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How will COVID-19 shape the future of the 
aging industry? Whether you are a practicing 
professional or have a business serving older 

adults, caregivers, or their families, you are in the midst 
of change and adjusting your business model right 
now. You have no choice. The CSA Journal Board has 
been analyzing how best to provide valuable infor-
mation on this topic to CSAs and all aging industry 
professionals in the CSA Journal. With the consistent 
unpredictability of what is happening as a result of 
the virus, the Board has determined we will work on 
providing a special edition on COVID-19 at the ap-
propriate time to address the health, social, financial, 
and legal aspects of older adults, caregivers, and their 
families, as well as businesses that serve older adults. 
Meanwhile, you will find COVID-19 mentioned pe-
riodically in this, and upcoming, Journal issue(s).

As we deal with the virus’s unpredictability, it is 
still critical that all of us continue to do our best to 
educate ourselves on current topics and trends in the 
aging industry. Hopefully, you will find a quiet corner 
and some time to engage in this CSA Journal issue, re-
minding yourself that these articles will help you stay 
up to speed on ways to better serve your clients. There 
is still a world out there in our day-to-day work that 
requires us to address information beyond the coro-
navirus. We are confident Journal 80 will help you to 
fill that void.

The upcoming presidential elections are at the fore-
front of most people’s minds. To win, candidates need 
to understand the immense power of the older voter. 
Jack Levine reminds us why by telling the story of his 
grandmother Minnie’s advocacy efforts for women’s 
right to vote in his article, “Lessons from Our Elders: 
Voting Rights” and giving his top ten reasons to vote. 
In addition, Jack shares why older adults turn out at 
the polls in greater numbers than other demographics.

While healthcare deals with the complexity of 
COVID-19, statistics show that older adults are the 
most vulnerable while receiving medical care. What’s 
the best way to foster positive outcomes in the health-
care arena? Attorney Sandy Kraemer explains how 
healthcare providers can be limited by liability con-
cerns and older adult patients and family members of-
ten don’t know the right questions to ask. He explains 
specifically how to ask for optimal care. Reba Miller, 
MBA, explains how to find a hospital that provides 

high quality surgical care to older adults. In the Case 
in Point, Karen Gilbert, DNP, and CSA Journal Board 
Member and MBA Michelle Kunz explain how to 
recognize and treat delirium and how to identify the 
difference between dementia and delirium.

Business in aging continues to be a major focus. 
Learn how to become an employer of choice through 
improved recruitment and retention strategies by 
reading Jennifer Morgan, PhD, and MA Nidhi Joshi’s 
article. MA Tim Rowan and MBA Roger McManus 
detail methods for strengthening your online repu-
tation. CSA Mary Dunn explains how investment 
professionals develop business strategies and teams to 
fight senior scams.

Other topics include DNP Jill Shutes’ article about 
how to recognize and address oft-subtle bullying in 
senior living environments as it manifests in verbal 
and physical ways. Sad but true: bullying is not just an 
adolescent concern! PhD Bert Hayslip Jr. continues 
his discussion on grandparents raising grandchildren 
in part two of his  article. He considers policy limita-
tions on school enrollments and grandchild medical 
care while explaining the benefits of the 2018 Family 
First Prevention Services Act. 

What’s often ranked the number one gap in 
services for older adults? Transportation. CSA Erin 
Dwyer identifies how to start the conversation about 
giving up the keys, factors affecting driving as we age, 
signs that an individual’s driving skills are diminish-
ing, and alternative resources. 

Finally, I’d like to share a positive note featuring an 
older adult doing her part. Famed disco singer Glo-
ria Gaynor decided to raise awareness about how to 
protect against the coronavirus by creating a video of 
herself washing her hands while singing her 1978 hit, 
“I Will Survive.” Watch it at https://www.youtube.
com/watch?v=tvrUJ8_zqIM.

Please continue to provide feedback as we work to 
improve the quality and value of the CSA Journal. The 
CSA Journal Board is committed to advancing your 
business practices while we share recent trends and 
best practices.

 
 
 
Erika Walker 
Editor and CSA Journal Board Chair

[  e d i t o r ’ s  l e t t e r  ]
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How To Ask 
For Optimal 

Medical Care



Everyone needs medical care. 
Knowing the right questions to ask 
at the right time can make all the 
difference in treatment outcome. 
BY SANDY KR AEMER, ESQ.

Everyone, whether as a patient or a patient advo-
cate, will need to ask health-care professionals 
questions about life-changing medical care at 

some time. What are the most effective questions to 
ask? Are patients, patient advocates, or providers ready 
to ask these questions? Will the correct questions get 
asked in the right time frame? Will the answers be 
correct and understood? Will the results be the best 
outcome? People are never in an optimal place to 
gather information, especially the right information, 
when they’re worried about potential outcomes or 
in the midst of an emergency situation. Preparation 
makes all the difference regarding medical care.

[  h e a l t h  ]
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Every year, more than twelve million adults seek-
ing outpatient medical care will be misdiagnosed, ac-
cording to a recent study (Docpanel, 2019). In fact, a 
2016 study found that medical errors are the third-
largest cause of deaths in the U.S. (Allen & Pierce, 
2016). Even when a diagnosis is correct, there’s still 
the matter of choosing the best treatment protocol, 
the right doctor, the optimal maintenance plan for 
each particular patient.

While researching my book on the subject, I asked 
medical patients and providers the same question: 
“What questions do people ask in order to get the best 
medical care?” 

Patients answers ranged from the sardonic to the 
practical, evidenced in the following examples:

• “It’s a provider monopoly.” 
• “Patients think doctors are God and should not be 

questioned.” 
• “Be an advocate and ask someone to help advocate 

for you.” 
• “Ask others about their experiences.” 
• “Have a plan.” 
• “Ask for favors.” 
• “Stay engaged.” 
• “Be willing to change.” 
• “Trust the system.” 
• “Pray a lot.”

Providers answered the same question with a range of 
responses as well. 

• “It is a horrible problem.” 
• “It’s a huge challenge.” 
• “Patients don’t answer questions accurately.” 
• “Patients understate their illness.” 
• “Patients blame providers for treatment failure.” 
• “There needs to be measurable criteria for judging 

providers.”

Doctors, nurses, physician assistants, medical as-
sistants, and administrators as medical care providers 
need to make accurate diagnoses and deliver effec-
tive and timely treatment. Health-care providers and 
suppliers have created legal shields to protect against 
liability claims. After all, the majority (55 percent) 
of doctors in the U.S. have been sued, almost half 
of them more than once (Matray, 2017). And since 
January 1, 2009, more than 289,200 product liability 
cases involving medical devices or pharmaceuticals 
were filed in federal district court (Botta, 2018). This 
doesn’t count those disputes that were settled out of 
court. But these shields make asking for medical help 

effectively even more challenging.
The health care industry is at a political, profes-

sional, technological, and financial tipping point. Both 
patients and providers must effectively ask more ques-
tions to make the tipping points opportunities for 
better medical care.

Stories motivate. Information informs. With the 
speed and volume of new information, life-changing 
stories remain highly memorable. Let me begin with 
my own.

An E-mail Saved My Life
My congestive heart failure was progressing quickly 
with shortness of breath, pain down my back, fright-
ening fluid retention, and no sleep. My new cardiolo-
gist was the third treating physician I had consulted, 
still looking for the best outcome. He was the first to 
recommend a transcatheter aortic valve replacement 
(TAVR) instead of open-heart surgery to replace the 
failing heart valve I had previously replaced thirteen 
years prior. Also, the first two treating physicians did 
not consider the urgency of my situation. 

Many patients and their advocates simply fail to 
ask for what they want and need. On Tuesday, April 2 
at 9:36 p.m., I sent an e-mail to the address listed on 
the professional card of my new cardiologist stating: 
“… time is of the essence. Is there any possibility you 
would be available this week to perform the surgery?” 
He emailed back at 10:14 p.m. stating: “I will investi-
gate. Usually not possible to get team together on days 
other than Wednesday. A nurse will be calling.” 

The nurse called late Thursday to advise me that 
the team would be available Friday morning with 
surgery scheduled for 8:30 a.m. When I was wheeled 
into surgery, I counted ten waiting team members. 
The procedure took ninety minutes. I was discharged 
on Saturday afternoon and walked one-and-a-half 
miles on Monday! 

The cardiologist later told me that on a scale of 
one to four, with four being the worst heart condition, 
mine was a four-plus. If I believed in miracles, this 
experience would qualify.

Communication Failures
Patient and provider are most often strangers who 
have never met and may never meet again. They must 
build a temporary connecting bridge over which life-
changing communication may flow. The communica-
tions must be open, thoughtful, clear, and correct. Two 
personal provider communication failures immedi-
ately come into focus.

When I was sixteen years old, I was told I had a 
heart murmur. This heart condition never slowed my 
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running, mountain climbing, or skiing. Thirteen years 
ago, I had open-heart surgery to replace my congeni-
tally defective aortic valve with a bioprosthetic valve 
made from the sac surrounding the heart of a cow. I 
was also diagnosed with an ascending aortic aneurism, 
which was stable. I was told the bioprosthetic valve 
lasted an average of seventeen years, and I would have 
warning symptoms many months ahead of valve fail-
ure, allowing time for another valve replacement.

I always have an annual physical and see our fam-
ily doctor three or four times a year for medical issues. 
Before leaving the office after every visit, I receive a 
computer-generated medical report that includes 
my medical history, medical problems, medications, 
and recommended treatment. The physician creates 
these reports during the office visit by looking at his 
computer and typing while we talk. During several 
visits, I asked him to stop typing while we talk. He 
would then pick up a small, sticky notepad and take 
notes for one or two minutes, and then start typing 
again. The report from a twenty-minute routine visit 
averages six pages. I quit reading the reports several 
years ago.

After my emergency life-saving heart valve re-
placement described above, I read some of my past 
computer-generated medical reports. Several listed, 
“Congestive Heart Failure Onset 8/22/2018” more 
than seven months before my emergency valve re-
placement. I confronted our family doctor and asked, 
“Why didn’t you tell me, why didn’t we talk about it?” 
Very softly he commented, “Oh, I’m sorry.”

My first cardiologist evaluated my congestive heart 
failure symptoms and recommended another open-
heart surgery, replacement of the aortic stem that had 

an aneurism, and a local surgeon. The surgeon was on 
vacation and the staff could not schedule the surgery.

I sought a second opinion from another cardiolo-
gist. He recommended a non-invasive TAVR proce-
dure and not to replace the still-stable aneurism. 
When I told my first cardiologist that I had decided 
to go with the second cardiologist’s recommendation, 
he responded, “I’ve been thinking about it. That’s a 
good decision.” The first cardiologist never mentioned 
the TAVR alternative to open-heart surgery.

One important, but simple, method to improve 
a patient’s outcome is to ask for a second, or even a 
third, opinion. The medical profession is advancing 
at a furious rate, and one doctor may know of a new 
procedure or drug, while another may have experience 
with a number of patients with a similar predisposi-
tion. Most physicians welcome a second opinion. A 
2017 study at the prestigious Mayo Clinic found that 
as many as 88 percent of patients who came to the 
center for a second opinion regarding a complex case 
returned home with a new or refined diagnosis that 
changed their care plan (Science Daily, 2017).

Both patient and provider must keep asking ques-
tions, listening, and responding until the best diagno-
sis and treatment becomes apparent.

Beware of the Back Pain Industry
The majority of people experience back pain some-
time in life. The pain may come and go intermittently, 
causing mild discomfort, or become excruciatingly 
debilitating as it radiates down one or both arms and 
legs. Treating back pain is a huge and growing indus-
try including medical doctors, osteopathic doctors, 
chiropractors, physical therapists, nurses, physicians’ 
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assistants, hospital wellness clinics, prescription and 
non-prescription drugs, supplements, and therapeutic 
products. Back pain is a treatable, but often incurable, 
medical problem.

When my friend Rick learned I was writing a new 
edition of my How to ASK book with a medical care 
focus, he volunteered his own story:

My dad was a trim high school baseball player, 
considered an offer to play professionally, chose 
the university track, dropped out after two years, 
eloped, and settled into a sedentary office job. He 
had two sons, Don and me. Dad’s weight bal-
looned from 175 to 240 pounds. He spent sum-
mer evenings in a backyard hammock listening to 
Cub’s baseball games. He constantly complained 
of lower back pain. He told us he had a congeni-
tally deformed lumbar spine. He took pain and 
sleep medications, had epidural shots that tem-
porarily reduced the pain, and eventually endured 
three back surgeries. He became weak, depressed, 
and never stopped complaining about back pain 
until his death.

By comparing X-rays, MRIs, and CT scans, my 
brother Don and I realized we had the same 
lumbar genetic deformities as Dad. Don has 
gone through the same lifestyle and medical ex-
periences as Dad: weight gain and medications, 
epidural shots, and three surgeries. He has a hard 
time walking fifty yards.

Rick didn’t want to be in the same boat as his 
father and brother. He eats right and exercises, and 
combines his healthy lifestyle with advice from medi-
cal professionals. But he doesn’t do everything they 
say might be helpful. He asks a lot of questions, and 
then makes up his mind. As he explained:

The good news is I have avoided surgeries, am 
pain free, and walk two or three miles a day. I 
think the way people manage back pain makes 
a huge difference. I weigh less than I did in high 
school, exercise regularly, and learned from a 
physical therapist what physical work and exer-
cises to avoid. When I have back pain, I limit my 
medications. The pain doctor said there were six 
spots in my lumbar spine where epidurals might 
reduce pain. I tried one, which helped temporar-
ily, but have declined additional shots. I sleep on 
my back. I have learned how to manage back 
problems by always asking about recommended 
medical care choices and choosing less treatment.

Who Will Ask for You?
Of course, there are times when an emergency situa-
tion arises and we cannot evaluate our options. In that 
case, we need to have someone else advocate on our 
behalf. Leonard tells his own life-saving story:

Ten years ago, I was at the airport getting ready 
to board a plane for a business trip. But waiting 
to go through airport security that day, I collapsed. 
They called it “sudden cardiac death.” I didn’t 
know it then, but there was only a 5 percent sur-
vival rate, and half of those who live have brain 
damage. If victims don’t receive help in the first 
few minutes, they don’t survive.

After receiving cardio-pulmonary resuscitation 
(CPR) from a bystander, the paramedics arrived 
to use defibrillator paddles to resuscitate me. I 
was brought by ambulance to the hospital, where 
I stayed for nine days, most of that time in the 
cardiac ICU, spending the first one to two crucial 
days in a coma.

What decisions had to be made regarding my 
health and who would make them for me? Who 
would be my advocate and who would fight 
for me if needed? Thankfully, I had my wife. 
A critical decision that needed to be answered 
right away was, ‘“Who will perform the needed 
surgery to implant a defibrillator in my chest to 
prevent this from happening again?”

QUESTIONS TO ASK YOUR MEDICAL 
PROVIDER

• What do I need to know about my medical 
problem?

• If there are test results pending, when and 
how will I receive the results?

• What’s my treatment plan?
• What steps do I need to take and when?
• Why is the treatment you are proposing the 

best for me?
• What are some alternative treatments?
• Who can you recommend for a second 

opinion?
• If a surgery or procedure is involved, how 

many of these have you performed?
• What will be my recovery period?
• What will be the follow-up treatment?
• How will this change my life?
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The electrophysiologist who was on call strongly 
recommended that she perform the surgery right 
away. My wife stood up as my advocate and asked 
the surgeon, “Who is the best electrophysiologist 
to perform the surgery, and what are the options 
for the medical device to insert?” The doctor was 
not offended and told her, “If it were me having 
the surgery, then I would have Dr. Sauer do it. 
He’s the best and he can recommend the best 
model device.”

Dr. Sauer performed the surgery to insert the 
device he recommended that later saved my life 
twice. He then performed another surgery that, 
thankfully, ended my having additional episodes 
of sudden cardiac death.

In my case, having an advocate who asked the 
right questions and made the right decisions 
based on the information she received paid off 
for me in a big way. Many of us, including myself, 
don’t question the “experts” and often settle for 
what others tell us we should do. It takes some-
one who is strong and confident to ask for what 
they want and to advocate for someone they care 
for, rather than to just accept what they’re told. It 
can make all the difference in the world.

A Special Favor
Debra became highly concerned as she watched 
Kevin, her husband of thirty-two years, become in-
creasingly short of breath when he climbed a flight of 
stairs. At the top of the stairs, he would hold the ban-
ister until his heavy breathing subsided. He stopped 
exercising at the health club but continued to pay the 
monthly fee. When shopping together, he did not 
drive and suggested finding a parking space close to 
the store. Kevin and Debra’s evening walk and talk 
were a thing of the past.

Kevin went through a battery of tests regarding 
his heart health. The reports came back showing no 
abnormal condition. The cardiologist evaluation was 
completed with no recommended treatment. Kevin 
decided to do nothing. He speculated it must be a 
new seasonal allergy that would soon pass.

Debra persisted. She was told their health insur-
ance would not pay for more tests. She did not per-
sonally know any provider. She talked to a friend who 
had family ties to a chief hospital administrator at 
the local hospital. Debra asked her friend for a spe-
cial favor. Would she connect her directly to the chief 

administrator? Her friend did.
The administrator decided more tests might ben-

efit Kevin and scheduled tests that might identify a 
condition covered by their health insurance. Kevin 
was scheduled to meet with a physician’s assistant. 
Consequently, those tests showed Kevin had a lung 
disease. With this diagnosis and insurance coverage, 
treatments were scheduled.

Debra says, “I had never asked for a special favor 
like this before, but my husband is my main priority. 
I persisted and my humility and sincerity kicked in.” 

Every time a person meets with a health-care pro-
fessional, there is an opportunity to learn more by ask-
ing questions. If a patient can’t, or won’t, ask about 
alternatives, it’s important to bring an advocate. 
Whether it’s as mundane as finding out if a cheaper 
generic can fill in for the brand-name drug, or as criti-
cal as identifying an alternative to surgery, these ques-
tions can impact not only your pocketbook, but the 
trajectory of your life. •CSA

Sandy Kraemer is a retired attorney and continues 
as counselor and author. The stories are copyrighted 
and published in his book, How to Ask (fourth edi-
tion) available on Amazon and reprinted with per-

mission. His books have captured the attention of national media 
including the Wall Street Journal and NBC Nightly News. His educa-
tion includes Stanford University, BSCE, and Colorado University, JD.
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When an older adult is facing 
surgery, a new hospital verification 
program makes it possible to look 
for a hospital that is particularly 
qualified to serve the geriatric 
population. BY REBA MILLER,  MBA



Smooth Operating: 
Finding a Hospital that Caters to 
Older Adults Undergoing Surgery

Upon learning that they need an operation, the 
first step that many patients take is to find 
a good surgeon. And while having a trusted 

physician perform the operation is an essential part of 
a positive surgical experience, all the people and pro-
cesses, from pre-operative instructions to planning for 
a safe discharge, can make a big difference, too. Many 
of these factors are influenced by programs and poli-
cies of the hospital itself, but even in this era of data 
collection and information sharing, finding results on 
hospital quality can still be frustratingly opaque. Enter 
the Geriatric Surgery Verification Quality Improve-
ment Program, a new initiative aimed at recognizing 
hospitals that excel in caring for patients over the age 
of seventy-five. 

The Geriatric Surgery Verification Quality Im-
provement Program (frequently abbreviated to GSV), 
was launched in the summer of 2019 by the American 
College of Surgeons and follows the model of previ-
ous surgical verification programs including bariat-
rics, pediatrics, trauma, and cancer. These programs 
set comprehensive standards that hospitals must meet 
in order to be considered a center of excellence in a 
particular area of surgery. These standards are broad, 
patient-centric, and take into consideration a wide 
range of influences on how quickly patients can get 
back to everyday life after an operation. 

The need for age-sensitive measures in surgery is 
clear: people are more likely to need surgery as they 
get older, and there are more older patients than ever 
before (AgingStats, 2016). In fact, the number of sur-
geries being performed in retirement-aged patients 
is growing even faster than the retired population 
(CDC, 2010), meaning that a higher percentage of 
geriatric patients are going under the knife. As more 

patients present for surgery at a later age, and surgeons 
gain more confidence in managing the care of older 
patients, they are more likely to approve other older 
patients for operations who may not have previously 
been considered surgical candidates due to their age 
or frailty (Neuman, 2013; Shellito, 2019). And so the 
numbers continue to grow (Etzione, 2003).

Screening & Planning
Frailty is increasingly being recognized as an impor-
tant indicator of how well a patient will do during and 
after surgery, and generally refers to the body’s resil-
ience, physiological reserves, and ability to deal with 
stress. Surgery is invasive by nature and even simple 
procedures put the body through a great deal of stress 
(Makary, 2010). But frailty is not a uniform process 
in aging; an active and energetic ninety-year-old who 
routinely plays tennis with friends is likely to be less 
frail than a patient who is twenty years younger but 
suffers from chronic, mobility-limiting illness and a 
decreased appetite (Neuman, 2010). 

As part of the GSV, participating hospitals will 
be required to screen patients for frailty and other 
vulnerabilities that are more common as we age, such 
as malnutrition, loss of independence, and impaired 
cognition (Yang, 2011; GSV Program Standards, 
2019). If a patient is deemed to be high risk, then the 
hospital must demonstrate that it has an appropriate 
management plan for patients who wish to proceed 
with surgery. For example, for a patient that has, or 
is at high risk for developing, mobility issues, there 
should be a pathway that encourages rehab (making 
physical therapy a part of surgical recovery early on) 
or even ‘pre-hab’ (building a patient’s physical reserve 
prior to the surgery) (Mohanty, 2010). 

[  h e a l t h  ]
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There is also an emphasis on setting health goals 
that go well beyond the typical discussion of the risks 
and benefits of surgery (GSV Program Standards, 
2019). As part of any pre-operative consult, it is stan-
dard practice for the health-care provider to explain 
how the operation will benefit the patient, what could 
potentially go wrong, and — if the patient is lucky 
— best case, worst case, and most likely scenarios of 
what will happen during and after surgery (Mohanty, 
2010). For older adults, who tend to accumulate ail-
ments over time, the surgical picture can be more 
complex (Shellito, 2019). 

