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Chapter 1

Principles of Gerontological Nursing
Debbie Tolson, Joanne Booth and Irene Schofield

Introduction

Improvements in health and social care have contributed to demographic ageing 
around the world. This means that nurses who work with adults will increasingly be 
working with older people (people over retirement age, most often aged 60 years or 
more). The fastest growing group of the older population is the oldest old, i.e. those 
who are 80 years old or more. Globally in 2000, the oldest old numbered 70 million 
and their numbers are projected to increase to more than five times that over the next 
50 years (Huber 2005). Adding years to life is a great achievement, particularly when 
this is accompanied by a good level of health and well being. For many people, how-
ever, longevity brings with it an array of challenges, some age related, others condi-
tion specific which impact on their lives and those close to them. Increased suscepti-
bility to health problems and the cumulative effect of relatively minor problems 
coupled with a decreased recovery capacity explains the high demands for healthcare 
by this group. In addition to changes in states of physical and mental health, social 
determinants of health such as poverty and social isolation can compound an individ-
ual’s problems. The susceptibility of older people to declining health and the global 
increase in numbers of people living into late old age make compelling reasons to 
mobilise nursing efforts and for us all to prioritise investment in the development of 
gerontological practices.

Box 1.1 What matters to me: older person

‘A good nurse to me is someone who knows what they are doing and can do it in a way that 
shows they care, care about me that is. They should speak to me with respect and not sim-
plify information because I am eighty years old. I will ask when I don’t understand.’ (Ronald 
Newman, 81)
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2 Evidence Informed Nursing with Older People

Nurses are uniquely positioned to promote health in later life and to influence care 
outcomes and experiences for older people and their families. To do this effectively nurses 
need to draw on the best available evidence and adopt approaches to practice informed by 
health and medical sciences. Practice will also be influenced by conceptual and cultural 
understandings and reflect what is possible in the particular nursing situation. This book 
does not set out to be a definitive practice textbook per se – our intention is to explore the 
connections between practice, the value base of practice, emergent theory and the con-
tinually evolving evidence base which collectively informs how nurses can and do work 
with older people.

This foundational chapter will orientate readers to three fundamentally important and 
related issues which shape contemporary thinking about evidence informed nursing with 
older people:

(1) the meaning of gerontological nursing and its relationship to the evidence base;
(2)  the importance of shaping evidence implementation through a culturally appropriate 

value base;
(3)  the evidence informed management of common geriatric syndromes and health 

conditions.

Taking this unified view allows individual nurses to make essential connections to inform 
practice (Figure 1.1).

The introductory discussion is pivotal to understanding the contribution that nurses can 
and do make to the health and well being of older people. Importantly, we will introduce 
current debates and emergent ideas about the constituents of nursing practice at its best. 
The core premise is that nursing at its best occurs when practitioners make connections 
between the value base, evidence, underlying theory and gerontological practice know-
how in the unique moment of care.

Figure 1.1 Essential connections for gerontological nursing practice.
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Principles of Gerontological Nursing 3

Meaning and scope of gerontological nursing

Over recent decades it is possible to trace debates in the literature as to whether nursing 
older people is a specialism or a component of general adult nursing. Kagan (2009) is criti-
cal of this preoccupation, contending that to progress we must focus on the promotion of 
gerontological principles when nursing people who for reasons of chronological age, ill-
ness, injury or genetic disposition manifest needs associated with later life. The Nursing 
and Midwifery Council of the UK now recognises that nursing older people is a specialism 
that requires highly skilled nurses who can respond to the complexity of health and social 
care needs of older people (Nursing and Midwifery Council 2009, p. 6). In addition to rec-
ognising the prerequisite skills that practitioners require to nurse older people, McCormack 
and Ford argued a decade ago that it is essential for nurses to be able to describe the contri-
bution they make to older people’s health and healthcare. If they fail to do so then it is likely 
that the trend, in some countries, to replace registered nurses with cheaper vocationally 
qualified support workers will continue (McCormack & Ford 1999).

We take the view that nurses who become expert in working with older people draw on 
knowledge from applied gerontology, geriatric medicine and generic nursing skills along-
side knowledge of the older person, their family and life circumstances.

