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DIGEST
The project consisted of planning and organizing
a seminar for dissemination of information to persons
working with the aged. From my ten years of experience
in the health care profession, six of them were working
with the aged population. I was surprised at my lack
of knowledge about the older person. After attending
the course as Lindenwood College my knowledge expanded
from the biological to the social and psychological

aspect of aging.

I decided to organize a seminar for local health
personnel working with the aged in a thirty-mile radius
of my residence. There were a total of six speakers
including myself speaking about the biological, socio-
logical and psychological aspect of aging in long

term care facilities.

Although I sent information to local hospitals,
there was not one person at the seminar from an acute
care facility. Considering that the aged have more
frequent and longer hospital stays than the younger
population, I thought the hospitals would have sent at
least one person. The long term facilities in the area

usually send one or two persons.



I felt after the seminar ended that it was well
received and informative. The evaluation forms returned
were all rated high, with only a few below average
grading. Some of the attendees, a week after the
seminar, informally stated how they appreciated and
enjoyed the seminar. I am considering organizing
another seminar on aging since there are still a large

number of persons needing information about aging.




PLANNING A SEMINAR ON AGING

TO DISSEMINATE INFORMATION TO PERSONNEL

WORKING WITH THE AGED

Oscar Raymond Gain Jr.,B.S.,R.P.T.

A Culminating Project Presented to the Faculty of the Graduate
School of the Lindenwood Colleges in Partial
Fulfillment of the Requirements for the
Degree of Master of Art

1982




COMMITTE IN CHARGE OF CANDIDACY:

Dr. Arlene Taich, Chairperson and
Advisor

Dr. Paul J. Biedenharn

Sandra Christie Faculty Sponsor




Acknowledgement

I wish to thank my wife for her untiring effort
and encouragement for me to complete this project.
Without her assistance the task would have been too
formidable to accomplish.

I also wish to thank my instructor's, at
Lindenwood, James Sebben and Sandra Christie for
sharing their wealth of knowledge with me.

Finally I wish to thank Marge Litteken for her

assistance in typing this paper.

ii




TABLE OF CONTENTS

I. INTRODUCTION 1
Gerontology 1

Social, Biological and Psychological

Aspects of Aging 2
I1. ASPECTS OF AGING 4
Biological 4
Socialization 7
Population Census 8
Chronic Conditions 10
Holistic Attitude 10
Recognition of Geriatric Medicine 11
III. IMPORTANCE OF THE PHYSICIAN 14
Choosing a Geriatrician 14
IV. RELATIONSHIP OF ACTIVITY AND MOVEMENT 16
Principles of Exercise Program 16
Benefits of Movement Therapy 17

V. RELATIONSHIP OF THE SOCIOLOGICAL
ASPECT OF AGING 19
Poverty 19
Housing 19
Transportation 21
Friendship 21
VI. REVIEW OF PERTINENT LITERATURE 23
Attitudes Toward Aging 23

Improvement of Knowledge thru Education



VII. METHOD 27

Speech-Language Pathologist 27
Nursing 27
Physical Therapist 28
Tentative Outline 29
Meeting Place Arrangements 30
Format for Seminar 31
Requirements for C.E.U.'s 34
VIII. DAY OF THE SEMINAR 39
Dr. Paul Biedenharn 39
Sandra Gain, R.N.C. 40
Oscar Gain, R.P.T. 40
Dr. Ann Carey 40
Don Courtial, R.P.T. 41
Margaret Wayne, M.S.W. 41
IX. DISCUSSION 42
Results of the Seminar 42
X. CONCLUSION 43
Successful Undertaking 43
Reasons for Low Attendance 44

| APPENDICES:
Appendix A: Program Outline 45
Appendix B: Mailing List 46
Appendix C: Budget 34
Appendix D: Rough Design of Pamphlet 55
Appendix E: Final Copy of Pamphlet 57




Appendix F: C.E.U. Information 59
Appendix G: Requirements for C.E.U.s 78
Appendix H: Blank Certificate 84
Appendix I: Seminar Certificate 85
Appendix J: P.T. Program Outline 86
Appendix K: Program Evaluation Form 87
Appendix L. Facts on Aging Quiz and
Interpretation 88
Appendix M: Seminar Bibliography 96
Appendix N: Poem and Nursing Assessment
Form 98
Appendix O: P.T. Assessment Form 101
Appendix P: Analysis of Attendance 104
Appendix Q: Evaluation of Program 105
Appendix R: Financial Statement 106
BIBLIOGRAPHY 108
VITA AUCTORIS 112




I. INTRODUCTION

Gerontology as defined by Webster's Dictionary
is a scientific study of the phenomena of aging and
the problems of the aged. Holistic, defined by Webster's
Dictionary, emphasizes the organic or functional re-
lation between parts and wholes. Combining the two
you have an approach that is both scientific and
holistic. There is a vast amount of material written
on the social, biological and psychological aspects
of aging, with a scientific explanation. The only
problem is that each specialty tends to forget that a
person is more than a biological study or a social
problem. One cannot zoom in on one aspect of aging
without considering the person as a whole. The older
person may be rich and healthy but unless his social
life is balanced, he would be lonely and depressed.
This then could lead to biological problems and then
financial problems, due to additional medical expenses.

Although there is a vast amount of knowledge written
on the aged, the dissemination of this information is
poor. I felt that there was a need to educate the health
personnel that are caring for the aged. I had several

years of experience working with the aged and was sur-

Prised at my lack of knowledge. This lead me to the




decision to give a seminar for dissemination of
information.

I wanted to include all three aspects of aging
which includes the social, biological and psychological
aspect of aging in the seminar. Clark Tibbits,

a founder of social gerontology defines the social
aspect as ''concern with the developmental and group
behavior of adults following maturation and with social
phenomena which gives rise to and arise out of the
presence of older people in the population'" (Atchley,
1980). The social aspect of aging is concerned with
population growth and the economy of the country. If
the country is in an inflationary period, the fixed
income of the elderly would be affected. The make-up
of the population is also changing. The average life
expectancy in Roman times was 20 to 30 years, according
to some authors(Shephard, 1978). The average life
expectancy in the United States in 1970 was 71 years;
75 years for a woman and 67 years for a male (Atchley,
1980). According to one author there were 15,000
Americans over the age of 100 years in 1972 (Curtin,
1972) . Besides the social aspect, the physical well
being of a person is important. As a person ages

the most frequent illnesses are strokes, arthritis,

and trauma (Bennett, 1980). This leads to a decrease

in the quality of life and activity. However,




according to Schrock, if a person remains physically
active, the decrease of physical strength would be more
gradual (Schrock, 1980). Reviewing literature on aging,
the three health practices emphasized most frequently

is regular physical activity, adequate rest and proper
nutrition (Schrock, 1980). The psychological aspect

of aging needs to be considered in addition to the
social and physical. Maddox, in a study of the elderly,
found that perceived health was less positive among
persons with a history of depression, who felt neglected
by others and whose morale was low (Tessler, 1962).

The self-concept of the elderly person is important to
his health. Palmore and Luikory have shown that among

persons aged 45-64, self-rated health is the strongest

correlate of life satisfaction (Tessler, 1962).




ITI. ASPECTS OF AGING

Before one can delve into an assessment of the
education preparation necessary for providing quality
health care to our geriatric population it is necessary
to have an understanding of what the field of gerontology
is and it's impact on society. Gerontology can be
defined as the study of all aspects of aging. It
is what we know about the causes and consequences of
aging.

The term aging refers to the various biological,
psychological, and social processes that result in
relatively predictable changes in mature humans as
they advance in chronological age (Butler, 1977).

There are three inter-related but yet separate aspects
to the study of aging. The first is the biological
aspect.

The biological aspect deals with physical aging.
There are numerous characteristics of physical aging.
The skin is probably most noticeable. It tends to be
wrinkled and rough and is more vulnerable to malignanc-
ies, bruises, loss of hair and dryness than that of
younger people. Postural changes are also rather ap-

parent. Joints, especiall the hips and knees, tend

to stiffen and compressed spinal discs produce the




| shorter, bent posture characteristic of many older
| people. Other physical changes which occur in aging
deal with the nervous and circulatory system. Harden-
ing of blood vessels (arteriosclerosis) may create
circulatory problems in the brain, thus reducing the
speed at which the nervous system can process information
or send signals.

The circulatory system is probably most affected
by the aging process. Failure of the circulatory system
is the most common cause of death for people over 40
(Atchley, 1980). Heart disease or interrupted blood
flow to the brain or heart are common among older people.

At age 75, the probability of death from cardiovascular

disease is 150 times higher than at age 35 (Atchley,
1980). These biological changes can have a significant
impact on the psychological aspects of aging.

The psychology of aging encompasses the sensory
and psychomotor processes, perception, mental ability,
drives, motives, and emotions. Aging has been shown to
produce an increase in sensory threshholds and a decline
in sensory activity, however, few people experience
sensory limits on activity prior to age 75. From a
medical point of view these changes can have a signifi-

cant influence.

The sensory changes that occur with aging can




have a significant impact on the patient's health
status. Visual activity tends to decline markedly
with the 40's. It creates an inability to focus on
near objects, which hampers his ability to read
(Bolwinick, 1978); a problem perhaps in reading the
directions on a medicine bottle. Color vision also
changes as one becomes older. The lens tends to
yellow which filters out the violet, blue and green
colors. It is much easier for older people to see
yellow, orange and red. Thus, for older people to

get the same satisfaction from looking at colors in
their surroundings that young people get, their
environments should present more yellow, orange and red,
and less violet, blue and green.

Hearing is another major sense that, when impaired,
can have a major influence in an older person's life-
style. Impaired hearing is a hearing loss of sufficient
magnitude to reduce the individual's capacity for in-
teracting successfully with his or her environment
(Atchley, 1980). Impaired hearing appears to show
a marked increase after the age of 45.

Other senses that play a role in the well-being
of an older individual are those of taste, smell and

touch. While it is true that these deal mostly with

satisfaction, they can also be of significant importance




to survival. In order to detect spoiled food one
relies on his sense of taste. The presence of smoke
or gas fumes is detected by the sense of smell. The
sense of touch which communicates our feelings of
pain or discomfort, when impaired, can postpone one
from seeking medical help and can threaten that
person's well-being.

In recent years there has been a growing recog-
nition of how these two previously mentioned aspects of
aging play an important role in the third aspect of
aging - that of the sociological aspect.

Socialization encompasses the group of processes
that result in the development of the individual into
a social being capable of participating’in society
(Atchley, 1980). The achievements one makes in the
way of socialization usually comes from experience.
Many decisions and changes occur in one's lifetime.
By middle age one has achieved set roles in society.
By old age, however, these roles may change signifi-
cantly thru widowhood, retirement, etc. A big problem
can arise out of attitudes society holds in regards
to these changes. The elderly often tend to hold
negative attitudes toward aging and toward life in

general. It must be remembered that attitudes are

learned.




These attitudes have in turn led to beliefs which
have in turn led to stereotyping which appears to be
ever so present in our society. The stereotype associ-
ated with old age in America is overtly negative and
biased and this bias greatly affects how older people
are treated by others in our society. The medical
and allied health professions are no exception. To
understand why, one must consider the past and future
population growth and relate it to health care needs.

When the first census was taken in 1790, half the
people in the country were sixteen years old or younger,
and as recently as 1970 the median age was under 28.
But as the nation moves into its third century, its
people, too, are getting older. The median age will
pass thirty in 1981, reach thirty-five by the year
2000 and approach 40 by 2030. It is also estimated
that those over 65 will more than double to one out
of every six Americans (Newsweek,1977).

Since the beginning of this century there has
been a dramatic increase in the numbers of older
people. 1In 1900 there were slightly more than three
million in the United States, and in 1977 there were
over twenty-three million - a sevenfold increase,

double the increase for the general population

(Atchley, 1980). The United Bureau of Census projects

|




that by the year 2030 there will be thirty-two

million older Americans. (The term older American
refers to those people 65 years of age and over). These
figures may sound startling, howerer, what impact

does it have on the health care field? One question
that arises is whether the health care professions

are ready to deal with this increase.

At the present time there are approximately five '
percent of our elderly population in some kind of
long-term care institution such as nursing homes,
retirement homes and mental hospitals. The total
chance of an elder being institutionalized at some
time before death has been estimated by two studies
at about twenty-five percent (Palmore, 1976). It
is generally agreed that many, if not a majority of
present institutions are inadequate in their facilities,
treatment and personnel. Most do little or nothing
toward restorative services and provide littl more
than custodial services while their patients await 'death
(Palmore, 1976).

Though excellent care is provided in some of
the facilities, the long-term care industry has been
seriously criticized. Long-term care facilities are

too often isolated from the more extensive back up

services of hospitals, from community-based programs
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and from major professional schools.

It is important to remember that the treatment
of chronic conditions constitutes the major health
care problem of the older population. Approximately
86 7% of the population over age 65 have one or more

chronic conditions; multiple chronic conditions are

common among the elderly (Harris,1978). The medical
profession focuses on diagnosis and treatment of
acute illness and, for the most part, is uninterested
in the care of chronic conditions which typify the
health care needs of the elderly. Doctors and health
professionals are not trained to deal with the unique
medical problems of the elderly (Butler, 1977). The

body of knowledge required to care for old people is

not just disease categorical; it is broad in perspec-
tive. It deals with the people from a holistic point
of view. The word "holistic'" is an interplay of body
and mind in the interest of producing a unified person.
Holistic was derived from the Greek word '"holos"
which means "healthy'", "entire'", and ''whole", it im-
plies "being in the right relationship with self, others,
and the universe'" (Walker, 1979).

Those people employed in caring for the elderly
must remember that they are not treating diseases -

they are treating people - individuals with special
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feelings, needs and fears. '"A holistic definition of
aging should communicate the idea that the changes
associated with aging are normal and continuous,re-
sulting in losses and gains. Negative images could be
evoked from the term "'losses,' however, it must be
remembered that the elderly often experience change so
gradually that they develop successful coping skills
and accept the change as a normal part of life "
(Schrock, 1980).