One of the standards for hospitals that wish to be 
verified as geriatric surgery centers of excellence is a 
documented conversation regarding not just the goals 
of treatment for the disease being targeted by surgery, 
but also the bigger picture of what the patient values 
regarding his or her health (GSV Program Standards, 
2019). Since living a good life can mean different 
things to different patients, knowing what patients 
are looking forward to and what they value can help 
guide medical decisions (Shellito, 2019). For example, 
someone who lives alone and loves walking her dogs 
every morning may choose an option that gets her 
home and on her feet quickly (and gets the pups out 
of boarding!) even if the surgery has a lower chance 
of long-term success, while a person who is looking 
forward to a planned vacation with his favorite niece 
after she graduates at the end of next year may opt for 
a more invasive procedure with a longer recovery time. 

If a patient’s risk from surgery is very high, par-
ticularly the risk for cognitive impairment, an indi-
vidual may decide that surgery is not the right option. 
Knowing what the patient’s wishes are, as well as who 
can make decisions for the patient if he or she is un-
able to do so is another key piece of information for 
surgeons and the team of care providers to know be-
fore a patient goes under anesthesia (Shellito, 2019). 

At the Hospital
The side effects of anesthesia and other medications 
can also disproportionately affect older patients, partly 
because as people age they tend to take more medi-
cations for more conditions and are therefore more 
likely to have drug interactions (Yang, 2011). It’s also 
true that the liver and kidneys, responsible for me-
tabolizing and processing medication in the body, 
tend to slow down over time, leading to medications 
lingering in the body longer than they do in younger 
patients. Hospitals that participate in the GSV must 
put protocols into place to minimize or avoid the 
use of these medications (GSV Program Standards, 
2019). The major concern with anesthetics, analgesics 

(particularly opioids), and other surgery-related drugs 
when taken by an older adult is that they may cause 
post-operative delirium, which is not only unpleas-
ant to experience but is also associated with slower 
recovery and, sometimes, loss of independence (Yang, 
2011).

There are other things that can be done to help 
avoid disorientation after surgery and during the 
remainder of the hospital stay. Simple things, like 
returning glasses, hearing aids, and other assistive de-
vices to patients as soon as they begin to wake up from 
anesthesia, can make a big difference (Mohanty, 2010). 
Imagine being groggy from anesthesia and not being 
able to see the nurse or hear what he’s saying! Rooms 
are also best set up in a certain way, with an easy-to-
see calendar, clock, or planned activities for the day in 
clear view of patients helping to keep them on track, 
and handrails and non-slip flooring to help with mo-
bility after an invasive procedure. There should also be 
enough room for visitors, as having familiar faces and 
personal items nearby is not only comforting but can 
also help keep delirium at bay (GSV Program Stan-
dards, 2019). 

There are so many people who contribute to pa-
tient care during a hospital admission, and commit-
ment from all parties to providing outstanding care of 
older adults is essential (Mohanty, 2010). To become 
a Geriatric Surgery Center of Excellence, a hospital 
must have support from hospital leadership, a doctor, 
and coordinator who oversee the Geriatric Surgery 

RISKS FOR GERIATRIC-SPECIFIC 
COMPLICATIONS AFTER SURGERY 

There are certain surgical complications that 
older patients are at higher risk of developing: 
pressure ulcers, delirium, need for a cane or 
walker, and loss of independence. While age 
has been found to be an independent predictive 
factor for complications after surgery, there are 
other influences: 

• COPD & Smoking
• Functional Dependence
• Sepsis
• Diabetes
• Type of surgery
• Fall history
• Cognitive impairment

(Hornor, 2019)
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program, an interdisciplinary committee to moni-
tor standards, nurses (including a nurse champion) 
who are trained in the care of the geriatric surgical 
patient, and staff who gather data to make sure that 
the hospital is honoring its commitment to quality. 
The program also emphasizes the integration of non-
physician experts, such as nutritionists, physical thera-
pists, and social workers, into the team of caregivers 
managing a safe and speedy recovery (GSV Program 
Standards, 2019).

Going Home
One of the most daunting aspects of surgery is wound 
and recovery management after leaving the hospital. 
As part of the GSV, before a patient is discharged, 
a second screening is done for geriatric vulnerabili-
ties (GSV Program Standards, 2019). Checking for 
impaired cognition, delirium, mobility issues, and 
malnutrition is required. If a patient is found to be at 
risk, a strategy to address those issues at home must be 
implemented. Often this can mean short-term physi-
cal therapy or home care after discharge, but can also 
include meal plans and coping strategies that patients 
and their families can manage themselves. 

Finding the Right Hospital
Hospitals that choose to be verified will go through a 
rigorous verification process to ensure they meet all the 
standards set by the American College of Surgeons. 
They may also go through a ‘commitment’ phase of up 
to two years while they put policies and practices into 
place (GSV Program Standards, 2019). Hospitals that 
are verified as Geriatric Surgery Centers of Excellence 
will be publicly recognized at: https://www.facs.org/
quality-programs/geriatric-surgery

As more Americans than ever before are opting for 
surgery late in life, they will now be able to not only 
find a surgeon they trust, but also have confidence that 
the hospital they choose is optimally equipped to take 
care of their needs. •CSA 

Reba Miller, MBA, is the director of Surgical Quality 
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Growing in later life is not a given; in fact, 
many older adults are healthy and active but 
may still feel something is missing. We share 

stories and processes, facilitated by several practices il-
lustrated here, demonstrating that living from the in-
side out is life enhancing for self and others. Informed 
by research, the 4A model previously presented is 
expanded to 4A+ as the journey or “foray” into the 
unknown of old age unfolds for an increasing number 
of people living long lives.

The Emergence of Conscious Aging
In many cultures, the work of elders is less about for-
mal work and more about engaging in inner work. In 
the context of “positive aging,” there is growing in-
terest of “conscious aging.” In this article we provide 
examples from participants in a research study and 
share practices of conscious aging in order to further 
enhance this complex time in the life course.

“Maybe we’ve evolved as much as we’re going to 
evolve biologically and the next real evolution of hu-
mankind is the evolution of human consciousness” 
(Schlitz, Vieten, & Erickson-Freeman, 2011, p. 228).

Self-actualization, a process of becoming better, 
healthier people, is multi-faceted and can emerge at 
various times. Self-actualization can be accompanied 
by increased instances of self-transcendence. Re-
searcher Susanne Cook-Greuter writes that self-tran-
scendence is not a later stage of self-actualization, but 
a completely separate process; one becomes open to 
non-rational sources of input (2000). Moody (2002) 
adds that through established long-term practices, we 
may reach higher stages of psychological functioning 
and “transcend” unhelpful midlife patterns.

In conscious aging, or gerotranscendence, older 
adults tend to become less self-focused, more selec-
tive in their social activities, and spend more time in 
solitude and introspection. People who engage in con-
scious aging practices report a reduction in the fear of 
death, increased broadmindedness, and a sense of tol-
erance, along with feelings of unity with the universe 
and a new view of time (Tornstam, 2005).

It is not surprising that the body, mind, and the 
spirit continue to evolve and change until the day we 
die. However, gerontologists often focus on the body 
and mind, and less on conscious aging, a process that 
can be viewed as nurturing spirits and souls.

“Growing” older can open possibilities never thought possible.  
New research supports a trio of fresh ideas for getting there.  
BY THERESA SOUTHAM, PHD AND CONNIE S .  CORLEY, MSW, MA , PHD

LIVING FROM INSIDE OUT: 
The Value of Conscious  
Aging and the Foray (4A+) 
“Beyond Self” Paradigm
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Forays with and Beyond Self (4A+) 
Aging Paradigm
In recent research, several highly generative adults 
aged seventy and up were found to be not only wise, 
but also experiencing transcendence (Southam, 2020). 
Immersed in caring for others (their communities, 
families, and the Earth), these older adults were also 
informed by experiences that connected them to other 
worlds and ways of knowing not seen to be this world. 
In this article we expand on a manuscript previously 
published in this journal, called: Positive Aging Per-
spectives and a New Paradigm: Foray (4A) into Aging 
(Corley and Southam, 2018). We discuss how the spe-
cific tools, life maps, LifeForward plans, and wisdom 
circles can help older adults age consciously, avoid be-
ing pressured into activities created by those on the 
outside and, instead, lead a life from the inside out.

In the original model by Corley called “4A” 
(Awareness, Affiliation, Attitude, and Activity) (Cor-
ley, 2011), a range of practices were found to promote 
continuous development, health, and well-being in 
older adults. The practices led to more active reflec-
tion on life’s experiences, maintaining and creating 
new social networks, heightened awareness of one’s 

health, and active engagement of the mind and body. 
Although the participants in the recent study (South-
am, 2020) engaged in these processes of actualizing 
the self, they were also found to transcend the mind, 
body, and spirit. These discoveries led to a proposal 
for an expanded model: Foray (4A+) Beyond Self. See 
Figure 1.

Transcendence has been described as “a state of 
consciousness that one can enter, but leaves upon 
returning to ordinary reality” (Cook-Greuter, 2000, 
p. 232). The activities described by the research par-
ticipants that led them to transcendence included 
deepening spiritual and religious practices, letting 
go of possessions, embracing ongoing “relationships” 
with people who have died, integrating the head and 
heart, appreciating their shared humanity, and realiz-
ing the fluid nature of knowledge (Southam, 2020). 
Older adults were found to travel in and out of the 
ego-bound, self-actualizing self, growing through 
transcendence. One example is Chris, profiled below.

Chris, one of the study participants, described 
transcendent experiences through his lifelong pursuit 
of photographing nature. He has lived in his commu-
nity in Canada since he was a young man, making a 

[  s o c i a l  ]
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living from photography, publishing books, and giving 
workshops. Most of his activity has focused on con-
serving the region he so loves. At seventy-nine, hav-
ing accomplished much over his life, he has delighted 
himself with what still lies in store. Now comfortably 
living with his partner in a house they built and work-
ing from his straw bale-construction studio, Chris de-
scribes himself as not very religious, but very spiritual. 
His health is good. When he was twenty-five, Chris 
survived a serious car accident he says should have 
killed him. “My father told me I was spared because 
I had something special to contribute. Those words 
were inspirational and I never forgot them,” Chris 
said. Throughout his life, Chris has “transcended” this 
world by immersing himself in nature and through 
his photographs. One day in 2019, as he and the re-
searcher (Southam) approached a high point in the 
landscape on a photographic outing, he said, “When 
I come up onto the plateau, I leave this other world.”

Lately, Chris has been engaging in artist retreats, 
places where artists can stay for weeks and pursue 
their art. He signs up for nearby retreats and recently 
for one overseas in Europe. During these times alone 
in nature he explores other realities. He displays pure 
joy with techniques he employs completely within 
his camera: 

“Possibilities of any subject matter are endless! 
There are literally thousands of ways with which 

I can approach any subject and express myself in 
a way that I never have before, I never dreamt 
of [shaking his head in disbelief ]. So now pho-
tography is opening up a world that no one else 
has ever seen. I’ve never seen it. I’m able to share 
worlds that [my workshop participants] don’t 
know exist. That’s pretty cool. You feel it in the 
audience when you show them. It is like wow!” he 
chuckles, and turns off the highway to the loca-
tion of his next shoot.

Chris has learned his father also explored abstract 
themes. He was surprised to find this out when he 
returned to the city of his childhood. It was during 
a presentation he was making at a photography club 
where his father had been a prominent member that 
his father’s friends approached him. He and his father 
shared a mentor, so he realized that he shouldn’t have 
been surprised in their common interests.

Reminiscing and facing mortality, as Chris is do-
ing, are all part of healthy aging. Cultural anthropolo-
gist Angeles Arrien noted that as we age, we have four 
frontiers to face: knowing from what we are coming 
and toward what we are going, becoming a mentor, 
coping with the natural challenges of an aging body, 
and embracing the inevitability of our own death (Ar-
rien, 2007). In their recent book Walking Each Other 
Home: Conversations on Loving and Dying, Dass and 
Bush discuss old age as a window of opportunity, 
when older adults “can give up accumulating experi-
ences and material possessions and instead appreci-
ate the connectedness of all things” (2018, p. 11). The 
authors discuss a range of practices that aid conscious 
aging, such as being present, cultivating compassion 
and loving kindness, and dying into loving awareness. 
Dass, who experienced a stroke at age sixty-six, em-
bodied many of these practices up to the time of his 
death at age eighty-eight in December, 2019.

Facing Arrien’s four frontiers while engaging in 
practices that help to transcend the mind, body, and 
spirit are essential in the life of consciously aging 
older adults. They may travel back and forth between 
self-actualizing and self-transcending. Tools that are 
known to be helpful in self-actualization, described in 
the original Foray (4A) model, may also aid in self-
transcendence, including autobiography, life maps, 
attention, intention, and deep listening (Corbett, 
2013; Erikson, 1988; Gardner, 2000; Maslow, 1971; 
Tornstam, 2005). For the expanded model Foray 
(4A+) – Beyond Self, we will examine the life map, 
the LifeForward Plan, and wisdom circles as examples 
of practical tools for older adults who are interested in 
continuous development towards self-transcendence.

 4
LIVING FROM INSIDE OUT

 

Figure 1. Foray (4A) model (Corley, 2011) expanded by co-authors to Foray (4A) + 

Beyond Self.  

Transcendence has been described as “a state of  consciousness that one can enter, 

but leaves upon returning to ordinary reality” (Cook-Greuter, 2000, p. 232).  The 

activities described by the research participants that led them to transcendence included 

deepening spiritual and religious practices, letting go of possessions, embracing ongoing 

“relationships” with people who have died, integrating the head and heart, appreciating 

their shared humanity, and realizing the fluid nature of knowledge (Southam, 2020). 

FIGURE 1. FORAY (4A) MODEL (CORLEY, 2011) EXPANDED 
BY CO-AUTHORS TO FORAY (4A) + BEYOND SELF.
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Practical Tools for Leading from Inside 
Out
In this section we discuss tools and activities that 
help older adults reflect on what has been important 
(see life map), focus on what is important now (see 
LifeForward Plan), and support their conscious ag-
ing in community (wisdom circles). These tools were 
self-reported to be transformative in the research. The 
participants were living the life they wanted to live, 
as opposed to just living their lives. Their experiences 
could be helpful for older adults who follow the Foray 
(4A) model to guide their lifelong learning and who 
are interested in a more contemplative and transcen-
dent late life.

LIFE MAP 
Methods such as reminiscence, life review, and auto-
biography have flourished in the aging field to help 
older adults integrate their life experiences (Cohen, 
2006a & 2006b). Understanding life narratives, in-
cluding major transitions and what is learned from 
them, can elevate wisdom, generativity, and transcen-
dence among seniors. In the research by Southam 
(2019), nine participants aged seventy and up created 
life maps. See Jan’s life map below. The life map for 
this study was based on the work of Hodge (2005) 
and Stinson (2013). An 11” x 14” piece of paper was 

used with the title Guide Posts in My Life or Spiritual 
Life Map. Instructions at the bottom of the page read: 
“On this sheet of paper draw your life’s journey from 
a spiritual perspective, including stops along the way. 
You do not have to be an artist; e.g., stick people are 
fine! Your path might be linear, by decades, or it might 
be more freeform where life events that are significant 
to your spiritual development are drawn together.” 
Some prompts on the map included:

• “What trials have you learned from?”

FIGURE 2. CHRIS ON HIS BELOVED 
CHILCOLTIN PLATEAU.

FIGURE 3. JAN’S LIFE MAP
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• “Have you felt communion with a spirit outside 
of yourself or a redefinition of time, space and 
objects?”

• “What have you learned from life’s experiences?”
• “Are there rituals or practices that help you?”
• “Are there relationships or mentors that are par-

ticularly important?” 

Jan, one of the research participants, is seventy 
and only recently retired from a leadership position. 
She is already on the board of several community 
non-profits. For her, this project came just at the right 
time. Reflecting on major transitions in her life and 
planning what is important in the future were timely 
tasks (Figure 3); she was in the process of deciphering 
what is next for her.

Jan discusses how she transcends herself in the 
process of the life map: 

You [referring to the researcher] walked into my 
life right when I was struggling with what I’d 

accomplished. You were a witness. Participating 
in this research opened my heart. I usually ask 
the questions. You pushed me out of the script 
leading to my personal transformation. Whoever 
I see in my day, I speak with them differently now. 
It has made me very happy. At first, the life map 
was challenging for most of the participants. They 
were encouraged to “just identify four or five ma-
jor transitions and what you learned from them.” 
Once complete, the life map was transformative 
for all of the participants. 

PLANNING FOR THE FUTURE 
Tools that help older adults identify what’s important 
in the next chapter can help them clear time and space 
for transcendent experiences and give them courage 
to age consciously. In the study by Southam (2020), 
participants engaged in exercises from LifeForward: 
Charting the Journey Ahead. After decades of research, 
study, and writing about adult development, McLean 
(2016) developed templates for planning out the later 

phases of life. The LifeForward plan 
(McLean, 2016) was created to help 
adults grow into elderhood and navi-
gate the “rapid, dramatic, and disruptive 
change” (viii) that is manifest in today’s 
world. McLean writes, “We will prob-
ably have many more chapters in our 
lives than our parents had. Many of us 
today will enjoy an added bonus round 
of twenty-some years of life compared 
to past generations. If we are going to 
prosper in our elder years, the work 
starts now!” (2016, p. ix). 

Another research participant, 
Mary, had also just retired from a lead-
ership position like Jan, but in her case 
it had been in healthcare. At seventy-
nine, she speaks of the first few years 
after retirement as a time when she 
said “no” to many things. Mary knew 
that she needed some time to reassess 
and figure out what she wanted to do 
with the next stage of her life. She is 
now volunteering but is careful with 
her time and commitments. Divorced, 
she lives alone outside of town and 
enjoys the peace and solitude there. 
She describes herself as not very re-
ligious, but spiritual. She refers to her 
health as good. Below is an example of 
a portion of a LifeForward plan where 
Mary demonstrates her commitment 

FIGURE 4. MARY’S LIFEFORWARD PLAN.

PAGE 18



to spirituality and discusses the steps she will take 
along the way.

WISDOM CIRCLES
As older adults age consciously, they may face many 
barriers, such as conflicts with caregivers, family, and 
friends who do not see the opportunity for con-
tinuous growth in them. Wisdom circles have been 
defined as peer-to-peer “gatherings which help to 
create and maintain social connections with other 
like-minded persons” (Sage-ing International, 2019). 
They are a way for older adults to deal communally 
on a regular basis with life completion in a place of 
safety and respect. Some circles reclaim the name of 
“circle of elders.” Jan went on to help create, and then 
participate in, a wisdom circle as a way to support her 
conscious aging. Having peer-to-peer support is vital 
as older adults, like others, are vulnerable to social 
isolation. 

Conclusion
Immersed in caring for others (their communities, 
families, and the Earth), many older adults do not 
take the time to appreciate themselves or to consider 
whether their actions align with their own purpose. 
Nine highly generative older adults reported that en-
gaging in self-reflection on major turning points in 
their lives, and prioritizing what’s important in their 
upcoming years, was transformative for them (South-
am, 2020). The 4A+ model was shared here along with 
some specific tools like life maps and LifeForward 
plans to help older adults avoid being pressured into 
activities created by those on the outside and, instead, 
lead from inside. •CSA
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Older adults are the demographic most likely to cast a ballot.  
On the centennial anniversary of women’s right to vote, a look at 
where retirees stand as voters in America. BY JACK LEVINE,  MS

Part 2 of Advocacy

As professionals advocating for older adults in a 
wide variety of capacities, we may sometimes 
forget how much the members of our older 

generations sacrificed for our rights, a discussion begun 
in CSA Journal 76 with the article “Advocacy Across 
the Generations.” This includes the right to vote, fun-
damental to every democracy. While some may take 
it for granted, our elders who sacrificed through two 
World Wars and the Great Depression did not. To-
day’s older adults continue to be more likely to vote 
than their younger counterparts. A full 90 percent of 
Americans over the age of sixty are registered to vote 
(Ansolabehare, Hersh, & Shepsle, 2012).

Voter turnout is consistently greatest among those 
aged sixty-five and above (Misra, 2019). In the 2016 
presidential election, 71 percent of Americans age 

sixty-five and up turned in a ballot vs. 46 percent of 
those aged eighteen to twenty-nine (Misra, 2019). Al-
though turnout was higher among younger adults for 
the 2018 midterms, that preponderance of older vot-
ers remained: 66.1 percent of those sixty-five and up 
went to the voting booth vs. 35.6 percent of those age 
eighteen to twenty-nine (Bunis, 2018). In fact, getting 
older seems to be a consistent factor with increased 
voting, as shown in the chart on page 22.

Why do older adults turn out at the polls in greater 
numbers? Brandon (2012) suggests there are four 
contributing factors:

• A vested interest in social programs. Older 
adults utilize a majority (53 percent) of gov-
ernment entitlement programs, according to 

[  s o c i a l  ]
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Sherman, Greenstein, & Ruffing (2012). These 
include Social Security, Medicare, and Medicaid, 
which many older adults rely on to get them 
through, or enhance, their retirement.

• Reduced mobility. Older adults are less mobile, 
meaning they don’t have to change their voter 
address or re-register. If they vote at the polls and 
not by mail, it’s likely they know where to go and 
don’t have to put as much effort into voting as 
someone new to the community.

• Free time. Retirees don’t have to worry about 
missing work to cast a ballot; they don’t have to 
squeeze voting around a job or kids.

• Social norms. Older adults tend to think of 
themselves as voters, and they may talk to neigh-
bors and friends about who they plan to vote for. 

Furthermore, the cohort of older voters is growing. 
There will be more older adults than children by 2035 in 
the U.S. for the first time in history. Lower fertility rates 
and longer life expectancy will gray the country. Baby 
boomers will all be sixty-five or older by 2030, when 

that demographic will make up 21 percent of the popu-
lation, compared to 15 percent today (Vespa, 2019).

Women and the Vote
Using the 2018 election numbers, women continued 
their twenty-year run of voting at higher numbers 
than men overall, with 55 percent filling out a ballot 
compared to 52 percent of men (Misra, 2018). How-
ever, that statistic doesn’t hold true for older voters, 
where voter turnout was 68 percent for men and only 
65 percent for women. Still, data show that women 
over fifty could decide the 2020 election (Bunis, 
2019). After a hundred years, women are finally com-
ing into their own as a voting block to be reckoned 
with. It wasn’t always that way.

