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1. 1 Mental Status Examination:  

The mental status examination (MSE) is a standardized procedure where 

the primary purpose is to gather more objective data to be used in determining 

etiology, diagnosis, prognosis, and treatment, and to deal immediately with any 

risk of violence or harm (Kneisl, Wilson & Trigoboff, 2004).  It is systematically 

conducted and recorded.  All positive findings are recorded in detail.  There is no 

specific time frame within which MSE should be done.  MSE has to be repeated 

several times during the course of the illness to know the evolution of symptoms, 

effectiveness of treatment, etc. 

Definition:   

The MSE is the part of the clinical assessment that describes the sum total 

of the examiner‟s observations and impressions of the psychiatric patient at the 

time of the interview (Kaplan & Sadock, 1998).   

Uses:  The MSE is of tremendous use to the psychiatric nurse.  Some of these uses 

are: 

1) It is a diagnostic tool.  It helps formulate the diagnosis after identifying the 

clients problems 

2) It is a teaching tool.  It helps the nurse teacher to teach nursing students 

about the psychiatric client‟s symptoms of illness through demonstration of 

symptomatology.   

3) It is a research tool.  It can be used to test effectiveness of various 

interventions on the psychiatric client. 

4) It helps to assess changes in the psychiatric client during various stages of 

interventions 

5) It helps the geriatric care professional to assess when the client is fit for 

discharge and to prepare the client for community life 

A) Format for writing up the MSE may vary slightly depending on the 

organization.   

However, the format must contain certain categories of information, which is 

included as follows: 
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1. General behaviour 

 

1.1 Appearance:   

This is a complete and accurate description of the client‟s physical 

characteristics, apparent age, manner of dress, use of cosmetics, personal hygiene, 

and responses to the examiner.  

 Colourful, flamboyant dressing is seen in mania;  

 While the depressed and schizophrenic client may look dirty and unkempt.  

Paranoid schizophrenic clients appear well-kempt.  

 One has to include posture, gait, gestures, facial expression, tics, 

mannerisms, poise, etc.  (A tic is an involuntary, spasmodic motor 

movement. 

 A mannerism is an ingrained, habitual, involuntary movement.).   

 Signs of anxiety to be noted are tense posture, increased sweating, wide 

eyes, moist hands, etc. 

1.2 Attitude towards examiner:   

 The client‟s attitude towards the examiner may be described as co-

operative, friendly (as in mania), attentive, interested, seductive (as in mania), 

defensive (as in schizophrenia), perplexed (as in schizophrenia), apathetic (as in 

depression, some types of schizophrenia), hostile (paranoid schizophrenia), playful 

(as in hebephrenic schizophrenia), ingratiating, evasive or guarded (as in paranoid 

schizophrenia).  Check if rapport can be established and does the client maintain 

adequate eye contact. 

1.3 Overt behaviour and psychomotor activity (PMA):  

Here, quantitative and qualitative aspects of the client‟s motor behaviour are 

assessed.  Psychomotor activity (PMA) can be simply termed as goal directed 

activity.  

 PMA can be increased (as in mania, aggression, agitated depression, etc.), 

decreased (as in severe depression, catatonia, etc.) or normal.   
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 There can be psychomotor retardation; aimless, purposeless activity; 

restlessness, wringing of hands, pacing; gestures, twitches, stereotyped 

behaviour (repetitive, fixed pattern of physical action); echopraxia 

(pathological imitation of movements of one person by another); 

hyperactivity, agitation ( excess motor and cognitive over activity) and 

rigidity.  

 Catatonic phenomena should be noted and recorded.  

 These are catalepsy (constant maintenance of an immobile position),  

 catatonic excitement (agitated, purposeless motor activity),  

 catatonic stupor (slowed motor activity to the point of immobility and 

seeming unawareness of surroundings),  

 catatonic rigidity (voluntary assumption of a rigid posture),  

 catatonic posturing (voluntary assumption of an inappropriate or bizarre 

posture),  

 waxy flexibility (limbs can be moulded into a position that is maintained), 

negativism (motiveless resistance to all instructions),  

 automatism (automatic performance of an act),  

 And mutism (voiceless without any structural abnormalities).  

 

2. SPEECH:                                                                                         

Importance is given to the form of utterances rather than the content.  Speech can 

be described in terms of quantity, rate of production and quality.   

Record the following:  

1) Does the client speak spontaneously or only in 

response to questions? 

2) Is the amount of speech little or excessive? 

3) Is it high or low toned? 

4) Is the tempo fast or slow? 

5) Is the reaction time (i.e time taken by the client to answer the examiner) 

increased or decreased?  

6) Is the prosody (i.e. rhythm of speech) of speech maintained? 

7) Is it relevant (answers in response to the question)? 

8) Is it coherent (clear speech)? 

Poverty of speech exists when there is less amount of speech (speaks in 

monosyllables).  Poverty of content of speech is present when speech is adequate 

in amount but conveys little information and is vague 
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3. THOUGHT: 

Thought can be examined under various categories such as –  

3.1 Form:   

This is the way a person puts together ideas and associations, i.e. the form in 

which a person thinks.  Form of thought may be logical and coherent or completely 

illogical and even incomprehensible.   

 There may be rapid thinking, which, when carried to the extreme, is called 

as “flight of ideas” (as in mania).  

 There may be incoherent connections of thoughts (word salad), association 

by rhyming (clang associations), association by double meaning (punning), 

creation of new words e.g. Head shoe for cap or hat (Neologism), and 

expression of a message using unintelligible  words (glossolalia).These are 

seen in most types of schizophrenia. 

3.2 Stream:   

 This is best described as flow of thought, train of thought or continuity of thought.  

 Loosening of association (as seen in mania, some types of schizophrenia) 

can occur when the flow of thought shifts from one subject to another in a 

completely unrelated way.   

 Blocking is an interruption of the train of thought before an idea has been 

completed.   

 Circumstantiality indicates the loss of capacity for goal-directed thinking, 

the client tries to answer by bringing in many irrelevant details but finally 

gets back to the original point. 

 Tangentiality occurs when the client loses track of the conversation, and 

pursues tangential thoughts and never returns to the original point. 

 Perseveration is said to occur when there is a persisting response to a 

previous stimulus after a new stimulus has been presented. 

 Derailment is a gradual or sudden deviation in the train of thought without 

blocking. 

3.3 Possessions:  

 There could be thought alienation – thought insertion (the client describes 

insertion of strange thoughts which do not belong to him), 

 thought withdrawal (the client describes a feeling of emptiness in the head 

as he feels thoughts being removed),  

 and thought broadcast (client describes a strange situation where all his 

thoughts are broadcast in the TV, radio, etc.).  
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 Obsessions may be elicited which are pathological persistence of an 

irresistible thought or feeling that cannot be eliminated from consciousness 

by logical effort.   

 When these are present, clarify the nature of compulsive acts – checking, 

counting or washing and whether they are “controlling” or “yielding”.  

Phobias may also be present.  

 These are persistent, irrational, and usually pathological dread of a specific 

stimulus resulting in a compelling desire to avoid the stimulus.  

           Obsessions can be elicited by asking “Do you have ideas that are intrusive 

and repetitive?” 

Compulsions can be elicited by asking “Are there things you do over and over in a 

repetitive manner?”; “Are there things you must do in a particular way or 

order?” 

3.4 Content:   

              Disturbances here include preoccupations (which may involve the client‟s 

illness), antisocial urges, hypochondriacal and somatic symptoms, and depressive 

ideation (ideas of worthlessness, guilt, hopelessness and suicidal ideas and 

delusions.   

Delusions are firm, fixed and false beliefs out of keeping with the client‟s cultural 

background.  Note whether the delusion is single or multiple, fleeting or fixed, 

well systematized, mood congruent (e.g. A depressed client believes that he or she 

is responsible for the destruction of the world) and mood incongruent (e.g. A 

depressed client believes that he is a multi-millionaire and is very powerful).  

Record the content and type of delusion. 

Different types of delusion are: 

3.3.1 Bizarre Delusion:  An absurd, totally impossible, strange and false belief 

(e.g. Invaders from space have implanted electrodes in a person‟s brain.).   This is 

seen in most types of schizophrenia and psychosis. 

3.3.2 Nihilistic Delusion:  False feeling that self, others or the world does not exist 

or is coming to an end.   

3.3.3 Delusion of Poverty:  A person‟s false belief that he or she will be deprived 

of all wealth.  

3.3.4 Somatic Delusion:  False belief involving the functioning of the body (e.g. 

belief that the brain is rotting) 

3.3.5 Delusion of Self-accusation:  False feeling of remorse and guilt.  



Odisha State Open University, Sambalpur  Page 7 
 

Delusions indicated from 3.3.2 to 3.3.5 are usually seen in depression with 

psychosis. 

3.3.6 Delusion of Persecution:  A false belief that he or she is being harmed, 

cheated, harassed or persecuted.  

3.3.7 Delusion of Reference: False belief that others are talking about him or her. 

3.3.8 Delusion of Infidelity:  False belief derived from pathological jealousy about 

a person‟s lover being unfaithful.  

 

Delusions indicated from 3.3.6 to 3.3.8 are usually seen in paranoid 

schizophrenia. 

3.3.9 Delusion of Grandeur:  A person‟s exaggerated conception of his or her 

importance, power or identity. 

3.3.10 Erotomania:  False belief that someone is deeply in love with the patient. 

Delusions indicated in 3.3.9 & 3.310 are usually seen in mania with psychosis. 

The manner in which the delusion affects the client‟s life should be described in 

the history of present illness.   

4. MOOD:  Mood is defined as a pervasive and sustained emotion that colours the 

person‟s perception of the world (Kaplan & Sadock, 1998).  This is the 

longitudinal assessment.  Affect is defined as the person‟s present emotional 

responsiveness (Kaplan & Sadock, 1998) which is a cross-sectional assessment.  

Mood should be assessed by both subjective report and objective evaluation.  

Check for diurnal variation also.   

Description should be given regarding the following components: 

4.1 Quality of Emotion: 

            Various qualities of emotion should be assessed such as happiness, sadness, 

anxiety, anger, fear, etc.  The geriatric professional should be familiar with the 

following inferences 

4.1.1 Dysphoric mood:  An unpleasant mood.  This is seen in aggression, 

psychosis, certain types of schizophrenia, etc. 

4.1.2 Euthymic mood:  Normal mood  

4.1.3 Expansive mood:  A person‟s expression of feelings without restraint and 

with an  overestimation of their importance. 

4.1.4 Euphoria:  Intense elation with feelings of grandeur 
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4.1.5 Elation:  Feelings of joy, intense self-satisfaction 

4.1.6 Ecstasy:  Feelings of intense rapture 

Mood states described from 4.1.3 to 4.1.6 are seen in mania 

4.1.7 Anhedonia:  Loss of interest in and withdrawal from all regular and 

pleasurable activities.  This is seen usually in depression. 

4.1.8 Alexithymia:  A person‟s inability to or difficulty in describing or being 

aware of emotions. 

4.2 Range of mood:  

 Range can be broad or normal where the person is able to experience all 

mood states.  It can be blunted, constricted and flat (with gradual decrease in 

emotional expression with absolutely no expression in flat affect).  This can be 

tested by joking (testing for experience of happiness), talking about the death of a 

loved one (testing for experience of sadness), etc. 

4.3 Lability of mood:  Lability is rapid and sudden shifts in emotion from one 

emotional state to the other (i.e. from happiness to sadness to anger, etc.) 

4.4 Reactivity:  Changes in emotion in relation to environmental factors 

4.5 Congruity:  Emotional expression in relation to thought processes (e.g. Smiles 

while talking about success in exams).  If the client cries while talking about 

success in exams, then the mood is inferred as incongruent. 

4.6 Appropriateness:  Emotional expression in relation to situations (E.g. 

Laughing during a funeral is inappropriate and crying during a funeral is 

appropriate.  

5. PERCEPTION:   

The client may experience perceptual disturbances, such as hallucinations, 

illusions, depersonalization and derealisation.   

5.1 Definition:  

 Hallucinations are false sensory 

perceptions occurring in the absence of a 

real stimulus.   Specify the sensory 

modality involved (auditory, visual, 

olfactory, tactile, gustatory) when 

hallucinations are experienced.  Always 

describe the content of the hallucinations.   

The circumstances when the hallucinations occur are also important: 
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Hypnogogic hallucinations occur as a person falls asleep and hypnopompic 

hallucinations occur as a person awakens.  Both these are considered as non-

pathological.   

With respect to auditory hallucinations, always enquire whether the hallucinations 

are a) verbal/non-verbal 

b) Continuous/intermittent 

c) Single voice/multiple voices 

d) Familiar/unfamiliar 

e) Pleasant/unpleasant 

f) Whether commanding, abusive or threatening 

g) Mood congruent/mood incongruent 

h) First person/second person/third person 

One can elicit the experience of hallucinations by asking such questions:  

a) Have you ever heard voices when no one was around or sounds that no one 

else could hear? 

b) Have you experienced any strange sensations in your body that others do 

not seem to experience? 

c) Have you seen things that others do not seem to see? 

5.2 Types of Hallucinations: 

5.2.1 Lilliputian hallucinations:  False perception in which objects are seen as 

reduced in size 

5.2.2 Mood-congruent hallucinations:  Hallucinations where the content is 

consistent with either a depressed or a manic mood (e.g. A depressed client hears 

voices saying that he is a bad person) 

5.2.3 Mood – incongruent hallucinations:  Hallucinations where the content is not 

consistent with either depressed or manic mood (e.g. A depressed client hears 

voices saying that he is very wealthy and powerful) 

5.2.4 Command hallucinations:  False perception of orders that a client may feel 

obliged to obey (common in Schizophrenia) 

5.2.5 First person hallucination:  False perception of hearing an echo of one‟s own 

thoughts 
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5.2.6  Second person hallucinations:  False perception of hearing two voices 

talking to the client (common in Schizophrenia) 

5.2.7 Third person hallucinations:  False perception of hearing many voices 

discussing about the client or in the form of a running commentary (common in 

schizophrenia)  

5.2.8 Illusions:  Are misperception or misinterpretation of real external sensory 

stimuli. E.g. A stick on the ground can appear to be a snake by moonlight.  This 

can occur in normal persons too. 

5.2.9 De-personalization:  A person‟s subjective sense of being unreal, strange or 

unfamiliar (common in Dissociative conditions) 

5.2.10  De-realization:  A subjective sense that the environment is strange or 

unreal (common in dissociative conditions) 

 

6. COGNITIVE FUNCTIONS:                                                         

Here clinical assessment includes the areas of –  

6.1 Orientation 

6.2 Attention & Concentration 

6.3 Memory 

6.4 Intelligence 

6.5 Abstraction 

6.6 Judgement 

6.7 Insight 

 

6.1 Orientation:  Orientation is tested with respect to time, place and person 

6.1.1 Time:  The following questions may be asked to test orientation to time- 

a) Approximately what time of the day is it? 

b) Is it morning, afternoon, evening or night? 

c) Approximately how long have I been talking to you? 

d) What is the day today? 

e) What is the date? 



Odisha State Open University, Sambalpur  Page 11 
 

 

6.1.2 Place:  

a) What place is this? 

b) Which state/city is this? 

6.1.3 Person: 

a) Test orientation to self by asking the client‟s identity 

b) Ask the client to identify family members.  

Impairments in orientation usually occur in this order (first time, second place and 

third person).  As the client improves, the impairment clears in the reverse order.  

The inference is made as oriented to time, place and person or not oriented to time, 

place and person. 

6.2 Attention & Concentration:  One has to test whether attention can be aroused 

and sustained.  

Tests used in the clinical situation include: 

6.2.1 The digit span test 

6.2.2. Serial subtraction 

6.2.3 Days or months forward to backward 

6.2.1 Digit span test:   

           a) Forward:  The client is given the following instructions:  “I will be saying 

some digits, listen to me carefully.  When I finish saying them, you will have to 

repeat them in the same order.  The examiner after instructing the clients  

     1.  Gives an example (e.g. If I say 3,7; you say 3,7) 

      2.  Reads digits at the rate of one per second to the client 

     3.  Notes whether the immediate response of the client is correct or incorrect.  

The digit span is the highest number of digits repeated correctly.  Never use the 

same digits more than once 

    b) Backward:  The client is instructed as follows:  “I will be saying some digits,    

listen to me carefully and repeat them after me in a reversed order.  For example, if I 

say 2, 5; you should say 5, 2.  The digits backward score is the highest number of 

digits correctly recalled backward after a maximum of two trials. 

