








The Hospital Elder Life Program

GUIDELINES FOR PATIENT SCREENING

A.

D.

Initial Contact

Put the respondent at ease:

e Be calm, composed, pleasant and sincere

e Convey confidence in ability to ask questions and listen carefully to
answers

. The Interview Setting

Conduct in quiet room with limited interruptions by staff and visitors by
avoiding mealtimes, early morning nursing care time, etc.

. Maintaining Rapport

Occasionally rapport may be broken during the interview because the
respondent finds a particular question “too personal”. If this happens,
take time to reassure the respondent that the information is confidential
and is only used to help plan care.

The Interview — Asking the Questions

1. The information heard and recorded during an interview must be
accurate and complete, so as not to bias or distort the content.

2. The interviewer should have a thorough knowledge of the
guestionnaire and the principles to follow in asking the questions:

e BECOME FAMILIAR WITH ALL TEST QUESTIONS. It is important
that the interviewer feel at ease with the questions asked. The
interviewer should practice asking all questions in a "matter of fact”
way to avoid awkwardness or unfamiliarity about any questions
asked.

e REMAIN NEUTRAL. The interviewer strives to create an atmosphere
for patients to express themselves free of judgement. Toward that
end, be careful that nothing in words or manner implies criticism,
surprise, approval or disapproval of either the questions asked or of
the respondent’s answers.

e ASK ALL QUESTIONS EXACTLY AS WORDED. Many times, a small
change in wording can change the whole meaning of the question.
Questions may be repeated if needed. Emphasize that there are no
right or wrong answers.
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E. Probing

1. Technique used by the interviewer to stimulate discussion and obtain
more information.

2. Used when a respondent’s answer is not meaningful or is incomplete,
that is, when it does not adequately answer the question.

3. Probing Methods Should Be Neutral. It is important to use neutral
probes that do not imply to the respondent that a specific answer is
expected, or suggest dissatisfaction with an answer.

4. Kinds of Probes: There are several neutral probes that appear as a
part of a normal conversation that can be used to stimulate a more
clear and complete response.

e REPEAT THE QUESTION - Useful when the respondent does not
seem to understand the question, misinterprets it, seems unable to
decide, or strays from the subject.

Example:

Question: How much is religion a source of strength and comfort to
you? Would you say none, a little, or great deal?

Answer: Now and then I find it a great comfort, but not often.

Question: So as a source of strength and comfort to you, would
you say religion is none, a little, or a great deal?

Answer: Oh, I'd say a little.

e GENERALIZE - Useful when the respondent reports that none of the
responses fit, or that under certain conditions he/she would choose
one answer and under different conditions another.

Interviewer tries to get the respondent to generalize by repeating
the question and saying, “Usually, is it this way or that?”, or "Most
of the time,” or “In most cases,” etc. For example:

Example:
Question: At home, do you need help from another person to get in
and out of bed?

Answer: Well, sometimes I need help, but sometimes I can do it
myself.
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Question: Usually, do you need help getting in and out of bed, or
can you do it you yourself.

Answer: Usually, I can do it by myself.

F. The Don’t Know (DK) Response

e Do not automatically accept a “don’t know” reply. Instead, the
interviewer should sit quietly and expectantly. The respondent will
usually think of something further to say. Silence and waiting are
useful probes for a “don’t know”.

e An alternative probe is, “Well, what do you think? I just want your
own ideas on that.”
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ELDER LIFE SPECIALIST
INTRODUCTION SCRIPT

Hello. My name is (your name) and I am an Elder Life
Specialist here at (name of site)

I work with the Hospital Elder Life Program, and we help the doctors and
nurses give you some extra care while you are here in the hospital. The
goal of the program is to keep you as active and independent as possible
during your hospitalization. The program is staffed by a geriatrician,
geriatric nurse specialist, Elder Life Specialists (like me), and trained
volunteers. We work together to provide you with the best possible care
while you are here in the hospital.

I need to ask you a few questions to see how you were doing before you
came into the hospital, and how you are doing now. This will take about 15
minutes. This will help me to find out the best way to take care of you
while you are here.

(Proceed to Screening Tools. Suggested order:
e |IADL/ADL Screening

Vision Screening

Hearing Screening

MMSE

Therapeutic Activities Screening

Sleep Screening

Mobility Screening

Nutritional Screening

Spirituality Screening)

Now that I know a little bit more about you, I want to let you know what the
Hospital Elder Life Program will do to help you while you are here. Every
morning, I will put your schedule on the board and go over it with you so
you will know what to expect each day. I am going to leave this pencil and
paper here, so you can write down any questions you have for the nursing
staff or for me to help you get answered each day.

It is very important to make sure you get some exercise each day so you
don’t lose strength, so we will either take a walk or do exercises three times
a day. You will do this either with me or the volunteers who work with me.

We will also do some enjoyable activities with you each day. (Describe
activities based on Therapeutic Activities Screening. As needed, provide
brief, one-line description of other protocols patient to be enrolled in, e.qg.:
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o Feeding Assistance Program - A program providing company and
assistance at meals, if necessary

e Sleep Enhancement Program — A program to help improve your sleep
in the hospital)

(Name of next staff/volunteer) will be in to see you
between and to do (list activities on board) with you.

Here is some information about our program that you can look through at
any time (give Patient Information Packet). Our program can also provide
information to help you or your family begin to plan for your discharge.