Proposals to grant women the vote began in 1848 
and grew stronger after the Civil War, when aboli-
tionists urged parity for former slaves and women 
both (Stansell, 2010). The 19th Amendment to the 
U.S. Constitution granting women the right to vote 
became law in August of 1920. But while the 15th 
Amendment, ratified in 1870, prohibited states from 
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denying a male citizen the right to vote based on “race, 
color, or previous condition of servitude,” in practice, 
voting rights for African Americans were hampered 
by a century of racist Jim Crow laws. Black Americans 
were not able to legally vote throughout the nation 
until 1965, when the Voting Rights Act was signed 
into law by President Lyndon Johnson (history.com 
Editors, 2019).

Grandma Minnie
My own Russian-born grandmother illustrates a 
theme common to many Americans at the turn of the 
century. She arrived in the United States in 1907 at 
the peak of immigration, when 1.3 million foreign-
ers entered through Ellis Island alone (Constitutional 
Rights Foundation, n.d.). Quickly adapting to her new 
home, she became a suffragist, a story she would tell 
many times throughout her long life. Hers was a life 
that encapsulated the ideals of resiliency, self-sufficien-
cy, and hard work to achieve the American dream.

Immigration
As Cossacks sent by the Czar swept through the 
Russian countryside, destroying all in their path, my 
then-teenaged grandmother fled for her life. Accom-
panied by two cousins and another woman, Minnie 
emigrated to America at age sixteen after a two-year 
trek through Poland, earning enough money do-
ing farm labor to buy her passage. Sailing under the 
outstretched arm of Lady Liberty would be a lifelong 
memory.

Almost every immigrant girl worked as a seam-
stress, shop clerk, or in food services. Minnie’s first 
job was as fish girl at the Fulton Fish Market in lower 
Manhattan. Their workspace was behind a two-foot 
cutting board, sharp knife in hand.

Scores of fish girls were lined up in long rows, each 
hearing orders barked at them by growling restaurant 
stewards. From sunrise until dusk, they filleted fish by 
the hundreds, earning pennies per fish, with an oc-
casional tip.

Meeting Leads to Change
Minnie Golub was eighteen, already a two-year vet-
eran fish girl, when she was invited to a nighttime 
meeting. The year was 1909. What kind of meeting? 
She wasn’t sure, but her friend said homemade choco-
late marble cake would be served. Incentive enough 
for Minnie.

The small tenement apartment felt cramped with 
ten girls sitting around on rickety chairs, a few more 
leaning on pillows scattered on the floor. A woman 
in her forties with a feathered hat stood in front of 

them making a speech. The speaker’s arms waved for 
emphasis, but none of the girls understood the words. 
The speaker spoke English, a foreign language to the 
Russian immigrants, whose fluency was limited to 
their home language, Yiddish.

“You know,” Minnie smiled while telling the story, 
“We didn’t understand what she was saying, but she 
was such a good speaker, we agreed. When she nod-
ded “yes,” we nodded, too. When she shook her head 
“no” we did the same.”

After about five minutes, one of the girls who 
spoke some English stood up and translated. The 
speech was about suffrage, the fight for the right to 
vote. ”Women work as hard as men, sometimes even 
harder. We raise children, wash clothes, clean house, 
and cook meals. Men don’t have those responsibilities. 
Another big difference is men vote, we can’t. That’s 
got to change!”

The message was heard, and the delicious marble 
cake eaten down to the crumbs.

The next day on the fish line, Minnie mentioned 
the meeting to the girl beside her, saying the word 
“voting” in English. Overhearing the conversation, a 
burly steward leaned over. “His mustache was long, 

Minnie’s first portrait in her adopted country at age seventeen. 
The dress was borrowed, as was the paper flower she’s holding.
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covering up some bad teeth,” remembered Minnie. 
“Why would anyone give you stupid girls the right to 
vote?” he snarled. He spat out the word “stupid” with 
extra emphasis.

“I had this knife,” Minnie recalled. “Just like I 
did 200 times a day, I sliced in at the neck… of the 
fish. But instead of looking down, I looked right at 
the man as I ran the sharp blade down the backbone. 
At the tail, instead of pointing out, I pointed right at 
the man.” His ugly smile turned to a frown. The silent 
threat was felt and responded to with equal silence. A 
strong young woman was a work in progress.

Women Get the Vote
From then on, Minnie Golub was a suffragist. She 
picketed for the right to vote as a young woman. 
Upon earning her naturalized citizenship in 1919, 
she celebrated passage of the 19th amendment to our 
Constitution in the summer of the following year and 
counted the months until she could legally vote.

Minnie cast her first vote in November, 1920… 
and never missed a vote in her life. In 1982, at age 
ninety-one, she had to be helped into the voting 
booth, but found the energy to cast her last vote. Her 
pride of achieving justice was a lifelong mission. She 
remembered the discrimination … being thought of 
as a lesser person because of her gender. Minnie was 
an activist with style and strength of resolve.

Her legacy of activism lives in me and all citizens 
who understand the special gift of freedom and vot-
ing rights. Fighting for what’s right, learning how to 
make a difference, supporting just causes, and making 
sure that others feel a sense of power are hallmarks of 
democracy’s greatness.

And now, a hundred years after women like Min-
nie fought (and were brutally treated) for the right to 
vote, they are showing strength in numbers. A 2019 
AARP poll found that 95 percent of women plan to 
cast a ballot in November (Bunis). 

Of course, there are many Grandma (and Grand-
pa!) Minnies, courageous women and men teaching 
younger generations by telling their stories of advoca-
cy. We can honor them by writing down or recording 
their history and passing it along to future generations. 
This great country doesn’t lack for heroes among older 
adults, and it’s our responsibility to remember them 
and share their stories with our younger generations.

TOP TEN REASONS TO VOTE
As you doubtless noticed, this is an election year! I 
truly believe that voting is not just a right, it’s a re-
sponsibility. There are few more influential activities 
than voting. It takes just a few minutes, but has impact 

for years to come. When I think of the many who 
struggled, suffered, fought, and died for our right to 
vote, I’m motivated all the more to have my voice be 
heard. 

The pollsters are busy making their case for which 
way voters are leaning. The pundits are sharpening 
their sound bites. The commercials, mail fliers, e-mails, 
texts, and phone calls are flooding in. But when all the 
words are said, charges leveled, and money spent, it’s 
we the voters who hold the power to decide who will 
lead our nation, our states, and our communities into 
the future. 

Here are my top ten reasons to vote:

• To honor our military personnel, our law enforce-
ment officers, firefighters, and emergency workers 
who courageously fight for us abroad and respond 
to our needs and defend the peace at home. 
Those who sacrifice their personal well-being in 
the name of our safety and security deserve our 
respect. 

• To honor the multitudes who struggled for civil 
rights, women’s suffrage, and the ideals of justice, 
as well as for all whose diverse voices are essential 
for our nation’s moral health and community 
vitality. Freedom needs affirmation. 

• To be a good example to our children and grand-
children by exercising the right to vote as a sym-
bol of our faith in democracy. By voting, we send 
a signal of the importance of the choices we, as 
adults, make to secure a better future for ourselves, 

Minnie at age eighty-eight.
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our children, and generations who will follow.
• Voting is our society’s great equalizer. No matter 

our station in life, income, or social status, every 
citizen over age eighteen has the same power of 
one vote. 

• Pollsters do not determine who wins elections; 
voters do. Predicting the outcome of elections, 
especially close ones, is at best an inexact science. 
Pollsters and political pundits have their roles, but, 
like each of us, they only have one vote. 

• Elections should not be about negative ads, they 
should be about the options we have to promote 
positive policy actions. Voting for candidates in 
whom we believe, and for or against ballot initia-
tives we know will affect our future, is a perfect 
counterbalance to the flood of negativity pollut-
ing the airwaves and filling our mailboxes. 

• Voting is now more convenient than ever. Early 
voting reforms and the wide availability for 
mail-in voting makes it all the easier for us to 
participate. Democracy is a team sport …. and 
spectators simply don’t count. 

• It’s vital to be an informed voter. Pay attention to 
news reports and editorials about the campaigns. 
While how we vote is confidential, the fact that 
we have voted, or failed to vote, is public record. 
Elected officials know which individuals and 
demographic groups are voting, and those who 
do vote are more likely to be influential in policy 
debates. Non-voters are voiceless and, by not 
participating, can become victims of their own 
neglect.

• Regret is preventable. November 4th is one day 
too late, and “could have, should have” are sorry 
alternatives to acting. Have a “no excuses” attitude 
by committing to vote, asking others to join us 
in voting, and promoting a positive approach to 
making a difference among family, friends, and 
colleagues.

• Be part of making history. Because every indica-
tor points to the prospect that the 2020 election 
will have impact for years/decades to come, every 
vote is even more important. As a Floridian, I 
know how close elections can be! Affecting his-
tory gives each of us a sense of pride in democ-
racy and the power to touch the future. •CSA

Jack Levine, Founder of 4Generations Institute, pro-
motes the exchange of wisdom and energy among 
generations. He previously served as president of 
Voices for Florida’s Children for twenty-five years. He 

holds a BA in English Literature from Hunter College, City University 
of New York and a Master’s in Child Development and Family Stud-
ies from Purdue University. Jack and his wife, Charlotte, are 40-year 
residents of Tallahassee. They have two sons, Aaron and Josh, and 
celebrated the birth of their granddaughter, Julianne, on Thanksgiv-
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Bullying doesn’t end with high 
school. It is common in older adult 
communities, where there should 
be a protocol for addressing and 
alleviating the problem.  
BY J ILL M.  SHUTES,  DNP, APRN, GNP-BC

Not Just an Adolescent Issue

Suzanne was excited about moving into her new 
apartment. This was the first time she would be 
living on her own and was looking forward to 

this next chapter in her life. She picked out new fur-
niture and had professionals cover the interior with 
fresh paint. Moving day arrived, and she had a lot of 
help from her family. After everything was unpacked 
and her family had departed, it was time for dinner. 
She dressed for the occasion and made her way to the 
dining hall. As she entered, her excitement quickly 
turned to anxiety. Each table she approached denied 
her a chair. “This seat is taken,” she heard over and 
over. Devastated, she decided to take her dinner back 
to her apartment and eat alone. She would not go 
back to the dining hall. 

[  s o c i a l  ]
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One may assume when reading the above scenario 
that Suzanne is at college. But Suzanne is a 78-year-
old, recently widowed woman, and the apartment is at 
an assisted living community in Anytown, USA. This 
is what bullying looks like in the older adult com-
munity. Goodridge (2017) reported that 39 percent 
of tenants in a community senior living dwelling had 
witnessed bullying and 29 percent had experienced 
bullying themselves. The most prevalent forms of peer 
bullying were “deliberate social exclusion and hurtful 
comments” like Suzanne experienced (Goodridge, 
2017). This is not just an adolescent concern. 

“Epidemic”of Bullying
Bonifas (2012) reported that “elderly bullying” re-
search is dragging its feet compared to related top-
ics of youth bullying and elder abuse. Prior to 2015, 
there was little discussed in the literature about bul-
lying in the senior community. Except for experts like 
Bonifas (2012), Wood (2007), Rex-Lear (2011), and 
Trumpetter (2010), little has been written about this 
phenomenon until recently. According to Alyse No-
vember, creator of the “Different Like Me” program, 
bullying among older adults is a hidden, unseen epi-
demic (Lade, 2014). Bonifas (2014) classified bullying 
into three categories: physical, verbal, and social. Bul-
lying  is defined by the National Center for Assisted 
Living (NCAL) with the following core elements: 
unwanted aggressive behavior; observed or perceived 
power imbalance; and repetition of behaviors or high 
likelihood of repetition (2017). Studies suggest that 
most senior-to-senior aggression in assisted living 
communities is verbal abuse (Positive Aging Source-
book, 2015). 

Jennifer Weiner, American writer, producer, 
and journalist, recently penned an editorial in The 
New York Times (2015) titled, “Mean Girls in the 
Retirement Home.” She discusses quite poignantly 
the experiences her 97-year-old grandmother en-
dured at an independent living facility. When Jen-
nifer asked her grandmother, “How is it going?” her 
grandmother cried, “They won’t let me sit at their 
table. You try to sit and they say, ‘That seat is taken!’ 
And just try to get into a bridge game,” her grand-
mother continued. “They’ll talk about bridge, and 
you’ll say, ‘Oh, I play,’ and they’ll tell you, ‘Sorry, 
we’re not looking for anyone.’” Weiner stated that 
the idea that the threat to seniors is their peers, and 
not the employees, shocked her. She writes that it 
goes against the long-time belief that “mean girls 
are not girls, or mean, forever.” 

So how do we address this issue? Acknowledge. 
Identify. Intervene. 

Acknowledge
First, we need to acknowledge that this is a legitimate 
concern. NCAL created a resource as a prevention 
and surveillance support for assisted living providers 
(2017). The organization states that even though as-
sisted living communities provide a great service for 
older adults to socialize with others, it’s impossible 
to expect that everyone will be compatible with each 
other. This resource is designed to support assisted liv-
ing providers when thinking globally and strategically 
about this issue, according to NCAL (2017). 

 In one study, the prevalence of staff witnessing bul-
lying was as high as 28 percent, with most of this bul-
lying being verbal or social in nature ( Jeffries, 2018). 
Another study reported that most staff members had 
witnessed resident-on-resident bullying in the two 
weeks prior and that again, verbal and social bullying 
were the most prominent types witnessed (Andresen 
& Buchanan, 2017). One would think that with this 
amount of witnessed bullying there would be some 
specific training pertaining to this issue. However, a 
2017 study found that more than 50 percent of the 
employees had not received formal training on the 
matter and only 21 percent reported that the facility 
had a formal policy to address bullying, even though 
most staff observed bullying among the residents of 
the facility (Andresen & Buchanan, 2017). 

Identify
Once the concern is acknowledged as an actual 
threat, how do we identify and categorize typical 
traits of individuals who bully, and the victims’ risk 
factors? Bonifas and Frankel (2012) made inroads on 
this issue. They found that, while men and women 
have some specific traits that will be discussed later, 
the following characteristics are identifiable in either 
gender. 

Typically, the “bully”:

• lacks empathy, 
• has few friends, 
• needs power and control, 
• struggles with individual differences, 
• uses power and control at the expense of others, 
• suffers from low self-esteem, and 
• is empowered by causing conflict, or making oth-

ers feel threatened, fearful, or hurt. 

Andresen & Buchanan (2017) interviewed staff at 
a long-term care facility about the incidents of bul-
lying that staff had witnessed. The researchers found 
that those who bullied were more often male (42 per-
cent vs. 18 percent). Men seemed to be more prone to 
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use verbal bullying (46 percent), followed by physical 
bullying (26 percent). Typical traits of men who bully 
are direct, spontaneous, verbally or physically aggres-
sive, have a superiority complex, and are overly protec-
tive (Goodridge, 2017). In an assisted living facility 
where the author once worked, there was an incident 
with two men involving the television remote control 
in the community room. One of them punched the 
other in the face. This was not the first time they had 
argued over channel selection, but it had never esca-
lated to this extent before.

Women, on the other hand, were inclined to social 
bullying (cliques, gossip) in 42 percent of instances 
and used verbal bullying nearly a third (31 percent) of 
the time. Goodridge (2017) reports that verbal bully-
ing was the most commonly used type, with physical 
appearance as the target (being poor, homely, and/or 
not having clothing that is as nice as that of other 
people). Typical traits of women who bully are those 
who gossip, snipe, are members of a clique, exhibit 
passive-aggressive behavior, and manipulate others’ 
emotions. 

We also need to identify those at risk for being 
bullied. Generally, residents in assisted living commu-
nities who become victims have one or more of the 
following characteristics (Bonifas & Frankel, 2012): 

• is a new member of the community, 
• is alone (widowed or divorced), 
• has a passive demeanor, 
• suffers from depression, 
• suffers from other mental illness, 
• is heavily dependent on others, and 
• has a scattered support network. 

In order to help those victims, it is important to 
clearly be able to define and identify bullying be-
haviors. Bonifas and Frankel (2012) have identified 
certain examples of bullying behaviors that staff and 
visitors to assisted living facilities can look for in 
their residents. Physical bullying may take the form 
of something as simple as a dirty look across the din-
ing hall or in the elevator, or it may constitute an 
overbearing presence, or even be an actual assault. 
Verbal bullying ranges from passive-aggressive com-
ments or negative critical comments about one’s ap-
pearance, to unsolicited sexual comments. Relational 
bullying is the most difficult to identify, as it is subtle 
in nature: ignoring a resident, gossiping, and/or par-
ticipating in cliques that conspire to isolate another 
resident. 

Those patients who are experiencing memory loss 
from a neurocognitive disorder such as Alzheimers 

may be at greater risk for bullying. This is because they 
may ask repetitive questions or invade personal space, 
and the bullying behavior surrounds getting power 
and control over others. 

Intervene
What are the results of not intervening in the bullying 
behavior? Goodridge (2017) reported that some of the 
results of not intervening include loss of sleep, stress, 
anger, worry, and embarrassment. Another study found 
that bullying was associated with a decline in psycho-
social health, reduced life satisfaction, and increased 
risk for depression, low self-esteem, and neglect (Mc-
Donald, Sheppard, Hitzig, Spalter, Mathur & Mukhi, 
2015). If the victim internalizes the bullying, Bonifas 
(2015) found the victim may feel: 

• helplessness, 
• anger, 
• fearfulness, 
• depression, 
• reduced self-esteem, and
• loneliness, as well as having
• increased physical complaints, and 
• poor overall physical health. 

Statistically speaking, it takes about sixteen years 
for best practice to translate from the typewritten 
word to actual “bedside” practice (White & Dudley, 
2016). With that information, and the fact that the 
first authors of older adult bullying reportedly re-
corded their findings in 2007, we are approaching the 
golden hour of application at the bedside. 

Andresen (2017) reported that there is ambigu-
ity around when bullying (social and verbal) crosses 
the line to a reportable offense. It was noted in this 
study that staff intervene in bullying events based on 
their own moral code, rather than a specific policy or 
guideline. NCAL recommends that, when responding 
to potential incidents addressing bullying, communi-
ties have specific policies in place to address a bullying 
incident. Such policies ideally include staff education, 
reporting requirements, and a protocol to help define 
bullying. In the resource, the organization outlines a 
sample process for how to address bullying when it 
occurs (NCAL, 2015): 

1. Staff member observes or is told about a situation 
involving bullying behavior. 

2. Staff member assesses whether there is a potential 
for immediate or imminent physical danger to 
anyone, and if so, takes immediate steps to de-
escalate the situation. 
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3. Staff member notifies the appropriate leadership. 
4. Once notified of the situation, leadership/man-

agement also assesses the potential for physical 
danger, and if so, whether appropriate steps have 
been taken to safeguard the victim or if necessary, 
all within the community. 

5. If the incident is less severe, staff may be able to 
help resolve the situation. 

6. With the above information, brainstorm possible 
solutions, while still adhering to the residents’ 
rights. 

7. Develop a corrective plan and communicate this 
plan to the impacted parties and staff. 

In conclusion, bullying in the older adult commu-
nity is an under-identified concern. As providers of 
care, we need to acknowledge that this is truly a prob-
lem, help staff and residents identify which actions 
constitute bullying, and intervene with policies and 
corrective action plans to eliminate this destructive 
pattern of behavior. The deserving population of older 
adults living in facilities merits our attention to this 
pervasive problem. •CSA 
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■ RESOURCES
MyBetterNursingHome, six-part series on senior bullying in a blog by 

Eleanor Barbera, PhD:
 http://www.mybetternursinghome.com/?s=bullying 
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The many and varied difficulties 
experienced by grandparents who 
are raising their grandchildren 
has spawned policy aimed at 
supporting these unique families. 
BY BERT HAYSLIP JR . ,  PHD

REGENTS PROFESSOR EMERITUS AT 

THE UNIVERSIT Y OF NORTH TEX AS

Parenting a Grandchild
As discussed in Part 1 of Grandparents Raising 
Grandchildren in Journal 77, it’s not uncommon for 
professionals to run across grandparents who are rais-
ing one or more of their child’s children. When re-
tirement portfolios (or Social Security checks alone) 
must stretch to feed and clothe another generation, 
tension over scarce resources rises. Add to that the 
social stigma and possible feelings of inadequacy 
grandparents may feel, and it can create a challenge 
for many older adults. Aging professionals need an 
understanding of this growing group, their strengths 
and weaknesses, and the resources and legislation 
which can empower them.

[  s o c i a l  ]

Part  2:  Challenges, 
Pol ic y,  and Trends

Raising
Grandparents

Grandchildren
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Most custodial grandparents who are in their 
mid- to late-fifties would likely endorse the notion 
that raising a grandchild is the most important task 
before them. Relative to parents who are raising their 
children, however, custodial grandparents often have 
little time to prepare for this tremendous responsibil-
ity, assume it under socially stigmatizing and often-
times negative family circumstances, and frequently 
have had little direct and/or ongoing responsibility 
for raising a child for many years. 

Issues and Demands
Parenting a grandchild thus reflects one of the cen-
tral challenges for grandparents who have not raised 
children for many years and/or who experienced dif-
ficulties in doing so. In addition, issues that are both 
negative (e.g. depression) and positive (e.g., fostering 
empowerment and resilience) are paramount in un-
derstanding the parenting quality of custodial grand-
parents. Contributing to the parenting difficulties 
some experience, grandparents may have outdated 
ideas about child development and discipline and are 
sometimes unfamiliar with contemporary issues con-
fronting their grandchildren (e.g., sexuality, drug use, 
violence, technology) (see Kahana, Kahana, Goler, 
& Kahana, 2019; Silverstein, 2019). Grandparents 
of adolescent grandchildren report particularly high 
levels of stress, often stemming from difficulties asso-
ciated with such grandchildren’s increased desire for 
independence and an identity (see Kahana, Kahana, 
Goler, & Kahana, 2019). Parenting may also be more 
challenging when grandchildren have physical and/
or psychological problems associated with paren-
tal crisis and/or maltreatment (e.g., abuse/neglect, 
exposure to harmful substances). In this respect, 
grandparents caring for grandchildren with severe 
behavioral problems experience poor psychological 
health (Fuller-Thomson, 2005; Musil et al., 2011). 
For some grandparents, there is also the possibility 
that poor parenting skills may be intergenerationally 
transmitted, in that some had earlier difficulties in 
raising their own children and consequently may face 
similar challenges in raising a grandchild (Gibson, 
2005). Many custodial grandparents are distressed 
and disappointed in seeing how their adult children 
offspring have fared as parents and question their 
own parenting ability (Glass & Honeycutt, 2002; 
Smith & Richardson, 2008). Some do have difficulty 
with disciplining and setting limits with a grandchild, 
and some question their ability to parent effectively 
due to advanced age or poor health (Landry-Meyer 
& Newman, 2004). 