6.2.2 Serial Subtractions:  Increasingly difficult tests are presented.  The examiner  
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                        1.  Instructs the client 

                        2.  Gives an example of how to perform the task 

                        3.  Notes the responses verbatim  

                        4.  Notes the time taken in seconds 

 

 

Task Correct response Time limit 

20-1 20 to 0 15 secs 

40-3 40,37,31, etc 60 secs. 

100-7 100,93,86,79, etc. 120 secs. 

 

6.2.3 Days or months may be asked for in backward or forward order.  

The inference is recorded as attention can be aroused and sustained.  

Concentration is good, average or poor 

6.3 Memory:  Memory functions are divided into immediate, recent and remote.  

Memory impairment can occur in different types of schizophrenia, psychosis, 

depression, dementia, etc.  Confabulation (unconsciously making up false answers 

when memory is impaired) is most closely associated with cognitive disorders.  

Assessment includes immediate, recent and remote memory 

6.3.1 Immediate memory – tested by the digit span test 

6.3.2 Recent memory – Is tested by enquiring about what the client had for 

breakfast, events of the day and what he ate the previous night, etc. 

6.3.3 Remote memory – Test by asking for information on life events 

Inference may be noted as follows – eg. Recent memory is intact or impaired 

6.4 Intelligence:   

6.4.1 General information:  Question the client according to the educational level 

and background of the client.  Common questions can be- Name of the Prime 

Minister,  major cities of India, etc. 

Inference may be noted as follows – General information is adequate or 

inadequate or average 
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6.4.2 Comprehension:  Ask questions of increasing difficulty ranging from  Eg. 

What will you do when you feel cold? -------------- to--- Why should we be away 

from bad company? 

Inference is noted as comprehension is good or bad.  

6.4.3 Arithmetic:  Tested by asking the client to solve simple to complex problems 

in addition, subtraction, division and multiplication.  Illiterate clients can be asked 

questions such as – “How many tsp. of sugar and tea leaves are required to make 

tea for 5 persons? 

Inference is recorded as – arithmetic is good, average or bad. 

6.5 Abstraction:  Abstract thinking is the ability to deal with concepts.   

6.5.1 Can the client explain similarities between a dog and a lion?   

6.5.2 Can the client state the difference between cinema and radio? 

6.5.3 The client is asked if he knows what a proverb is and to state one with the 

meaning.  Then the examiner states a proverb and asks for the meaning. 

The client‟s response is to be noted verbatim.  Inference is made as abstraction 

present at concrete level (when specific explanation is given) or concrete and 

abstract level (when both specific and abstract explanations are given).  

Depressed, schizophrenic, psychotic and brain damaged clients cannot think 

abstractly. 

6.6 Judgement:  Is assessed in the following areas 

6.6.1 Personal:  Enquire about the clients future plans 

6.6.2 Social:  Observe the clients behaviour in social situations or ask how he 

would dress up for a funeral/wedding? 

6.6.3 Test:  Present the following two problems to the client in a manner in which 

he can comprehend: 

    a)  Fire problem:  What will you do if your house catches fire? 

    b)  Letter problem:  What will you do if you see an addressed, sealed and 

stamped envelope which someone had dropped when you are walking on the 

roadside? 

Inference may be - eg. Social judgement is intact or impaired. 

6.7 Insight:  Insight is the client‟s degree of awareness and understanding about 

being ill.   

There are two types of insight: 
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6.7.1 Intellectual Insight: Is present when the client agrees that he/she is ill and 

symptoms or failures in social adjustment are due to the client‟s own particular 

irrational feelings or disturbances without applying this knowledge to future 

experiences (Kaplan & Sadock, 1998)  

6.7.2 Emotional Insight:  Is present when there is emotional awareness of the 

motives and feelings within the client and the important people in his or her life, 

which can lead to basic changes in behaviour (Kaplan & Sadock, 1998) 

The level of insight with the inference is as given below: 

a) Complete denial of illness (Insight is absent) 

b) Recognizes the presence of illness but gives explanation in physical terms 

i.e. headache, fever, etc. (Insight is partial) 

c) Fully realizes the emotional nature of his/her illness, cause of the 

symptoms and feels he/she requires treatment (Insight is present)  

Clients may be aware of illness and blame it on others, external factors or organic 

factors.  In this case too, it is partial.  Insight may be partial or absent in all 

psychotic illness.  It may be partial as treatment proceeds and the client starts 

experiencing the benefits of treatment.  It may be present in most neurotic illness 

such as OCD, anxiety, phobia, etc.  

1.2 MINI MENTAL STATUS EXAMINATION (MMSE)  

 MMSE is a bed-side screening test which is not time consuming and is a formal 

evaluation of cognitive impairment in the client.  It is also a practical clinical 

examination to track the changes in the client‟s cognitive state.  It is used as a 

clinical test in mental disorders occurring due to a general medical condition, such 

as delirium, dementia, amnestic disorders, etc. 

The MMSE Questionnaire (Folstein MF, Folstein S, McHugh PR; 1975) is as 

follows: 

1.  Orientation (Score 1 if correct) Total score = 10 

1.1 Name this hospital or building 

1.2 What city are you in now? 

1.3 What year are you in now? 

1.4 What month is it? 

1.5 What is the date today? 

1.6 What state are you in? 

1.7 What country is this? 

1.8  What floor of the building are you on? 

1.9 What day of the week is it? 

1.10 What season of the year is it? 
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2. Registration (Score 1 for each object correctly repeated) Total score = 3  

2.1 Name 3 objects and have the client repeat them 

Score the number repeated by the client.  Name the three objects several more 

times if needed for the client to repeat correctly (record the number of trials----) 

3. Attention & Calculation Total score = 5 

3.1 Subtract 7 from 100 in serial fashion to 65.  Maximum score = 5 

4. Recall  Total score = 3 

4.1 Do you recall the 3 objects named before? 

       (Score 1 for each object named correctly) 

5. Language tests  (Total score = 8) 

5.1 Confrontation naming = watch, pen                                                      (2) 

5.2 Repetition = “No ifs, ands, or buts”                                                       (1) 

5.3 Comprehension = Pick up the paper in your right hand, fold it into  

       half, and set it on the floor                                                                    (3) 

5.4 Read and perform the command “Close your eyes”                              (1) 

5.5 Write any sentence (check subject, verb, object)                                   (1) 

6. Construction  Total score = 1 

6.1  Copy the design below 

 

 

 

Total MMSE score =  30 

Inference of score: 

 25 – 30  = Suggests no impairment 

 20 – 25 = Suggests impairment 

 < 20 = Indicates definite impairment 
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1.3 CLOCK DRAWING TEST:  

The clock-drawing test is a simple tool that is used to screen people for signs of 

neurological problems, such as Alzheimer‟s and other dementias. It is often used in 

combination with other, more thorough screening tests, but even when used by 

itself, it can provide helpful insight into a person‟s cognitive ability  

1.3.1 Administration of Clock-Drawing Test: 

 The clinician (often a doctor, psychologist, or social worker) gives the 

person being tested a piece of paper with a pre-drawn circle on it and asks 

him to draw the numbers on the clock. 

 She then tells him to draw the hands to show a specific time. There are 

several different times that people who administer this test may use, but 

many choose 10 minutes after 11. 

 Another method is to simply give the person a blank piece of paper and ask 

her to draw a clock that shows the time of 10 minutes after 11. Some 

clinicians also intentionally omit the word "hands" in their directions to 

avoid giving the test-taker a cue of what needs to be included in the 

drawing. 

 

 

 

1.3.2 How Is the Clock-Drawing Test Scored? 

                 There are as many as 15 different ways to score this test. Some are quite 

elaborate and involve awarding points for inclusion of every number, correctly 
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ordered numbers, two clock hands, drawing the correct time, and for each of the 

correct numbers placed in the four quadrants. As many as five, 10, or 20 points can 

be involved in some of the different scoring methods. 

This simplest scoring method consists of giving one point if the task was 

completed correctly and zero points if the clock was not completed correctly. The 

Alzheimer's Association also recommends this simple scoring method, concluding 

that a normal clock (or a score of one point) indicates the absence of dementia, 

while an abnormally completed clock is cause for further evaluation.  

1.3.3 Critical Clock-Drawing Test Errors: 

Additional research identified six features in this test that were important in 

successfully identifying problems in cognition. These were described as critical 

clock-drawing errors and included the wrong time, no hands, missing numbers, 

number substitutions, repetition, and refusal. These researchers concluded that 

these six errors were predictive in identifying dementia based on the clock-drawing 

test. Notice that simply refusing to complete the test can be indicative of a 

problem. 

1.3.4 Benefits of the Clock-Drawing Test: 

 Fast screening tool: It is a very quick way to screen a person for possible 

dementia. It often requires only a minute or two for completion. 

 Easy to administer: It does not require much training to administer. 

 Well-tolerated: This test is easier to complete than the MMSE for people 

with short attention spans. 

 Free: Unlike some cognitive tests that require you to purchase a copy of the 

test and scoring tools, the clock-drawing test can be completed with only 

the cost of paper and a pen. 

 May be useful in developing countries: Because of the low cost and 

minimal training, this test can be used in countries with fewer resources. 

 Screening for delirium: This test can has also been administered to patients 

in the hospital to assess for signs of delirium. Delirium is a sudden 

deterioration in someone‟s cognitive ability. It can follow the use of 

anesthesia for a surgery, for example, as well as be triggered by 

an infection or illness. 

1.3.5 Clock-Drawing Test: Effective in Identifying Executive Functioning 

Problems 

                     One other very helpful aspect of this test, as published in 

the Canadian Medical Journal Association, is that it can detect problems 

in executive functioning even when someone scores well on the MMSE, a 
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common screening tool. Executive functioning can be impaired before 

any memory problems are evident, and identifying this early allows early 

treatment. 

For example, your father could perform well on the MMSE, which would show 

that his memory still is quite intact, his language and calculation skills remain 

functional, and his orientation remains fairly normal.  

You, however, may notice that his decisions are not always appropriate. He may 

be able to get dressed, but not be able to determine that he should wear a warm 

coat out if it is cold outside. 

Often, family members are the first to suspect a cognitive impairment because they 

will see that evidence of poor executive functioning, while an MMSE test in a 

doctor‟s office might not catch this. Performing the clock-drawing test is one way 

to identify people who may be experiencing early signs of dementia, such 

as decreased executive functioning, but may not be displaying memory 

disturbances yet. 

1.3.6 Uses of clock drawing test: 

                 The medications that are currently available to treat Alzheimer‟s disease 

are generally more effective earlier in the disease process. It appears that they 

might preserve the current functioning for a limited time. So, if we can detect 

dementia in its earlier stages, we can treat it earlier and hopefully extend the 

amount of time the person functions well. 

1.4 NEECHAM CONFUSION SCALE 

                         Delirium is a frequent form of psychopathology in elderly 

hospitalized patients; it is a symptom of acute somatic illness. The consequences of 

delirium include high morbidity and mortality, lengthened hospital stay, and 

nursing home placement. Early recognition of delirium symptoms enables the 

underlying cause to be diagnosed and treated and can prevent negative outcomes. 

The aim of this study was to determine which of the two delirium observation 

screening scales, the NEECHAM Confusion Scale or the Delirium Observation 

Screening (DOS) scale, has the best discriminative capacity for diagnosing 

delirium and which is more practical for daily use by health care professional: 

The NEECHAM Confusion Scale contains nine scaled items divided into three sub 

scales. Each scaled item gives 3 descriptions.  

 Sub scale I, information processing (score range 0 – 14 points), evaluates 

components of Cognitive status:  

o attention and alertness,  
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o Verbal and motor response,  

o Memory and orientation.  

 Subscale II, behaviour (score range 0 – 10 points), evaluates observed 

behaviour and performance ability:  

 general appearance and posture,  

 sensory-motor performance, and  

 Verbal responses.  

 Subscale III, performance (score range 0 – 16 points), assesses vital 

function:  

 Vital signs,  

 Oxygen saturation level and  

 Urinary incontinence.  

                     The total NEECHAM scale score is the sum of the scores on the three 

levels. The scale can be rated in 10 minutes on the basis of observations and 

measurements of vital signs. The scores may range from zero (minimal function) 

to 30 (normal function); the cut-off point is 24. The range from 0–24 points 

indicates a delirium 

NEECHAM Confusion Scale 

Date/Time/Initials         

 Sco

re 

Sco

re 

Sco

re 

  Sco

re 

Score Scor

e 

Level One – Processing – 

Attention 

4 – Full 

attentiveness/alertness 

3 – Short or hyper 

attention/alertness 

2 – Attention/Alertness 

inconsistent or 

inappropriate 

1 – Attention/Alertness 

disturbed 

0 – Arousal/responsiveness 

depressed 

    Level Two-Behavior-

Verbal 

4 – Initiates speech 

appropriately 

3 - Limited speech 

initiation 

2 – Inappropriate 

speech 

1 – Speech/sound 

disturbed 

0 – Abnormal sounds 

   

Level One – Processing – 

Command 

5 – Able to follow a 

complex command 

4 – Slowed complex 

    Vital Function 

Stability 

2 – BP, HR, Temp, 

Respiration in Normal 

range 
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command response 

3 – Able to follow a simple 

command 

2 – Unable to follow a direct 

command 

1 – Unable to follow 

visually guided 

command 

0 – Hypoactive, lethargic 

1 – One of the above in 

abnormal range 

0 – Two or more in 

abnormal range 

Normals:Temperature 

= 36-37 

Level One – Processing- 

Orientation 

5 – Oriented to time, place, 

and person 

4 – Oriented to person and 

place 

3 – Orientation inconsistent 

2 – Disoriented and 

memory/recall disturbed 

1 - Disoriented, disturbed 

recognition 

0 – Processing of stimuli 

depressed 

     Systolic BP = 

100-160 

 Diastolic BP = 

50-90 

 Heart Rate = 

60-100 reg/irreg 

 Respirations = 

14-22 

   

Oxygen Saturation 

Stability 

2 – O2 Sat in normal 

range 993 or above) 

1 – O2 Sat 90 to 92 or 

is receiving oxygen 

0 – O2 Sat is below 90 

Level Two – Behavior – 

Appearance 

2 – Controls posture, 

maintains appearance, 

hygiene 

1 – Either posture or 

appearance disturbed 

0 – Both posture and 

appearance abnormal 

    Urinary Continence 

Control 

2 – Maintains bladder 

control 

1 – Incontinent of urine 

in last 24 hours or has 

condom cath 

0 – incontinent or had 

indwell/intermittent 

catheter or is anuric 

   

Level Two – Behavior – 

Motor 

4 – Normal motor behavior 

3 – Motor behavior slowed 

or hyperactive 

2 – Motor movement 

disturbed 

1 – Inappropriate, disrupted 

movements 

     

 

 

Total Neecham Score 
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Scoring 

Level 1 Score: Processing (0-14 

points) 

Level 2 Score: Behavior (0-10 points) 

Level 3 Score: Physiological Control 

(0-6 points) 

 (VS, O2 sat, urinary 

continence) 

Total 

Score of 

0-19 

20-24 

 

25-26 

 

27-30 

Indicates: 

Moderate to severe confusion 

Mild to early development of 

confusion 

“Not confused”, but at high 

risk of confusion 

“Not confused”, or normal 

function 

 

 

1.5 CONFUSION ASSESSMENT METHOD:  

 

Approximately 15 - 60 % of elderly patients experience a delirium prior to 

or during a hospitalization but the diagnosis is missed in up to 70% of cases. 

Delirium is associated with poor outcomes such as prolonged hospitalization, 

functional decline, and increased use of chemical and physical restraints. Delirium 

increases the risk of nursing home admission. Individuals at high risk for delirium 

should be assessed daily using a standardized tool to facilitate prompt 

identification and management. Risk factors for delirium include older age, prior 

cognitive impairment, presence of infection, severe illness or multiple co-

morbidities, dehydration, psychotropic medication use, alcoholism, vision 

impairment and fractures.  

The Confusion Assessment Method (CAM) includes two parts. Part one is 

an assessment instrument that screens for overall cognitive impairment. Part two 

includes only those four features that were found to have the greatest ability to 

distinguish delirium or reversible confusion from other types of cognitive 

impairment. 

 

          Delirium Screening Tool: Confusion Assessment Method (CAM) 

 

Feature 1: Acute onset and fluctuating course 

0 – Motor movement 

depressed 
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This feature is usually obtained from a family member or nurse and is shown by 

positive responses to the following questions: 

 Is there evidence of an acute change in mental status from the patient‟s 

baseline? Did the (abnormal) behaviour fluctuate during the day, that is, 

tend to come and go, or increase and decrease in severity? 