By describing nurses whose practice is guided by an explicit value base and informed 
by clinical and applied gerontological knowledge as ‘gerontological’ nurses, a distinction 
can be made between nurses with expertise, and those with a more general understanding 
of adult nursing. We believe this distinction is an important one to make as it signals the 
need for preparation specific to understanding clinical and psychosocial aspects coupled 
with an appreciation of the aspirations and felt needs of older people. We also concur with 
Kagan (2009) that all adult nurses should be equipped to apply gerontological principles 
within their practice.

Approaches to preparing nurses to work with older people vary and are influenced by 
views about underlying competencies and essential skills sets. Such views inevitably 
change with development of knowledge and theory and are reflective of national health-
care policies, priorities and service configurations. In the UK for example, recent health 
policies have promoted respectful and dignified care. These affective dimensions and the 
relationships within care are reflected in gerontological nursing competencies set out by 
the national agency for healthcare education in Scotland (NHS Education Scotland 2003). 
American and European alliances, whilst acknowledging the importance of these dimen-
sions, highlight more clinically orientated perspectives including the differentiation of 
normal ageing from illness and disease processes, and assessment for syndromes and 
constellations of symptoms that may be manifestations of other underlying health prob-
lems (American Association of Colleges of Nursing 2004; Milisen et al. 2004). Such 
regional differences reflect local interpretations of nursing roles and functions in relation 
to older people rather than genuine differences in the underlying knowledge and skills 
sets which inform practice. In reality nurses need knowledge derived from clinical sub-
jects and social sciences including the arts and humanities, so they can understand both 
what to do in a technical clinical sense and to convey their caring in ways that are safe and 
compassionate. There is an emerging consensus in the international literature that the 
scope of nursing older people embraces:
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4 Evidence Informed Nursing with Older People

● health promoting aspects that enable people to optimise health, well-being and inde-
pendence in later life;

● curative and rehabilitative dimensions that focus on functional or psychological recov-
ery from illness or injury;

● facilitating self-care and enabling effective management of long-term conditions;
● providing care for those who become frail or with limited and/or declining self-care 

capacity;
● palliative and end-of-life care.

An important consideration for all countries is the attention afforded by pre-registration 
nursing courses in terms of preparing nurses to meet the varied and complex needs of an 
ageing population. Given the broad scope of gerontological nursing, working with older 
people offers ample opportunities for registered nurses to specialise in selective aspects 
of later life care. A challenge for the profession is to steer a transformative path to ensure 
a positive future for nursing older people and move away from negative legacies associ-
ated with ageist service mindsets and a general lack of investment in this area of health-
care (Hayes & Webster 2008).

We suggest that reframing thinking around the concept of gerontological practice con-
tributes in several ways to the development of a positive mindset, which could facilitate 
progress (Kelly et al. 2005). Gerontological practice is a multi-professional and multi-
agency endeavour, and although our discussions focus on nursing, it is with an apprecia-
tion that the clinical, theoretical, conceptual and ethical roots of much of our practice are 
shared and collaboratively developed with other health and social care disciplines.

The definition of this area of nursing presented in Box 1.2 reflects the previously listed 
scope of gerontological nursing. The definition was generated inductively through a 
social participatory programme of research undertaken over a 6-year period within 
Scotland (Kelly et al. 2005). The definition was formulated collaboratively with nurses 
from across Scotland working in a spectrum of specialist settings with older people, 
including acute hospital wards, rehabilitation units, long stay facilities, care homes, com-
munity and primary care (Tolson et al. 2006). Hence it has applicability across UK care 
environments and potentially beyond. An additional feature of the definition is that older 
people were also involved in its preparation. Critique and feedback on the original defini-
tion agreed in 2001 was invited from 11 gerontological nursing communities of practice 
over a period of 5 years (www.geronurse.com; Tolson et al. 2007, 2008) and it is notewor-
thy that the only requested amendment was made in 2004 when the concept of person-
centred care was substituted with relationship-centred approaches. This suggests that the 
definition captures the contemporary meaning of gerontological nursing for practitioners 
and older people within Scotland and we also believe that it is in tune with international 
descriptions. Participants who collaborated in the development of this definition recog-
nised that to realise their vision, a nurse would require in-depth, evidence informed ger-
ontological nursing knowledge, skills and experience together with commitment to an 
explicit value base shared with members of their local multidisciplinary team. For some 
this definition represented an important stage in demonstrating professional identity, 
improving status and conveying their growing confidence in a new era of nursing with 
older people.
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Principles of Gerontological Nursing 5