Do you have any questions? Can I get you anything?
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HOSPITAL ELDER LIFE PROGRAM
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ELDER LIFE SPECIALIST
SCOPE OF RESPONSIBILITIES

VOLUNTEER COORDINATION
Recruitment and screening
Volunteer training program
Volunteer schedules
Supervision & support
Quality assurance measures
Continuing education
Volunteer retention

PATIENT CARE
e Patient screening & enroliment
e Develop & update individualized care plans

e Implement the ELS protocols and monitor
patients’ outcomes

e Oversee Volunteers in:
e Daily Visitor Program
e Therapeutic Activities Program
e Early Mobilization Program
e Feeding Assistance Program
e Provide appropriate equipment

PROGRAM OPERATIONS

e Record and maintain volunteer/ELS
interventions progress reports

and Patient Discharge Form

e Track and address quality assurance
and adherence issues.

e Record and maintain program
expenditures for equipment and
supplies.

e Measure and record program outcomes
via Patient-Family Satisfaction Survey
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ELDER LIFE SPECIALIST AND VOLUNTEER INTERVENTIONS

INTERVENTION OVERVIEW
After screening, eligible patients are enrolled:

A. Each patient is given a “Patient Information Packet” — a folder
providing general information about the program, and more specific
information about hospital and community services that are unique to
each facility. Items and information to include in the packet:

e General description of the program and program staff (see attached)

e More detailed descriptions of specific program interventions, e.g.,
sleep enhancement protocol, relaxation exercises (see attached)

o Useful hospital-specific information, e.g., telephone instructions,
visiting hours, additional services helpful to older patients and their
families

e Description and pamphlets of community services available

B. The Patient Enrollment Form is reviewed by the Elder Life Specialist
and Elder Life Nurse Specialist. It is then entered into the computer or
abstracted to derive an assignment to appropriate staff and volunteer
intervention protocols. While the intervention protocols are
standardized, the menu of assigned interventions is individualized for
each patient, based on the risk factors present at screening and
regular reevaluations.

All staff and volunteer assignments, particularly mobility assignments,
should be initiated within 24 hours of enrollment into the program.

C. Three Broad Categories of HELP Interventions:

There are three broad categories of HELP interventions. First, the
Elder Life Specialist/volunteer interventions (described in following
section); second, the geriatric nursing assessment and interventions
(described in Section 3); and finally the interdisciplinary interventions
(described in Section 4).

All uses of this material should acknowledge:
The Hospital Elder Life Program (© 2000, Sharon K. Inouye, MD, MPH)



The Hospital Elder Life Program

THE HOSPITAL ELDER LIFE PROGRAM (HELP)
OVERVIEW
Patient Information Packet
What is HELP?

The Hospital Elder Life Program is a new service provided by this facility to
improve the hospital experience of older patients.

Who are we?

A team of staff who make sure that older adults get the special consideration
they need to get the best results from their hospital stay. The team includes
an Elder Life Specialist, Nurse Specialist, Geriatrician (physician), and
carefully trained Volunteers. This team works with regular hospital staff in
all departments to meet each older patient’s needs.

Elder Life Specialist(s):
Nurse Specialist:
Physician:

Why?

Being in the hospital upsets normal routines of mental and physical activity
just at the time a person is coping with illness. This disruption can cause
older hospitalized people to lose their general mental and physical ability to
function. The Hospital Elder Life Program helps keep the mind and body as
active as possible in spite of illness. This benefits older patients and helps
speed their full recovery.

What do we do?
To help keep you in good shape, we provide the following services, free of
charge, as part of your hospital care.
e Daily Visitor Program - Daily visits designed to keep you alert and
oriented by providing you with your daily schedule and answering your
questions.

e Feeding Assistance Program - Provides company and assistance at
meals if necessary.

e Early Mobilization Program - Provides daily assistance with walking
and exercises.

e Therapeutic Activities Program - Provides stimulating and enjoyable
activities to help keep your mind and body active. Your volunteers can
also assist you with relaxation exercises that can help reduce stress
during your stay.

e Sleep Enhancement Program - Designed to assist you with sleep

without the use of sleep medications that can have harmful side
effects.

All uses of this material should acknowledge:
The Hospital Elder Life Program (© 2000, Sharon K. Inouye, MD, MPH)

15



The Hospital Elder Life Program

THE HOSPITAL ELDER LIFE PROGRAM (HELP)

SLEEP ENHANCEMENT PROGRAM
Patient Information Packet

Briefly waking up during the night is common and normal for many older
people. It is often difficult to sleep in the hospital. If you are having
problems sleeping while you are here, we would like to offer you our Sleep
Enhancement Program. This program has been tested and been found to be
very effective.

Older patients are more likely than younger patients to experience
complications from sleeping medications. Sleeping medications can cause
memory loss, confusion, unsteadiness, falls, daytime drowsiness, and
incontinence. In our sleep program, we want you to relax and rest normally,
without taking sleeping medication, if possible.

QOur Sleep Program Consists Of:

1. Individualized consideration of your normal routines. For example, can
you think of something that might help you sleep which you do at
home when you have trouble sleeping?

2. Offering you:
e A warm drink (either milk or herbal tea)
e A back-rub

e Relaxation tapes played on a tape recorder or a walkman
(whichever you prefer).

Additional Sleep-Promoting Actions:
e Avoid caffeine after 2 p.m.

e Increase exercise and mobility during the day as much as possible
e Avoid daytime napping
e Maintain regular time for going to bed each night

All uses of this material should acknowledge:
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THE HOSPITAL ELDER LIFE PROGRAM (HELP)
RELAXATION EXERCISES
Patient Information Packet

Sometimes we cope with stress by holding our muscles tight. We may not
realize the tension, but it increases discomfort and interferes with body
relaxation needed for sleep. Relaxation exercises help us release tension
anywhere in the body. By taking time out, we can also calm the mind. This
helps the body get the good rest it needs to heal.

1. To begin relaxing, set a calm, relaxed mood. Turn the lights down or
off, and make sure the room is as quiet and restful as possible. Quiet
music may be playing in the background, if you prefer.

2. Begin breathing. Breathe in through the nose and out through the
mouth with counts of three between inhale and exhale. For example,
inhale through your nose and count one, two, and three. Now exhale
through your mouth and count one, two, and three.

Continue this pattern until your breathing is slowed and regular.

3. Go through each part of your body, squeezing and releasing muscle
areas. Begin at your toes, and travel up your body to your head.

Squeeze and release toes (3 to 5 times)

Stretch and flex ankles (3 to 5 times)

Squeeze and release the muscles above your knees (3 to 5 times)
Feel the stress and discomfort leave your legs.

Squeeze and release your buttocks (3 to 5 times)

Arch and stretch your back (3 to 5 times)

Shrug your shoulders up and down (3 to 5 times)

Drop your chin to your chest and lift it to the ceiling (3 to 5 times)
Turn your head from side to side (3 to 5 times)

4. Remain quiet, concentrating on a relaxed, floating feeling for 5 to 10
minutes.
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ELDER LIFE SPECIALIST PROTOCOLS/VOLUNTEER INTERVENTIONS
1. Overview

The Elder Life Nurse Specialist and Elder Life Specialist review the screening
information obtained with the Patient Enrollment Form. This information is
then used to derive appropriate Elder Life Specialist and volunteer
interventions. The Elder Life Specialist’s interventions are designed to
complement the volunteer interventions, and they are fully described in the
Elder Life Specialist protocols, which follow.