As unbelievable as is may seem, geriatric medicine
is not yet recognized as a medical specialty in the
United States, although on the average, forty percent
of an internist's patients are 65 years of age or
older and he spends sixty percent of his time with
them (Butler, 1976). The field of nursing, however,
has begun to recognize the care of the elderly as a
specialty. The nurse has been suggested to be the most
appropriate and best prepared health care worker to
assume major responsibility for health care of the
elderly (Schwab,1979). 1In 1974 the American Nurse's
Association voted to change its ''Division of Geriatric
Nursing Practice'" to the'"Division of Gerontological
Nursing Practice', reflecting a broader approach to
the care of the aged. '"Geriatric'" refers to the branch

of health care which deals with the problems and diseases
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of aging and old people. 'Gerontology'" is a branch

of knowledge dealing with aging and problems of aging
(A.N.A., 1974). Thus 'geriatric' was seen to be too
much directed toward the sick aged, and the nurses
wished to convey by their name that nursing care of
the aged has to be approached in a holistic manner
with more emphasis of the psycho-social and cultural
aspects of the patient's experience, rather than a more
strictly medical approach (Schwab,1979); thus one step
forward to improving and recognizing the care needed
by our elderly.

Butler in 1975 pointed out that one-third of a
million professional and technical workers are employed
in programs designed primarily or solely for older
persons....fewer than 10-207 have had formal training
for their work (Bradshaw,1980). Most educational
programs that have anything to do with gerontology are
usually taught at a Masters Level or higher. This is
fine, but how are the people who are responsible for
the direct patient care (aides, nurses, therapists,
etc.) going to benefit from this type of educational
arrangement? This was to be my challenge.

Based on the research and information already

Presented, it was apparent that the less educated

a person is in the field of gerontology the less he




really knows about aging and the needs of the aged. The

question in my mind was what I could do to educate
the people involved in caring for the elderly in my
community in order to improve the care given. It is
my belief that the more one knows about something the

better able he will be to deal with it. Health care
professionals, I have found, lack the increased

knowledge to deal effectively with the aged population.




ITI. TIMPORTANCE OF THE PHYSICIAN

One can learn best the principles of geriatrics
when guided by an experienced geriatrician. A
geriatrician pays as much, perhaps more, attention to
the techniques of care of chronic conditions as to
the complexities of tertiary care for acute, severe
illness (Cape, 1978). The medical problems presented
by the elderly, such as the '"'geriatric quintet"
(falling, confusion, incontinence, homeostatic disturb-
ance, and iatrogenic disorders), require special skills
and techniques from a geriatrician in practice
(Cape, 1978).

The aged person has a multitude of problems in
the later years. The aged are afflicted with chronic
conditions such as heart disease, deafness, leading to
disability and restriction of their activity. Although
the aged generally have more than one illness the
extreme variability in the health status of older
people definitely shows that poor health is by no means
necessarily associated with aging (Atchley, 1980). I
chose Doctor Paul Biedenharn, a geriatrician, who is
a consultant at numerous nursing homes with over ten

years of experience in caring for the aged to be the

team leader of my seminar. His initial training was
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in family medicine; he then specialized in geriatrics.
Since the elderly have impairement in mental health,
lack of social support systems, deminished economic
resources, and decreased capacity for self-care, there

is a need for a multidimensional approach to data

acquisition and patient assessment (Moore,1980 ).

This team is best lead by a geriatrician because of

his ability to coordiante the various specialties in

order to render an organized care plan.
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IV. RELATIONSHIP OF ACTIVITY AND MOVEMENT

A misconception associated with aging is that the

older person should take it easy, however, there are
numerous articles written on the benefits of exercising
and aging. In the "Principles of Exercise Programs"
written by Arnold (1977) there were ten benefits listed.
They were:

1. Improvement to cardio-vascular funttion.

2. Development of muscle strength.

3. Development of endurnace.

4. Development of flexibility and joints.

5. Provision for relaxation and release of tension.

6. Delay of the aging process.

7. Development of coordination and to learn

new skills.
8. Developments of an understanding of the role
of exercise and physical activity.

9. Maintenance of good health.
10.0pportunity for social growth and development.

Besides the above benefits there are the social
contact and psychological benefits of exercising. For
this reason I felt that the health professionals caring
for the aged should be made aware of the benefits of
movement. A concept of "life satisfaction" is when
people have aged successfully to the extent that they
feel happy and satisfied with their present and past
lives (Atchley, 1980). To feel happy a person must

have an active life. Aging is an insidious, in-

evitable, and lethal entity that drains a persons body

and spirit. The person sees it hears it and feels it




17

every day of his life (Rreisle, 1982). This is enhanced
when a person is confined to a nursing home. Prior

to the nursing home, the "activity" theory stresses that
to age successfully, one must maintain into old age

the activity patterns and values typical of middle age.
Participation into a pool of assorted physical or mental
gymnastics is done with utter abandonment of the |
aging process. The elderly person then becomes i
totally engulfed in an attempt to ward off the j
stigma of aging. Then there is the 'disengagement"

theory on aging which is just the opposite of the |

activity theory. One will find this more prevalent !

in a nursing home, especially if the staff is not
trained in other aspects of the patient's needs.

The patient looses his determination and the respons-
ibility for his life' becomes that of the staff. The

patient develop a helplessness and hopelessness in a

nursing home situation, which one psychiatrist classi=
fied as a '"'giving-up-given-up complex" (Benson, 1979).
Movement therapy or exercise can help the nursing
home resident improve in the sociological, psycholog-
ical, and biological phrases of aging. I a thesis by
Sherman, five benefits were listed for movement therapy.

They were:

1. By supplementing movement and sensory deficit,
a psychological need is fulfilled.
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By the physical safety of the movement

and the psychological safety of the presenta-
tion, an ego need for security is fulfilled.
By promoting a feeling of group conscious-
ness that grows out of a helping relationship,
a feeling of belonging is fulfilled.

By promoting a congenial, supportive en-
vironment in which a group laughs easily at
the same things, a participant changes his
frame of reference from fatigue and depression
to relaxation and exhilaration.

By acceptance and accommodation of each person's
limitations, an atmosphere is created which
facilitates the recognition of each person's

unique achievements.
(Sherman, 1981).




V. RELATIONSHIP OF THE SOCIOLOGICAL ASPECT OF AGING

Although exercise is an important element in

aging there is the social aspect that will have an
influence on the nursing home resident. Such matters
as previous social level, housing, and transportation
will effect the residents stay in a facility. 1In 1973
the poor aged represented 14.6 percent of the total
poor population, with 16.3 percent of persons age

65 or older receiving money income below the poverty
standard for that year (Schulz, 1980). Another problem
that faces the elderly is housing. Where a person
lives largely determines his or her opportunities

for contact with other people and their access to
various community services. According to Atchley,

95 percent of older Americans live in independent
households, and of this, 10 percent are headed by a
person under 60 (Atchley, 1980). With the inflation
era and higher taxes it is becoming more difficult for
them to maintain their own home, ardd car. The low
income household headed by the elderly has the lowest
raté> of car ownership then any other low income group
in any age group (Golart, 1976). If special housing

units are provided it is important to

include a location with availability of public trans-
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portation. It should also provide for access to shop-
ping facilities, recreation, church and cultural
centers so that the older person can remain active in
the community (Estes, 1979). Other services to consider
would be availability of grocery stores, banks, post
office, doctor's office and restaurants. There is

also an increasing demand for special housing to
provide such services as the preparation and serving

of meals, housekeeping and medical care (Regnier, 1976).
An advantage of special housing units according to

Blau is age segregration. This promotes the social
opportunities of older people to gain access to others
who have common social needs and common political
interests (Blau, 1973). Poor housing planning could

be detrimental to the elderly. It could, be inadequate
in sturcture, lack a congenial environment, foster
isolation, and result in inaccessibility to transporta-
tion and shopping (Blau, 1973).

Transportation is a major factor in aging.
Transportation difficulties may represent the first
concrete signs that a person is becoming old and will
no longer be able to carry on his accustomed way of
life. At every level, older persons have a considerable

lower rate of automobile ownership than other age

groups (Golart, 1976). There are also statistics that




that show a much lower proportion of persons over age

70 possessing a license as compared to the age group
of 65 to 69 (Golart 1976). Due to the decreased
automobile ownership, mass transit is important for
social and recreational trips. In all studies done,
the relative importance of the taxi is reported to

be very small (Golart, 1976). Golart also stated that,
on the average weekday, the elderly tend to hake fewer
vehicular trips per person than the total population.
There is also a higher incidence of accidents among
the elderly who drive.

Another social aspect of aging is friendship
which is related to housing and transportation. Spakes
has shown that the number of close friends in the
community increases with the level of participation

in social activities (Spakes, 1979). It was also noted

that friends are relatively more important than families

in the lives of a older person. If assistance is
needed a friend would generally be called first.
Another advantage of friendship in the later years is
the psychological aspect of aging. People who belong
to a friendship clique usually consider themselves
old less often than those who do not participate in

a friendship clique (Blau, 1973). Friends and family

are considered as informal support systems verus a
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formal support system. The formal support system
consists of community services. Lebowitz suggested .at
the informal support system is best able to handle

the unpredictable, nontechnical diffuse tasks of living,
whereas formal support systems are best able to handle
the predictable, technical, and specific ones

(Lebowitz, 1978).

A final sociological factor in aging is that
housing, automobiles or lack of support, whether formal
or informal, can lead to physical pathology. 1If no
transportation is available the person must walk to get
to his destination. Walking, however, can cause
considerable fatigue, physical soreness,and general
weakness (Blau, 1973). Of course these potential
problems orginate partly as a result of physiological
changes accompaning aging. There is a prevalence of

physical pathologies among the low income, non-

whites and less educated (Atchley, 1980).




VI. REVIEW OF PERTINENT LITERATURE

A review of the literature starting with the
investigation of Hickey and extending back to Coe,
showed the importance of knowledge in caring for
people. The physician's attitude is one of disease
process, whereas the physical therapist and nurse
are concerned with the social-psychological attitudes.
The social workers tend to ignore physical disease
and focus on socio-emotional and socid-cultural com-
ponents of aging (Coe,1967 ). They all tend to have
a negative attitude toward the aged, such as '"aging
is all down hill", and that'eventually everyone-will
deteriorate'. Nurses have a generally negative attitude
toward providing care for the aged patient as well
as a perception of small reward (Coe,1967 ). This
attitude is transmitted to other student nurses by
fellow students and by instructors (Coe, 1967).

The medical field has been lax in recognizing the
aspects which compose the field of gerontology and
has been responsible, in part, for inferior health
care to our elderly population. These attitudes,
however, must change, and education is the means of

changing them.

I felt that if I could instill a more positive
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| attitude about aging, this would improve the quality
I of care. It has been shown that the less educated
person has more misconceptions and is more biased
against the aged (Palmore,l1977). Palmore stated that
training in gerontology improves the knowledge and test
score on his quiz, '"The Facts on Aging.'" He also stated
that health professionals improve their knowledge with
seminars on aging (Plamore,1977 ).

Such biased attitudes as "older persons take

longer to learn" and '"old people are set in their ways"

are dispelling with additional education on aging.
Through this seminar I hoped to enlighten the partici-
pants to biological and sociological aspects of caring
for the aged. This would be accomplished through
speakers with specialization in the medical, physical
and social aspect of aging. Through case presentations,
didactic lectures and movie and slide presentations,
hopefully the knowledge would be transmitted from the
lecturers to the participants. Using this method of
presentation I hoped to instill a team approach to caring
for the aged. Better care is rendered through team
approach than individual specialization (Hutt, 1980).

In rendering care to the aged no one health service

discipline can provide all the knowledge and resources

required. Professor Margaret Scott Wright, formerly
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professor of nursing studies at the University of
Edinburgh, believes in the multidisciplinary approach

to the education of the health care team. She said

"the input of the different professions involved

varies considerably and often fluctuates during the
provision of care for the individual client; Thus,

the need for students of various professions to partici-
pate in some common learning processes in order to
appreciate the specific contribution which can be made |
by each of them and to avoid wasteful overlap, is
irrefutable" (Hutt, 1980). Hopefully, this seminar

will give various insights to treating the aged by
various disciplinaries. Scott Wright also stated that
"little more than lip-service has been paid so far to
multidisciplinary education'" and argues that un-
doubtedly the reason for this has been the reluctance

of the professions to put the patient or client into

the middle of the arena rather than on the periphery
(Hutt, 1980). Again by presenting a multidisciplinary
seminar multiple veiw points on treating the elderly
patient can be given to the participants. The elderly
patient should not be seen as a collection of many
diseases but as a person whose capacity for functioning
as a human being can be diminished by active or potential

disabilities. The prime concern of the multidisplinary




26

approach is a restoration of the patient's maximum

functional status.
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VII. METHOD

Various speakers were chosen for their back-
ground training and knowledge of the geriatric pop-
ulation. Doctor Biedenharn, as previously mentioned
would be the geriatrician, and would deal with the
role of the doctor as a coordinator of health services
to the elderly.

Doctor Ann Carey, a speech-language pathologist,
is a full time university instructor, and does consul-
tant work to area nursing homes. She had also partici-
pated in numerous seminars on aging. Since speech
therapists deal with different forms of communication
disabilitities, ranging from patients with vision
and hearing problems to those suffering from aphasia
and dysphasia, all problems which affect our elderly
population, I felt as though the information concern-
ing these problems would prove invaluable to a group
of allied health professionals.

The nursing aspect would be covered by a registered
nurse, Sandra Gain, who has over ten years of ex-
pPerience working with the geriatric population. She
also a certified gerontological nurse which makes

her a specialist in the medical care of the elderly.

Since a significant part of the aging process
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concerns itself with the sociological aspect of aging,
a social worker with a thorough knowledge was chosen.
Margaret Wayne, a former St. Louis University in- |
structor, and presently the Director of Social Services
at Memorial Hospital in Belleville agreed to speak.
She would speak on social problems of the elderly.
Donald Courtial, Director of Physical Therapy
Services at Memorial Hospital in Belleville, was to
speak on "A Holistic Approach to Treating the Elderly".
Mr. Courtial has given numerous seminars and workshops
on the holistic approach to treating health problems.
My portion of the seminar would deal with the
conventional physical therapy treatment of the elderly.
My past experience as a consultant to various nursing
homes for six years made me more aware of the geriatric

patient. Giving inservices to these homes on the

special needs of the residents and means of treating

their's problems was on of my responsibilities. '

In planning for the seminar a decision has to IJ
be made on what date to hold the seminar. From past
experience as an attendee, meetings at the end of the M
week were more enjoyable and better attended. A
tentative time schedule was developed, starting at
8:00 A.M. and finishing at 4:00 P.M.. The rationale
for this time was to make the seminar relaxed and non-

Stressful. Starting too early would force some w
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participants to rise earlier in the morning than
usual. Too long of a meeting would lose the attention
of the participants. A proposed program listing the
speakers and a tentative time schedule was prepared
(Appendix A). The location of the seminar was picked
for the convenience of the majority of attendees.
Since the anticipated attendence would be from a 20 - 40
mile radius, the Shrine of Our Lady of the Snows was
chosen. It is well known and located on a highway
with good facilities for meetings. They have a
restaurant, gift shop and beautiful landscaping for
short walks if so desired by the participants.