In working with custodial grandparents, it is 

important that beliefs about having been a poor par-
ent making one responsible for an adult child’s paren-
tal failures should be challenged. Underscoring this 
stance is the fact that parents make their own choices 
in how to raise their child, and grandparents should 
be counseled to avoid assuming responsibility for such 
choices (Dolbin-MacNab, Stucki & Natwick, 2019). 
Indeed, adult children do make poor choices in man-
aging their personal lives and raising their children, 
despite the grandparent’s best efforts (Hayslip, Knight, 
Page & Phillips, In Press). 

Only a small number of empirical studies have 
examined grandparents’ actual parenting practices. 
Dolbin-MacNab (2006) has pointed out that while 
some grandparents perceive themselves as replicating 
the (effective) approaches to parenting that they used 
with their own children, others see themselves being 
more effective as a result of being more patient, having 
greater experience, and investing more time into their 
grandchildren. That being said, many custodial grand-
parents may be less efficacious parents or question 
their parenting skills, given the difficulties that their 
adult children have experienced (e.g., drug use, abuse, 
breaking the law) leading to their being unable to care 
for the child. Dolbin-MacNab (2006) has observed 
that while some grandparents perceive themselves as 
replicating the approaches to parenting that they used 
with their own children, others see themselves being 
more effective as a result of being more patient, having 
greater experience, and investing more time into their 
grandchildren. 

It has been observed that custodial grandparents 
engage in both effective (e.g., giving rewards and mon-
itoring their grandchildren’s behavior) and ineffective 
(e.g., harsh and inconsistent discipline, difficulties with 
limit setting) parenting practices (Dolbin-MacNab, 
2006; Smith et al., 2015). Some grandparents do have 
difficulty setting boundaries in defining their new 
roles as parents and are less sensitive to their grand-
children’s needs (Smith & Richardson, 2008). Com-
pared to parents, Kaminski and colleagues (2008) 
found that grandparents have less boundary clarity 
in the parent-versus-child roles and are less sensitive 
to their grandchildren’s needs. This situation makes it 
more likely that the grandparent may be dependent 
upon the grandchild for emotional support. Despite 
these difficulties in parenting experienced by some 
grandparents, Kirby and Sanders (2014) found that 
parent skills training (i.e., Triple P program) improved 
(over a six-month time frame) grandchild behavior 
problems, grandchild relationship quality, parenting 
confidence, and grandparent psychosocial functioning 
(see Kirby, 2015). 
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The demands of parenting a grandchild may also 
be influenced by grandparents’ own energy and health 
(Hipple & Hipple, 2008) as well as any psychological 
distress they may be experiencing (Smith & Dolbin-
MacNab, 2013; Smith et al, 2008), where such distress 
is often magnified by the psychosocial and behavioral 
difficulties many grandchildren raised by grandpar-
ents experience (Hayslip, Shore, Henderson, & Lam-
bert, 1998; Smith & Palmieri, 2007). However, these 
child difficulties might also be explained in terms of 
grandchildren’s grief at the loss of their family of ori-
gin or as outgrowths of adjusting to a new family form 
(Hayslip, Shore, Henderson, & Lambert, 1998). They 
may also be a functioning of a grandparent’s distress 
as mediated by dysfunctional parenting strategies 
(Smith et al., 2008; Smith & Hancock 2010), which 
may exacerbate the adjustment difficulties the child 
is experiencing and further undermine the grandpar-
ent’s efficacy as a parent.

Parenting is a promising avenue for clinical in-
tervention (see Dolbin-MacNab, Stucki, & Natwick, 
2019), as among grandparents, parenting stress and 
ineffective parenting have been associated with psy-
chological distress and compromised physical health 
(Dolbin-MacNab, 2006). Moreover, as noted above, 
ineffective parenting practices, often stemming from 
grandparents’ own psychological distress, have also 
been linked to grandchildren’s behavior problems 
(Smith & Palmieri, 2007; Smith et al., 2008). Yet, par-
enting skills training can improve grandchild behavior 
problems, grandchild relationship quality, parenting 
confidence, and grandparent psychosocial functioning 
(Smith et al., 2018). 

Seeing Grandparents who Raise their 
Grandchildren in a Positive Light
In contrast to a view emphasizing the difficulties 
grandparent caregivers face in raising their grand-
children, custodial grandparenting has been recently 
redefined to reflect such persons’ strengths, including 
such qualities as resilience and resourcefulness, benefit 
finding, empowerment, and positive caregiving ap-
praisal, as well as protective factors such as social sup-
port and better health (see Hayslip & Smith, 2013). 
Indeed, the emphasis on a strengths-based or resilience 
perspective on custodial grandparenting is consistent 
with a more balanced view of custodial grandparent-
ing: that the experience of raising a grandchild has 
both positive and negative consequences linked to 
both the demands of parenting and the inner resourc-
es of grandparents themselves. Each needs to be un-
derstood to fully appreciate what raising a grandchild 
is all about.

Grandparent resilience, or the process of demon-
strating positive adaptation and positive outcomes 
despite adversity and risk can counteract the nega-
tive effects of stressors on grandparents’ physical and 
mental health. Because the skills leading to resilience 
can be taught, interventions designed to promote 
resilience, including enhancing protective factors 
(e.g. social support, better health management) and 
reducing risk factors (e.g., social isolation), are fruit-
ful avenues for promoting grandparent well-being 
(Dolbin-MacNab, Roberto, & Finney, 2013; Dolbin-
MacNab, Stucki, & Natwick, 2019; Dolbin-MacNab, 
2006; Musil et al., 2019).

Grandparent resilience (Masten, 2001) can thus 
counteract the negative effects of stressors on grand-
parents’ physical and mental health. In this respect, 
Hayslip et al. (2013) found that resilience mediated 
the relationship between stress and psychosocial func-
tioning among custodial grandparents. Equal atten-
tion should thus be given to enhancing protective 
factors (see Bigbee, Boegh, Prengaman, & Shaklee, 
2011) and reducing risk factors, in promoting grand-
parent caregiver well-being (Yancura, Greenwood-
Junkermeier, & Fruhauf, 2017). Also important is 
to provide grandparents with opportunities to bring 
forth those inner qualities reflecting resilience.

The importance of emphasizing custodial grand-
parents’ strengths is underscored by the family trauma 
they have faced and the variety and intensity of the 
stressful experiences confronting such persons (Lee 
& Blitz, 2014). This is especially critical in that some 
custodial grandparents are facing multiple challenges 
(e.g., poverty and disability, raising multiple and/
or problematic grandchildren, simultaneously caring 
for an older parent or an ill spouse) with minimal 
resources for doing so (Fuller-Thomson, 2005; Kop-
era-Frye, 2009). As social support may be protective, 
efforts to avoid isolation, actively interconnect grand-
parent caregivers, and make available support groups 
accessible, given their benefits (Strozier, 2012), are all 
important in increasing resilience and/or making its 
manifestations more apparent. Evidence also suggests 
that training to facilitate empowerment is also effec-
tive (Cox, 2008; Whitley et al., 2013).

Good physical and mental health is also protective 
in nature for custodial grandparents, though not all 
research supports this conclusion (see Cox, 2019; Yor-
gason & Hill, 2019). One reason for these mixed find-
ings is that social support may be a prerequisite for 
better physical health and may mediate the relation-
ship between poorer health and depressive symptoms 
(Hayslip, Blumenthal & Garner, 2014, 2015). Im-
portantly, the impact of caregiving on grandparents’ 
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physical health is relative to the presence of other fac-
tors (e.g., prior health status, intensity and recency of 
caregiving, social support), and whether the data are 
cross-sectional or longitudinal. 

Policy Implications for Grandfamilies
In the context of the many challenges faced by grand-
parents raising their grandchildren, Cox (2019) has 
discussed a number of issues that reflect the impor-
tance of and need for a policy-oriented framework 
with which to view and support such persons. Among 
such issues is the reality that many grandparents are 
informal caregivers for their grandchildren as a func-

tion of a family crisis or associated with being an im-
migrant. Being an informal caregiver undermines the 
grandparent’s legal ability to obtain education and 
health care for grandchildren, where only twenty-
eight states give grandparents authority to enroll a 
child in school and forty-two states enable the grand-
parent to make medical decisions for the grandchild 
(Cox, 2019). Many states (e.g., Georgia, Maine, and 
Connecticut) have enacted legislation that recognizes 
the status and needs of informal kin caregivers to care 
for their grandchildren (see Cox, 2019).

In the event child welfare finds it necessary to re-
move a child from the home (e.g., when abuse has oc-
curred), twenty-seven states have enacted legislation 
to give preference to a family member in such cases 
versus placing the child in foster care (Cox, 2019). 
This minimizes the adjustments a child would oth-
erwise be forced to make in encountering an entirely 
new family environment, wherein there are no guar-
antees that such placements will work out. This has 
been formalized at the federal level via the Fostering 
Connections to Success and Increasing Adoptions 
Act of 2008. This legislation facilitates immedi-
ate placement with relatives and links caregivers to 
services via the establishment of Kinship Navigator 
programs and providing support to a child’s guardian 

via the Guardian Assistance Program. Relatedly, the 
2008 Act makes it easier for relatives to become li-
censed foster caregivers and provides them with more 
financial assistance than they would receive as infor-
mal caregivers through the Temporary Assistance for 
Needy Families program (TANF). To date however, 
grandparents raising their grandchildren have under-
utilized TANF benefits (Cox, 2019). Additionally, the 
National Family Caregiver Support Program (NFC-
SP) established in 2000 provides grants to states to 
fund grants to caregivers providing care to children 
under the age of eighteen in their homes; information, 
help in accessing services, counseling, and respite care 
are some of the benefits grandparent caregivers might 
receive through NFCSP. 

Most recently, several Federal initiatives have been 
enacted that will have a direct impact on grandpar-
ent caregivers. The Family First Prevention Services 
Act was signed into law in early 2018. Its aim is to 
keep children out of the foster care system by provid-
ing more assistance to families of origin and extended 
family members in relying upon evidence-based cri-
teria for program eligibility to receive financial assis-
tance, mental health care, substance abuse prevention 
and treatment, in-house parenting skills training, and 
kinship navigator assistance. The Family First Act im-
proves licensing standards that enable the placement 
of children-at-risk with relatives, as well as to helping 
families afflicted with opioid addiction to be better 
able to cope and continue to safely raise their children. 
In the event that children are placed with licensed 
family foster caregivers, the child’s well-being, safety, 
and permanence of this placement with extended 
family are paramount (Generations United, 2019). 

The other major federal legislation impacting 
grandfamilies is the Supporting Grandparents Rais-
ing Grandchildren Act (S 1091) passed into law in 
late 2018. It establishes a Federal Advisory Council 
to assist the Department of Health and Human Ser-
vices in educating the public, as well as establishing 
best practices and resources to assist grandparents 
raising their grandchildren. A central component of 
this Advisory Council is making proactive efforts at 
outreach to states, local entities, service providers, and 
grandparent caregivers themselves to identify gaps in 
service and unmet needs to enhance grandparents’ 
mental and physical health and psychosocial adjust-
ment. Beyond these efforts, several bills focusing on 
state support for grandparent caregivers (Supporting 
Caregivers Act), preventing child abuse (Help Grand-
families Prevent Child Abuse Act), and enhanced 
funding for the Family First Act (Family First Tran-
sition and Support Act of 2019) are being discussed 

In the event child welfare finds it necessary 

to remove a child from the home, twenty-

seven states have enacted legislation to 

give preference to a family member in such 

cases versus placing the child in foster care.
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in Congress. Moreover, efforts by Generations United 
(an organization advocating for grandfamilies and 
kinship caregivers based in Washington, DC) to en-
hance Kinship Navigator Program appropriations by 
Congress are ongoing.

As pointed out by Cox (2019), policies in support 
of grandfamilies need to reflect their needs, especially 
as they relate to “what is in the best interest of the 
child.” Supporting grandparents who are raising their 
grandchildren financially, emotionally, medically, and 
with regard to needed services that are both afford-
able and accessible is key to the well-being of not 
only the grandparent-grandchild dyad, but to the 
extent that such polices are preventative, they can 
help avoid the necessity for grandparents to step in 
when the adult child is either unable or unwilling to 
care for his/her child in a competent and loving man-
ner. Indeed, focusing on policies supporting grand-
families underscores the intergenerational and 
contextual dimensions of raising a grandchild, cen-
tralizes the critical role that grandparents play in 
their grandchildren’s lives, and makes it more likely 
that challenges can be overcome and problems can be 
solved in a manner that enhances the quality of life 
for both grandparent and grandchild. •CSA 

Dr. Bert Hayslip Jr. received his doctorate in ex-
perimental/developmental psychology from the 
University of Akron in 1975, and is currently Regents 
Professor Emeritus at the University of North Texas 
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■ RESOURCES
American Association of Retired Persons Grandfamilies Guide: 

valuable sources of information for grandparent caregivers. 
https://aarp.org/realtionships/friends-family/

Generations United. An advocacy-based organization in Washington, 
DC whose mission it is to improve the lives of children via 
intergenerational programs and efforts to foster more positive 
intergenerational relationships. 80 F St. NW, Washington, DC 
2020289-3979, https://www.gu.org

Daily Strength. An online support group for grandparents raising 
grandchildren

USA.gov has a website dedicated to grandparents raising their 

grandchildren-a valuable source of information regarding 
benefits and programs

Grandfamilies: The Contemporary Journal of Research, Practice, 
and Policy. A valuable academic resource for teachers, 
practitioners, policy-makers, and researchers regarding 
grandparents raising grandchildren.
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Relinquishing the car is a major turning point in the lives of many older 
adults. Family members can prepare and help ease the transition 
in a variety of ways. BY ERIN DW YER, CSA AND LINDA JARRETT

Factors Affecting Driving as We Age:  
IS IT TIME TO RETIRE THE CAR KEYS?

Whether they are sixty-five or eighty-five, for 
older adults a car is more than a means of 
getting from one place to another. It is a 

symbol of their independence, perhaps their last and 
only symbol. That’s partly why it’s so difficult to ac-
knowledge when it is time to give up the keys. It’s 
usually family members who notice that the older 
driver has become a danger to himself and others 
on the road. Should they insist that he give up his 
independence? Turn to others for help? How should 
family members approach this most delicate of topics?

Most older drivers are safe drivers. They are more 
likely to wear seat belts, less likely to speed, drive un-
der the influence of alcohol or drugs, and talk on the 
phone or text. However, in a two-car fatal collision 
where one driver is seventy or older, the older driver 
is 3.5 times more likely to suffer serious trauma or 
die than younger drivers. The most recent figures from 

the U.S. Census Bureau indicate that as of July 2015, 
47.8 million people were age sixty-five and older in 
the United States (Transportation Research Board, 
2019). Aging impacts people differently, but the fact 
remains that older adults accounted for 18 percent of 
all driver fatalities in 2017 (Transportation Research 
Board, 2019).

Physical Impediments
According to Keefe’s Blueprint for Care (2012), as 
people age, their visual acuity and peripheral vision 
declines. An older person’s retina absorbs about one-
third of the light received by a 20-year-old. Cataracts 
become common and can interfere with vision, caus-
ing glare or halos. “A driver with cataracts is 2.5 times 
more likely to have an accident, and that risk becomes 
higher at night or in inclement weather,” Keefe writes 
(2012, p. 90). Hearing loss, which affects 33 percent 
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of drivers over sixty-five, presents a danger if a senior 
cannot hear an approaching siren.

Aging also changes reaction time; an older adult 
might not hit the brakes quickly enough to avoid an 
accident. Physical changes occur, such as joints getting 
stiffer and affecting the neck, upper body, and lower 
body. For instance, the older driver may not have a 
full range of motion to be able to turn his or her head 
far enough to the left or right to see oncoming traffic.

Then there is the subject of medications, which can 
affect vision and response times. Many prescription 
drugs, and some over-the-counter medications, dis-
play a warning not to drive when taking them because 
they can cause drowsiness. Additionally, medications 
could have a dangerous effect on driving ability if not 
taken as prescribed.

Approaching the Conversation
When their adult children begin noticing little signs 
that, maybe, the time has come to have the conversa-
tion about relinquishing the keys for a safer means 
of transportation, how does the family approach that 
subject?

Throughout their lifetime, children have looked 
to their parents for advice, whether it be as major as 
buying a new house, or as minor as how to celebrate 
a holiday. Now, however, they find themselves thrust 
into the awkward and uncomfortable position of be-
ing “the parents,” the responsible ones in charge of 
helping their parents make a decision that affects their 
lives. The question becomes: How does one approach 
this ticklish subject with one’s parent? 

The first step is to gather as much information as 
possible about the risks that older drivers face — risks 
about which they probably are not aware, since they 
have been driving all their lives and, so far, everything 
has been fine. If family members have noticed signs of 
dementia or Alzheimer’s disease, older drivers may or 
may not realize this. Even if they have, admitting the 
possibility frightens them.

Maybe family members have noticed a few dents 
on their parent’s car, or scrapes on the mailbox or side 
of the garage. This might be a good time to take a 
drive with an aging loved one and surreptitiously as-
sess driving skills.

Levine’s Navigating Your Later Years for Dummies 
(2018) gives the following signs that may indicate that 
an individual’s driving skills are diminishing:

• hitting the curb,
• driving too slowly,
• other drivers honking at them,
• riding the brake,

• not signaling,
• not noticing traffic signs,
• drifting into the other lane,
• getting confused at exits,
• confusing the gas and brake pedals, and
• difficulty seeing while backing up.

Starting the Conversation
After driving with an older adult and noticing some 
of these signs, family members may realize that the 
time has come. How should they have “the conversa-
tion”? First, they need to prepare because it will not 
be comfortable. 

They need to ask how the older adult feels about 
his or her driving. Has she had any accidents, however 
slight? Is he easily distracted? Do cars or people seem 
to appear out of nowhere? Have friends said they are 
worried about the older adult’s driving? Does the old-
er person get lost, even on familiar roads? Listening 
skills are critical to the conversation. Allow plenty of 
time for him to answer and acknowledge his respons-
es. Just as important as initiating this conversation is 
listening to what your aging loved one has to say. 

Listening Like a Pro
In Beyond Driving with Dignity: The Workbook for 
Families with Older Drivers (2010), Gurwell and Ross 
give the following guidelines for effective listening 
techniques:

• Be a good listener and maintain eye contact.
• Let the other person vent their fears, frustrations, 

and other important feelings.
• Show that you’re interested in what the other 

person has to say.
• Give your full attention to the person who is 

speaking, and let him or her finish before you 
begin to speak. (You can’t really listen if you are 
busy thinking about what you want to say next.)

• Fight distractions.
• Concentrate on what is being said.
• Don’t interrupt.

A subject this big and involved will, no doubt, take 
more than one conversation, but the initial conversa-
tion will get the older adult thinking about his or her 
driving skills, or lack thereof. At this point, an aging 
loved one may realize where a child is going with this 
line of talk, and family members need to be as tactful 
and calm as possible. They should have a line of con-
versation planned out, because once this talk has be-
gun, “talking points” need to be at hand so no one will 
be drawn off the subject. Family members can keep 
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on topic by stressing driving skills, not the driver’s 
age. Older adults are aware of their age, and probably 
know their skills are not what they used to be, but 
they have compensated by driving slower and staying 
in familiar territory. 

Family members can avoid putting the older adult 
on the defensive by using “I” messages instead of “you” 
messages. Starting the talk by saying, “I am getting 
worried about your driving,” instead of saying, “Your 
driving worries me,” indicates that the person is con-
cerned for the safety of the older adult, rather than 
making the family member seem like the arbitrator of 
the older adult’s driving habits. 

Empathy is critical. Family members should put 
themselves in their parent’s shoes and imagine how 
they would feel if the situation were reversed. In the 
eyes of the older adult, he or she is being asked to 
give up independence. While that is not entirely true, 
nonetheless, that is how the older adult will see it.

Providing Alternatives
The older driver may say, “I’ve been driving for sixty 
years and have never been at fault for an accident.” 
While that may be an admirable boast, Matt Gurwell, 
founder of Keeping Us Safe, says, 

“Unfortunately, past behavior is not a valid predic-
tor of future performance.” He adds, “According to 
the American Automobile Association (AAA), we 
are outliving our ability to drive safely by seven to ten 
years, further supporting the notion that we all need 
to improve our visionary skills, as we will not always 
be able to hang our hat on a historic look back on our 
driving performance” (n.d.). Focus on the safety is-
sue while reassuring the older adult that she can still 
maintain her independence. The goal is not to impede 
her living, but to ensure no one will suffer harm from 
an auto accident. 

Evaluate Driving Ability 
If the conversation is not going well, suggest having 
the person’s driving skills evaluated by a third party. 

Keeping Us Safe is an organization dedicated to 
helping older drivers. It recommends Beyond Driv-
ing with Dignity: The Workbook for the Families of Older 
Drivers, or a proprietary Enhanced Self-Assessment 
Program for older drivers administered by certified 
Beyond Driving with Dignity professionals. The orga-
nization is on the Web at https://www.keepingussafe.
org, or reach out to them by phone 877-907-8841 or 
email info@keepingussafe.org.

AARP offers a Smart Driver course in classrooms 
and online at https://www.aarp.org/auto/driver-
safety/driving-assessment that helps all drivers, not 

just seniors, assess their driving skills. By taking it 
together, the older driver and family member might 
ease the way into having a conversation about driv-
ing capability. Raising the subject could lead to more 
productive conversations down the road. The goal is to 
have a solution before an accident occurs.

Alternative Transportation
Have some transportation options ready to share. 
While this may be the first of many discussions, hav-
ing a list of viable transportation options will go a 
long way to assure the older driver that the object is 
not to take away independence, but to increase safety. 

Ride-share services such as Uber and Lyft are a 
lifesaver. Family members can explain how they work 
and install the app for their loved one. If the older 
person is beyond using the technology, a call from a 
family member is all that’s needed to schedule a ride. 
A voice assistant (such as Amazon’s Alexa) can also 
hail a ride, or use phone service GoGo Grandparent. 
Furthermore, both Uber and Lyft have partnered with 
third parties to increase access for older adults, elimi-
nating the need to use an app. Jitterbug phones will 
summon a ride via GreatCall, and many healthcare 
organizations provide ride-share options for their 
older clients. 

