; lock remainder with ________ 

o Other: _______________________________________________ 

7. Reasons for living / goals I still care about: 

 

Micro-script while completing: 
“Let’s capture what tells us danger is building, what you can do on your own first, who 

we can bring in, and how we’ll make home safer. We’ll practice using this when the 

thoughts show up, not just when they’re overwhelming.” 

 

Chapter 3: Social Aspects of Aging  

Introduction 

Aging is not only a biological process and a psychological journey; it is also a social 
project carried out in families, neighborhoods, congregations, clinics, and online 

spaces. The quality, stability, and fairness of those social worlds shape how people feel, 

function, and survive. Robust evidence links social connections with lower mortality, 

better cardiovascular and cognitive outcomes, and greater well-being (House, Landis, & 

Umberson, 1988; Berkman, Glass, Brissette, & Seeman, 2000; Holt-Lunstad, Smith, & 

Layton, 2010; Holt-Lunstad, 2018). Conversely, social isolation and loneliness carry 



risks comparable to other major health factors (National Academies of Sciences, 

Engineering, and Medicine [NASEM], 2020). 

This chapter focuses on how social life changes in later adulthood, how to 

distinguish isolation from loneliness, how structure (network size and roles) differs 

from function (support quality), and how context—housing, transportation, culture, 

digital access, and policy—shapes everyday connection (Berkman et al., 2000; 

Antonucci, Ajrouch, & Birditt, 2014). We take a life-course perspective: current 

networks rest on earlier opportunities and constraints (Elder, 1998). We also use an 

intersectional lens: race, gender, class, language, immigration status, disability, and 

LGBTQ+ identity alter exposure to risk and access to protective relationships 

(Crenshaw, 1991; NASEM, 2020). Our task as clinicians is to understand the person’s 

social ecology, strengthen what serves their values, and repair what blocks connection. 

Why social life matters clinically 

The evidence base is strong. Meta-analyses show that stronger social relationships 
are associated with substantially lower risk of death across diseases and 
populations (Holt-Lunstad et al., 2010; Holt-Lunstad, 2018). Social networks influence 

health through multiple pathways: norms and information (e.g., medication adherence), 

access to resources, stress buffering, and direct physiological effects (allostatic load) 

(Berkman et al., 2000). In later life, those pathways often operate simultaneously: a 

neighbor drives someone to clinic; a daughter manages online portals; a choir keeps a 

weekly routine alive; a friend’s text interrupts a spiral of anxiety. 

We also need nuance. Social isolation is the objective state of low contact—few people 

seen or called; loneliness is the subjective feeling that one’s connections are 

insufficient. Either can exist without the other (Cacioppo & Hawkley, 2009; NASEM, 

2020). An elder living alone with daily calls and a strong church community may not be 

lonely; another living with family can feel profoundly alone if unseen in their roles or 

preferences. Mislabeling solitude as pathology risks disrespecting autonomy; ignoring 

loneliness because “the house is full” misses suffering. 

Structure, function, and the “convoy” of relationships 

Test Question
38) Meta-analyses show that stronger social relationships are associated with substantially lower risk of death across diseases and populations.�Answer: True

Test Question
39) How is social isolation described? 
Answer:  Social isolation is the objective state of low contact

Test Question
40) How is loneliness described? 
Answer: A subjective feeling that one’s connections are insufficient



The convoy model describes concentric circles of people who travel with us across 

time, carrying different kinds of help—emotional support, tangible assistance, 

companionship, and meaning (Antonucci et al., 2014). Over decades, convoys shift; 

losses and moves can thin the inner circle. The structure of a network (size, density, 

frequency of contact) is not the same as its function (support quality, reciprocity, 

reliability). A tightly knit but conflictual network can harm; a small, reliable one can 

protect. Assessment must therefore ask both who is present and how those 

relationships feel and work. 

Social capital adds another layer: bonding ties (close, similar others) provide day-to-

day help; bridging ties (across groups) open opportunities; linking ties (to institutions) 

connect people to resources and rights (Putnam, 2000; Szreter & Woolcock, 2004). 

Older adults often have strong bonding ties but less bridging and linking capital, 

especially after retirement or relocation. Intentional “linking” (e.g., a trusted navigator at 

an Area Agency on Aging) frequently changes outcomes more than another generic 

support group. 

Environments that help or harm 

Social life is situated. Walkable blocks, accessible transportation, safe buildings, and 

age-friendly design increase the odds of spontaneous connection (World Health 

Organization [WHO], 2007/2018). In contrast, unsafe neighborhoods, inaccessible 

buses, and buildings without common space amplify isolation, particularly for people 

living with disability. Neighborhood collective efficacy—the shared belief that 

neighbors will help one another—predicts better health and safety; it is built by small, 

repeated interactions and visible opportunities to contribute (Sampson, Raudenbush, & 

Earls, 1997). 

The digital environment now matters as much as sidewalks. Telehealth, messaging, 

and video chats can reduce isolation, but only when devices, connectivity, and training 

exist (Czaja et al., 2018). Many older adults adopt technology readily when tools match 

needs, training is paced, and support is ongoing; design and trust are bigger barriers 

than age itself. Digital inclusion is a health intervention. 



Culture, identity, and equity 

Cultural practices, migration history, and language shape how connection is expressed 

and maintained. For some, “family” includes neighbors, godparents, or members of a 

faith or mutual-aid community. For immigrants and refugees, elders often hold cultural 

memory, language, and ritual for younger generations; this can confer meaning and also 

heavy responsibility. LGBTQ+ elders may rely on “chosen family” after decades of 

stigma; honoring decision-makers outside of blood relations is essential for safety and 

dignity (NASEM, 2020). Experiences of racism, sexism, ableism, 

homophobia/transphobia, and ageism restrict access to fair work, housing, 

transportation, and health care (Marmot, 2005). Those constraints are social 
determinants of aging, not personal failings. Effective plans acknowledge them and 

connect people to bridging/linking resources that widen choice. 

What to assess (and how to ask) 

Assessment can be brief and humane. Start with open questions: “Who are your 

people?” “Who checks on you, and who do you check on?” “Which days feel connected, 

and which feel quiet in a hard way?” Then layer in tools that are short and validated: 

• Lubben Social Network Scale–6 (LSNS-6) to screen for social risk in family and 

friends networks (Lubben et al., 2006). 

• UCLA Loneliness Scale (short forms) or De Jong Gierveld Loneliness to 

assess perceived loneliness and its emotional vs. social components (Hughes et 

al., 2004; De Jong Gierveld & Van Tilburg, 2006). 

• Berkman–Syme Social Network Index for structural ties (Berkman & Syme, 

1979). 

• PROMIS Social Isolation short forms where available. 

Pair scores with a map (literal circles on paper) and a roles inventory (driver, pillbox, 

paperwork, meal buddy, joy buddy). Ask about places—market, barber, library, senior 

center, mosque, temple, church—because belonging often lives in rooms, not just in 

relationships. 



What works (and what to be cautious about) 

Interventions work best when they are specific to the person’s barrier. Meta-analyses 

suggest the biggest gains when programs are group-based, interactive (not purely 

didactic), skills-focused, or explicitly target maladaptive social cognitions (e.g., “no one 

wants me there”) rather than only increasing contact (Cattan, White, Bond, & 

Learmouth, 2005; Masi, Chen, Hawkley, & Cacioppo, 2011; Gardiner, Geldenhuys, & 

Gott, 2018). “Befriending” alone yields mixed results unless visits are regular, two-way, 

and supervised. Social prescribing—linking a person to community assets via a 

navigator—shows promise when navigators have time, cultural competence, and a clear 

follow-up plan. 

At the community/system level, naturally occurring retirement communities (NORCs), 

Villages, intergenerational programs, and age-friendly city initiatives broaden 

opportunities for bridging and linking capital (WHO, 2007/2018). Transportation 

solutions (paratransit, rideshares with training, volunteer driver programs) are often the 

keystone; without them, even excellent programs are unreachable. Technology 

programs that provide devices + data + training + human help reduce isolation and 

increase service access; technology without human scaffolding rarely sticks (Czaja et 

al., 2018). 

The clinician’s role 

Our role is not to manufacture friends; it is to understand the social task in front of 
this person, reduce shame around asking for help, and connect values to actions. We: 

1. Map the convoy and roles. 

2. Name the barrier (transport, confidence, language, cost, trust). 

3. Co-design a small, scheduled social action that fits the person’s identity (a 

weekly call, a class, a volunteer hour, a worship service, a library visit, a video 

chat). 

4. Recruit bridging/linking partners (faith/community leaders, navigators, senior 

centers, legal aid, housing coordinators). 



5. Follow up in weeks, not months—connection needs momentum. 

We also advocate: against ageist program rules, for language access, for lighting and 

benches, and for policies that treat social connection as a public good rather than a 

private hobby. 

 

Vignette: “The Wednesday Bench” 

Mr. Salgado, eighty, moved across the country to live near his daughter after a mild 

stroke. The old neighborhood grocery clerks who knew his order were gone; the barber 

who used to save him a chair was two thousand miles away. Every morning he put on 

his cap and circled his apartment. He said he felt “like a box in a storage unit.” His 

daughter worked long hours and felt guilty. He told her he was “fine,” then sat by the 

window counting buses. 

We started with a map of his convoy—back home, two friends from the union hall; here, 

a neighbor he had waved to twice and the building superintendent who called him “sir.” 

The LSNS-6 flagged risk, and the UCLA short form showed high loneliness (Lubben et 

al., 2006; Hughes et al., 2004). I asked what a good day looked like in the old place. He 

talked about sitting on a particular bench outside the market, saying hello to passersby, 

trading baseball talk. “I like to be where there’s a breeze and people,” he said. We 

named the barriers in the new city: unfamiliar routes, fear of falling, not knowing where 

to sit without being moved along. 

We chose one action: every Wednesday at 10 a.m., his daughter would ride with him 

two stops to a small park the superintendent recommended, with benches near the path 

and a restroom. I called the local senior center and learned the walking club looped that 

park on Wednesdays. The first week he and his daughter went together. The next week 

the superintendent walked him to the bus stop and waited until he was seated. By week 

four he knew three names from the walking group and a man who sold tamales from a 

cart. He started texting his two union friends a photo of the park each Wednesday—

bridging his old convoy with the new one. His daughter’s guilt eased because the plan 

had a calendar and allies. At a follow-up he said, “I still miss my barber. But the 



Wednesday bench is mine now.” His isolation score dropped; his primary care team 

noted better blood pressure and sleep. Nothing miraculous happened—only specific, 

repeated acts that fit who he is. 

 

Vignette: “The Choir on the Screen” 

Mrs. James, seventy-seven, sang alto in her church choir for forty years. After surgery 

and a long recovery, stairs and late evening rehearsals became hard. She tried 

attending Sunday service online, but the stream felt passive and lonely. “I watch,” she 

said, “but I don’t belong.” Her pastor wanted to help but did not know how to involve her 

without overpromising. Mrs. James had a basic tablet but limited confidence. 

We looked for function, not only structure: what did choir provide? Routine, purpose, 

being needed, harmony in the literal and social sense. We asked the choir director to 

name a job that mattered and could be done from home. He said the choir’s new altos 

were struggling to find their part between soprano and tenor. We proposed a weekly 

“alto warm-up” on video: Mrs. James would meet with two altos on Tuesdays at 6 p.m. 

for fifteen minutes, play the starting notes on a cheap app, and hum the line with them. 

The church’s tech volunteer visited her twice to set up bookmarks and captions and left 

a one-page “tap here first” instruction sheet with big fonts. We arranged a warm 
handoff to the volunteer for future questions (Czaja et al., 2018). The pastor announced 

on Sunday, “Our altos sound steadier thanks to Mrs. James’s Tuesday coaching.” 

After a month Mrs. James reported she felt like herself again on Tuesdays. She still 

could not manage evening rehearsals; she no longer equated that with being “out.” The 

intervention was skills-based, interactive, and meaningful, not simply “more video.” 

Her UCLA loneliness score improved; her sleep stabilized; her mood lifted (Masi et al., 

2011; Gardiner et al., 2018). She said, “I don’t just watch church. I work here again.” 

 

3.1 Income and Poverty 

3.1.a Why income matters in aging 



Income in later life is not just about comfort; it sets the floor for safety, health, and 

dignity. Stable income shapes where someone lives, how they eat, whether they can 

keep the heat on, how much medicine they take this month, and whether they can visit 

the people and places that make life worth living. Financial strain accelerates chronic 

disease through stress pathways and reduces capacity to follow treatment plans; strong 

social ties protect health in part because they buffer shocks like job loss, a rent 

increase, or a surprise copay (Berkman, Glass, Brissette, & Seeman, 2000; Holt-

Lunstad, Smith, & Layton, 2010). Over the life course, income and wealth also influence 

how long people live and how healthy those years are (National Academies of 

Sciences, Engineering, and Medicine [NASEM], 2015). 

For many older adults in the U.S., Social Security is the backbone of income in 

retirement; it keeps large numbers out of deep poverty even as rising housing, food, and 

health costs stretch fixed benefits (Haveman, Holden, Wolfe, & Sherlund, 2007). When 

budgets are tight, small changes—an extra $80 for a Medicare drug plan, a $40 electric 

bill increase—force trade-offs among essentials. The job of the clinician is not to solve 

macroeconomics; it is to recognize how money is acting in a case, reduce shame 

around talking about it, and connect people to benefits and supports that widen choices. 

3.1.b How we measure poverty (and why it matters) 

Two measures show up in practice and policy conversations: 

• The Official Poverty Measure (OPM) sets thresholds based on a minimal food 

plan adjusted for family size. It does not account for regional cost of living or out-

of-pocket medical costs. 

• The Supplemental Poverty Measure (SPM) accounts for taxes, near-cash 
benefits (e.g., SNAP), housing costs, and medical out-of-pocket expenses. 

Because older adults often have significant medical spending, the SPM typically 

shows higher poverty among elders than the OPM (Renwick & Fox, 2016; 

Wimer et al., 2013). 

Why this matters clinically: if you only look at the OPM (or a client says “I’m above the 

poverty line”), you can still miss material hardship—running out of food, skipping 



medications, leaving prescriptions unfilled, or delaying care. Ask about deprivation 

directly: “In the last 12 months, did you ever skip medicine, postpone care, or go without 

food or utilities because of cost?” This gets you closer to the lived reality than a 

threshold number. 

3.1.c Life-course drivers of late-life poverty and inequality 

Income in later life reflects decades of opportunities and barriers. Four patterns show up 

again and again: 

1. Earnings histories and benefit design. Social Security benefits are tied to 

lifetime covered earnings; years out of the labor force, part-time work, or low-

wage jobs translate into smaller benefits. Market shifts from defined-benefit 

pensions to defined-contribution plans increased exposure to investment risk late 

in life (Poterba, Venti, & Wise, 2011). 

2. Gender and caregiving. Women’s lifetime earnings are often lower due to wage 

gaps and unpaid caregiving—childrearing, care for disabled relatives, and later 

spousal care. Widowhood and divorce compound risk (Entmacher, Frohlich, & 

Robbins, 2016). 

3. Race, ethnicity, immigration, and discrimination. Structural racism in labor, 

housing, credit, and education produces lower earnings, lower wealth, and higher 

late-life economic risk for many Black, Hispanic/Latino, American Indian/Alaska 

Native, and some immigrant elders. Wealth gaps remain large even after income 

is held constant (Bhutta, Chang, Dettling, & Hsu, 2020). 

4. Health shocks and disability. Disability reduces earnings and raises costs; late-

life medical events (stroke, cancer) drain savings quickly, especially when long-

term services and supports (LTSS) are needed and not covered by Medicare 

(Kaye, Harrington, & LaPlante, 2010). 