Our definition (Box 1.2) highlights that gerontological nursing is relevant within any 
setting where older people receive healthcare and that it is not the exclusive domain of units 
dedicated to the care of older people. Importantly, the definition acknowledges the potential 
leading role played by gerontological nurses working as part of a multi-professional care 
team. Interestingly, most nurses who practise gerontological nursing do not use this term in 
their job title, preferring descriptions which are more meaningful to the public.

That said, an agreed definition and clarity about the principles of gerontological nurs-
ing are useful in that they enable nurses to describe their contribution or potential contri-
bution to the healthcare of older people. Furthermore, it is an important step towards 
understanding the core gerontological knowledge and skills that underpin safe practice. 
This in turn should determine how we prepare practitioners to work with older people, 
either as a component of their general adult nursing role or as specialists with increased 
knowledge. Now that we have defined the area of practice and delineated the range of 
knowledge necessary to equip practitioners we can begin to examine the adequacy of our 
practice know-how, the underlying evidence base. Following this we can make theoretical 
connections to develop and advance practice. In this way we can demonstrate aspects of 
practice that are informed by evidence to be of demonstrable or perceived benefit to older 
people and reconsider aspects that are of questionable benefit. We will consider the issue 
of evidence, information use and appraisal within practice more closely in Chapter 2.

For now let it suffice to say that it is only by drawing on a credible inclusive evidence 
base that we can begin to understand how to optimise outcomes for older people and 
realise the potential of gerontological nursing. Griffiths (2008) suggests that by focusing 
on outcome indicators with older people, nurses have an opportunity to move beyond 
traditional approaches of identifying the problems and needs of older people. Rather, 
Griffiths (ibid.) argues that we should begin by identifying the desired outcomes of health-
care with the person and from this position recognise the nursing contribution to their 
care, plan and deliver appropriate nursing interventions. Heath and Phair (2009a) also 
advocate outcomes frameworks, which focus on older people’s abilities, aspirations, 
health and well-being. To do so, they argue, values activities such as listening and being 
compassionate which research has shown are important to older people (Way et al. 2008). 
Furthermore, given that our definition of gerontological nursing (Box 1.2) recognises the 
importance of family carers it would be inconsistent to ignore them in our consideration 
of care outcomes.

Box 1.2 Defining gerontological nursing

Gerontological nursing contributes to and often leads the interdisciplinary and multi-agency 
care of older people. It may be practised in a variety of settings although it is most likely to 
be developed within services dedicated to the care of older people.

It is a relationship-centred approach that promotes healthy ageing and the achievement of 
well-being in the older person and their family carers, enabling them to adapt to the older per-
son’s health and life changes and to face ongoing life challenges. See www.geronurse.com
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6 Evidence Informed Nursing with Older People

If we accept the above arguments, we need ways to orientate our thinking towards 
person and family carer experiences, their expectations of care in addition to responding 
to the individual’s presenting clinical symptoms and life changes.

Additionally, it would be inappropriate to restrict the nursing view of outcomes for the 
management of clinical symptoms to narrow measures based upon treatment efficacy 
alone; this has been the tendency of evidence based medicine (Jutel 2008). A more rele-
vant approach for nursing is to take a broader view to accommodate the practical benefits 
experienced by patients and their close family members. Schulz et al.’s (2002) review of 
intervention studies specific to the caregivers of people with dementia provides a useful 
basis for a more relevant and inclusive description of clinical significance. They identify 
four core concepts that are clinically significant: symptomatology, quality of life, social 
significance and social validity. Intuitively these constructs have relevance to both the 
family carer and older people and to conditions other than dementia, including the spec-
trum of geriatric conditions and syndromes. Table 1.1 provides an overview of clinical 
significance based on the analysis of Schulz et al. (2002) using as exemplars two common 
geriatric conditions (urinary incontinence and hearing loss) to demonstrate the nursing 
contribution and outcomes within healthcare.