One of the clinical roles of the Elder Life Specialist is to work closely with the
volunteers, overseeing the completion of the four volunteer intervention
programs described fully in the Volunteer Training Manual and training
videos, i.e., the Daily Visitor Program, the Therapeutic Activities Program,
the Early Mobilization Program, and the Feeding Assistance Program. As
part of the training for these programs, volunteers are also instructed in
maximizing patients’ vision and hearing, sleep enhancement interventions,
and fluid repletion interventions.

The Elder Life Specialist (and other HELP staff) are ultimately responsible for
the completion of all program interventions, including the volunteer
interventions. The Elder Life Specialist or other program staff may need to
carry out volunteer interventions if a volunteer is unable to; e.g., volunteer
is absent, patient census is extremely high, etc.

2. Targeted Risk Factor Approach

The Elder Life Specialist protocols were developed to target the six major
risk factors for cognitive and functional decline in hospitalized older patients:

Risk Factor Elder Life Specialist Protocol

Cognitive impairment Orientation Protocol
Therapeutic Activities Protocol

Sleep deprivation Sleep Enhancement Protocol
Immobility Early Mobilization Protocol
Vision impairment Vision Protocol

Vision Protocol - Blindness
Hearing impairment Hearing Protocol

Dehydration Feeding Assistance/Fluid Repletion Protocol

All uses of this material should acknowledge:
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3. Elder Life Specialist Daily Clinical Evaluation

An important role of the Elder Life Specialist is to methodically review
each patient’s clinical status daily as outlined in each of the ELS protocols.
The ELS determines if protocols should be initiated, continued or
discontinued based on patient’s needs and outcomes, and updates
assignments accordingly.

For example, a patient may be assigned to the feeding assistance
protocol upon admission due to a poor appetite and food intake.
However, the patient’s appetite may improve during their hospital stay;
subsequently, the ELS discontinues the feeding assistance protocol since
assistance is no longer required.

At other times, the ELS may determine that more patient assistance is
needed during hospitalization. For example, a patient may obtain a Mini-
Mental State Examination (MMSE) score of 27 upon admission, thus
meeting requirements to be oriented once daily. However, several days
after admission, the patient becomes disoriented, and a repeat MMSE
score is 17. The ELS revises the patient’s Daily Visitor assignment to
provide orientation three times daily until the patient’s mental status
improves.

Thus, because a patient’s clinical status can change throughout his or her
hospitalization, it is vital that the ELS continually reevaluate each
patient’s needs and outcomes to ensure appropriate and beneficial patient
assignments.

The elements of the daily reevaluation should be recorded on the “ELS:
Daily Evaluation Form”. (See Database Manual).
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4. Evaluation of Cognitive Status

Careful and consistent evaluation of each patient’s cognitive status is a
significant component of the HELP program. These evaluations determine
recommended interventions and document patient outcomes. In addition to
a baseline and discharge evaluation, we recommend that sites evaluate
cognitive status on a daily basis, in one of two ways:

1. Daily delirium measurements:

In order to obtain daily delirium measurements, we recommend the use
of daily patient interviews consisting of the MMSE and digit span test,
which are then used to rate the short version (questions 1-4) Confusion
Assessment Method (CAM rating). Daily chart reviews for written
documentation of change in mental status should also be conducted.

To use these instruments reliably, HELP staff would need to undergo
training for standardization on the instruments. Training materials for the
CAM are located in Section 7. The staff time involved in daily delirium
measurements is considerable - approximately 15-20 minutes per patient
per day. These measurements would need to be carried out at least once
daily in order to reliably detect delirium. It is also important to note that
some patients become irritated with daily cognitive interviews. Because
of the staff time involved, we understand that this level of surveillance
will not be possible/feasible for most clinical sites.

The digit span test and the short version CAM are attached.

2. Daily chart review and patient observation for changes in mental status,
and MMSE change monitoring:

For many sites, it may not be feasible to perform daily delirium
measurements. In this situation we recommend the following:

All HELP patients should have an MMSE: 1. at baseline, 2. with any
suspected mental status change during their hospitalization and 3. at
time of discharge.

To determine a mental status change, we recommend daily chart reviews
and daily patient observations by the HELP staff. Both HELP staff and
floor staff should have ongoing education about cognitive assessment,
and should be sensitized to observe and report changes. When notations
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in the chart describe changes in mental status (e.g., sudden onset of
confusion, inattention, disorientation, lethargy, agitation, inappropriate
behavior, “sundowning”, etc.), or observations of the patient suggest
mental status change, an MMSE should be performed.
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DIGIT SPAN

Now I am going to say some numbers. Please repeat them back to me.

[SAY DIGITS AT RATE OF ONE PER SECOND]

Digits Response Correct Error Unable
6-2-9 - - 1 2 6
5-4-1-7 - - - 1 2 6
3-6-9-2-5 - - - - 1 2 6
9-1-8-4-2-7 I 1 2 6
1-2-8-5-3-4-6 - - - - - - 1 2 6

[Enter the numbers as repeated. Record as correct or error. If errors are
made on 2 consecutive spans, discontinue test and record highest span
performed correctly. If error on 3-digit and 4-digit spans (must do at least 2
spans), code as “2”. Each span can be repeated once if needed.

If patient is deaf, score as “unable”.]
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CONFUSION ASSESSMENT METHOD (CAM) SHORTENED VERSION WORKSHEET

EVALUATOR: DATE:
. ACUTE ONSET AND FLUCTUATING COURSE BOX 1
a) Is there evidence of an acute change in mental No Yes

status from the patient’s baseline?

b) Did the (abnormal) behavior fluctuate during the No Yes
day, that is tend to come and go or increase and
decrease in severity?