I set deadlines for the thing that still had to

to be accomplished. The following deadlines were

established:
June 12th - the meeting room and luncheon were to
be confirmed
June 13th - have pamphlets to the printer
July 20th - have pamphlets mailed
Aug. 1lst - open checking account
Aug. 14th - deadline for pre-registration

Aug. 24th - turn in project to Lindenwood
It was a task to check on continuing education units,
pamphlets, name tags, stamps, folders, checking

dccount, meals, meeting room,coffee breaks, pens and
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writing pads. However, I did set deadlines for
particular responsibilities to ensure a thoughtful
and well organized seminar.

I made contact with Our Lady of the Snows, re-
served the date for the meeting, and obtained a cost

for meals, coffee breaks, and room. A hot luncheon

buffet which would consist of three meats, two potatoes,

six salads, bread, choice of beverage and gratuities
would run $6.50 per person for 100 or more people.

The charge would be $7.50 per person for less than 100
people. Tax was not included in the cost. Coffee
breaks would cost fifty cents per person per break.
The room would cost nothing provided I had twenty-five
people or more attending the seminar. At this time I
was estimating 100 participants for the seminar. I
was able to acquire free writing pens for the seminar
through a medical supply house in Belleville. I was
trying to keep the cost low for this seminar so that

a large number of people would respond. Writing pads

were donated by a medical company in Missouri.

The mail-out pamphlets were my next primary concern.

I considered the possibility of having a picture of an
elderly person on the cover of the pamphlet. I spent

the next week looking for an acceptable picture,

and was to obtain backgound information on the speakers.

A list of all nursing homes, colleges, and hospitals in




31

the metro-east area was secured (Appendix B). This was
to be the mailing list.

On June 13th I had a budget prepared to help
decide the cost of the seminar (Appendix C). I estimated
a cost of $15.00 pre-registration and $20.00 on the day
of the seminar. This was to cover expenses including
the meals and honorariums. There still was a need to
decide what the pamphlet would contain, background on
speakers and the objectives of the seminar.

On June 25th, I had laid the format of the
seminar. I had decided against a picture due to the
problem with copying. The format was as follows:

"A Multidisciplinary Approach to Aging"
August 28, 1981
(Friday)
at the
Shrine of Our Lady of the Snows
Visitor's Center
Route 15
Belleville, Illinois
62223
Sponsored by: The Lindenwood Colleges, St. Charles, Mo.
and
Oscar R. Gain, Jr., B.S., R.P.T.
and

Sandra K. Gain, R.N.C., B.S.




Purpose: The purpose of this seminar is to provide in
lecture and panel discussions, a comprehensive
program on problems encountered with geriatric
patients and methods of dealing with them.

It is designed to increase the knowledge and
enhance the skill of the participants. The
guest lecturers include a geriatrician,
certified gerontological nurse, speech thera-
pist, physical therapists, and social worker.

Objectives of the course are;

1. To increase general knowledge of the

geriatric patient

ro

To sensitize the allied health professicnal
to the needs of the elderly |
3. To stress the importance of team work
4. To improve knowledge and skill in assess-
ing the health needs of the elderly
5. To improve care of the elderly now and in
the future
This program is designed for personnel employed in the
care of the geriatric population.
I typed out a rough draft of the pamphlet to get
a general idea fo the lay-out and to see how the mail
out pamphlet would look (Appendix D).
I had a meeting with my faculty advisor on July 8,

1981 and discussed the upcoming seminar. A sampla
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program was given to her to read and approve. The
faculty advisor was to obtain approval from Lindenwood
for the program and feasibility of continuing education
units. She suggested some changes on the final pamphlet,
one which included a box to check for continuing
education units.

The faculty advisor obtained approval for the pro-
gram and told me about the additional cost. The
additional cost forced me to increase the fee to
$20.00 to cover expenses. I was reluctant to do this,
fearing a lower response for the seminar. There would
be an initial fee of $25.00 to Lindenwood plus $5.00
for each participant desiring credits from Lindenwood.

The final version of the phamphlet was typed.

It turned out better than I had expected. It turned
out so well, in fact, that I tried to xerox it. It
copied well, so I decided to print my own copies.

I was not pleased with the white xerox paper, however.
I thought that if facilities posted this on a bulletin
board, it would not stand out enough among all the
various pieces of paper so often found on bulletin
boards. I went out and purchased a package of bright
yellow paper. (Bright yellow also being symbolic

as to one of the colors most easily seen by the

elderly. Whether anyone ties in this symbolism,
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I guess is really besides the point.) I tried

xeroxing the program onto the yellow paper and was
very pleased with the results (Appendix E). I . ran

off 100 copies and folded and stapled them the same

night. the next day I purchased some self-adhesive ad-
dress labels. I typed the address labels from the

list of local facilities which I had secured previously,
applied stamps, and had them in the mail by August 1,

1981. These copies were sent to nursing homes with in

LT

a fifty mile radius and local hospitals. The total
number of pamphlets sent out was seventy-three. I

expected approximately one to two people per nursing

*

home and possibly one person per hospital. A dead-
line of August 18th was set for registration forms to
be returned in order to help plan on needs for the
seminar. !
During this time, I was also working on the

requirements for the Illinois Nurses' Association

continuing education units. I typed up all the necessary
Papers, including an evaluation form which was required,
and mailed all of this along with a check for $25.00

to the Illinois nurses' Association (Appendix F).

I had requested six contact hours of credit. The
criteria of Illinois Nurses Association for continuing

education units was followed (Appendix G).
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The Illinois Nurses' Association requires that
the sponsoring agency provide each participant, who
requests continuing education units, with a certificate
of completion. This required more planning and con-
siderations. Since I knew that Lindenwood could not
be responsible for providing this, I began shopping
around for something that could serve the purpose.
Several stores did sell blank certificates, which
could be filled in by a sponsoring agency, however,
the cost of these was unbelievable. I realized that I
had to find another alternative.

I decided to experiment with one of my old
certificates that I had received at a previous seminar.
I blocked out everything but the border and ran a
xerox copy of this. It turned out pretty well
(Appendix H). Now all I had to do was to type it up
in agreement with the Illinois Nurses' Association
requirements. I used three different types of print
to give it a more professional appearance. I was
Pleased with the results. I decided to run xerox
copies of this, which I would give out to the partici-
pants upon completion of the seminar (Appendix TI).

Since most of the major components of the seminar
had been completed I now had to give some serious

thought to my own presentation. My program was
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developed to emphasize the need for other facilities
to promote physical exercise for the geriatric person.
“ Slides were made of basic equipment that was necessary
to improve mobility and optional equipment available.
A new acronym was developed by me to assist in the
evaluation of residents (Appendix J).

I was now awaiting the date of the seminar. Final
preparations of slides and audio-visual equipment

requirements were being made. An evaluation form was

developed, following the guidelines of the Illinois
Nurses' Association for continuing education units E
(Appendix K). I typed out the test and ran copies of
it so one could be included in each folder. I ran
copies of the research and documentation aspect of
the quiz to give to each speaker. I figured that
if there would be a 1lull in the panel discussion, we :
could discuss this information at this time. (It could
also be used to fill in the time, should a speaker
have to cancel (Appendix L). I felt as though I
should include a bibliography in everyone's folder,
in case they would like further knowledge in any of the
areas (Appendix M).
I contacted my faculty advisor and confirmed the
date, time and place of the seminar. She stated that

she would be there for part of the program if not for

the entire presentation. The written work done up to
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this time was given to our faculty sponsor. She would
not be able to attend the seminar due to her job
committment.

Continuing education units had been awarded by the
Illinois Nurses' Association and the biennial approval
number that had been assigned to our program had to
be added to the Certificates of Completion.

I decided that the certificates would look much
neater if the participants name was typed on the certi-
ficate rather than hand-written. This was done on the
evening of the 25th.

Knowing that the registration period of the seminar
would be rather hectic, I asked a friend of mine,
to sit at the registration table. She would be in
charge of collecting for late registration and would
see that each participant received a name tag and
folder. 1In turn I would provide her with a free meal
and the opportunity to take advantage of the seminar at
no cost.

By Thursday, the day before the seminar, I had
received a total of twenty-seven paid registrations
and four telephone registrations. Things were beginning
to look more promising. Throughout the entire pre-
registration period I tried to keep tract as to which
registrations were paid by facilities and which were

self-payed. I also tried to keep a record as to the
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various facilities that would be represented.
Following the seminar, I will analyze the outcome
of the seminar in respect to success or failure, reasons

for this, and possible soulutions to any problems

that developed.

=




VIII. DAY OF THE SEMINAR

I had made plans to be at the Shrine by 6:30
A.M.. I had done a rather thorough job of getting
everything together the night before, therefore,
the confusion and last minue jobs were pretty well
eliminated. I took along two extension cords in case
the cords to the projectors did not reach to the
outlets.

I arrived at the Shrine at approximately 6:30
A.M.. The chairs and movie screen had already been
set up. There was only a minimal amount of rearranging
that had to be done. The registrants began coming
around 7:30 A.M.. As more people filled the room,
the more nervous I became.

The gerontological nurse did the introduction of
each speaker.

The first speaker was Doctor Paul Biedenharn.

He presented case studies and had the audience
participate by asking various questions. This was
well received by the audience.

The next speaker was the gerontological nurse.
She lectured on the role of a nurse in long term care
and the importance of communication between the doctor

and the nurse. She developed a nursing assessment form

e
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and explained the reasoning and purpose of the

form. A slide presentation, accompanied by a poem,
ended her lecture with the audience being emotionally
touched by the poem and slide presentation

(Appendix N).

My presentation consisted of slides with an
explanation on the purpose and need of certain types
of physical therapy equipment in long term care
facilities. The last part of my lecture consisted of
a physical therapist's assessment tool, developed by

me, for assessing patients functional abilities

(Appendix 0).

The next speaker was Dr. Carey, the speech pathol-

ogist. She presented a slide and video tape on
communication needs. Numerous hand outs were given to
the audience with special glasses being adorn to
simulate hemianopsia. Various devices used by
laryngectomies were demostrated by Dr. Carey. She

was well received by the entire audience.

Lunch was provided and each speaker sat at
separate tables to encourage questions about the
Presentation. The responses at lunch were positive up
to that time.

Donald Courtial spoke on the holistic approach to

caring for the elderly. I knew he was a dynamic
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speaker and decided that he would be more effective
| after lunch. Don stressed preventive care. He, too,
was well received by the audience.

My final speaker was Margaret Wayne, a social
worker. She related the similarity of Don's presenta-
tion to that of social workers. The idea of building

up the patient's strong points and not dwelling on their

illnesses was stressed. Her presentation was in
lecture form and covered some of the different
services available to the elderly in the community.
Margaret had an average reception. This could have ?
been due to her speaking last. I was not sure of
Margaret's speaking ability in front of a group. If

I decide to conduct another seminar the last speaker i

would be a more dynamic speaker.
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IX . DISCUSSION

I had 28 pre-registered participants, 4 phone-
ins and 2 on-site for a total of 34 participants
(Appendix P). There were 8 professions represented at
the seminar. Of this group 56% were registered
nurses, 18% licensed practical nurses, 8 % physical
therapist assistants, 6% physical therapist aides
and the remaining attendees accounted for 3%.

There were 15 different facilities represented, 2
14 long-term care and 1 hospital. This was approx-
imately 21% response to the total announcements sent to

facilities. The average attendee per facility was 2.2.

Twenty-four percent were self paid and 767 were paid

bv the facility. Thirty-three requested CEUs from the

Illincis Nurses' Association and one from Lindenwood.
There was 887 return on the evaluation forms. The

ratings, in general, were outstanding (Appendix Q).

The response to questions 1 thru 5 were favorable with

only 3 stating that question 1 was not helpful, 1

on question 4 and 2 on question 5.

Financially, the seminar was a success, since the

ending balance was a credit (Appendix R). This is
due, in part, to Dr. Biedenharn returning his

honorarium.
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X. CONCLUSION

I felt that the seminar was successful. I had
excellent attendance both in the a.m. and p.m.. At
the end of the seminar there were still 32 participants
present. The evaluation forms rated the individual
speakers with outstanding approximately 507 of the
time with the exception of Margaret Wayne. He low
rating could have been due to two factors. The first
one was that she was the last speaker of the day.
The other possible factor was that she had only one
social worder in the audience.

Financially, I managed to be in the black.
This was due to three factors. One reason was the return
of the honorarium by Dr. Biedenharn. The other reason
was that I developed my own forms rather than having
a printer do the work. The final reason was that
my place of employment furnished me with a copier,
and paper.

If another seminar is given I would probably

increase my charge by $10.00 to cover my time and the

time for a secretary. I would also obtain a mailing

list from the different discipline associations and
send them announcements. I am sure I would have had

a larger group if I would have done this for the
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seminar.
There were no registered physical therapists at
the seminar with the exception of myself and the other

speaker, Don Courtial. A possible cause for this was

that the pamphlets were not circulated among the physical

therapy departments in the area. Also, a mailing was
not sent to the physical therapists in Southern
Illinois and St. Louis. I was surprised that only one
nurse's aide attended the seminar. Maybe the pamphlet
could have listed the disciplines that would have
benefited from the seminar. Nurse's aides are a member
of the team, too, and could have learned from this
seminar. Another change Qould be a work shop like
approach in the afternoon session of the seminar or
possible a two-day seminar with afternoon workshops.

I felt that this was an excellent learning
experience. From the response of the attendees I
am going to plan another seminar in the future with
some changes in the format as mentioned earlier. I
feel that the participants left with an increased
awareness of the elderly. The care of the elderly
might also be slightly better due to my small effort.
If only one elderly person obtains better care, the

time, effort and cost of this seminar woud be justified.
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PROGRAM

Registration

Introduction

"The Role of the Doctor in Care to
the Elderly"
Dr. P. Biedenharn

"Nursing Assessment of the Elderly"

Break

""Conventional P.T. Approach to
Treating the Geriatric Patient"
Oscar Gain Jr.