We will return to clinical conditions and features in the latter part of this chapter, but 
first we will turn our attention to the values underpinning practice and connections 
between these and the evidence base.

Linking evidence with beliefs about caring

Evidence based practice has in many ways become the mantra of contemporary healthcare 
policy and practice (Rycroft-Malone 2006). However, debates continue within nursing as 
to what constitutes meaningful evidence. Jutel (2008) is highly critical of the narrow sci-
entific preoccupation of evidence based medicine and advocates that nurses should engage 
in information appraisal that goes beyond traditional evidence based tools which are sub-
servient to evidence hierarchies.

We agree with this stance and acknowledge the view that evidence is contextually bound 
and socially constructed (Dopson et al. 2002). Philosophically, this means that the way 
nurses understand and relate to evidence is a function not only of the evidence itself but the 
interplay of how nurses think about practice and their beliefs about the constituents of good 
care. This may or may not embrace contemporaneous research. In a postal survey of regis-
tered nurses’ understanding and interpretation of evidence based practice, Rolfe et al. (2008) 
found that nurses cited three influences on their practice: their own past experiences (69%), 
patient preferences (63%) and local evidence based guidelines (49%). This suggests that the 
way nurses make decisions and judgements in practice is a function of much more than 
their awareness of what may be recommended within care guidance. We have confirmed, 
within the Scottish Gerontological Nursing Practice Project, that when evidence is presented 
in ways that explicitly align with nurses’ underlying beliefs about practice and caring, then 
they are more likely to adopt and sustain evidence based change (Tolson et al. 2008).

Many authors contend that caring is the core essence of nursing, describing it in terms 
of conveying a sense of concern, a desire to protect and ameliorate suffering in others. 
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8 Evidence Informed Nursing with Older People

Other authors, however, concede that caring is an elusive concept that defies definition, 
being a culturally and contextually bounded experience. Cronqvist et al. (2004) describe 
caring as a relational concept that involves caring about someone. For Cronqvist et al. the 
qualities that characterise caring include compassion, conscience and commitment, com-
petence, sharing and mutual respect. Specific to expert gerontological nursing, McCormack 
and Ford (1999) propose five caring attributes: holistic knowledge and practice, saliency, 
knowing the patient, moral agency and skilled know-how. In an analytical exploration of 
the four core concepts of person-centred nursing in relation to nursing older people, 
McCormack (2004) describes:

● being in relation as concerned with relationships with people;
●  being in a social world as highlighting the essential sociability of a person;
●  being in place as the context in which personhood is articulated; and
●  being with self is about being recognised, respected and trusted and its impact on our 

sense of who we are.

On a theoretical level it becomes clear that relationships are central to caring, and that 
to create a sense of care involves reciprocity founded on trust and demonstrable respect 
for the individual. This highlights the centrality of attitudinal dimensions and communi-
cation in nursing older people. In thinking about how to promote quality in our commu-
nications with people, Fredriksson and Eriksson (2003) advocate that we focus on what 
they describe as the caring conversation. This they explain is rooted in an appreciation 
that conversation occurs at a number of levels extending from being with (the ontological 
perspective), to a means of gaining knowledge (epistemological perspective), as a process 
which focuses on communication technique (methodological) and as an ethical encounter 
intended to do the person good. Recognition of the ethical dimensions of the caring con-
versation we believe to be pivotal to the relationships that nurses and others can form with 
older people and their family carers. This is reflected in the evidence surrounding percep-
tions of truth telling which we explore in Chapter 4.