 

Feature 2: Inattention 

• This feature is shown by a positive response to the following question: 

 Did the patient have difficulty focusing attention, for example, being easily 

distracted, or having difficulty keeping track of what was being said?  

 

Feature 3: Disorganized thinking 

• This feature is shown by a positive response to the following question: 

 Was the patient‟s thinking disorganized or incoherent, such as rambling or 

irrelevant conversation, unclear or illogical flow of ideas, or unpredictable 

switching from subject to subject? 

Feature 4: Altered level of consciousness  

• This feature is shown by any answer other than “alert” to the following question:  

 Overall, how would you rate this patient‟s level of consciousness? Alert 

(normal), vigilant (hyper-alert), lethargic (drowsy, easily aroused), stupor 

(difficult to arouse), or coma (unarousable). 

 

NOTE: If features 1 and 2 and either 3 or 4 are present (CAM +/positive), a 

diagnosis of delirium is suggested. 

 

1.6 SCREENING FOR DEPRESSION IN OLDER ADULTS:  

While aging brings rewards, it also brings challenges, some of which can 

seem overwhelming: deaths of family members and friends, loss of a sense of 

purpose, reduced income. And of course, the potential for illness and disability 

looms large. In light of these losses, many people, even some healthcare 

professionals, mistakenly assume depression goes hand in hand with aging. 

Nonetheless, for many older adults, depression is real and can have deadly 

consequences. About 5% of adults older than age 55 suffer depression and other 

mood disorders over the course of a given year. In 2004, persons older than age 65 

accounted for 16% of successful suicides in the United States. Alcohol or 

prescription drug abuse commonly is involved in these suicides. 

As the elderly population increases, depression statistics will undoubtedly rise, and 

nursing practice increasingly will entail identifying and caring for the depressed 

elderly. 

 

 Criteria for Assessing Depression in Older Persons 
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       According to the Diagnostic and Statistical Manual of Mental Disorders, 

4th edition (Text Revision; DSM-IV-TR), common forms of depression are major 

depressive disorder and dysthymic disorder (episodic or chronic). 

For a major depressive disorder, DMS-IV-TR criteria are as follows: Five or more 

of the following findings are present during the same 2-week period and represent 

a change from the patient's previous functioning: 

 feelings of sadness, hopelessness, or discouragement 

 appetite changes with significant weight loss 

 sleep disturbances (commonly insomnia) 

 psychomotor changes, such as agitation or slowing down 

 decreased energy or fatigue 

 poor concentration or decision making 

 sense of worthlessness or guilt 

 recurrent thoughts of death, recurrent suicidal ideation with or without a 

plan, or a suicide attempt or a specific plan for committing suicide. 

At least one of the symptoms is either depressed mood (most of the day, nearly 

every day) or loss of interest or pleasure in all or almost all activities (most of the 

day, nearly every day) 

 

1.7 CORNELL SCALE FOR DEPRESSION:  

                 The Cornell Scale for Depression in Dementia (CSDD) was specifically 

developed to assess signs and symptoms of major depression in patients with 

dementia. Because some of these patients may give unreliable reports, the CSDD 

uses a comprehensive interviewing approach that derives information from the 

patient and the informant.  

 Information is elicited through two semi-structured interviews; an 

interview with an informant and an interview with the patient. 

 Based on these interviews, the interviewer can score the CSDD by 

assigning a preliminary score to each item of the scale on the basis of the 

informant‟s report in the “Informant” column.  

 The next step is for the rater to interview the patient using the Cornell scale 

items as a guide. The interviews focus on depressive symptoms and signs 

occurring during the week preceding the interview. 

 Many of the items during the patient interview can be filled after direct 

observation of the patient.  

 If there are discrepancies in ratings generated from the informant and the 

patient interviews, the rater should re-interview both the informant and the 

patient to resolve the discrepancies. 

 The final ratings of the CSDD items represent the rater's clinical impression 

rather than the responses of the informant or the patient.  

 The CSDD takes approximately 20 minutes to administer. Each item is 

rated for severity on a scale of 0-2 (0=absent, 1=mild or intermittent, 

2=severe).  
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 The item scores are added. Scores above 10 indicate a probable major 

depression. Scores above 18 indicate a definite major depression. Scores 

below 6 as a rule are associated with absence of significant depressive 

symptoms.   

 

A. Mood-Related Signs 

 1. Anxiety                                                                                  a   0  1  2 

    Anxious expression, ruminations, worrying 

        2. Sadness                                                                                  a  0  1  2 

  Sad expression, sad voice, tearfulness 

 3. Lack of reactivity to pleasant events                                     a  0  1  2 

 4. Irritability                                                                              a  0  1  2 

             Easily annoyed, short-tempered 

B. Behavioural Disturbance 

 1. Agitation                                                                                       a   0   1   2  

    Restlessness, handwringing, hair pulling  

2. Retardation                                                                                    a   0   1   2  

    Slow movements, slow speech, slow reactions 

 3. Multiple physical complaints                                                      a   0   1   2 

     (Score 0 if GI symptoms only)  

4. Loss of interest                                                                             a   0   1   2 

   Less involved in usual activities (score only if change occurred acutely, i.e., in    

less than 1 month) 

 

C. Physical Signs 

 1. Appetite loss                                                                               a   0   1   2  

    Eating less than usual 

 2. Weight loss                                                                                 a   0   1   2  

     Score 2 if greater than 5 lb. in one month 

 3. Lack of energy                                                                           a   0   1   2  

    Fatigues easily, unable to sustain activities (score only if change occurred                   

acutely, i.e., in less than 1 month) 

 

D. Cyclic Functions 

   1. Diurnal variation of mood                                                         a   0   1   2  

     Symptoms worse in the morning  

  2. Difficulty falling asleep                                                                a   0   1   2  

       Later than usual for this individual 

    3. Multiple awakenings during sleep                                               a   0   1    2 

  4. Early-morning awakening                                                            a   0   1   2  

      Earlier than usual for this individual 

E. Ideational Disturbance 

 1. Suicide                                                                                               a   0   1   2  

      feels life is not worth living, has suicidal wishes or makes suicide attempt  
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2. Poor self-esteem                                                                                 a   0   1   2 

     self-blame, self-deprecation, feelings of failure  

3. Pessimism                                                                                           a   0   1   2 

     anticipation of the worst  

4. Mood-congruent delusions                                                                  a   0   1   2  

     delusions of poverty, illness or loss 

 

Scoring:        

 A score >10 probably major depressive episode 

 A score >18 definite major depressive episode 

 

1.8 GERIATRIC DEPRESSION SCALE:  

              In the Geriatric Depression Scale, questions are answered "yes" or "no." A 

five-category response set is not utilized in order to ensure that the scale is simple 

enough to be used when testing ill or moderately cognitively impaired individuals, 

for whom a more complex set of answers may be confusion, or lead to inaccurate 

recording of responses. 

                           The GDS is commonly used as a routine part of a 

comprehensive geriatric assessment. One point is assigned to each answer and the 

cumulative score is rated on a scoring grid. The grid sets a range of 0-9 as 

"normal", 10-19 as "mildly depressed", and 20-30 as "severely depressed". 

 Scoring of the scale 

The scale consists of 30 yes/no questions. Each question is scored as either 0 or 1 

points. The following general cut off may be used to qualify the severity: 

 normal 0-9, 

 mild depressives 10-19, 

 Severe depressives 20-30. 
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1.9. SUICIDE RISK IN OLDER ADULTS 

  Many people think that mental health problems are an inevitable part of 

growing older. This simply isn‟t true. People can have mental health problems at 

any age. Many, if not most, older adults experience emotional well-being. 
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However, older adults may have unique stresses that impact their mental health 

and well-being. Dealing with illnesses, losing loved ones, and adjusting to new 

living arrangements are just some of the pressures older adults might face. Such 

problems can become so intensely painful that some older adults contemplate 

suicide.  

Suicide can result from hopelessness, extreme despair and intense 

emotional pain. Older adults may be ashamed of their feelings of sadness, 

hopelessness and despair and try to hide them. Sometimes family and friends 

notice mental health problems, but are not sure what to do or how to help. 

Sometimes it‟s hard to know how serious the problems may be. Many mental 

health problems can be alleviated or treated successfully, but stigma and feelings 

of shame can get in the way. Ageism can also limit opportunities for older adults to 

get the help they need and deserve. Sadly, some people are dismissive of older 

adults and their problems, which can interfere with an older person‟s ability to get 

the help they need. 

 

 Factors causing risk for suicide among elderly: 

Factors that can increase a person‟s risk for suicide in later life include: 

• Thoughts of suicide, a plan for suicide or a desire for death 

• Personal history of suicidal thoughts or actions 

• Having lost someone to suicide 

• Mental disorders 

• Psychological factors 

• Emotional pain 

• Medical illnesses and chronic conditions that limit a 

   person‟s ability to perform everyday activities 

• Difficult life events 

• Social factors 

• Demographic risk factors 

• Lack of resiliency 

 Prevention of suicide among elderly: 

Suicide prevention is everybody‟s business. We each have a role to play. It is 

important to know what your role is, as a family member, friend, colleague, 

Neighbour or concerned community member. If you are not a mental health 

professional, nobody expects you to become one. Your primary role is to be aware 

of warning signs that an older adult might be at risk for suicide, 

And to intervene in an appropriate way. 

 

Things you can do to help reduce a person’s risk for suicide: 

Get help immediately if you hear or see an older adult: 
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• Threatening or saying that they want to hurt or kill themselves 

• Looking for ways to kill themselves (collecting lethal implements) 

• Talking or writing about death, dying or suicide 

 Never leave a suicidal person alone. Stay with them until care providers are on 

the scene. If necessary, the police can be very helpful in these circumstances 

1.10 MINI COG:  

         The Mini-Cog is a simple diagnostic test that can be carried out by an 

individual. It can be used if you are concerned about mild cognitive impairment, 

dementia, or Alzheimer's. However, if the results are suspicious, the test should be 

replicated by a physician or doctor specialist.  

Administering the Mini-Cog: 

 The Mini-Cog can be used as a „cognitive vital sign‟ and administered 

reliably with a little practice. Instructions for administration are provided on the 

test form available here.  Once you start, complete the Mini-Cog in one unit – 

choose a time when interruptions and distractions are unlikely. 

1. Make sure you have the patient’s attention. 

Instruct the patient to listen carefully to and remember three unrelated words and 

then to repeat the words back to you so then you will know they heard the words 

correctly. You may want to say something like, “What we‟re going to do next will 

take some concentration.  

2. Ask the patient to repeat the words to ensure understanding. 

Once you are sure the patient is paying attention, say, “I am going to say three 

words that I want you to remember now and later. The words are banana, sunrise, 

and chair. Please say them now.” Give the patient three tries to repeat the words. 

You may repeat the words to them for each try. If they are unable to repeat the 

words back to you after three tries, go directly to the clock drawing. 
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3. Ask patient to draw a clock.  

Provide the patient with page 2 of the Universal Mini-Cog
 
Instrument. Say all the 

following phrases in the order indicated below: 

a. “Please draw a clock in the circle.” It is acceptable to provide a sheet of 

paper with the circle already drawn for the patient, as depicted on the 

standardized Mini-Cog 

b. “Put all the numbers in the circle” 

c. When #2 is completed, say, “Now set the hand to show ten past eleven.” 

If the patient has not finished the clock drawing in 3 minutes, discontinue and ask 

for the word recall items. 

 

4. Ask patient to recall the 3 words. 

You will be asking the patient to recall the set of 3 words you gave them at the 

beginning of the test. Say, “What were the three words I asked you to remember?” 

Administer this portion of the test even if the patient did not accurately repeat the 3 

words earlier in #2 above. 
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SCORING:  

Word Recall: (0-3 points) 1 point for each word spontaneously recalled 

without cueing. 

Clock Draw:(0 or 2 points) Normal clock = 2 points. A normal clock has 

all numbers placed in the correct sequence and 

approximately correct position (e.g., 12, 3, 6 

and 9 are in anchor positions) with no missing 

or duplicate numbers. Hands are pointing to 

the 11and 2 (11:10). Hand length is not scored. 

Inability or refusal to draw a clock (abnormal) 

= 0 points. 

Total Score: ______ (0-5 points) Total score = Word Recall score + Clock Draw 

score. A cut point of < 3 on the Mini-Cog™ 

has been validated for dementia screening, but 

many individuals with clinically meaningful 

cognitive impairment will score higher. When 

greater sensitivity is desired, a cut point of <4 

is recommended as it may indicate a need for 

further evaluation of cognitive status. 

 

 

1.11. Montreal Cognitive Assessment ( MoCA):  

The MoCA was designed as a rapid Mini-Mental State Examination 

(MMSE) in distinguishing clients with mild cognitive impairment from normal 

elderly clients. Thus, the MoCA is intended for clients with memory complaints 

who score within the normal range on the MMSE. 

The MoCA assesses the following cognitive domains:  

 attention and concentration,  

 executive functions, memory, language,  

 visual constructional skills,  

 conceptual thinking,  

 calculations, 

 and orientation.  

The measure can be used, but is not limited to patients with stroke. 

 

Items:  

The items of the MoCA examine attention and concentration, executive functions, 

memory, language, visuoconstructional skills, conceptual thinking, calculations, 

and orientation. These items are described in detail below. 

 

1. Alternating Trail Making:  

The examiner instructs the client to “Please draw a line, going from a number to a 
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letter in ascending order. Begin here” (points to 1) and draw a line from 1 then to 

A then to 2 and so on. End here (points to E). 

2. Visuoconstructional Skills – Cube: 

The examiner gives the following instructions, pointing to the cube: “Copy this 

drawing as accurately as you can, in the space below“. 

3. Visuoconstructional Skills – Clock: 

Indicate the right third of the test sheet where a space is provided for the clock 

drawing item, and give the following instructions: “Draw a clock. Put in all the 

numbers and set the time to 10 after 11“. 

4. Naming: Beginning on the left, point to each figure and say: “Tell me the name 

of this animal”. 

5. Memory: 

The examiner reads a list of 5 words at a rate of one per second, giving the 

following instructions: “This is a memory test. I am going to read a list of words 

that you will have to remember now and later on. Listen carefully. When I am 

through, tell me as many words as you can remember. It doesn’t matter in what 

order you say them“. Checkmark the space allocated for each word the client 

produces on the first trial on the test sheet. When the client indicates that he/she 

has finished (has recalled all the words), or can recall no more words, read the list 

a second time with the following instructions: “I am going to read the same list for 

a second time. Try to remember and tell me as many words as you can, including 

words you said the first time“. Put a checkmark in the allocated space for each 

word on the test sheet the client recalls after the second trial. At the end of the 

second trial, inform the client that she/he will be asked to recall these words again 

by saying, “I will ask you to recall those words again at the end of the test“. 

6. Attention: 

Forward Digit Span: Give the following instruction: “I am going to say some 

numbers and when I am through, repeat them to me exactly as I said them“. Read 

the five number sequences at a rate of one digit per second. 

 

Backward Digit Span: Give the following instruction: “Now I am going to say 

some more numbers, but when I am through you must repeat them to me in the 

backwards order“. Read the three number sequences at a rate of one digit per 

second. 

 

Vigilance: The examiner reads the list of letters at a rate of one per second, after 

giving the following instruction: “I am going to read a sequence of letters. Every 

time I say the letter A, tap you hand once. If I say a different letter, do not tap your 

hand“. 

Serial 7s: The examiner gives the following instruction: “Now I will ask you to 

count by subtracting seven from 100, and then, keep subtracting seven from your 

answer until I tell you to stop“. Give this instruction twice if necessary. 

7. Sentence Repetition:  
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The examiner gives the following instructions: “I am going to read you a sentence. 

Repeat it after me, exactly as I say it [pause]. I only know that John is the one to 

help today.” Following the response say: “Now I am going to read you another 

sentence. Repeat it after me, exactly as I say it [pause]. The cat always hide under 

the couch when dogs were in the room”. 

 

8. Verbal Fluency: 

The examiner gives the following instruction: “Tell me as many words as you can 

think of that begin with a certain letter of the alphabet that I will tell you in a 

moment. You can say any kind of word you want, except for proper nouns (like Bob 

or Boston), numbers, or words that begin with the same sound but have a different 

suffix, for example, love, lover, loving. I will tell you to stop after one minute. Are 

you ready? [pause]. Now, tell me as many words as you can beginning with the 

letter F” [time 60 seconds]. “Stop”. 