"Communication Disorders in the
Elderly"
Dr. Ann Carey

Lunch

"A Holistic Approach to Treating
the Elderly"
Donald C. Courtial

Margaret Wayne

Panel Discussion

Adjourn

10:

11:

12:

: 45
:30
: 45

: 30
10:

15
30

15

00

:00

:00
:45
:15

10:
10:
11:

12

:30
: 45
: 30

15
30
15

00

:00
:00

: 45
:15




/M
»<
-
2
[25)
%
By
<




46

EXTENDED CARE FACILITIES

Anna-Henry Nursing Home
637 Hillsboro Avenue
Edwardsville, IL 62025

Blu Fountain Manor
1623 W. Delmar
Godfrey, IL 62035

Bohannon Nursing Home
1201 North Alton
Lebanon, IL 62254

Breese Nursing Home
1155 North 1st
Breese, IL 62230

Briarcliff Nursing Home
3354 Jerome Lane
Cahokia, IL 62206

Calvin Johnson
727 North 17th St.
Belleville, IL 62221

Cantebury Manor
718 North Market
Waterloo, IL 62298

Carlyle Healthcare Center, Inc.

501 Clinton
Carlyle, IL 62231

Castle Haven Nursing Center
225 Castellano Drive
Belleville, IL 62221

Chastain's of Highland, Inc.
2510 Lemon St. Rd.
Highland, IL

Clinton Manor
111 E. Tllinois St.
New Baden, IL 62265

Colonnades Nursing Home
#1 Colonial Drive
Cranite City, IL 62240

f
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Colonial Haven Nursing Home
3900 Stearns Avenue
Granite City, IL 62040

Dammert Geriatric Center
9500 Rt. 460
Belleville, IL 62223

D'Adrian Convalescent Center
1318 West Delmar
Godfrey, IL 62035

Eden Village Care Center
400 South Station Rd.
Edwardsville, IL 62025

Edwardsville Care Center
1095 University Drive
Edwardsville, IL 62025

Eldercare of Alton
3523 Wickenhauser
Alton, IL 62202

Eunice C. Smith Home
1251 College Avenue
Alton, IL 62002

Fair Acres Nursing Home
514 East Jackson i
DuQuoin, IL 62832 ‘

Four Fountains Convalescent Center
101 South Belt West
Belleville, IL 62221

Freeburg Care Center
Route 2, Box 180M
Freeburg, IL 62243

Friendship Manor
305 Friendship Drive
Nashville, IL 62263

Friendship Villa Nursing Home
900 Royal Heights Road
Belleville, IL 62223

Grange Nursing Home, Inc.
901 North 10th St.
Mascoutah, IL 62258



e A e R Ny S R eI

48

Heidelberg Retirement Home
200 Abend Street
Belleville, IL 62221

Highland Manor
27th Street
Highland, IL 62249

Hillview Manor
4th St. Spur, Rt. 3, Box 207
Greenville, IL 62246

Lincoln Home
150 North 27th St.
Belleville, IL 62221

Madison County Nursing Home
2121 Troy Road
Edwardsville, IL 62025

Mar-Ka Nursing Home
201 South 10th St.
Mascoutah, IL 62258

Maryville Colonial Manor
I 70 & Rt 159
Maryville, IL 62062

Memorial Convalescent Center
4315 North Park Drive
Belleville, IL 62223

Meredith Memorial Home
16 South Illinois
Belleville, IL 62221

MillHaven Care Center
415 Veteran's Drive
Millstadt, IL 62260

Monroe County Nursing Home
500 Illinois Avenue
Waterloo, IL 62298

New Athens Home
203 South Johnson
New Athens, IL 62264

Notre Dame Hills
6401 West Main Street
Belleville, IL 62223
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Park Haven Care Center
Box 355, 107 South Lincoln
Smithton, IL 62285

Parkview Colonial Manor
300 Weber Road
O'Fallon, IL 62269

Perry Manor, Inc.
708 Virginia Ct.
Pinckneyville, IL 62274

Pinckneyville Community Hospital, SNF

101 North Walnut
Pinckneyville, IL 62274

Pleasant Rest Nursing Home
614 North Summit Avenue
Collinsville, IL 62234

Professional Care, Inc.
200 East Taylor St.
Troy, IL 62294

Randolph County Nursing Home
310 West Belmont
Sparta, IL 62286

Red Bud Nursing Home
350 West South lst Street
Red Bud, IL 62278

Senior Manor Nursing Center
223 East 4th Street
Sparta, IL 62286

Styrest Nursing Home
120 North Tower Road
Carbondale, IL 62901

St. Ann's Healthcare Center
770 State St.

Chester, IL 62233

St. Paul's Home for the Aged
1021 West "E" Street
Belleville, IL 62221

VIP Manor
393 Edwardsville Road
Wood River, IL 62095
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Warren G. Murray
1717 West Broadway
Centralia, IL 62801

Weier Retirement & Nursing Home
5 Gundlach Place
Belleville, IL 62221

VWest Main Nursing Home
1244 West Main
Mascoutah, IL 62258

N
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AREA HOSPITALS

CLINTON COUNTY:

St. Joseph's Clinton County Hsp.
Jamestown Road
Breese, IL 62230

St. Mary's Hospital

400 No. Pleasant Avenue
Centralia, IL 62801

MADISON COUNTY:

Alton Memorial Hospital
Memorial Drive
Alton, IL 62002 H

Alton Mental Health Center
4500 College Avenue
Alton, IL 62002

St. Anthony's Hospital a
Saint Anthony's Way !
Alton, IL 62002 ;

St. Joseph's Hospital .
915 East Fifth St. i
Alton, IL 62002 ;

St. Elizabeth's Hospital
21100 Madison Avenue
Granite City, IL 62040

St. Joseph's Hospital
1515 Main St.
Highland, IL 62249

Oliver C. Anderson Hospital
Rte. 162 & 01d Edwardsville Road
Maryville, IL 62062

Woodriver Township Hospital
Edwardsville Road
Woodriver, IL 62095
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RANDOLPH COUNTY:

St. Clement's Hospital
325 Spring Street
Red Bud, IL 62278

Sparta Community Hospital
818 East Broadway St.
Sparta, IL 62286

ST. CLAIR COUNTY:

Memorial Hospital
4501 North Park Drive
Belleville, IL 62223

St. Elizabeth's Hospital
211 South Third St. i
Belleville, IL 62221

Centreville Township Hospital
5900 Bond Avenue
E. St. Louis, IL 62207

Community Hospital
1509 Martin Luther King Drive
E. St. Louis, IL 62201

U.S. Air Force Medical Center |
Scott Air Force Base, IL 62225 i
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AREA COLLEGES

Belleville Area College
2500 Carlyle Road
Belleville, IL 62221

Kaskaskia Jr. College
Shattuc Road
Centralia, IL 62801

Southern Illinois University
Edwardsville, IL 62026

Office of Continuing Education - Box 84
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BUDGET

100 Participants @ $15.00
per person

100 Meals @ $6.50 per meal
Honorarium: Dr. Biedenharn
Dr. Carey
Margaret Wayne
Donald Courtial
Stamps:

Coffee breaks @ $6.50
per person for two breaks

Secretarial: 10 hours @ $8.00
per hour

Miscellaneous:

TOTALS: (7-06-81)

REVISED BUDGET AS OF 7-13-81

Lindenwood College CEU
50 participants @ $5.00

Registration Fee with Lindenwood

100 participants @ $20.00 per
person

TOTALS : (7-13-81)

T S A SR ISR A

INCOME EXPENSE

$1500
$ 650
50
50
25
25
18

100

80
100

$1500 $1098

250
25

2000

$2000 $1373
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A NULTIDISCIPLINARY APPROACH
TO AGING

Aurust 28, 1981

PURPOSE

The elderly are being cared for
by professionals in all discip-
lines, often without the benefit
of the Incrensing body of know-
ledee of thelr speclal needs,
This program le an opportumity
to learn from those who have
speclalized:in the tare of their
medical and moéldl problems,
Throush lecture and panel
dlecueslone, a ¢omptehenalve
program will Ve prenented to
increane the knowledpe and en-
hance the sklll oY the blrtlcl
pahtH, - THe guent lecturers
include’ h gerlatriclan, certified
gerontologlical nurse, apeech
theraplat, phynlcal theraplots,
and a soclal worker,

OBJECTIVES

The objectives . qf thlie prorram
are, . '

7 to.lnc;enig_;enaral knowledre
of the gerlatric patient

2, To mennitlze the allied health

professlonal to the needs of the
elderly,

3. To etress the importance of
team work,

L, To improve knowledee and nkill
in mssesnlng the health needs of the
elderly,

5. To lmprove care of the slderly
now and in the future,

PROGRAM

7:145-8,70 Reglstration

8130-8:45 Introductlion

B145-9;30 The Role of the M,D, in

Care to the Elderly

Dr, Paul J, Bledenharn
9y30-10415 Nurslng Ansessment of

the Elderly
Sandra K, Galn, 'R,N,C,,
10115-10:130 HAreak

10,730-11415 Conventional P.T,
Apprfoach to Treatlng the
feriatric Patient

QOacar R, Galn, Jr, Ba, RPFT

11,15-12,00 Communication Problems
in the Flderly
Dr, Ann Carey,
12,00-1,00 Lunch
( included in regleatratio:
fee) 3
1100-2:00 A Hollntle Approach to
Treatine the Elderly
Don Courtlal, NS,RPT
2:00-2:45 Socinl T'roblemn of the
' Elderly
Marparet Wayne, ¥oW
2145-3415 pPanel Discunslon

.‘l"l
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3LANK
izlirary Approach to Aginz®

;uzast 28, 1931

FESISTIRPATICON

" A Vultldis

AT2SEISS

ZIP CCOE

STATE

3USINESS FHONE (
on Pee $15,00 (Porm must be returned by Aug. 14, 1981)

Pre-Besistrat

Rezistration at the Door $20.00

Beturn this form and

¥ake check payable to

aln, 1105 Porest =ills,

-
4

Sandira

& check for 215,00 <o Cscar ard

£2221.

elleville, Tllinols
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LECTURERS

Paul J. Bledenharn, M.D., speclalist
In perlatrics

Margaret Wayne, M.5.W., soclal worker
Director of Social Services
Memorlal Hospital
Belleville, Illinois

Ann Carey, Ph.D,, speech-language
pathologist and audlologist
Professor of Speech Pathology
and Audiology
Southern I1linois University
Edwardsville, Illinois

Don Courtial, B.S., R.P.T.
Director of Physical Therapy
Services
Memorlal Hospital
Belleville, Illinois

Sandra K. Galin, R.N.C., B.S.
Certified Gerontological Nurse

Oscar R. Gain, Jr,, B.S., R.P.T.
Assistant Director of PHygical
Therapy Services
Memorial Hospital
Belleville, Illinois
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A MULTIDTSCTPLINARY

APPROACH TO AGING

August 28, 1981
(Friday)

at the

SHRINE OF OUR LADY OF THE SNOWS
Visitor's Center
Route 15
belleville, Illinois
! 62223
(618) 397-6700

or
(618) 235-2619

Sponsored by:

The Lindenwood Colleges
St. Charles, Missouri
and
Oscar R. Gain, Jr., B.S., R.P.T.
and
Sandra K. Gain, R.N.C., B.S.

LS




A MULTIDISCIPLINARY API'ROACH TO
AGING

August 28, 1981

PURPOSE:

The elderly are being cared for by pro-
fessfonals in all disciplinns, often
without the henefit of the increasing
body of knowledpe of thelr speeial
needs. This program is an opportunity
to learn from those who have speelalized
in the care of their medical and social
problems. Throuph lecture and panel
discussions, a comprehenslve program
will be presented to increase the know-
ledge and enhance the skill of the par-
ticipants, The guest lecturers include
a gerlatrician, certified gerontological
nurse, speech-language pathologist,
physical therapists, and a social worker,

OBJECTIVES:
The objectives of this program are:

1. To increase general knowledge of
the gerlatric patient,

2. To sensitlze the allled health
professional to the needs of the
elderly,

J. To stress the importance of team
work,

4, To Improve knowledge and skill in
assessing the health needs of the
elderly.

5. To Improve care of the elderly
now and in the furure,

COST:

Pre-Registration $20.00

Registration at the Door $25.00

= =

i0:30-11:15

11:15-12:00

PROGRAM: ;
7:45-8:30 Reglstration
8:30-8:45 Introduction

Sandra K, Gain, R.N.C.

B:45-9:30 "The Role of the M.D. in Care
to the Elderly"
Paul J. Biedenharn, M.D.
9:30-10:15 "Nursing Assessment of the
Flderly"
Sandra K. Gain, R.N.C,
10:15-10:30 Dreak

"Conventional Physical Therapy
Approaches to,Treating the
Geriatric Patient" = "

Oscar R. Gain, Jr., R.P.T.

"Communlcation Problems of
the Elderly"

Ann  Carey, Ph.D.

Lunch (lncluded in the
registration fee)

12:00~1:00

1:00- 2:00 "A Holistlie Approach to

Treating the Elderly"
Don Courtial, R,P.T.

"Soclal Problems of the
Elderly"

2:00-2:45

Margaret Wayne, M.5.W.
2:45-3:15 DPanel Dlscussion

CEU's have been applied for through The

Lindenwond Collepges and INA.
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4 WORTH MICHIOAN AVENUE .

CHICAQD, fLLIND!S 40402 - (312) 23¢-%7010

SPONSOR APPROVAL FORM REQUEST TO AWARD CONTACT HOURS

Sponsoring Agency: The Lindenwood Colleges

Title of Educational Offering:

(Name )
St. Charles, Missouri 63301
2 (Street) (City) (Zip Code)
Coordinator: Dr. Arlene Taich
(Name )
ity Administrarar Gerontalagy 1-114-97k-Ag32ExE. 27
(Title) (Department) (A/C - Fhonz)

A Multidisciplinary Approach to Aging

Dates Offerad: August 28, 1081

Numbsr of Contact Hours Raquested:__ 6

Hours:__ B:30 ¢g 3:15%

wWlit otiering be repeated? Yes

I. Description of Interded Audlience

2. Nurse Involvement

FORM 7504
5/719
MHG /by

No x Repeated dates

Fee Charged? Yes x_ No INA Member . Non-Member x

Flease note: We will publish a notice of approved offerings In CHART, INA's official
membership magazine, |f deadline and space considerations permit. Plecse chock here
__ It you do not want such & notice printed.

PLEASE ATTACH THE FOLLOWING INFORMATION (SEE ACCOMPANYING CRITERIA)

4., Content of Educational Offering

°
5. Instructors' Qualifications

3. Objectives of Educations! Offering 6. Evaluation Tool

T ) RGES PHIL) tuieaEiiN i

TERNATR ARMSAA AR AT I

FY.8 051,08
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July 13, 1981

Oscsr and Bandy Gain have perwission to use the Lindenwood Colleges
sponsorship for Continuing Education Geromtological Nursing to be held
August 28, 1981, iz Brlleville, Illinois.