II.  INATTENTION

Did the patient have difficulty focusing attention, for No Yes
example, being easily distractible or having difficulty
keeping track of what was being said?

lll. DISORGANIZED THINKING

Was the patient ‘s thinking disorganized or incoherent, BOX 2
such as rambling or irrelevant conversation, unclear

or illogical flow of ideas, or unpredictable switching
from subject to subject? No Yes

IV. ALTERED LEVEL OF CONSCIOUSNESS

Overall, how would you rate the patient’s level of
consciousness?

-- Alert (normal)

-- Vigilant (hyperalert)

-- Lethargic (drowsy, easily aroused)
-- Stupor (difficult to arouse)

-- Coma (unarousable)

Do any checks appear in this box? No Yes

If all items in Box 1 are checked and at least one item in Box 2 is

checked a diagnosis of delirium is suggested.

Adapted from Inouye SK et al, Clarifying Confusion: The Confusion Assessment
Method. A New Method for Detection of Delirium. Ann Intern Med. 1990; 113:941-8.
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ELDER LIFE SPECIALIST/VOLUNTEER
INTERVENTION SUMMARY CHART

ELS/Vol. Intervention

Intervention Criteria

Description of Intervention

Orientation/Daily Visitor

e All patients are enrolled in the
Daily Visitor/ Orientation
Program

Orientation Protocol:
MMSE > 20 Orient 1x/day
MMSE < 20 Orient 3x/day

Orientation board with names of care
team members and daily schedule;
orienting communication

Therapeutic Activities

All patients are enrolled in the
Therapeutic Activities
Program.

The Elder Life Specialist
assigns activities based on
patients’ interests and
functional status

Cognitive stimulation activities three
times daily (e.g., discussion of
current events, structured
reminiscence, word games)

Sleep Enhancement

Patients who have difficulty
falling asleep or sleep poorly
at home or in the hospital are
enrolled in The Sleep Protocol.

Nonpharmacologic sleep protocol: at
bedtime, warm drink (milk or herbal
tea), relaxation tapes or music, and
back massage. Unit-wide noise-
reduction strategies (e.g., silent pill
crushers, vibrating beepers and quiet
hallways) and schedule adjustments
to allow uninterrupted sleep (e.g.,
rescheduling of medications and
procedures).

Early Mobilization

All patients are enrolled in the
Early Mobilization Program
The Elder Life Specialist
consults with the Elder Life
Nurse Specialist and hospital
staff daily to determine the
appropriate mobilization
program for each patient
based on: Patient’s self-report
of functional abilities (per
screening), direct mobility
observation, chart review and
physician order, and/or
hospital staff assessment.

Ambulation or active range-of-motion
exercises three times daily;
minimizing use of immobilizing
equipment (e.g., bladder catheters,
restraints)

Vision Protocol

e Patients are enrolled if near
vision in both eyes <20/70 on
near vision screener

Visual aids (e.g., glasses or
magnifying lenses) and adaptive
equipment (e.g., large illuminated
telephone keypads, large print books,
and fluorescent tape on call bell),
with daily reinforcement of their use

Hearing Protocol

e Patients are enrolled if they
hear <3 whispers from each
ear on the Whisper Test

Portable amplifying devices and
special communication techniques,
with daily reinforcement of these
adaptations. Earwax disimpaction by
Elder Life Nurse Specialist as needed

All uses of this material should acknowledge:
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ELDER LIFE SPECIALIST/VOLUNTEER
INTERVENTION SUMMARY CHART

(cont.)
ELS/Vol. Intervention Intervention Criteria Description of Intervention
Feeding Assistance ¢ Patients who rate their Feeding assistance and

appetite as “poor” are enrolled encouragement during meals
into the Feeding Assistance

Protocol. Level of feeding

assistance is also determined

by physical and cognitive

impairment.

Fluid Repletion e As directed by the Elder Life Early recognition of dehydration and
Nurse Specialist: Patients oral volume repletion, i.e.,
with clinical evidence of encouragement of oral intake of
dehydration and/or BUN/Cr fluids
ratio > 18.
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ELDER LIFE SPECIALIST
ORIENTATION PROTOCOL

Patient Eligibility: All

Evaluation:

1.
2.

3.

MMSE will be performed during screening and enrollment procedure.
MMSE will be repeated every seven days of hospitalization (at
minimum).

Elder Life Specialist, in collaboration with Elder Life Nurse Specialist,
will observe each patient daily for signs of new-onset confusion, and
mental status improvement or deterioration. If a significant change is
noted, MMSE will be repeated at that time.

Interventions:

1.

Elder Life Specialist orients all patients on first day of enroliment into
Hospital Elder Life Program, and orients confused patients daily,
including: Patient Orientation Board, features of the room, and
addressing patient’s concerns.

. For patients scoring 20 or greater on MMSE:

o Elder Life Specialist and volunteers provide orienting information
once daily in the morning.

e For patients exhibiting new-onset confusion or worsening mental
status (MMSE <20), orientation will be done three times daily.

For patients scoring less than 20 on MMSE:

o Elder Life Specialist and volunteers provide orienting information
three times daily (morning, afternoon and early evening).

e For patients exhibiting improved mental status (MMSE >20),
orientation will be decreased to once daily.

. Elder Life Specialist directs the Daily Visitor Program:

e Orients patients and families to the program.

e Provides appropriate patient equipment and sensory aids (i.e.
hearing devices, pad and pencil, etc.) and ensures use of patients
own adaptive equipment (i.e., glasses, hearing aid, etc.)

e Provides volunteers with appropriate patient assignments

e Updates volunteer assignments based on patients’ needs and
outcomes

e Monitors and records adherence to interventions

4
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ELDER LIFE SPECIALIST
THERAPEUTIC ACTIVITIES PROTOCOL

Therapeutic activities are designed to maintain and stimulate cognitive and
social function. In addition, certain activities are meant to provide physical
and mental relaxation.

Generally, the selection of therapeutic activities is geared toward patients’
reported leisure activities and interests. However, this may not always be
possible due to patient factors, e.q., illness and impairment, and institution
factors, e.g., unavailability of the activity. Additionally, some therapeutic
activities may be used as a tool to meet goals of other program
interventions. For example, playing soft music can make the eating
experience more pleasurable, thereby encouraging a patient’s appetite.

The Therapeutic Activities Chart (attached) lists categories of activities
that we have used effectively with hospitalized older patients. The chart also
includes the purpose and examples of each category. This chart is a useful
tool when selecting activities that are interesting and meaningful to patients.