Rights based care

International rights movements have highlighted the principles of fairness, respect, equal-
ity, dignity and autonomy. For many readers these principles will resonate with their own 
core values. The United Nations adopted five principles for the care of older persons in 
1991 concerning independence, participation, care, self-fulfilment and dignity (United 
Nations 1999). These principles, reflecting the rights of older people are considered to be 
globally relevant and form the basis of an international action plan agreed in Madrid in 
2002 (United Nations 2002). Some of the rights are related to essential elements for sur-
vival such as access to food and water, whilst others extend to opportunities for social 
engagement and participation in community life. The intention is that countries will 
embrace these five dimensions and create appropriate policies and mechanisms to ensure 
that these rights are observed.

In terms of healthcare policy imperatives a number of important UK developments 
reflect principle based care rooted in a system of older people’s rights. The Department 

Tolson_c01.indd   8Tolson_c01.indd   8 1/12/2011   3:46:00 PM1/12/2011   3:46:00 PM



Principles of Gerontological Nursing 9

of Health in England produced a National Service Framework for Older People which 
introduced a set of national standards for the care of older people in England and 
Wales (Department of Health 2001). A major ambition of the National Service Framework 
was to root out age discrimination in health services and promote person-centred care. 
However, Nolan et al. (2004) have suggested that whilst this development was a major 
step forward some tensions have emerged from the narrow focus on the individual, which 
excludes the many supportive relationships within care. The importance of relationship-
centred care, with a focus on the individual, will be further explored in Chapter 3.

A different stance to promoting principle based care of older people has been adopted in 
Australia. Rather than mandating standards of care, as in the English system, the Australian 
health ministry established an overarching framework for health services to use in their 
management of older people services (AHMAC 2004). Australian providers were duly 
expected to review their underlying principles and practices to ensure that they:

● adopted principles and practices that enable older people to access appropriate forms 
of care, support and treatment;

● optimise older people’s health outcomes and functional independence;
● take the older person’s wishes into account where possible;
● provide a supportive environment during decline and end of life (AHMAC 2004).

The importance of the involvement of family and significant others in care is enshrined 
within the Australian aged care standards of practice (Haesler et al. 2006). In regions of 
New Zealand, where this scheme has been partially adopted, the Treaty of Waitangi pro-
vides a framework to address cultural and inequality issues for older Maori people 
(Waikato District Health Board 2009).

An interesting feature of the Australian scheme is the emphasis placed on the evidence 
base. Principle 1 states that health treatment and care delivered to older people will be 
based on strong evidence (AHMAC 2004, p. 6). What is not explained in the document is 
the meaning or form of the evidence that might be considered strong.

As we move beyond rights based service frameworks to explore the value base espoused 
by specific disciplines such as nursing, the core concepts of human rights remain implicit. 
In many countries this can in part be attributed to legislative frameworks such as the 
European Convention on Human Rights and professional codes of practice (Nursing and 
Midwifery Council 2009).

The value base for gerontological nursing

In many care environments, unit philosophies and value statements explaining the caring 
culture to staff and clients are displayed in public areas or distributed in written material. 
The intention of such statements is to demonstrate organisational commitment to shared 
values designed to promote good quality care. However, such overt displays of group 
 ethics are no guarantee that individual practitioners believe or act in accordance with the 
declared value base. This situation was reflected in early findings from the Scottish 
Gerontological Nursing Practice Project as will be explained in Chapter 2. An initial step 
in building a sense of cohesion among participants of the newly formed community of 
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10 Evidence Informed Nursing with Older People

practice was to invite the group of 36 nurses working in different care environments to 
scrutinise the care philosophies in their own workplace (Tolson et al. 2005). In the major-
ity of cases the origins of the workplace value statements were unknown and only a 
minority of the nurses could illustrate the influence that these values had on current prac-
tice. Nonetheless, the community of practice members were adamant that alignment of 
their personal values and that of their team would be a key determinant as to whether they 
would be willing to implement best practice care guidance (Tolson et al. 2005). It thus 
became a key activity for the community of practice to locate or develop an explicit set of 
values that resonated with their own and their team’s values. These values would then be 
used as a lens through which to filter the care guidance (best practice statements) which 
the group were concurrently constructing (Tolson et al. 2006; Booth et al. 2007).