Friends and neighbors of the older adult can be en-
listed ahead of time to provide essential rides, whether 
free or for a fee. It’s comforting to know that neighbor 
“Fred” or best friend “Susie” will chauffeur a loved one 
to appointments and on errands. Family members can 
also take on some of these duties if they live nearby. 

Churches and other faith-based organizations 
often provide volunteers to take seniors to their ap-
pointments or shopping. 

Taxis may be the method of choice for some older 
adults, although this choice may prove more expen-
sive. Public transportation can be a great option when 
it is available nearby. Family may be able to help out 
by researching routes to professionals and stores, and 
perhaps accompanying the older adult as they get 
used to using the bus, light rail, or subway.

Rides In Sight shows transportation options in 
your area that serve older adults and others with visual 
impairments. For help in finding the best option, call 
the free hotline (855) 607-4337 or visit the Web page 
www.ridesinsight.org.

Dementia, including Alzheimer’s, Alters 
the Conversation
According to the Alzheimer’s Association (2020), an 
estimated 5.8 million Americans were living with Al-
zheimer’s dementia in 2019. This number includes an 
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estimated 5.6 million people age sixty-five and older.  
While having a conversation with an able-bodied 
older adult about his or her driving ability might be 
uncomfortable, having that same conversation with 
one suffering from dementia will be twice as difficult. 
One of the first things lost to the disease is the ability 
to see one’s impairment. 

Grandma finds herself at the bank and does not 
remember how she got there, or why. Grandpa leaves 
to go to the grocery store, and ends up lost, calling his 
son from the next town over. 

Confronting an older driver with proof of this pro-
gressive illness will not be pleasant, and may lead to 
conflict since the person suffering from dementia does 
not believe anything is wrong. Harvard Health Pub-
lishing (2008) offers some suggestions to engage the 
person with Alzheimer’s or another form of dementia. 

• Start the discussion as soon as the person is diag-
nosed with dementia. Discussing driving can be 
combined with talking about other aspects of care. 

• Document the person’s driving ability by having 
relatives or close friends drive with him or her. 
Have those people make notes on specific inci-
dents they witness.

• Having a physician present for the conversation 
may help avoid any conflict when emotions run 
high. 

• Telling the older adult about the situations when 
poor choices were made might help in convincing 
Grandma or Grandpa that giving up the keys 
would be safer for everyone.

There’s no denying that taking away the option of 
hopping in a car to run errands, visit friends, or access 
healthcare is difficult at best. However, using a vari-
ety of thoughtful techniques can ease the discomfort. 
“Forewarned is forearmed,” and the more information 
we have at our fingertips, the less painful having to 
talk to parents or grandparents will be. The conversa-
tions spring from love and concern. The object, after 
all, is keeping the older adult and others safe. •CSA

■ RESOURCES
The Eldercare Locator, made available by the U.S. Administration 

on Aging, will find agencies to help older adults in every U.S. 
community, and will help find the nearest Area Agency on Aging. 
Reach the locator at www.eldercare.gov or 800-677-1116.

AAA Foundation for Traffic Safety-Supplemental Transportation 
Programs is a series of community-based organizations to help 
older adults stay mobile after they have “retired” from driving. 
Reach the foundation at www.seniordrivers.org or 202-638-
5944.

The National Center on Senior Transportation works to “increase 
transportation options for older adults and enhance their ability 
to live more independently within their community.” Reach the 
center at www.seniortransportation.easterseals.com or dial 
866-528-6278.

Additionally, many grocery stores and pharmacies will make home 
deliveries.

Erin Dwyer has her MS in Speech-Language Pathol-
ogy, is a Beyond Driving with Dignity professional, and 
is a Certified Senior Advisor. She owns and operates a 
residential placement and Eldercare consulting com-

pany in St. Louis, Missouri called Senior Care Authority. Erin loves help-
ing older adults and their families find the best senior living and care 
options along with helping clients determine when to retire from driv-
ing. When not working with clients, Erin can be found playing music or 
hanging out with her six teenagers, husband, two dogs, two cats, and 
nineteen fish from her big, beautiful, blended family.

Linda Jarrett has made writing her career for thirty 
years writing for AAA Midwest, Southern Traveler, and 
the St. Louis Post Dispatch among other publica-
tions. She is interested in traveling, meeting people, 

and experiencing all life has to offer. When she is not writing, she 
does mission work for her church which involves traveling to disaster 
areas, and she is active in Moms Demand Action for Gun Sense in 
America. Linda has a passion for animals and has rescued five dogs 
and five cats over the past years and is now looking for a senior dog. 
She is also writing a novel, which is not easy since her cats like nap-
ping on her keyboard!
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Palliative care is great in theory and 
often in practice, but Medicare’s 
reimbursement system for hospice 
providers leaves much to be 
desired and sometimes raises 
grave concerns. BY MIKE KLUG, JD, 

CONSULTANT TO THE SMP NATIONAL 

RESOURCE CENTER 

Medicare’s hospice benefit enables terminally 
ill beneficiaries to live as physically and 
emotionally comfortable as possible at the 

end of life. Through a palliative approach to care that 
combines a wide range of medical, social, and spiri-
tual counseling services, hospices, at their best, deliver 
care that enables patients to die free of pain and with 
dignity. For many beneficiaries and their families, 
Medicare’s hospice benefit is key to a “good death” in 
familiar surroundings. But for some, the hospice expe-
rience is less than positive and can be harmful. 

 This article provides an overview of Medicare’s 
hospice benefits, payment system, eligibility and elec-
tion rules, and systemic issues that create the poten-
tial for significant patient harm. It concludes with 
guidance for professionals if they encounter concerns 
about a hospice provider. The article draws mainly on 
the analysis and findings of three reports issued in 
2018 and 2019 by the U.S. Department of Health & 
Human Services Office of Inspector General (OIG) 
about the Medicare hospice program’s vulnerabili-
ties and associated risks and the need for additional 
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safeguards to prevent maltreatment and abuse for 
some of society’s most vulnerable members.

Medicare’s Hospice Benefit Program
Congress added a hospice benefit to Medicare’s Part 
A Hospital Insurance program in 1983. Since then, 
utilization has grown to a point where roughly 1.5 
million beneficiaries receive hospice services annually. 
In 2017, 64 percent of Medicare hospice patients were 
eighty years old and older. The average length of stay 
for patients who died in hospice care was 86.8 days; 
the median length of stay was 18 days. That same year, 
Medicare paid nearly $18 billion to more than 4,800 
Medicare-certified hospice providers, of which 69 
percent were for-profit entities, 27 percent were non-
profit, and 4 percent were government run. 

CERTIFICATION AND ELECTION
Medicare’s coverage for hospice care starts after a 
hospice physician and the patient’s attending physi-
cian (if available) certify that a patient has a terminal 
condition with six months or less to live if the illness 
runs its normal course, and the beneficiary signs a 
hospice election form that affirms a decision to waive 
curative care for the terminal condition (2008). This 
means the patient is choosing care to relieve and con-
trol the symptoms of a terminal condition rather than 
cure it. While Medicare has basic requirements for 
the election statement’s contents, hospices design and 
print their own election forms. Thus, hospice elec-
tion statements vary in appearance and may differ in 
content. 

A hospice physician can initially certify a patient’s 
terminal illness without an in-person examination. 
Medicare rules only require a face-to-face encounter 
when the time comes to recertify a patient’s terminal 
condition on the 180th day of hospice enrollment and 
every 60 days thereafter. It is important to note that 
these recertification visits are the only physician visits 
that Medicare specifically requires while a person is 
under hospice care. 

A beneficiary or designated representative can re-
voke an election for hospice care at any time and re-
turn to the regular “curative” benefits in a beneficiary’s 
coverage with Original Medicare or a Medicare Ad-
vantage plan. The revocation must be in writing and 
must include a signed statement revoking the hospice 
election and the revocation’s effective date. As with 
the election statement, there is no standard revocation 
form. Oral revocations are not acceptable. Hospice 
patients also have a right to transfer from one provider 
to another, and must file a signed statement with both 
providers to effect the transfer. 

COVERED SERVICES AND BENEFITS
For those who qualify, Medicare covers an array of 
hospice and palliative care services including: 

• Nursing care
• Physician services
• Counseling and social worker services
• Hospice aide services (similar to covered home 

health aide services)
• Homemaker services
• Short-term hospice inpatient care for severe 

symptom management and control
• Short-term respite care for caregivers
• Drugs and biologics for symptom control
• Supplies (e.g., oxygen tubing, nasal cannulas, 

creams, and ointments) 
• Medical equipment (e.g., oxygen concentrators 

and tanks, hospital beds, and commodes)
• Physical, occupational, and speech therapy
• Bereavement services for the patient’s family
• Other services, as needed, to palliate the terminal 

illness and related conditions 

FOUR LEVELS OF CARE
Medicare’s hospice benefit has four different levels 
of care: routine home care, continuous home care, 
inpatient respite care, and general inpatient care. 
Medicare participation rules require hospices to de-
liver all four levels of care as needed to their patients. 
The vast majority of Medicare hospice claims involve 
routine home care in a patient’s home or residence, 
including assisted living facilities and nursing homes. 
The continuous home care level is often called “crisis 
care” because Medicare’s payment rules specify that 
it may be provided only during short-term crisis pe-
riods when needed to maintain the patient at home. 
Care at this level consists mainly of nursing services 
to palliate or manage uncontrollable pain or acute 
symptoms. 

The two inpatient care levels meet different needs. 
Respite care covers occasional, short-term, inpatient 
stays to give a needed break to family members or 
others who are caring for the dying person at home. 
Respite care may only be provided in a Medicare-
participating hospital, hospice inpatient facility, or a 
Medicare- or Medicaid-participating nursing facility. 
Medicare covers respite care up to five consecutive 
days at a time. Medicare covers general inpatient care 
when patients need a short-term, inpatient stay to 
control pain or manage acute or chronic symptoms 
when they cannot feasibly be treated in other care 
settings, such as their own residence. Hospices pro-
vide care at this level in an inpatient unit operated 
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by the hospice itself or under arrangements with a 
hospital or skilled nursing facility (SNF). 

PAYMENT SYSTEM
Medicare sets separate daily payment rates for each 
hospice level of care. In 2020, Medicare pays $194.50 
per day for the first 60 days of routine home care. This 
rate decreases to $153.72 per day after the 60th day 
of hospice enrollment. The rates for the other care 
levels are $450.10 per day for inpatient respite care, 
$1,021.25 per day for general inpatient care, and up 
to $1,395.63 per day for continuous home care (paid 
at $58.15 per hour). Medicare reimburses providers 
for each day a patient is enrolled in hospice, regardless 
of the type or number of services provided. In turn, 
Medicare expects hospices to assess patients and then 
develop individualized care plans that detail the vari-
ous services, equipment, medications, and supplies pa-
tients need at one of the four levels of care. A hospice 
physician, nurse, and other members of an interdis-
ciplinary care team are to review and revise the care 
plan at any point to address changes in the patient’s 
condition, but no less than every 15 days. Hospices 
must provide all drugs and biologicals needed for the 
palliation and management of pain and symptoms 
stemming from a patient’s terminal illness and related 
conditions. 

For most services and items, Medicare’s payment 
to the hospice provider covers the cost of care in full. 
Out-of-pocket liability is generally limited to a $5.00 
copayment for palliative drugs and biologicals and a 5 
percent coinsurance charge for each day of Medicare-
covered respite care (approximately $22.50 in 2020). 
Patients also may be liable for the cost of care that 
Medicare does not cover as determined by the hos-
pice. Treatment for a condition completely unrelated 
to the terminal condition, such as an injury caused 
by a fall, remains available to patients through their 
Original Medicare (Parts A and B) or Medicare Ad-
vantage plan coverage. 

Vulnerabilities and Patient Harm 
The OIG’s three recent hospice reports document an 
alarming array of vulnerabilities in Medicare’s hospice 
benefit that put patients at risk for significant harm 
(2018). These systemic weaknesses stem, in part, from 
the hospice payment system’s incentives to limit care, 
the certification procedure’s susceptibility to manipu-
lation, and a lack of physician oversight in the delivery 
of care. These problems are all the more worrisome be-
cause the Centers for Medicare & Medicaid Services 
(CMS), the agency that administers Medicare, has 
little authority to impose sanctions against hospices 

that provide poor care short of excluding them from 
Medicare, an option CMS rarely uses. Here are some 
of the key points in the OIG’s reports. 

PAYMENT INCENTIVES AFFECT ACCESS TO 
CARE
Medicare’s current payment system, with its daily 
reimbursements regardless of the amount of care a 
hospice provides, creates incentives for providers to 
minimize their services and find beneficiaries with 
uncomplicated needs. In its Vulnerabilities in the 
Medicare Hospice Program Affect Quality Care and 
Program Integrity (2018) portfolio, the OIG reported 
that hospices typically provide less than five hours 
of visits from nurses, hospice aides, counselors, and 
volunteers per week to patients who reside in assisted 
living facilities. In one investigation, the OIG identi-
fied twenty-five hospices that did not report any visits 
made to more than two hundred beneficiaries resid-
ing in assisted living facilities. “Medicare paid these 
hospices,” the OIG observed, “a total of $2.3 million 
to care for these beneficiaries.” The OIG also found 
that many hospices seldom provide care on weekends, 
even though Medicare pays them to deliver services, 
as needed, around the clock and throughout the week. 

 The report raised several other concerns about 
access to care. The OIG found that many hospices 
provided only one level of care — routine home care 
— despite some patients’ apparent need for inpatient 
care and crisis care in the home. More broadly, in 
each year between 2006 and 2016, three-fourths of 
hospice patients did not receive a visit from a hospice 
physician. The OIG concluded that physicians should 
be more directly involved in patient care, especially 
for those whose uncontrolled pain or unmanageable 
symptoms require inpatient care. Medicare rules, 
however, don’t require physician visits except to recer-
tify a patient’s terminal illness at 180 days and beyond. 

UNINFORMED ELECTION DECISIONS
Beneficiaries and their caregivers do not always get 
essential information they need at the front end to 
make informed decisions about hospice care. The 
OIG observed in its Vulnerabilities (2018) portfolio 
that, “Hospices often provide incomplete or inac-
curate information about the benefit.” It found that 
some election statements did not mention, as the law 
requires, that beneficiaries are waiving coverage for 
certain Medicare services when they elect hospice 
care. Others inaccurately stated which Medicare ben-
efits were waived. The OIG also voiced concern that 
CMS doesn’t do enough to inform the public about 
the number, type, and severity of problems that state 
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survey agencies found through their mandatory as-
sessments of hospice performance. 

POOR CARE WITHOUT CONSEQUENCES
In Safeguards Must Be Strengthened to Protect 
Medicare Hospice Beneficiaries from Harm (2019), 
the OIG described several cases it found in state sur-
vey reports that illustrate how poor care or failure to 
act caused significant harm to patients. In one case, a 
patient with Alzheimer’s developed pressure ulcers to 
both heels within two weeks of electing hospice care. 
The sores worsened and turned gangrenous, leading to 
the amputation of the beneficiary’s lower left leg. In 
another case, a patient who relied on oxygen 24/7 and 
who used an albuterol inhaler for shortness of breath 
also needed respiratory therapy. While the hospice 
care plan called for respiratory therapy sessions one to 
three times a month, he received no respiratory thera-
py for more than two months and his condition dete-
riorated. In a third case, a hospice knowingly failed to 
address the repeated theft of a patient’s medications, 
including opioids, by a drunken neighbor. The state 
surveyors who reviewed the medical records cited 
each of the hospices for deficient care but, with limit-
ed sanction authority, could only require the hospices 
to prepare corrective action plans. 

DEFICIENCIES AND COMPLAINTS
In Hospice Deficiencies Pose Risks to Medicare Ben-
eficiaries (2019), the OIG found that 80 percent of 
the nation’s hospices were cited for one or more de-
ficiencies over a five-year period, meaning that they 
failed to meet a condition of participation (CoP) in 
the Medicare program. The CoPs detail Medicare’s 
various requirements for initial patient assessments, 
care planning, staff training, infection control, and 
much more. State agencies (often a department of 
health) assess hospice performance in light of these 
CoPs through periodic surveys or to investigate com-
plaints. Between 2012 and 2016, one-third of the 
nation’s hospices — nearly 1,500 — had complaints 
filed against them for concerns that included failure 
to manage pain and symptoms, patient rights viola-
tions, and patient neglect. State surveyors were able 
to substantiate about one-third of the complaints. The 
most common deficiencies involved poor care plan-
ning, mismanagement of aide services, and inadequate 
patient assessments. It also found that 903 of 4,563 
participating hospices, or 20 percent, had serious 
quality-of-care deficiencies. It further identified three 
hundred as “poor performers,” meaning they have a 
history of serious violations or at least one substanti-
ated severe complaint. 

Case Study
It can be difficult to absorb and process the pitfalls 
around hospice care. Following is a short case study 
example to put the information into practical terms.

 Mary elected Medicare’s hospice benefit a month 
after her doctor told her that she has terminal colorec-
tal cancer. As the cancer progressed, Mary showed 
signs of internal bleeding. Bruises appeared on her 
body and she was fatigued, prompting Mary’s attend-
ing physician to order a platelet transfusion to allevi-
ate the symptoms. Bill, Mary’s husband and caregiver, 
was taken aback when a hospice nurse informed him 
that they would not cover the platelets because they 
deemed the treatment as curative, not palliative. The 
nurse explained that physicians typically order costly 
platelet transfusions to address side effects of chemo-
therapy, a curative procedure. Bill disagrees with the 
hospice’s decision.

What should Bill do? He can try at least four 
strategies. 1) He can complain to the hospice’s ad-
ministrator about their narrow interpretation of the 
term “palliative.” 2) He can ask Mary’s attending 
physician to speak with the hospice’s medical direc-
tor about the need for platelet transfusions in cancer 
symptom relief aside from chemotherapy. 3) He can 
call the Beneficiary & Family Centered Care Quality 
Improvement Organization (BFCC-QIO), a Medi-
care contractor, to request “Immediate Advocacy” in 
response to a quality of care concern. 4) He can file a 
formal complaint with his state survey agency, asking 
it to investigate the potential for significant harm in 
Mary’s case.

Conclusion
Medicare’s hospice benefit provides many services 
designed to alleviate pain and other symptoms as-
sociated with terminal illness and to provide support 

ABOUT THE OFFICE OF INSPECTOR 
GENERAL

 The OIG was established to protect the integrity 
of programs, including Medicare, administered 
by agencies within the federal Department 
of Health & Human Services. With 1,600 
employees nationwide, the OIG conducts audits, 
investigations, and evaluations in an effort to 
identify and prevent fraud, waste, and abuse. 
The OIG also assists other federal and state 
agencies in developing cases for criminal, civil, 
and administrative enforcement. 
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for a terminally ill person’s caregivers and family. But 
incentives in Medicare’s payment system for hospices 
sometimes contribute to poor quality care character-
ized by a failure to provide medically necessary ser-
vices and supplies, inadequate care planning, injury, 
and neglect. Aging professionals should advise older 
persons and their families that hospices may differ 
greatly in the quality and access to care. Encourage 
them to compare providers before making a hospice 
election. Medicare’s star ratings on its Hospice Com-
pare website (see resources below) are a good place 
to start. •CSA 

■ RESOURCES
Aging industry professionals are well-positioned to help raise 

awareness about Medicare’s hospice benefit, the need to 
compare and evaluate different hospice providers, and steps to 
take when their clients run into problems. Resources that may 
help in this effort include: 

Fact sheets and flyers on hospice patient rights and protections are 
posted to the Office of Inspector General’s website at https://
www.oig.hhs.gov.

Medicare’s Hospice Compare website lists hospices by zip code and 
provides information about certain quality-of-care measures and 
family experiences with specific hospices. One can compare, for 
example, the percentage of caregivers who responded favorably 
to survey questions about getting timely help and the hospice’s 
communications with family members. The website also offers 
tip sheets and a checklist to compare hospices. Find it at 
https://www.medicare.gov/hospicecompare/.

State Health Insurance Assistance Programs (SHIPs) are a good 
source of information about Medicare’s hospice benefits and 
other covered benefits. Find your state contact information at 
https://www.medicare.gov/contacts/.

Two Beneficiary & Family-Centered Care Quality Improvement 
Organizations (BFCC-QIO) work as regional Medicare 
contractors to address quality of care concerns with Medicare-
participating providers and facilities, including hospices. The 
BFCC-QIOs offer an informal complaint resolution service called 
“Immediate Advocacy.” QIO staff contact the provider on the 
patient’s behalf when, for example, services are not provided 
as ordered or a facility fails to schedule a care team meeting 
requested by family members. Find the BFCC-QIO that serves 
your state at https://qioprogram.org/locate-your-qio. 

To file a hospice-related complaint or grievance about poor care or 
a violation of patient rights, start with the hospice administrator. 
The federal government offers tips for filing at https://www.
planprescriber.com/caregiver-resources/what-should-you-
do-if-you-have-a-complaint-about-hospice-care/. Medicare’s 
CoPs require hospices to document and address all alleged 
violations of mistreatment, neglect, or verbal, mental, sexual, 
and physical abuse, including injuries of unknown source, and 
misappropriation of patient property. State Survey Agencies 

receive and investigate complaints. These agencies certify that 
hospice providers can operate within a state, conduct regular 
inspections to assess hospice compliance with the CoPs, 
investigate complaints made by the public, and cite hospices 
for deficiencies when they fail to meet Medicare quality-of-care 
requirements.

The Senior Medicare Patrol is a nationwide community education 
program that helps Medicare beneficiaries, their families, and 
caregivers to identify and report fraud, errors, and abuse in the 
Medicare program, including fraudulent hospice activities. 
Funded by the federal Administration for Community Living, SMP 
staff and volunteers offer presentations and informational 
resources, including fact sheets, a video, and infographics about 
hospice fraud, errors, and abuse. Contact information for your 
state’s SMP is available at https://www.smpresource.org or by 
calling 1-877-808-2468.