Patient Eliqgibility: All
Evaluation:

1. In addition to completing the Therapeutic Activities Screening, the
Elder Life Specialist notes any cognitive, sensory or physical
impairment that may interfere with the patients’ participation (using
MMSE, vision and hearing, and ADL/IADL screenings). Patients with
impairment(s) will benefit from adaptations of the general activities, as
described below.

Interventions:

1. Daily, the Elder Life Specialist collaborates with patients and/or
families to select activities of interest. After introducing the activities
to the patient, the Elder Life Specialist directs the volunteers to
provide the selected activities three times daily. A sample daily
assignment for therapeutic activities may include:

e Morning shift activity: Current Events - Review newspaper articles

e Afternoon shift activity: Trivia — Discuss Elder Trivia Cards: 1940’s

o Evening shift activity: Reminisce — Discuss “How Things Have
Changed” pictures: Women’'s jobs (modify as appropriate)
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2. Elder Life Specialist provides volunteers with appropriate supplies and
equipment, generally kept in a marked location on the nursing unit,

e.g.,

in an Activity Closet.

3. Elder Life Specialist directs the Therapeutic Activities Program:

Orients patients and families to the program

Provides appropriate patient equipment and sensory aids (e.g.,
glasses, hearing devices, etc.).

Updates therapeutic activity assignments based on patients’
interests, needs and outcomes

Monitors and records adherence to interventions

4. Elder Life Specialist encourages family participation in the Therapeutic
Activities Program. Families can participate by:

Hands-on participation
Giving encouragement
Sharing ideas

ADAPTED THERAPEUTIC ACTIVITIES

Adapted therapeutic activities are aimed towards patients with cognitive,
sensory and/or physical impairments that interfere with or prevent full
participation.

Communication techniques, specific therapeutic activities, and modifications

of general

therapeutic activities can help diminish the impairment(s) and/or

improve the underlying condition.

1. Patients with Cognitive Impairment

e MMSE <20

A. Communication technigues to be used by Elder Life staff and

volunteers:

1.
2.
3.

Acknowledge and validate patients’ feelings and concerns
Maintain a calm, pleasant manner

Gently reorient patient. Do not correct patient in a
confrontational manner, but take opportunities to provide correct
information.

4. Use touch as much as possible
5.
6. Maximize use of physical props

Reinforce detailed verbal instruction with physical action

B. Activities:

All uses of this material should acknowledge:
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Reminisce activities
Trivia activities, such as “Finish the phrase” cards

. Music - To promote relaxation and as a tool to meet goals of

other interventions, e.g., may use music while
assisting/encouraging the patient to eat to maximize the eating
experience

. Current Events
. Concrete Tasks - Such as simple arts and crafts, simple card

games, simple board games

2. Patients with Sensory Impairment

o Patients with severe visual impairment or who score less than
20/70 on the near-vision test, with their maximal corrected vision

o Patients with severe hearing loss who either wear a hearing aid
and/or hear three or less whispers from each ear on the Whisper
Test

A. Activities for the Visually Impaired:

il oA S

Ul

Fragrance Recognition Game

Read aloud/books on tape

Tactile arts and crafts

Therapeutic activities using conversation — Such as “Finish the
Phrase” cards, verbal question and answer games

Music — To maximize other activities and experiences, e.g.,
during eating or exercises

B. Activities for the Hearing Impaired:

1.

2.

Therapeutic activities using printed materials - Books, cards,
puzzles, board games
Tactile arts and crafts

3. Patients with Physical Impairment

o Patients who require moderate/maximal assistance to participate in
therapeutic activities secondary to physical impairment, i.e.,
paralysis, severe shortness of breath, pain

A. Activities:

1.

ouswN

Trivia, Reminisce, Current Events, and other activities requiring
little or no physical involvement by the patient

Stationary arts and crafts

Board games

Music

Cards, using adapted card holders as necessary

Books, using adapted book holders as necessary

All uses of this material should acknowledge:
The Hospital Elder Life Program (© 2000, Sharon K. Inouye, MD, MPH)
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THERAPEUTIC ACTIVITIES CHART

CATEGORY

PURPOSE

EXAMPLES

Sensory Stimulation

Trivia

Current Events

Reminisce

Music Appreciation

Cards

Board Games

Puzzles

Arts and Crafts

To produce a pleasurable
sensory experience by
bringing patients into contact
with different objects

To stimulate thought
processes and memory recall

To provide orienting
information and encourage
discussion of current events

To stimulate long-term
memories, to encourage
patients to reflect on
information or events that
have shaped their lives

To promote relaxation; to use
as entertainment; to use as a
tool to meet the goals of
other interventions, i.e.,
feeding assistance

To provide cognitive
stimulation and entertainment

To encourage socialization,
problem solving, sequencing
and other cognitive skills

To encourage cognitive
stimulation and problem
solving

To allow individual expression
and improve self-esteem

Take off unit for change of
scenery

Arts and crafts

Fragrance Recognition Game

“Finish the Phrase” cards
Elder Trivia

Newspaper - Review daily local
newspaper and discuss specific
details of an article or event
News magazine

“How things Have Changed”
cards (Review pictures from
1900-1950)

Photo cards/pictures
Magazine articles

Classical music
Music from different eras
Environmental sounds

Uno
Gin Rummy
Double Solitaire

Checkers
Trivial Pursuit

Crossword Puzzles

Finger Puzzles

Jigsaw Puzzles (small size)
Logic Puzzles
Search-a-Word Puzzles

Needlework (crocheting,
knitting, needlepoint)
Drawing

All uses of this material should acknowledge:
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THERAPEUTIC ACTIVITIES CHART

CATEGORY PURPOSE EXAMPLES

Reading To provide entertainment, Books, including books on
cognitive stimulation and/or tape/large print books
mental distraction Magazines

Short Stories

Video To produce a pleasurable Classic movies, e.g., black &
experience by viewing white
“classic” familiar movies

Hand Care To engage patients in an Therapeutic hand massage and
activity which encourages social interaction
socialization

Spiritual To provide spiritual resources Bibles (printed and on tape)

Special Events

and to help relax and manage
stress

To increase the patients’
appreciation and knowledge
about different leisure
resources

Additional spiritual/religious
references, such as Torah
Spiritual/religious music

Dog Visits
Musicians
Visiting Artists

All uses of this material should acknowledge:

The Hospital Elder Life Program (© 2000, Sharon K. Inouye, MD, MPH)
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ELDER LIFE SPECIALIST
SLEEP ENHANCEMENT PROTOCOL™

Patient Eligibility: All patients who request a sedative-hypnotic

medic

ation for sleep or complain of difficulty initiating sleep.
ation:

Evalu

1.