Naming these patterns is not about blame; it’s about accuracy. It helps clients see their 

situation in context and accept assistance without shame. 

3.1.d What poverty looks like day to day 



Poverty in later life is practical. It looks like staying in a walk-up because the elevator 

building is $200 more per month. It looks like a working phone with no data plan, 

making telehealth impossible. It looks like rationing insulin; taking blood pressure pills 

every other day; choosing food that fills the stomach but worsens diabetes; running a 

space heater in one room and wearing a coat at home; turning down invitations 

because bus fare is a luxury. It looks like digital exclusion—no device, no broadband, 

no training—limiting access to health systems, benefits portals, and loved ones (Czaja, 

Boot, Charness, & Rogers, 2018). 

Clinically, material hardship masquerades as “nonadherence” or “poor motivation.” 

When you hear “missed appointments,” ask why: transportation? copays? caregiving 

conflicts? low trust? system complexity? This is not a soft add-on; it is central to 

treatment planning. 

3.1.e Social insurance and the safety net (what actually helps) 

A brief map of the major income-support and cost-reduction programs you will 

encounter: 

• Social Security (OASI/SSDI). Primary income for many elders; survivors and 

spousal benefits matter for widows/widowers (SSA). 

• SSI (Supplemental Security Income). Cash assistance for low-income elders 

and disabled adults with limited assets. Often the gateway to Medicaid. 

• Medicare + “wraps.” Medicare is vital, but medical out-of-pocket costs can be 

high. Key wraps: 

o Medicare Savings Programs (QMB, SLMB, QI): pay Part B premium 

and sometimes copays/deductibles for low-income beneficiaries. 

o Extra Help/Low-Income Subsidy: reduces Part D drug costs. 

o Medicaid (full scope or Medically Needy): covers LTSS and fills gaps for 

those who qualify. 



• SNAP (food), Senior Farmers’ Market Nutrition Program, Meals on 
Wheels/congregate meals (Older Americans Act). 

• Housing supports: Housing Choice Vouchers, public housing, project-based 

Section 8; plus local property tax relief/deferral programs for homeowners. 

• Utilities: LIHEAP (energy assistance), local utility discount programs. 

• Transportation: paratransit; discounted transit fares; volunteer driver programs; 

non-emergency medical transportation via Medicaid. 

• Veterans benefits: VA pension, Aid & Attendance, VA health coverage. 

• Kinship care supports for grandparents raising grandchildren (state/county 

programs, TANF child-only grants). 

Eligibility rules are complex. The most efficient pathway is often through a benefits 
navigator at an Area Agency on Aging, State Health Insurance Assistance Program 

(SHIP), legal aid, or a trusted community organization (Schulz & Eden, 2016). As 

clinicians, our leverage is to screen, normalize, and warm-handoff. 

3.1.f Clinical assessment and practice moves 

• Ask without shame. “Many people are juggling medical costs, food, and rent. 

What bills worry you most this month?” “Have you ever cut pills or skipped care 

because of cost?” Keep your tone matter-of-fact. 

• Screen for hardship. Use two or three items: food insecurity (“In the last 12 

months, did you worry food would run out before you had money to buy more?”), 

utilities shut-off risk, transportation barriers, and skipped medications due to cost. 

• Document what helps eligibility. Clearly record functional limitations, frequency 

of assistance needed with ADLs/IADLs, and medical necessity for equipment or 

home supports; this documentation often unlocks programs. 

• Make one call together. Sit with the client to call SHIP, the AAA, or legal aid. 

Schedule the next step before the session ends. 



• Address financial exploitation. Ask directly: “Anyone pressuring you about 

money or accounts?” Follow state reporting laws when you suspect abuse or 

exploitation. 

• Name the context out loud. “You’re not failing; the math doesn’t work. Let’s 

widen the support so your plan fits your budget.” 

 

Vignette 1 — “The Thursday Spreadsheet” 

Mrs. Watkins, 79, lived alone on Social Security and a small survivor benefit. Her rent 

climbed after a building sale. She rationed metformin and skipped a cardiology visit 

because “the bus transfer is too much and the office fee is embarrassing.” Her chart 

said “medication nonadherence.” When asked about cost she shrugged: “I’ll be fine.” 

After some silence she added, “I don’t want to sound like I can’t manage.” 

We spread the bills on the table and made a plain list—rent, food, medications, phone, 

electric. Her Medicare Part B premium came out of her check; a Medicare Advantage 

plan had seemed cheaper at sign-up, but between copays and out-of-network surprises 

her out-of-pocket costs were unpredictable. The clincher was a $164 monthly Part B 

premium she didn’t know could be covered for low-income beneficiaries. 

We called SHIP on speaker. The counselor screened her for a Medicare Savings 
Program (QMB) and Extra Help for Part D. Together they completed an application. 

We also called the local AAA; within a week a case manager enrolled her in Meals on 
Wheels and placed her on the Housing Choice Voucher waitlist; while waiting, the 

case manager helped submit a request for a modest rent rebate offered by the city to 

older tenants. Her PCP documented diabetic neuropathy and frequent assistance needs 

for shopping and meal prep. 

Two weeks later, the SHIP counselor confirmed approval for QMB—the state would now 

pay her Part B premium and cover Medicare deductibles/copays. Extra Help dropped 

her insulin copay substantially. Thursday became “paper day”; she and a neighbor kept 

a simple spreadsheet on a yellow pad—due dates, who to call, what changed. At follow-



up, her A1c improved and her blood pressure steadied. She still didn’t like asking for 

help. She liked the Thursday spreadsheet. “It makes me feel like the forewoman,” she 

said. She wasn’t more motivated; she was less cornered (Renwick & Fox, 2016; 

Schulz & Eden, 2016). 

 

Vignette 2 — “The Open Door Garage” 

Mr. and Mrs. Ruiz, 67 and 64, had two grandchildren, 9 and 12, move in after their 

daughter entered treatment. Overnight, their two-person Social Security budget 
became a family budget. Mr. Ruiz still did small engine repairs in his garage; Mrs. Ruiz 

managed the school morning routine and took a part-time custodial job. Money ran tight. 

They borrowed against a car title, then fell behind on utilities and cut Mrs. Ruiz’s blood 

pressure medication in half. When the school counselor called to say the kids were 

dozing in class, Mrs. Ruiz said, “Everybody’s doing their best. There’s just more month 

than money.” 

We began with a kinship care map. The social worker at the school connected them to 

a kinship navigator who helped file for a child-only TANF grant and enroll the 

children in free school meals year-round. The navigator also set up a meeting with 

legal aid to start temporary guardianship so the grandparents could make school and 

health decisions. We called the utility company together and placed them on a 

senior/medical arrearage forgiveness plan tied to on-time payments; LIHEAP covered 

part of the winter bill. The Area Agency on Aging case manager arranged respite 
vouchers so Mrs. Ruiz could attend a blood pressure class and a Saturday nap without 

watching the clock. 

We looked at the garage income. Mr. Ruiz wanted to stay busy but was taking 

underpriced repair jobs for neighbors out of guilt. We scripted a sentence he could say 

without shame: “I charge $40 an hour for small engines; I’ll do two a week.” He taped 

the sentence above his bench. Within a month, the budget had rules and the house had 

fewer arguments. At a medical visit Mrs. Ruiz admitted she had not told the doctor she 

was cutting pills because she didn’t want to be scolded. We wrote it plainly in the chart: 



“Medication nonadherence due to cost; now resolved with assistance.” Being 

honest about money changed the tone of her care. 

 

Vignette 3 — “The Two-Bus Problem” 

Mr. Henry, 72, was newly widowed and living in a suburban apartment after his landlord 

sold their longtime duplex. The nearest grocery store was two bus transfers away; a taxi 

would cost a third of his weekly food budget. He started buying shelf-stable food at the 

gas station and lost ten pounds in three months. He missed a cardiology visit for 

“stomach upset,” but the truth was he feared getting lost on transfers. He also had a flip 

phone and no data plan; the patient portal and telehealth were out of reach. 

We layered transportation and food supports. The clinic social worker completed a 

paratransit application with him, citing mobility limits and fatigue; approval meant door-

to-door rides for medical visits. We connected him with a volunteer driver program at a 

nearby faith community for twice-monthly grocery trips. He qualified for SNAP after a 

quick screen; the AAA case manager arranged a weekly congregate meal at the senior 

center and showed him the bus route once, riding along and then watching him navigate 

it the next week. A tech volunteer helped him apply for a discounted broadband 

program and provided a basic tablet with a one-page guide; we scheduled a training 

session specifically for the patient portal. With the first paratransit ride under his belt, he 

exhaled: “I can do this if someone shows me once.” His weight stabilized, his clinic 

attendance improved, and his daughter—out of state—stopped fearing every unknown 

number on her phone (Czaja et al., 2018). 

 

3.1.g Ethics, equity, and advocacy 

Talking about money is clinical care. Treat it with the same seriousness you bring to 

medication reconciliation. Equity must be explicit: communities differ in access to safe 

housing, trustworthy institutions, and fair work. Ask about language, immigration 

concerns, and discrimination experiences; provide interpreters trained in health settings; 



partner with culturally grounded organizations that already have trust. Protect against 

financial exploitation and scams by asking routinely and reporting as required, while 

supporting autonomy. Finally, advocate upstream: for age-friendly housing and transit, 

for language access, and for benefits systems that are navigable without a lawyer. 

 

 

3.1.i Tools & Handouts (Printables) 

TOOL 1 — 5-Minute Financial Hardship Screen (Clinic or Home Visit) 

Purpose: Catch cost barriers early; normalize the conversation. 

Say this (script): 
“Many people juggle rent, food, and medicine. I ask everyone a few quick questions so 

your care fits your budget.” 

Ask (check all that apply): 

☐ In the past 12 months, did you ever skip medicine or take less because of cost? 

☐ In the past 12 months, was there a time you ran out of food or worried food would 

run out before you had money to buy more? 

☐ Any utility shut-off notices or trouble paying heat/electric/water? 

☐ Any missed appointments due to transportation or copays? 

☐ Any internet/phone limits that make telehealth or portals hard? 

☐ Anyone pressuring you about money or your accounts? 

Next step (circle one): 
– Benefits navigator referral (AAA / SHIP / Legal Aid) • – Social worker warm handoff • – 

Same-day transport/meds plan • – APS consult (if exploitation suspected) 

 

TOOL 2 — Cost Barriers Script & EHR Documentation Phrases 



Normalize & invite: 
“Prices are high and plans are confusing. What bill worries you most this month?” 

“If the plan costs more than the budget, that’s our plan’s problem—not yours. Let’s fix 

the plan.” 

Document clearly (copy/paste): 

• Barrier: “Medication nonadherence due to cost; patient rationing insulin. Notified 

prescriber; benefits referral placed.” 

• Transport: “Missed cardiology due to 2-bus transfer + $40 taxi cost; paratransit 

app initiated; volunteer driver program warm handoff.” 

• Utilities: “Heat shut-off notice; LIHEAP referral; letter of medical necessity 

uploaded.” 

• Digital: “No data plan; clinic message inaccessible; digital navigator referral.” 

 

TOOL 3 — Benefits Quick-Triage Map (Fill Together in 10 Minutes) 

Who to call first: 

• AAA (Area Agency on Aging) – case management, meals, housing lists 

• SHIP – Medicare, Extra Help (LIS), Medicare Savings Programs (QMB/SLMB/QI) 

• Legal Aid – POA/guardianship, benefits denials/appeals, housing issues 

Person’s current income sources: 
□ Social Security OASI □ SSDI □ Pension □ Wages □ None 

Likely adds to screen now: 

• SSI (very low income/assets) → gateway to Medicaid 

• Medicare wraps → QMB/SLMB/QI (pays Part B ± copays); Extra Help for Part 

D 

• SNAP; Meals on Wheels / Congregate Meals 



• Housing → HCV voucher / public or project-based housing; property-tax relief 
(owners) 

• Utilities → LIHEAP; senior discount/arrearage forgiveness 

• Transport → Paratransit; discounted senior fare; volunteer driver 

• Veterans → VA health, Pension, Aid & Attendance 

• Kinship care → Child-only TANF; guardianship help 

Notes / applications started today: 

 

 

TOOL 4 — Warm Handoff Checklist (Navigator / SHIP / Legal Aid) 

Before calling: 

☐ Verbal consent to share basic info 

☐ One-sentence goal (e.g., “Reduce drug costs; lost coverage this month”) 

☐ Key facts: income range, housing situation, top 3 bills, meds list 

On the call: 

☐ Introduce client; state the goal; ask for next concrete step 

☐ Book follow-up date/time while on the phone 

After the call: 

☐ Add summary to chart with contact name/number 

☐ Give client a one-page “What happens next” sheet (dates, documents to gather) 

Consent sentence (copy/paste): 
“[Name] consents to share limited financial/health info with [Agency] today to obtain 

benefits support.” 

 

TOOL 5 — Income–Expense Snapshot (One-Page Budget Triage) 



Monthly IN: Social Security $_____ + Pension $_____ + Wages $_____ + Other 

$_____ = $_____ 

Monthly OUT: 
Rent/Mortgage $_____ • Utilities $_____ • Phone/Internet $_____ • Food $_____ 

Meds/Co-pays $_____ • Transport $_____ • Debt $_____ • Other $_____ 

Shortfall/Surplus: $_____ 

Plan for the shortfall (pick 3 today): 

1. __________________________________________ (by //__) 

2. __________________________________________ (by //__) 

3. __________________________________________ (by //__) 

 

TOOL 6 — Medication Affordability Pathway (Stepwise) 

1. Right med, right tier: Generic? Covered? Consider therapeutic alternatives in 

lower tiers. 

2. Pharmacy strategy: 90-day supply; mail-order; pharmacy discount programs; 

check $4 lists where appropriate. 

3. Plan optimization: Review Extra Help eligibility; check for QMB/SLMB/QI to 

relieve Part B costs and free cash for meds. 

4. Manufacturer/340B options: If brand-only, consider assistance programs or 

340B clinics. 

5. Prescriber note: Prior auth with specific clinical rationale; document 

failures/intolerance. 

6. Bridge supply: Short-term samples or emergency fills where permitted. 

Chart phrase: “Medication cost barrier → switched to covered equivalent; applied for 

Extra Help; 90-day mail order initiated.” 



 

TOOL 7 — Transport & Food Access Builder 

Transport plan: 

• Paratransit app submitted on //; eligibility decision by // 

• Volunteer driver program: contact __________; rides scheduled (yes/no) 

• Senior fare card set up (yes/no) • First two accompanied trips: dates //, // 

Food plan: 

• SNAP applied on //__ • Meals on Wheels / Congregate Meals start date //__ 

• Grocery run schedule: Day/Time __________ • Who goes: __________ 

• Backup (illness/weather): delivery service / neighbor / faith group contact 

__________ 

 

TOOL 8 — Digital Inclusion Starter Pack (Devices + Data + Training) 

Barrier identified: ☐ No device ☐ No data ☐ Skills/trust 

Plan: 

• Device: ☐ Tablet ☐ Smartphone ☐ Loaner program 

• Data: ☐ Discounted broadband ☐ Hotspot ☐ Family plan add-on 

• Training: ☐ One-to-one (dates //, //) ☐ Printed one-pager with screenshots (font 

≥16) 

• Support person: Name/number __________ (tech volunteer or family) 

• Health set-up: ☐ Patient portal bookmarked ☐ Telehealth test call scheduled 

Note to chart: “Digital access barrier addressed; device + data + two trainings 

arranged; portal tested.” 



 

TOOL 9 — Financial Exploitation: Red Flags & Response 

Red flags: 
• New “helper” controlling mail/phone/visits • Unpaid bills despite adequate income 

• Sudden bank changes or large withdrawals • Client seems coached or fearful 

• Pressure to sign documents • Caregiver resists private conversation 

Ask (private, calm): 
“Is anyone asking you for money or access to your accounts in a way that worries you?” 