 

9. Abstraction 

The examiner asks the client to explain what each pair of words has in common, 

starting with the example: “Tell me how an orange and a banana are alike“. If the 

subject answers in a concrete manner, then say only one additional time: “Tell me 

another way in which those items are alike“. If the client still doesn‟t give the 

appropriate response (fruit), say “Yes, and they are also both fruit“. Do not give 

any additional instructions or clarification. After the practice trial say: “Now tell 

me how a train and a bicycle are alike“. Following the response, administer the 

second trial, saying: “Now, tell me how a ruler and a watch are alike“. Do not give 

any additional instructions or prompts. 

 

10. Delayed Recall: 

The examiner gives the following instruction: “I read some words to you earlier, 

which I asked you to remember. Tell me as many of those words as you can 

remember.” Make a checkmark on the test sheet for each of the words correctly 

recalled spontaneously without any cues, in the allocated space. 

 

11. Orientation 

The examiner gives the following instructions: “Tell me the date today“. If the 

client does not give a complete answer, then prompt accordingly by saying: “Tell 

me the [year, month, exact date, and day of the week]“. Then say: “Now, tell me 

the name of this place, and which city it is in.” 

 

SCORING: 

Sum all sub scores. Add one point for a client who has had 12 years or fewer of 

formal education, for a possible maximum of 30 points. A final total score of 26 

and above is considered normal. A final total score below 26 is indicative of mild 

cognitive impairment. 

 



Odisha State Open University, Sambalpur  Page 33 
 

Sample format of Montreal cognitive assessment: 

       The sample format of Montreal cognitive assessment is given below  

 
 

Note: For physical, psychosocial and geriatric care of daily living please refer 

Unit 3 of this block. 
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1.12 SUMMARY:  

 

The tools and scales of assessment are meant to be assess the functional 

level of the older adults to diagnose, treat and prevent the disorders 

psychologically as well as physically. 

 

1.13 CHECK YOUR PROGRESS:  

 

 I. Objective type questions: 

1. Neecham scale is meant to assess 

   a) Confusion b) Depression c) Anxiety d)suicide 

2. Clock drawing test  is to diagnose  

  a) Alzheimer‟s dementia b) Delirium c) Suicidal tendency d) none of the above 

3. MMSE means --------------- 

4. What is another name for extensive nursing assessment---------? 

Key: 

1) a 2) a 3)Mini Mental Status Examination  4) Mental Status Examination 

 

II.Short answers questions: 

1.Define mental status examination and their uses 

2. Write about mini mental status examination 

3.Clock drawing test 

III.Essay questions: 

 1.Explain about confusion assessment method 

 2. Decribe the risk of suicide among elderly 

 

1.14 Key terms:  

 

1. CSDD   - Cornell scale for depression disorder 

2. CAM      - Confusion assessment method 

3. MMSE     - Mini mental status examination 

4. MSE        - mental status examination 

 

1.15.Reference and further reading: 

 

  1. Text book of “Essentials of mental health and psychiatric nursing”   k.p.neeraja 

,2
nd

 edition,jaypee publishers 

2. Text book of “mental health and psychiatric nursing” k.lalitha, CBSE 

publishers,2
nd

 edition 

3. www.very well.com 

4. www.medscape.com 
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UNIT -2 : NURSING PROCESS 

 

Structure :  

2.1 Introduction: 

2.1.1Importance of Nursing Process: 

2.1.2 Steps of Nursing Process/ Components of Nursing Process: 

2.2 Characteristics of Nursing Process: 

2.3 Assessment Phase: 

2.4 Diagnosis Phase 

2.5 Planning Phase: 

2.6 Implementation Phase: 

2.7 Evaluation Phase: 

2.8 Factors Affecting Nursing Process: 

2.8.1An Example of the Nursing Process  

2.8.2 Benefits of Nursing Process:  

2.8.3 Limitations: 

2.9 Conclusion:  
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2.1 Introduction:  

 

DEFINITION:  

 A nursing definition is a comprehensive statement that describes the 

nature of nursing. Nursing process is a special way of thinking and acting, but it 

is more than just the nurse's approach; it is a problem-solving process. 

  The Nursing Process is a systematic rational method of planning and providing 

nursing care. Its goal is to identify a client‟s health care status, and actual problems 

or potential problems, to establish plans to meet the identified needs, and to deliver 

specific nursing interventions to address those needs. 

 The nursing process is cyclical; that is its components follow a logical 

sequence, but more than one component may be involved at one time. At the end 

of the first cycle, care may be terminated if goals are achieved, or the cycle may 

continue with reassessment, or the plan of care may be modified. 

2.1.1 IMPORTANCE OF NURSING PROCESS: 

 It is a series of organized steps designed for nurses to provide 

excellent care. 

 Nursing process is one of the foundation of practice. 

 It offers a frame work of critical thinking through problems. 

 Provides organization to a nurse‟s critical thinking skills 

 It‟s important to point out that this process is flexible and not rigid.  

 It is a tool to use in nursing care, but one that should allow for 

creativity and thinking out side of the box  

 This includes things like vital signs or observable patient behaviour.  

 Nurse takes information from the assessment analyzes the 

information and identify problem where patient outcome can be 

improved through use of intervention.  

 The nurse measures the patient progress towards the goal that were 

established.  

 The patient can and should be involved in this process  

2.1.2 STEPS OF NURSING PROCESS/ COMPONENTS OF NURSING 

PROCESS: 

  The Nursing process consists of five dynamic and interrelated phases: 

1. Assessment 

2. Diagnosis 

3. Planning 

4. Implementation 

5. Evaluation 
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2.2 CHARACTERSTICS OF NURSING PROCESS:  

 The nursing process is a deductive theory. It is a systematic written process 

to help nurses act as caregivers and follow a step by step method of functioning. 

This process essentially provides guide lines and a frame work by which to follow 

systematically, scientifically and universally as opposed to the ancient system of 

midwives assisting a physician. 

The characteristics of the nursing process are such that it exists for every 

patient problem, every illness, and every step of the treatment as outlined in the 

nursing model which takes into account a) the person, b) the environment of the 

patient c) health of the patient, and d) nursing care delivered. 

The phases of the nursing process are noted below. This is what helps one 

understand the characteristics of the nursing process. 

1. Critical Thinking: 

This basically deals with the problem-solving process and the decision 

making process. For eg. When a 4 year old boy refuses to take a medication in pill 

form because it is “too big and it hurts to swallow”, the nurse demonstrates critical 

thinking by checking out available options such as asking the mother for the best 

method her child generally follows (by breaking the pill in half and swallowing 

smaller bits) or perhaps by enquiring with the pharmacy for an alternative 

paediatric formula in liquid form. It is basically the nurse taking a call on the best 

possible decision to make. 
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The acronym ADPIE stands 

for  

• Assessment 

• Diagnosis 

• Planning 

• Implementation 

• Evaluation 

 

 

2. Assessing: 

This is the process by which a nurse studies the socio-physio-psychological 

state of the patient, based on subjective and objective data. 

Subjective data : personal data personal opinions, values, aesthetics, religion, 

upbringing, beliefs, life style, diet, family, personal details such as name, address, 

age, etc. 

Objective data : scientific data based on the format of systematic questionnaires for 

history of illnesses, symptoms shown by the patient, temperature, blood pressure, 

height, weight, etc. 

Data collection is the form of verbal and non verbal communication, written 

medical references from medical practitioners, and also by body language. 

Accurate data collection is dependent upon the skill and communication of the 

nurse to gain the patient‟s trust. 

3. Diagnosis: 

The nature of the illness or the problem as the nurse sees it. This comprises of the 

a) problem statement as the patient has stated it, b) Etiology or the probable cause, 

and c) defining characteristics (signs and symptoms) 

 

4. Planning:  
Here, the problems identified are conveyed to the patient and measurable goals are 

set. Determining outcome criteria and developing a plan. 

5. Implementing and Evaluating: 

This is the step by step method of carrying out the plans to achieve the set goal. If, 

on evaluation there seems to be no progress towards good health, the nurse will 

have to make necessary changes in the form of treatment resulting in reviewing 

and modifying the patient‟s nursing care plan. 
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6. Documenting and Reporting: 

The patient‟s entire medical history and forms of treatment are recorded and 

documented. Every step of the nursing care plan is shown with a recommended 

follow-up plan. This document or patient file is confidential and is the property of 

the medical institution. Upon request a duplicate copy may be presented or 

relevant details may be supplied. This patient file cannot be circulated to any 

outside concerns and call be pulled up in a court of law if there is a breach in trust. 

After going through the above mentioned phases of the nursing process we will 

understand better what the characteristics of this entire process is. 

1. Cyclic and Dynamic: – it is an ongoing continuous process throughout the 

stages of illness and treatment and ends with the cease of the illness. 

2. Goal directed and Client oriented: The nursing process is intended to treat the 

patient and is in the best interest of the patient. 

3. Interpersonal and Collaborative: This goes to explain the amount of interaction 

that might be necessary between nurses, patients of similar illnesses and the 

medical team. It might involve group therapy and / or family counselling. 

4. Universally applicable: This process is universally standard and no matter what 

the institution it may be, the process remains the same. It is like a common nursing 

language with common nursing terminology followed universally. 

5. Scientific and Systematic: The nursing process is based on the objective format, 

viz., scientific format. Every symptom or sign is a result of a scientific fact which 

leads to scientific methods of treatment and follow-ups. It is systematic and goes 

from step to step as in the phases mentioned above. It is not based on mere 

instincts, but outlined within a framework of set parameters. 

The nursing process is a simple tool used to understand and decipher complex 

medical issues resulting in a proper judgement about the patients health state and 

what could be the probable outcomes.  

2.3 ASSESSMENT PHASE:  

The first step of the nursing process is assessment. During this phase, 

the nurse gathers information about a patient's psychological, physiological, 

sociological, and spiritual status. 

Nursing assessment is the gathering of information about a patient's 

physiological, psychological, sociological, and spiritual status by a licensed 

Registered Nurse. Nursing assessment is the first step in the Nursing process. 

... Nursing assessment is used to identify current and future patient care needs 
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Every health care profession performs assessments to make professional 

judgment related to his or her client. 

Purpose:  To establish a data base 

 Nursing Health history 

 Physical assessment 

 Physical examination 

 Diagnostic tests 

 Material from other health personnel 

 

 

TYPES OF ASSESSMENT:  

 Initial comprehensive assessment/ Admission assessment 

 Problem-focused assessment 

 Emergency assessment 

 Time-lapsed assessment/ Ongoing assessment 

Initial assessment or Admission assessment: 

- It is performed when the client enters health care agency. 

- To evaluate the clients health status. 

- To identify functional health pattern. 

Problem-focused assessment: 

- It has a narrow scope and a shorter time frame. 

- To determine whether the problem still exist or changed                   

(improved ,worsened or resolved). 

- It includes the appraisal of new, over looked or misdiagnosed 

problems 

  Emergency assessment: 
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- It takes place in life-threatening situations where top priority is 

needed. 

- Time is essences in rapid identification and intervention of clients 

problems. 

- Often client difficulties involve (airway ,breathing ,circulation-

ABCs) 

- It focuses on few essential health patterns not comprehensive. 

Time lapsed assessment or Ongoing assessment:  

- It is a reassessment takes place after initial assessment to evaluate 

any  changes. 

- It is performed when substantial periods of time have elapsed 

between assessments(eg; periodic output patient clinic visits, home 

health visit ,health and development screenings). 

2.4 DIAGNOSIS PHASE 

A nursing diagnosis may be part of the nursing process and is a clinical judgment 

about individual, family, or community experiences/responses to actual or 

potential health problems/life processes. Nursing diagnoses are developed based 

on data obtained during the nursing assessment. 
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NANDA International (formerly the North American Nursing Diagnosis 

Association) is a professional organization of nurses standardized nursing 

terminology that was officially founded in 1982 and develops, researches, 

disseminates and refines the nomenclature, criteria, and taxonomy of nursing 

diagnoses. 

Types of Nursing Diagnoses 

There are four types of nursing diagnoses.  

 Problem focused 

 Health promotion 

 Risk 

 Syndrome. 

The first type is a Problem-Focused nursing diagnosis which reflects 'a clinical 

judgment concerning an undesirable human response to health conditions/life 

processes that exists in a patient'. To make this diagnosis, certain elements must be 

present, including:  

 Defining characteristics (signs and/or symptoms) that can be grouped to 

form recognizable patterns. 

 Related factors that are somehow related to, contribute to, or led up to the 

identified problem. 

Examples of problem-focused nursing diagnoses: 

 Sleep deprivation related to pain 

 Impaired bed mobility related to left-sided paralysis 

 Decreased cardiac output due to myocardial infarction 

The second type of nursing diagnosis is the Health Promotion diagnosis, which 

concerns the motivation and desire to increase well-being and to move closer to a 

person's own optimum health potential. These diagnoses use terms related to a 

patient's readiness for specific health behaviors. The element required to make a 

health-promotion diagnosis includes: 

 Defining characteristics which begin with the phrase, 'Expresses desire to 

enhance. 

Examples of health promotion nursing diagnoses include: 

 Sedentary lifestyle 

 Risk-prone behavior 

 Readiness for enhanced immunization status 
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A third type of diagnosis is the Risk nursing diagnosis. This examines the patient's 

vulnerability for developing an undesirable response to a health condition or life 

process. It requires identification of specific, personalized risk factors. 

Examples of risk factors include smoking, advanced age, obesity, etc. 

Examples of risk nursing diagnosis include: 

 Risk for infection 

 Risk for falls 

The final nursing diagnosis is the Syndrome. This diagnosis identifies specific 

groups of diagnoses that occur together in a pattern and are best addressed together 

through similar nursing 

interventions. Making a 

Syndrome diagnosis requires: 

 Two or more nursing 

diagnoses that serve as 

defining characteristics. 

 Related factors (if they 

add clarity, but are not 

required) 

 

An example of a syndrome 

diagnosis includes:  

 Risk for decreased cardiac tissue perfusion, ineffective cerebral tissue 

perfusion, and ineffective peripheral tissue perfusion related to 

dysfunctional ventilatory weaning response. 

Nursing Diagnosis vs Medical Diagnosis 

To understand the difference 

between a medical diagnosis and a 

nursing diagnosis, A medical 

diagnosis identifies the disorder, disease, 

or the cause of the symptoms. In contrast, 

a nursing diagnosis identifies the 

problems, e.g. the human responses that 

result from that disorder or disease. For example, a medical diagnosis of stroke 

tells us about the cause of the symptoms. The nursing diagnoses that may be 

appropriate would include impaired verbal communication, risk for falls, 

interrupted family processes, and powerlessness. 
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An actual nursing diagnosis is written as the problem/diagnosis related to (r/t) x 

factor/cause as evidenced by data/observations. 

A risk nursing diagnosis is written as problem/diagnosis related to (r/t) x 

factor/cause. 

A syndrome nursing diagnosis is written as problem/diagnosis related to (r/t) x 

factor/cause.  

A wellness nursing diagnosis is written as readiness to/for action.eg; Ineffective 

air way clearance related to bronchoconstriction, increased mucus production as 

evidenced by intermittent cough with sputum and verbal report of breathlessness. 

2.5 PLANNING PHASE:  

  Planning  is a third step in which nurse set a client centered goal, expected 

outcome and plans nursing intervention. It is also called ( Fore Thought ) , 

planning is the process of thinking about and organizing the activities required to 

achieve a desired goal. 

Purpose: 

   To develop the care plan that specifies the goals and interventions 

- To promote 

- To maintain  

- To restore 

- To prevent illness 

 

Characteristics of planning: 

 Goal directed 

 Sequential 

 Flexible 

 Measurable 

 Future oriented 

 Intellectual process 

 Decision making 

 Continuous process 

 

Types of planning :  

    Initial planning: Nurse who performs the admission assessment to 

develop comprehensive plan of care. 

    On Going planning: Done by all the nurses who work with the 

client in which nurse carried out daily. 
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    Discharge planning: The process of anticipating and planning needs 

after discharge require continuity of care. 

Steps of Planning : 

1. Prioritize problem / diagnosis: process of establishing a preferential 

order for  planning  

( high priority- ineffective air way clearance, fluid volume deficit) 

(medium priority-fear and anxiety related) 

(low priority- altered nutritional status, sleep pattern disturbance ) 

 

 2. Formulate goals/ desired out comes : The nurse and client set goals for each 

nursing diagnosis GOAL ( Broad) DESIRED OUTCOME ( Specific) 

Short Term Goals: Required to clients who require health care for short time. 