Mike Klug, JD, works as a subject matter consul-
tant to the Senior Medicare Patrol (SMP) National 
Resource Center and SHIP National Technical Assis-
tance Center. Mike began his career as a trainer and 

writer for AARP’s Medicare-Medicaid Assistance Program (MMAP) in 
1985. He received his B.A. degree from St. Louis University in 1977 
and earned a JD degree from the University of Wisconsin Law School 
in 1984. He lives in Iowa City, Iowa.
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Business owners and leaders 
have good reason to put a lot of 
thought and effort into training and 
compensating entry-level workers. 
BY JENNIFER CR AFT MORGAN, PHD 

AND NIDHI JOSHI ,  MA



Becoming an Employer of Choice: 
Improved Recruitment and 
Retention at the Front Lines

The purpose of this article is to outline some 
promising strategies that have been used effec-
tively by some organizations to improve their 

standing in the community as employers of choice 
by addressing recruitment and retention challenges. 
These strategies are generally oriented toward im-
proving job satisfaction, thereby reducing intent to 
leave and, ultimately, turnover. A focus on improving 
recruitment and retention has multiple benefits for all 
three stakeholders — businesses, their workers, and 
their clients. An “employer of choice” is simply one 
favored by potential employees due to its advanta-
geous workplace practices. Any employer, no matter 
the starting point, can make inroads to achieve this 
coveted status.

The workers at the front lines of any organization 
directly determine the quality of services. Yes, lead-
ership is important. Yes, licensed and administrative 
staff need to be good coaches and supervisors (Sprowl 
& Coffey, 2020). But the frontline workers, the nurs-
ing assistants, activity workers, home health aides, 
care associates, dietary workers, housekeepers, main-
tenance staff, and assorted other roles, are the ones 
who deliver the vast majority of direct, hands-on care 
and support services to the older adults the company 
serves. These workers are the heart, faces, and hands of 
the organization. 

In short, these workers are essential, a word that 
has taken on new meaning in light of the global 
COVID-19 pandemic. Having well-trained, loyal, 
confident, and well-resourced workers has become 
even more important as context complexity increases. 
Skills such as juggling new reporting requirements, 
managing informal care partners, and navigating new 
requirements for protective gear require high-level 
problem-solving skills, confidence, and knowledge 
about their own important roles within the business. 

This attachment, loyalty, skill accrual, and pride is cre-
ated through strategies aimed at both recruitment and 
retention. 

Accommodating Frontline Workers 
Traditionally, aging services and supports have under-
invested in the preparation and continuing education 
of these workers. The training requirements of direct  
care workers across settings are incredibly low, often 
left up to individual employers, and often difficult to 
navigate for new entrants (Kelly, Morgan, Kemp & 
Deichert, 2020; Kelly, Morgan & Jason, 2013; Tyler, 
Jung, Feng & Mor, 2010). This is problematic given 
the responsibility these workers hold for keeping older 
adults safe, healthy, and engaged in meaningful lives. 
The frontline workers are the closest point of contact 
with older adults in long-term care communities. 

Research also has shown that workers need to have 
high levels of communication competency, problem-
solving skills, empathy, and an increasing need for cul-
tural competence, in addition to clinical skills, in order 
to be prepared to empower and engage older adults 
across settings (Berridge, Tyler & Miller, 2018; Kemp, 
Ball, Jason, Appel & Fitzroy, 2019; Tyler, Lepore, 
Shield, Looze & Miller, 2014). 

The EDEN alternative model further emphasizes 
the need for a decentralized management structure, 
which empowers the staff members to make decisions 
regarding the care plan of the residents to support 
dignity, choice, and quality of life (Barba, Tesh, & 
Courts, 2002).

New Model Needed
Vitale-Aussem (2019) emphasizes that organizations 
serving older adults tend to follow the tenets of the 
hospitality model when looking for ways to improve 
the training of staff. This model equips workers with 

[  b u s i n e s s  i n  a g i n g  ]
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customer service skills and offers amenities to help 
customers retreat, be pampered, and remove them-
selves from the hum-drum portion of their lives. This 
emphasis on providing luxurious accommodations, 
high-end food experiences, and catering to the whims 
of customers, she explains, is misplaced in supports 
and services for older adults. Organizations serving 
an older population are not hotels or resorts where 
people go for a couple of days to pamper themselves. 
These communities are homes for the older adults, or 
these organizations provide support in the homes or 
communities where older adults live. Rather than fo-
cusing on creating a vacation-like experience, business 
owners should be trying to make older adults feel at 
home wherever they receive services. This is not sim-
ply about comfort, but about these clients having a 
role, contributing to the running of their home, be-
ing a member of their community, feeling a sense of 
belonging, and being empowered to make the changes 
they want to see together with staff. 

This reframing of the role of organizations serving 
an older population is crucial to understanding how 
to recruit and retain high quality and highly capable 
staff. This reframing does three things: 1) It empha-
sizes how any organization is embedded in the com-
munity, 2) it reorients the mission of the organization 
from an unwavering focus on care, safety, and health 
to include empowerment and engagement, and 3) it 
acknowledges the inclusion and interdependence of 
older adults, their informal care partners, the organi-
zation’s staff, and other community partners involved 
in impacting client well-being (Kemp, Ball & Perkins, 
2013). For any individual organization, this transfor-
mation requires becoming an employer of choice in 
the surrounding community. Because organizations 
that serve older adults are embedded in the communi-
ty, becoming an employer of choice and being known 
as a great place to work with a meaningful mission 
can improve both recruitment and retention for the 
organization. This status ultimately lowers recruit-
ment costs (e.g. more applicants, more high-quality 
applicants) and improves retention of current staff — 
particularly those on the front lines of service.

A good deal of research has focused on direct 
care workers’ job satisfaction and turnover intentions 
across settings. Several types of factors are important 
in determining job satisfaction, intent to leave, and 
turnover: 

• organizational factors (not for profit, Medicaid 
participation), 

• frontline worker input into care planning, 
• supervisor support, 

• workload, 
• career opportunity, 
• perceived quality of care
• contingency factors (e.g. primary breadwinner 

status, single parenthood), 
• health insurance, and 
• compensation  

(Castle, Engberg, Anderson & Men, 2007; Kim, 
Wehbi, DelliFraine & Brannon, 2014; Morgan, 
Dill & Kalleberg, 2013; Dill, Morgan & Marshall, 
2013; Dill, Chuang & Morgan, 2014). 

This collection of strategies for becoming an em-
ployer of choice have been gleaned through a series 
of studies aimed at understanding successful employer 
practices and the contexts in which they work (Dill, 
Morgan & Kalleberg, 2012; Morgan & Farrar, 2015). 

Hiring and Onboarding
Recruitment should be a careful process to find both 
qualified and reliable hires. Beyond the requisite 
background and safety checks, organizations also have 
to make sure that the applicant is a good fit for the 
culture they are developing. Some promising strate-
gies include asking direct care workers to sit on hiring 
committees and implementing “walking interviews” 
conducted on the floors, where staff are included in 
assessing applicant interactions with residents and 
other staff. Developing relationships with local com-
munity colleges or other training providers, where 
students can do clinical rotations at the organization, 
gives an employer ready access to new entrants to the 
labor market. This relationship affords students a job 
preview and allows the organization to interview stu-
dents on an informal basis (Dill et al., 2012). These 
employers may also benefit by gaining leverage to rec-
ommend changes to the students’ curriculum, such as 
inserting important, employer-specific training needs. 

One of the most important aspects of this process 
is realistic job previewing, where applicants, especially 
new entrants to the field, have a chance to understand 
the realistic scope of the job expected of them. A high 
degree of turnover happens in the first few months of 
employment when workers are overwhelmed by the 
realities of direct care work (Morgan & Farrar, 2015). 
This migration can be mitigated by incorporating 
working interviews where applicants do some job 
shadowing and speak with direct care workers. When 
new people start a job, they are often provided train-
ing in the form of orientation. This is the opportunity 
for managers to help the new hires understand the 
mission, vision, and goals of the organization. On-
boarding often gets curtailed when organizations find 
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themselves working short, which can encourage turn-
over. Strong practices of supporting ongoing hands-
on training for staff, several-weeks-long processes of 
peer mentorship with competency checklists, getting 
to know individual new hires as people, and integrat-
ing them into the teams and work culture are critical-
ly important to provide new hires the tools to succeed 
and become empowered and engaged workers. 

Standardization of training materials is key. Core 
values must remain the same throughout different 
materials. The advantage of standardization is that it 
helps all employees stay in sync with the organization’s 
goals, avoiding internal conflicts. In a fast-paced work 
environment, a trainer can miss an important aspect 
of the job. A standardized outline can help trainers 
stay on track and make sure all the important points 
are covered. Every person learns differently. Some are 
visual learners, whereas others learn through readings. 
Encouraging direct care workers (DCWs) to use their 
senses as they learn is often a useful strategy. Skills 
such as active listening, observing, self-awareness, and 
self-management should be discussed and practiced. 
Employers should minimize lecture-based material 
(including lecture-based videos) and focus on using a 
variety of active methods such as role play, scenarios, 
discussion, and peer-learning strategies. The training 
material must be contextualized to particular roles to 
help the employees understand their valued place in 
the organization. An organization with a well-oiled, 
efficient, and thorough hiring and onboarding process 
will soon become known in the community as an em-
ployer of choice. Those who are quick to reimburse 
workers for any upfront training costs, offer full wages 
during training periods, and treat new hires with high 
levels of respect from the start earn a reputation in the 
community quickly as great places to work.

Compensation
Employers are constrained by budgets, reimburse-
ment/payor systems, and local labor markets in set-
ting wages and determining wage progression. What 
is often not considered is the cost of turnover. If this 
cost can be effectively reduced by becoming an em-
ployer of choice in the community, the savings can be 
reinvested into compensation strategies. A competi-
tive starting wage and compensation package are im-
portant to recruit highly qualified talent. In addition 
to wages, employers have had success in developing 
other compensation strategies that improve recruit-
ment and retention. Some strategies include offer-
ing affordable health insurance options — even for 
part-time workers (as low as .4 full-time equivalent, 
or 16 hours per week), improving pension plans and 

marketing these to older workers, and increasing the 
starting wage significantly above the community la-
bor market benchmarks. Paid time off policies are also 
part of compensation and can be critical for front line 
employees who have precarious lives outside of work. 
Because of meager paid time off policies, workers of-
ten feel they are pressured to come to work sick, or 
fear supervisor retribution if they need time to take 
care of themselves or sick family members. Workers 
with generous paid time off policies, holiday differ-
entials, and teams that work together feel valued and 
respected. They are much more likely to ask for time 
off than to quit when a crisis happens. Finally, small 
emergency cash grants ($100-$500) for help with un-
foreseen expenses can help build loyalty by allowing 
front-line workers to manage stressful financial situ-
ations in a way that minimizes their impact on work. 
The loans seem to work best when they are universally 
available, have quick turnaround, and require a mini-
mum of paperwork. 

Education and Career Opportunities
Career “lattices,” where employees can see how to 
move both laterally and up in an organization or a 
partnership of several organizations, can increase em-
ployee satisfaction and retention. Clear vertical (mov-
ing to a higher position) and horizontal (moving to a 
different department) pathways are essential (Morgan 
& Farrar 2015). Some organizations have been suc-
cessful in creating career ladders for frontline workers 
like direct care, entry-level, and administrative work-
ers, whereas others focused on mid-level positions 
such as nursing staff (Dill et al., 2012). Encouraging 
employees to move ahead on the career lattice by ac-
quiring education and training helps with retention. 
Further, it may also lead to better job performance due 
to greater commitment from employees which ulti-
mately leads to improved care for older adults (Dill 
et al. 2012).

Organizations serving older adults need to think 
about creating both educational and career opportu-
nities for frontline workers. Opportunities to gain cre-
dentials, degrees, and acquire competencies associated 
with internal and external career advancement often 
drive employer of choice status in communities. Eden 
Associate training offered by the Eden Alternative or 
Mental Health First Aid Certification through the 
National Council for Behavioral Health are some ex-
amples of certifications that improve skills for workers 
and could be incorporated into career advancement 
strategies. Some key projects include career maps with 
revised competency-based job tiers, and scholarship 
development with tuition remission (Dill et al., 2012; 
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Morgan & Farrar, 2015). Career maps help both 
new and incumbent workers understand pathways 
to positions with more responsibility and increased 
compensation. Clear demarcation of job duties and 
qualifications for each role can help the employees 
understand what is expected of them and give in-
dividuals in other roles clear pathways to advanced 
roles. Partnerships with other community employers 
can also lead to external career opportunities (Dill et 
al., 2012). These partnerships strengthen community 
labor markets and benefit both sending and receiving 
organizations. Sending organizations benefit because 
workers gain skills while they obtain credentials and 
are more engaged. Receiving organizations benefit 
from well-trained workers in established pipelines 
and improved recruitment. 

Organizations have also improved their employer 
of choice status by offering scholarships and/or grant-
ing tuition remission. Some organizations already 
partner with foundations that raise money for vulner-
able older adults and sponsor community events. The 
development of scholarship funds to provide stipends 
for educational expenses provide both a recruitment 
and retention win for employees at the bottom of 
the ladder. Training or tuition funds may also be al-
located to higher income workers who can afford to 
pay upfront costs of education. Many frontline work-
ers pass on the opportunities to gain formal training 
and certification because of cost (Dill et al. 2012). Tu-
ition remission allows educational institutions to bill 
tuition directly to the employer. By providing tuition 
remission, the managers can build a relationship of 
trust and interdependency between the organization 
and employee. This bond will motivate the employee 
to stay with the organization for a longer period of 
time and recommend it as a great place to work to 
others in your community. 

High Performance Work Practices
High-performance work practices (HPWP) seek 
to both improve job satisfaction and organizational 
outcomes through investment in human capital (Pfef-
fer, 1994; Burke, 2006). HPWP are typically imple-
mented as “bundles” of policies and practices that 
emphasize training, socialization, and rewards such as 
performance-based incentives and participative deci-
sion making (Appelbaum, Bailey, Berg & Kalleberg, 
2001; Sullivan, 2004). The idea is that bundled to-
gether, these practices are more effective in achieving 
improved organizational outcomes (such as improved 
recruitment and retention and, ultimately, improved 
quality of life) than they would be separately. Garman, 
McAlearney, Harrison, Song, & McHugh (2011) 

describe four domains of high performance work 
practice: staff motivation, frontline empowerment, 
talent acquisition, and leadership support. Practices in 
staff motivation focus on increasing workers’ awareness 
of, and personal stake in, the organization’s vision. 
Frontline empowerment focuses on reducing status dis-
tinction and providing an environment where workers 
feel secure. This could be achieved with supportive 
practices such as flexible or self-scheduling, or de-
centralized decision-making, where frontline workers 
are responsible for making decisions in the moment. 
Talent acquisition emphasizes systematic strategies 
for recruitment and hiring, as well as career and 
skill development opportunities (see above discus-
sion). Leadership support practices include awareness 
of how high performance work practices are aligned 
strategically with targeted organizational outcomes 
such as recruitment, retention, and improved quality. 
Chuang, Dill, Morgan, and Konrad (2012) found that 
the combination of creative input, supervisor support, 
team-based work, and flexible work arrangements was 
the most predictive of both job satisfaction and per-
ceived quality of care. 

Organizations serving older populations would 
do well to identify ways to improve human resources 
policies and practices related to these four areas si-
multaneously. Input into care planning and work 
processes has long been associated with key out-
comes. Asking for and providing regular, integrated 
opportunities for workers to offer suggestions, be 
consulted, and collaborate in work groups about work 
processes and care is key to improving organizational 
outcomes. Supervisor support, where a person-
centered relationship is formed between supervisors 
and workers and workers perceive that the supervisor 
advocates on their behalf, is also key. This dynamic 
is related to frontline worker empowerment, where 
workers feel safe to ask questions, make mistakes, 
and deliver information to supervisors. Team-based 
work practices, including co-worker support, are also 
important factors to becoming a great place to work. 
Finally, encouraging flexible work practices like self-
scheduling and flexible hours indicate trust between 
employers and workers, which supports high-perfor-
mance teams. 

Being an employer of choice is an informed strat-
egy, achieved by building a culture of retention in any 
organization. Strategies that amplify the values and 
mission of the organization and include frontline 
workers as full and valued members of the team are 
likely to improve recruitment, retention, and ulti-
mately improve the lives of older adults and their 
families. •CSA
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practice: staff motivation, frontline empowerment, 
talent acquisition, and leadership support. Practices in 
staff motivation focus on increasing workers’ awareness 
of, and personal stake in, the organization’s vision. 
Frontline empowerment focuses on reducing status dis-
tinction and providing an environment where workers 
feel secure. This could be achieved with supportive 
practices such as flexible or self-scheduling, or de-
centralized decision-making, where frontline workers 
are responsible for making decisions in the moment. 
Talent acquisition emphasizes systematic strategies 
for recruitment and hiring, as well as career and 
skill development opportunities (see above discus-
sion). Leadership support practices include awareness 
of how high performance work practices are aligned 
strategically with targeted organizational outcomes 
such as recruitment, retention, and improved quality. 
Chuang, Dill, Morgan, and Konrad (2012) found that 
the combination of creative input, supervisor support, 
team-based work, and flexible work arrangements was 
the most predictive of both job satisfaction and per-
ceived quality of care. 

Organizations serving older populations would 
do well to identify ways to improve human resources 
policies and practices related to these four areas si-
multaneously. Input into care planning and work 
processes has long been associated with key out-
comes. Asking for and providing regular, integrated 
opportunities for workers to offer suggestions, be 
consulted, and collaborate in work groups about work 
processes and care is key to improving organizational 
outcomes. Supervisor support, where a person-
centered relationship is formed between supervisors 
and workers and workers perceive that the supervisor 
advocates on their behalf, is also key. This dynamic 
is related to frontline worker empowerment, where 
workers feel safe to ask questions, make mistakes, 
and deliver information to supervisors. Team-based 
work practices, including co-worker support, are also 
important factors to becoming a great place to work. 
Finally, encouraging flexible work practices like self-
scheduling and flexible hours indicate trust between 
employers and workers, which supports high-perfor-
mance teams. 

Being an employer of choice is an informed strat-
egy, achieved by building a culture of retention in any 
organization. Strategies that amplify the values and 
mission of the organization and include frontline 
workers as full and valued members of the team are 
likely to improve recruitment, retention, and ulti-
mately improve the lives of older adults and their 
families. •CSA
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Compete With Strength By 
Building And Maintaining  
Your Online Reputation



Business owners serving older 
adults can improve returns 
dramatically by pumping up 
online search results. Here’s 
how. BY TIMOTHY ROWAN, MA 

AND ROGER MCMANUS, MBA

Compete With Strength By 
Building And Maintaining  
Your Online Reputation

Even those who recite the shopworn phrase “the 
Internet changes everything” often understate 
the true impact of that concept, particularly on 

often hard-to-define businesses such as senior-specific 
services. When the focus moved from TV and Yellow 
Page ads, which were directed to people within a de-
fined service area, to Google’s global reach and Yelp’s 
“walking distance” users, opportunities and pitfalls 
permanently changed. Small, local service businesses, 
such as home care agencies, attorneys, financial plan-
ners and others, want to attract the older population’s 
faraway adult child decision makers, but do not share 
a restaurant’s need to lure someone looking for the 
physically nearest recommendation. These in-between 
businesses can leverage online marketing tools, but 
they must deploy dramatically different strategies.

Ben V. operates a Medicare-certified home health 
agency and an affiliated, non-medical home care busi-
ness in Colorado. Both consistently report excellent 
patient outcomes. The Medicare side always scores in 
the high 4.x range on CMS’s Home Health Compare 
website. Nevertheless, the independent, standalone 
agency struggled for years to maintain a healthy cen-
sus, the premier measure of growth in a health-care 
business.

Among other strategies, Ben brought in an online 
marketing consultant who quickly determined that 
the company website was functional and attractive, 
with excellent search engine optimization (SEO) 
tools built into it. The next step, the consultant in-
formed him, was to see if the website was easy to find 
in a typical online search.

It was not. This is not the oxymoron one might sup-
pose. Strong SEO does not necessarily mean strong 
visibility in local search results. There is a good reason 
for that, but the explanation requires some unpacking. 

[  b u s i n e s s  i n  a g i n g  ]
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Note that, in this analysis, we will consistently use the 
Google search engine as our example because it ac-
counts for over 90 percent of online searches (Berry, 
2020). It is safe to assume the marketing principles we 
lay out hold true for Yahoo, Bing, Duck Duck Go, and 
other search engines.

Global SEO vs. Local SEO
Think of the difference between searching Google for 
the best price on a laptop computer, versus searching 
for the best restaurant within walking distance of your 
hotel. In the former, you want Google to search the 
globe. In the latter instance, you want three nearby 
results, not three thousand restaurants from Anchor-
age to Miami. 

Google meets these separate needs by sending any 
inquiry that specifies a locality to be searched through 
a separate algorithm it has dubbed “Google Local.” 
Rather than the familiar, multi-page results (“about 
3,040,000 results in 0.72 seconds”), Google Local dis-
plays what online marketers call a “3-pack.” A 3-pack 
consists of three business listings and a map, with dots 
on the map showing the location of each business. 
Also displayed is a less frequently used “More Busi-
nesses” button. Click on one of the three results and 
its “Google My Business” page (GMB) appears. More 
about that later.

Every business that needs to attract local custom-
ers must know and accommodate Google’s rules. Said 

another way, in order to strengthen online visibility in 
Google Local search results, a local business must pay 
more attention to local SEO than to global SEO. The 
two are distinct, but interdependent, marketing tools. 

It must be added, however, that businesses catering 
to older adults are different in yet a third way from 
restaurants and computer outlets. It is the difference 
in who actually conducts a search that informs how to 
manage online presence.

Who Conducts These Searches?
In Ben’s home health-care case, as is true for most 
service businesses catering to local older adults, the 
“shopper,” the person conducting the Google Local 
search, does not necessarily live nearby. Whether the 
business is home healthcare, a law practice, financial 
planning, or hoarding mitigation, as often as not, it is 
the adult child of the person needing the service who 
is querying Google. Yellow Pages ads and TV spots 
are wasted in an attempt to reach the exact person a 
local business needs to reach, the often-out-of-town 
decision maker for an elderly parent living nearby.

Here is where the most heavily weighted compo-
nent in the Google Local algorithm, location, comes 
into play (Danaher, 2015).