As with the definition shown in Box 1.2 refinement of these values is an ongoing proc-
ess. Kelly et al. (2005) noted that the list of 10 values may appear an oversimplification 
of the philosophical foundations of practice. However, the project participants saw sim-
plicity of expression as the key to the future utility of the values. The brief value state-
ments were subsequently used as a filter through which to present the written care guid-
ance and in doing so made an explicit connection between the nurses’ shared beliefs and 
the evidence base (Booth et al. 2007). This strategy avoided a common pitfall in care 
guidance preparation, that of failing to reflect practitioners’ beliefs.

McCormack (2004) describes the notion of authentic consciousness whereby princi-
ples for action or care embody the beliefs of both nurse and patient. As Dewing (2004) 
elaborates, it is the act of making values transparent which provides the basis upon which 
the negotiated relationship between the nurse and older person can develop. In the 
dynamic of a caring relationship then, an explicit value base enables the practitioner to 
view the evidence in new light. This is an essential beginning for trust and for working in 
partnership with older people and their families (Tolson et al. 2007).

The values set out in Box 1.3 were developed collaboratively by nurses involving older 
people, and the inductive approach used in the Scottish Gerontological Nursing Practice 
Project ensured that practitioners could express their values in familiar language. Kelly 
et al. (2005) acknowledge that although developed by and for nurses, these values have a 
generic quality and are arguably meaningful for the multi-professional gerontogical prac-
tice team. Explication of the multi-professional practice value base is an important step to 
promoting consistent approaches to care. The achievement of conceptual and attitudinal 
clarity is critical to the delivery of optimal care and enrichment of the practice environ-
ment. However, as can be seen in the definitions of expert practice already reviewed, 
affective and moral considerations form only part of the totality of attributes required by 
gerontological nurses. Other key attributes are clinical and therapeutic aspects.

Key clinical features in later life care

It is timely to revisit and reinforce the importance of some key features of clinical geriat-
ric care. The term ‘geriatric’ is used here in its true sense, as pertaining to the healthcare 
needs of older people. Although it is often used in a derogatory manner, it must be 
acknowledged that it is a term which is used in leading contemporary medical research 
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Box 1.3 Practice values agreed within the Scottish 
Gerontological Nursing Study

Commitment to relationship-centred care
Recognition that the older person is best understood in the context of their relationships with 
others and that while the focus of care is the individual, they are part of a network of complex 
relationships that may impact on the person’s care processes and which should be acknowl-
edged for the most successful care to be achieved. Promoting continuity of care that values 
the older person’s unique past, present and future individuality and respects the person’s role 
and contribution to family and wider society.

Commitment to negotiating care decisions
Recognising that the older person has the right to make informed choices, with assistance 
from family members if they wish. The older person’s choices and priorities are respected 
and may include an element of risk.

Promoting dignity and respect
Promoting dignity and respect for the older person in all aspects of care, regardless of set-
ting, including consideration for the person’s privacy and confidentiality.

Maximising potential
Recognising that caring events are also therapeutic opportunities and developing attitudes, 
knowledge and skills to empower the older person to live a life that reflects their individual-
ity and enables them to achieve their potential.

Commitment to an enabling environment
Promoting a positive work culture together with a supportive physical and organisational 
environment in order to create an enabling living or care environment that conveys a sense 
of hope and achievement for the older person.

Establishing equity of access
Striving to secure on behalf of all older people the same access to services as other age 
groups and challenging evidence of age discrimination.

Commitment to developing innovative practice
Adopting strategies to promote evidence based gerontological nursing, acknowledging the 
value of multiple forms of evidence including practice expertise. Recognising the impor-
tance of choosing to specialise in gerontological nursing as a prerequisite to successful 
 advancements in practice.

Consistency of vision
Developing a shared care philosophy that clearly enunciates the value base of gerontological 
nursing and the standards of care older people and their families can expect.