“Has anyone taken something from you without permission?” 

If concern is present: 

1. Ensure safety; speak privately; validate feelings. 

2. Report per state law (Adult Protective Services / law enforcement). 

3. Stabilize finances: bank fraud dept.; freeze card; change direct deposit; involve 

trusted POA if valid. 

4. Document facts neutrally; avoid labels until investigated. 

5. Loop in social worker/legal aid for protection orders or restitution steps. 

 

TOOL 10 — The “Thursday Spreadsheet” (Paper or Simple Excel) 

Why: One weekly 20-minute session reduces chaos and shame. 

How to run it: 

• Pick Thursday (or any day) at a set time. 

• Columns: Bill/Task | Amount | Due date | Who to call | Status | Notes 

• Keep agency phone numbers on the same sheet. 

• Celebrate small wins (a call made, a fee waived, an approval letter). 



Starter row examples: 

• “Medicare Savings Program – call SHIP – ask about QMB status – due: Friday” 

• “Paratransit application – check decision date – call if no letter by 2 weeks” 

• “SNAP interview – gather IDs and bank statement – Tuesday 10 a.m.” 

 

 

3.2 Family Relations 

3.2.a Position in the Family 

Later life often rearranges where an older adult “sits” in the family system. Roles that felt 

self-evident—host, fixer, driver, historian, payee—can shift quickly with retirement, 

illness, widowhood, or a move. The change is not only practical; it can alter a person’s 

authority, privacy, and dignity. Family systems perspectives help us see patterns under 

stress: triangles form, alliances harden, and people cope by either moving closer than is 

comfortable or farther away than is helpful (Bowen, 1978; Kerr & Bowen, 1988). 

Intergenerational work adds nuance: families carry both solidarity (affection, 

agreement, help, contact) and tension at the same time; ambivalence is the rule, not 

the exception (Bengtson & Roberts, 1991; Silverstein & Bengtson, 1997; Lüscher & 

Pillemer, 1998). 

Aging can push an older adult to the edge of decision-making just when their 

preferences matter most. Sometimes the shift is inadvertent—a well-meaning adult child 

becomes a gatekeeper to information and visitors. Sometimes it is structural—finances 

or transportation change who has leverage. Stepfamilies add other layers: obligations 

flow along lines of history and loyalty as much as genetics (Ganong & Coleman, 2017). 

Across cultures, “family” may include neighbors, godparents, or congregation members 

who have provided decades of practical and emotional care; ignoring these ties erases 

real authority. The convoy model is useful here: people move through life surrounded by 

inner and outer circles of support that change with time; what we see in clinic is a 

moving picture, not a static map (Antonucci, Ajrouch, & Birditt, 2014). 



Our clinical task is to clarify roles without shaming anyone. A short genogram and a 

“roles grid” (who drives, who handles money, who accompanies to appointments, who 

brings joy) make invisible labor visible (McGoldrick, Gerson, & Petry, 2008). We ask 

directly whose voice counts on which decisions, and we bring the older adult’s values to 

the front of the room. Ambivalence is normalized: “You can be grateful and still angry; 

love and resentment ride in the same car” (Lüscher & Pillemer, 1998). Safety, autonomy, 

and connection are negotiated rather than assumed. 

Vignette — “The Porch and the Gate” 

Ms. Delgado, eighty-one, moved into her son Tom’s home after a fall. Tom installed 

cameras, set up medication alarms, and began answering her phone “to save her the 

trouble.” Ms. Delgado stopped inviting friends over. On our first visit she said softly, “I 

feel like a guest in my own day.” Tom, earnest and tired, said, “I just want her safe.” We 

drew a three-column “roles grid.” Tom discovered he now held twelve of fifteen tasks; 

Ms. Delgado held one—feeding the cat—and resented that even the mail went through 

him. 

We brought position into view without accusation. What did Ms. Delgado want most? 

“My porch, my friends, and the church bulletin, not the app.” What did Tom fear most? “A 

second fall and not catching it.” We wrote two experiments. First, the “porch hour”: 10–

11 a.m. daily with the camera off, a neighbor invited for coffee, and Ms. Delgado’s 

phone in her own hand. Second, “gate questions” for Tom to ask before stepping in: “Is 

she unsafe? Is this my anxiety?” We added a monthly family meeting to adjust chores—

Tom kept the night medications; Ms. Delgado reclaimed the mail and Sunday plans. 

Two months later, falls had not increased; smiles had. Tom admitted the cameras were 

partly for his fear. Ms. Delgado said, “I can breathe on my porch again.” Position 

changed from “guest” to “host-with-backup.” The family system loosened (Bowen, 1978; 

Antonucci et al., 2014). 

 

3.2.b Marital Roles and Relationships 



Partnerships in later life are shaped by the same ingredients as earlier—attachment, 

fairness, communication—and also by new contexts: retirement, health changes, 

caregiving, adult children’s expectations, stepfamily obligations, and the economics of 

fixed income. Many couples report stable or rising satisfaction after retirement when 

health is manageable and daily routines feel purposeful together; others feel crowding 

as two people occupy the same small spaces with mismatched rhythms (Story et al., 

2007). Traditional divisions of labor often need renegotiation. Equity theory still matters: 

when one partner perceives chronic unfairness, distress rises, even if both are “trying 

hard” (Karney & Bradbury, 1995). Dyadic coping literature shows that couples who treat 

stress as our problem (not “yours/ mine”) fare better (Bodenmann, 2005). Sexual 

intimacy remains important for many, but the forms often change; couples do better 

when pleasure and closeness are defined more broadly than performance (NAMS, 

2020). 

Caregiving can strain identity and attachment at once—one partner becomes patient 

and nurse, and both grieve the shift (Schulz & Eden, 2016; Boss, 2006). Role captivity 
(“I can’t leave, but I can’t do this”) and moral distress (“If I loved them enough, I 
wouldn’t feel resentful”) are common. Naming the bind reduces shame and 
makes room for problem-solving and acceptance. Stepcouples in later life navigate 

loyalties to adult children and grandchildren, property and inheritance questions, and 

differing expectations about holidays and caregiving. Clear agreements prevent 

resentments from becoming chronic injuries (Ganong & Coleman, 2017). 

3.2.b.1 Therapy for Aged Couples 

Couples therapy in later life uses the same evidence-based frameworks with thoughtful 

adaptations. EFT (Emotionally Focused Therapy) helps partners surface attachment 

needs (“I want to feel you here when my body scares me”) and respond with accessible, 

responsive, engaged moves (Johnson, 2004). Integrative Behavioral Couple Therapy 
(IBCT) blends acceptance with targeted change, inviting partners to stand together 

against the pattern rather than against each other (Jacobson & Christensen, 1996). 

Gottman-informed skills—softened startup, turning toward bids, repair attempts, and 

building a culture of appreciation—translate well when pace and homework are adjusted 

Test Question
41) Which statement best reflects the chapter’s guidance on couples facing health-related strain?� Answer: Name role captivity and moral distress to reduce shame and open problem-solving

Test Question
42) Which therapy framework helps partners surface attachment needs (“I want to feel you here when my body scares me”) and respond with accessible, responsive, engaged moves 
Answer:   EFT (Emotionally Focused Therapy) 



(Gottman & Silver, 1999). For some pairs, problem-solving therapy around daily 

routines (meds, meals, night waking) is the most urgent work, with emotion work 

layered in once the day is smoother. 

Assessment is practical: hearing, vision, and pace; memory and attention (brief screens 

when needed); medication effects on sleep and libido; pain and fatigue; safety and any 

history of intimate partner violence. Sessions are structured, shorter if fatigue is an 

issue, with written summaries in large font. We schedule homework as “micro-rituals” 

that fit energy: a ten-minute tea without phones, a nightly gratitude exchange, a weekly 

pleasure plan not dependent on intercourse. When caregiving dominates, we spend 

time separating care tasks from couple time, finding one protected pocket each week 

that is not about symptoms. We also include adult children or helpers in a brief meeting 

to redistribute tasks so partners can spend at least some time as partners again. 

Vignette — “Two Chairs, One Clock” 

Mr. and Mrs. Park, 79 and 77, married fifty-four years, began arguing after his 

retirement. He liked to wake at five and read; she liked to sleep until eight and talk over 

a slow breakfast. When his Parkinson’s symptoms advanced, night waking and stiffness 

added friction. “We used to be a team,” she said. “Now I’m the foreman and he’s the 

job.” He stared at the floor: “I miss being your equal.” In session we slowed the cycle: 

her anxious checking led to his withdrawal, which increased her checking. We used 

EFT to surface the softer message: “When you don’t look up, I tell myself I’m alone in 

this,” she said. He answered, “When you check me, I feel like I’ve failed already.” 

We wrote a two-part plan. Change moves: a visible morning schedule on the fridge: 5–

7 a.m. quiet reading for him; 7–7:30 meds/coffee; 7:30–8 porch time together; 8–9 

shower with grab bars and a shower chair to reduce struggle. A neighbor learned 

transfers so Mrs. Park could have one morning off weekly. Acceptance moves: a 

nightly “10-word check-in” (“What felt close today?”) and a rule: no problem-solving 

during the first cup of coffee. We added one pleasure ritual weekly—hands lotion 

massage with music—for closeness without performance pressure. Three weeks later 

arguments dropped. “We still have Parkinson’s,” she said, “but we have mornings 

Test Question
43) Which paired intervention reduced conflict for the Parks?�Answer:  Change moves and Acceptance moves 



again.” The dyad had re-emerged (Johnson, 2004; Jacobson & Christensen, 1996; 

Bodenmann, 2005). 

 

3.2.c The Elderly as Parents to Their Grandchildren 

Grandparent caregivers are increasingly common. Reasons vary—parental substance 

use, mental illness, incarceration, death, military deployment, or economic crises—but 

the pattern is the same: older adults step in, often suddenly, to stabilize a child’s world 

(Hayslip & Kaminski, 2005; Hayslip, Fruhauf, & Dolbin-MacNab, 2019). The strengths 

are obvious—continuity, culture, love; so are the stressors—money, legal authority, 

navigating schools and health systems, and fatigue. Many grandparents report joy and 

renewed purpose alongside loss of freedom and health strain; boundary ambiguity—

“Am I the grandparent or the parent?”—is common and increases conflict unless roles 

are named (Boss, 2006). 



Children in kinship care frequently arrive with trauma and school disruption; they need 

stable routines, trauma-informed schools, and predictable caregiving. Grandparents 

need legal standing to enroll children in school and consent for care; they need income 

supports (child-only TANF, SNAP), housing that fits a family, respite, and help with the 

digital world of portals and permission forms. Kinship navigator programs and school-

based social workers are essential bridges. Cultural context matters: in many 

communities, grandparent caregiving is a long-standing norm and a source of pride; 

recognizing that identity reduces stigma and invites support without shame. 

Vignette — “Wednesday Spelling, Saturday Nap” 

Mrs. Jefferson, sixty-eight, took custody of her 8-year-old grandson after her daughter 

entered treatment. “I love him,” she said. “I did not plan on third-grade math again.” 

Their two-person Social Security budget snapped under school clothes, snacks, and 

bus fares. The school sent notes about tardies; the pediatrician’s portal wanted 

passwords she did not know. In our first visit she said, “I’m failing him,” and then, “I don’t 

know the steps.” 

We built steps. The school social worker arranged a meeting where a kinship navigator 

helped Mrs. Jefferson file for temporary guardianship, enroll the boy in free breakfast 
and lunch, and request a 504 plan for attention problems. A legal aid clinic helped start 

a child-only TANF grant. We scheduled “Wednesday Spelling,” a 20-minute routine 

after dinner, and a “Saturday Nap,” a two-hour respite arranged with a church 

grandmother network—no errands allowed. Mrs. Jefferson’s doctor wrote a letter noting 

her knee osteoarthritis and lifting limits, which later supported a rent adjustment for a 

ground-floor unit. We helped her set up the clinic portal in person and left a large-font 

instruction sheet. Six weeks later she said, “I am not failing him. I am learning the 

steps.” Her blood pressure improved; the tardies ended; the boy began bringing home 

drawings of “Grandma’s House,” labeled with a door and a bed (Hayslip et al., 2019; 

Schulz & Eden, 2016). 

 

Clinical through-lines 



Across these subsections the same habits matter. We ask, “Whose voice is missing?” 

and then bring it in. We translate love and worry into routines with names and times. We 

look for ambivalence and treat it as information rather than disloyalty. We put legal and 

financial scaffolding under care so relationships can breathe. And we return to the 

couple or the elder’s position, not just the tasks, because dignity and belonging are 

health interventions in their own right (Bengtson & Roberts, 1991; Lüscher & Pillemer, 

1998; Schulz & Eden, 2016). 

 

3.3 Community Participation 

3.3.a Work 

Work in later life is about income, structure, identity, and social ties. Many adults choose 

bridge employment (part-time/contract roles after retirement) or “encore” work aligned 

with values (Wang, Henkens, & van Solinge, 2011; Moen, 2016). Health and flexibility 

predict success more than age per se; schedules, task redesign, and ergonomic tweaks 

keep people in roles they enjoy (Ilmarinen, 2006). Ageism is a barrier—assumptions 

about speed or tech skills reduce opportunities even when performance is strong 

(Posthuma & Campion, 2009). 

Clinical moves: ask what work provided besides money (routine, purpose, people); 

help translate those elements into paid or unpaid roles; screen for exploitative “gig” 

arrangements; refer to benefits counselors so earnings don’t inadvertently jeopardize 

crucial programs. 

Vignette—Bridge Shift: 
Mr. Ortega, 70, missed his warehouse team but not the night shifts. A job coach 
matched him with a morning receiving desk and a stool. He kept the camaraderie 

and lost the back pain. 

 

3.3.b Social Relationships 

3.3.b.1 With Age-Peer Friends and Neighbors 

Test Question
44) Which single ergonomic change helped Mr. Ortega keep camaraderie without the pain (Vignette)?�Answer:  A morning receiving desk and a stool



Age-peer ties often supply reciprocity and ease: shared references, similar pacing, and 

mutual caretaking. Proximity matters—hallway chats and porch waves build collective 
efficacy that protects health (Antonucci, Ajrouch, & Birditt, 2014; Sampson, 

Raudenbush, & Earls, 1997). 

Clinical moves: map nearby people and low-effort touchpoints (weekly coffee on the 

stoop; “hallway hello” routine); check for mobility, hearing, and lighting barriers that 

block casual contact. 

Vignette—Mailbox Minutes: 
Ms. Wu, 82, set her mail pick-up to 11 a.m. because two neighbors passed then. Ten 

minutes of predictable chat improved her mood scores. 

3.3.b.2 Participation in Community Groups 

Interactive, skills-based groups (choirs, walking clubs, garden crews) reduce loneliness 

more than passive lectures (Cattan, White, Bond, & Learmouth, 2005; Masi, Chen, 

Hawkley, & Cacioppo, 2011). Roles matter: being the person who unlocks the room or 

keeps attendance boosts belonging. 

Clinical moves: prescribe a specific group with date/time; arrange a warm handoff to 

a leader; plan the second visit before the first one happens to build momentum. 

Vignette—Tuesday Keys: 
After joining a line-dancing class, Mrs. James became the key-holder who arrived ten 

minutes early. Attendance rose—and so did her step count. 

3.3.b.3 Participation in Senior Centers 

Test Question
45) Ms. Wu scheduled her daily social contact around what specific time?�Answer:  11 a.m.



Senior centers and multipurpose aging hubs offer meals, benefits counseling, 

movement classes, and peer leadership. Outcomes improve when offerings are co-

designed with participants and transportation is built in (NASEM, 2020). 