GOOGLE LOCAL ALGORITHM FACTOR 1: 
LOCATION 
It is not possible to evaluate a business’s Google Lo-
cal strength by searching one’s own company’s busi-
ness category from a company office (e.g.: “attorneys 
[my town]). Google knows where the inquirer is and 
seems to push the closest businesses to the top. Search 
from your desk and you are likely to be deceived into 
thinking you have done all you need to do to make 
your company visible online. The adult child across 
the country will not see the same results. A pair of 
recommended actions should help:

1. Ask a friend or relative at least 200 miles away to 
conduct the search.

2. Perform the self-search anyway, but not to evalu-
ate visibility. Finding a business with Google 
Local brings up the company’s “Google My Busi-
ness” page, the core of a business’s online reputa-
tion improvement effort. In our primer below, we 
walk through the steps of customizing this page 
for optimal marketing impact.

GOOGLE LOCAL ALGORITHM FACTOR 2: 
KEYWORDS
A second focus within the Google Local algorithm 
is search engine optimization itself. The keywords the 

FIGURE 1.
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distant adult child is likely to use in a query must be 
found as many times as possible on the company web-
site. Traditional SEO principles are beyond the scope 
of this article. Suffice it to say you want to keep your 
webmaster focused on SEO while you turn your at-
tention to Local SEO. 

GOOGLE LOCAL ALGORITHM FACTOR 3: 
REVIEWS
Whether it is a choice among nearby restaurants, far-
away hotels, or a plumber, the Internet has trained its 
users to accept the testimony of total strangers (Mur-
phy, 2019). Word-of-mouth, that recommendation 
from a friend or neighbor that carries more weight 
than TV and Yellow Pages ads, has moved from the 
telephone to the smartphone. 

Google recognizes this and adds a weighting for 
reviews to its algorithm. In addition to location and 
SEO, good and bad reviews of your business help 
Google decide how close to the top of a search, to that 
coveted spot in the “3-pack,” your business will land. 
The algorithm measures three factors (see Figure 1):

1. Total number of reviews
2. Average review rating on a 5-star scale
3. Review recency (When was it posted?)

A business owner’s three-part strategy to achieve 
Google Local dominance matches the algorithm:

1. Accumulate more reviews than the competition.
2. Encourage satisfied customers to post reviews.
3. Make it an ongoing effort so that fresh reviews 

appear regularly.

Psychological Awareness
A word must be added about strategy number two. 
Dissatisfied customers may never return and may nev-
er say why. They tend to just disappear. Angry custom-
ers, however, seem to be motivated to let the world 
know about their dissatisfactory experience with a 
business. When word-of-mouth occurred over the 
telephone, an angry customer might have convinced 
a handful of people to avoid a business. Today, one 
written review can reach millions of people. 

Achieving and maintaining a high average star 
rating requires a proactive effort. While negative re-
views will tend to appear organically, positive reviews 
can and should be encouraged. A single negative re-
view lowers a business’s average star rating. With rare 
exceptions, the only way to rebuild an average is to 
overwhelm it with a greatly superior number of posi-
tive reviews. Google will not remove a negative review, 

no matter how damaging it might be, unless it can be 
proven the content is: 

• slanderous (proof found within the text itself ),
• written by a competitor (proof is difficult), or
• mistakenly posted on your page when the 

customer’s experience was with a different com-
pany (should be open/shut, but is not always 
successful).

Even if one of these things is true, it is still an up-
hill, lengthy battle to convince Google to remove it. A 
professional’s time is better spent focused on efforts to 
bury the occasional negative review by accumulating 
dozens of positive ones. 

If Google will not remove a negative review, the 
next best thing is to respond to it. Never leave a nega-
tive review unanswered. Equally inadvisable is to ar-
gue with or criticize the review writer. Professional 
kindness and an offer to discuss the situation offline 
will ultimately pay off and can result in a positive im-
pact on the business’s reputation.

Remember: Responses to negative reviews are 
not addressed to the reviewer alone but to prospec-
tive customers as well. People who read reviews tend 
to base their decision as much on a business owner’s 
response to unhappy customers as they do on positive 
comments.

Figure 2 highlights review counts and star ratings 

FIGURE 2.
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of the 3-pack businesses from figure 1. Note that the 
review count ranges from zero to nineteen and the 
two businesses with at least one review rate 4.1 and 
5 stars. 

Note: Avoid the common misconception that a 
perfect, 5.0-star average produces the effect of mak-
ing your business appear superlatively attractive. It 
may have the opposite effect. In general, people savvy 
about online reviews tend to find five stars less be-
lievable, suspecting some manipulation has occurred. 
An average between 4.5 and 4.9 generates an aura of 
confidence that this business is honest and willing to 
admit it is good but not perfect.

Also, note that this sample search included a paid 
Google ad. Some businesses find this expense help-
ful, but it is usually not necessary. It is important to 
emphasize the superior power of “inverse market-
ing,” where clients contribute to a company’s repu-
tation (for free) with their comments. Purchasing 
the top spot, above the 3-pack, is traditional mar-
keting, where promotional language is used to build 
a company’s reputation. In general, people tend to 
believe their neighbor before a company’s marketing 
department.

GOOGLE LOCAL ALGORITHM FACTOR 4: 
CITATION CLAIMING
An additional key factor in Google’s algorithm is a 
score for a business’s appearance on other search and 
review websites. There are hundreds of these sites, 
bearing names such as “Kudzu,” “Wikiocity,” “Yellow 
Pages,” and “HotFrog.” 

There are two factors here. First, more is better. 
Second, consistency with the company’s Google list-
ing is critical. The bots Google sends out compare 
non-Google listings with GMB pages. The company 
that is listed on more of these websites, with data that 
identically matches its GMB page in the smallest de-
tail, appears more credible to Google. 

Although few people use these sites to search for 
services for their elderly parents, it is nevertheless im-
portant to “claim” these sites, expressly to be seen there 
by Google. The more of them claimed, and the more 
the listing matches the GMB page, the bigger “foot-
print” (influence) Google sees. This manifests itself in 
increased chances of landing in the coveted “3-pack” 
when people search via Google Local.

DEFINING “CITATION”
A citation is nothing more than the business’s 
“NAP” (name/address/phone number) in a direc-
tory. Most of these sites also allow a website URL 
to be included. Some welcome inclusion of pictures, 

videos, mission statements, or other promotional 
language. Nearly all are free, though some offer the 
opportunity to enhance a listing with advertising 
(McManus, 2019).

Equally important to the number of citations list-
ed is consistency. If any of the above elements varies 
from site to site, or from the GMB page, Google’s so-
phisticated crawler robots pick up the difference, even 
if it is as insignificant to the human eye as spelling out 
vs. abbreviating “avenue” or “boulevard.” Inconsistency 
results in less trust in a business’s online image, which 
translates into a less prominent appearance in Google 
Local search results.

Claiming as many of the more obscure search and 
review websites as possible can be done in-house, 
though it is a time-consuming task. Often, it is more 
cost-effective to subcontract rather than divert com-
pany human resources. An experienced online mar-
keting consultant will charge per claimed site, or a 
flat fee, but will complete the task more quickly. Such 
a consultant should begin with one of the free tools 
that perform a quick analysis of citations currently 
claimed and unclaimed. We use this one: www.bit.ly/
mysitechecker2020 

“Google My Business” Pages: A 
Marketing Opportunity
You may have seen the Google camera car driving 
down your street. Whether you like it or not, a photo 
of your business is visible to the world on Google 
Maps. That photo will also turn up on the GMB page 
Google creates, using whatever information it can 
acquire. Leaving that page unclaimed damages your 
online reputation. Customizing it and keeping it cur-
rent over time is a strategic, and cost-free, method to 
deliver your message to your real audience — prospec-
tive clients and their adult children. 

It may be that some GMB pages go unclaimed 
when a business simply has not been made aware of 
their existence. Fortunately, once aware, catching up 
is easy as Google facilitates claiming and editing the 
page. Wise business owners consider it a “must do,” an 
opportunity to make a good impression on Google, 
an impression that determines how the business ranks 
on searches. 

GMB Customization Step-by-Step
There are many elements to optimizing a Google My 
Business listing. All of them are important but the key 
elements to focus on are:

• NAP. Decide exactly how this should appear and 
record it precisely in a permanent place. Refer to 
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it for consistency when claiming other sites in the 
future.

• Business description. Limited to 750 characters, 
this text should include as many keywords as 
possible. Use natural sentences to avoid the ap-
pearance of “stuffing” keywords into the allotted 
space. Suggestion: Pull language from the “About 
Us” page of the company website.

• Business category. Unfortunately, Google forces 
businesses into their broad, pre-determined 
categories, which can be challenging for niche 
service providers, such as professionals serving 
older adults. Vastly different businesses may be 
gathered into the “consultant” category, which is 
not helpful in online searches. 

Note: As an example of Google’s intransigence on 
this point, the company absolutely refuses to under-
stand the difference between “home care” and “home 
health.” Providers of in-home personal care services 
are forced into the “home health care” category, re-
gardless of the technical reality.

• Services. When “category” does not serve well, 
make use of “services,” where Google lets you 
describe as many services as you want, using your 
own words. It appears there is no limit to the 
number of services you may add and the number 
of keyword-rich descriptors you can use.

• Service area. Here, Google has done a great 
service to businesses that deliver in-home ser-
vices. Google asks whether your clients come to 
a physical address (restaurants) or you go to their 
home (plumbers). In the case of home care, the 
answer is obvious. In the case of legal and finan-
cial advisory services, you may choose to conduct 
your business either way. Whatever you choose, 
you get to define the area in which you provide 
services. You may name up to twenty counties, 
cities, regions (e.g. San Francisco Bay Area), zip 
codes, or a mixture of all of these. 

• Images. Google provides the opportunity to post 
twelve images on your GMB site. One of these 
should be a square version of your logo. Any of 
your twelve may be replaced with a short video 
(60 to 90 seconds is recommended, but Google 
does not seem to limit this.)

In Summary
Going back to the introductory scenario, Ben V.’s 
Colorado home healthcare agency followed these 
guidelines and moved from a “graveyard” position 

several Google pages down to a comfortable spot in 
the top three. Business has been good. Your business 
can get similar results. 

While all of this may be a lot to absorb, inverse 
marketing remains the least expensive form of mar-
keting available. Learning to manage one’s online 
reputation pays off exponentially, particularly for con-
sultants such as advisors to older adults. Attentiveness 
to Google reviews, coupled with coordinating your 
Google My Business page with your listings on other 
directories and search engines, enhances your visibility 
to your primary targets, the older adults you want to 
serve and their adult children. Your only investment is 
in the time it takes to enter the information. •CSA
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of freedom that the title should imply. When he joined Tim Rowan 
five years ago to form Rowan Reputation Resources, Roger was able 
to perfectly blend his understanding of the issues facing small busi-
ness owners with Tim’s experience in senior-specific enterprises to 
create a business that is perfectly matched to the growth challenges 
faced by owners of senior-oriented consultancies today. Contact him 
at Roger@RowanResources.com
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Fraud perpetrated against 
vulnerable older adults is more 
prevalent than ever, and financial 
professionals have a role in 
preventing it. BY MARY DUNN, CSA

When there are signs that an individual’s ca-
pacity to formulate clear decisions has been 
compromised, the effects of aging become 

apparent. Older adults are high on the list as prime 
targets for financial exploitation, fraud, and decep-
tion. Financial industry professionals can help protect 
their clients before they are taken advantage of, and 
in case they suspect fraud may have already occurred. 
The author works in legal and regulatory services for 
a financial brokerage firm and has seen her share of 
shady activity.

By 2030, more than 20 percent of U.S. residents 
will be over age sixty-five, compared to 13 percent 
in 2010 and 9.8 percent in 1970 (Colby & Ortman, 
2016). The baby boomer generation, which encom-
passes individuals born between 1946 and 1964, is 
driving the growth of an aging population that is 
expected to live longer than older adults of earlier 
generations, yet with far more economic challenges 
(DeLiema, 2016). Furthermore, a new report from the 
Federal Trade Commission (FTC) reveals that older 

[  b u s i n e s s  i n  a g i n g  ]

How Investment 
Professionals Can 

Implement Best Practices 
Against Senior Scams
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adults are 20 percent less likely to be victimized by 
fraud than younger populations, but when they are, 
their losses will be four times greater than those indi-
viduals in their twenties and thirties who are reporting 
the crime (Passy, 2018). 

Retirees Vulnerable
Older adults sometimes feel isolated or alone and may 
therefore be more willing to engage in conversation 
with anyone who calls or writes. Taking advantage of 
this, scams by phone or email range anywhere from 
familiar tax and Social Security schemes to the more 
creative ploys of bogus winning lottery claims, grand-
kid impersonators, and fake romances.

My company, a financial services business that 
supports investment professionals in private practice, 
has a number of colleagues with a large percentage of 
clients in their later years. This preponderance of older 
clients has compelled the firm to implement employee 
awareness and learning for the special needs of this 
group. Training takes place via required continuing 
education programs and training videos produced in 
its in-house studio. Registered investment profession-
als are encouraged to monitor the account activity of 
older clients, as well as noting signs of dementia. By 
identifying the red flags of sudden or unusual changes 
in behavior or account activity — particularly dur-
ing a life-changing event such as retirement, illness, 
or death of a spouse — the advisors can elevate their 
concerns, make inquiries and, if necessary, take im-
mediate action. Here are some signs of concern the 
advisors are taught to watch for:

• Mood changes or unusual demands.
• Signs of physical abuse, such as bruising or 

injuries.
• Lost or restricted communication with client.
• Out-of-the-norm client transaction requests or 

actions.
• New friend involved in day-to-day needs of a 

client. 

• Third-party “coach” expressing excessive interest 
in client’s financial affairs.

Scammers are very good at what they do, prey-
ing on the vulnerabilities of older adults by creating 
a sense of urgency. Only the older adult can fix the 
“problem” with his or her financial resources. The 
advent of social networking has made it even easier 
for scammers to sleuth out personal and family infor-
mation, fashioning believable connection points for 
impersonating the older adult’s loved ones in distress 
and tricking them into sending money. Scammers also 
hack into e-mails to obtain information for contact-
ing their targets in an official or trustworthy capacity 
under the credible guise of a lawyer, police officer, or 
friend of the family. The following chronicles three 
specific cases brought forward to the legal department 
by its affiliated advisors demonstrating — without 
divulging identities — the unscrupulous tactics just 
described.

Case Study 1: Pay-By-Gift-Card
Scams involving Social Security benefits and credit 
card misuse fall under the umbrella of identity theft, 
with more than 14.4 million victims in 2019, ac-
cording to the FTC (Cook, 2019). Every year, new 
scams evolve. Thieves are endlessly creative, garnering 
significant results as evidenced by one recent Social 
Security scam that generated more than 76,000 com-
plaints to the FTC and caused losses to consumers of 
more than $19 million (Werner, 2019).

Pam, a 72-year-old client of an investment pro-
fessional, received a call from the “Social Security 
Administration” claiming that her Social Security 
number had been stolen and was used in a fraudulent 
way; unless she provided cash up front, the Federal 
Bureau of Investigation (FBI) would be at her door-
step in twenty minutes to arrest her. Pam cooperated 
and provided her Social Security number, her bank 
account information, and where her credit card was 
issued. The fraudsters requested payment in the form 
of $1,700 worth of Best Buy gift cards. 

Pam hesitated to call back the “Social Security 
administrator” and instead phoned her investment 
professional, who reported the scam to our office. The 
police, bank, and credit card company were notified, 
along with a recommendation to implement a credit 
freeze on all three credit bureaus and to change Pam’s 
phone number. The Internal Revenue Service (IRS) 
was also contacted to obtain an identity theft protec-
tion pin number for tax filing purposes.

With the utmost sensitivity and by asking just 
enough questions to understand the nature of the 

Beyond the initial financial losses,  

often victims give all their information 

out, including their home address, 

resulting in more dangerous situations.
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fraud, the advisor helped her client avoid potential 
financial catastrophe. The collaborative efforts of her 
trusted advisor and the backing of her financial team 
afforded Pam the best possible resources to protect 
her against any further fraud. 

Case Study 2: Publishers Clearing 
House Scam 
Nancy is a 69-year-old client of one of my company’s 
investment professionals. During their meeting and 
discussion around estate planning, Nancy showed her 
advisor a letter she had received from the Publishers 
Clearing House customer service department stating 
she had won $1.6 million and to call as soon as possible 
to speak with agent John Robinson. The investment 
professional expressed his concern about the likeli-
hood it was a fraudulent communication, pointing 
out grammatical errors and a missing return address 
on the envelope. Nancy admitted she had called the 
provided number, although she had not given out any 
personal information at that time. To impress upon 
Nancy how certain he believed this was a scam, the 
advisor put the client in touch with the home office. 
Staffers there forwarded Nancy a legitimate letter that 
had been obtained from the main office at Publishers 
Clearing House, explaining in detail how a winner is 
contacted and that the letter she received was, in fact, 
a fraud. 

Case Study 3: Romance Scam
In the last five years, the firm has been contacted 
by numerous investment professionals regarding 
romance scams. Linda is a 41-year-old client who 
contacted her advisor for assistance in liquidating 
$60,000 from her account. After questioning her 
about the purpose of the needed funds, Linda shared 
that she was involved with a man named “Dennis” 
on a dating website. She had never met him, but he 
was in the Army, a father of two, and a recent wid-
ower. Because he was stationed in Somalia, he needed 
money to return home for the holidays. (This should 
have been a big red flag since men and women in the 
armed forces fly on leave at Uncle Sam’s expense.) 
Initially, Linda had written him a personal bank 
check for $10,000 and was instructed to forward it 
to his “agent.” 

After the check was received and cashed, “Den-
nis” contacted Linda, requesting she send him an 
additional $60,000. Linda hesitated, but was told 
that to demonstrate his good faith, her initial outlay 
of $10,000 would be returned to her. A month later, 
Linda received a USPS package from “Dennis’s agent” 
containing $10,000 in cash tucked inside a shoe box. 

When Linda questioned “Dennis” about sending so 
much cash through the mail, he claimed the money 
was forwarded to her that way so an X-ray of the box 
would not identify its contents as cash. After our of-
fice received word from the investment professional 
about these activities, staff contacted the Army and 
provided the name and photo of “Dennis,” and re-
ported the incident to the U.S. Postal Inspection Ser-
vice for investigation. 

The Army responded in an e-mail, stating that 
scams through dating websites of predators posing 
as officers in the Army have generated losses of over 
$37 billion a year for older victims of fraud. How-
ever, Linda was thoroughly hooked. Despite hear-
ing the findings from the investigation, Linda still 
believed “Dennis.” Unfortunately, even though the 
evidence was clear that this man was a fraud, Linda 
continued to drain her accounts and lost all of her 
savings. 

Beyond the initial financial losses, often victims 
give all their information out, including their home 
address, resulting in more dangerous situations. One 
such romance scam started with the victim sending 
$20,000, which escalated to control of her bank ac-
counts, vandalism of her home, and eventually, inevi-
table forced relocation.

Readers may have noticed that all the case studies 
presented here involve women. In my office, 90 per-
cent of scammed clients are female and 10 percent are 
male. Whether this is because women report scams 
at a higher rate, are victimized more often, or the 
imbalance is due to another cause is ripe material for 
research.

Aging Professionals Can Help Prevent 
Exploitation
The cases shared demonstrate how financial profes-
sionals can be instrumental in exposing and pre-
venting potential scams. Assigning someone in the 
organization with the knowledge, training, resources, 
and empathetic demeanor needed to assist victimized 
older adults can help them deal with such scenarios 
they may bring forward. 

It’s important for professionals to stay alert to red 
flags that might be indicative of financial fraud. Fi-
nancial services professionals who do so are providing 
the best value-added services for their older clients, 
as well as helping to mitigate the rippling effects and 
risks resulting from financial exploitation. By exercis-
ing compassion, managing expectations, assessing any 
additional safety concerns that may arise, and sur-
rounding victims with a network of support, further 
fraud may be prevented.
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Implement an Exploitation Protection 
Program
A proactive stance will equip a company with the 
knowledge and actionable steps necessary to satisfy 
client needs, protecting them from many of the scams 
that exist today. The company the author works for 
has a plan in place for those times when a client may 
be the target of fraud.

Based upon the financial services industry’s regu-
latory guidelines, it is recommended to establish an 

Elder Client Escalation team. When notification is re-
ceived of a potential scam, it is referred to a designated 
trained professional, at which point the investigation 
begins. A meeting with the fraud team — comprised 
of chief legal counsel, a chief compliance officer, a 
professional trained to work with older adults, and 
a surveillance supervisor — commences, in which 
a strategy is discussed. Under the guidelines of the 
Financial Industry Regulatory Authority (FINRA) 
and the U.S. Securities and Exchange Commission 

RESOURCES

The FTC is the nation’s primary consumer protection agency. Anyone can order pamphlets and other 
handouts for clients on the website, free of charge. Additionally, the agency provides videos on 
the different types of scams being inflicted on the public and how to prevent clients and/or family 
members from becoming victimized. 

FTC efforts to file law enforcement actions have made inroads in stopping unlawful practices and 
educating the public regarding consumer protection issues by way of strategic initiatives, research, 
and collaboration with federal, state, international, and private sector partners (Federal Trade 
Commission Act 15). 

The Federal Trade Commission conducts research and analysis, and engages in coordinated efforts 
to protect older adults from financial loss and assist them with other consumer issues such as identity 
theft protection. The FTC, in their last fraud survey, found that 10.8 percent of adults in the United 
States—an estimated 25.6 million people—had been victims of one or more of the frauds included in 
the survey (Anderson, 2013).

Certain types of scams are likely to affect different demographic groups. For example, older adults 
in the survey — ranging in age from fifty-five to seventy-four — were more likely to be victims of 
fraudulent prize promotions than were younger consumers (FTC, 2016).

Further, the FTC is an active member of the Elder Justice Coordinating Council, a federal entity 
charged with identifying and proposing solutions to problems related to elder abuse, neglect and 
financial exploitation. The council’s mission is to develop recommendations for the Secretary of the 
Department of Health and Human Services (DHHS) for the coordination of relevant activities. DHHS 
convened the Elder Justice Coordinating Council in accordance with the Elder Justice Act of 2009. 
The Council consists of heads of federal departments and other government entities, including the 
Federal Trade Commission, identified as having responsibilities, or administering programs, relating 
to elder abuse, neglect, and exploitation.