Long Term Goals: Often used for clients who have chronic illness at homes. 

3.Select nursing intervention :Nursing interventions and activities are the actions 

that nurse performs to achieve client goals.  

 Independent Interventions - are those activities that are licensed to initiate on the 

basis of their knowledge and skills.(eg ; Elevating an oedematous extremities) 

Dependent Interventions- are activities carried out under physician order or 

according to specified routines.(eg ; Administration of medications, preparing 

clients for diagnostic test) 

Collaborative Interventions- are actions the carriers out in collaboration with other 

health team members such as physical therapist, social worker, dietitians, 

physicians. (eg ;Teaching exercises , diet to clients) 

4.Writing nursing orders: Nursing Orders are instructions for specific activities the 

nurse perform to help the client meet established health care goals. (sense of 

accountability ) 

Advantages of planning : 

 Management of objectives 

 Strengthen nursing process 

 Facilitate communication 

 Facilitate quality care 

 Facilitate coordination 

 Facilitate controlling. 
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2.6 IMPLEMENTATION PHASE:  

The implementing phase is where the nurse puts the nursing care plan into action 

and follows through on the decided plan of action. This plan is specific to each 

patient and focuses on achievable out comes. It is the phase in which 

the nurse implements the nursing interventions. Implementing consist of doing 

& documenting the activities that are the specific nursing actions needed to carry 

out the interventions. 

Implementing Skills:  

-Cognitive skills/ Intellectual skills:  includes problem solving, decision making, 

critical thinking, and creativity. To enrich the decision making abilities to clients, 

nurses give them opportunities to choose which treatments are performed when 

and in what sequence. 

-Interpersonal 

skills/Affective skills: 

includes verbal and 

Nonverbal. The ability to 

work with others to 

accomplish goals is critical 

to nursing. These skills are 

often crucial in the 

successful implementation 

of nursing care. 

-Technical skills/ Conative 

skills: manipulate,  

equipment‟s ,moving, 

lifting, repositioning. These skills are used to carry out treatments and procedures. 

-Psychomotor skills:-learning, teaching, attention, research. These skills require 

knowledge and frequently manual dexterity. These skills increased in recent years 

because of increased use of technology, especially in acute care hospitals. 

Process of Implementation:  The process of implementation normally includes: 

o Reassessing the client: Just before implementing an order the nurse 

must re-assess the client to make sure the intervention is still 

needed. 

o Determining the nurse‟s need for assistance: When implementing 

nurse may require assistance. 

o Implementing the nursing orders (strategies): It is important to 

explain to the client to control fear and to gain cooperation. 

o Delegating and Supervising: Nurse must determine who should 

actually perform the activity. a) Appropriate delegation of duties. 
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b) Adequate supervision of personnel.  

o Communicating / documenting the nursing actions: Nurse 

completes this phase by recording interventions and client 

responses in nurse‟s notes. 

Types of implementation: 

 Nursing interventions fall within three major categories 

Selection of the type of nursing interventions to be used in client situations 

depends on the client dysfunction and functional requirements. 

 Cognitive interventions : 

 Educational interventions: Nurses carry out educational nursing 

interventions by applying general principles about teaching and 

learning. 

 Supervisory interventions: Ensuring all other health team members to 

carry out specified aspects of the plan. 

 Interpersonal interventions: 

 Coordinating interventions: Involves acting as client advocate, making 

referrals for follow up. 

 Supportive interventions: Emphasize on communication skills, relief of 

spiritual distress and caring behaviors. 

 Psychosocial interventions: Focus on resolving emotional, 

psychological or social problems. 

 Technical  interventions: 

 Maintenance interventions: Helps in client certain state of health, 

preventing deterioration of physical and psychological functioning and 

preserving independence. 

 Psychomotor interventions: Require technical expertise and 

psychomotor actions. 

 

2.7 EVALUATION PHASE:  

Evaluate to judge or to appraise. It is the fifth and last step of  nursing  process. 

Evaluation is a planned, ongoing, purposeful activity, in which client and health 

care professionals determine  

 Client‟s progress towards Goal. 

 The Effectiveness of nursing care plan. 

TYPES OF EVALUATION: 

 Ongoing evaluation: Done immediately after implementing a nursing 

order; it enables the nurse to make on-the-spot modifications in an 

intervention. 

  Intermittent evaluation: Performed at specified intervals, shows the extent 

of progress towards goal achievement and modify care plan.  
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 Terminal evaluation: Indicates the client‟s condition at the time of 

discharge. 

 

 

PROCESS OF EVALUATION: 

 The evaluation process has six components: 

 Identify the desired outcome which nurse will use to measure client 

goal achievement. 

 Collect data related to desired outcome. 

 Compare the data with the desired outcome and judge whether the 

desired outcome have been achieved. 

 Relate nursing actions to client goals/desired outcomes. 

 Draw conclusion about problem status. 

 Continue to modify or terminate the clients care plan. 

QUALITY OF NURSING CARE: 

 In addition to evaluating goal achievement for individual clients, 

nurses are involved in evaluating and modifying the overall quality of care. 

This is essential part of professional accountability. 

QUALITY ASSURANCE [QA] PROGRAMME: it refers to evaluation of 

the level of care provided in a health care agency, but limited to 

performance of one or more  nurses involves in quality of care. 

Requires evaluation of three components 

o Structural evaluation :  

Structure evaluation focuses on the attributes of the setting or 

surrounding where healthcare is provided. It deals with the 

environmental aspects that directly or indirectly influence the quality 

of care provided. Availability of equipment, layout of physical 

facilities, nurse- client ratios, administrative support, and maintenance 

of nursing staff competence area some areas of concern for structure 

evaluation. 
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o Process evaluation: 

  Process evaluation focuses on the nurse‟s performance and 

whether the nursing care provided was appropriate and competent. 

The phases of the nursing process are used as the framework for the 

evaluation of nursing care. Areas of concern for this type of 

evaluation include the type of information obtained by interview 

and physical assessment, the validity of the nursing diagnostic 

statements, and the nurse‟s technical competence  

 

o Outcome evaluation: 

     Outcome evaluation, which focuses on the client and the 

client‟s function. Outcome evaluation determines the extent to 

which the client‟s behavioral response to nursing intervention 

reflects the desired client goal and outcome criteria. Outcome 

evaluation can take place only after standards have been developed. 

An example of an outcome evaluation is to establish standards of 

care for a specific diagnosis and then compare actual client outcome 

with that standard.       

         

Quality  

           Quality is defined as the extent of resemblance between the 

purpose of healthcare and the truly granted care(Donabedian 1986).  

 

Concept of Quality Assurance 

             Bull 1985 defined quality assurance as the monitoring of 

the activities of client care to determine the degree of excellence 

attained to the implementation of the activities. Quality assurance is 

the defining of nursing practice through well written nursing  

standards and the use of those standards  as the basis for evolution 

on improvement of client care(maker 1998).  

 

                Purposes 

 To introduce code of ethics and professional conduct for nurses in 

India.  

 To prepare nursing personnel for implementation of quality 

assurance model in nursing.  

                

2.8 FACTORS AFFECTING NURSING PROCESS:  

 Independence of thought 

 Fair mindedness 
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 Insight of ego centricity and socio centricity 

 Intellectual humility and suspension of judgment 

 Intellectual courage 

 Integrity 

 Perseverance 

 Confidence in reason 

 Interest in exploring thoughts and feelings  

 Curiosity 

 

 

      1. Independence of thought : 

   Critical thinking requires that individuals think for themselves People 

acquire many beliefs as children, not necessarily based on reason but in order to 

have an explanation they comprehend or because there are rational reasons for 

believing, but because there may have been rewards for believing or because they 

do not question authorities promoting the beliefs. 

 

    2. Fair-Mindedness 

          Nurses are fair-minded, assessing all view points with the same standards 

and not basing their judgments on personal or group bias or prejudice. Fair-

mindedness helps one to consider opposing points of view and try to understand 

new ideas fully before rejecting or accepting them.  

 

   3. Insight into egocentricity and socio centricity 

 Nurses are open to the possibility that their personal biases or social 

pressures and customs could unduly affect their thinking. They actively try to 

examine their own biases and bring them to awareness each time they think or 

make a decision. For ex., a nurse spends extensive time trying to teach a client how 

to prevent a future recurrence of some problem but is mystified when the client 

appears uninterested and does not follow the nurse‟s advice. 

 

 

4.Intellectual Humility and Suspension Judgment 

        Intellectual humility means having an awareness of the limits of one‟s own 

knowledge. Nurses are willing to admit what they don‟t know; they are willing to 

seek new information and to rethink their conclusions in light of new knowledge. 

They never assume that what everybody knows to be right,  because new evidence 
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may emerge. This particularly applies to what appears to be confirmed 

“knowledge”. 

 

5.Intellectual Courage 

     With an attitude of courage, one is willing to consider and examine fairly one‟s 

own ideas or views, especially those to which one way have a strongly negative 

reaction. This type of courage comes from recognizing that beliefs are sometimes 

false or misleading. Values and beliefs are not always acquired “rationally” 

Courage is needed to be true to new thinking in such cases, especially if social 

penalties for nonconformity are serve. 

 

6.Integrity 

   Intellectual integrity requires that individuals apply the same rigorous standard of 

proofs to their own knowledge and beliefs as they apply to the knowledge and 

beliefs of others. Nurses question their own knowledge and beliefs as quickly and 

thoroughly as they challenge those to another. 

7.Perseverance 

Nurses show perseverance in finding effective solutions to client and 

nursing problems. This determination enables them to clarify concepts and sort out 

related issues, in spite of difficulties and frustrations. Confusion and frustration are 

uncomfortable, but nurses resist the temptation to find a quick and easy answer. 

8.Confidence in Reason 

         Nurses believe that well-reasoned thinking will lead to trustworthy 

conclusions. Therefore, they cultivate an attitude of confidence in the reasoning 

process and examine emotion-laden arguments using the standards for evaluating  

thought, by asking questions such as, the critical thinkers develops skill in both 

inductive reasoning (forming generalizations from a set of facts or observations) 

and deductive reasoning  (starting with a generalization and moving to specifies). 

As a nurses gains greater awareness of the thinking process and will grow.   

9.Interest In Exploring  Both Thoughts Feelings 

       A nurses knows that emotions can influence thinking and that often feelings 

underlie thoughts. The rational, critical thinker adopts the attitude that feelings are 

real and need to be acknowledged. 

 

10.Curiosity 

     The internal conversation going on with the mind of a nurses is filled with 

questions: why do we believe this? What causes that? Does it have to be this way? 
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did it another way? Who says that is so? The curious individual may value 

tradition but is not afraid to examine traditions to be sure they are still valid   .     

PAUL’S ELEMENTS OF REASONING TO THE NURSING PROCESS: 

 INFORMATION                             ASSESSING 

 PURPOSE OF THINKING            GOAL SETTING 

 QUESTION AT ISSUE                  DIAGNOSING 

 POINTS OF VIEW: 

 INTERPRETATION AND  

INFERENCE (conclusions and recommendations)           DIAGNOSING 

ASUMPTIONS(presuppositions)    

CONCEPTS (theories, laws,principles)           PLANNING 

IMPLICATIONS AND CONSEQUENCES       IMPLEMENTING 

INTERPRETATION AND INFERENCE          EVALUATING 

 2.8.1 An Example of the Nursing Process  

 

The nursing process can be a confusing concept for nursing students to grasp. 

Below is an example of the process from start to finish in a story like fashion:  

 

Assessment  

John visits his general physician on Monday because he was feeling sick 

over the weekend. When he is called back from the waiting room, the nurse on 

staff takes his temperature, heart rate, and blood pressure. She then asks John a 

series of questions about how he's been feeling lately. The nurse notes his 

responses when he says he's been having difficulty breathing and has been feeling 

very tired. She also sees on John's medical history that he has had previous 

problems with his cholesterol levels and blood pressure. John also has a blood 

sample taken during his doctor's visit.  

 

Diagnosis  

The nurse looks over John's symptoms and notes that his heart-rate is higher than 

average and his blood pressure is elevated. She also considers that he's experienced 

fatigue and shortness of breath before when his cholesterol levels were very high. 

The nurse determines that John is experiencing Hyperlipidemia, also known as 
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having high levels of fat within the blood. John's blood tests confirm this 

hypothesis. The nurse is also concerned that John is at risk for heart disease.  

 

Planning  

 

     John returns on Tuesday for a follow-up visit. The nurse sits down with him in 

a closed room and explains his cholesterol levels and high blood pressure. She 

suggests that John be put on medication to help lower these numbers and 

recommends he exercise at least twice a week. The nurse also tells John he should 

stay away from salty foods and eat less red meat. John agrees with the nurse, and 

they setup a follow-up appointment two weeks later. The nurse reminds John to 

call if there are any changes in his condition, or if he starts to feel worse.  

Implementation  

              John is prescribed the medication and takes it as recommended. One week 

later, he has a day where he feels especially sick and calls the doctor's office. The 

nurse explains that the medication could cause nausea as a side-effect and advises 

John to drink Ginger-Ale and avoid any foods that generally upset his stomach. 

John continues taking the medication and goes to the gym four times during the 

two week period. Once the two weeks has passed, he returns to the doctor's office 

for his follow-up appointment.  

Evaluation  

            When John returns, the nurse asks him a series of questions about how he's 

been feeling. John replies that he has been having an easier time breathing and 

feels significantly less tired since exercising and taking the medication. The nurse 

marks “Patient's Condition Improved” on his official medical records and 

congratulates John on his well being. She then advises him to remain on the 

medication for one more month and to continue his exercise. Although there are 

calculated steps behind the nurse's approach, her methods are extremely friendly 

and warming and care is taken to treat the patient like a human being. As you can 

see, the nursing process will feel like second nature when put into real-world 

practice.  

 

2.8.2 BENEFITS OF NURSING PROCESS:  

- Improves quality of care. 

- Provides an orderly and systematic method for planning and 

providing care 

- Facilitates documentation of care 

- Stresses the independent function of nurses 

- Promotes efficient use of time and resources. 

- Servers as frame work for nurse‟s accountability. 
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- Enhances collaboration. 

- Assists nursing to define its unique role in health care system 

 

CLIENTS: 

- Continuity of care 

- Prevention of omission and duplication 

- Individualized care 

- Increased client participation. 

 

NURSE: 

- Job satisfaction 

- Continuity in learning 

- Increased self care 

- Staffing assignments 

- Standards of practice 

- Guidelines for writing nursing care plan 

- Refer to procedure books or other sources of information 

- Plan the unique characteristics of client 

- Plan intervention for ongoing assessment of client 

 

PROFESSION: 

- Promotes collaboration 

- Promotes co-ordination activities 

- Helps people to understand what nurses do  

- Provides a unity of language for the nursing profession. 

 

LIMITATIONS:  

o Lack of consensus 

o Nurses have less time with clients 

o Client care is organized around the medical diagnosis 

o Afraid and unwilling to use 

o Nursing diagnosis list does not fit clients situations. 

 

DO’S AND DON’T’S 

  Do‟s: 

 Check that you have correct chart before it is implemented. 

 Make sure your  documentation reflects nursing process and 

professional capabilities 



Odisha State Open University, Sambalpur  Page 55 
 

 Follow precautions and preventive measures of clients 

condition 

DONT‟S: 

 Don‟t use shorthand or abbreviations that are widely 

accepted 

 Don‟t write imprecise descriptions such as bed soaked or 

large amount 

 Don‟t give excuses such as medications or equipments are  

 Unavailable 

  

2.9 CONCLUSION:  

  Nursing process consists of series of five components or phases. To 

identify a client‟s health status and health problems or needs to establish plans and 

to deliver specific interventions. Hence to improve professional standards of care 

hold that nurses are responsible and accountable for following nursing care plan. 

 

2.10 CHECK PROGRESS: 

MULTIPLE CHIOCE QUESTIONS: 

1. The problems which are present in the client at the time of assessment   [    ] 

 a. Actual problem b. Potential problem c. Current problem d. Chronic problem 

 

2. Which is the deliberate, systematic and logical collection of data that are helpful 

to identify problems of client   [    ]  

a. Planning   b. Implementation   c. Assessment   d. Evaluation 

 

FILL IN THE BLANKS:  

1. A__________ is a series of steps that follows a logical sequence. 

2. ___________ provides a logical frame work on which is based the nursing process. 