Clinical moves: ask what would make a first visit easy (ride, buddy, clear schedule); 

note cultural/linguistic fit and sensory needs (amp, captions, seating). 

Vignette—Captioned Bingo: 
Mr. Singh avoided the center until the director added captions to the movie hour and 

chai at intermission. He now attends twice weekly. 

3.3.b.4 Participation in Retirement Homes/Communities 

Naturally Occurring Retirement Communities (NORCs), “Villages,” and CCRCs can 

expand bonding (close ties) and bridging (new ties) capital when programming 

encourages contribution, not just consumption (Greenfield, 2012; WHO, 2007/2018). Fit 

varies by personality, culture, cost, and design. 



Clinical moves: align the choice with values (quiet vs. bustling; intergenerational vs. 

age-segregated); trial days help. Ask about governance—resident councils predict voice 

and satisfaction. 

Vignette—Tool Cart: 
At a CCRC, Mr. Lopez started a weekly “Fix-It Hour.” People came for lamp repairs and 

stayed to talk. 

 

3.3.c The Elderly as Students 

Learning sustains identity, cognition, and networks. Community colleges, libraries, faith 

centers, and Osher Lifelong Learning Institutes offer low-cost courses. Education 

supports cognitive reserve and mood, especially when it is active and social (Stern, 

2012; Morrow-Howell, Hong, & Tang, 2009). Tech-training programs work when they 

provide a device, data, paced teaching and human help (Czaja, Boot, Charness, & 

Rogers, 2018). 

Clinical moves: ask, “What would you enjoy learning or teaching?”; pair first classes 

with a buddy; check hearing/vision and provide large-font directions; celebrate 

completion with something tangible (a certificate on the fridge). 

Vignette—Grandson’s Classmate: 
Ms. Alvarez, 76, joined a Saturday Spanish-for-heritage-speakers course at the library. 

Her grandson helped with the app; she helped him with idioms. Their weekly study date 

kept them both coming. 

 

 

 

3.4 Leisure Skills 

3.4.a Development of Leisure Patterns 

Test Question
46) Tech programs reduce isolation for elders when they include which full package?�Answer:  A device, data, paced teaching and human help



Leisure in later life is not filler time; it is a health behavior and a social intervention. 

Patterns of activity—what people do for pleasure, learning, service, or quiet—shape 

mood, mobility, cognition, sleep, and belonging. Many older adults discover that leisure 

needs skills: how to choose, start, adapt, and sustain activities in the context of 

changing bodies, budgets, neighborhoods, and roles. Our job is to help people build 

those skills and the environments that support them. 

How leisure patterns form—and how they can change 

Across the life course, leisure tends to echo earlier roles and preferences—what 

Continuity Theory predicts—yet it also adapts to new realities through selection, 

optimization, and compensation (Atchley, 1989; Baltes & Baltes, 1990). Someone who 

loved teaching may find themselves mentoring at a library; a gardener with knee pain 

might shift to raised beds and seed starts at the kitchen table. It helps to name the 

essence of an activity (creating, caring, competing, learning, calming, worshipping) and 

then redesign the form to fit current capacity and context. 

Leisure scholars distinguish casual leisure (restorative, low-skill pleasure like music 

listening or birdwatching), serious leisure (absorption in a hobby with skill development 

and community, like photography or quilting), and project-based leisure (time-limited 
efforts such as compiling a family cookbook or staging a neighborhood clean-up) 

(Stebbins, 2007). A healthy week usually mixes all three. “Serious leisure” often supplies 

identity and friends; “casual” restores; “projects” create momentum and pride. 

A key psychological ingredient is flow—being fully engaged in a task that is challenging 

but doable, with clear goals and feedback (Csikszentmihalyi, 1990). In practice, flow 

appears when the activity is matched to ability and supported by the right tools, pace, 

and environment. When a person says, “Time passed and I felt like myself,” you have 

found it. 

Why it matters for health 

• Mental health & cognition. Regular leisure participation—especially learning, 

arts, and social volunteering—is associated with better mood and cognitive 

Test Question
47) Which term fits “time-limited efforts such as compiling a family cookbook”?�Answer:  Project-based leisure



outcomes via cognitive stimulation, purpose, and social contact (Stern, 2012; 

Fancourt & Finn, 2019; Morrow-Howell, Hong, & Tang, 2009). 

• Physical function. Even light-to-moderate activity (gardening, dancing, tai chi, 

walking groups) improves balance, endurance, and cardiometabolic markers and 

supports sleep (U.S. Department of Health and Human Services [HHS], 2018). 

• Meaning & networks. Volunteering and group-based pursuits can reduce 

loneliness and are linked to better self-rated health when roles feel useful and 

regular (Jenkinson et al., 2013; Cattan, White, Bond, & Learmouth, 2005). 

Common barriers—and how to work with them 

Real obstacles include pain, fatigue, caregiving demands, transportation, money, 

disability access, and internalized ageism (“I’m too old to start”). The leisure 

constraints literature suggests people succeed when they learn to negotiate 
constraints—altering timing, tools, partners, or location rather than abandoning the 

goal (Crawford, Jackson, & Godbey, 1991). Habit research adds that small, repeated 

actions tied to a cue (same day/time/place) are more sustainable than “I’ll do it when I 

feel like it” (Lally et al., 2010). Built environments and programs matter too: benches, 

lighting, captions, large-print instructions, sliding-scale fees, and volunteer 

transportation increase participation—these are features of age-friendly design (World 

Health Organization [WHO], 2007/2018). 

Clinically, we can treat leisure like medication: identify the indication (purpose, mood, 

mobility, connection), select a formulation (activity type), set dose and schedule, 

anticipate side effects (fatigue, soreness, shyness), and plan supports (buddy, device, 

transport, adaptive gear). We also normalize being a beginner. 

Vignette — “The Saturday Woodshop” 

Mr. Ellis, 74, was a retired electrician with shoulder arthritis and a tight budget. After his 

wife died, Saturdays felt empty. He said, “I’m not a ‘group guy,’ and I can’t lift like I used 

to.” We mapped what he missed: measuring twice, solving problems, the sound of tools, 



and joking with co-workers. That is serious leisure in search of a new form (Stebbins, 

2007). 

We started with constraints. Pain/fatigue: OT suggested a forearm support, lighter drill, 

and a clamp system to replace overhead work. Transport: the community makerspace 

was two bus stops away; a volunteer driver from the senior center offered two 

Saturdays a month. Money: the shop had a low-income pass; we arranged it. Shyness: 
he agreed to a “project-based” start—repairing a neighbor’s broken lamp with a staff 

mentor present. 

We set a dose: two hours, every other Saturday at 10 a.m., for six weeks, with a 

check-in call after each visit. Week one he mostly watched and sorted hardware. Week 

two he stripped a lamp cord. Week four he taught a teenager to use a multimeter. He 

began keeping a simple log—project, time, who he met. He said, “Feels like work, but in 

a good way.” His PHQ-9 dropped; he started a midweek “casual” activity—YouTube 

luthier videos with captions—and a project-based plan: building a simple cedar 

birdhouse for the courtyard. “I can’t do ceilings,” he said, “but I can still build a corner of 

the world.” His pattern now had identity, schedule, and people (Baltes & Baltes, 1990; 

Csikszentmihalyi, 1990). 

Vignette — “Two Hours for Both of Us” 

Ms. Rivera, 69, cared for her spouse with heart failure. She said, “Leisure is for later.” 

We reframed it as care capacity: two protected hours weekly would prevent burnout 

and reduce resentment (Schulz & Eden, 2016). She named dancing as the one activity 

that made her feel awake. Barriers: unpredictable symptoms at home, fear of leaving, 

and an old knee injury. 

We negotiated constraints. A neighbor agreed to a standing Saturday 10–12 respite. 

The cardiology nurse helped write a simple “yellow/red” symptom plan so Ms. Rivera 

could leave without constant worry. We found a low-impact line-dance class with a 

chair lane and posted steps online. First week, she watched. Second week, she danced 

one song. By a month, she danced three, sat for two, and made a friend who texted her 



on Fridays: “See you tomorrow?” Her husband said, half-smiling, “You come back nicer.” 

She answered, “I come back me.” The leisure pattern supported the caregiving pattern. 

Building leisure skills in practice (quick guide) 

• Ask for the essence. “When an activity goes well, what’s the part that feels most 

like you—learning, helping, creating, moving, quiet?” (Atchley, 1989). 

• Choose one “anchor” (weekly group or class), one casual daily pleasure 

(music, puzzles, short walk), and one project for the next month (family photos, 

balcony herbs). 

• Calendar it. Same day/time; treat as an appointment. 

• Right-size the challenge. Aim for “a little stretch” to invite flow; adjust tools and 

environment (Csikszentmihalyi, 1990; WHO, 2007/2018). 

• Add a buddy and a backup. Who makes the first visit easy? What happens if 

the bus is late or pain flares? 

• Name the beginner. “It’s normal to feel clumsy the first three times; awkward is 

part of learning.” 

• Review and iterate. Two-week check: keep, tweak, or trade the activity. 

 

 

3.5 Abuse of the Elderly 

3.5.a Range of the Problem 

Elder abuse is common, consequential, and often hidden. Community studies estimate 

that roughly 1 in 10 older adults experiences some form of abuse, neglect, or 

exploitation each year; rates are higher among people living with cognitive impairment, 

functional limitations, or social isolation (Acierno et al., 2010; Pillemer et al., 2016; 

National Academies of Sciences, Engineering, and Medicine [NASEM], 2020). Only a 

small fraction of cases reach authorities—frequently cited estimates suggest fewer than 



1 in 24 are reported (Lachs & Pillemer, 2015). Abuse occurs in private homes, in the 

homes of adult children, in long-term care facilities, and online. It cuts across income, 

race, gender, and orientation, though structural inequities shape both risk and access to 

protection (Dong, 2015; NASEM, 2020). 

The consequences are serious: higher rates of depression and anxiety, increased 

emergency department use and hospitalization, functional decline, and elevated 
mortality risk even after accounting for health status (Lachs & Pillemer, 2015; Dong, 

2015). Financial exploitation can erase decades of savings within weeks and destabilize 

housing, medication access, and nutrition. 

Risk rises with a mix of individual factors (cognitive impairment, frailty, loneliness, 

dependence on others for care) and caregiver/system factors (caregiver stress or 

substance use, financial dependence on the elder, inadequate respite, social isolation, 

poor staffing or oversight in facilities) (Pillemer et al., 2016; NASEM, 2020). Abuse 

thrives in silence, stigma, and complexity; it recedes when relationships, programs, and 

systems make it easy to speak and easy to act. 

3.5.b Definition of Elder Abuse 

A clear, practical definition helps you recognize abuse without over- or under-calling it. 

Most consensus statements define elder abuse as an intentional act or failure to act 
by a caregiver or another person in a relationship of trust that causes or creates risk 

of harm to an older adult (NASEM, 2020). Categories often overlap: 

• Physical abuse: force that causes pain, injury, or impairment (hitting, pushing, 

inappropriate restraint or sedation). 

• Psychological/emotional abuse: verbal or nonverbal behaviors that cause 

anguish, fear, or distress (insults, threats, humiliation, isolation). 

• Sexual abuse: any nonconsensual sexual contact, sexual coercion, or sexual 

contact with a person unable to consent. 



• Financial exploitation: illegal or improper use of an elder’s funds, property, or 

identity (theft, scams, undue influence, coercive changes to 

deeds/POA/beneficiaries). 

• Neglect: failure by a caregiver to meet basic needs (food, hydration, hygiene, 

medical care, safe shelter). 

• Self-neglect: behaviors of an older person that threaten their own health/safety 

(e.g., unsafe living conditions, refusal of critical care) when capacity is impaired 

or risk is extreme. 

• Abandonment and rights violations: desertion by a caregiver; restriction of 

liberty, privacy, or communication in facilities beyond what is clinically indicated 

(NASEM, 2020; Dong, 2015). 

Abuse can also be intimate partner violence in later life, resident-to-resident 
aggression in facilities, and digital exploitation (impersonation scams, tech support 

fraud, cryptocurrency or gift-card coercion). What unites these is misuse of power and 

erosion of choice. 

3.5.c Symptoms (Signs) of Elder Abuse 

Abuse is a pattern; any single sign can have benign explanations. Your role is to notice 

clusters, ask privately, and document carefully. 

What you may see or hear 

• Physical: unexplained bruises or fractures (especially patterned or bilateral), 

burns, injuries inconsistent with the explanation, delay in seeking care, repeated 

“falls,” pressure injuries without adequate explanation, restraint marks (Lachs & 

Pillemer, 2015). 

• Psychological: sudden fearfulness, withdrawal, tearfulness, agitation when a 

particular person approaches; a caregiver answering for the elder or refusing to 

leave the room; infantilizing language (“she’s my baby”), excessive control of 

phone/visitors (Dong, 2015). 

Test Question
48) What is the term for “illegal or improper use of an elder’s funds, property, or identity”?�Answer:  Financial exploitation



• Sexual: bruises on inner thighs or genital area, STIs, bleeding, avoidance of 

toileting or a specific staff member/family member, clothing torn or soiled. 

• Financial: unpaid bills or utilities despite adequate income; new “best friend” or 

“helper” controlling mail/phones; unusual bank activity, gift-card purchases, 

crypto transfers, new joint accounts, abrupt changes to wills/beneficiaries/POA; 

missing belongings (Burnes et al., 2016; NASEM, 2020). 

• Neglect/self-neglect: weight loss, dehydration, poor hygiene, medication errors 

or empty pillboxes, unsafe home (spoiled food, hoarding with infestations, no 

heat/electric), missed appointments, wandering; caregiver appears overwhelmed, 

intoxicated, or absent. 

How to ask (trauma-informed, warm tone) 

• Meet alone with the older adult if at all possible; use qualified interpreters when 

needed. 

• Normalize: “I ask everyone some safety questions because many people your 

age are under a lot of pressure.” 

• Specifics: “Has anyone hit, pushed, or handled you roughly?” “Has anyone kept 

you from seeing friends or using your phone?” “Is anyone pressuring you about 

money or your accounts?” “Has anyone touched you in a way you didn’t want?” 

• If you suspect undue influence: “Has anyone asked you to sign papers you 

didn’t fully understand?” “Do you feel free to say no?” (NASEM, 2020; Yaffe et al., 

2008). 

Screening tools you can use 

Brief tools help you remember what to ask, but they do not replace judgment or 

mandated reporting: 

• EASI (Elder Abuse Suspicion Index): 6 items for primary care; works with 

cognitively intact adults (Yaffe et al., 2008). 



• H-S/EAST (Hwalek-Sengstock): quick risk screen in community settings 

(Hwalek & Sengstock, 1986). 

• EAI (Elder Assessment Instrument): more detailed, includes physical exam 

findings (Fulmer et al., 2000). 

Documentation that protects 

Write what you see and what is said verbatim. Record who was present, affect, 

injuries (use a body map), photographs per policy, and cognitive/decision-making 

status. Avoid speculation; note inconsistencies neutrally (“Injury described as fall in 

bathtub; bruising pattern linear across upper arm”). 

 

3.5.d Reporting Elder Abuse 

Most social workers, marriage and family therapists, and addiction counselors are 

mandated reporters for suspected elder abuse, neglect, or exploitation, with specifics 

varying by state and setting. The threshold is reasonable suspicion, not proof 

(NASEM, 2020). Reporting is both a legal duty and a clinical tool—it mobilizes 

resources you cannot provide alone. 

A practical roadmap 

1. If danger is immediate: Call 911. Prioritize medical stabilization and personal 

safety. 