Applicants, Oscar and Sandy Cain apree to pay #25.00 to the Lindenwood
Colleges for the spomsorship of the Continuing Edueatioca session oa
Geratric Mursing.

An sdditional $§5.00 per student will be charped for those studsnts in-
-dicating intent to requast ,5 Lindenwood College C.L.U.'s which must ba
paid by September 10, 1981,

For those students who at the time of applicstion, waive sccess to the
«5 C,E.U. hours, no records will be kept by the Limdenwood Collages.

It is sdvisable teo sssess sny cost that the Illinois Nursing
Associstion may wizh to charge for the matriculstion of their C.E.U.'s
The Lindenwood Colleges csunot be respoasible for sy costs incurred

by your program.

As Director of Continuing Educstional Bervices, it ir a pleasure to
sponsor a program of guch merit, Oood luck with your enrollment.

Authorired by:

- . d% gﬁsdﬂf

l'rn;A/cnt Diractor, Conticuing
Lindenwood College Educational Services

Applicants Date

Lot asssbl il et aisiaint e i et p—



1 v T ———

61
SAMPLE VITA SHEET FOR INSTRUCTORS
NAME
(Last) (First) (Middle)
ADDRESS
(Number) (Street)
(City) (State) (Zip)
EMPLOYER
(Number) (Street)
(City) (State) (Zip) ?
EDUCATIONAL DATA: Institution Major Year E

Basic Preparation

Highest Degree Held

PREVIOUS EXPERIENCE, INTEREST OR EXPERTISE IN RELATION £
TO THIS EDUCATIONAL OFFERING: &
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Please give a brief description of material to be

presented:

S s 1aslin Tt b

R e e
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SAMPLE VITA SHEET FOR INSTRUCTORS

NAME GAIN SANDRA K.
(Last) (First) (Middle)
ADDRESS 1105 Forest Hills
(Number) (Street)
Belleville, IL 62221
(City) (State) — (Zip)

EMPLOYER Four Fountains Convalescent Center

101 South Belt West

(Number) (Street)
Belleville, IL 62221
(City) (State) (Zip)
EDUCATIONAL DATA: Institution Major Year
Basic Preparation Belleville Area College - Nursing -
1972 -AD
Highest Degree Held College of St. Francis - Health Arts
1980 - BS

PREVIOUS EXPERIENCE, INTEREST OR EXPERTISE IN RELATION
TO THIS EDUCATIONAL OFFERING:

1. Employed in long-term care for nine years.

2. Became nationally certified as a gerontological

nurse thru ANA in 1979.

3. Have attended numerous seminars on geriatrics

including a 5-day International Conference on

Aging in Florida.

4. Presently completing work on a Masters Degree in

Gerontology thru Lindenwood College in St. Charles,

Missouri.

NN
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Please give a brief description of material to be
presented:

Care of the elderly produces numerous challenges to

the nursing profession. Often these nurses lack a

knowledge base to guide their assessments and

management in treating these people effectively. In

this seminar I hope to present the 5-step model of

the scientific process of problem solving which in-

cludes: 1) information gathering, 2) interpretation

of the data, 3) nursing care planning, 4) implementa-

tion of the plan, and 5) evaluation of the care. I

will then elaborate on the principles and methods in-

volved of doing a thorough nursing assessment of the

elderly patient. This will include and stress the

importance of a thorough history including input

from other health care disciplines. The importance

of team work will be stressed. I will conclude the

presentation with a short slide presentation which

will stress the importance of "individualism' among

our geriatric population.

A pre-test on myths and realities of aging will be

given during the opening introduction to allow each

pParticipant to recognize their own misconceptions

about aging.

i
b
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SAMPLE VITA SHEET FOR INSTRUCTORS

NAME CAREY ANN LEE
(Last) (First) (Middle)
ADDRESS #33 Estates View Drive
(Number) (Street)
Fairview Hts, IL 62208
(City) (State) (Z1p)

EMPLOYER Southern Illinois University

Department of Speech Pathology & Audiology

(Number) (Street)
Edwardsville, IL 62025
(City) (State) (Zip)
EDUCATIONAL DATA: Institution Major Year
. . St. Louis University - Speech Path
Basic Preparation & Audio 1950 -BS

SIU Carbondale - Speech Path & Audio

Highest DE%EeE Eg%go _ %350 = MS

PREVIOUS EXPERIENCE, INTEREST OR EXPERTISE IN RELATIO
TO THIS EDUCATIONAL OFFERING:

1. Consultant in communication problems of elderly

hospitals and long-term convalescent centers,

1959 to present.

2. Professor - graduate course - SPPA 515-4.

Communication problems of geriatric population

Southern Illinois University - Edwardsville, IL.

3. Instructor - series of regional workshops on

communication problems of elderly sponsored by

the American Speech and Hearing Association -

1979-1980.

4. Examples of recent workshops on communication
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Please give a brief description of material to be

presented:

(Experience continued) of elderly include:

Chicago, May, 1979 Speaker and/or
Mt. Vernon, May, 1980 Director of each.

Chicago, April, 1980

(Description of material to be presented)

1

A slide/tape presentation developed with the

help of grant from HEW - and developed by the

American Speech & Hearing Assoc. will be utilized

to introduce participants to nature of communica-

tion problems among elderly - these communication

problems will be emphasized: a) aphasia, b) hear-

ing impairment, and c) laryngectomees (removal

of larynx).

Practical suggestions will be given for those

working with the elderly in four areas of

communication problems: aphasia, hearing impair-

ment, parkinsonian, and loss of larynx. Emphasis

will be on improving communication of/and with the

elderly.

Hand outs will be distributed to reinforce info

about communication problems of elderly and how

best to meet the communication needs of their

population.




Please give a brief description of material to be

presented:

(description continued)

4. A question-answer period will be provided if

time allows.

Speaker will participate with other faculty

members in panel discussion at close of workshop.

s

Y L] TRE Ry eE TR TR ST



68

SAMPLE VITA SHEET FOR INSTRUCTORS

NAME COURTIAL DONALD C.
(Last) (First) (Middle)
ADDRESS 8100 West '"B" Street
(Number) (Street)
Belleville, IL 62223
(City) (State) (Z1p)

EMPLOYER Physical Therapy Services - Memorial Hosp.

4501 North Park Drive

(Number) (Street)
Belleville, IL 62223
(City) (State) (Zip)
EDUCATIONAL DATA: Institution Major Year
Basic Preparation St. L. U. Phy. Ther. 1960

Highest Degree Held _B.S.

PREVIOUS EXPERIENCE, INTEREST OR EXPERTISE IN RELATION
TO THIS EDUCATIONAL OFFERING:

20 years Physical Therapy, working toward MA in

Holistic Health. Numerous courses in P.T., massage,

acupuncture, voga, meditation, health care, biofeed-

back, applied kinesiology, human potential, stress

control - as participant and instructor.

G it BB IET L a8
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Please give a brief description of material to be

presented:

Mr. Courtial will use the holistic approach involving

relaxation, biofeedback, acupuncture, touch for

_health, energy fields and applied kinesiology.

The audience will be encouraged to participate in

the demonstration of some of these methods. The

. theories involved in this relatively new method of

treatment will be discussed. Nutritional aspects

that can be used to prevent illness will also be

discussed. The primary goal of this presentation is

to increase the general knowledge of using the

holistic approach to treat the elderly.
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SAMPLE VITA SHEET FOR INSTRUCTORS

NAME WAYNE MARGARET A.
(Last) (First) ~(Middle)
ADDRESS 4119 Magnlia Avenue, #3
(Number) (Street)
St. Louis, MO 63110
(City) (State) (Zip)
EMPLOYER Memorial Hospital
4501 North Park Drive
(Number) (Street)
Belleville, IL 62223
(City) (State) (Zip)
EDUCATIONAL DATA: Institution Major Year
Basic Preparation Washington U. - Social Work - 1967

Highest Degree Held M.S.W.

PREVIOUS EXPERIENCE, INTEREST OR EXPERTISE IN RELATION
TO THIS EDUCATIONAL OFFERING:

1967-1974 Social Worker
Department of Social Work
Department of Health & Hospitals =

City of St. Louis (one responsibility
during this period was providing social

services to chronically ill elderly re-

ceiving home care services)

1977-1980 Faculty Member, School of Social Service

St. Louis U. (taught courses in health

care for social workers)

1980-Pres. Director of Social Service - Memorial Hosp.
Belleville, IL

ATTEIIN S ¢ -wa&® i 18! (HNIENEIIY ('8



71

Please give a brief description of material to be

presented:

This presentation will concern itself with the social

problems encountered with aging. It will focus in

on the family problems encountered and ways in

which the allied health professionals can assist

in meeting the needs of both patients and family.

Re-location trauma will be discussed along with the

effect it has many times on our aged population.

Information will be given on agencies available

to assist the elderly in their home environment -

hopefully preventing institutionalization. Alterna-

tives to institutionalization will be discussed.
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SAMPLE VITA SHEET FOR INSTRUCTORS

NAME GAIN, JR. OSCAR RAYMOND
(Last) (First) (Middle)
ADDRESS 1105 Forest Hills
(Number) (Street)

Belleville, IL 62221
(City) (State) (Zip)

EMPLOYER Memorial Hospital

4501 North Park Drive

(Number) (Street)
Belleville, IL 62223
(City) (State) (Zip)
EDUCATIONAL DATA: Institution Major Year
Basic Preparation St. Louis U. B.S. 1974

Highest Degree Held B.S. - Physical Therapy

PREVIOUS EXPERIENCE, INTEREST OR EXPERTISE IN RELATION
TO THIS EDUCATIONAL OFFERING:

I have been a Consulting Physical Therapist to

four nursing homes since 1975. Presently the

Assistant Director of Physical Therapy Services

at a 425 bed hospital with approximately 40 employees

in the department. Attended numerous seminars on

aging including an International Conference on Aging.
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Please give a brief description of material to be
presented:

A physical therapist's approach in assessing and

caring for the elderly institutionalized. I will

give an example of an evaluation of a resident.

A special acronym was developed to have an

organized assessment of the geriatric patient.

A list of basic equipment will be given and a list

of optional equipment. There will be an outline

for the lecture with blank lines so that the

attendees will have an active role in the lecture.

The evaluation form will not be too constricting,

so that the attendees can modify it to their needs.

Slides will be used in the lecture to ensure the

audience is capable of following the lecture.
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SAMPLE VITA SHEET FOR INSTRUCTORS

NAME  BIEDENHARN PAUL :
(Last) (First) (Middle)
ADDRESS Medical Arts Building
(Number) (Street)
New Baden, IL 62265
(City) (State) (Z1p)

EMPLOYER Geriatric Associates, LTD.

Medical Arts Building

(Number) (Street)
New Baden, IL 62265
(City) (State) (Zip)
EDUCATIONAL DATA: Institution Major Year

Basic Preparation Washington U. A.B. Psychology 1959

Highest Degree Held University of Ill. Medicine -

M.D. 1963
PREVIOUS EXPERIENCE, INTEREST OR EXPERTISE IN RELATION
TO THIS EDUCATIONAL OFFERING:

15 years private practice - medicine last 10 years

specializing in geriatrics.

e ke A RRL o A oh i 4 JA i aiizisseiRedsdsal i @



Please give a brief description of material to be

presented:

General discussion of M.D.'s role in health care

to the elderly.

Dr. Biedenharn will again stress the importance of

education for health care providers who work with

the elderly. He will include knowledge in re:

to dealing with institutionalized elderly and the

importance of communication between the doctor and

other professionals - stressing the need for better

nursing assessments and diagnosis. In long term

care, especially, the nurse must be the eyes, ears,

and hands of the doctor. He will present examples

as to how the nurse can improve her ability in

relaying pertinent information to doctors.
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A MULTIDISCIPLINARY APPROACH TO AGING

1. Intended Audience
This offering has been planned for professionals and allied health

professionals in all disciplines who provide care to the geriatric population.

2. Evidence of Nursing Involvement

A Certified Gerontological Nurse and a Registered Physical Therapist

¥ " planned this program. The nurse will present a forty-five minute lecture
' on "Nursing AsSessment of the Elderly". Other speakers include a geriatrician,

speech-language pathologist, social worker, and physical therapists.

3. Objecrives
The objectives of this program are:

i. To increase generaﬁ knowledge of the geriatric patient

2. To sensitize the allied health prefessional to the needs
of the elderly

3. To stress the importance of team work

4. To improve knowledge and skill in assessing the health
needs of the elderly

5. To improve care of the elderly now and in the future

4. Content
(See back of vita sheet)
A twenty minute film entitled "Aging" will be shown during the
last twenty minutes of the lunch hour. It deals with some of the

misconceptions associated with aging. 1t is hoped that it will

reinforce some of the objectives'of the program.
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5. Instructors

(See attached vita forms)

6. Evaluation Tool

(See attached Sheet)
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& NORTH MIiCHIGAN AVENUE . CHICAGO, ILLINDIS &060D2 . (312) 236-9708

CONTINUING EDUCATION APPROCVAL AND RECOGNITION PROGRAM
CRITERIA AND POLICIES

) SINGLE CFFERINGS

‘GENERAL INFOR“ATION

“The Illinois Nurses' Association defines continuing education as follows:

Continuing Education In nldrsing consists of organized, sysiemztic
lezrning experiences designed to enlarge the professionz! kncwledge
end skills of nurses. Continuing professional educaiion activities
are appliceble to the individuai's current gozls for the enrickment
ci compctence, may be of short duration, and miey be conducted in a2
veriety of sevtings.

Continuing educaticn is cheracterized by educational offerings designezs +o
present newly emercing concepts of hezlth care, principles, thecries and research
in hezlth care and nursing which enhance the protessicnzl hnc.ietige tase znd
enabie nurses To pirsctice al increasingly higher levels of exiellence.

The primery responsibility for continuing education rests with the prefessional
nurse, Continuing education offerings mzy be obtained Through a2 verisiy oi ways
from = diversity of sources such as: professionzl organizaiions, hezith relaTed
organizaiiuns, co!leces, universities, etc. Fifty percent of The contact hours
carned witnin a diennium may be obtained from continuing educztion programs soen-
sored by the erploying egency, exclusive of orientation and cn-the-iob *raining.
To protact individuz! licensure znd avoid the threat of instituiionz) licensure
thzt might materiaiize if employing agencies provided all ar most of continuing
ecducation for their profescicnal emplovees, nurses are enccuraged 7o seek
cortinuing educztion outsice of the employing agency wheiher school of nursing,
hospital, inducstry, etc. The opoortunity 7o enter imito mezningful encounters
with other prefassional practitioners may be found in various seitings cutcside

the inmediaic work situation and encourages the brozd exchange of enriching idezc.