Tolson_c01.indd   11Tolson_c01.indd   11 1/12/2011   3:46:00 PM1/12/2011   3:46:00 PM



12 Evidence Informed Nursing with Older People

papers and associated literature. Knowledge contributed by different disciplines forms 
part of the overall knowledge base relating to older people’s health and well-being. Nurses 
working in older people’s specialist teams must therefore necessarily have a comprehen-
sive knowledge of the presentation of changes in health status in later life, of contempo-
rary holistic responses to such changes, and an appreciation of the contribution of col-
leagues from other disciplines. We would argue that nurses who work with older people 
in any setting require a working knowledge of such health changes in order to contribute 
to safe and effective care for older people. The key clinical features include the altered 
presentation of disease; multiple pathology; the concept of frailty; ‘geriatric syndromes’ 
(Anderson 1985; Inouye et al. 2007), also referred to as ‘geriatric conditions’ (Cigolle 
et al. 2007); and the ‘domino effect’ whereby a single event can trigger a knock-on series 
of events that lead to rapid deterioration or death of an older person (Isaacs 1981). These 
key features (Box 1.4) will form the basis of selected chapters, or they will be considered 
in each chapter, and their significance is now outlined.

The presentation of changed health status itself can be different in older people. Signs 
of illness are often atypical or ‘altered’ and this is mainly due to age-related changes in 
physiology. For example, pain may not always be a reliable indicator of myocardial inf-
arction and fractured femur, and temperature may not be elevated in infection. Instead an 
older person in pain or with an infection may present with cognitive impairment, as in the 
development of delirium. The atypical presentation of a change in health status is often 
complicated by the presence of multiple pathology. Even when conditions are minor, they 
can have a cumulative effect on the older person’s overall condition to the extent that the 
individual rapidly loses functional and cognitive capacity. For each separate medical con-
dition the older person may require medication and the resulting polypharmacy may lead 
to toxic drug reactions and interactions, which in turn culminates in the loss of functional 
and cognitive capacity.

Geriatric syndromes (Inouye et al. 2007) and geriatric clinical conditions are commonly 
seen in older people, especially those who are frail, and where changes in health status do 
not fit into discrete disease categories. Common, serious and debilitating conditions such 
as delirium, falls, pain, urinary incontinence, low body mass index, hearing impairment, 
and immobility, where people describe themselves or are described by others as ‘going off 
their legs’, are examples of geriatric syndromes. The syndromes are indicative of a change 
in health status but frequently do not represent the specific disease condition or conditions 
which are causing that change. Furthermore, the organ systems affected, such as the 

Commitment to team working
Working as part of a team who recognise, seek out and respect each other’s contribution and 
commitment to the care of the older person. Directing the collective effort towards attaining 
goals negotiated with the older person and their family according to their needs and wishes.

The value of reciprocity
Recognising the value of mutual respect between all parties involved in the giving and receiving 
of care and the dynamic nature of the interactions in which benefits for all are appreciated.
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 bladder in urinary tract infection, may be distinct and distant from the system involved in 
its presentation (the brain in delirium). When geriatric syndromes occur together, precipi-
tated by multiple underlying conditions, the interrelationships are increased in complexity. 
Figure 1.2  shows the link between the shared risk factors which give rise to geriatric con-
ditions and the link with frailty and, if unmanaged, poor outcomes of care.

Geriatric syndromes will play an ever more prominent role with the increasing num-
bers of very old people. Despite this, within the UK and USA, the policy focus is on the 
management of single disease long-term conditions such as diseases of the heart and 
lungs and diabetes. However, a large US prevalence study of geriatric conditions and their 

Box 1.4 Key clinical features in later life care

● Altered disease presentation
● Multiple pathology
● Polypharmacy
● Frailty
● Geriatric conditions and syndromes
● Domino or cumulative effect

Figure 1.2 Geriatric syndromes and link to poor care outcomes. (Adapted from Inouye et al. 
2007 with permission.)
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effect on health and disability in older people living in their own homes found that some 
geriatric conditions were as common as chronic diseases, and strongly associated with 
disability (Cigolle et al. 2007). Whilst we would not argue against nurses playing a role 
in the care trajectories of long-term conditions, a failure to address the key features of 
geriatric care will result in inadequate and substandard care for potentially preventable 
disability for older people.