2. If in the community (home or non-facility): Report to Adult Protective 
Services (APS) in your state. Many jurisdictions allow phone or secure online 

reports. 

3. If in a licensed facility: Call the Long-Term Care Ombudsman Program and 

your state licensing/regulatory agency. You may also need to notify facility 

administration according to policy. 

Test Question
49) When abuse is suspected in a licensed facility, which external bodies must be contacted?� Answer: Long-Term Care Ombudsman  and State Licensing



4. If financial exploitation is suspected: In addition to APS, contact local law 

enforcement for theft/fraud, and—when possible—the bank or credit union 

fraud department to place holds or alerts. 

5. If sexual assault is suspected: Follow local sexual-assault response protocols; 

offer trauma-informed medical evaluation with consent. 

6. Document the report: date/time, agency, person spoken with, reference 

number, and instructions given. 

Good-faith reporting is protected in most jurisdictions; you should not warn the 

suspected perpetrator. HIPAA permits disclosures to report abuse/neglect/exploitation to 

protective services or law enforcement when required or authorized by law (NASEM, 

2020). 

Talking with the older adult about reporting (warm, transparent) 

• “I’m concerned about your safety. By law I need to make a report so we can get 

you more support. My goal is to involve you as much as possible and respect 

your choices.” 

• “A report starts a safety and support process. An APS worker will contact you; 

you can tell them what you do and do not want.” 

• “If you don’t feel safe going home today, let’s plan where you can go and who 

you want with you.” 

Safety planning and capacity 

Reporting is the beginning, not the end. Coordinate safety planning (secure 

medications, remove weapons, change locks if appropriate, identify safe contacts, 

arrange temporary respite). Screen for decision-making capacity when refusals place 

the person at extreme risk; involve surrogate decision-makers only within the law. Many 

elders choose to remain with family even after abuse—respect autonomy while offering 

repeated, low-barrier help (Dong, 2015; NASEM, 2020). 

 



Vignettes 

Vignette 1 — “The Bus Pass and the Gift Cards” (Financial Exploitation) 

Mr. Gomez, 81, showed up late and short of breath. His electric bill was three months 

behind. When asked gently about money, he said, “I’m helping a friend.” With the door 

closed, he described a caller who said his grandson was in trouble and needed gift 
cards to “fix it fast.” The caller knew his grandson’s name and school. Mr. Gomez had 

already sent $1,800 and was told to keep it secret. 

We named the scheme without shaming. Together we called his bank’s fraud line to 

place alerts, notified the utility’s senior arrearage program, and reported to APS. We 

helped him create a call script near the phone: “I don’t give or confirm information on 

calls. I will hang up and call my family directly.” His daughter moved important accounts 

to a new bank with two-factor authentication and set transaction alerts. A tech volunteer 

placed call-blocking on his phone. Mr. Gomez sighed, “I thought I was being a good 

grandpa.” We replied, “You are—by telling us now.” Two months later his bills were 

current, and he had not sent a penny more (Burnes et al., 2016; NASEM, 2020). 

Vignette 2 — “The Bruise on Her Forearm” (Physical/Psychological Abuse) 

Ms. White, 79, arrived with a crescent bruise on her forearm and flinched when her 

adult son spoke. He answered every question for her. We asked to see her alone to 

check a blood pressure reading—our routine—and kept the door slightly open for 

comfort. In a low voice she said, “He gets mad when I’m slow.” We validated her 

experience, explained our duty to report, and asked about immediate safety. She 

wanted to sleep at a neighbor’s house that night. 

We called APS from the clinic, documented her exact words and the bruise location, 

and arranged a same-day respite bed through the local aging network. We helped her 

neighbor secure an overnight plan and alerted her primary care provider. APS later 

connected the son with caregiver counseling and substance-use treatment; Ms. White 

worked with a social worker on boundaries and alternatives. “I felt heard,” she said on 

follow-up. “I didn’t want him arrested. I wanted him to stop.” The process respected her 

choices and increased safety (Lachs & Pillemer, 2015; NASEM, 2020). 



Vignette 3 — “The Locked Fridge” (Neglect in a Facility) 

Mr. Patel, 86, in a nursing facility for rehab, lost 12 pounds in a month. He whispered 

that the fridge was locked on his unit and call lights went unanswered. His daughter 

reported that staff scolded him for wetting the bed. We obtained consent to contact the 

Long-Term Care Ombudsman and filed a report with the state survey agency. We 

documented pressure areas, staffing patterns he described, and his words: “I am thirsty 

at night.” 

Within weeks the unit added a water station, changed night staffing, and provided in-

room snacks for those with late-night needs. A nurse educator trained staff on dignified 

continence care. Mr. Patel’s weight stabilized; his daughter felt empowered to speak up 

without fear of retaliation (NASEM, 2020). 

 

Clinical Pearls (to keep in your pocket) 

• Abuse is under-detected; a calm, private question can be the opening someone 

needs (Yaffe et al., 2008; Pillemer et al., 2016). 

• Separate the older adult and caregiver for at least a few minutes; use 

interpreters; avoid “elderspeak.” 

• Document quotes, patterns, and objective findings; take photos per policy. 

• Report on suspicion, not certainty; you are not the investigator. 

• Pair reporting with immediate supports: respite, transportation, food, locks, 

bank alerts, ombudsman. 

• Revisit; many elders test the waters with a partial disclosure before telling the 

whole story. 

 

 

3.5.i Tools & Handouts (Printables) 



TOOL 1 — Elder Abuse Reporting Roadmap (Community & Facility) 

When to act: Report on reasonable suspicion—you don’t need proof. 

Emergency now? 

• Chest/abdominal/head trauma, strangulation concerns, sexual assault, active 

threats, weapons, severe neglect (dehydration, pressure injuries) → Call 911. 

Provide medical stabilization; preserve evidence if assault suspected. 

Community (home/independent living): 

• Report to Adult Protective Services (APS). 

• If financial exploitation: also law enforcement (theft/fraud) + bank/credit union 
fraud department. 

Facility (SNF, assisted living, board & care): 

• Report to Long-Term Care Ombudsman + state licensing/survey agency 

(follow state-specific timelines). 

• Follow facility policy for internal notification (do not replace external reporting). 

What to have ready (don’t delay if incomplete): 

• Names, DOB, address/phone; caregiver info; setting 

• Description of concern (objective facts, quotes, injuries, patterns) 

• Immediate safety risks; medical needs; decision-making capacity concerns 

• Your callback number and best time to reach the elder 

What to say (script): 
“I’m a mandated reporter. I have reasonable suspicion of [type] abuse involving [Name, 
age] at [location]. Immediate safety risk is [state risk/none]. Here are the observed 

facts and the elder’s words.” 

After the report: 

• Document agency, contact, date/time, report #, instructions. 



• Arrange safety steps now: respite, alternate lodging, lock/phone changes, 

transport, meds access, DV/sexual-assault advocacy. 

• Schedule a follow-up with the elder (24–72 hours). 

 

TOOL 2 — Private Interview & Capacity Quick-Check (5–10 minutes) 

Set the room: 

• Speak alone with the elder (even 3–5 minutes helps). 

• Use a trained interpreter if needed; avoid family interpreters. 

• Normalize: “I ask everyone safety questions. You’re not in trouble.” 

Core questions (gentle, specific): 

• “Has anyone hit, pushed, or handled you roughly?” 

• “Is anyone pressuring you about money or your accounts?” 

• “Has anyone kept you from seeing people or using your phone?” 

• “Has anyone touched you sexually without your consent?” 

• “Do you feel safe going home today? If not, what would make you safer?” 

Capacity elements (screen only; document, then refer if unclear): 

• Understand: Can they describe the situation/risks in simple terms? 

• Appreciate: Do they see how it applies to them (not just “in general”)? 

• Reason: Can they weigh options (pros/cons) at a basic level? 

• Express a choice: Is the choice consistent and voluntary? 

(If any element is doubtful and risk is high, consult for formal capacity 

evaluation.) 

 



TOOL 3 — EASI Pocket Card (Overview & What to Do Next) 

Use with cognitively intact adults in primary care or home visits. 

• Ask the brief set of abuse-suspicion questions (see EASI instrument for exact 

wording). 

• Any positive response or clinician concern → private follow-up questions, 

focused exam, review meds/injuries, check finances if relevant, and report per 

law. 

• Pair a positive screen with safety steps (see Roadmap). 

Chart phrase (copy/paste): 
“EASI positive on item(s) _. Private interview completed. Reasonable suspicion of 
[type] abuse. Reported to [APS/Ombudsman/Law Enforcement] on // (ref #__). 

Immediate safety plan: ______.” 

 

TOOL 4 — Financial Exploitation Red Flags & Call Scripts 

Red flags: 

• New “helper” controlling mail/phone/visits; unpaid bills with adequate income 

• Unusual bank activity; gift-card purchases; crypto/wire transfers; new joint 

accounts 

• Abrupt changes to deeds/POA/beneficiaries; missing valuables; secrecy/shame 

Ask (private): 
“Has anyone asked you to keep money decisions secret?” 

“Have you felt pressured to sign papers you didn’t fully understand?” 

“Would it help if we called your bank’s fraud team together?” 

Immediate steps (with consent; some banks accept third-party concerns): 

• Call bank/credit union fraud line; request holds/alerts; new cards; new online 

logins with two-factor. 



• Contact utilities for arrearage protection/medical holds. 

• Report to APS + police (fraud/theft). 

• In high-risk scams (gift cards/crypto), help place call blocking and landline 

whitelists; post a phone no-give script by the phone. 

• Refer to legal aid for POA/guardianship if needed. 

No-give phone script (post by the phone): 
“I don’t give or confirm information on calls. I will hang up and call my family/bank 

directly.” 

 

TOOL 5 — Documentation & Photo Protocol (Protective Charting) 

Document neutrally; quotes are gold. 

• Who was present; who answered; elder’s affect and exact words 

• Observed injuries/conditions: size, color, location—use a body map; note 

stage of pressure injuries if trained 

• Timing & patterns: delays in care, repeated “falls,” visitor control 

• Environment (home/facility): hazards, spoiled food, empty pillbox, locked fridge 

• Cognition: oriented? memory? ability to recount events? 

• Actions taken: exams, photos per policy, reports made (agency, time, ref #), 

safety steps provided 

Chart phrases (copy/paste): 

• “Bruising pattern linear across upper arm; elder states, ‘He grabbed me when I 

tried to stand.’” 

• “Bank statement shows four $500 gift-card purchases in 2 weeks; elder: ‘They 

said my grandson was in trouble.’” 

• “Reported to APS on //__ (ref #__), Ombudsman notified; safety plan initiated.” 



(Follow your organization’s photo policy and consent rules.) 

 

TOOL 6 — Home Safety Plan (When Abuse/Neglect is Suspected but Leaving Isn’t 
Immediate) 

My safe people & numbers (wallet + fridge): 

• Neighbor/friend: __________ / __________ 

• Clinician/social worker: __________ / __________ 

• APS after-hours: __________ 

• 911 

If danger rises: 

• Go-bag: ID, meds list, cash card, phone numbers, spare keys, small essentials 

• Safe room with exit; avoid kitchen/garage where weapons are present 

• Code phrase with trusted person (“Please bring the blue book.”) 

• Weapons/meds: store locked/out of reach; remove firearms with consent to a 

safe custodian 

• Plan a place to go tonight (neighbor, faith community, respite bed) 

Micro-script: 
“You deserve to be safe. Here are the steps to use before it feels urgent.” 

 

TOOL 7 — Facility Pathway Quick Guide (SNFs/Assisted Living) 

Concerns: weight loss, dehydration, rough handling, unanswered call lights, humiliating 

language, over-sedation, resident-to-resident aggression, retaliation worries. 

Steps: 

1. Ask elder/family privately for specifics (who/what/when). 



2. Notify: Long-Term Care Ombudsman and state survey/licensing agency; 

note required time frames for reporting. 

3. Consider law enforcement for assault/theft. 

4. Document: quotes, injuries, staffing patterns, vitals, weight trend, care plans, and 

your report numbers. 

5. Support transfer if desired/indicated; send records promptly; empower family to 

attend care-plan meetings. 

Family script: 
“You have the right to safe, respectful care. We’ll contact the Ombudsman and state 

immediately and keep you updated.” 

 

 

Part 2: Long-Term Care — Introduction 

Long-term care (LTC) is not a single place or program. It’s the collection of services 
and supports—practical, medical, social, and emotional—that help people live as 

safely and meaningfully as possible when health or function changes for months or 

years (Kaye, Harrington, & LaPlante, 2010). Most of this care is provided at home by 
family and friends, often invisibly, with formal services layered in as needs grow 

(Schulz & Eden, 2016). The work of clinicians—social workers, marriage and family 

therapists, and addiction counselors—is to make that care coherent: align it with 

values, protect dignity and autonomy, prevent avoidable crises, and keep caregivers 

well enough to keep caring. 

This section takes a clear view of what older adults and their families actually face: 

bathing and dressing when joints hurt; medication organization in cluttered kitchens; 

transportation that makes appointments possible; memory changes that alter roles and 

safety; grief, ambivalence, and pride threaded through it all. We approach LTC as 

person- and family-centered care that balances safety with self-determination and 

respects culture, language, and chosen family (WHO, 2015; Schulz & Eden, 2016). 

Test Question
50) Most long-term care is provided where?�Answer:  At home by family and friends



What we mean by “long-term care” 

LTC spans a continuum: unpaid family caregiving; home- and community-based 

services (HCBS) such as home health, homemaker and aide services, adult day 

programs, and respite; hospice and palliative approaches for serious illness; and, when 

home is no longer feasible, residential options (assisted living, memory care, nursing 

facilities). Financing is fragmented—Medicare covers skilled, time-limited home health 

and hospice but not ongoing “custodial” help; Medicaid (for those who qualify) is the 

primary public payer for long-term services and supports, increasingly through HCBS 

waivers (Kaye et al., 2010; Schulz & Eden, 2016). The details differ by state, but the 

clinical tasks are consistent: clarify goals, map needs, match supports, and revisit plans 

when conditions change. 

What makes long-term care work (or fail) 

Three forces shape outcomes: 

1. Fit with the person’s values and daily life. Plans stick when they reflect what 

matters most now—routine, privacy, prayer, pets, a garden, or grandchildren—

and when risks are discussed openly using shared decision-making (Elwyn et al., 

2012). 

2. Caregiver capacity and well-being. Family caregivers carry medication 

schedules, transfers, finances, and emotion. Support must be specific—skills 

training, respite that actually happens, and benefits navigation—so effort is 

sustainable (Schulz & Eden, 2016). 

3. Integration across silos. Home health, primary care, specialty clinics, 

pharmacies, and community resources rarely coordinate themselves. 

Someone—often you—has to convene a small team, reduce duplication, and 

keep information flowing (WHO, 2015). 

In practice, success looks ordinary: the shower is safe because a grab bar and chair are 

installed; a pillbox is filled weekly by the person who can do it reliably; transportation 

Test Question
51) What is the primary public payer for long-term services and supports in the U.S.?�Answer:  Medicaid

Test Question
52) Which of the following shape long-term care outcomes?
Answer:   All of the above



and clinic visits are scheduled on the same day to conserve energy; a caregiver has 

protected time off that is on the calendar, not aspirational. 

Common ethical tensions 

LTC is full of gray zones. People may choose risk—to cook their own breakfast despite 

tremor, or to refuse a facility placement that would be safer but would sever community 

ties. Our job is to center the person’s voice, check decision-making capacity when risk is 

high, and then negotiate harm-reduction: modify tasks, add supports, and revisit 

decisions without coercion (Elwyn et al., 2012; Schulz & Eden, 2016). We also attend to 

equity: language access, discrimination, digital exclusion, and income constraints 

shape who gets what help and how quickly (WHO, 2015). 