APPLICATIGHN Applicztior forms (7901) for INA-CEARP revicw are aveilable
FORM upon request from INA headguarters.
FEES The fee varies according to number of contact hours recussiad:

1-4 hour offering e R R R e e e e e e s DN

$70.00

E=12 hour offering vivanmasvsvvees 4 L I wmnin SE DA

- over -

yingl 'E 0% e B0F Nyees Bunaing. I Weet 02 State Capito! Plazs, Spring be'd €273) 1237 5230782




POLICY

FERIQD

POLICY

Wi THDRAWAL

SPONSORING
AGENCIES

FLUCAT 10NAL

RECOZNITION

FUGLICATION

13-1B hour offeringeeecicceceerreenrecseseseneeessa$25.00
19-hour and over offering.....ccceecsseacscscess$35.00
Serial offerings....cuveuiiiiiinniiniennnnnnes..350.00

The fee for INA structural units and constituents (districts,
divisions, commissions and councils) is 50% less than zbove.

Fee must be submiitted with the application dzta.

Fees charged for. the review process are not refundable.

The INA Council on Continuing Education has identified the
fcllowing as exemples of zppropriate sponsoring sgencies:

A. the professicnal nursing organization

B. other nursing organizetions (including nursing alumni
associztione, specielty organizations, etc.)

C. employing agencies (hospitals, hezlth departments,
visiting nurse associations, etc.)

0. health relzted orgenizations (cancer, heart, efc.)

E. colleges and univercities

F. proisccione! ecucation groups (individuzls or orpzni-
zetions, for-profiv or noi-for-prelii, whose only
ectivity is cdicczninztion of protessional education)

svional offerings sublitted for IMA-CEARP recoognition mus?

r review p-ior 1o the 1irsl date of presentation. Mo

Tive reconnifion will bo grandec. In order 1o have fuil
voproiiny, &oplicatinn dats chould te

d &t INA 30-05 days in wivonce of presentation,

Approval of single educationzl offerings is valid for two years
trom the date of epprroval.

A listing of up-coming INA svproved continuing educztion
offerings which are open 70 nursas outside the sponsoring

agency will be published ence, &t the time of zpproval, in Chart.
When an offering is repezted the information is not reprinted.

Sponsoring agencies that wart recoonized educationzl offerines
included in the Chari iistinn are advised 7o submit apLiiczticn

and fee at least €L days in advence of precentation.

APPLICATION CRITERIA

The title of ile educetional offering should be descrintive of
the content to be presenied. Example: Rather then "Cardiac
Nursing" 2 coursc might be entitled "Nurcing Implications in
Caring for a Paiient on Cz-dizc Monitor®.
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CONTACT One contact hour (50 minutes) is the smallest accepeble unit

. "fOURS for recognition under the INE-CEARP. A contact hour is defined

] 8s & unit of measurement to descrite 50 minutes of an approved

. organized learning experience or 100 minutes of planned and

‘ - supervised clinical practice which is desiagnzd 1o meat educational
objectives. Fractions of an hour are nect counted.

Allotment of contact hours shall be exclusive of time spent for
lunch, breaks znd membership activities.

The following data must accompany the application:

1. INTENDED Describes those persons for whom the educetional offering (content
AUD IENCE and objectives) has been designed. If an offering hzs becn
planned for a specii ¢ group of nurses (criiical care, generzl
duty, clinical specizlists, etc.) please indicate. This
| information helps the reviewers determine if the content is
i appropriate continuing educztion for that group.

2. EVIDENCE CEvidence of nurse participation in plannine and irmzlementzticon
OF of educationz] offerings seeking recognition under Trne lilirois
NURS ING Nurses' Association Continuing Education Approval and Recogunition
INVOLVE- Program is reguired.
g MENT

Examples of planning activities include:

A. identificztion ct learning needs of participants

B. develppment of educational objectives

C. development of the program (securing the services of
appropriate faculty znd/or experis in the zrez of
content, etc.)

D. evaluation of the effectiveness of ihe educaiicral
offering.

: Examples of implementation activities include:

A. nurse presenter on the program anc/or

B. nurse facilitaior to elicit applicziien znd/or
implications for nursing practicc with nurse pariici-
pants attending the educational offering.

3, OEIECT- Objectives must be:
TIVES
A. measurable
B. appropriate to the level of the learner
C. approprizte +o the content presenied
D. realistic and attainable for the timz allctied
4. CONTENT While it is recognized that some review of basic principles is
somztimes helpful o introduce the newer ccnzepts of care, the
m2 jority of tire and content of a continuing education offering

muct primerily reflect knowlecge which is current and evelving.

Conient cutline shauld include: y

A. breakdown of content by hour
B. mzjor ideas and salient points to Le presented

- over =




5. INSTRUC-
TORS

6. EVAL-
UAT IO
TOOL
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Inctructor(s) -
- film{s) utilized ir corjunction with conte-t preceonta-
tion, identified by title and curation (Aucio-vicus!
materials such as films and filmsirips are not accept-
able as the sole mezns of providing content.) :

U_()

i

Content must:

A.  be relevant to the practice of nursing
B. be presented a2t zn acpropriate level for the profes-
sional nurse a2udience descritad
C. reflect the state? objectives
D. bé reasonzble for the time allotted.
Sufficient content must be submitted so the above may be
evaluated by the reviewers.

If clinical practice and return demsnstra*ions are utilized, they
must be an integral part of the educational offering. Clinical
portion must include:

A. objectives

H. activities |

C. supervision

D. cvaluation
Teachers shzll bescompetent in the subiect areac to be taught
This competence may arise from fermal acadenic prepa~ation and/cr
clinical experiisc. A resume of irfermaiion relavant o ezch
instioctor's cxpertise in 1he aren of concont N0 Lo prezsaied

€

muct be submitted with the application. Jcb titles such @
ascistent professor, director of inservice, etc., are not
sufficient,

ter

A sarple vite form is attactcd which contzins essential daia
needed for revicw. This form ray be duplicated for each presen
and subnittel with your application.

A copy of the tool to be used to obtain evaluation and constructive
criticism frem the participants must be submitted. Th2 evaluz*ion
tool must include questions thet provide an opportunity for tie
learnar to evaluzte:

A. the extent to which the content met the stzted cbjectives.
Objectives should be evaluvated individua!ly or & +fcsd/oxes
may be administered to cover the content prescrnies

B. ezch instructoer
C. relevence of the content to the learner's work situation

REVIEW RESULTS

Sponsering agencies are notified in writing of the action of ihe
Review Conmitiee immcdiately after each roview. Ledter: of
Arnrpesl tngtice*n that all critesia bagr bezn agt. |rodeve

Torl jrsicasc Wrpersi o Srsssurnent I

the decision.reached by t1he Roview Comnitiee. Deferrcd applicatiors



REVIEW RESULTS

RESUBMISSION

COORD INATOR

CERTIFICATES
OF ATTENDANC
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are re-reviewed at no additionzl fee, provided that additicnzal
information is received 2t INA in sufficient 1ime to clear
review before presentation.

Sponsors of disapproved offerings mey appeal the decision by
requesting the Criteriz Commitiee to review the offering as it 39.
was originally submitted. A letter requesting such an appez!

must be sent fo the Criteria Committee within 15 days of notifi-
cation of diszpproval. The fee for this appeal process is $5.00.

If the decision of the Criteria Committee is to uphold the dis-
approvel by the Review Committee, a final a2ppezl may be mage to
the INA Commicsion on Continuing Education, and the coordinator
will be invited to attend this review.

Sponsors of disapproved offerings who do not choose the appeal
process may submit additionz! information and use the recommen-
dations of the Review Commitiee to strengthen their applications.
Such offerings can then be resubmitted as new aspplications at
the regular fee, taking into consideration that the originzl
dates may have to be changed to allow +the usual time (60 days)
for the review process.

RESPONSIBILITIES OF SPONSORING AGENCIES

The coordinator is the perscn designated by the sponsoring agency
fo: i

implement the educational offering
establish accurate and retrievable affendancn recorcds
record participant contact hours '
. prepare, ‘validatc and assure distribution of
. certificates of attendance
E. complete INA tally sheet indicating number of RNs
in attendance
Fa summarize evaluations

.

oOm>

1t is the coordinator's recponsibility to determine the number
of hours to be FE;anlﬂeu 'or learners who attend only pert of
the program. The coordinator's judgement should be based on
the offering's cbjectives and sound educational principiez.
material is sequential and full attendance is required, learnere
should be so informed at the outset.

1

The agency sponsoring an INA recognized offering must provide
—"4-

cach participsnt with & recognition form which at least contains
The foilowing information:

. Name of sponsoring agency

I
2. Title of eduzaticna! oftering
3., Dete cf presentation
4. Namo and signature of coordinator
D Name of participant
6. Staiement: "Thjs offering ( ) has

L GIOenNIsL FOhTONID pur Tl

zen recosnizes by Tho titieaie Nure o' associc t ion—eonTingin

4

-~ |
Education Afprovcl and Recogniticn Program for
contact hours, and endorscc by the American Murses Associaticn.”

- Over =




EVALUATION

CHANGES IN
APPROVED
OFFERINGS

MONITORING
APPRIVED
OFFERINGS

11/75
MHG:ar
Revised 3/79
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The sponsoring agency must provide INA with a tally of those

attending and a2 summary of eveluation results within & rezscnable

time aiter the completion of an approved offering.

1f a change in objectives or content of an approved offering
occurs during The two-year acproval period, the offering must
be re-submitted with fee as a new program. The application
will be reviewad again and, if zpproved, 2 new INA-CEARP rumber
will be issued.

If the on!y. changzs ic in the coordinator and/or instructional
staff, cregénfials of the new personnel must be submitted
before presentation of the offering. No additional fee will be
charged.

Criteria for approved offerings repeated by & different sponsor
are available from INA headquarters upon request.

From time to time, approved offerings will be selected for
follow-up. OYfering coordinators will be asked to furnish

INA with a2 list of participants. |INA will send an evaluz*ive
questionnaire tc participants. The sponsuring agency will
receive a summary of participant's responses, We anticipate
that this cooperative effort will contribute to the mzintenance
of INA-CEARP's high standards.
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CERTIFICATE NF COMPLETION

THIS IS TO CERTIFY THAT

HAS COMPLETED A COURSE ENTITLED

"A Multidlisciplinary Approach to Aging"

"This offering | | has been necognized by the
I8Linois Nunses' Asscciation - Continuing Education Approval and
Recognition Progham for | 6 ) contact hours, and endorsed by the

. American Nunses Association.”

SPONSORED BY
THE LINDEMWOOD COLLEGES, ST, CHARLES, MISSOURI]

Auguat 28, 1981
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INTRODUCTION

a)

Objectives

1) Necessary equipment for a basic physical therapy depart-
ment.

2) BAn easy assessment tool for assessing a new resident.
3} Future for physical therapy and extended care facilities.

BASIC BOUIPMENT

a)
b)
c)
a)
e)

f)

Parallel bars

Restorator/Bike

Pulleys

Free veights with velcro straps
Regular walker/Heni-walker
Adjustable cane/Quad cane

III.OPTIONAL EQUIPMENT

b)
c)
d)
e)
£)
g)
h)

Hydrocol lator machine

1) Small verus large (depend on physical therapist's perference)
Col pac

Portable electrical muscle stimalator

Portable ultrasound

Diathermy

Small whirlpool

Trans-cutanecus nerve stimulator (TENS)

Exercise mat table

ASSESSMENT TOOL FOR NEW PESIDENTS

Acronym: Many come close, very seldam can reach all proposed

goals planned




APPENDIX K




87

EVALUATIOR FORM

"A Multidisciplinary Approach to Aging"

1. Do you feel that the Pre-test helped to increase your general know-
ledge of the elderly and alleviated some nisconceptions?

Yes No

2. Did the sexinar make you more aware of the needs of geriatric patients?

Yes Ko

3. Was the tean approach stressed in the seminar?

Yes No

4. Will you be using any of the assessment tools presented at this seminar
vhen you return tc vour place of emplovment?

Yes . No

5. Do you feel rhat by attending this seminar, vou will be able to improve
the quality of care given to your patients?
Yes No In what ways will you be improving

the care?

Evaluation of Speakers: Outstanding Satisfactory Ineffective

Dr. Paul J. Biedenharn

Sandra K. Gain, R.N.C.

Oscar Cain, Jr., R.P.T.

Ann Carey, Ph. D.

Don Courtial, KR.P.T.

Margaret Wayne, M.5.W.

6. Your job title or position
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11.
12.

13.

14.

15.
16.
17.
18.
19.
20.

21.

22.
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Facts on Ajing Cuiz

The majority of old people are senile (i.e. defective memory,
disoriented, or devented).

All five senses tend to decline in old age.

Most cld people have no interest in, or capacity for, sexusal
Telations.

Lung vital capacity tends to decline in old age.

The mejority of old people feel miseratle most of the time.
Physical strength tends ta-dtcline in old age.

At least one-tenth of the sged are living in leng-stay institu-
tions (i.e. pursing homes, mental hospitals, homes for the aged,

etc.).

Aged drivers have fewer accidents per driver than drivers under
age 65,

Most older workers cannot work as effectively as younper werkers.

About BOX of the aged are healthy enough to carry out their *
normal activities.

Most old pecple are set in their ways and unatle to change.
01d people usually take longer to learn something new.

It is almost izposeitle for most old pecple to learn something
new.

The reaction time of mos: old people tends to be slowver than
reaction time of vounger people.

In generzl, most old-people are pretty much alike.

The majority of old pecple report that they are seldom bered.

The mzjority of old pecple are socially isolated and lonely.
Older workers have fewer accidents than younger workers.

Over 15% of the U.S. population are now age 65 or over.

Most medical practitioners tend to give low priority to the aged.

The majerity of clder people have incomes below the poverty level
(ac defined by the Federal Government).

"

The majority of old pecple are working or would like to have some
kind of work to do (including housevork and volunteer work).




23.
24,

25.
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Older people tend to become more religious as they age.

The majority of old pecple report that they are seldom irritated
OT ADETY.