3. Nursing process is described as the sum of all nursing activities which consists of  

five”D”  of nursing _________ . 

ANSWERS  

1.Process 

2 Critical Thinking 

3.Assessment,Diagnosis,planning,Implementation,Evaluation. 

QUESTIONS: 

1. Define nursing process and write the steps of nursing process in detail? 

2. Write purpose of nursing diagnosis? 

3. Write types of assessment? 



Odisha State Open University, Sambalpur  Page 56 
 

4. Characteristics of nursing process? 

5. Write difference between medical and nursing diagnosis? 

 

2.11 KEY TERMS:  

 

1. Approach: come near or nearer to in time. 

2. Collaborative: produce involving two or more parties working together. 

3. Criteria: a principle or standard by which something may be judge or decide. 

4. Perseverance:  persistence in doing things despite difficulty or delay in achieving 

success. 

5. Centricity: regarding self of the individuals as center of all things. 

 

2.12 REFERENCES AND FURTHER READINGS:  

 

1. Text book of Fundamentals of Nursing concepts, process,and practice  KOIZER 

Pearson education publishers sixth edition; pg:253-341. 

2. Text book of fundamentals of nursing The art and science of nursing care 

TAYLOR LILLIS seventh edition lippincot publishers;pg:192-304. 

3. Text book of fundamentals of nursing POTTER-PERRY Elsevier‟s publications 

sixth edition ;pg:262-360  

4. http://www.nursingavenue.com/nursing process.html. 

5.www.google.com.in/search+nursing process. 
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Unit -3: Geriatric Assessment 

 

STRUCTURE 

3.1 Introduction 

3.2 Physical Assessment of Elderly 

3.3 Socio Cultural Assessment of Elderly 

3.4 Psychological Assessment 

3.5 Geriatric Care of Daily Living 

3.6 Summary 

3.7 Check your Progress 

3.8 Key Terms 

3.9 Reference and further Reading 

 

3.1 Introduction:  

The Geriatric Assessment is a multidimensional, multidisciplinary 

Assessment designed to evaluate an older person‟s functional ability, physical 

health, cognition and mental health and socio environmental circumstances. 

Specific elements of physical health that are evaluated include nutrition, vision, 

hearing, faecal and urinary continence and balance. The Geriatric assessment 

differs from a standard medical evaluation by including non medical domains. It 

usually yields a more complete and relevant list of medical problems, functional 

problems and psycho social issues.  

 3.1.1 Definition of health assessment: 

                   Health assessment is a systematic, deliberative and interactive process 

by which geriatric professionals use critical thinking to collect, validate, analyze 

and synthesize the collected information in order to make judgement about 

the health status and life processes of individuals, families and communities. 

3.1.2 Definition of Nursing Assessment:  

Nursing assessment is the gathering of information about a patient's 

physiological, psychological, sociological, and spiritual status by a licensed 

Registered Nurse. 

Assessment can have the following benefits 

 Improved care and clinical outcomes 

 Greater diagnostic accuracy 

 Improved functional and mental status 

 Reduced mortality 

 Decreased use of nursing homes and acute care hospitals 
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 Greater satisfaction with care 

 

3.2 PHYSICAL ASSESSMENT OF ELDERLY:  

   3.2.1 Physical Examination Definition 

 “A physical examination is an evaluation of the body and its functions by using 

inspection, palpation (feeling with the hands),percussion (tapping with the fingers

), and auscultation (listening). Complete health assessment also includes gathering 

information about a person's medical history and lifestyle, doing laboratory tests, 

and screening for disease” 

“Physical assessment as the part of the health assessment representing a synthesis 

of the information obtained in a physical examination. It involves the detailed 

examination of the body from head to toe using the techniques of 

observation/inspection, palpation, percussion, and auscultation”. 

3.2.2 Purpose of physical examination  

As a part of regular, preventive health care. 

 To observe the general physical and emotional status.  

 To make a diagnosis and prognosis. 

 To evaluate a patient physical response to therapy. 

 

Nursing role before physical examination:  

Prepare the client: 

 Inform the client about the benefit of the procedure. 

 Explain to the client the type of assistance needed during the 

procedure. Helping the patient in putting on gown for exam. 

 Ensure the patient‟s draping correctly, so not cold.  

 

 Prepare the environment:  

o Gathering the necessary equipment and supplies. 

o Preparing the examining room or patient unit. (The room needs to 

be quiet, warm, without drafts, and adequately lightening).  

o Preparation of necessary equipment needed for examination.  

o Record objective data clearly & concisely. 

 

Skills of physical assessment.  

 

1) Inspection: 
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Inspection is the process of observation, to detect body parts, normal 

characteristics, & physical sighs. Ex; skill full health care professional pays 

attention to clients movements, and looking carefully to body parts, skin dryness & 

wrinkles.  

 

To inspection body part accurately 

 a. Make sure good lighting is available.  

 b. Position and expose body part. 

 c. Inspect each area for size, shape, colour, symmetry, position and      

abnormalities. 

 d. Compare each area to be inspected with other side.  

 

2.Palpation :  Palpation is the process of assessment body parts through the sense 

of touch. The hand can make delicate and sensitive measurement of specific 

physical signs.  

Types of palpation: 

 Light palpation 

 Deep palpation 

                 Both types controlled by amount of pressure applied by the 

fingers. 

 
 

 

 3) Percussion  

Taping the body with finger or striking one 

object with another to produce sound or 

vibration to aid in diagnosis. Helpful in 

confirming other assessment finding such 

as evaluate the size, borders of the body 

cavity.  

 Types of percussion: 

 Direct percussion means striking 
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body surface directly. 

 Indirect percussion means the 

middle finger strikes the base of 

other hand. 

 

 

 

 4) Auscultation: 

            Auscultation is listen to sound 

created in body organs to detect variations from normal, by using the stethoscope. 

 

 

3.2.3. PHYSICAL ASSESSMENT –HEAD TO TOE EXAMINATION 

 

The examination is carried out in an orderly manner focusing upon one area of the 

body at a time. The observation of the client as the client walks in.  

 

General appearance 

 Nourishment: well-nourished or under nourished 

 Body built: thin or obese 

 Health: healthy or unhealthy 

 Activity: active or dull 

Mental status 

 Consciousness:  conscious, unconscious, delirious, talking 

 Look: anxious or worried, depressed etc. 

Posture 

 Body curves:   lordosis, kyphosis, and scoliosis 

 Movement:  any limp 

 

Height and weight : underweight or overweight in proportion to height. 

        

Skin condition: 

 Colour: pallor, jaundice, cyanosis, flushing etc 

 Texture:  dry, flaking, wrinkling or excessive moisture 

 Temperature: warm, cold, clammy 

 

Head and face 

 Scalp:  cleanliness, condition of the hair, dandruff,  
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 pediculi, infections like ring worm. 

 Face: pale, flushed, fatigue, pain, fear, anxiety, enlargement of parotid 

glands 

Eyes: 

 Eyebrows:   normal or absent 

 Eye lashes:   infection, sty 

 Eye lids:  oedema, lesions, ectropion (eversion),  

entropion (inversion) 

 Eye balls:  sunken or protruded 

 Conjunctiva: pale, red, purulent 

 Sclera:  jaundiced 

 Cornea and iris: irregularities and abrasions 

 Pupils: dilated, constricted, reacting to light 

 Lens:  opaque or transparent 

 Fundus: congestion, haemorrhagic spots 

 Eye muscles:  strabismus (squint) 

 Vision:  normal, myopia (short sight), hyperopia  

(long sight) 

Ears; 

 External ear:  discharges, cerumen obstructing the ear   passage. 

 Tympanic membrane: perforations, lesions, bulging 

 Hearing: hearing acuity 

Nose: 

 External nares: crusts or discharges 

 Nostrils: inflammation of mucus membrane, septal deviation 

Mouth and pharynx 

 Lips:  redness, swelling, crusts, cyanosis, angular    stomatitis 

 Odour of mouth:  foul smelling 

 Teeth:  discolouration and dental caries 

 Mucus membrane: ulceration, bleeding, swelling and formation 

 Tongue: pale, dry, lesions, sores, furrows, tongue tie etc 

 Throat and pharynx:  enlarged tonsils, redness and pus 

Neck  
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 Lymph nodes: Enlarged, palpable 

 Thyroid gland:  enlarged 

 Range of motion:  flexion, extension, and rotation    

Chest  

 Thorax :   shape, symmetry of expansion, posture 

 Breath sounds: sigh, swish, rustle, wheezing, crepitation‟s, and   pleural    

rub 

 Heart: size and location, cardiac murmurs 

 Breast: enlarged and lymph nodes 

Abdomen:  

 Inspection:   skin rashes, scar, hernia, ascites, and distension. 

 Auscultation:  bowel sounds, foetal heart sounds 

 Palpation: enlargement of liver, palpable spleen, tenderness at  the area of 

appendix, inguinal hernias     

 Percussion: presence of gas, fluid or masses 

Extremities: 

  Movements of the joints, tremors, clubbing of fingers, ankle oedema, varicose 

vein, reflexes etc. 

Back: 

          Spina bifida, curves 

Genitals and rectum: 

 Inguinal lymph glands – enlarged, palpable 

 Vaginal discharges 

 Presence of sexually transmitted diseases 

 Haemorrhoids 

 Enlargement of prostate glands 

 Pelvic masses 

      

3.3. SOCIOCULTURAL ASSESSMENT OF ELDERLY 

3.3.1. INTRODUCTION: 

When performing comprehensive health assessments, it is best to use a 

consistent approach, although there is no one correct order in which the assessment 
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must be performed. However, by adhering to a predetermined and consistent 

sequence, the examiner is less likely to omit an important measure. For example, 

when gathering a sociocultural history, you can develop your own routine to 

ensure accuracy. 

When taking a sociocultural history, it's important to obtain information on the 

patient's living/work environment, activity patterns, rest and sleep patterns, 

economic status, recreational interests, social patterns, diet, use of substances such 

as drugs, alcohol, and tobacco, coping mechanisms, and patterns of health seeking.  

3.3.2. Meaning of Socio Cultural Assessment: 

Socio cultural assessment means gathering data about social environment and 

living styles of the elderly persons. 

3.3.3. Key Factors of Socio Cultural Assessment of Elderly 

A look at these key factors will help you gather the necessary information in a 

logical order: 

 Ethnicity/Culture: Place 

of birth, primary language, and 

religion help to determine cultural 

variations that should be 

considered in any healthcare provision. 

 Occupational: Look at any unplanned changes in occupational and/or 

economic status; exposures to hazardous substances or equipment; and degree 

of protection. 

 Recreational: Pay attention to the presence/absence of recreational interests 

and potentially dangerous recreational activities, including contact or extreme 

sports. 

 Substance use: Look at any use of tobacco, alcohol, and prescribed OTC or 

illicit drugs. Also, be aware of the frequency, amounts, and routes of using 

each. 
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 Relationships: Beware of the presence/absence of close relationships, any 

abusive situations, the degree of satisfactions with sexual relationships, and 

any risks associated with unprotected sex.  

 Diet: Pay attention to the adequacy of caloric and nutrient intake, any excesses, 

caffeine intake, and the ability to obtain, afford, and prepare groceries. 

 Coping: Look at the means used to cope with stressors and any unresolved 

angers. 

SOCIOCULTURAL ASSESSMENT: 

I. Identifying data 

Name:  

Sex: 

Age: 

Date of admission/first contact: 

Referral source: 

Previous occupation or present employer: 

II. Environment 

1. Describe neighbourhood and geographical area in which you reside 

What about it was important to you? 

2. Describe your current or previous home and arrangement of space:  

What health hazards are or were present? 

3. What transportation facilities do or did you use? 

4. What leisure activities or recreation do you pursue? 

Where?  With whom? 

5. What was or is the environment at work? 

 What health hazards were or are present? 

III: Socioeconomic Level and Life-Style 

1. How would you describe your socioeconomic level and life-style? 

2. How do you think these have affected your health? 

3. How has your health status affected your life-style? 

4. What changes do you expect in your life-style as a result of growing older? 

5. Illness, hospitalization, admission to hospital?  

6. What special practices or foods do you consider essential? 

IV: Family Pattern 

1. Marital status. 

2. Children. 
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3. Other important members of the family. 

4. Who resides in the home with you? 

5. What is the usual daily living pattern in your family? 

6. What family events are important? 

7. What rituals are important in your family? 

8. How do daily living pattern and rituals affect your health? 

V. Family Functions and Interactions: 

1. What is your role in the family? 

2. How are decisions made in the family? 

3. Who helps provide for the family? 

4. Who has the responsibility for the various family tasks? 

5. What are your special concerns in your family? 

VI Religious Practices 

1. What church or religious denomination do you belong to as a member? 

2. Are you active in that church? 

3. Are there special beliefs that you adhere to? 

How do these beliefs affect your health? 

4. How do you see your relationship to God during this time period? 

What affect does God have on your health or illness? 

5. If you do not prescribe to a particular religion, what are your basic beliefs 

and values? 

6. How do these beliefs and values affect your health or illness? 

7. What can the nurse do to assist you in practicing your religion or beliefs 

during your stay at this center? 

VII: Memberships 

1. What groups/organizations in the community to you belong to? 

2. What is your role in these groups? 

3. How much satisfaction do you get from group activities?  

VIII: Personal Values (consider expressed ideal vs. real) 

1. What are your ideas about the following: 

2. Man and the environment relationship? 

3. Privacy vs. group interaction (being with others)? 
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4. Possessions (personal vs. shared)? 

  Time orientation: 

1. Do you like to have things done promptly? 

2. Do you rely on past experiences primarily? 

3. Do you like to plan ahead into the future? 

4. How do you feel if you know that you or someone else is going to be late to 

an event? 

 c. Work or Activity – Leisure Orientation: 

1. How much time do you spend in work tasks daily? 

2. Do you prefer to be busy?  Sitting and thinking; Reading or relaxing? 

3. What do you do to relax? 

4. How much time do you spend in leisure daily? 

 d. Attitude toward change: 

1. How do you feel when you hear the word change? 

2. How often do you make/have you made changes in your life? 

3. What changes would you like to make in yourself?  In others?  In the 

environment? 

e. Education: 

1. Level of school achievement? 

2. How important is education to you? 

3. What do you consider necessary for achievement? 

f. Health-Illness Value or Definitions: 

1. When do you consider yourself or members of your family healthy? 

2. When do you consider them ill?  

3. What do you do when you or members of your family become ill? 

4. What customs, special practices or rituals do you and your family engage in 

to keep healthy? 
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5. Do you and your family have any specific beliefs or observe any specific 

traditions concerning health? 

3.4. PSYCHOLOGICAL ASSESSMENT 

3.4.1. Definition of psychological assessment: 

        Psychological assessment is a process of testing that uses a combination of 

techniques to help arrive at some hypotheses about a person and their behaviour, 

personality and capabilities.  

 

3.4.2. Important elements of the assessment are: 

 Establish a rapport with the person. 

 Obtain an understanding of the current illness and its impact. 

 Identify recent life changes and stressors.  

 Identify the person‟s strengths (e.g. positive coping strategies, 

connectedness with others, ability to seek help). 

 Obtain any previous psychiatric history. 

 Take a lifestyle history (including diet, exercise, drug and alcohol use, 

social support and relationships).  

 Have the person undertake a Mental Status Examination (MSE) 

 

3.4.3. PSYCHOLOGICAL ASSESSMENT FORMAT 

I. Identifying Data: 

Name: 
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Sex: 

Age: 

Race/Ethnicity: 

Marital Status: 

Children: 

Where Employed:  

Occupation (past, present): 

Ever active in a different occupation? 

If yes, why did you change occupations?  When? 

Other members in household: 

Date of admission/first contact?  Referral source? 

 II. Health History: 

 Have you had previous admissions to the hospital?  

 To another nursing home or residence? 

 Describe significant aspects of your health history. 

 What does it mean to you to be in the hospital or nursing home? 

 What is your usual source of health care? 

 How accessible are health services? 

 Is transportation readily available? 

 Do you have some form of health insurance? 

 What medications do you currently use? 

 Describe any drug allergies.  

 What do you consider your major present problem or area of concern? 

 When did the problem begin? 

 Was the onset sudden or gradual? 

 What does this problem or illness mean to you? 

 What do you consider the stressful event triggering your problem? 

 Have you ever experienced a similar problem 

 If you have, what was the problem? 

 How did you handle the problem? 