Sleep Screening will be performed during screening and enrollment
procedure.

2. Daily, all patients will be asked quality of preceding night’s sleep. If

sleep quality is reported as poor, patients will be asked perceived
reason for poor sleep, e.g., hallway noise.

Interventions:

1. Elder Life Specialist maintains appropriate equipment in a marked
location. Equipment includes:

2.

3.

4,

*T

Walkmans

Tape recorders
Relaxation tapes
Herbal tea **
Hospital lotion

Elder Life Specialist orients patients and families to the protocol.

Daily, Elder Life Specialist initiates nurse or volunteer to provide the
sleep enhancement protocol (as outlined in Volunteer Training Manual)
to those patients who report poor sleep or who request a sedative-
hypnotic medication. This includes:
e Environmental modifications, i.e., noise reduction (see ELNS —
Sleep Enhancement Protocol), dim lights, etc.
e Three-step guideline:
1. Herbal tea or milk
2. Music/relaxation tapes
3. Backrub

Elder Life Specialist monitors and records adherence to and
effectiveness of interventions.

his protocol should be carried out in conjunction with the Elder Life Nurse

Specialist Sleep Enhancement Protocol.

** To avoid any potential toxicities or drug interactions, we recommend only the
following herbal teas: mint or fruit-spice teas (e.g., orange spice, cinnamon
apple) with no added herbs or sugar.

All uses of this material should acknowledge:
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ELDER LIFE SPECIALIST
EARLY MOBILIZATION PROTOCOL™

Protocol unless medically contraindicated.

Evaluation:

1. Baseline mobility screening will be performed during screening and
enrollment procedure.

2. Elder Life Specialist consults with the Elder Life Nurse Specialist and
hospital staff daily to determine the appropriate mobilization
program for each patient.

3. Note - When walking with patients or encouraging them to exercise,

volunteers may provide assistance with balance. For example, a
volunteer may put his or her arm behind a patient’s back while
walking in the hall. However, volunteers do not lift patients or the
patient’s extremities. The patient must be encouraged to use their
own energy to move their bodies and extremities. This is not the
role of the volunteers. Thus:

o Patients on bedrest or who require more than supervision by
volunteers will be enrolled in the Daily Exercise Program.

o Patients who ambulate independently or who require only
supervision will be enrolled in the Daily Ambulation Program.

o Patients who are not on bedrest, but who require minimal
assistance with ambulation (e.g., patients with balance problems)
will be enrolled in a combination Volunteer Exercise/Staff
Ambulation Program.

Interventions:

1. Daily Exercise Program: Active range-of-motion exercises 3 times

daily, coached by volunteers or the HELP staff. These 10 exercises are

designed to:

Increase muscle tone and flexibility of the six major joints
(shoulder, elbow, wrist, hip, knee and ankle).

Reinforce physical therapy exercise programs.

Be performed bilaterally in sets of 10 repetitions each, unless the
patient is too weak or acutely ill.

All uses of this material should acknowledge:
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2. Daily Ambulation Program: Patients are coached to walk 3 times daily
by volunteers or the HELP staff.

3. Volunteer Exercise/Staff Ambulation Program: This level of assistance
is designed to safely increase the stamina for patients who are too
weak to walk alone. Volunteers administer range-of-motion exercises
and HELP staff provide hands-on assistance to ambulate.

4. Mobility Restrictions: Elder Life Specialist consults with the Elder Life
Nurse Specialist and hospital staff daily regarding specific mobility
restrictions or limitations for all HELP patients (e.g., patient with acute
left lower extremity deep vein thrombosis will receive no left lower
extremity exercises).

5. Elder Life Specialist directs the Early Mobilization Program:

e Orients patients and families to the program.

e Provides appropriate patient equipment and sensory aids (i.e.,
hearing devices, non-skid footwear, canes, walkers, portable
oxygen tanks and carriers, IV poles). Whenever possible, Elder Life
Specialist facilitates use of the patients’ own equipment and
sensory aids (e.g., family bring in sneakers from home).

e In collaboration with the Elder Life Nurse Specialist and hospital
staff, updates mobility assignments based on patients’ needs and
progress.

e Monitors and records adherence to interventions.

* This protocol should be carried out in conjunction with the Elder Life Nurse
Specialist Early Mobilization Protocol.

All uses of this material should acknowledge:
The Hospital Elder Life Program (© 2000, Sharon K. Inouye, MD, MPH)
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ELDER LIFE SPECIALIST
VISION PROTOCOL

Patient Eligibility: Patients who score less than 20/70, using a hand-held
near vision screening card, with their best-corrected vision. Patients can
also be included if their corrective lenses are unavailable or needing repair, if
uncorrected vision is less than 20/70.

Evaluation:

1. Vision Screening will be performed during screening and enrollment
procedure.

Interventions:

1. Elder Life Specialist facilitates obtaining corrective lenses from patients’
homes, as necessary. If corrective lenses are not available, Elder Life
Specialist provides appropriate adaptive equipment and sensory aids
and reinforces their regular use with patients, families, volunteers and
nursing staff. Equipment includes:

e Large button telephone

e Fluorescent tape for water-jugs, nurse’s call bell, and bed controls
e Large print books and periodicals

e Lighted magnifier glass

2. Elder Life Specialist:
e Orients patients to room visually, including instruction in use of
bedside lighting
e Cleans glasses as necessary
e Monitors and records adherence to interventions

All uses of this material should acknowledge:
The Hospital Elder Life Program (© 2000, Sharon K. Inouye, MD, MPH)
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ELDER LIFE SPECIALIST
VISION PROTOCOL - BLINDNESS

Patient Eligibility: Patients with severe visual impairment (total blindness
or shadow, light/dark vision only). Adapt standard HELP interventions as
follows to maximize effectiveness:

1. Daily Visitor:
All staff and volunteers:

Upon entering room, announce your presence, introduce self and
explain your role.