The health and socio-eccnezic status of older pecple(compered
to younger people) in the vear 2000 will probably be worse
or about the same as that of today's older pecple.
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A short, lactual, and ducumented quiz is developed and tested which covers the basic facts and
frequent maconceptions abuul aging 1ts uses include stimulating discussion, measuring levels of
information and anti-ag.d luas idenbitying the most requent misconceptinns, measuring the eflects
ul courses, and measuring changes in public inlormation or bias.

Facts on Aging
A Short Quiz?

Severa! tests or scales on aging have heen
developed and a few have been putit:hed
(Colde & Kogan, 1959, Kogan, 191 Tuct-
man & lorge, 1952) However these ter all
share one or more of the follewing diad
vantages

(1) They tend to have 40 or 50 items and
require several pages of print

{2) They confuse factual statements
(which may or may not be true) winh at-
titudinal statements which are arhitranly
scored as bewng “tavorable’”™ or “un-
favorable ” For example, Kogan's statement
“Most old people would prefer to continue
working ju<t as long as they can, rather than
be depend«nt on anvbody' 18 probably talse,
depending on what 1s meant hy "most’
“working '* and “dependent” Yet, a
“disagrec  response 15 scored as showing an
untavorable attitude toward the aged Un-
fortunately, some “‘negative stereolypes’
about the aged are generally true and some of
the “positive’ statements are generally false

(3) The faciual statements are un-
documented and we have nothing but the
author’s assertion that they are true or false

The following quiz i1s designed to avoud
these disadvantages It s short (25 1tems
requiring only one page and less than 5
minutes to complete) and confined to factual
statements which can be documented by em-
pirical research It 18 designed to cover the
basic physical mental, and social tacte and
the most commeon misconceptions abdul

Wnrars b Biah fles aviog be mas ugspaeetel s foati Be Foage? &1 VRS NIY
{ TV DO [ P - Boe b " P TN R T
[ g rnermh el gestarng oot U dgued Bame L oansla dad i
Nabwid i e -

L o et opchiogy @mel dewaes Doliem @0 vhe | eates bit The
Bounty 4ot Aging ami’ Hnriar Phrortigement Bon W00 Db Urie Stebn o)

Conirs (outhpm J7 "R

Erdman Palmore, PhD?

aping Before proceeding further, vou are en-
couraged to try out the quiz to find outwhich
Tacts you may be unaware of Circie “T7 for
True, or “F 10or False

T F 1 The majority ot old p=ople (past age b5)
are semle [1e defective memory,
disonenied, or demenited)

T F 2 Allfive senses tend 1o dechine in old age

1 F 3 Most old people have no interest in, or
capatity lor, seaual relations

T F 4 Lungcapacnytendsto decline inold age

1 I 5 The majorty of old peaple tecl miserable
most of the.time

T F & Physica! strength tends to decline in old

. age

T F 7. Atleast one-tenth of the aged are living in
long-stay mnstitutions (1 ¢ nursing homes,
mental hospitals, homes ior the agec,
etc )

T F B Aged drivers have tewer acadents per
person than drivers under age 65

T F 9 Most older workers cannot work as ef-

tectively as younger workers

T F 10 About B0% of the apged are healthy
enough to carry out then normal ac-
tivilies

T F 11 Most old people are s=t in their ways anc
unable to change

T F 12 0i¢ peopie usuelly take longer to learn
something new

T F 131t s almest impossible for most old
people 1o learn new things

1 F 14 The meacuon hime ol most old people
tends to be slower than reaction time of

®  younget people

T F 15 in general, most old people are pretty
much alike

T F 16 The majonty of eld people are seldom
bored

T 17 The majornty of cid people are socially
solated and lonely

T F 18 Ouder wankers have fewer acodents than

younger mothers
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T F 1 Over 15% of the U'S populatior are nom
age bS5 or pver

T F 20 Most medizal practioners tend to give low
priotity to the aged

T F 21The majority of oider people have in
comes below the poverty level (as defined
by the federal Coverament)

T F 22 The majonty of ald people are working or
would like to have some kind of work 1o
do (including housework and volunteer
work)

T F 230lder reople tend to become more
religious as they age

T F 24 The majnnty of old people are seldom
irnitated or angry

T F 25 The health and socroeconomic status of
older people (compared to younger
people) in the year 2000 will probably be
about the same as now

The key to the correct answer is simple all
the odd numbered items are false and all the
even numbered are true So far. no one taking
the quiz has guessed this pattern of correct
answers

Documentation

(1) The majority of old people are not
senile (1 e , defective memory, disoniented, or
demented). Only about 7 or 3% of persons
age 65 or over are institutionalized as a result
of psychiatnic iliness fBusse & Pietier, 1977)
A senies of eight community surveys found
the prevalence of psychosis (of all types) to
range from 4 to B% (Riley & foner, 1968)
Thus. all the evidence indicates that there are
less than 10% of the aged who are disoriented
or demented It v more dithicult tn pet ac-
curate estimates of the proportinn with defee
tive memonwes, partly because ol the ditfegent
types of memary defects and different
methods of measuring it However, most
studies apree that there s hittle ar no decline
with age in short-term memaory storage caa-
city (using the digit span test) Feur studirs
did find iarpe age differences in tree recall of
words, but two of them tound no age differ-
ences in recognition of words mn a L«
(Woodrufi & Birren, 1975) As for long-tenn
memory, various community surveys have
found less than 20% ot the aged who cannot
remember such things as the past President of
the United States, then correct age, birth
date, telephone number, mother's maden
name, address, or the alphabet (Botwin b
1976, Piefer, 1975) Thus, it 1s clear that the
majorty of aged do not have such senous
memory defects

9,

(2) All five senses do 1end to decline in old
age Most studies agree that varnous aspects
of vision, hearing, and touch tend to decline
in old age Some studies of taste and smell
have not found a significant decline, but the
best evidence indicates increases in taste and
smell threchholds with age {Riev & Foner,
1968) Studies of structural atrophy in the
tongue and nose with old age support the ex-
perimertal evidence of decline in taste and
smell (Birren, 1959

(3) The majority of persons past age 65
continue to have both interest in_ and capa-
city for, sexual relations Masters and John-
son (1966) found that the capacity for satisfy-
ing sexual relations continues into the
decades of the 70s and 80s for healthy
couples. The Duke Longitudinal Studies
found that sex continues to play an important
role in the lives of most men and the majornity
of women through the seventh decade ot life
(Palmore, 1974)

(4) Lung capacity does tend to decline in
old age Both vital lung capacity. {the volume
of aur that can be forcibly expelled in one
breath) and maximum breathing capacity (the
volume of air that can be moved in and out of
the lungs in 15 seconds) dechines on the
average from age 30 onward {Shack, 1962)

(5) The majonty of old peopie do not ieel
miserable most of the time. Studies of happi-
ness, morale, and hife satistaction either find
no significant difierence by age groups or find
about one-fifth to one-third ot the aged score
“low" on various happiness or morale scales
{Riley & Foner, 1968] A recent national sur-
vey tound that less than a tourth ot persons 65
cr over reported that “This s the dreanest
tirme of my hife”; while 2 majonty sad I am
it as happy as when | was younger™” (Harns,
1973

(6} Physical strength does tend to decline
in old age Studies ot various kinds of muscu-
l2r strepgth show declines in old age com-
pared to young adulthood of 15 to 46% (Bir-
ren, 1959)

(7) Onlv 4 8% of persons 65 or over were
resicients of any long-stay institutions in 1970
(LS Census, 1970) Even among those age 75
or over only 9.2% were residents i insti-
LTI TR i

(A1 Drwers over age b5 do have fewer acci-

dents per person than drivers under age 65

Oldir ddeners have about the same accident
rate puer person as middle-aged drivers, but 2
much lower rate than drvers undor age 30
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(National Safety Council, 1976) Oider drivers
tend to drive less miles per year 2nd apparent-
ly tend to compensate for any declines in per-
ception and reaction speed by drving more
carefully.

(9) The majority of older workers can work
as effectively as younger workers Despite de
clines in perception and reaction speed under
laboratory conditions among the general
aged pooulation, studies of older workers (the
12% who are abie to continue emplo,ment)
under actual working conditions gernerally
show that they perferm as well as young
workers, 1f not better than younger workers,
on most measures When speed of reaction is
important, older workers sometimes produce
at lower rates, but they are at least a¢ ac-
curate and steady 1n their work as younger
workers Consistency of outpu! tends 1o in-
crease by age, as older workers pertorm ai
steadier rates from week to week than
younger workers do. In addition, older
workers have less job turnover, less acci-
dents, and less absenteeism than younge:
workers (Riley & Foner, 1968)

{10) About B0% of the aged are healthy
enough to engage in their normal activities
About 5% of those over age 65 are institution-
alized and another 15% among the noninsti-
tutionalized say they are unable to engage in
their major activity (such as work or house-
work) because of chronic conditions. This
leaves B0% who are able to engage in their
major activity (National Center for Health
Statistics, 1974)

(11} The majority of old people are not
“set in therr ways and unable to change”
There 1s:some evidence that older people tend
to become more stable in their attitudes, but
it is clear that most older people do change
and adapt to the many major events that oc-
cur in old age such as retirement, children
leaving home, widowhood, moving 1o new
homes, and serious tllness Their political and
social attitudes also tend to shif: with those of
the rest of society, although at a somewhat
slower rate than tor younger people (Cutler &
Kaufman, 1975  Clenn & Heiner, 1972)

(12) Old people usually take longér to
learn something new Expermients have con-
sistently shown that older people take longet
than younger people to learn new material
(Botwinick, 1967) Studies of on-the-job tram-
ees also show that older workers tend 1o 1ake
somewhat longer to learn new jobs (Riey &
Foner, 19.8)

(13) But, it 15 not impossible for most old
people to learn new things. The same studies
fcited in §12) also show that most older per-
sons can eventually learn new things about as
well as younger persons, if given enough time
and repeuitions of the material to be learned

(14) The reaction time of most old people
tends to be slower than that of younger peo-
ple This is one of the best documented tacts
about the aged on record. It appears to be
true regardless of the kind of reaction that 1s
measured (Botwinick, 1967).

(15) Most old people are rot pretty much
alike There appears 1o be at least as much
difterence between older people 2s there 1s at
any ape level, there are the. nch and poor,
hanpy and sad, healthy and sick, high and low
intelligence, etc In fact, some evidence indi-
cates that as people age they tend to become
less 2like and more heterogenegus on many
dimensions (Maddox & Douglas, 1974}

{16) The majority of old people are seldom
bored. Only 17% of persons 65 or over say
“not enough to do to keep busy” is a
“somewhat serious” or “very serious” prob-
lem (Harnis, 1975) Another survey found that
two-thirds of the aged said they were never or
hardly ever bored (Dean, 1962) The Duke
Adaptation Study found that 879% of those 65
or over said they were never bored in the past

“week

{17) The majority of old people are not
socially isolated and lonely About two-thirds
of the aged say they are never or hardly ever
lanely (Dean, 1962), or say that loneliness is
not a senous problem (Harris, 1975) Most
older persons have close relatives within easy
visiting distance and coniacts between them
are relatively frequent (Binstock & Shanas,
1976). About half say they “spend a lot of
tme" socializing with friends (Harns, 1973)
About three-fourths of the aged are members
of a church or synagogue (Erskine, 1964), and
about half attend services at least three times
per month (Catholic Digest, 1966j. Over half
belong to other voluntary organizations
(Haushnecht, 1962} Thus, between visits with
relatives and friends and participation in
churth and other voluntary organizations, the
majority of old people are far from socially
isolated

(18) Older workers have fewer accidents
than younger workers Most studies agree this
s true. For example, a study ot 18,000
workers in manutactuning plants found that
workers beyond age b5 have about one-hall




93

the rate of nondisabling injuries as these un-
der 65, and older workers have sub<tanually
lower rates of disabling injuries (Kossors,
1948)

{19) Only 10 3% of the population were
age 65 or over in 1975 and this will probably
not increase to more than 12% by the year
2000, everi if completed fertility drops to 7ero
population growth levels {(Current Population
Survey, 1975)

(20) Most medical practioners tend to give
low prionity to the aged A series of 12 empin-
cal studes all found that most medical
students and dnctors, nursing students and
nurses, occupational therapy students,
psychiatry chinic  personnel, and social
workers tend to believe the negative stereo-
types about the aged and prefer 1o work with
children or younger adults rather than with
the aged Few specialize, or are interested in
specializing. in genatncs (Brown, 1967,
Campbell, 1971, Coe, 1967, Cyrus-lutz &
Caitz, 1972, Delora & Moses, 1969, Cale &
Livesley, 1974, Cartinkel, 1975, Cunter, 1971;
Miller, Lowenstein, & Winston, 1976, Mills,
1972, Spence & Feigenbaum, 1908)

(21} The majonty of persons 65 or over
have incomes well above the poverty level In
1975 there were only 15 3% ot the aged
below the official poverty level (about $2,400
for an aged individual or $3,000 for an 7ged
coupie) Evenf the “near poor” are included,
the total in or near poverty is only 25 4%
{Brotman, 1976)

{22) Over three-fourths of old peuple are
working or would like to have <ome kind of
work to do [including housework and volun-
teer work) lhere 2re about 12% of pucors
65 or over who are emploverd, 21% who are
retred but say they would hike 1o be o
ployed, 17% who work as housewnes, 9%
who are not emiployed but dovelunteer work,,
and another 9% who are not employed and
not doing voluntecr work but would like to do
volunteer w.ork (Harns, 1975) These pe:-
centagestotalto78%

(23) Older pecple do not tend to become
more religious as they age. While 1t 1s true
that the present generation of older persons
tend to be more rehigious than the younger
generations, this appears to be a penerational
difference (rather thar an aging eftect) due to
the older persens’ more religious uphninging
In other words, the present older generation
has been more religious all their Lives rather

Longitudinal studies have found no increase
in the average religious interest  religious
satisfaction, nor religious activities among
older people as they age (Blazer & Palmore,
1976). _

(24) The majority of old people are seldon
irritated or angry The Kansas Cuy Study
found thiat over one-hali the zged said they
are never or hardly ever irritated and this pro-
portion increases to two-thirds at age B0 or
over. About three-fourths said they are never
or hardly ever angry (Dean, 1962) The Duke
Adaptation Study found that 90% of persons
over age 65 said they were never angry during
the past week

(25) The health and socioeconomic status
of older people (compared to younger
people) in the year 2000 will probably be
much higher than now Measures of health,
income, occupation, and educalion among
older people are all rising in comparison to
those of younger people By the vear 2000,
the gaps between older and younger persons
in these dimensions will probably be substan-
tially less (Palmore, 1976) d

Uses

There are several possible uses for this quiz
which we will discuss and illustrate The sim-
plest use 15 as a stimulus for group discussion
and clanfication of misconceptions
wWhenever | have presented the quiz to a
group, it always stimulates many guestions
and considerable discussion of the basis for
these facts and of their implications

Table 1 Facts on Aging Scores fur Unnergraduates,
Craduates and | aculn

Aein % Standard

Cioan N Kt Dieviatumn
Uredvraratduate students R7 WA M2
teduate students 44 (4] 7
Vatulty 1" we 77

A second use is 1o measure and compare
difierent groups’ overall levels of intziraation
about aging For example, Table 1 shows that
a sample of Duhe undergraduate students (in
Introductory Sociology classes) got only two-
thirds of the facts correct, compared to 80%
correct among graduate students in human
development (at Duke University and Penn-
sylvania State Unwersity) and 90% correct
among faculty in human development (at
1Dube and Pennsylvamia State) These dit-
ferencos also support the vahdity of the quiz

than becoming more religious as they aged , The only item on which more errors were
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made by graduate students and raculty than
by undergraduates is ltem #22 “The majonity
of older people are workinyg ur would like to
have some kind of work to do (including
housework and volunteer work | " Apparently,
most undergraduates believeo coirectly that
the majonty of aged do sorie hind of work or
want to work, but there were 4 taculty and §
graduate students who were unaware of how
the vanious categones of working, housewurk,
volunteer work, and wanting work. ui volun-
teer work, add up to well over hali the
eiderly.