A note on serious illness, palliative care, and hospice 

Serious-illness care belongs in the home long before the last weeks of life. Palliative 
approaches—attention to symptoms, function, and meaning—reduce suffering and 

help families cope. Hospice can be added when the focus is comfort and the prognosis 

is limited; it brings structured support, equipment, on-call help, and bereavement 

services (Bernacki & Block, 2014). Many families think hospice means “giving up.” We 

counter gently: hospice is care—at home, focused on what matters most—paired with 

honest planning. 

Vignette — “The Window List” 

Mrs. Carter, 82, wanted to remain at home with advancing heart failure. Her daughter, 

Monique, was balancing two jobs and felt she was “failing at everything.” We began with 

values: Mrs. Carter wanted her morning chair by the window, gospel music, and no 

more night-time ER trips. Monique wanted two evenings each week without the phone 

on her lap. We matched supports: a home-health nurse for medication titration and 

symptom teaching; a homemaker/aide two mornings weekly for bathing and laundry; 

paratransit for clinic visits scheduled on the same day; and a hospice informational 
visit to learn options for after-hours support if goals turned solidly toward comfort. We 

wrote a “window list”: three ten-minute activities Mrs. Carter enjoyed when energy was 

low (call her sister, water the plant, listen to one hymn). Monique’s respite went on the 



calendar; a cousin covered dinner those nights. Three months later, there were fewer 

crises, and Monique said, “I’m still tired—but it’s a kind of tired that lets me love her.” 

 

Chapter 4: In-Home Care 

4.1 Family 

4.1.a Mapping the Care at Home 

Most long-term care begins—and often 

stays—at home. The first step is to see 
the system, not just the symptoms. Make 

a one-page map that covers: 

• People and roles (who drives, bathes, 

shops, fills the pillbox, pays bills, brings 

joy). A “roles grid” makes invisible labor 

visible and reduces resentment 

(Antonucci, Ajrouch, & Birditt, 2014; 

McGoldrick, Gerson, & Petry, 2008). 

• Tasks and frequency, divided into 

ADLs (bathing, dressing, toileting, 

transfers, feeding) and IADLs (meals, 

meds, money, housekeeping, rides). 

• Routines and preferences (wake time, 

faith practices, foods, visitors). Continuity 

supports identity and reduces distress (Cutchin, 2003). 

• Risks and red flags (falls, wandering, choking, med mismanagement, caregiver 

exhaustion). 

• Decision-makers and documents (health-care proxy, power of attorney, HIPAA 

release, POLST/advance directive) (Sudore et al., 2017). 



A short family meeting (30–45 minutes) helps translate the map into a plan: name what 

matters most now, summarize the medical picture in plain language, and list decisions 

with owners and timelines (Elwyn et al., 2012). 

4.1.b Safety, Autonomy, and “Negotiated Risk” 

Homecare is full of gray zones. 

People may choose to cook even 

with tremor, or insist on the stairs 

rather than the elevator because 

the stairs feel like freedom. Rather 

than an all-or-none approach, use 

harm reduction: adapt the task 

(cut-resistant gloves, stable pan, 

microwave egg cooker), adjust the 

environment (grab bars, better 

lighting, chair by the stove), add 

supports (a check-in call during 

cooking), and agree to revisit if red 

flags occur (Bernacki & Block, 

2014). When risk is high, check 

decision-making capacity specific 

to the choice at hand and involve 

the designated surrogate only as 

needed (Sudore et al., 2017). 

4.1.c Teaching Safe Skills (and 
Making Them Stick) 

Families often want to help but aren’t taught how. Training turns worry into capacity: 

• Bathing and transfers: shower chair, handheld sprayer, non-slip mat, grab bars, 

a robe for warmth and privacy, and a step-by-step sequence the family 

practices with OT/PT (Sherrington et al., 2019). 

Test Question
53) What approach is recommended when older adults choose activities that involve some risk, such as cooking with tremor?�Answer: Harm reduction



• Medication management: one prescriber “quarterback,” a weekly pillbox, 

calendar alarms, and teach-back (“Show me how you’ll set this up on Sundays”). 

Keep a printed med list on the fridge and in a wallet. 

• Falls prevention: remove tripping hazards, improve lighting (nightlights, 

contrasting tape at stair edges), and build balance minutes into the week (HHS, 

2018; Sherrington et al., 2019). 

• Symptom monitoring: simple thresholds and scripts (“If weight up 3 lb in 2 

days, call nurse line”). 

• Behavioral symptoms (dementia): match activities to ability, reduce over-

stimulation, validate emotion first, then redirect with a familiar routine (Schulz & 

Eden, 2016). 

Use teach-back, large-font handouts, and one new skill per week; mastery, not 

overload, is the goal. 

4.1.d Sharing the Load Without Shaming 

Care often falls on one person—the nearby daughter, the spouse with arthritis, the quiet 

sibling who says yes. Use the Caregiving Stress Process lens: objective stressors 

(hours, tasks), subjective appraisals (overload), and resources (support, meaning) 

(Pearlin, Mullan, Semple, & Skaff, 1990). Then redistribute: 

• Split tasks by domain (health, money, house, rides) and by day (e.g., a 

“Thursday spreadsheet” for bills; Saturday laundry). 

• Invite distant relatives to carry money or logistics if not proximity (airfare for 

respite, grocery delivery, covering a co-pay) (Schulz & Eden, 2016). 

• Put agreements in writing—one page with names and dates—so invisible work 

becomes acknowledged. 

• Name equity: the “responsible child” is not automatically the only child 

responsible. 



When conflict rises, slow the room, reflect emotions, return to values, and propose 

time-limited trials (three weeks of day program + two aide evenings, then regroup). 

4.1.e Integration: Calendars, Go-Bags, and After-Hours Plans 

Homecare fails in the gaps: Friday at 6 p.m., a fever, and no one knows who to call. 

Build integration: 

• A shared calendar (paper on the fridge + digital for those who use it). 

• A one-page care plan with diagnoses, meds, baseline function, red flags, and 

after-hours numbers. 

• A go-bag near the door: medication list, insurance card, copy of directives, 

phone charger, glasses/hearing-aid batteries, brief comfort items. 

• Cluster appointments (PT and PCP same day) to conserve energy. 

• One person tracks authorizations, deliveries (supplies, oxygen), and repairs—not 
necessarily the same person who does bathing or bills. 

4.1.f Culture, Language, and Chosen Family 

Ask who belongs at the table: neighbors, congregation members, cousins, a long-time 

friend who has been “family” for decades. Document chosen family and surrogates 

clearly to prevent confusion or exclusion at critical moments. Provide language-
concordant care or trained interpreters; align routines with faith practices and 

foodways. Culturally anchored support increases trust and follow-through (Schulz & 

Eden, 2016). 

4.1.g Keeping Caregivers Well (So Care Can Last) 

Caregiver burden predicts depression, anxiety, worse physical health, and higher rates 

of nursing-home placement for the person receiving care (Pinquart & Sörensen, 2003; 

Schulz & Eden, 2016). Screen early and often (e.g., Zarit Burden Interview—short 
form) and intervene: 

• Skills + support beats support alone (REACH II multi-component programs are 

a model) (Belle et al., 2006). 



• Respite that actually happens—on the calendar, with named coverage (adult 

day, aides, family rotation). 

• Clinician scripts that lower shame: “Mixed feelings are normal. We’ll build a 

plan that protects both of you.” 

• Treat caregiver depression, anxiety, insomnia as clinical problems, not 

character flaws. 

• Connect caregivers to benefits (FMLA, paid family leave where available), peer 
support, and legal/financial navigation. 

 

Vignette 1 — “Bath Day Reset” 

Ms. Harris, 76, cared for her husband after a stroke. Bath days ended in tears; she 

rushed, he resisted, both felt ashamed. We slowed the whole task. OT evaluated the 

bathroom and suggested a shower chair, grab bars, a handheld sprayer, and a warm-
up: heat the room, warm the towels, close the window shade for privacy. We wrote a 

six-step sequence and taped it at eye level: set the chair, lay out towels, meds for 

spasticity thirty minutes before, play his favorite jazz, wash in the same order each time, 

end with lotion on hands. We taught safe pivot strategies to protect her back and 

practiced until both felt confident. Bath day shifted from a 40-minute standoff to a 20-

minute routine with music. “It’s still work,” she said, “but we don’t dread Wednesdays 

anymore.” Her mood improved; his skin breakdown resolved (Sherrington et al., 2019; 

Schulz & Eden, 2016). 

Vignette 2 — “The Saturday Swap” 

Three siblings supported their mother with dementia. Lila (local) felt abandoned; Arun 

(two hours away) sent money but rarely visited; Priya (out of state) managed the portal 

and prescriptions. In a brief family meeting we used a roles grid and time-limited trial. 
For six weeks: Arun drove in every other Saturday (pre-scheduled) to cover ten hours 

so Lila could rest; Priya ordered groceries and handled all refill calls; Lila kept weekday 

routines and recorded two notes for the team each week (“what worked/what didn’t”). 



The trial cut arguments, Lila’s PHQ-9 dropped, and their mother started day program 

twice weekly. “We didn’t need a hero,” Lila said later. “We needed a schedule and some 

truth.” (Pearlin et al., 1990; Schulz & Eden, 2016). 

 

4.2 Homecare Services 

4.2.a Home-Health Agencies (Skilled, Time-Limited Care at Home) 

What it is: Intermittent, skilled care delivered at home—typically nursing, physical 
therapy, occupational therapy, speech therapy, medical social work, and (time-

limited) home-health aide hours—organized under a physician/NP order and a plan of 

care (Schulz & Eden, 2016; Centers for Medicare & Medicaid Services [CMS], 2022). 

Who qualifies (in plain language): 

• A skilled need (e.g., medication titration/teaching, wound care, new oxygen or 

tube-feeding care, gait/transfer training, speech/swallow therapy). 



• The person is “homebound” for Medicare purposes—i.e., leaving home takes 

considerable effort/support and happens infrequently or briefly; medical and 

religious outings are allowed. 

• Care is intermittent (not 24/7) and expected to help improve, maintain, or slow 

decline (CMS, 2022). 

How it works well in practice: 

• Write concrete goals (“independent pillbox setup 1×/week,” “safe shower with 

chair and grab bars,” “oxygen safety and fire precautions”). 

• Request the right disciplines up front (e.g., PT + OT when falls risk + bathing 

problems). 

• Ask the RN to perform medication reconciliation at the doorway—what’s 

actually in the kitchen, not just on the list. 

• Pair each visit with a teach-back skill (caregiver shows the step; clinician 

coaches). 

• Clarify what home health does not do: no 24-hour care; limited chore help; after-

hours phone triage but not routine night visits. 

• Reassess at 30–60 days; recertify only if skilled needs continue; shift to 

community aides or outpatient rehab when appropriate (CMS, 2022; Schulz & 

Eden, 2016). 

Vignette — “The Tuesday Nurse, The Thursday Rail” 

After a fall, Mr. Kim qualified for RN + PT. The nurse taught orthostatic BP checks and 

med timing; PT installed contrast tape on stair edges and trained him on a four-point 

cane. Goals were written on the fridge: “Tues—BP & meds; Thurs—stairs ×2 with rail.” 

By week four he discharged from PT; the RN recertified briefly for diuretic titration. No 

ER visits that month. “The stairs feel like mine again,” he said. 

 

4.2.b Homemaker and Homecare-Aide Agencies (Non-Medical Supports) 



What it is: Non-medical ADL/IADL help—bathing, dressing, toileting, light 

housekeeping, laundry, simple meals, cueing, companionship, and supervised walks. 

Funding is a mix of private pay, long-term care insurance, and Medicaid HCBS 
waivers where eligible (Schulz & Eden, 2016). 

How to choose & supervise: 

• Write a one-page task list: what to do, how often, and how the person likes it 
done (morning shower vs. evening, preferred foods, modesty preferences, 

language/faith considerations). 

• Ask agencies about training/supervision, background checks, back-up staffing, 

minimum shift lengths, cancellation policies, and caregiver language/culture 
match. 

• Start with a two-week trial (e.g., 3-hour morning blocks Mon/Thu); adjust based 

on energy and mood. 



• Keep boundaries clear: aides do not handle cash or banking; no social-media 

posts; gifts are modest and policy-compliant. 

Vignette — “Mornings, Not Evenings” 

Mrs. Santos “failed” evening aide shifts—she was exhausted and irritable. We moved 

support to 8–11 a.m. for shower, breakfast, and a tidy kitchen, and added a 15-minute 
porch walk before the aide left. The same hours produced a completely different day—

and less friction with her daughter. 

 

4.2.c Independent Providers (Direct-Hire Care) 

What it is: Families hire workers directly (sometimes via registries) for ADLs/IADLs. 

In Medicaid consumer-directed programs, the older adult (or representative) recruits, 

trains, and schedules their worker, with a fiscal intermediary handling payroll. 

Pros/cons: 

• Pros: More control over who comes, schedule flexibility, often lower cost, 

continuity. 



• Cons: Employer responsibilities (I-9/W-4, payroll taxes, workers’ compensation 

insurance), coverage gaps when the worker is ill, and need for a backup plan 

(Schulz & Eden, 2016). 

How to do it safely: 

• Use a written agreement: duties, hours, pay rate/overtime, mileage, 

confidentiality, boundaries (no banking, no passwords), and termination terms. 

• Do background checks; call references; schedule a paid shadow shift before 

deciding. 

• Arrange payroll through a home payroll service or fiscal intermediary to avoid 

misclassification. 

• Keep a house notebook: daily tasks, vitals/weights if relevant, supply list, and 

“what worked/what didn’t.” 

Vignette — “Backup Friday” 

The Ramirez family hired Ms. Green directly for Mon–Thu mornings. A neighbor was 

trained as Friday backup and paid for on-call coverage twice monthly. Missed visits 

dropped to zero; Mrs. Ramirez stopped dreading Fridays. 

 

4.2.d Hospice (Comprehensive Comfort-Focused Care at Home) 

What it is: An insurance benefit for people with a life-limiting illness when the expected 

prognosis is six months or less if the disease follows its usual course, and when the 

person/family elects comfort-focused care. Hospice brings an interdisciplinary team 

(RN, aide, social worker, chaplain, physician/NP), 24/7 phone support, routine home 

visits, medications/equipment related to the terminal diagnosis (e.g., hospital bed, 

oxygen), and bereavement support after death (CMS, 2022; Bernacki & Block, 2014). 

Common myths to gently correct: 

• “Hospice means giving up.” → Hospice is active care for comfort, meaning, and 

family support. 



• “We’ll lose our regular doctor.” → Hospice teams often collaborate with 

primary/specialty clinicians. 

• “They only come at the very end.” → Earlier hospice often means better 
symptom control and fewer crises (Teno et al., 2013). 

What to discuss early (and often): 

• Top symptoms now and likely later; what matters most at home; after-hours 

plan; caregiver capacity; cultural/spiritual practices; and what a crisis plan 
looks like (Bernacki & Block, 2014). 

Vignette — “The Night Nurse” 

Mr. Abdulrahman’s breathlessness spiked at 2 a.m. Before hospice, his wife called 911; 

after enrollment, she called the hospice RN line. They adjusted morphine dose using 

the standing order, a nurse made a next-day visit, and the couple avoided another 

disorienting ER trip. “We kept our nights,” she said. 

 

4.2.e Wellness of Caregivers (So Care Can Last) 

Family caregivers are the backbone of homecare—and at risk for depression, anxiety, 
sleep disturbance, and financial strain, especially with dementia or complex medical 

regimens (Pinquart & Sörensen, 2003; Schulz & Eden, 2016). Support needs to be 

specific and scheduled. 