In addition to the FTC, there is a wealth of information available to anyone in the business of 
protecting seniors against fraud. These include, but are not limited to: 

• Federal Bureau of Investigation (IC3.gov)
• National Adult Protective Services (Napsa-now.org, 277-523-4431)
• AARP (www.aarp.org/homefamily/caregiving, 1-888-687-2277)
• National Council on Aging (Ncoa.org, 202-479-1200)
• The Office for Victims of Crime (https://www.ojp.gov/about/offices/office-victims-crime-ovc)
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(SEC), the client is serviced in accordance with the 
firm’s Written Supervision Procedures under Senior 
Suitability Rules (SSR), where all actions taken are 
for the sole purpose of protecting the best interests of 
the client. 

Here are some basic guidelines to follow in estab-
lishing preventive measures to counter financial fraud 
when working with older clients:

1. Set up regular meetings with clients. Take notes 
and document behavioral changes including ap-
pearance, forgetfulness, or confusion. 

2. Obtain information on a trusted contact person, 
such as a family member or close friend, and get 
a client’s signed authorization to contact that 
person in the event of any emergency. 

3. Allocate time to educate clients about financial 
scams and available resources to which they can 
turn. (See the list of resources, below, featuring 
organizations focused on supporting victims of 
financial fraud). 

4. Help older clients maintain a healthy social net-
work. Encourage them to contact senior centers 
in their area to maintain outside connections. 

5. Understand the various state laws, rules, and 
regulations where the client resides, and the 
necessary contact information to report signs of 
abuse or fraud. 

Scammers are experts at shifting tactics and 
changing their message to catch older adults off 
guard. This is especially true surrounding the anxieties 
related to the recent pandemic. The top categories of 
coronavirus-related fraud complaints include travel- 
and vacation-related reports about cancellations and 
refunds, reports about problems with online shopping, 
mobile texting scams, and government and business 
imposter scams. In fraud complaints that mentioned 
the coronavirus, consumers reported losing a total of 
$4.77 million with a reported median loss of $598 
(Federal Trade Commission, 2020).

While Americans are washing their hands and 
working to keep themselves and their family safe, here 
are a few suggestions for clients to protect them from 
scammers:

• Don’t be rushed. Whatever the call, email, text, or 
social media post is about, the first warning sign is 
when it says to respond immediately. Don’t!

• Check it out. Before you act, do some research to 
see if this is a scam.

• Pass it on. If you are not sure, talk to someone 
you trust for another opinion. 

Now more than ever, financial professionals must 
continue to have an aggressive approach to be one 
step ahead of the scammers and, whenever possible, 
get the word out on the ways to protect their clients, 
friends, and family from the financial hardship fraud 
brings. •CSA 

Mary Dunn is manager of Legal and Regulatory Services and the 
designated Certified Senior Advisor® (CSA) at American Portfolios 
Financial Services, Inc., a member FINRA/SIPC firm and independent 
broker/dealer. Since 2015, the rise in senior scams and the conse-
quent need for oversight has been a top priority. The firm maintains 
ongoing contact with the Federal Bureau of Investigation, Federal 
Trade Commission, FINRA and local law enforcement concerning 
fraud cases perpetrated against older clients.
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C A S E  I N 

Despite copious research, delirium 
is underdiagnosed in the hospital 
setting. A simple test can alert 
healthcare workers to the condition. 
BY K AREN L .  G ILBERT, DNP, MS, RN  

AND MICHELLE KUNZ , MBA
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Still Elusive After  
All These Years?
An acute and common disorder, delirium causes 

substantial disturbance in cognitive function 
and awareness of the environment and is gen-

erally associated with another medical event. Delirium 
is often undiagnosed or misdiagnosed. Unrecognized 
and untreated delirium may result in longer hospital 
inpatient stays, repeated hospital readmissions, pro-
gression of cognitive decline and general morbidity, 
and otherwise untimely death. According to Bush and 
Lawlor (2016), the prevalence of delirium can range 
from 18 to 50 percent of hospitalized patients, and 
up to 88 percent of patients receiving palliative care, 
and “about one-third of all delirium episodes in older 
adults in hospital can be prevented” (p. 129). This un-
derscores the importance of recognizing the factors 
that contribute to the risk of delirium and promoting 
proactive approaches to minimize those risks. Those 
who know the patient well can inform healthcare 
professionals of the patient’s baseline cognitive and 
physical conditions, and thereby play a vital role in 
the identification of delirium, facilitating appropriate 
treatment. An acute episode of delirium should not 
be attributed to underlying Alzheimer’s disease or 
related neurocognitive disorder, but rather evaluated 
and treated as a distinct medical concern.

The onset of an episode of delirium may be rapid. 
Certain underlying conditions predispose a patient 

(Mittal et al., 2011). These include (and may not be 
limited to):

• Advanced age
• Existing cogitive impairment, such as results from 

Alzheimer’s disease or a related neurocognitive 
disorder

Predictive factors include ( Justic, 2000):

• Visual impairment
• Severe illness
• Dementia
• Elevated urea-creatinine ratio (determined by 

routine lab work)

There are inpatient factors that increase the risk of de-
lirium ( Justic, 2000). These include:

• Physical restraints
• Urinary catheterization
• Malnutrition
• Adding more than three new medications

In addition, risk of delirium is elevated by compli-
cations occurring in the course of hospitalization and 
treatment. Known as “iatrogenic” complications, these 

C A S E  I N 
P O I N T 
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include falls, adverse drug events, hospital-acquired 
(nosocomial) infections, and pressure wounds.

The start of delirium is usually rapid. In addition to 
the predisposing and predictive factors noted above, de-
lirium is also more likely in those with chronic illnesses, 
electrolyte imbalance, underlying infection, surgical in-
tervention, and withdrawal from drugs or alcohol.

Because symptoms of delirium and dementia can 
be similar, input from a family member or caregiver 
is vital for a physician to make an accurate diagno-
sis. The family member, familiar caregiver or certified 
senior advisor can provide important information as 
to the patient’s “usual” condition prior to the acute 
hospitalization. Even if the patient has previously 
been diagnosed with Alzheimer’s disease or a related 
neurocognitive disorder, he or she will still have a 
usual level of function and set of behaviors that can 
serve as a baseline for the hospital experience. A sud-
den change in level of orientation, mood, personality, 
functional ability, should be evaluated as possible de-
lirium, and never simply attributed to an underlying 
neurocognitive disorder.

Symptoms
Signs and symptoms of delirium usually begin over 
a few hours or a few days from the “trigger event.” 
Trigger events can include acute illness or injury, or 
a major surgery. Symptoms may fluctuate throughout 
the day; there may even be periods during the day 
with no symptoms. Symptoms may intensify at night 
and may manifest as:

• Inability to stay focused on a topic or to switch 
topics.

• Failing to respond to questions or conversation.
• Being easily distracted by unimportant or unre-

lated concepts.
• Being withdrawn, with little or no response to 

surroundings or interventions.
• Poor thinking skills. 
• Poor memory, particularly of recent events.
• Disorientation re: surroundings and/or personal 

identity.
• Difficulty speaking or “word-finding.”
• Rambling or nonsense verbalizations.
• Trouble understanding what others are saying.
• Difficulty reading or writing.

Behavioral changes may include:

• Visual or auditory hallucinations.
• Restlessness, agitation, or aggressive or combative 

behavior.

• Calling out repeatedly.
• Being uncharacteristically quiet and withdrawn. 
• Slowed movement or lethargy.
• Disturbed sleep. 
• Confusion regarding day and night, and/or a dis-

turbed sleep pattern.

Emotional manifestations may include:

• Anxiety, fear, or paranoia.
• Depression.
• Irritability or anger.
• A sense of feeling euphoria.
• Apathy.
• Rapid and unpredictable mood shifts and/or 

change in personality.

There are three categories of delirium:

• Hyperactive delirium. Probably the most easily 
recognized type, this may include restlessness 
(for example pacing, trying to get out of bed 
repeatedly), agitation, rapid mood changes, or 
hallucinations.

• Hypoactive delirium. This may include reduced 
activity, abnormal drowsiness, or appearing to be 
dazed.

• Mixed delirium. This presentation has both hy-
peractive and hypoactive features and may fluctu-
ate from one to the other.

Distinguishing delirium from dementia
Those with underlying symptoms of dementia are at 
greater risk to develop delirium. Delirium may fail to 
be diagnosed if simply attributed to preexisting symp-
toms of dementia. However, dementia and delirium 
may be distinguished based on onset, change in at-
tention span, and fluctuating symptoms.

• Onset. The onset of delirium occurs suddenly. In 
contrast, symptoms of dementia begin gradually, 
over time.

• Attention. The ability to stay focused or maintain 
attention is significantly impaired with delirium. 
Early symptoms of dementia do not generally 
affect attention span or alertness.

• Fluctuation. The appearance of delirium symp-
toms can fluctuate significantly and frequently 
throughout the day. In contrast, symptoms of 
dementia do not generally fluctuate in the course 
of a day.

Unrecognized and untreated delirium may result 
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in longer hospital inpatient stays, repeated hospital re-
admissions, progression of cognitive decline and gen-
eral morbidity, and otherwise untimely death (Fong, 
Albuquerque, & Inouye, 2016).

Frequently, in assisted living environments, skilled 
rehabilitation, and skilled nursing facilities, patients 
or residents exhibiting a sudden change in behav-
ior, particularly with characteristics of hyperactive 
delirium, are “diagnosed” with altered mental status 
(AMS) and transferred via ambulance to the hospital. 
AMS should be viewed as tantamount to “other,” i.e. a 
manifestation that was neither appropriately assessed 
nor evaluated, and which begged for critical analysis 
of root cause. Though the ultimate diagnosis is fre-
quently urinary tract infection or early pneumonia, 
many episodes are never adequately explained. Con-
sequently, there is no substantive plan for the patient, 
a disservice to both patient and family, as well as to the 
healthcare system.

The Confusion Assessment Method (CAM), first 
developed by Dr. Sharon Inouye in 1990, is recog-
nized as a valid, easy-to-use tool (Inouye, 2014) and 
can be utilized to facilitate prompt recognition of de-
lirium and subsequent diagnosis and treatment. Oh, 
Fong, Hshieh, and Inouye (2017, p. 1163) describe 
the CAM as continuing “to be the most widely used 
delirium instrument worldwide,” and “with high sen-
sitivity, reliability, and specificity.” 

The CAM can be incorporated into the electronic 
medical record as a regular assessment on each shift, 
with immediate alerts and action for positive findings; 
the CAM can also be provided on paper for ancillary 
personnel and families to utilize for providing valu-
able information to nursing and medical personnel. 
The short form of the CAM identifies the following 
four indicators for identifying delirium:

1. Acute onset and fluctuating course, and
2. Inattention, and either:
3. Disorganized thinking, or
4. Altered level of consciousness.

Answering “yes” to numbers one and two, and 
either three or four, constitutes a positive screen for 
delirium and should prompt an evaluation by the phy-
sician and/or nurse practitioner.

Justic (2000) critiqued the term “ICU psychosis,” 
revealing that the observed changes in levels of con-
sciousness and attentiveness, increased disorientation, 
confusion, anxiety, agitation, and/or lethargy, were not 
necessarily a function of the patient’s presence within 
the intensive care unit, but rather delirium, which can 
manifest in any hospital setting. Nevertheless, our 

healthcare system continues to have a persistent blind 
spot relative to delirium and its consequent morbidity, 
mortality, and significant healthcare costs. 

Justic (2000) provided a compelling argument for 
identifying delirium as a distinct manifestation, and 
provided etiological aspects, a description of the char-
acteristics of hyperactive and hypoactive delirium, a 
description of prevalence as 10 to 50 percent of “medi-
cally ill” inpatients, and prevalence in the elderly of 14 
to 56 percent. The elderly with preexisting dementia 
are particularly vulnerable; as cited by Mittal et al. 
(2011), advanced age and cognitive impairment “are 
thought to be the two most common predisposing 
factors for delirium.”

Oh et al. (2017) reviewed 127 articles on the 
subject, published between January 2011 and March 
2017. The authors cite the prevalence of undiagnosed 
delirium as ranging between 55 percent and 70 per-
cent in the years 2000 to 2001 and still 60 percent as 
recently as 2015. Clearly, little to no progress has been 
made.

It is obvious that manifestations of hyperactive or 
hypoactive delirium can appear to mimic symptoms of 
dementia and confound its identification as an acute 
episode. However, as discussed here, risk factors for 
delirium can be identified, preventive actions taken 
(Akunne et al., 2012), and prompt treatment initiated 
should symptoms manifest (Fong et al., 2016). Once 
again, those who know the patient well may be the 
first to raise the possibility of delirium and are vital 
advocates for the patient.

When we can know the predisposing factors noted 
by Mittal (2011) and the predictive and inpatient fac-
tors noted by Justic (2000), a preventive care plan can 
be established (see Figure 1 on page 68).
Putting these simple interventions in place often 
requires strident input of those who know the pa-
tient well. The high prevalence of undiagnosed and 
untreated delirium underscores the frequent misap-
prehension of its symptoms and widespread failure to 
therapeutically address these events for the majority 
of affected patients.

Summary
Peer-reviewed studies and review articles on delirium 
are ubiquitous, yet delirium continues to be unrecog-
nized or misdiagnosed 60 percent of the time. The 
increased acute care length of stay, morbidity, mortal-
ity, and healthcare costs warrant new approaches. The 
Centers for Medicare and Medicaid Services (CMS) 
established the use of the CAM in its required skilled 
rehabilitation and skilled nursing facilities. It should 
likewise be standard for those same patients and 
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residents when they are cared for in acute or other 
subacute settings. 

This relatively simple CAM tool, taking only min-
utes to complete, can become a required entry on each 
shift via prompting from the electronic medical record 
in the hospital as well as the subacute settings. The 
tool could also be provided to Certified Nursing As-
sistants, physical, occupational, speech, and respirato-
ry therapy professionals, etc. electronically and/or on 
paper. Via this mechanism, any clinical staff interact-
ing with the patient would have the means to identify 
the presence/absence of change in mental status, inat-
tention, disorganized thinking, and/or altered level of 
consciousness, with the information readily passed to 
the patient’s assigned nurse. 

Oh et al. (2017) discuss how family or other care-
givers can provide information on the patient’s cogni-
tive status prior to the acute care episode. Establishing 
the baseline should facilitate a plan of care that in-
corporates sensitivity to the aforementioned-delirium 
risk factors, promotes the identification of changes 
from baseline, changes that should not be dismissed as 
underlying dementia, but assessed as a possible acute 
episode of delirium requiring prompt treatment. Pro-
viding family or other familiar caregivers with a CAM 
tool can encourage and empower those familiar with 
the patient’s baseline to recognize signs and symp-
toms of delirium and alert the nursing and medical 
staff. The family or friend can advise the clinical staff 
as to the patient’s usual mood and demeanor, level of 

orientation, and functional abilities, illustrating the 
contrast with the acute episode that may be delirium. 
A positive screen for delirium should prompt further 
evaluation by the medical staff to formerly diagnose 
and treat the episode of delirium. Treatment must be 
individualized for each patient based on the predic-
tive, predisposing, and inpatient factors affecting the 
patient, as well as preexisting comorbidities, specific 
medication issues, etc. 

A CAM tool adapted for family caregivers and 
others well-acquainted with the patient could resem-
ble Figure 2.

Though a definitive diagnosis of delirium would 
then need to be made by the appropriate physician or 
nurse practitioner, educating hospital, skilled rehabili-
tation, and long-term care facility staff to risk factors 
and preventive measures, and providing a simple tool 
for recognizing and reporting symptoms should go a 
long way to improving prevention and early diagnosis 
and treatment when symptoms manifest. 

Addressing delirium in a proactive manner also 
aligns with the Triple Aim of the Institute for Health-
care Improvement (The IHI Triple Aim, n.d.), i.e.:

• Improving patient/family satisfaction with care
• Improving population health
• Decreasing the per capita cost of care

The assessment of delirium and proactive ap-
proaches are neither costly nor difficult. 

FIGURE 1: INTERVENTION RATIONALE

Toileting schedule The patient may not “remember” to use a call bell and wait for 
assistance. Unassisted toileting promotes falls, one of the “inpatient 
factors” that increases risk of delirium.

Assistance with meals and eating The patient may not recognize a meal tray as his/her tray and/or may 
not be able to manipulate the packaging; poor nutrition increases 
the risk of skin breakdown, which also increases the risk of delirium.

Avoid or minimize urinary catheterization Catheterization is a recognized “inpatient factor” contributing to 
delirium in and of itself (Justic, 2000); catheterization can also 
contribute to the iatrogenic complication of urinary tract infection.

Validation as communication technique Repeatedly trying to “reality orient” a patient with an underlying 
neurocognitive disorder can agitate the patient and increase his/her 
degree of confusion.

Minimize the addition of new 
medications; encourage family to bring 
all current medications to the hospital

Adding multiple new medications increases delirium risk; reviewing 
all current medications may facilitate use of those medications 
versus prescribing multiple new medications.

Encourage family to bring the patient’s 
eyeglasses, hearing aids to the hospital

Visual impairment is recognized as a “predictive factor” for delirium 
(Justic, 2000); any sensory impairment can increase confusion/
disorientation.

Encourage family and/or close friend to 
be with the patient as much as possible

The presence of those familiar to the patient will mitigate the risk of 
escalating confusion.
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Our aging population and prevalence of Alzheim-
er’s disease and related neurocognitive disorders that 
affect adults in many decades of life should support 
structured education on delirium for all healthcare 

professionals, as well as for those in allied professions 
charged with advocating for and protecting the health 
and well-being of older adults, such as the Certified 
Senior Advisor®.

MARIE, AGE EIGHTY-ONE, ARRIVES WITH HER BEST FRIEND 
Tilly for the pre-op doctor’s visit before her full hip 
replacement surgery that is scheduled for the follow-
ing week. Marie is an artist and an avid walker. Ma-
rie gave up her car a few years ago because she was 
starting to have some memory issues and was afraid 
of getting lost. So, being able to comfortably walk ev-
ery day to do her errands around town was extremely 
important to Marie. Other than her painful hip and 
her mild cognitive issues, Marie was in great health. 
She had suffered a serious loss when her long-time 
partner died suddenly two years ago, but she dealt 
with the ensuing depression through her art and her 
daily walks. Marie refused most medication, and only 
occasionally took Tylenol when she could no longer 
tolerate her aching hip. 

The doctor was pleased that Marie wasn’t taking 

medication, since that minimized any medication 
side effects both pre- and post-op. He was a little bit 
concerned about her memory issues and wanted to 
make sure that there would be someone with Marie, 
while she was recovering from her surgery, to advise 
her nurses about Marie’s typical attitude (engaged, 
interested in what was going on around her) and to 
notice if Marie started to have a change in mood, 
abilities, or orientation. Tilly agreed to be Marie’s 
“go-to” person. The doctor explained that, because of 
Marie’s cognition problems, the medical staff might 
assume that Marie’s dementia was worsening, when 
in fact, she might be having an acute episode of 
delirium. 

The day of Marie’s surgery came, the surgery was 
successful, and she began her recovery in the hospital. 
Tilly was at Marie’s side for the entire process. She 

FIGURE 2: CAM TOOL

Is there a change in mental status from baseline? ☐ Yes ☐ No

Does the patient have difficulty focusing attention –  
is he/she easily distracted or unable to follow a discussion?

☐ No ☐ Yes, 
continuously

☐ Yes, 
difficulty 
comes/goes

Is the patient’s thinking disorganized or incoherent? ☐ No ☐ Yes, 
continuously

☐ Yes, 
difficulty 
comes/goes

Does the patient display any of the following? 
Easily startled by sound or touch; Dozing while being asked 
questions; Difficult to arouse and keep aroused; Cannot be aroused

☐ No ☐ Yes, 
continuously

☐ Yes, 
difficulty 
comes/goes
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stayed in the hospital with Marie, sleeping in the 
reclining chair. The morning after Marie’s surgery, 
Tilly was surprised that Marie seemed incredibly 
quiet, withdrawn, and was moving very slowly. Ma-
rie seemed unable to focus on the menu choices Tilly 
was giving her for breakfast. Although Tilly expected 
Marie to be in some pain from the surgery, she didn’t 
expect Marie’s attitude and mood to be so different 
than usual. Remembering what the doctor said, Tilly 
informed Marie’s nurse that there might be some-
thing to be concerned about. 

The nurse came in to assess Marie. When the 
nurse asked Marie where she was, Marie said “in a 
hotel.” The nurse noted that Marie wasn’t drinking 
her water and was very probably dehydrated. Tilly was 
asked to make sure that Marie drank her water and 
ate her breakfast. 

About an hour later, the nurse came back in the 
room, and found that Marie was becoming very insis-
tent that she “needed to get out of this hotel…NOW!” 
The nurse came in to do the CAM (Confusion As-
sessment Method) and determined that Marie was 
indeed delirious. The nurse convinced Marie that it 
might be a better plan to try using the toilet, so she 
removed Marie’s catheter that had been placed for the 
operation. Within an hour, Marie had been assisted 
to the toilet by her physical therapist, and not only 
walked with her new hip, but was able to urinate on 
her own. The physical therapist walked her back to 
bed and suggested that what Marie needed most right 
now was some sleep. 

Tilly was also pretty tired and figured that the best 
medicine for Marie at the moment was to get some 
uninterrupted sleep, something that is hard to come 
by in a hospital, especially if the patient is recovering 
from surgery. After talking to the nurse, Tilly put a 
“Quiet” sign on the outside of Marie’s hospital room 
and shut the door, closed the blinds, turned on some 
soothing music, and turned out the lights so Marie 
could get some more sleep. 

When Marie awoke, the nurse asked Marie to 
hold her hand and squeeze every time that the nurse 
said the letter “A” as she spelled out “s-a-v-e a h-e-a-r-
t.” Marie only squeezed the nurse’s hand once. The 
nurse told Tilly that missing two letters, or squeezing 
on the wrong letter, is a sign of delirium (disorganized 
thinking). The nurse asked Tilly to do this every hour 
or so, to see if Marie’s delirium was waning or main-
taining. Over time, Marie was able to get all three let-
ters correct. She slowly started to come out of her 
withdrawn state, started talking again, and was able to 
get up and move. She continued to have episodes of 
delirium but was able to recover fully over time. •CSA
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