It would be interesting and useful to find
out which age, sex, race, religious, regional.
socioeconomic, and other groups have more
or less correct information abcut 2ging

A third use 15 to identity the most frequent
misconceptions about aging Tuble 2 shows
that the most frequent miscuaceptiuns
among the sampled undergraduates were that
a large proportion of the aged are Iving i in-
stitutions (74% wrong), that a majorny ot the
aged are frequently bored (74% wrong), that
over 15% of the population are age 05 or over
(86% wrong), and that a majonty of older

_people have incomes below the poverty level
(74% wrong) Almost halt of even the faculty
thought that a majority of the aged were in
poverty Notice that three of these frequent

Table 2 Percentage of Errors on Lach Statement by
Unde rgraduates Graduates and Faculty

% & rrurs by
Statement § Undergraduates  Craguates Faculty

1 7 0 L1}
2 40 4 27
] A [ 2 o
4 n w "
5 7o 0 u
b 2 7 0
7 74 2 (1]
[} 40 7 18
9 37 2 0
10 9 0 0
1 47 9 0
n 47 3n 9
n 5 (1] 0
R ' ? o
15 9 k| ]
A5 74 7 . L
v 42 W o
™ 4. AL} u
L B Y. B N
n St v 9
n 74 50 a5
2 2 1 b
2 61 44 18
4 58 73 o
o5 Fal 1R 18,

misconceptions are negative stereotvpes and
that the other one exaggerates the problem of
the aged by exaggerating the numbers of
aged.

A fourth use 1s as an indirect measure of
bias toward the aged Errors on some of the
items probably indicate a negative bias
toward the aged. for example, if someone
says it is true that a majonity of old people are
senile (#7), it probably indicates a negative
image of the aged On the other hand, errors
on other items probably indicate a positive
bias toward the aged for example, it some-
one denies that the five senses tend to decline
in old age (#2) it probably indicates an un-
reahistically favorable i/mage of old age We
have classilied sixteen items as wdicating a
negative bias if they are rarked incorrectly
ieras numberd 1, 3, 5, 7, 8, v, 10, 11, 13, 16,
17, 14, 21, 22, 24, and 25 On-the other hand,
we have classified live items as indicating a
pusitive bias if they are marked incorrectly:
items numbered 2, 4, 6, 12, and 14 Ulsing
these items, one can then compule a net anti-
aged or pro-aged score by subtracting the per-
centage of errors un the negative bias items
from the percentage of errors on the positive
bias items. If the resulting score 1s negative, it
indicates a nel anti-aged bias, 1 it 1s positive,
it indicates a net pro-aged bias For example,
12 of the undergraduates had net anti-aged
scores of 33 or more, and 5 had net pro-aged
scores of 33 or more Table 3 shows that the
undergraduates and graduates tended to have
more anti-aged errors than pro-aged errors,
but that there was hittle ditference in anti-
aged and pro-aged errars among the faculty
About 2/3 of the undergraduates had net anls-
aged bias. It would be useful to know which
groups n the population tend to have high or
low anti-aged bias

Table 3 Pro- and Ante Aged Enors for Undergraduares
Cradaates, and bacu'ty

% Prio
Medan % Pro- Mean % Anti- minus
Croup N Error Lrrars % ANt
Undergraduate
"u(ivnl- 87 F N 33 -7
Craduatr
stuthents 44 15 20 -6
Faculty n 9 n -2

A fina! use n’f the quiz would be to measure
the eftects of lectures, courses, or other train-
ing expenences by companing before and ai-
ter scores, both total scores and the net anti-
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aged scores A longer tes! with muluple
choice format might be a more sensitive mea-
sure, but this quiz has the advantage of
requiring only a few minutes without taking
much time away from the lecture or course it-
self Similarly, periodic admimistrations of the
quiz to representative samples of the public
could be used to gauge changes in in-
formation levels and biases ot the public as a
whole

Summary

Previous tests on aging tend to be long, un-
documented, and confuse factual statements
with attitudes The present quiz is short (25
items on one page) documented, and con-
sists of factual statements only It is designed
to cover the basic physical, mental, and
soc:al facts and the most frequent mis-
conceptions about aging It may be used to
stimulate discussion, compare levels of infor-
mation in different groups (undergraduates
averaged 65% correct, graduates averaged
B0%, and facuity averaged S0% ] to «dentity
frequent m:sconceptions, 1o measure anti-
aged or pro-aged bias (there 1s usually more
anti-aged than pro-zged bias), and to measure
the effects of courses or training materials or
to measure changes in intormation or biases
over time
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THE FOLLOWING WRITING APPEARED IN PLAZA PULSE, MARCH 1976. NEVERTHELESS IT
1S A TIMELY REMINDIR FOR ALL OF US WAD WORK WITH AND CARE ABOUT THE ELDERLY.

NOTE: An o0l1d lady in a geriatric ward in Ireland
died, apparently leaving nothing of value: then
a8 nurse found this poem among her meager possessions.

"A Crabbit 01d Woman Wrote This"
What do you see nurses, what do you see?
What are you thinking when you are looking at me...
A crabbit old woman, not very wise, ;
Uncertain of habit, with far away eyes.
Who dribbles her food and makes no reply
. When you say in a loud voice...
"] do wish you'd try."
Who seems not to notice, the things that you do,
And is forever losing a stocking or shoe.
Kho unresisting or not, lets you do as you will,
With bathing, and f=2ding, the long day to fill.
Is that what you are thinking, is that what you see?
Then open your eyes, nurse, you're not looking at me.
1'11 tel)l you who 1 am, as 1 sit here so still;
As 1 use at your bidding, as I eat at your will.
1 am a sm2ll child of ten, with a father and mother,
Brothers and sisters, who love one another, '
A young girl of sixteen with winas on her feet,
Dreaming thzt soon now 2 lover she'll meet.
A bridge soon at twenty...my heart gives a leap,
Remembering the vows that 1 promisec to keep.
At twenty-five, now I have young of my own,
Who need me to build a secure, happy home.
A woman of thirty, my ycung now grow fast,
Bound to each otner with ties that should last.
At forty, my youn:z scns have grown and are gone,
But my man's beside me to see ] don't mourn.
At fifty once more bzbies play 'round my knee.
Acain, we know children, my loved one and me.
Dark days are upon me, my husband is dead,
1 look at the future, ] shudder with dread,
For my young are all rearing young of their own,
And 1 think of the years and the love that 1've known.
I'm an o1d woman now and nature is cruel...
"Tis her jest to make old 2ge look like a fool.
The body, it crumbles, grace and viger depart.
There is now a stone where ] once had a heart.
But inside this old carcass, a young girl still dwells,
And now and again, my batterec heart swells.
I remember the joys, ] remember the pain,
And 1'm loving and living 1ifé all over again.
1 think of the years all too few...gone too fast,
And accept the stark fact that nothing can last.
So, open your eyes, nurses, open and see
Not & crabbit old woman, look closer...
see "ML".
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NURSING ASSESSMENT FORM

History of Present Illness:

Source:

Past History:

Medical

Surgical

Misc. (include medicatiocns taken at home, eating problems, bowel

habits, and sleeping pattern)

Allergies

Review of Systems:

HEENT

Cardio-respiratory

G.1.

&l
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Musculoskeletal -

Neuropsychiatric

Integumentary

Evaluating Nurse
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PHYSICAL THERAPY
1. INRDXTIN

11, BASIC EQUIPENT
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a) Mental
1) Time, place, person
b) Caomunication
1) Aphesia

a. receptive
b. expressive

c) Cranial Nerves (Optional)

Acronym: On Old Olympus Towering Top, A Fin Amd Gevman Viewed Some Hops

1. Optic 7. Facial

2. Olfactory 8. Auditory

3. Oculamotor 9. Glossopharyngeal
4. Trochlear 10. Vagus

5. Trigeminal 11. Accessory

6. Abducens 12. Hypoglossal

d) Voluntary Muscle Movements

1) Active

a. Grade of strength

1. trace) 4. good
2. poor 5. nonal "+" or "-"
3. fair

2) Compare right and left side

3) Range of motion (generally decreased in shoulders, hips and

knees)
e) Sensory
1) Light touch 4) Proprioception
2) Pin prick 5) Hearing
3) Hot/Cold 6) Seeing

f) Co-ordination

1) Alternating hads on lap

2) Ankle to knee -

3) Hand to shoulder, elbow, wrist
4) Finger to nose




q9)

h)

I)

i)

k)
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Reflexes

1) Babinski

2) Biceps, triceps, brachial-radialis, quadriceps and
gastrocnemius jerks

3) Clonus

Activities of Daily Living
1) Turning in bed

2) Transfering

3). Feeding
4) Dressing

Posture

1) List to one side

2) Poor sitting balance

3) FKyphosis/Scolicsis

Gait

1) Parallel bars, walker, cane, crutches
2) Amount of assist, one, two or nore

3) Standby, mimimal, moderate, maximm
4) Transfer only, 4, 10, 20, greater then 50 feet

Prognosis
1) Guarded, poor, fair, good, excellent
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PRE-REGISTERED
PHONE-IN REGISTRATIONS
ON-SITE REGISTRATIONS
TOTAL:

DISCIPLINES
REGISTERED NURSES

LICENSED PRACTICAL NURSES
NURSE AIDES

ADMINTSTRATORS

PHYSICAL THERAPIST ASSISTANTS
PHYSICAL THERAPIST AIDES
ACTIVITY DIRECTORS

SOCIAL WORKERS

TOTAL:

IONG TERM CARE FACTLITIES
HOSPITALS
TOTAL:

NUMBER OF REGISTRANTS PER
FACILITY

NUMBER OF REGISTRANTS FOR
C.E.U. FROM I.N.A.

NUMBER OF REGISTRANTS FOR
C.E.U. FROM LINDENWOOD

PRIVATE PAID REGISTRANTS
FACILITY PAID REGISTRANTS
TOTAL:

28

34

19 56%
6 18% .
1 3%
1 3%
3 B
2 6%
1 3%
1 3%

34 ) 100%

14

=

15

il

33
1
8 24%

26 _76

34 100%
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EVALUATION FORMS RETURNED

DR. PAUL BIEDENHARN
SANDRA K. GAIN,R.N.C.
OSCAR R. GRIN, JR., R.P.T.
DR. ANN CAREY

DONALD COURTIAL, R.P.T.

MARGARET WAYNE, M.S.W.

RESPONSES TO QUESTIONS ON EVALUATION FORMS

30

OUTSTANDING SATISFACTORY INEFFECTIV

26
22
16
20

QUESTION 1
QUESTION 2
QUESTION 3
QUESTION 4
QUESTION 5

YES
27

30
30
29

28 ¢

4

14

10

L4

0

o O o



APPENDIX R




106

Multidisciplinary 3pproach To Aging - BUDGET

8-01-81

8-04-81
8-07-81
8-09-81

8-11-81

8-12-81

8-14-81

8-17-81

8-19-81

8-20-81
B-22-£1

8-26-81

B-27-81

8-28-81

Advanced $50.00 to open checking account $
I.N.A.
Cash (Starps - Labels)

Name tags - S.G. Adams

Folders (100) - Target

Paper clips - 200

Yellow zerox paper (200)

Carlyle Healthcare Center, Inc. (3)

Mary Ellen Wang

Ann McEvilly

Rosann Karris

S.G. Adams - paper tablets
Target - film and folders

K-Mart - film
Monroe County Nursing Hame (2)
Dolgins - film x2

Film developed - Dicor

Weir Nursing Hame (3)
Pleasant Rest Hame (3)

Lady of Srow (1)

Almeda Kroupa

Film developed - Dicor
Slides made (3) Belle-Flair
Harlean Recklein

Sr. Ambrosia Waller

Eunice Smith Nursing Hame (2)

Canterbury Manor Nursing Home (2)
Lindenwood - Registration

Castle Haven Nursing Hame (2)
Briarcliff Nursing Hame (2)

Gloria Heger - Four Fumtaan
Film - Wall Mart -

Robin Silencik - Edencare

EXPENSE INCOME

25,00
20.00

4.84
12.€3
.43
2.00

7.90

13.42
4.60
11.75
5.37

B.74
18.00

25.00

2.81

60.
20.

20.
20.

40.

€60.
60.
.00
20.

20.
20.

40.
40.

40.
40.

20.

20.

$50.00

00
00

00
00

00

00
00

~
W

00
00

00
00

00
00

00

00



8-28-81

8-29-81

CREDIT:
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Freeburg Care Center (3)
Diana Martinez
Sister Michael Ryan
Food, coffee, tax, tip
Honorariums: Dr. Biedenharn
Dr. Carey
Donald Courtial
Margaret Wayne
Lindermood - 1 C.E.U.
Dr. Biedenharn returned honorarium

Return of advancement to open checking
account

,

$ $60.00
25.00
25.00
362.70
50.00
50.00
25.00
25.00
5.00
50.00
'
-__50.00
$730.19 $77C.00

$39.81
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