Read all Orientation Board information to patient on each shift.
Upon leaving room, be sure that all equipment (walkers, IV pole,
etc.) and other items (tray table, chairs, etc.) are returned to
designated place, and that call bell is within reach.

Elder Life Specialist:

Provides patient with large call bell, if available. Call bell should be
clipped to hospital gown or placed on bed next to patient’s
dominant hand. If helpful to patient, Elder Life Specialist applies
fluorescent tape to bedrail denoting where call bell is located.
Provides patient with large button phone and orients patient to the
position and layout of the nhumbers. This information is reviewed
routinely.

Applies fluorescent tape to mark water pitcher and other items used
frequently by the patient. Fluorescent tape is applied on the tray
table to indicate where phone and meal tray should be regularly
placed.

Alerts hospital staff and volunteers as to uniform placement of
patient equipment, and places sign over bed alerting staff and
volunteers that patient is visually impaired.

2. Feeding Assistance:

Provide Full Feeding Assistance if required, or Set-Up Meal Tray for
patient following a “clockwise” approach. Describe the food that is
being served and tell patient where items are located on the tray.

@@;

DCON

«tutensils/napkin

—
:
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3. Early Mobilization:
o If patient is to be walked, guide them by taking them by the arm to
locate doorways and avoid obstacles in the hallway.
o If performing range of motion exercises, use hand-over-hand
guidance (that is, light touches of the hand on the patient’s hand or
body to guide the motion).

4. Therapeutic Activities:
e Use modified activities that minimize use of vision (i.e., avoid
activities that involve patient reading). Verbally, explain all
activities in detail.

All uses of this material should acknowledge:
The Hospital Elder Life Program (© 2000, Sharon K. Inouye, MD, MPH)
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ELDER LIFE SPECIALIST
HEARING PROTOCOL

Patient Eligibility: Patients who either: (1) wear a hearing aid; and/or (2)
hear three or less whispers from each ear on the Whisper Test.

Evaluation:

1.

Hearing Screening will be performed during screening and enrollment
procedure.

Interventions:

1.

For patients wearing hearing aids, Elder Life Specialist:

e Assures hearing aid is clean, without cerumen obstruction, batteries
working and obtains new batteries as necessary.

o Facilitates hearing aid repairs and servicing, as necessary

o If hearing remains poor despite above efforts, offers patients use of
an amplified hearing device and encourages its regular use.

. For patients who do not wear hearing aids, Elder Life Specialist:

o Offers an amplified hearing device to use during hospitalization and
instructs patients on its use
e Encourages regular use of amplified hearing device

. Elder Life Specialist reinforces use of hearing-adaptive equipment with

patients, families, volunteers and nursing staff. Patients are encouraged
to use hearing aids and amplified hearing devices at start of each
conversation.

. Elder Life Specialist reinforces use of communication techniques with

families, volunteers and nursing staff:

e Speak slowly, clearly and firmly in a mid-range pitch.

e Avoid exaggerating facial expressions and shouting, which distorts
language sounds.

e Position self so that patient can read lips; direct conversation to
patient’s “better” ear, when possible.

. Elder Life Specialist refers patients with hearing impairment to the Elder

Life Nurse Specialist to evaluate for cerumen impaction.

. Elder Life Specialist monitors and records adherence to interventions.

All uses of this material should acknowledge:
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ELDER LIFE SPECIALIST
FEEDING ASSISTANCE/FLUID REPLETION PROTOCOL

Patient Eligibility: Patients with inadequate oral intake, physical
impairment and/or cognitive impairment will be enrolled (see below).

Evaluation:

1. Nutritional Screening will be performed during screening and
enrollment procedure.

2. Elder Life Specialist, in collaboration with Elder Life Nurse Specialist
and hospital staff, regularly observes each patient during mealtime
for:

Inadequate oral intake - A decrease in intake due to a decreased
appetite or medical condition (e.g., nausea, vomiting, etc.).
Physical impairment - Specific physical problems preventing the
patient from feeding themselves (e.g., paralysis or fracture of
dominant hand, etc.).

Cognitive impairment — Cognitive dysfunction so severe that the
patient cannot recognize the need to eat or carry out the act of
feeding themselves.

Interventions:

1. Daily, the Elder Life Specialist determines level of feeding assistance
required for each patient using information from the Patient Enroliment
Form and daily observations:

Encouragement: For patients with poor oral intake but without

physical or severe cognitive impairment.

Set-up Meal Tray: For patients able to feed themselves
independently but who require assistance opening cartons,
unwrapping utensils, etc., due to physical, cognitive or visual
limitations.

Partial Feeding Assistance: For patients requiring assistance with
both tray preparation and eating due to physical and/or cognitive
impairment.

Full Feeding Assistance: For patients needing to be fed by another
person due to physical and/or cognitive impairment.

2. Elder Life Specialist oversees the volunteers provide feeding assistance
for two meals daily (lunch and dinner).

All uses of this material should acknowledge:
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3. Elder Life Specialist, in collaboration with Elder Life Nurse Specialist,
nursing staff, and dietitian, assists patients to receive foods that suit
their preferences (within their prescribed diet) to maximize their
nutritional intake.

4. Elder Life Specialist, in collaboration with Elder Life Nurse Specialist,
oversees volunteers in fluid repletion (re-hydration) strategies (see
ELNS — Fluid Repletion Protocol). For this protocol, volunteers
are usually asked to encourage two 8-ounce cups of fluid per shift.