What helps (evidence-informed): 

• Skills + support (e.g., REACH-style coaching: behavior management, pleasant-

events scheduling, communication, and stress skills) (Belle et al., 2006). 

• Respite that actually happens: adult day programs, scheduled aide blocks, 

family rota (put it on the calendar). 

• Micro-rituals of recovery: a guaranteed 30–60 minutes daily for a 

walk/nap/meditation; one off-duty evening weekly. 

• Treat caregiver mental health as clinical care (screen, refer, or treat). 



• Name ambivalence: “Love and resentment can ride together; that doesn’t make 

you a bad caregiver—it makes you human.” 

Vignette — “Wednesdays 3–6” 

Ms. Ortega cared for her father with heart failure. We set a standing aide shift 
Wednesdays 3–6, synced to her book club. Her father watched soccer with the aide; 

she read with friends. “It changed the whole week,” she said. Her PHQ-9 improved; her 

father’s meds were more consistent because she returned with energy. 

4.2.i Tools & Handouts (Printables) 

TOOL A — Home Health Referral Checklist (Fast, Complete, Medicare-Friendly) 

Use when ordering skilled home health (RN/PT/OT/ST/MSW/aide). 

Patient & Home Snapshot 

☐ Name/DOB/MRN • ☐ Address/phone/primary contact • ☐ Preferred language & 

interpreter need 

☐ Lives with ___ • ☐ Pets • ☐ Home hazards (stairs, clutter, low lighting) 

Skilled Needs (check all that apply) 

☐ RN: med titration/teaching (list), wound care (location/size/stage/dressing), tube/line 

care, disease mgmt 

☐ PT: gait/transfer training, balance/fall prevention, equipment fitting 

☐ OT: ADL safety, bathroom set-up, energy conservation, cognition/compensatory 

strategies 

☐ ST: speech/swallow/cog-comm • ☐ MSW: benefits, community linkage, caregiver 

support 

☐ HHA: time-limited personal care (tied to skilled plan) 

Homebound Statement (copy/paste language) 
“Leaving home requires considerable and taxing effort due to [dyspnea/falls 
risk/pain/cognitive impairment], occurs infrequently/briefly, and primarily for 

medical or religious reasons.” 



Concrete Goals (write in plain language) 
• “Independent pillbox set-up 1×/wk by week 4” 

• “Safe shower with chair + grab bars by week 3” 

• “Wound reduced by __% by week __ with [dressing]” 

• “Walk 50 ft with 4-point cane and rail, standby assist” 

Medication & Equipment 

☐ Up-to-date med list attached • ☐ Reconcile at first RN visit in the kitchen 

☐ DME ordered: □ shower chair □ grab bars □ walker □ hospital bed □ oxygen 

☐ Thresholds: “If weight ↑3 lb/2 days, call RN/clinic” 

Caregiver & Safety 

☐ Primary caregiver: ______ • Training needs: bathing, transfers, pillbox, oxygen safety 

☐ Fall risk • Pressure risk • Cognitive screen result • Code status/advance directive on 

file 

Communication & Follow-Up 

☐ Best phone hours • ☐ After-hours plan shared • ☐ Reassess/recert by //__ 

Ordering clinician + reachable number: __________ 

 

TOOL B — Aide Shift One-Pager (Tasks, Preferences, Safety) 

For agency or independent aides. Keep one copy by the fridge. 

Today’s Date: ____ Client: ______ Shift: ___ to ___ Aide: ______ 

ADLs 

☐ Shower □ Mon □ Wed □ Fri (water warm; private robe ready) 

☐ Dressing (prefers soft shirts; shoes with Velcro) 

☐ Toileting (remind every 2 hrs; fall bracelet on) 

☐ Oral care (soft brush; denture cup label “AM/PM”) 



IADLs 

☐ Breakfast (oatmeal + berries; tea, no sugar) 

☐ Laundry (gentle; line-dry sweaters) 

☐ Light housekeeping (kitchen counters; bathroom sink; trash) 

☐ Walk/porch (10–15 min before noon; walker) 

☐ Hydration (log 6–8 cups; see chart) 

Med Reminders 

AM: ____ Noon: ____ PM: ____ (Do not handle refills; call daughter if box is off.) 

Safety Notes 

• Gait belt in closet • Chair alarm off unless sleepy • Call daughter if new cough, fever, 

confusion, or fall 

Boundaries 

No cash handling, passwords, banking, or social media posts. Gifts under $10 only, per 

policy. 

Daily Notes (what worked/what didn’t): 

 

 

TOOL C — Direct-Hire Care Agreement (Plain-Language Template) 

Parties & Start Date 

This agreement is between [Employer/Older Adult or Representative] and [Care 
Worker], beginning [date]. 

Duties (attach the Aide One-Pager) 

• Personal care: bathing, dressing, toileting, grooming 

• Household: light housekeeping, laundry, simple meals 

• Mobility: supervised walks, safe transfers (no lifting alone) 

• Not included: medical decisions, banking, passwords, driving own car without written 

consent 



Schedule & Pay 

• Days/Hours: ______________________________ 

• Rate: $/hr • Overtime per law • Mileage (if driving client): $/mile 

• Pay period: weekly/biweekly via [payroll service/fiscal intermediary] 

Call-Outs & Back-Up 

• Worker notifies employer ≥4 hrs before start time when possible 

• Back-up person: [name/number]; paid on-call [yes/no] 

Confidentiality & Respect 
• Keep health and personal information private • No posting client info/photos online 

Safety 

• Report falls, fever, new confusion immediately • Use gait belt and equipment as trained 

• Workplace injuries are reported same day 

Termination 

• Either party may end with [two weeks] notice; immediate termination for abuse, theft, 

or safety violations 

Signatures 

Worker ___________________ Date ____ Employer/Rep ___________________ Date 

____ 

(Attach: copy of ID, background check release, I-9/W-4 as applicable, and emergency 

contacts.) 

 

TOOL D — Hospice Conversation Script (10–12 Minutes, Compassionate & Clear) 

1) Set the Frame (NURSE skills) 
“Can I share what I’m worried about and hear what matters most to you?” 

Name/Understand/Respect/Support/Explore: “You’ve handled so much. I want care to 

match your values.” 



2) Snapshot & Trajectory (plain language) 
“What we’re seeing is more shortness of breath and ER visits. Treatments are helping 

less and costing more energy.” 

3) Options with Best/Most Likely/Worst 
“From here, one option is to keep trying hospital-based treatments; another is to focus 

care at home on comfort and time together with hospice support.” 

4) What Hospice Is 

“A team (nurse, aide, social worker, chaplain, doctor) coming to the home, 24/7 phone 
support, meds/equipment for comfort, and help for family—including after a death.” 

5) Myths & Gentle Reframes 

• “Hospice isn’t giving up; it’s choosing comfort-focused care at home.” 

• “You don’t lose your doctor; we work together.” 

• “Earlier hospice often means fewer crises and better comfort.” 

6) Values → Plan 

“What matters most—comfort, time at home, fewer trips? If that fits, we can request a 

hospice informational visit—just to learn and ask questions.” 

7) Close with Clarity 

“I’ll place the referral today, and we’ll meet again after the informational visit to decide 

together.” 

 

TOOL E — Caregiver Respite Planner (Make It Real, Put It on the Calendar) 

Your Non-Negotiables (what you’ll do with your time off): 

1. __________ (weekly) 2) __________ (daily 30–60 min) 3) __________ (monthly 

half-day) 

Respite Sources 

□ Family rota (who/when) □ Adult day program (days/hours) □ Agency aide (blocks) 

□ Volunteer buddy/check-in □ Faith/community support □ Hospice/HH aide (if enrolled) 



This Week’s Schedule 

Mon ____ Tue ____ Wed ____ Thu ____ Fri ____ Sat ____ Sun ____ 

(Use a pen. If it isn’t scheduled, it won’t happen.) 

Mini-Scripts to Ask for Help 

• “I can do Tuesdays. Could you take Thursdays 3–6 for the next month?” 

• “What I need is a ride to the day center Fridays at 9—could you be that 

person?” 

• “A good gift is two frozen dinners or one laundry pick-up this week.” 

Emergency Mini-Respite 

If I feel overwhelmed: call [name]; sit in [quiet place]; 10-minute timer; breathe; text 

[second helper] if no answer. 

 

TOOL F — Shared Care Calendar & After-Hours Card 

Fridge Calendar (paper + digital copy for distant helpers) 
Appointments (cluster when possible): __________________________ 

Deliveries/repairs (oxygen, supplies): __________________________ 

Who does meds on Sundays: [name/time] 
Who updates the family (and when): [name/day] 

After-Hours Card (wallet + fridge) 
• Nurse line/home health: __________ • PCP: __________ • Pharmacy: __________ 

• Hospice (if enrolled): __________ • 911 for chest pain, severe breathlessness, stroke 

signs 

• Red flags for this case: _____________________________________ 

• “Bring this card and med list to the ER.” 

 

TOOL G — Home Safety & Go-Bag List (Quick Wins) 

Top 10 Home Fixes 



1. Nightlights bed → bath 2) Non-slip mat + shower chair 3) Grab bars (not suction) 

2. Tape contrasting strip on stair edges 5) Remove throw rugs/clutter paths 

3. Chair with arms for sit-to-stand 7) High-wattage bulbs (warm tone) 

4. Bedside phone + charger 9) Pillbox visible, not on the stove 10) Pet feeding area 

away from walkways 

Go-Bag by the Door 
□ Med list & insurance cards □ Copy of directives/POA □ Glasses/hearing-aid batteries 

□ Phone charger □ Light sweater/blanket □ Snacks/water □ Brief comfort item (music 

list, prayer card) 

 

 

 

 

Chapter 5: Out-of-Home Care 

A move out of the home is rarely just 

about safety; it’s also about identity, 

routine, relationships, and money. The 

best placement decisions start with values 

(“what a good day looks like”), then match 

the level of support to current needs—

and build in a plan for change. In this 

chapter we cover the two most common 

settings your clients will navigate: 

assisted living (social/functional support 

with limited nursing) and skilled nursing 

(24/7 nursing with rehabilitation or long-



term care). Our role is to translate options, reduce shame and fear, and protect 

autonomy while planning for realistic risks (Schulz & Eden, 2016; WHO, 2015). 

 

5.1 Assisted Living Facilities (ALFs) 

What ALFs are (and aren’t) 

Assisted living provides housing plus help with daily activities—bathing, 
dressing, medications, meals, housekeeping, transportation—and social 
programming in a residential setting. ALFs are not medical facilities; nursing 

coverage and clinical capabilities vary widely by state and by building (Zimmerman, 

Sloane, & Reed, 2014; Schulz & Eden, 2016). Many offer dedicated memory-care 
units with secure doors and structured routines. Hospice and home-health services can 

often be layered in as needs rise. 

Who tends to thrive: people who want fewer household burdens, predictable meals, 

medication help, and companionship, but who don’t need continuous skilled nursing. 

Test Question
54) Assisted living facilities (ALFs) primarily provide which type of support?�Answer:  Housing plus help with daily activities and social programming



Who doesn’t: people with highly complex medical care (frequent suctioning, unstable 

oxygen needs) or intense behavioral symptoms without strong dementia supports. 

What to ask before you visit (and when you tour) 

• Care fit: What ADLs will you help with? How is medication management 
handled (nurse vs. med tech; timing accuracy; fees)? Night staffing? Response 

times to call systems? 

• Acuity & “aging in place”: Under what conditions will the facility ask for a 

higher level of care (two-person transfers, catheter care, oxygen, wandering, 

unmanageable falls)? Get this in writing in the residency 
agreement/assessment & service plan. 

• Culture & access: Language and foodways, worship/rituals, LGBTQ+ inclusion, 

quiet vs. lively spaces, outdoor access, transportation beyond medical visits. 

• Cost & contracts: Base rate vs. level-of-care add-ons, med-pass fees, 

second-person transfer fees, rate-increase policies, and notice for 

discharge/eviction. 

• Safety & dignity: Bathing schedules, continence support without shaming, 

locked doors in memory care (what’s locked and why), camera policies, visitors’ 

rights, pets. 

Financing: Primarily private pay; some states offer Medicaid HCBS waivers that help 

with services (not always room/board). Long-term care insurance and VA Aid & 
Attendance may assist (Schulz & Eden, 2016). 

Red flags / green lights 

• Red flags: persistent odors; residents idle without engagement; staff rushing or 

speaking over residents; vague answers about night staffing; frequent 

“mandatory companions” billed privately; high staff turnover with no plan. 



• Green lights: consistent staff assignments; residents greet staff by name; 

spontaneous activity in common rooms; residents outdoors; transparent service 

plans and billing; posted resident rights and an active family council. 

Vignette — “Three Things That Must Survive the Move” 

Ms. Alvarez, 84, loved morning mass, feeding the courtyard birds, and wearing her 

favorite bright scarf. After two falls and increasing medication mix-ups, her family 

explored assisted living. On tour, we asked about morning transportation to a nearby 

parish (twice weekly), a bird-feeder policy (allowed by the gardening club), and 

whether nurses would honor the scarf during showers (they would—“spa day” style). 

The service plan listed: medication administration at 8 a.m./8 p.m., shower assist 

Mon/Thu, and transport to mass Tues/Fri (fee noted). Because those three identity 
anchors were protected, Ms. Alvarez adjusted quickly and stopped trying to “escape” 

back home. Her daughter said, “It felt like we moved her life, not just her things.” 

 

5.2 Skilled Nursing Facilities (Nursing Homes) 

Two very different uses: short-stay rehab and long-stay care 

Short-stay (post-acute) rehab provides 24/7 nursing and intensive PT/OT/ST after 

hospitalization or acute illness, with the goal of returning home. Long-stay (custodial) 
care provides ongoing 24/7 nursing support when complex medical, mobility, or 

cognitive needs outstrip what home/ALF can safely provide (CMS, 2022; Schulz & 

Eden, 2016). 

What’s inside a good SNF 



• Nursing & medical: RN presence daily, on-call coverage 24/7, a medical 

director, ready access to labs, pharmacy, and wound care. 

• Rehab: clear, measurable goals tied to home function (sit-to-stand, safe toilet 

transfers, walker skills, energy conservation). 

• Care planning: an interdisciplinary care-plan meeting (usually within 1–2 

weeks of admission and regularly thereafter) with the resident/family present; 

goals, risks, and preferences documented; a single, current med list. 

• Quality practices: delirium prevention (sleep/light/mobilize), antibiotic 
stewardship, restraint-free care, psychotropic-medication review with 

nonpharmacologic approaches first; pressure-injury and fall-prevention bundles 

(CMS, 2022). 

Choosing a facility (quick framework) 

• Location: near family/visitors and outpatient providers—visit frequency beats 

perfection. 



• Match: does the unit routinely handle needs like wounds, oxygen, dialysis 
transport, dementia behaviors? 

• Rehab culture: therapists visible; goals on the wall; practice in real-world setups 

(mock kitchen/bath). 

• Communication: who calls you after changes? Are staff comfortable with teach-
back? 

• Rights & advocacy: clear posting of resident rights, transfer/discharge 

policies, and the Long-Term Care Ombudsman contact (CMS, 2022). 

Financing: Medicare (or Medicare Advantage) may cover time-limited skilled stays 

when criteria are met; Medicaid is the main payer for long-stay custodial care; some 

residents pay privately (CMS, 2022). Exact eligibility rules change—confirm current 

criteria when planning. 

Working the care-plan meeting 

Bring a one-page list: baseline function (“walked to mailbox with cane”), “what matters” 

(“sleep without being woken for vitals unless truly necessary”), red flags (delirium 

history), and home barriers you’re aiming to solve (three porch steps; bath setup). Ask 

for discharge planning on day one: target date, equipment, teaching, and home-
health orders. 