 Were your coping patterns successful? 

III. Life-Style Patterns: 

 What is your usual pattern of living?  

 Are you able to care for your own ADL‟s? (Activities of Daily Living.) 

 What time of the day do you feel the most alert? 

 What is your present living situation and environment?  
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 Are there any hazards to health or development? 

 How do present circumstances differ from usual pattern of living? 

 Have things changed with your aging or illness or disability?  If so, how? 

IV. Perceptual Ability: 

 Describe your sensory ability or any impairment related to: 

Sight                            Taste 

Hearing                        Smell 

Touch                          Balance 

 Pain or unusual body perceptions: 

 Do bright lights or loud noises bother you? 

 If you are more sensitive to light or noise now, is it related to your illness 

or to conditions existing in the hospital or residence? 

 Do you have special visions?   

If so, describe them and when and where they occur. 

 Do you hear voices? 

If so, what do they say and are you able to converse with them? 

 What are your food preferences? 

What foods are not tasteful or enjoyable to you? 

 What kinds of feelings do you have in various body parts? 

Are you especially aware of any body part or function? 

 What situations require assistance to maintain balance/mobility? 

What kind of assistance do you need?  

V.    Emotional Status: 

Self concept: 

 How would you describe yourself? 

 How do you feel you handle yourself and your life?      

 What would you describe as your attitude toward life? 

 What are the most important values to you? 

 What do you like best about yourself? 

 If it were possible, what is the primary aspect of yourself that you would 

like to change? 

 Do you prefer doing things alone or with others? 

Ego ideal: 

 What goals or aspirations do you presently have? 

 Do you feel you have managed to achieve your goals in life? 
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Super ego: 
  Which of the following comes first for you? 

  1.  Pleasure 

  2.  Your goals 

  3.  Essential tasks 

How do you respond to situations that require you to do something you are 

reluctant to do? 

1.  Do you ignore the task? 

2.  Do you plunge in and complete it as soon as possible? 

3.  Do you delay the task as long as possible? 

Relations to others: 

 Do you share your feelings with another with ease or with difficulty?   

 With whom do you share your feelings? 

 Who can you trust to help you in time of need? 

 Who or what do you care about the most in your life? 

 Who do you think cares most about you? 

 How do you see your life fitting into the lives of others? 

 How dependent or independent of family or friends are you?   

Sense of autonomy: 

 What does the term “fate” mean to you? 

 What do you feel has control over what is happening to you? 

 How much control do you exert over others? 

 How has aging or illness or hospitalization or admission to nursing home or 

residence affected your feelings of control or lack of control? 

Reaction and coping with situations: 

 What situations or persons cause you to feel calm, secure and happy? 

 What situations or persons cause you to feel upset, embarrassed, anxious or 

anger? 

 What usually results from your behaviour? 

Adaptive pattern: 

 What is your usual pattern of relating to those close to you? 

To a group situation? 
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 How much does another‟s reaction or behaviour influence how you will 

act? 

 How important is another person‟s behaviour or feelings to you? 

 What is your reaction to frustration?  To success? 

 Which of the following are you likely to do? 

 Go along with the person or situation to keep peace? 

 Blame others if something goes wrong for you? 

 Consider yourself the cause if something goes wrong?  

 Feel more angry than is warranted by the situation? 

 Let others know abruptly of your feelings? 

 Say little about your feelings, hoping the other person will guess how you 

are feeling? 

 Feel reluctant to act in an unfamiliar situation without permission or 

encouragement from someone? 

 Feel confident in unfamiliar situations and take charge of things if it is 

indicated? 

 Encourage others to do their best work possible?  

 Consider that others are unlikely to do the job as well as yourself? 

 What do you find best relieves your tension – eating, smoking, drinking, 

drubs, sleep, activity etc? 

VI.    Use of Leisure: 

 What activities do you enjoy for recreation or relaxation? 

 How often do you engage in these activities? 

 How do these activities affect your health? 

VII.    Communication Pattern: (Observe and listen for) 

 Ability to express thoughts and feelings (talks freely or hesitancy, writes, 

draws, uses non verbal behaviour primarily). 

 Describes vocabulary (variety of words used, repetition of words, slang or 

correct grammar). 

 Rate of expression of speech (how quickly answers, rapidity in flow of 

speech, hesitations, smooth vs. uneven rate, urgency of speech). 

 Ability to express his ideas (coherent, logical, confused, circumstantial, 

tangential, poverty 

of ideation). 
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VIII.   Cognitive Status:  (Observe and listen for) 

 Level of consciousness (alert, lethargic, confused, stuporous or comatose). 

 Orientation to time, place, person 

 Memory: Ability to recall far past, immediate past and present events 

(what brought you into the hospital or residence?  Tell me about the events 

that led you to your hospitalization or admission to nursing home or 

residence.  Tell me MAJOR things about yourself and your past life). 

 Attention span (attends to immediate stimuli; length of concentration or 

attention span; is not distracted by external stimuli; how capable of 

following train of thought, what stimuli distracts, how long interview 

proceeded before person showed signs of fatigue, preoccupied 

with self or some event). 

 Ability to grasp ideas to follow directions. 

 Ability to do logical thinking or problem solving (or unable to do cause-

effect associations, states loose, magical or nonsensical logic). 

 Abstract thinking-Ability to abstract (answers questions literally, is able 

to elaborate or explain, can give meanings for behaviour situations). 

 Presence of delusions. 

 Apparent insight into problem or situation: 

What have you been told about your illness? 

What do you think is the cause of your problem? 

Why do you think you have been admitted to hospital or nursing home or 

residence? 

IX.        Ego Functions: 

Interviewer should note the following during the interview: 

 What was the primary emotion?  Was it appropriate to the situation? 

 During the interview, what nonverbal behavior accompanied statements? 

 What questions elicited behavioral manifestations of discomfort or anxiety? 

 Was there accentuated use of any one pattern of behavior during the 

interview? 
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 Did the person use “they” instead of “I” when responding to questions? 

 Was he/she aware of body parts and functions without excessive 

preoccupation with him or herself. 

 Was the person realistic or did he/she show disturbed reality twisting? For 

example – Is the person adapting to reality? 

 Does he/she show poor judgment? 

 Does he/she understand the consequences of his/her behavior? 

 Does reality interfere with creative behavior? 

 Presence of delusions?  Hallucinations? 

 Has the person learned the socially acceptable method of dealing with 

drives and feelings? 

 What defense mechanisms are apparently commonly used? 

 What defense mechanisms were used during the interview?  

 Does behavior appear over-controlled, under-controlled or without 

control?  Describe. 

 Does the person appear able to have the various aspects of his personality 

integrated? 

 What aspects of his behaviour appear fragmented or lacking in unity or 

autonomy? 

 Summary of impressions  

(Note:  Any discrepancies between patient‟s or client‟s perception and that 

of interviewer or caregiver.) 

A.  Intrapersonal Factors: 

1.  Physical (appearance; posture; faces; dress; hygiene; range of body functions; 

physical findings that evidence anxiety). 

2.  Psychological (cognitive and perceptual abilities; thought process; emotional 

status; ego functions; adaptive or defensive mechanisms used; feelings about self 

and body image; values; attitudes; needs; expectations; aspirations; behaviour 

patterns; creative expressions; needs; strengths; limits). 
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3.   Developmental (degree of apparent normalcy; apparent stage of  behaviour 

and coping or defensive mechanisms; past learning history; perception of 

environment and family values; goals and ideas and the influence of these; how 

current level of functioning and life-style relate to culture or ethnicity; age, and sex 

of person). 

4.  Social (super ego functions; behaviour or socialization pattern; use of language 

and communications skills; activities of daily living; perception of relations to 

others; value system; customs; taboos or superstitions; understanding of own roles 

and roles of others). 

5.  Interpersonal factors (family structures; relationship with family, friends and 

others; communication ability; socialization level; expectations of family, friends, 

care-givers and others in present situation; ability to anticipate consequences of 

behavior; resources).  

6.   Extra-personal factors (cultural factors; social class level; occupation; work 

related resources; environmental or work related stresses; residence and 

geographical location; financial resources; relationship to community; community 

resources; effective of time of day, temperature and weather on behaviour; use of 

space and privacy) 

ESSENTIALS FOR PSYCHOLOGICAL ASSESSMENT OF ELDERLY 

1. Attitudes toward Aging 

                Communicating with an elderly patient may challenge you to confront 

your personal attitudes and prejudices about aging.  Examine these feelings before 

taking the patient‟s history, and decide in advance how you will handle them.  Any 

prejudices you reveal will probably interfere with your efforts to communicate, 

since elderly patients are especially sensitive to others‟ reactions and can easily 

detect negative attitudes and impatience. 

                 Then consider your patient‟s attitude toward his or her body and 

health.  An elderly patient may have a distorted perception of his or her health 

problems; may dwell on them needlessly or dismiss them as normal signs of 
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aging.  A patient may ignore a serious problem because he or she doesn‟t want 

these fears confirmed.  If your patient is seriously ill, the subjects of dying and 

death may arise during the health history interview.  Listen carefully to any 

remarks your patient makes about dying.  Be sure to ask about his religious 

affiliation and spiritual needs.  Many elderly patients find comfort in their religious 

beliefs and practices 

2. The Need for Patience 

Patience is the key to communicating with an elderly patient.  He or she may 

respond slowly to your questions.  Do not confuse patience with patronizing 

behaviour.  Your patient will easily perceive such behaviour and may interpret it as 

a lack of genuine concern for him or her.  Keep your questions concise, rephrase 

those he/she doesn‟t understand and use non-verbal techniques in a meaningful 

way.  

To further foster your elderly patient‟s cooperation, take a little extra time 

to help him or her see the relevance of your questions.  You may need to repeat 

this explanation several times as the interview progresses.  However, do not repeat 

questions unnecessarily.  Ask only for information that is relevant to the 

condition.  For example, you would not obtain a detailed obstetric history from a 

75 year old woman who does not have a gynaecological problem. 

Once you have obtained an elderly patient‟s cooperation, you may have 

some trouble getting him or her to keep the story brief.  He or she has a great deal 

of history to relate and may reminisce during the interview.  Try to find time for 

this.  Let the patient talk.  You may obtain valuable clues about the current 

physical, mental and spiritual health.  If you must keep the history brief, let him or 

her know prior to beginning the interview.  Let him or her know the exact time 

limits.  

 3. The elderly patient’s past history 

A geriatric patient‟s past medical history can be extensive.  In order for you 

to complete the history, it is important that the patient have a detailed recall of all 

major illnesses, surgical procedures and minor illnesses.  Fractures the patient may 
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have experienced early in life, for example, may figure significantly now in 

osteoporosis.  As you record the past history, try to find out the amount of stress 

he/she has had recently and the way he/she has handled previous health 

problems.  Do not be concerned if he/she cannot relate this medical history 

chronologically, just be sure to record his/her age at the time each medical 

condition occurred. 

 Pay special attention to your elderly patient‟s medication history.  He or 

she is probably taking some type of medication routinely.  Find out the names of 

all current and past medications whether over-the-counter or prescription 

drugs.  Find out the dosage and frequency of each drug and the purpose for taking 

the drug.   

5. The elderly patient’s psychological history 

Make it a point to talk with your elderly patient about his family and 

friends.  Ask with whom he lives.  Ask how he spends his time.  Find out what 

significant relationships he enjoys.  If your patient is hospitalized and seriously ill, 

or must transfer to another type if institution (such as a nursing home), he or she 

will need the emotional support of family and friends.  If he/she is returning home 

after an illness, he/she may need their assistance. 

If your patient does not have a family or any friends on whom he/she can 

depend for support, record this in the psychological history for possible later 

referral of the patient to a social worker.  Record the names of the next of 

kin.  Without your intervention here, loneliness may discourage the elderly patient 

from getting well. 

3.5 GERIATRIC CARE OF DAILY LIVING 

3.5.1. Introduction: 

How we take care of our elderly is the most crucial factor since caring for 

the elderly is a very delicate matter. It is a great responsibility that one might think 

it is pretty much the same as caring for the infants and children. They both need 

special attention and proper care. They are also vulnerable to safety, abuse, and 

medication .Some elders are being taken cared of by health care professionals at 
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home while the others to some institutions, nursing homes and rehabilitation 

centres. 

 

3.5.2. Definition of geriatric care: 

Geriatric care is the process of planning and coordinating care of the 

elderly and others with physical and/or mental impairments to meet their long term 

care needs, improve their quality of life, and maintain their independence for as 

long as possible 

3.5.3. Activities of daily living of elderly:  

 The Activities of Daily Living are a series of basic activities performed by 

individuals on a daily basis necessary for independent living at home or in the 

community. The activities of daily living is basically two types 

Those are   1.Activities of daily living 

                   2. Instrumental activities of daily living 

1. Activities of daily living: 

Activities of daily living (ADLs) are basic self-care tasks, akin to the kinds 

of skills that people usually learn in early childhood. They include 

1. Personal hygiene - bathing, grooming and oral care 

2. Dressing - the ability to make appropriate clothing decisions and physically 

dress oneself 

3. Eating - the ability to feed oneself though not necessarily to prepare food 

4. Maintaining continence - both the mental and physical ability to use a restroom 

5. Transferring - moving oneself from seated to standing and get in and out of bed 

Instrumental activities of daily living 

 Instrumental activities of daily living (IADLs) are the complex skills needed 

to successfully live independently. These skills are usually learned during the 

teenage years and include the following: 

 Managing finances 

 Handling transportation (driving or navigating public transit) 

 Shopping 
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 Preparing meals 

 Using the telephone and other communication devices 

 Managing medications 

 Housework and basic home maintenance 

3.5.4. Roles and Responsibilities of care giver or nurse in geriatric care of 

daily living:  

 Caregivers of today are as important as nurses. They are a part of the 

health care team which contributes in aiding senior citizens by providing and 

fulfilling care needed by the elderly centered on the physical, emotional, spiritual, 

mental and social welfare. There are numerous aged people that needs assistance 

whether at home, nursing institutions or hospitals. 

 A caregiver is one of the  members of the health care team who assists the 

nurse in administering the physical, mental, emotional, spiritual, and social welfare 

of the patient most particularly the elders. The principal task of the caregiver is to 

ensure that the patient is being properly well taken care of dependent on the 

patient‟s ailment and needs not withstanding the nationality, religion, status, race, 

and the like. 

It is a great responsibility that one might think it is pretty much the same as 

caring for the infants and children. They both need special attention and proper 

care. They are also vulnerable to safety, abuse, and medication .Some elders are 

being taken care of by health care professionals at home while the others to some 

institutions, nursing homes and rehabilitation centres. Being a caregiver is a tough 

job for the reason that caring for the aged takes a lot of patience, understanding 

and time. It comprises a great deal of responsibilities.   

At present, caregivers of today assume a variety of roles in performing an 

effective health care. These are just a few of the many roles and responsibilities of 

a caregiver towards elderly care. 

 As Adviser/Consultant, the caregiver must learn how to talk and listen to 

their client‟s feelings and give counselling if the need arises. Acquainting 

the elder in the surroundings will diminish the feeling of insecurity. 

 As Teacher, informs the patient on information pertaining to healthful 

practices of everyday life, assist with the treatment to avoid further diseases 
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or illnesses that may occur. Educates the aged on how to care for his 

personal hygiene with or without the presence of a nurse or a caregiver. 

 As Sponsor, represents the patient on community services, plans, arranges, 

and explains the patient‟s rights. 

 As Organizer/Coordinator, the caregiver is in direct contact with the 

patient and the whole health care team is surrounding it that is why 

proper coordination in ensuring the total wellness of an elderly is the main 

focus. 

Responsibilities: 

 Performs direct nursing measures and care activities like vital signs 

monitoring 

 Maintains a safe, clean and healthful environment for the patient 

 Care of the patients welfare socially, intellectually, spiritually, physically 

and emotionally 

 Guides and assists the patient in their personal hygiene such as toileting, 

grooming, dressing and bathing. Elders are unable to do it by themselves. 

 Prepares meals prescribed and as instructed by the attending physician 

 Bedside care early in the morning and afternoon care, sleep care and as 

needed care 

 Medicine preparation and administration to ensure that proper and adequate 

medications are being implemented 

 Informs the elders when rehabilitation is needed such as physical therapy 

 Performs errands for the elders. This is on a case to case basis. 

 Provides assistance on house calls or attends to visit the physician on 

schedule 

 3.6 Summary:  

 Assessment is the vital activity to plan the suitable care for the individual. 