5. Elder Life Specialist directs the Feeding Assistance/Fluid Repletion

Program:

e Orients patients and families to the program

e Provides and encourages the use of appropriate patient
equipment and sensory aids (e.g., glasses, hearing devices,
dentures, etc.).

e Oversees volunteers’ recordings of food and fluid intake

e Updates levels of feeding assistance requirements based on
patients’ needs and outcomes

e Monitors and records adherence to interventions

All uses of this material should acknowledge:
The Hospital Elder Life Program (© 2000, Sharon K. Inouye, MD, MPH)
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ELDER LIFE NURSE SPECIALIST
SCOPE OF RESPONSIBILITIES

PATIENT CARE
Direct Patient Care

e Provide comprehensive geriatric assessment and
interventions, with an emphasis on delirium risk
factors

e Review and expand Patient Enrollment Form to
complete Geriatric Vital Signs

e Round with nursing staff and review all patients
enrolled in the program

e Implement the ELNS protocols and monitor patients’
outcomes

Interdisciplinary Interventions
e Coordinate interdisciplinary geriatric team rounds
e Assure prompt referrals to consulting staff
Discharge and Post-Discharge

e Facilitate optimal, individualized discharge planning

e Collaborate with hospital discharge planning staff and
community agencies to optimize care after discharge

e Ensure prompt telephone call follow-up after
discharge

STAFF EDUCATION
e Provide education, support and role modeling
to nursing and other staff as appropriate

e Coordinate Provider Education Program and
Gerontological Nursing In-Services.

PROGRAM OPERATIONS
e Record and maintain ELNS interventions
progress reports
e Provide clinical and administrative support for
ELS and volunteers
e Serve as a liaison between the program and
nursing administration

e Track and address quality assurance and
adherence issues.

All uses of this material should acknowledge:
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GERIATRIC NURSING ASSESSMENT AND INTERVENTIONS

1. Overview

The Elder Life Nurse Specialist holds the central clinical role in the
program, providing geriatric clinical assessment and interventions. In
addition, the ELNS assures prompt referrals to consulting staff in the
hospital and facilitates optimal, individualized discharge planning.
Importantly, the ELNS provides education, support, and role modeling in
care of older patients for staff nurses.

As the clinical resource to the Elder Life Specialist, the ELNS reviews the
focused Patient Enrollment Form completed by the Elder Life Specialist.
Areas of patient’s problems or concerns are expanded on as necessary by
the ELNS. Ultimately, the ELNS builds on the Patient Enrollment Form to
complete the “Geriatric Vital Signs” for each patient. This information
is recorded on the “"ELNS: Patient Profile Sheet” (attached). The Geriatric
Vital Signs include:

e Cognition: Delirium, Dementia
Psychoactive Medication Use
Sleep
Functional Status: ADLs and IADLs
Mobility
Sensory Function: Vision and Hearing
Hydration/Nutrition
Incontinence and Elimination Issues
Skin
Emotional Health: Depression, Anxiety
Social Issues
Discharge Planning and Educational Needs

2. Targeted Risk Factor Approach

The targeted, focused nature of the intervention protocols has enhanced
the success of the HELP model of care. However, while the specific ELNS
protocols are targeted towards the six risk factors for cognitive and
functional decline (i.e., cognitive impairment, sleep deprivation,
immobility, vision impairment, hearing impairment, and dehydration) and
to improve the transition from hospital to home, broader geriatric issues
are regularly addressed by the ELNS. Although comprehensive
presentation of clinical algorithms for geriatric medicine and nursing are
beyond the scope of this manual, some general recommendations of
other areas to assess and intervene, including potential screening tools,
are provided.

All uses of this material should acknowledge:
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For more updated information about delirium and hospital care of older
persons, please refer to the searchable HELP bibliography on the HELP
website.
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The Hospital Elder Life Program

AFTERWORD

Customize Clinical Components to Match Facility Needs

While all of the clinical procedures included in the manual should be
executed as described, it is also important that each suite customize the
clinical components to match the needs and resources of their individual
facilities. Examples of areas to modify include:

1. Consulting Staff: While realizing that consulting experts may not be
readily available at all sites, they can add valuable clinical input
throughout the entire program. Each facility is encouraged to utilize
their clinical experts as fully as feasible. Examples of their
contributions to the HELP, in addition to Interdisciplinary Rounds and
as formal consultants to patients:

e Provide education to both HELP volunteers and hospital/HELP
staff

e Provide direct patient/family education, e.g., pharmacist at
bedside performing direct medication teaching at time of
discharge for select patients

e Each specialty provides key resource/contact person available to
ELNS for informal consultation

e Provide regular updates of clinical advances in their field as they
relate to the care of older adults, e.g., pharmacologic updates,
nutritional supplement updates

If a consulting staff member(s) becomes an active participant in the
program, specific protocols can be written which describe their
responsibilities and contributions to the program. For example, a geriatric
chaplain can be a valuable resource to the Hospital Elder Life Program. A
sample protocol incorporating the role of the chaplain into the program is
attached.

2. Enrollment Criteria: Patient age cutoff (suggested cutoff >70 years);
maximal number of patients enrolled at any given time, i.e.,
enrollment cap

3. Therapeutic Activities: Each site will need to develop their own
master list of activities for their patients to choose from. The
Therapeutic Activities Chart (see ELS: Therapeutic Activities Protocol)
and Therapeutic Activities Program: Activity Information List (See
Organizational and Procedural Manual I: Overview and structure) can
be used as resources.
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The Hospital Elder Life Program

ELDER LIFE SPECIALIST
CHAPLAINCY PROTOCOL

Patient Eligibility: All

Evaluation:

1. Spirituality screening will be performed during screening and
enrollment procedure.

2. The Elder Life Specialist, HELP Staff, and volunteers will be vigilant
regarding any expressions by patients or upsetting circumstances that
may benefit from spiritual evaluation and intervention. Examples may
include:

Significant losses or grieving

Significant stress due to procedure/surgery

Feeling abandoned: by God, church/faith community and/or
significant others

Longing for death, wishing “"God to take me”

Searching for meaning - "Why is this happening to me?”
Receiving a bad or terminal diagnosis

Loss of independence (due to severe illness, discharge to a
facility/nursing home, etc.)

Interventions:

1. Elder Life Specialist (and/or HELP staff) will:

Encourage patients to express feelings, fears and concerns
Assist patients to formulate their questions and their assistance
they desire or feel might be helpful

Validate patients feelings

Maintain patient confidentiality

Suggest that some others in similar situations have found it
helpful to visit with the chaplain or their clergy

2. Referrals: Elder Life Specialist refers to chaplain:

Patients requesting a chaplain visit
Patients experiencing any situations as listed above

All uses of this material should acknowledge:
The Hospital Elder Life Program (© 2000, Sharon K. Inouye, MD, MPH)
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