Common pitfalls—and how to prevent them 

• Delirium: screen daily; protect sleep; mobilize early; review meds (avoid 

anticholinergics/benzodiazepines where possible). 

• Over-treating “UTIs”: treat symptoms, not just a “positive” urine—reduce 

unnecessary antibiotics. 

• Deconditioning: “Up for all meals; out of bed twice daily” orders prevent the bed 

from undoing rehab. 

• Communication gaps: institute a weekly standing call with one consistent 

nurse, especially for long-stay residents. 

Test Question
55) What is the main payer for long-stay custodial care in skilled nursing facilities?�Answer:  Medicaid



Vignette — “Home Goals on the Wall” 

Mr. Blake, 79, entered a SNF after a hip fracture. He told the team, “I want to get back 

to grilling Sundays.” We wrote home-based goals: stand at the counter 5 minutes; 

safe walker turns on deck; one step with rail. Therapy practiced apron-on, spatula-in-
hand tasks to simulate the grill. Nursing added pain-med timing 30 minutes before PT 

and a bowel plan to avoid setbacks. Social work arranged a home evaluation; the 

daughter borrowed a ramp and set a chair by the grill. He discharged with home-health 

PT/OT and a photo of his first post-rehab burger. “That picture kept me moving,” he 

said. 

Vignette — “Hospice in the Nursing Home” 

Mrs. Patel, 86, with advanced heart failure and dementia, declined after repeated 

hospitalizations. The team held a values conversation: quiet music, prayers with her 

daughter, no more night transports. She enrolled in hospice at the SNF: a hospice 

RN coordinated comfort meds; the facility aides continued daily care; a chaplain visited 

Tuesdays; the daughter received teaching and bereavement support. Crises gave way 

to predictable comfort, and staff felt aligned rather than reactive (CMS, 2022; Bernacki 

& Block, 2014). 

 

Practical scripts you can use tomorrow 

• Setting expectations for ALF tours: 
“Let’s list three parts of your life that must survive the move—people, places, or 

routines—so we can test whether a building can support you, not just house 

you.” 

• SNF care-plan opener: 
“Here’s who Mom was at home and what we’re working back toward. Can we put 

those goals on the wall and schedule a weekly check-in?” 

• When families fear ‘abandoning’ a loved one: 
“Moving to a new level of care doesn’t shrink your love; it changes your job. 



Let’s pick which parts of care you’ll keep—reading aloud, hair braiding, Sunday 

dinners—so your relationship stays intact.” 

 

Chapter 6: Health Trends and Healthcare Costs 

6.0 Why this chapter matters 

Older adults repeatedly tell us two things: “I want to feel well enough to live my day,” 

and “I’m worried about what care will cost.” This chapter bridges those realities. We 

start with what predicts good or excellent health in later life, then make sense of 

Medicare parts and the common cost traps that turn good clinical plans into 

unaffordable ones. Throughout, we keep the tone practical: small moves that 

measurably improve health and protect budgets (HHS, 2018; NASEM, 2015; Schulz & 

Eden, 2016). 

 

6.1 Good to Excellent Health 

What older adults mean by “good health” 

Self-rated health (“Would you say your health is excellent, very good, good, fair, or 

poor?”) is a powerful, validated snapshot tied to survival, function, and well-being (Idler 

& Benyamini, 1997). In practice, people usually define “good” as: “I can do the routines 

that make me me,” “pain is manageable,” “I sleep,” “my mood is steady,” and “I can get 

where I need to go.” 

Predictors you can influence 



• Physical activity: regular light–moderate movement (walking, balance/strength 

minutes) improves function, mood, sleep, and cardiometabolic markers; even 

ten-minute bouts count (HHS, 2018). 

• Social connection: frequent, meaningful contact lowers depression and 

mortality risk (Holt-Lunstad, 2018). 

• Well-managed conditions: simple med regimens, plain-language action plans 

(e.g., “up 3 lb in 2 days—call”), and one prescriber “quarterback” reduce crises 

(Schulz & Eden, 2016). 

• Environment: safe housing, lighting, and transportation access make healthy 

routines possible (WHO, 2015). 

• Financial strain: addressing food, utilities, and medication costs prevents 

“nonadherence” that is actually poverty (NASEM, 2015). 

Vignette — “What Makes a Day ‘Good’?” 

Mr. L., 78, said “good health” was one porch coffee, a 15-minute walk, and making 

lunch without help. We wrote those three items into the care plan. PT trained sit-to-



stands; social work secured a rolling cart for kitchen tasks; a neighbor became his “walk 

buddy.” Three months later he still had COPD—but he rated his health “good” because 

his day looked like himself. 

 

6.2 Medicare, Medication, and Healthcare Costs 

Where money leaks out 

Most budgets strain at premiums, deductibles/coinsurance, medications, and 

transportation. Common tripwires: tiered drug costs (especially new brand-name 

meds), out-of-network bills, duplicate plans (paying for a supplement that overlaps an 

Advantage plan), and slow enrollment in cost-saving programs (Extra Help, Medicare 

Savings Programs) (Schulz & Eden, 2016). 

Practical cost-protectors 



• One table of meds, one pharmacy: reconcile, simplify to generics/covered 

alternatives where clinically appropriate, 90-day fills, and mail-order if cheaper 

(CMS, 2022). 

• Annual plan review: drug formularies and networks change yearly; reviewing 

every fall prevents January surprises (CMS, 2022). 

• Enroll in “wraps”: Extra Help/Low-Income Subsidy (Part D) and Medicare 
Savings Programs (QMB/SLMB/QI) reduce premiums and out-of-pocket costs; 

SSI/Medicaid can open doors to long-term supports (Schulz & Eden, 2016). 

• Right site of care: telehealth for routine follow-ups, urgent-care over ED when 

safe, and early home-health to stabilize after illness. 



• Ask “What will this cost?”: encourage clinicians to name expected charges 

and cheaper equivalents without compromising quality. 

Vignette — “January Shock” 

Mrs. R. changed nothing—and her diabetes meds doubled in January. A fall formulary 
shift had moved her drug to a higher tier. A SHIP counselor switched her to a plan 

covering that medication at a low copay and enrolled her in Extra Help. By March, her 

out-of-pocket costs were back down—and her A1c improved because she stopped 

stretching doses (CMS, 2022). 

 

6.3 Medicare: Parts A, B, C, D (Plain-Language Overview) 

Amounts, premiums, and deductibles change year to year; always check the current 

Medicare & You handbook or the plan’s Evidence of Coverage for specifics (CMS, 

2022). 



Part A — Hospital Insurance 

Generally premium-free for most people with sufficient work history. Covers inpatient 
hospital, skilled nursing facility (time-limited, after a qualifying event), some home 
health (when skilled and intermittent), and hospice. Expect deductibles/coinsurance 

tied to benefit periods and days of stay (CMS, 2022). 

Part B — Medical Insurance 



Monthly premium required. Covers doctor/NP/PA visits, outpatient care, preventive 

services, DME (durable medical equipment), some home health, and outpatient 
mental health. Has an annual deductible and coinsurance (often 20%) for covered 

services unless you have secondary coverage (CMS, 2022). 

Part C — Medicare Advantage (MA) 

An alternative to Original Medicare (A & B) offered by private plans. Must cover at least 

what A & B cover; many include Part D drugs and extras (vision, dental, transport, 

hearing) with managed networks and prior authorization. Costs depend on in-
network use, plan rules, and annual out-of-pocket maximums (CMS, 2022). 

Part D — Prescription Drug Coverage 

Stand-alone (with Original Medicare + often Medigap) or built into many MA plans 

(MAPD). Covers outpatient prescription drugs using formularies and tiers. Plans vary 

by covered meds, preferred pharmacies, and utilization rules. Annual benefits, caps, 

and catastrophic protections evolve over time; review each fall (CMS, 2022). 

Medigap (Medicare Supplement) 

Private policies that fill some of the cost gaps in Original Medicare (A & B). They do 

not include Part D. Standardized lettered plans vary in coverage generosity; medical 
underwriting rules differ by state and by timing (CMS, 2022). 

 

6.4 Alternatives and Complements 

• Medicaid (and HCBS waivers): income/asset-based; can cover long-term 
services and supports at home or in facilities and may pay Part B 

premiums/cost-sharing (Kaye, Harrington, & LaPlante, 2010). 

• PACE (Program of All-Inclusive Care for the Elderly): interdisciplinary, 

capitated care for eligible adults—medical, social, rehab, transport, and day 

center—designed to support living at home (Mukamel et al., 2007). 



• VA & TRICARE: VA health benefits (priority groups, copay rules) and TRICARE 

for Life coordinate with Medicare for eligible veterans and spouses. 

• Employer/union retiree coverage: may provide secondary coverage or MA 

group plans—check formularies, networks, and whether dependents are 

included. 

• Community health centers/340B clinics: sliding-fee primary care and access 

to discounted medications for eligible patients. 

• State pharmaceutical assistance programs, manufacturer patient-assistance, 

and disease-specific foundations: helpful for high-cost drugs when criteria are 

met. 

• Social care benefits: SNAP, LIHEAP, paratransit, congregate meals; these 

stabilize budgets so medical plans can succeed (Schulz & Eden, 2016). 

Vignette — “Keeping the Home When Money Got Tight” 

Mr. and Mrs. D. faced rising copays and a winter heating bill. A benefits navigator 

enrolled them in a Medicare Savings Program (Part B premium paid), Extra Help for 

drugs, and LIHEAP for utilities; the AAA added Meals on Wheels. Stabilizing the basics 

made it possible to keep Mrs. D.’s anticoagulant on time and avoid an ED visit. 

 

Quick counseling scripts 

• Plan review (October–December): 
“Formularies and networks change every year. Let’s do a 15-minute check so 

January isn’t a surprise.” 

• When a medication is unaffordable: 
“If the cost doesn’t fit the budget, the plan—not you—needs to change. Let’s look 

for a covered equivalent or apply for Extra Help.” 

• Choosing MA vs. Original + Medigap: 
“Do you prefer a lower premium with managed networks (Advantage) or 



broader choice with a separate drug plan and a Medigap to cushion cost-

sharing? Let’s map your doctors, drugs, and travel to see the best fit.” 

Course Conclusion: Staying Human in an Aging World 

When you began this course, you met older adults and families not as diagnoses, but as 

people with routines, worries, quirks, and hopes. Along the way, we kept returning to a 

simple idea: good care is ordinary life made possible. A safe shower. A pillbox that 

actually gets filled. A bus route learned together. A choir warm-up over video. A benefits 

application finished on a Thursday. You now have the language, tools, and posture to 

make those ordinary things happen—consistently, respectfully, and in ways that fit who 

a person is. 

What we learned, in one view 

Part I reminded us that aging is not one 

thing. Bodies change; so do minds and 

meanings. You learned to spot patterns 

(frailty, pain, sleep changes, mood shifts), 

to name risk without panic, and to 

practice negotiated risk—adapting tasks 

and environments so autonomy and 

safety can coexist. You practiced a warm, 

narrative way of asking about sexuality, 

grief, purpose, and identity. You saw how 

nutrition, movement, cognition, and 

mental health interact, and how a small, 

well-fitted change—balance minutes at the kitchen counter, a subjective-age check-in, a 

three-basket coping plan—can bend a trajectory. 



Part II brought care into the places where 

people actually live. You learned to map a 

homecare ecosystem, teach practical skills, 

and write plans that survive Friday nights 

and long holidays. You built family 

meetings that start with values and end 

with a list of who does what, by when. You 

learned when home-health fits, how aides 

succeed, what consumer-directed care 

requires, and how hospice becomes a 

partner in comfort rather than a symbol of 

defeat. You also learned to see and report 

elder abuse clearly and compassionately, pairing every report with immediate supports. 

Part III turned to money and systems—the parts that can quietly undo good intentions. 

You learned to ask about cost without shame; to protect budgets with Extra Help and 

Medicare Savings Programs; to help people choose among Parts A, B, C, and D; and to 

prevent January surprises with a simple, annual plan review. You practiced translating 

acronyms into plain language and bending the system toward the person, not the other 

way around. 

What “excellent practice” felt like on the ground 

Think of the scenes that threaded through these chapters: 

• The Wednesday Bench. A quiet, scheduled hour in a small park turned isolation 

into a new routine and bridged an old convoy of friends with a new one. 

• The Thursday Spreadsheet. Money stopped being a secret and became a plan; 

bills and benefits sat together on one page; the shame dialed down. 

• The Saturday Woodshop. Serious leisure reclaimed identity without ignoring 

pain or fatigue; two hours, every other week, was enough to find flow and friends 

again. 



• The Night Nurse. A single phone number at 2 a.m. replaced another frantic trip; 

comfort became predictable. 

• The Window List. Ten-minute activities near a favorite chair gave shape and 

meaning to low-energy days, and a caregiver finally exhaled. 

None of these required magic. They required you to ask, map, match, and repeat—
and to keep checking whether the plan still fits. 

Five promises to carry forward 

1. I will start with what matters. Before writing orders or referrals, I will ask, “What 

would make tomorrow a good day for you?” and I will write the answer into the 

plan. 

2. I will make the invisible visible. I will map roles, money, access, and risk on 

one page so the family can see the whole picture—and adjust it together. 

3. I will treat cost as clinical. If a plan doesn’t fit the budget, I will change the plan, 

not the person. 

4. I will protect dignity and voice. I will separate people to ask safety questions, 

report on reasonable suspicion, and pair every report with real support. 

5. I will protect caregivers. I will schedule respite that actually happens and treat 

caregiver distress as care—not as failure. 

What you can do on Monday 

• Print your quick stack. Put three handouts by your desk: Home Health Referral 

Checklist, Aide Shift One-Pager, and Elder Abuse Reporting Roadmap. Use one 

the same day. 

• Make one warm handoff. Call SHIP, the Area Agency on Aging, or a kinship 

navigator with a client on speaker. End the call with a date for the next step. 

• Calendar two tiny anchors. With one client, schedule a weekly social anchor 

(bench, call, class) and a weekly caregiver respite block. Name them out loud. 



• Audit one medication list for cost. Find one lower-tier equivalent or enroll one 

person in Extra Help. 

• Add one sentence to your notes. “What matters most to [Name] this month is: 

______.” Let it guide the next visit. 

A word about you 

This work asks a lot: patience with systems, tenderness in grief, steadiness in crisis, 

and respect across differences. It also offers a rare gift—you get to restore ordinary 
life. When you teach a transfer that doesn’t hurt, when you stop a scam in time, when 

you make room in a week for a dance class or a nap, you are practicing public health in 

the most intimate way. Guard your own energy. Keep a small set of colleagues you can 

text. Make your own “window list.” Take your breaks. 

Closing vignette: “The Porch Light” 

On a winter evening, a daughter clipped a new checklist to the refrigerator. The pillbox 

was filled, the after-hours card taped above the phone, and a small overnight bag sat by 

the door with a list tucked inside. Her mother, who used to host every holiday, smoothed 

a bright scarf over her shoulders—the same scarf she’d chosen when she moved to 

assisted living, the same one the aides call her “party flag.” They had argued the week 

before about money and rides and what to do when breath ran short. Tonight they had a 

plan that matched their lives. The daughter set a timer for her book club; the neighbor 

sent a photo of tomorrow’s bench; the hospice nurse answered the line on the second 

ring just to say hello. The porch light clicked on at dusk. Nothing dramatic happened. 

That was the point. 

Thank you for the work you do. May your practice be practical and kind, your teams 

steady, your questions curious, and your plans shaped by the people they serve. And 

may many ordinary, beautiful things—coffee on a porch, a song with friends, a safe 

shower, a bill paid without panic—keep happening because you were there. 



 

 

 

The End of the Course!! 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 