Senior citizens are more fragile group that who is prone to get the physical, 

psychological and health problems. So a careful physical, psychological, socio 

cultural assessment is very important to give appropriate care. 
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3.7 Check your progress 

I. Multiple choice questions 

1) Geriatric nursing assessment is   

      a) Unidimensional 

       b) Bi dimensional 

       c) Multi dimensional 

       d) all of the above 

2) Gathering data about social environment and living styles are known as 

    a) Environmental assessment             b) physical assessment 

     c) Socio cultural assessment             d) psychological assessment 

3) What is the purpose of physical assessment/physical examination? 

   a) To know physical status 

   b) To know psychological status 

   c) To make diagnosis 

    d) all of the above 

4) Assessing the person and their behaviour, personality and capability and     

capabilities are known as 

   a) Physical assessment                           b) psychological assessment 

   c) Socio cultural assessment                  d) none of the above 

 

II.Fill in the blanks: 

1) ADL means    

2) IADL means   

3)  is the key to communicating with an elderly patient? 

 

III. Short answers questions: 

 1) Define nursing assessment and describe the benefits of assessment. 
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 2) What are the skills of physical assessment?  

 3) Enumerate regarding palpation and percussion. 

 4) Define socio cultural assessment and describe the key factors of socio   cultural 

assessment of elderly. 

5) Describe the role of nurses role before physical examination 

6) Define psychological assessment. Describe the important elements of 

psychological assessment. 

7) What are the essentials of psychological assessment of elderly. 

 

IV .Essay questions: 

  1) Define physical assessment. Write the format for head-to-toe examination 

   2) Write the format of psychological assessment of elderly 

   3) Write an essay on geriatric care of daily living. 

 

V. Answers: 

  I. Multiple choices: 

  1) c     2) c      3) d     4) b 

II. Fill in the blanks: 

   1) Activities of Daily Living 

   2) Instrumental Activities of Daily Living 

   3) Patience 

 

3.8 Key terms:  

 1. Inspection       - visual observation of the body in the course of a medical 

examination 

 2. Palpation         - It is the process of using one's hands to examine the body, 

especially while perceiving/diagnosing a disease  

 3. Percussion       - It is a method of tapping body parts with fingers, hands, or 

small instruments as part of a physical examination. It is 



Odisha State Open University, Sambalpur  Page 82 
 

done to determine: The size, consistency, and borders of 

body organs.  

 4. Auscultation    -   The act of listening, either directly or through a stethoscope or 

other instrument, to sounds within the body as a method of 

diagnosis. 

 5. Personality     -   The combination of characteristics or qualities that form an 

individual's distinctive character 

 

 6. Perception        - The ability to see, hears, or become aware of something 

through the senses. 

 7. Autonomy        - Self-directing freedom and especially moral 

independence 

 8. Orientation       - getting acquaintance with surrounding, time, person 

 

3.9 References and further reading:  

 1) Text book of “ Stephanie‟s Principles & Practice of nursing”, Sr.Nancy, 6 
th  

edition, volume-1  

 2) Text book of “Medical –Surgical nursing‟‟ Brunner and suddarth,13
th 

edition, 

volume-1 

3) www.sociallearning .com 

4) www.principlesof geriatric care.com 
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UNIT 4: ENVIRONMENT AND SOCIAL SUPPORT 

 

STRUCTURE  

4.1. INTRODUCTION: 

4.2. Need for environmental support in elderly: 

4.3 Factors determining the environmental support for elderly 

4.4 Creating a supportive physical environment 

4.5 Importance of social support in elderly: 

4.6 Creating a supportive social environment: 

4.7 .Role of social support in reducing psychological distress in elderly 

4.7.1. Forms of Social Support 

4.8 Summary: 

4.9 Check your progress: 

4.10 Key terms 

4.11. Reference and Further Reading 

 

4.1. INTRODUCTION:  

Supportive environments, both physical and social, are not only 

key determinants of health but also essential conditions for healthy 

ageing. The World Health Organization defines health broadly as a 

person‟s physical, psychological and social well-being. The notion of 

healthy age denotes a change in the perception of ageing, from the 

preoccupation with illness management to the promotion of conditions 

that support health. Indeed, the determinants of health include not only 

biological endowment and individual behaviours but also physical and 

social environments (Beckingham & DuGas, 1993; Roemer, 1985). 

Indeed, the lack of social support, the decline in traditional caring by 

family members, environmental pollution, and deprived living 



Odisha State Open University, Sambalpur  Page 84 
 

conditions are factors contributing to poor health status of the elderly 

(World Health Organization, 1998). While healthy ageing is a 

universal goal for our elderly citizens, a supportive environment, 

which ameliorates environmental hazards, is essential for health 

maintenance and promotion among elderly with chronic illness .To 

maintain the quality of life of elderly people with chronic illness, 

appropriate changes in the physical and social aspects of the 

environment are deemed necessary. 

 

4.2. Need for environmental support in elderly:  

Elderly people with multiple chronic illnesses are at greater risk 

of developing functioning limitations and disabilities. The chance of 

home injury is likely to increase for those who live alone or reside in 

poor living conditions. For the wheel chair-bound elderly, access to 

community resources is, to a certain extent, hampered by the lack of 

convenient transportation and accessible public facilities. Despite less 

favourable living conditions, many elderly people prefer to live in the 

community rather than in institutions. Thus, aging in place is a 

principle to be upheld as we attempt to create a supportive 

environment for our senior citizens 

              A basic requirement of a supportive physical environment is 

the provision of a safe and accessible living environment for our 

elderly. 

 Chronic illness, such as arthritis and osteoporosis, will impose 

limitations on self-care and daily living activities.  
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 Elderly with chronic illness can preserve their functional 

independence by appropriate use of prosthetic aids or self-

maintenance equipment, such as leg braces and wheel chairs.  

 The safety of a home environment can also be enhanced by 

means of home modification. By installing handrails, smoke 

detectors, and other devices to minimize electrical and tripping 

hazards, the likelihood of home accidents can be reduced. 

 Finding of overseas research suggest that one-third to one-half 

of home accidents can be prevented by means of home 

modification and repair. For example, the risks of fall-related 

injuries could be reduced by combining home modification and 

health education. 

 Aging in place does not imply that we should maintain the 

elderly in unsafe or unsatisfactory living conditions for a 

prolonged period of time. In fact, the living conditions of many 

elderly have been improved through urban renewal and 

redevelopment of deprived communities. 

  For elderly people who have resided in a familiar 

neighbourhood for many years, unexpected transition in living 

environment would undermine their adjustment to the new 

living environment.  

 The break in existing social ties, and the lack of knowledge 

about community resources may give rise to a sense of 

helplessness among these elderly.  

 Overseas studies have shown that the feelings of helplessness 

have a profound negative impact on mental health (Seligman, 

1975; Fry, 1989). 

 The situation would be aggravated if the new towns or 

communities were designed to fit the needs of a young and able-

bodied population. Environmental psychologists have pointed 

out that a good fit between individual characteristics and their 

environments is conducive to positive adjustments in late life.  

 

4.3. Factors determining the environmental support for elderly 

There are few factors which determine the need of 

environmental support for elderly. Because of the physiological 
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changes in the bodily system and diminished functioning ability in 

aged people require special environmental support. 

 Lot of our elders are coping with at least one of the following 

conditions, and many are dealing with two or more of the following: 

 Heart conditions (hypertension, vascular disease, congestive heart 

failure, high blood pressure and coronary artery disease) 

 Dementia, including Alzheimer‟s disease 

 Depression 

 Incontinence (urine and stool) 

 Arthritis 

 Osteoporosis 

 Diabetes 

 Breathing Problems 

 Frequent falls, which can lead to fractures 

 Parkinson‟s disease 

 Cancer 

 Eye problems (cataracts, glaucoma, Macular Degeneration) 

 

As the body changes, other things to be aware of are: 

 A slowed reaction time, which is especially important when 

judging if a person can drive. 

 Thinner skin, which can lead to breakdowns and wounds that don‟t 

heal quickly 

 A weakened immune system, which can make fighting off viruses, 

bacteria and diseases difficult 

 Diminished sense of taste or smell, especially for smokers, which 

can lead to diminished appetite and dehydration 

    These are the factors which causing damage to the health of 

elderly people ,to reduce these risks environmental support is very 

important 

 

 



Odisha State Open University, Sambalpur  Page 87 
 

4.4 Creating a supportive physical environment 

Health and well-being are not only determined by our genes and 

personal characteristics but also by the environment into which we are 

born and live throughout the life course. The environment therefore 

plays an important role in determining how we age and how we 

respond to disease, loss of function and other forms of loss and 

adversity that we may experience at different stages of life, and in 

particular in later years. 

Older people may experience negative attitudes and 

discrimination based on their age. Creating age-friendly environments 

acknowledges diversity, fights ageism and ensures that everyone has 

the opportunity to fully participate.  

Creating barrier-free and affordable housing, accessible public 

spaces, and transportation enable people to stay independent and 

participate in community life. An age-friendly environment reduces the 

risk of falls and prevents the neglect and abuse of vulnerable older 

people by increasing the safety of the natural and built environments 

and the security and protection of older people in the community. 

 Supportive services for elderly:                                      

 A range of supports is available to help people with long term or 

short term care needs live in the community. Examples of 

supports include: Home Care – Assists eligible individuals who 

require health services or help with activities such as laundry, 

bathing and dressing. 

 Support Services for seniors – Offer community-based 

programs for older adults that promote health and well being. 

Examples include meal programs, tenant resources, community 

resource councils, and caregiver services.  

 Supports for Seniors in Group Living (SSGL) – In some 

seniors buildings, enhanced supports are available to help people 

stay independent. Examples include helping people make 

appointments, fill out forms, and access social activities. 

 Specialized Supports - For some people with complex health 

and personal care needs, specialized supports may be available 
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to help them live in the community. This might include people 

such as those living with a disability or acquired brain injury. 

People are encouraged to discuss their individual situation with 

the health care team.  

 Health Centre for seniors – A team of health care staff work to 

provide and coordinate a full range of medical, social and 

supportive services in one location to support at-risk elderly who 

live in the community. 

4.5 Importance of social support in elderly:  

    4.5.1. Meaning of social support: 

Social support means having friends and other people, including 

family, to turn to in times of need or crisis to give you a broader focus 

and positive self-image. Social support enhances quality of life and 

provides a buffer against adverse life events. 

          Social support can take different forms: 

 Emotional (sometimes called non-tangible) support refers to the 

actions people take to make someone else feel cared for. 

 Instrumental support refers to the physical, such as money and 

housekeeping. 

 Informational support means providing information to help 

someone. 

Importance of social support 

While a supportive physical environment is necessary for aging 

in place, a supportive social environment is equally important.  

 Elderly people with chronic illnesses demand a wide range of 

supports in order to avoid institutionalization and continue to 

live in the community. 

 A certain proportion of this population suffers from poor health, 

is in need of special attention, and lack social support.  
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 Older women, in particular, often experience double jeopardy in 

aging. Compared with their male counterparts, they are more 

likely to be widowed, living alone and on a low income 

 Elders could be faced with greater losses in the context of fewer 

social resources and a lower adequacy of social support, both in 

subjectively perceived support and frequency of contacts. Social 

relationships, ranging from social isolation to social support, 

have long been implicated as being at risk for depression  

 So, to reduce improve support from the society, to provide 

special attention and to reduce the risk of depression social 

support is vital for the elderly. 

4.6 Creating a supportive social environment:  

Lack of social support is related to negative impacts on health 

and wellbeing, especially for older people. Having a variety of positive 

social supports can contribute to psychological and physical wellness 

of elderly individuals. Support from others can be important in 

reducing stress, increasing physical health and defeating psychological 

problems such as depression and anxiety. 

When considering who provides social support for an elderly 

individual our first thoughts are of family members. While it is true 

that most support does come from family members, there are many 

circumstances in which family members cannot be supportive (stress 

due to responsibilities, illness, death, financial problems, job 

relocation). In the United States the fastest growing age group of 

individuals are those 85 years and older. Due to this fact, family 

supports will inevitable decrease for these older individuals. A need for 

community-based services is more important now than ever before. 

4.7 .Role of social support in reducing psychological distress in elderly 

Social support is defined in terms of social network 

characteristics such as assistance from family, friends, neighbours and 

other community members. It involves “social transactions the aims of 
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which are to assist individuals in coping with everyday life, and 

particularly in responses to critical situations” 

 Social network and social support as mediating constructs 

towards well-being, to explain how various social 

exchanges among individuals, mainly in situations of 

need, may influence health outcomes. 

 The health benefits resulting from social support due to its 

capacity to reduce the risks for both physical and 

cognitive illnesses. 

 Social isolation and a low level of social support may be 

crucial risk factors for elder abuse, besides older age, 

chronic health conditions and cognitive deficits. Also, if 

the old person is economically dependent this can add to 

the burden and stress experienced by family caregivers of 

older relatives and plays a role in elder abuse. A 

systematic review of studies on the prevalence of elder 

abuse and neglect 

 A high level of social support may represent one potential 

protective factor for elder mistreatment. Greater levels of 

social support can modify and reduce depression in old 

age as a risk factor for elder abuse, mainly in women 

 

4.7.1. Forms of Social Support 

Support can come in many different forms:  

 Emotional Support: This is what people most often think of when 

they talk about social support. People are emotionally supportive 

when they tell us that they care about us and think well of us. For 

example, if you separated from your partner or lost your job, a close 

friend might call every day for the first few weeks afterwards just to 

see how you are doing and to let you know that he or she cares. 

 Practical Help: People who care about us give us practical help 

such as gifts of money or food, assistance with cooking, child care, 

or help moving house. This kind of support helps us complete the 

basic tasks of day-to-day life. 
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 Sharing Points of View: Another way for people to help is to offer 

their opinion about how they view a particular situation, or how 

they would choose to handle it. In sharing points of view, we can 

develop a better understanding of our situation and the best way to 

handle it. For example, if you tell a friend about difficulties you are 

having with your teenage son, she may offer a point of view you 

hadn't considered, and this may help you to better address the 

situation with your child. 

 Sharing Information: It can be very helpful when family, friends 

or even experts give us factual information about a particular 

stressful event. For example, a friend who recently married might 

provide information about the cost of various components of their 

wedding, or a cancer survivor might provide information about what 

to expect from different types of cancer treatment. 

 

4.8 Summary:  

Aged people are undergoing so many changes physically, 

psychologically due to ageing process. Our elderly people use to face 

so many difficulties because of aging. In this period support is very 

important for them. The support from relatives, family members, 

community members. Lack of social support the old people are landing 

into psychological distress. So to prevent it social support is very 

important. 

 4.9 Check your progress:  

 I. Multiple choice questions: 

   1. Environmental support is important to reduce except 

          a) Psychological distress                  b) risk of falls    

          c) Safe living conditions                   d) none of the above 

  2. Social support enhances except 

          a) Quality of food                 b) quality of life 

          c) Quality of personality       c) all of the above 

3. Sharing is the form of  

         a) Physical support                  b) social support 

         c) Psychological support         d) environmental support 
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II. Fill in the blanks: 

 4. SSGL means  

 5. Lack of social support leads  on health 

III. Short answer question: 

1. Explain the need for environmental support in elderly 

 2. How you will create supportive physical environment 

 3. What are the forms of social support? 

 4. How social support will reduce psychological distress. 

IV. Essay questions: 

1. What is the environmental support? Explain factors determining the 

environmental support for elderly 

2. Write the meaning, importance of social support and creating 

supportive social environment.  

V. Answers: 

I. Multiple choice questions: 

1)   a     2)  b   3) b 

II. Fill in the blanks: 

 4) Supports for seniors in Group living   5) Negative impact 

 

4.10 Key terms:  

 1. Dementia             - chronic or persistent disorder of the mental 

processes caused by brain disease or injury 

and marked by memory disorders, 

personality changes, and impaired 

reasoning. 

 2. Incontinence        - lack of voluntary control over urination or 

defecation. 

 3. Osteoporosis      - a medical condition in which the bones become 

brittle and fragile from loss of tissue, typically 

as a result of hormonal changes, or deficiency of 

calcium or vitamin D 
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4. Social isolation   - Social isolation is a state of complete or near-

complete lack of contact between an individual 

and society 

 

 4.11. Reference and Further Reading 

1.  Text book of “Medical –Surgical nursing‟‟ Brunner and 

suddarth,13
th 

edition, volume-1 

2.www.principles of geriatric nursing.com 

3.www.longtermcare.com 
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