Frailty is currently a much debated concept and understandings of frailty vary. 
According to Campbell and Buckner (1997) it is a syndrome associated with underlying 
physiological and metabolic changes to the extent that minor alterations in a person’s 
health status can cause increased disability or death. Another approach is an understand-
ing of frailty as a collective of risk factors which might result in an increased state of 
vulnerability or even death (Ravaglia et al. 2008). Topinkova (2008) describes frailty as a 
‘geriatric condition’ which belongs to the larger family of ‘geriatric syndromes’. She cites 
a consensus of geriatricians working in Europe, Canada and America to the effect that 
frailty is a state of increased vulnerability to stressors, resulting from a decrease in physi-
ological reserves and a degree of failure in multiple organ systems. Fried et al. (2004) 
describes frailty as a clinical syndrome characterised by multiple pathologies of weight 
loss, fatigue or weakness, low levels of physical activity, slow movement, abnormalities 
of balance and gait and with the added possibility of cognitive impairment. Frail individu-
als are particularly vulnerable to hospitalisation and medical procedures, sustaining falls 
and developing delirium, the latter resulting from age-associated changes in neuromuscu-
lar functioning and activity of endocrine and immune systems. It has been suggested that 
frailty can be reversed, by treating underlying conditions, under-nutrition and weakness. 
A recent definition of frailty from the nursing literature is provided by Heath and 
Phair (2009b):

a weakened state of being in which a person’s reserve capacity is reduced to an extent 
where health, functioning and wellbeing are compromised. In the Precursor Stage a 
range of indicators can identify people who are vulnerable to frailty. Advanced frailty 
threatens life. Complications of frailty occur when the care delivered fails to compen-
sate for the impact of frailty…

This definition is important for our book as prevention or compensatory care in relation 
to common clinical conditions will be addressed in the case study chapters.

Heath and Phair (2009b) suggest that ill health characterised by the ‘domino effect’ 
affects older people who are described as being ‘frail’, such as those people who already 
have impaired cognition, impaired physical function and mobility. A single event such 
as a fall in a frail individual can result in a cascade of events, such as immobility, pressure 
ulcers, dehydration, urinary tract infection, delirium, and prolonged or lasting cognitive 
impairment. It may sometimes be burdensome and futile to search for an underlying con-
dition, and it may be most appropriate to focus care on the presenting syndrome or to 
begin end-of-life care (National Confidential Enquiry into Patient Outcome and Death, 
2009). Chapters 5–13 explore aspects of evidence informed nursing care based on the key 
features of clinical geriatric care, within a framework that is relationship centred and 
appropriate to the context in which it is delivered.
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Summary

Our discussion has offered an explication of the nursing contribution to the healthcare of 
older people and their family carers. We have advocated investment in the promotion of 
gerontological nursing principles and the development of expert gerontological nursing 
practice as a legitimate way to meet the needs of the growing number of people around the 
world. Importantly, we have set out the essential connections that nurses need to make 
between theory, practice values and evidence in response to the policy imperative to deli-
ver evidence informed care. This key messages contained within this introductory chapter 
are highlighted in the box below. Furthermore, by making these connections nurses will 
be better placed to respond to the reasonable request of older people as illustrated in our 
 opening quote (Box 1.1) to work with older people in appropriate age-sensitive ways. 
Interestingly, in reviewing literature on health professionals’ views and engagement with 
quality improvement, Davies et al. (2007) conclude that nurses think differently about 
what constitutes best care to other professional groups. In particular Davies notes that 
nurses have a tendency to place greater emphasis on achieving patient satisfaction, meet-
ing both psychosocial and physical care and on the relationships that they form with the 
person. In doing this, we suggest, nurses show that they intuitively begin to make connec-
tions between the evidence, clinical knowledge and more conceptual understandings about 
ethical dimensions and relational aspects within the dynamics of care delivery. Our task in 
the chapters which follow is to explicate this in relation to nursing with older people.

Key messages

By making connections between theory, evidence, values, relational care and knowledge of 
the three C’s (age-related changes, life challenges and conditions), nurses are equipped to 
deliver safe and effective nursing with older people.
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